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Preface

This book comes out at an unprecedented time for global adolescent health.
Before the twenty first century, there was a substantial international invest-
ment in neonatal and pediatric healthcare in virtually all countries around the
world. At the same time, there was little research on adolescence, as a
specific period in time with specific health needs. This level of interest began
to change when health and social data revealed that the gains made in
neonatal and pediatric healthcare were being lost during adolescences. Public
health researchers and health providers pointed to the lack of adolescent
specific health and social services designed to bridge the gap between chil-
dren’s health programs and the adult health and social care infrastructure.

Subsequently, interest in adolescent health issues has been growing and
translated in major international initiatives. On September 26, 2015, the day
after the General Assembly of the United Nations adopted the Sustainable
Development Goals, the U.N. Secretary-General launched the Global Strat-
egy for Women’s, Children’s and Adolescents’ Health. The strategy lays out
an ambitious vision for a world “in which every woman, child and adolescent
in every setting realizes their rights to physical and mental health and
wellbeing, has social and economic opportunities, and is able to participate
fully in shaping prosperous and sustainable societies”. What is different in
this new strategy is that it includes adolescents as “central to everything we
want to achieve, and to the overall success of the 2030 Agenda”
(Ban Ki-moon). Aligned with the Global Strategy, the 68th World Health
Assembly requested the World Health Organization Secretariat to develop a
Global Framework for Accelerated Action for the Health of Adolescents (the
AA-HA! Framework) in consultation with youth, Member States, and major
partners. The Lancet established a Commission on Adolescent Health and
Wellbeing to support actions in response to the shifting determinants of
health and health needs among the world’s youth.

With this, the sense of urgency that was growing over the past two dec-
ades that something needs to be done differently to enhance the positive
development of adolescents has found its focus. We believe that this book
provides a fair snapshot of the state of the knowledge and practice in ado-
lescent public health, and hope that the reader will find practical answers to
some of the questions that would instigate him/her to act locally.

Most definitions of adolescence define this period in terms of transition,
dynamic changes and the goal of adulthood. This book is about a somewhat
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different adolescence. It is about the period that for every single adolescent
among 1.2 billion adolescents worldwide is their very present. It is about the
adolescence that is not a mean to an end, but a raisons d’être in itself. It is
about adolescence that has biological underpinnings for being a distinct
period of human growth and development, but it is also about adolescence
that is socially constructed. There is no other period in human life that is so
tightly regulated by societies as adolescence. There is a labyrinth of rules and
regulations for adolescents about the desirability, onset and frequency of all
sorts of behaviors and activities ranging from sexual activity to use of ser-
vices—all with good intention to protect adolescents.

The problem is when the regulations are not informed by a developmental
marker, but instituted arbitrarily by politicians and policy makers. There is no
biological explanation why the age of criminal responsibility varies from
8 years of age in Scotland and 10 years of age in England and Wales to 18 in
Belgium and Luxembourg. When adolescence is socially constructed, reg-
ulators may decide when to pull back adolescents towards childhood (e.g.,
regulations on informed consent for medical services) and when to push them
towards adulthood (e.g., legal provisions for child marriage).

With so many rules and in the absence of a scientific basis for what is a
normative level for various behaviors, no wonder that adolescents are
“at risk” of trespassing socially constructed boundaries, and “targets” for
various programs and initiatives in preventing them from doing so. This is
not to say that adolescents are not vulnerable, but we have to distinguish
between three different sources of vulnerabilities: (1) those that have a bio-
logical foundation (e.g., propensity for impulsive behaviors due to the
peculiarities of brain development); (2) those that are socially determined
(e.g., low community acceptance of premarital sexual activity), and (3) those
that are politically constructed. Deliberate policies, irrespective of their pri-
mary intent, may undermine adolescents rights (e.g., minimum age for
transferring juvenile cases to the adult criminal court, or regulations about
third party authorization for adolescents access to services). This book will
help the reader to make this distinction, and to see how it can be applied in
designing adolescent specific public health responses.

The book is presented in four parts. Part I is A Snapshot of Adolescent
Health and Development Globally and from Selected Countries, and explores
the reasons why adolescent health is becoming a public health priority. It
summarizes the current leading causes of morbidity and mortality among
adolescents globally, as well as, with examples from Cuba and Japan, covers
trends in health promoting and health compromising behaviors that com-
monly emerge during the adolescent years.

Part II, Adolescent Health Conditions and the Public Health Response,
examines in more depth the leading causes of ill health and death in ado-
lescence, provides examples of effective evidence based interventions and
successful public health policies.

Generally, the health sector is not organized by diseases. Healthcare
reforms are usually concerned with shifting service delivery to
people-centered care, which means that it is focused, organized around the
health needs and expectations of people and communities rather than
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on diseases. From the point of view of policy making and healthcare
organization, therefore, we found it useful in this book to discuss what
arrangements need to be made in primary and referral level care in order to
provide equitable, comprehensive, and integrated health services for the
adolescent population. The exact configuration of services varies from
country to country, but in all cases services require a well-trained workforce,
robust financing, and financial protection mechanism. As well, attention must
be paid to the particular needs of adolescents who report poorer satisfaction
with the healthcare services compared with adults, and face greater cost and
other barriers to accessing healthcare.

Part III of the book, Adolescent Responsive Health and Social Systems,
therefore, looks at the key functions of health systems from the perspective of
adolescents’ specific needs and expectations.

There is a range of different platforms available to provide health services
to adolescents: public and private facilities, schools, mobile clinics, phar-
macies, youth centers, e-health, and outreach strategies. Among them, school
health services are particularly well placed to reach adolescents with pre-
ventive interventions. In 2012, the primary gross school enrolment ratio was
108.4 % (global average) (the primary gross school enrolment ratio can
exceed 100 % due to the inclusion of over-aged and under-aged students,
because of early or late school entrance, and grade repetition). The secondary
gross school enrolment ratio was 73 % (global average). Importantly, in
many countries the trends for both indicators are positive. Among the sci-
entific and political advances that adolescent health agenda witnessed during
the last few years, however, the role of school health services has not been
adequately addressed. We decided therefore to dedicate a distinct part in this
book to case studies of school health services.

Part IV, Pairing Children with Health Services: The Role of School
Health Services, describes this promising form of linking children and
adolescents with preventive interventions and other services.

An initial glance at the table of content of this book may leave the reader
with an impression that some key topics are missing. Indeed, there are no
chapters that are called “Youth participation”, “Adolescents’ rights and
gender equality”, “The importance of social determinants of health”, or
“Adolescents are not all the same”. So important are these topics for ado-
lescent healthcare and protective policies, that they are crosscutting themes
in these chapters:

• The importance of an ecological understanding of adolescent health
and of addressing social and structural determinants in policy measures is
a defining theme in chapters about sexual and reproductive health, ado-
lescent nutrition, and injury prevention, among others. The authors
demonstrate how adolescent health outcomes are influenced by the
interaction of biological, psychological, social, economic, political, cul-
tural, legal, historical, religious, spiritual factors, and how an ecological
understanding of adolescent health informs program design.

• The importance of gender equality and respecting, protecting and
fulfilling adolescents right to health and healthcare is a central idea in
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the chapters from India and Chile, as well as, in chapters about sexual and
reproductive health (Chaps. 8 and 9), restorative justice and mental
well-being (Chap. 7), and quality of care (Chap. 15), among others.

• Adolescent participation in decisions, which affect their health and lives
is the cornerstone for assessing the adolescent’s capacity for autonomous
decision-making (Chap. 18). Adolescent participation is also in inherent
characteristic of quality healthcare services for adolescents, and is one
of the eighth quality standards, as described in Chap. 15. The experience
from Portugal on implementing an adolescent health curriculum shows
how important student involvement in program evaluation was to
improve the content and teaching methods of the adolescent health course
(Chap. 17).

• Adolescents are not a homogeneous group: the fact that policies and
programs need to take into consideration the heterogeneity of adolescents,
including the differential in exposure to risk factors and differing devel-
opmental phases and health needs of younger and older adolescents is
emphasized in several chapters (Chaps. 1, 3, 4, 18 and 20).

• Some adolescents are particularly vulnerable and this is why it is
important to monitor the health of marginalized youth (Chap. 1). Policies
need to be in place to track health disparities between subgroups of
adolescents, and to provide financial and other forms of protection from
factors of vulnerabilities (Chap. 19).

Forty four experts in the field have directly contributed towards the
content of this book. We want to thank them all for their enthusiasm in
knowledge sharing, and professionalism in knowledge synthesis for the
benefit of the reader whom, we hope, will take it one step further into
knowledge translation in their countries and settings.

Tulsa, OK, USA Andrew L. Cherry
Geneva, Switzerland Valentina Baltag
Orlando, FL, USA Mary E. Dillon
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and from Selected Countries



1The Epidemiology of Adolescent
Health

Elizabeth Saewyc

Monitoring the Health of the Global
Population of Adolescents

In 2013, there were 1.2 billion adolescents, about
17 % of the world’s population (Clifton and
Hervish 2013), the largest population of adoles-
cents throughout history to date. While the aging
of populations in high-income countries means a
relatively low proportion of their population are
between the ages of 10 and 19, in low- and
middle-income countries, as many as 1 in 5 cit-
izens are adolescents. Indeed, a majority of
adolescents in the world today live in low- and
middle-income countries, primarily in the global
south.

Part of the reason for this demographic shift is
the success of national efforts to reduce infant
mortality and increase child survival as part of
the Millennium Development Goals (United
Nations 2015), often in the cultural context of
early marriage and high fertility. But, will the
efforts, which have improved survival during
early childhood, improve survival during ado-
lescence? Likewise, in high-income countries,
given the increasing numbers of older adults who
are living longer, with chronic health conditions

that require significant health care resources, are
the policy makers aware of adolescents’ health
needs and issues, and include adolescents in
health systems plans?

A key component of public health practice is
monitoring and surveillance of the health status
of populations. In many parts of the world, the
health and mortality data collected are still not
regularly reported separately for adolescents, and
this remains a priority recommendation in several
international reports (United Nations Population
Fund 2012; World Health Assembly 2011; WHO
2014). A growing number of countries, however,
are implementing national youth health surveys,
or participating in international surveys, as well
as improving their data collection and reporting
key information about the health status of ado-
lescents. In 2014, the World Health Organization
assembled much of the existing information into
a comprehensive report, Health for the World’s
Adolescents: A Second Chance in the Second
Decade (http://apps.who.int/adolescent/second-
decade/). While this chapter summarizes the lat-
est information about adolescent health from that
report and other sources, you can find more
detailed information and trends for global regions
and individual countries in the interactive World
Health Organization online report.

E. Saewyc (&)
Division of Adolescent Health and Medicine, and
School of Nursing, University of British Columbia,
Vancouver, BC, Canada
e-mail: elizabeth.saewyc@ubc.ca

© Springer International Publishing Switzerland 2017
A.L. Cherry et al. (eds.), International Handbook on Adolescent Health and Development,
DOI 10.1007/978-3-319-40743-2_1
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Leading Causes of Mortality Among
Adolescents Worldwide

Adolescence is generally a healthy time period,
and youth aged 10–19 have some of the lowest
mortality rates among populations worldwide
(WHO 2014). In the last half of the twentieth
century, there was significant improvement in
mortality rates among children, and, to a lesser
extent, among adolescents, worldwide (Viner
et al. 2011). These reductions in mortality rates
continued between 2000 and 2012 for adoles-
cents in nearly all regions in the world. The
exception is boys aged 15–19 in the Middle
Eastern region, where mortality rates increased
slightly, primarily due to deaths from war.
Among boys of the same age in South and
Central America, the mortality rates remained the
same (WHO 2014). In order to be comparable
across regions and across age groups, mortality
rates are generally reported as deaths per 100,000
of the population.

There has also been a shift in the leading
causes of death among adolescents in most
high-income countries and many middle-income
countries. In the past, these countries suffered
from deaths due to infectious diseases and can-
cers. In modern times, deaths have shifted to
those caused by behaviors such as accidental
injury, violence, and self-harm (Patton et al.
2009; Viner et al. 2011). Part of the reason for
the shift was the systematic implementation of
childhood immunizations, the development of
antibiotics, as well as improvements in treat-
ments for pediatric cancers. As a result, children
and youth started surviving who might have died
of such causes in the past.

Because of these improvements in
high-income countries, the majority of deaths to
adolescents now occur in low- and
middle-income countries, primarily Africa and
Southeast Asia, which together account for nearly
70 % of all deaths among adolescents globally. In
many low- and middle-income countries, there
are still far too many adolescents who die of
infectious diseases such as HIV, cholera, tuber-
culosis, malaria, and measles (Viner et al. 2011;
WHO 2014). For example, 16 % of deaths among

adolescents in the Africa Region in 2012 were
due to HIV. They accounted for 90 % of deaths
from HIV among adolescents worldwide. Simi-
larly high rates of deaths due to other infectious
diseases occur in low-income countries through-
out the world. As a result, HIV, lower respiratory
infections (pneumonia), diarrheal diseases, and
meningitis still are among the top 10 leading
causes of death among adolescents globally.
Deaths from HIV were also estimated to have
increased between 2000 and 2012 among ado-
lescents, the only age group in which deaths from
HIV have not declined. However, there have been
some impressive successes in reducing deaths
from infectious disease, even in low-income
countries. Due to national immunization pro-
grams, for example, there were 90 % fewer
deaths from measles in the past decade among
adolescents aged 10–14 in Africa. The rate of
death from measles worldwide (4 per 100,000
adolescents) has dropped 75 %, to 1 per 100,000
adolescents (WHO 2014).

Behavior-related causes of death are becom-
ing some of the leading causes of mortality
among young people in low- and middle-income
countries. Worldwide, road traffic accidents are
one of the leading causes of death among ado-
lescents, at 10.22 deaths per 100,000 globally
(WHO 2014). It is the leading preventable cause
of death among adolescent boys, and among the
top five causes of death among adolescent girls,
in both older and younger adolescents, and
across all regions. The rate varies widely by
region and sex, however, with the highest rate at
21.11 deaths per 100,000 among boys in Africa,
and the lowest at 3.70 deaths per 100,000 among
girls in middle-income European countries.
Another form of unintentional injury, deaths by
drowning is also a major cause of mortality
among younger adolescents in nearly every
region of the world, except for Africa. In every
region, boys are more likely to die from unin-
tentional injuries than girls in the same region.

Deaths from violence, whether interpersonal
violence or due to armed conflicts, are also an
important contributor to mortality among ado-
lescents, especially those 15–19 years of age.
Although death due to war is nearly nonexistent
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in high-income countries, it is the leading cause
of mortality among males in low- and
middle-income countries. In the Middle East,
adolescent mortality is 39.56 deaths per 100,000
among boys aged 15–19. Among boys between
10 and 14 years of age, the mortality death rate is
15.07 deaths per 100,000. War also contributes
measurably to mortality among girls, with 7.55
deaths per 100,000 among girls aged 10–19 in
the Middle East region.

In contrast, interpersonal violence not related
to war is a leading cause of death among ado-
lescent boys in low- and middle-income coun-
tries in South and Central America. Among 15–
19-year-old boys, the mortality rate is extremely
high at 70.05 deaths per 100,000. Because deaths
from interpersonal violence are common in sev-
eral regions, it ranks among the top five causes of
death among adolescents globally. It is one of the
leading causes of death among boys in
high-income countries as well.

Suicide is another leading cause of death
among adolescents in nearly every region.
Among high-income countries, it is the second
leading cause of death, after road injuries, for
both boys and girls, although the rates are still
quite low, at 9.22 deaths per 100,000 for boys
and 4.98 deaths per 100,000 for girls. The
highest mortality rates from suicide are found in
the Southeast Asia region, where it is the leading
cause of death among older girls at 27.92 deaths
per 100,000, and among older boys at 21.41
deaths per 100,000.

There is one top ranked cause of mortality that
only affects adolescent girls: deaths due to
maternal conditions, which include deaths from
childbirth and complications from self-induced
abortions in countries where abortion is illegal.
Although the Millennium Development Goals
included a reduction in maternal mortality, and
rates of maternal mortality among adolescent
girls declined between 2000 and 2012, it still is
the second leading cause of death among ado-
lescent girls aged 15–19 globally, at 9.72 deaths
per 100,000. The highest adolescent rates of
maternal death are in Africa (33.83 deaths per
100,000), followed by the Middle East (9.94 per
100,000) and Southeast Asia (8.97 per 100,000).

In contrast, among girls in high-income coun-
tries, less than 1 death per 100,000 (0.32 per
100,000) was from maternal conditions in 2012.

The majority of the 1.3 million deaths among
adolescents in 2012 were due to preventable
causes. This is why it is important to monitor
changing patterns of mortality among adoles-
cents nationally, regionally, and globally. This
data is used to suggest priorities for public health
interventions. Yet, most reports of mortality
combine data on older adolescents with that of
adults (e.g., 15–29 years of age), and younger
adolescents with toddlers and children (e.g., 1–
14 years of age), making it difficult to identify
the key causes of death in this age group and
masking potential causes that are developmen-
tally specific to adolescence.

Beyond Mortality: The Global Burden
of Disease and Disability Among
Adolescents

Although removing or reducing causes of pre-
mature death among adolescents is an important
priority for public health, there are a number of
health conditions that contribute to disability,
suffering, and diminished health during these
years, even when they do not cause death. Two
measures are commonly used in public health
monitoring related to morbidity, to allow com-
parisons across regions and across conditions:
years lost to disability (YLDs) and
disability-adjusted life-years (DALYs). YLDs are
estimates based on how common the condition is
and how debilitating it is in affecting the functions
of daily living. This measure provides an estimate
of the burden of ill health. DALYs combine both
YLDs and causes of mortality for the population.
As described in Health for the World’s Adoles-
cents, DALYs “are a measure of the years of
healthy life lost due to ill health, disability or
premature death. They estimate the gap between
current health status and an ideal health status,
with the entire population living to an advanced
age free of disease and disability. For a specific
health condition, DALYs are calculated as the
sum of the years of life lost (YLL) due to
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premature death plus disability (YLD) for people
living with the health condition” (WHO 2014).
DALYs are reported as years lost per 1000 of the
population.

The top five causes of YLDs for adolescents
globally have remained fairly consistent since
2000. They account for nearly half the years lost
to disability among young people. They include
mental health conditions (unipolar depressive
disorders and anxiety), as well as chronic con-
ditions (asthma, back pain, and neck pain), and
malnourishment (iron deficiency anemia).
Among older adolescents, alcohol use disorders
replace asthma in the top five causes of YLDs; in
fact, alcohol use disorders are the leading cause
of YLDs among 15–19-year-old boys in nearly
all regions except the Middle East, which
includes high-income countries. It is lower
among girls, but still within the top five causes of
YLDs. There are other causes of YLDs that only
affect particular global regions; for example,
malaria is a leading cause of YLDs among
younger adolescents in Africa, while hookworm
is a similar cause of YLDs in Southeast Asia.

DALYs provide another common public
health approach for identifying causes of poor
health and disability, and for establishing prior-
ities to guide population-level interventions.
WHO reported a decline in DALYs between
2000 and 2012 for adolescents of about 8 %, but
this is half the decline seen in other populations.
In other words, the burden of disease, disability,
and premature death among adolescents is not
improving as much as it is for other groups. Low-
and middle-income countries have higher rates of
DALYs than high-income countries, with Africa
reporting the highest burden of DALYs, due in
part to the high rates of adolescent mortality in
these countries.

Because DALYs combine both YLDs and
causes of mortality, the top 10 causes of DALYs
worldwide among adolescents aged 10–19 mirror
the key issues seen in both YLDs and mortality
rates: depression, road traffic injuries, iron defi-
ciency anemia, HIV/AIDS, suicide and self-harm,
back and neck pain, anxiety disorders, asthma,
and lower respiratory infections. However, there
are gender and age differences in the most

common causes of DALYs across adolescence.
For example, depression is associated with a lar-
ger number of DALYs lost for girls than for boys,
and road injuries are higher for boys. Among
older adolescent girls (15–19 years of age),
maternal conditions, pregnancy, and
abortion-related deaths and health issues are the
second leading cause of DALYs lost , and iron
deficiency anemia is number four, but road inju-
ries do not make it into the top five causes. In
contrast, road injuries are at the top of the list
among older adolescent boys, interpersonal vio-
lence is the second leading cause of DALYs lost,
suicide and self-harm are number three, and
alcohol use disorders are number four, with
depression as number five. Among younger
adolescent boys and girls, iron deficiency anemia
is a leading cause of DALYs. Asthma is also in
the top five worldwide and in most of the regions.

There are also regional differences in top
causes of DALYs, and the patterns in some
regions look very different from the global pat-
terns. For example, in Africa, three of the top five
causes of DALYs for both older boys and girls
are infectious diseases, including HIV/AIDS
(number one for both genders), meningitis, and
lower respiratory infections, with maternal con-
ditions and depression for older adolescent girls
and road injury and interpersonal violence for
older adolescent boys rounding out the top five.
In Southeast Asia, HIV/AIDS and meningitis are
not in the top five causes of DALYS lost for
girls, but instead diarrheal diseases and iron
deficiency anemia are. For boys it is drowning
plus back and neck pain. In low- and
middle-income countries in Europe, migraines
are a top five cause of DALYs for girls, while
alcohol use disorders are in the top five for boys.
In the Middle East, war is one of the leading
causes of DALYs lost for both older and younger
boys, and is in the top five for younger girls; also,
this is the only region where armed conflict/war
makes it into the top five causes of DALYs lost
among adolescents.

The varied patterns of DALYs (for older and
younger boys and for girls across different
regions) are used to help suggest key areas to
focus health promotion and prevention programs
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in the different regions. A number of the causes
of DALYs lost are also preventable health issues.

Monitoring Health-Enhancing
and Health-Compromising Behaviors
Among Adolescents

As shown in the patterns of mortality and
DALYs described above, there are a number of
behaviors that emerge or are consolidated during
adolescence that contribute to healthy growth
and development, and may prevent both com-
municable and non-communicable disease
(NCD) now and in older adulthood. This would
include behaviors such as adequate levels of
regular physical activity, healthy diet, and injury
or infection prevention strategies such as wearing
bicycle helmets or using condom or other barri-
ers during sexual activity. Other behaviors may
begin during adolescence that are linked to
higher risks for disease, disability, and premature
death such as tobacco use, alcohol or other drug
use, unprotected sex, and violence involvement.
To promote healthy development among ado-
lescents, public health practice includes a focus
on fostering health-enhancing behaviors and
preventing or reducing hazardous behaviors. By
focusing on some of the key behaviors and
conditions linked to mortality and morbidity,
public health professionals can work to improve
young people’s health during their adolescent
years. These programs also help prevent or delay
the onset of chronic conditions during adulthood.

How do public health professionals know
where to focus their policies and programs to
promote adolescent health? Adolescent health
leaders and international organizations like WHO
have called for identifying a set of key indicators
of adolescent health and risk, including behaviors
that may contribute to health and health problems
(Patton et al. 2012). Although there are no indi-
cators that are consistently collected across all
countries, regularly repeated surveys monitoring
the health and risk behaviors of adolescents are

an increasingly common approach for capturing
this information. Many high-income countries
administer these surveys to adolescents every
few years in school settings; some of them even
collaborate across multiple countries to admin-
ister comparable surveys; for example, the
Health Behavior of School-Age Children
(HBSC, www.hbsc.org) and the European
School Survey Project on Alcohol and Other
Drugs (ESPAD, www.espad.org). The HBSC
captures data from 11-year-olds, 13-year-olds,
and 15-year-olds, while the ESPAD focuses on
those 15 years and older. A growing number of
low- and middle-income countries are supported
by international NGOs and governments to
conduct school surveys as well, such as the
Global School-Based Student Health Survey
(GSHS, www.who.int/chp/gshs/en/), which sur-
veys youth 13–17 years of age, and the Global
Youth Tobacco Survey (GYTS, www.who.int/
tobacco/surveillance/gyts/en/), which surveys
youth 13–15 years of age. However, in those
low-income countries where secondary school is
not compulsory and marriage during adolescence
is common, many young people may be in the
work force rather than in school. These countries
may also conduct household surveys, such as the
Demographic and Health Surveys (DHS, www.
measuredhs.com/), to gather information about
adolescents along with other family members.

Several adolescent health behaviors and
health issues are measured using school-based
surveys such as the Global School-Based Student
Health Survey (GSHS), GYTS, and Health
Behavior of School-Age Children (HBSC). Some
of these surveys have been repeated often
enough, in dozens of countries, to allow moni-
toring of trends in health behaviors, although this
has primarily been the case for high-income
countries. A comprehensive discussion of all the
various indicators, their patterns and trends
globally, and variation across regions is beyond
the scope of this chapter, but more detailed
information can be found in the WHO Health for
the World’s Adolescents report’s Chap. 4.
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However, a few of the key indicators are men-
tioned below. Some are linked to the leading
causes of mortality and morbidity among ado-
lescents, and others are included because they are
an emerging international priority for youth and
adults.

Injuries and Violence Involvement

Although road traffic accidents are a leading
cause of mortality and DALYs among adoles-
cents worldwide, the data about driving behav-
iors are inconsistently captured, if at all. Different
measures are used in different regions, and in
other regions government monitoring is used.
Thus, comparisons across nations are difficult to
impossible. Among measures, both the GSHS
and HBSC ask about interpersonal violence and
injuries.

Data about involvement in physical fighting in
the past year are available in the Health for the
World’s Adolescents report for more than 100
countries (WHO 2014). The patterns show
that fighting is common, but with distinct gender
differences. Boys more often report involvement
in fighting than girls, and in more than half of the
countries that asked about fighting, the majority
of boys said they had been in at least one phys-
ical fight in the past year. In the countries with
trend data from the HBSC, more than a third of
the countries show declining rates among
13-year-old boys in recent years, but two coun-
tries—Ukraine and Greece—reported increasing
prevalence of fighting among 13-year-old boys.
Among 15-year-old boys, there were few coun-
tries with declining trends, and Greece reported a
significant increasing rate of fighting.

Bullying is another important form of inter-
personal violence among adolescents. It is linked
to significant mental health problems for those
who are targeted by bullying, as well as for those
who both engage in bullying and are victimized
by bullying (Luk et al. 2010; Winsper et al.
2012). In the GSHS and HBSC data (WHO
2014), the prevalence of recent bullying (expe-
rienced in the past 1 or 2 months) varied widely,
both among countries within geographic regions

and across income levels. For example, Italy,
Armenia, Macedonia, and Tajikistan all reported
rates below 10 %, while Egypt, Vanuatu, Samoa,
Solomon Islands, Zambia, and Belgium reported
rates above 60 % (only for boys in Belgium).
Boys were more likely to have been bullied than
girls in about half the countries, but rates were
significantly higher for girls in a few countries
such as Algeria, Zambia, and the Cook Islands.
In the HBSC data, trends in bullying appear to be
decreasing in most countries.

Mental Health Issues

Mental health issues, such as depression and
anxiety, are leading contributors to DALYs lost
among adolescents throughout the world. Suicide
is among the top causes of mortality. Very few of
the school-based surveys include a measure of
depression or anxiety, and those that do use a
variety of different measures, so it is not feasible
to compare or report results. Suicidal ideation
and prior suicide attempts are among the key
predictors of suicide completion (Kokkevi et al.
2012).

Normally, there are only one or two questions
commonly used on surveys that ask about sui-
cide. Even more of a problem, only a limited
number of youth health surveys have questions
about suicidal thoughts or attempts. Indeed, none
of the countries that participate in the GSHS in
Southeast Asia asked about suicide attempts,
despite deaths from suicide being the highest in
this region. Only a third of the countries in the
GSHS ask this question, and it is not a core
question for the HBSC in Europe and North
America. There are a few national school-based
surveys in Europe (Hibell et al. 2009) and in the
USA (Eaton et al. 2012) that ask about suicide
attempts, as does at least one provincial survey in
Canada (Smith et al. 2014). Among all these
studies, the prevalence of past-year suicide
attempts ranges widely; many high-income
countries report rates of around 5–10 %, while
several low- and middle-income countries report
rates closer to 15 %. In countries, such as Samoa
and the Solomon Islands, more than one in three
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adolescents have attempted suicide in the past
year. In Barbuda and Kiribati, more than one in
three girls reported suicide attempts. In Europe
and the Americas, adolescent girls were nearly
twice as likely to report suicide attempts as boys.
In Africa, the Eastern Mediterranean, and the
Western Pacific regions, there were no gender
differences in suicide attempts.

Sexual and Reproductive Health
Behaviors

Sexual and reproductive health among adoles-
cents remains a priority within WHO and within
other UN agencies, because sexual behavior
contributes to mortality and DALYs, especially
in terms of maternal mortality among girls.
Unprotected sexual behavior is also one of the
primary modes of transmission of HIV and other
sexually transmitted infections. About 80 % of
countries that conduct the GSHS or HBSC
include at least one or two questions about sexual
behaviors.

The national prevalence of youth who have
ever had sex varies widely between nations in
every region, from 69 % of boys in Samoa and
71 % of girls in Greenland, to fewer than 1 % of
boys and girls in Indonesia. There are no clear
patterns of trends in sexual behavior among the
countries in Europe and North America that
participate in the HBSC.

As well, in most of these countries (86 %) and
at least half or more of 15-year-old adolescents
reported using condoms the last time they had
sex. Some countries have extremely high use,
such as Estonia, with 91 % of sexually active
boys and 89 % of sexually active girls reporting
they used a condom the last time they had sex.
Other countries have extremely low use of con-
doms reported. Trends show either no change or
slight improvements in condom use among
adolescents in European and North American
countries, with several countries that ask this
question reporting an increased percentage of
adolescents using condoms, especially girls.

The prevalence of sexually active adolescents
tends to increase with age, so it is important to

monitor sexual behaviors among older adoles-
cents as well. Data for adolescents aged 15–
19 years was available for 51 countries that are
part of the Demographic and Household Surveys
(DHS). Although the measure used differed
somewhat from the school-based surveys, these
surveys reported on condom use “at last higher
risk sex,” which is sex with a non-cohabiting or
unmarried partner. Some countries reported very
low condom use among adolescents, such as
Madagascar (about 9 % of young men and 5 %
of young women), but other countries reported
fairly high rates, such as Guyana, where 85 % of
young men and 59 % of young women reported
condom use during their last high-risk sex.
Overall, young men reported higher condom use
rates than young women, other than for Tanzania
and Ukraine, where the rates were about equal
for both.

In 75 % of the countries in Africa with high
prevalence of HIV, only a third or fewer younger
adolescent young women reported using con-
doms. Rates among the three Asian countries that
participate in the DHS are also low. Condom use
during high-risk sex in the past year was reported
by less than 10 % of younger adolescent women
in the Philippines, 11 % of young men in Timor
Leste and 20 % of young women and 31 % of
young men in India.

In other regions, prevalence of condom use
was somewhat higher; for example, among low-
and middle-income countries in Europe that
participated in the DHS, condom use prevalence
among young women varied from 36 % in
Kazakhstan to 73 % in Ukraine. In nine countries
from Central and South America, young women
in Nicaragua reported the lowest rates, at 10 %,
but the rest of the countries reported rates
between 30 and 60 %.

Health and Risk Behaviors Linked
to Non-communicable Diseases

With the decline in infectious diseases among
adolescents, the onset of behaviors during the
adolescent years that contribute to NCDs during
adolescence and into adulthood have received
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greater prominence in public health responses.
These NCDs include cancer, cardiovascular dis-
eases, chronic respiratory diseases, and diabetes.
WHO has identified a core set of indicators to
monitor among populations at risks for these
NCDs (http://www.who.int/nmh/ncd-tools/
indicators-definition/en/). Several of these indi-
cators are focused on adolescents and are moni-
tored through the HBSC, GSHS, and the GYTS
school-based surveys. Some of the NCDs are
also monitored among older adolescents in
low-income countries via the DHS.

The health and risk behaviors that are moni-
tored as part of the core set of indicators include
tobacco use, alcohol use, fruit and vegetable
consumption, consumption of sugar-sweetened
beverages, and physical activity. An additional
risk behavior, cannabis use, is regularly moni-
tored because of its relatively widespread use and
its link to mental health and neurocognitive
declines. The most recent data on prevalence of
these behaviors for each country is captured in
the WHO online report, Health for the World’s
Adolescents (2014). Patterns of behaviors across
regions and trends over time are summarized
below.

Initiating tobacco use during adolescence, for
example, increases the risk of persistent nicotine
addiction and regular smoking (Hu et al. 2006).
Tobacco use remains one of the strongest con-
tributors to NCDs and to early mortality, which is
why it continues to be monitored using the
GYTS.

Globally, there have been significant declines
in tobacco use among adults, and this pattern has
also been shown among adolescents in most
high-income countries and some lower-income
countries (Robinson et al. 2014). The rates of
those who have ever tried tobacco dropped by
more than half in some countries over the past
decade, and regular use declined as well. There
were still areas, however, where tobacco use was
quite common. In 12 of the 158 countries that
participated in the GYTS, as many as, one in
three adolescents reported being current smokers.
Boys were more likely to use tobacco than girls
in a number of countries, but it was not a con-
sistent pattern, and in a few countries, such as

Latvia and Estonia, the percentage of adolescent
girls who have tried tobacco appeared to be
increasing rather than declining.

Alcohol use contributes to risks during ado-
lescence for injury, including a lead role in road
traffic accidents among youth. It has been linked
to unprotected sexual behaviors and suicide
attempts, but also plays a role in contributing to
NCDs in adulthood such as diabetes, cardiovas-
cular disease, strokes, and some cancers (Gies-
brecht et al. 2011). The percentage of adolescents
who report recent alcohol use (at least once in the
past month) varies widely across countries, from
nearly 66 % of boys and girls in the Seychelles,
to only 1 % of boys and girls in Myanmar. In
most countries that participated in the
school-based surveys, a higher proportion of
boys drank alcohol than girls. Alcohol use itself
is not necessarily a health risk; it is high levels of
alcohol intake, especially heavy episodic drink-
ing, that contributes to the health risks. Thus,
asking a question about ever having been drunk
is one way to measure hazardous alcohol use.
The percentage of youth who report drunken-
ness, however, varies widely across countries
and regions. In trends among high-income
countries in Europe and the Americas, most
countries had declines in weekly drinking for
both older and younger teens, in many countries
by more than half among younger adolescents.
However, a few countries reported increases and
have been drunk twice or more in their life.

Cannabis use before age 18 is more likely to
lead to persistent use, which is associated with
mental health problems as well as an increase in
the risk of injuries among adults (Hall and
Degenhardt 2009). There were only 23 countries
in the GSHS and 36 countries in the 2009 HBSC
that asked about cannabis use. The percentage of
adolescents in these surveys who reported they
have ever tried cannabis varied widely, from 1 to
2 % in countries, such as Benin and Mongolia, to
as many as one in every three 15-year-olds in
Canada and Switzerland. Unlike gender differ-
ences in tobacco and alcohol use, in many
countries boys and girls showed a similar
prevalence of ever trying cannabis. As a trend,
cannabis use does not appear to be increasing
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among adolescents in most high-income coun-
tries; about half of the countries in Europe and
the Americas with trend data reported declines in
ever use of cannabis among students, although
two countries, Latvia and Lithuania, reported
increases. Among adolescents in the HBSC who
have ever tried cannabis, there has been no
change in the percentages who report using
cannabis once or more in the past month.

Nutrition is an important contributor to health
over the lifespan, and ensuring more fruits and
vegetable consumption among adolescents is a
goal to help improve micronutrients and reduce
risks for obesity, diabetes, and some forms of
cancer (WHO 2004). The 2014 report Health for
the World’s Adolescents documents the most
recent data from the GSHS and HBSC about fruit
and vegetable consumption. Younger adolescents
in most countries who participated in the GSHS
generally did not meet the recommended guide-
lines of five or more servings of fruits and veg-
etables; in only Vanuatu did more than half of the
younger adolescents report eating five or more
servings a day. In Europe and North America, the
HBSC does not measure number of servings, but
just whether adolescents ate fruits or vegetables
every day in the past month, and only one
country, Belgium, reported more than half of
adolescents eat at least one serving of fruits and
vegetables or just vegetables per day. Girls were
slightly more likely than boys to have eaten fruits
and vegetables every day in most countries.
Despite the low levels of meeting the guidelines,
there are some encouraging signs of improving
trends. In two-thirds of the countries in Europe
and North America, the percentage of youth who
ate fruits daily has significantly increased since
2001, and nearly 75 % of countries showed
increasing trends in daily vegetable consumption
among adolescents.

Soft drinks, especially sugar-sweetened bev-
erages, are popular with adolescents, but they
contribute to overweight and obesity and
increase the risk for type II diabetes (Malik et al.

2006, 2010). The GSHS does not ask about soft
drink consumption, so the only multi-country
data available are for Europe and North America.
In these countries, about 1 in 4 adolescents drank
at least one soft drink daily, although the rates
range from a high of 49 % among boys in Eng-
land, to only 3 % among girls in Finland. Trends
are improving. At least two-thirds of the coun-
tries reported declines since 2001 in the per-
centage of adolescents who drank one or more
soft drinks per day.

Moderate or vigorous physical activity has a
key role in preventing overweight and obesity,
diabetes, and cardiovascular disease (Ekelund
et al. 2012), and promoting emotional health
among adolescents (Smith et al. 2011). WHO
guidelines recommend at least 60 min per day of
moderate physical activity, or 30 min per day of
vigorous physical activity for adolescents (WHO
2010). Most adolescents in the GSHS and HBSC
countries who asked about physical activity did
not reach the recommended daily level. Boys
tended to be more active than girls, and adoles-
cents in lower- and middle-income countries
were more active than youth in high-income
countries. Even so, in every country fewer than
half of adolescents met the guidelines, and
physical activity levels appear to decline with
increasing age among teens (e.g., fewer
15-year-olds reported enough physical activity
compared to 13-year-olds in their country).

The trends for this important health behavior
in high-income countries, which have been
monitoring physical activity over the past decade
or longer, also raise some concern. Among
countries that participated in the HBSC, nearly
every country showed declines in the percentage
of youth who met the physical activity guide-
lines. In every country, fewer than one in five of
the 15-year-old girls reported achieving the rec-
ommended daily amount of moderate or vigorous
physical activity, and in all but seven countries,
fewer than 25 % of boys reported the recom-
mended daily amounts.
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Monitoring Healthy Growth:
Underweight and Obesity

Underweight and obesity are health conditions,
not behaviors, but they contribute to health issues
in adolescence and into adulthood. Underweight
is defined in the WHO guidelines as a body mass
index (BMI) at or below two standard deviations
from the mean BMI for age and sex (Onis et al.
2007). Underweight remains an important health
risk for a significant portion of younger adoles-
cents, both because of its contribution to mor-
tality and its relationship with iron deficiency
anemia, a leading contributor to DALYs lost
among adolescents. There were 47 countries that
measured height and weight among adolescents
in the GSHS, and in at least 10 of these countries,
10 % or more of boys and girls were under-
weight. Most of the countries with this high
prevalence of underweight were in the African or
Southeast Asian regions.

Obesity is a risk factor for cardiovascular
diseases and diabetes, and with increasing rates
of obesity among adults observed worldwide, it
has become a key condition for health systems to
monitor and to address during adolescence (Pat-
ton et al. 2011). For adolescents, obesity is
defined in the WHO growth charts as a BMI at or
beyond two standard deviations from the mean
BMI for age and sex (Onis et al. 2007). There
were 56 countries in the GSHS in which ado-
lescents’ heights and weights were measured.
Based on this data, there are some regional dif-
ferences in the prevalence of obesity. African
countries and Southeast Asian countries reported
the lowest percentage of obesity among both
younger and older adolescents, but there is wide
variation within regions, as well as a growing
issue of obesity in some countries that still have
significant levels of underweight adolescents. In
14 of the countries that participated in the GSHS,
more than 10 % of boys were obese, as were
girls in nine countries. High rates of obesity were
measured in the Western Pacific countries for
boys in Niue and the Cook Islands (40 and 29 %

respectively), while for girls it was also Cook
Islands and Tonga (19 % for both). Similarly,
high rates of obesity were reported among ado-
lescents in the Middle Eastern countries.
The HBSC assessed height and weight by
self-report, which can be less accurate than actual
measurement. Among all of the countries in the
HBSC, only the USA reported 10 % or higher
prevalence of obesity among boys, and 9 %
among 15-year-old girls.

Health Inequities Within Countries:
Monitoring the Health
of Marginalized Youth

Although national surveys can monitor the health
of the majority of the population, there may be
subpopulations that are harder to reach who
experience significant health disparities com-
pared to their peers in the general population.
This could include, for example, homeless and
street-involved youth, immigrants and refugees,
and youth from particular ethnic minority popu-
lations within a country who are marginalized.
Indigenous youth in many countries have docu-
mented health disparities (Blair et al. 2005; Clark
et al. 2011; Tsuruda et al. 2012; Ning and Wilson
2012). Other groups that have shown persistent
health disparities in many countries around the
world include lesbian, gay, bisexual, transgender,
and queer (LGBTQ) adolescents (Saewyc 2011).

To the extent that adolescents in these groups
may not be regularly attending school or living in
family households where they can be surveyed,
their health issues may remain hidden. Even
when they are part of the surveyed population, if
surveys do not routinely ask questions about their
ethnocultural background, indigenous status, and
sexual orientation, for example, then it is difficult
to track their health disparities over time com-
pared to the majority population, or to notice
improvements or declines in health status within
their group. Ensuring health for all adolescents
requires identifying and monitoring the health of
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groups that are marginalized within a society and
may experience health disparities.
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2Deconstructing Adolescence

Annulla Linders

In the view of postmodern constructionists, litera-
ture, scientific studies, and other written text are
but narratives, nothing more than descriptions that
“focus chatter about an unknowable external
world; a type of psychobabble”, which is used as
confirmation of truth in the struggle over who
dominates whom (Soulé 1996).

Introduction

Hardly a day goes by without a news story fea-
turing teenagers being in trouble or causing
trouble. They wreck cars, vandalize property, use
and abuse drugs and alcohol, get themselves
pregnant, spread STDs, drop out of high school,
and pressure each other to do stupid and some-
times dangerous things. They are, in a sense,
both a tribe apart (Hersch 1998) and an aban-
doned generation (Giroux 2003), both risk-takers
(Bell and Bell 1993) and at risk (Capuzzi and
Gross 2008), both rebellious (Lebrun 2011) and
perilous (Newton 1995), and we—the grownups
—simultaneously fear them and fear for them.

In this chapter, I expose another impediment
to adolescent health. The impediment is our
functional construct of adolescence as a period of
development, and as a social category. I analyze
adolescence as a social category to show how the

category itself, along with all its occupants, has
turned adolescence into a perpetual social prob-
lem. What this means, in practice, is that ado-
lescents—the people who occupy the category—
are subject to extensive monitoring and regula-
tion, are the targets of numerous programs and
initiatives, and are effectively prevented from
leaving the category until they are of age. That is,
in order for adolescence to be conceptualized as a
social problem it must first be recognized as a
distinct period of human development that is
different in fundamental ways from both child-
hood and adulthood. It also means that the cat-
egory is self-reinforcing both in the sense that it
provides an interpretive lens through which to
understand youth behavior and in that it propels
social arrangements that continuously reconstruct
the period.

There is a vast literature addressing both the
unique characteristics of adolescents and the
unique social arrangements that guide their lives.
One of the most recurrent themes in this literature
is related to the challenges involved in the tran-
sition from the comforts and dependency of
childhood to the responsibilities and demands of
adult life. This transition, scholars have shown, is
marked by confusion, experimentation, mistakes,
dangers, and conflict. Designated as a time of
“storm and stress” more than a century ago (Hall
1904), the idea of adolescence as a troublesome
period and adolescents as constitutionally but
temporarily irresponsible is by now firmly rooted
in social arrangements, including a compulsory
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educational system designed to simultaneously
prepare teens for the future and warehouse them
while they are waiting to enter adult life (Buch-
mann 1989). Additionally, a separate system of
criminal justice was built on the assumption that
children and teenagers are essentially incapable
of adult culpability and hence must be con-
strained and punished in different ways (Krisberg
2005). Moreover, a maze of rules and regulations
confront teenagers wherever they go, telling
them what they must and must not do and where
they can and cannot go; some of those regula-
tions pull them back toward childhood (e.g.,
regulation of sexuality), whereas others push
them toward adulthood (e.g., being tried as
adults). This regulatory framework constitutes a
vast landscape of constraints and opportunities
that have cemented an image of adolescents as
forever teetering on the brink of chaos because
they are adolescents and also ensures that they
have little choice but to reconfirm this image
through their actions. In short, then, adolescence
is a social problem because we have made it so.

Although conceptualized as a time period that
applies to all teenagers and affects all teenagers
in the same way, there are good reasons for
arguing that the category itself is both raced and
gendered in ways that influence how particular
teenagers are viewed and experience their teen-
age years. Moreover, and from a global per-
spective, although the category is construed as
universal from a socio-biological perspective, the
realities of teen life across the globe suggest that
the conception of adolescence as a distinct phase
in the life course is deeply embedded in social
and cultural practices of the global north.
Nonetheless, the forces of globalization—politi-
cal, cultural, economic, and social—have begun
to put pressure on the nations of the global south
to adopt the kinds of practices and regulations
regarding teenagers that facilitated the construc-
tion of youth as a distinct social category in the
global north. In this paper, however, and fol-
lowing much of the scholarship of youth life, I
focus on developments in the global north,
especially the USA.

Why Are Adolescents the Way They
Are?

While there is at least some scholarly agreement
about what distinguishing features are charac-
teristic of adolescence, there is extensive dis-
agreement concerning the origins of these
features. Here, I first present a brief overview of
the socio-biological theories that dominate
scholarship in the area and then develop a cri-
tique of them with the help of theories that view
adolescence as a socially constructed period.

Adolescence as a Natural Stage
in the Life Course

Drawing on the works of Hall (1904) and Erik-
son (1968), developmental psychologists view
adolescence as a natural stage in the life course,
beginning at puberty and ending at maturity,
characterized by physiological and psychological
development. Inspired by evolutionary theories,
early students of adolescence theorized that life
course development could be understood as a
form of recapitulation, where each stage in the
development of an individual recapitulates the
development of the species as a whole (Lesko
2001). Building on Freud, Erikson (1968) elab-
orated the notion of developmental psychosocial
stages to include the entire life course, even
though his theorizing focused primarily on ado-
lescence. Later theorists have further developed
adult stages, with a special emphasis on the
midlife crisis (Levinson 1978). From a develop-
mental perspective, in other words, the urge to
develop is built into the body itself. The question
of exactly where the developmental urge sits in
the body has been subject to intense scholarly
scrutiny, and tentative answers have ranged from
hormones to DNA. Less tentative is the conclu-
sion that it is chronological age that triggers the
developmental stages. This does not mean that
social factors have no role in developmental
theories, only that they are viewed as facilitators
or hindrances of an otherwise natural process. In
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so far as development is tied to chronological
age, in other words, deviations from the normal
path are viewed as potentially problematic.

The primary developmental task or challenge
associated with the adolescent period is the
establishment of an identity. As all develop-
mental tasks, this one too is characterized by
crisis. The assumption is that the establishment
of an adult identity is preceded by an intense
period of confusion and experimentation that
compels the adolescent to shed the vestiges of
childhood and assemble an identity that will take
him/her into adulthood (Lesko 2001). And, it is
precisely the assumptions about this develop-
mental stage that have given rise to both the
social arrangements that organize teen life and
the perceptions of teenagers that accompany
these arrangements. The conflation of risk and
development in socio-biological theories, in
other words, serves to simultaneously naturalize
adolescent confusion and justify the social con-
trol measures that organize teen life. If it is
developmentally necessary for adolescents to
engage in some risk-taking behaviors (Irwin
1993), then it follows that we ought to arrange
social life in such a way that young people can
work through their developmental crisis in as
safe and protected a way as possible. In contrast,
social constructionist theories maintain, as I dis-
cuss below, that the troubles of adolescence are
essentially caused by the social arrangements
designed to protect them from their own confu-
sion and the adult world from the fallout of
adolescent risk-taking. From this perspective, the
problems ascribed to adolescents lose much of
their assumed naturalness and instead demand
that a new approach, which abandons the
assumption that the trouble of adolescents is
inherent in their development age–rather than a
result of the social arrangements that organize
their lives (Gaines 1998; Vadeboncoeur 2005).

Adolescence as a Social Construction

Sociologists and anthropologists, drawing on
cross-cultural and historical theories of youth, for
the most part reject the biological underpinnings

of stage theories and instead view adolescence as
a social stage (Coleman 1974), a social con-
struction (Lesko 2001), or an invention (Baxter
2008; Berger 1965; Chinn 2009; Fasick 1994).
What these and other scholars argue is that
adolescence, far from being a natural stage in the
life course, represents a social period during
which those who occupy it are essentially
sequestered from adult life and held in abeyance
in institutionally designated places—primary
among them the school system—until the adult
world deems them ready to move on with their
lives. Although there have obviously always
been young people, the recognition of youth as a
distinct species and the designation of adoles-
cence as a separate stage in the life course are a
fairly recent phenomenon (Buchmann 1989;
Côté and Allahar 1996; Hine 1999), its emer-
gence facilitated by a number of social, cultural,
and institutional changes beginning in the late
nineteenth and taking root in the twentieth cen-
tury, including changes related to the institutions
of family, work, science, and, especially, educa-
tion. Perhaps the most important impact of
compulsory education on social life in general,
and on the emergence of adolescence as a social
problem particularly, is the institutional separa-
tion of young people from much of the adult
world. The school system is not only a social
space carved out for young people, but also an
age-graded set of material structures that channel
the movements of adolescents and guide their
activities in both positive (do this, go there) and
negative (do not do this, do not go there) ways.
In this sense, the system of education itself is part
of the explanation for why adolescence has
become a social problem (Crosnoe 2011).

From a sociological perspective, then, mean-
ings associated with age are viewed as socially
constructed and the accumulation of meanings
around particular age categories is approached as
a social process that varies extensively across
time and place (Ariés 1962; Karp and Yoels
1982; Lesko 2001; Sommerville 1990). From this
perspective, the emergence of age-specific and
sequential meaning bundles is both a cause and a
consequence of age-grading practices (Coleman
1974). And the very idea of a biologically driven
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life course development is a particularly impor-
tant part of the process whereby life stages have
become naturalized. It is for this reason that some
observers insist that we abandon the notion of
adolescence, a term that designates
socio-biological development, and instead adopt
the term teenager-hood, which designates a
socially constructed period (Danesi 1994).

Although a distinct period in and of itself,
teenager-hood is also a transition period that
captures, and is meant to bridge, “the distinction
between mature, rational adults and immature,
irrational children” (Heywood 2010, p. 359). In
this sense, young people are somehow “unfin-
ished” (Vadeboncoeur and Stevens 2005). As I
discuss further below, this means that the lives of
adolescents are circumscribed in such a way that
it is difficult for them to avoid getting into trou-
ble. Moreover, because they are more or less
expected to mess up, when they do, their status
as teenagers provides a readily available expla-
nation; that is, the adult world assumes that teens
mess up because they are teens. In this way,
adolescence is a distinct lens through which
teenagers are viewed, understood, and judged.
And yet, even though it provides a distinct and
fairly narrow view that impacts all teenagers, it is
nonetheless a lens that is deeply entangled in
other social statuses, including especially gender,
race, and class (Cohen 1999). In other words,
while all teens are affected by age-related
expectations, constraints, and opportunities,
understandings and consequences of their actions
are inevitably filtered through the other social
locations they inhabit.

No Longer Children, Not Yet Adults

Teens are distinguished from both children and
adults in numerous ways, including legally,
institutionally, and culturally. However, insofar
as adolescence serves as a bridge of sorts
between childhood and adulthood, the two heads
of that bridge are neither firmly nor stably
anchored in social life. Although chronological
age is used across the institutional landscape as a
marker of progress toward adulthood, taken as a

whole the markers provide inconsistent cues.
That is, teens encounter numerous mixed signals
as they go about their daily lives and the period
itself is stretching both downwards into child-
hood—the notion of tweens (Cook and Kaiser
2004) captures this development—and upwards
into adulthood, which is captured by concepts
such as “emergent” adulthood (Arnett and Taber
1994; Arnett 2000) and “arrested” adulthood
(Calcutt 1998; Côté 2000).

The institutional landscape in the USA and
elsewhere is filled with age-related laws and
regulations concerning any number of social
practices, including voting, working, driving,
buying alcohol and cigarettes, having sex, getting
married, schooling, access to particular spaces,
being outside at particular times a day, being
executed. Not only do such laws and regulations
give inconsistent cues to teens concerning the
progress they are making toward adulthood, but
they can also vary from time to time and place to
place. Take voting, for example; this is perhaps
the clearest marker of the transition to adulthood
in that the right to vote signals adult citizen-
ship. In the USA, a Constitutional Amendment
(the 26th) lowered the voting age from 21 to 18
in 1971. This change was driven in large part by
the conflicts surrounding the war in Vietnam,
where young men deemed too young to vote but
old enough to die for their country perished by
the thousands. A similar debate drove the
Supreme Court’s ruling in 2005 (Roper v. Sim-
mons) that held that people who were minors
(persons under 18) when they committed a crime
were not eligible for the death penalty. In other
social domains, however, people who are offi-
cially adults (18) are still prevented from doing
what older adults can do (buying alcohol and
tobacco, for example) and can also be legally
discriminated against in various settings (re-
quired to pay a higher price for car insurance, for
example). Regulations regarding sexual activity,
similarly, have changed quite drastically since
the nineteenth century, with the age of consent
steadily moving upwards (from 10–13 years to
16–18 years). Not only does age of consent vary
from state to state, but the conditions under
which minor can have sex with each other, or
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non-minors can have sex with minors, also vary,
which means that a relationship that is legal in
one state can be illegal in another. Patterns such
as these both contribute to and are affected by the
image of adolescence as a treacherous period
characterized by confusion and contradictory
expectations. A the core of this treachery is an
insoluble tension between images of youths as,
on the one hand, needing help and protection as
they move through the period (teens are troubled)
and, on the other hand, as causing so much
trouble along the way that the adult world needs
protection from them (teens as troublesome).

Contradictory Expectations:
Troubled and Troublesome

Regardless of theoretical perspective, scholars
from a range of disciplines agree that the tran-
sition between childhood and adulthood is par-
ticularly precarious and this is so because the
psychological, social, and legal demands on
children and adults are so vastly different. During
the transition period between these two major life
stages young people are supposed to shed the
dependency of childhood and emerge as fully
responsible adults at the other end. In some
respects, the surrounding social arrangements
facilitate the transition, but in other cases they
complicate and confuse it.

The notion of “youth at risk” perfectly cap-
tures the precariousness of the transition from
childhood to adulthood. Although some youths
are clearly more “at risk” than others, the concept
nonetheless rests on the assumption that all
young people are potentially vulnerable to the
pitfalls of adolescence (Dryfoos 2000; Lerner
and Ohannessian 1999; Wolfe et al. 2006). As
long as the focus remains on the young people
themselves; however, the structural arrangements
that are responsible for much of the confusion
recede into the background (Davis 1999). That is,
as long as young people are viewed as inherently
prone to risky behavior, the simple observation
that they do engage in risky behavior requires no
explanation at all; rather, it is excessive and
self-destructive risk-taking that becomes the

target of both scholarly studies and policy inter-
ventions (Irwin 1993).

Even in the best of circumstances, youth as a
social transition period is typically viewed as
treacherous. There is by now extensive evidence
that the organization of youth life facilitates the
kind of risk-taking and self-destructive behavior
that has spurned the notion of youth at risk
(Lerner and Ohannessian 1999; Wolfe et al.
2006). Moreover, scholars who focus on the
organization of youth life point to the many ways
in which society itself generates risks for the
young by hindering rather than facilitating the
transition to adulthood (Dryfoos 2000) and/or not
supporting young people enough (Mortimer and
Larson 2002). More critical observers refer to an
outright abandonment of the young (Giroux
2003) and point to the many ways in which the
adult world uses the young as scapegoats for its
own failures to solve the problems of society
(Males 1996). Taken together, then, observers
differ in terms of where they locate the risk—in
precarious development or in precarious social
arrangements—but they typically share the con-
clusion that youth is a particularly treacherous
time.

Yet, there is also evidence to suggest that the
particular perils we have come to identify with
youth are more likely to affect the children of the
white middle-class than poor children of color
(Currie 2005; Kenny 2000). In this sense, the
trouble of adolescence is like a malaise of mod-
ern privileged life. This does not mean, however,
that less privileged teenagers are somehow
exempt from the dilemmas of youth. On the
contrary, they have fewer opportunities to take
advantage of the freedoms, privileges, and
exemptions that come with adolescence and
hence are at greater risk of carrying the burdens
acquired during adolescence into adulthood.
From this perspective, then, the children of the
disadvantaged are doubly at risk; they are more
vulnerable to the dangers of youth but also less
protected by their youth. Yet, no matter how
serious the liabilities facing youth in the wealthy
nations of the global north, they pale in com-
parison with the difficulties of growing up amidst
poverty, environmental depletion, and violent
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conflict. The recent efforts by global forces—
economic, cultural, health, governmental—to
extend the western notion of adolescence to all
parts of the world, therefore, have brought par-
ticular challenges to youth of the global south.
As of yet, however, we know relatively little
about these developments (Jensen and Arnett
2012; Larson 2002).

Adolescence as a Social Problem

In a book published almost 20 years ago, Mike
Males addressed a series of myths concerning the
troublesomeness of adolescents and concluded
that adults were waging a war on its young
people (Males 1996). Focusing on one problem
area at a time, Males used available statistics to
demonstrate not only that adults were worse than
kids in most categories of analysis—they drink
more, use more drugs, and are more violent—but
also that it is poverty, not genetic makeup, that
explains variations in youth exposure to and
engagement with risky and deviant behaviors.
Over the past 20 years, youth involvement in
criminal behavior has fairly drastically declined.
According to data from the FBI Uniform Crime
Reports, teenage arrests for violent crimes drop-
ped more than 50 % from the early 1990s to the
early 2010s. Overall, teenagers were less likely
than the two youngest adult groups (18–24 and
25–34) to be arrested for violent crimes, a pattern
that has held for the past half century (https://
www.youthfacts.org/?attachment_id=224). Data
on drug arrests, also from the FBI Uniform
Crime Reports, show a similar pattern: There has
been a sharp decline in teen arrests since the
early 1990s, but not in adult arrests, and teen-
agers are arrested at a much lower rate than the
two youngest adult age groups (18–24 and 25–
34). (https://www.youthfacts.org/?attachment_
id=228). The decline in youth crime, alongside
crime for everyone, is evident in all areas, but the
distinction between teenagers and adults is not
always as clear as in the above examples. What is
clear, however, is that it is in the youngest adult
category (18–24) that crime rates are the highest,
even though the rates in that age group too have

declined markedly. This group of adults is now
routinely referred to as “emerging adults” in the
vast literature on adolescence and youth that is
grounded in a developmental perspective (Arnett
2000). Objectively speaking, then, it would seem
that adolescents (those under 18) are less of a
problem today than they were 20 years ago. But
such a conclusion does not fit the evidence
concerning increased regulation and monitoring
of young people; in a sense, “to be a child is to be
under surveillance” (Steeves and Jones 2010,
p. 187).

The analysis below is designed to illustrate
these points and is organized around a series of
recurrent themes in both the debate over and the
literature on the problems of youth: the crimi-
nalization of children and youth, sex and preg-
nancy, drugs and alcohol, and the
commercialization of youth identity. These
themes capture in various ways how it is that
young people have ended up as social problems.
They describe the kinds of activities youth
engage in and bring to the forefront the particular
kind of adult anxiety that results in mixed signals
for young people—these signals simultaneously
push teenagers in the direction of adulthood and
pull them back toward childhood. Taken toge-
ther, they point to what Coté and Allahar (1996)
refer to as the “liabilities of youth.” And yet, as
endemic as they are, these and other problems
remain construed as fixable at the individual or
group level; that is, all sorts of interventions to
alleviate the troubles of youth target the imme-
diate circumstances of their lives and involve
giving teens the tools to leave those circum-
stances behind. As a result, the structural features
that shape and organize the period we call ado-
lescence recede into the background and remain
largely unaffected by policy initiatives designed
to help individual youths overcome obstacles in
their way and get on the right path toward
adulthood. Moreover, and more importantly for
the purposes of this paper, this also means that
the links between the social period itself and the
problems it generates for those who occupy it are
effectively concealed. In short, if the root cause
of the many problems associated with adoles-
cence is caused by the period itself, then the
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ambition to eliminate the problems of youth
without changing the contours of adolescent life
is doomed to fail.

The Criminalization of Children
and Youth

The organization of youth life in contemporary
society rests on the assumption that young people
are not ready for adult responsibilities. We keep
them in school to train and prepare them for adult
life; we try to protect them from danger by var-
ious age regulations pertaining to work, sex,
drugs, etc., and we typically exempt them from
full adult responsibility in their encounters with
the legal system. In so doing, we not only con-
struct the social circumstances that propel so
many young people in the direction of crime,
delinquency, and violence—even though adult
perceptions of youth violence are greatly exag-
gerated (Males 1999; Zimring 1998)—but we
also subject youth to extensive monitoring. And
this monitoring keeps generating the data that
inform evaluations of how well or poorly young
people manage the transition to adulthood.
However, as long as there is no generally agreed
upon threshold for what constitutes a
non-problematic pattern of youth transgressions,
any data, even data showing that teens are less
destructive than adults, can be brought to bear on
the problem of youth. It is for this reason that
concerns over youth delinquency play such an
important part in the construction of adolescence
as a social problem (Spencer 2011).

Most young people break the law at some
point during their adolescent years, but only
relatively few get entangled in the criminal jus-
tice system (Cullen and Wright 2002). More
recently, however, scholars have noted a trend
toward a more punitive and preventative
approach to juvenile transgressions (Stevens and
Morash 2015). To some observers, this new trend
amounts to the criminalization of childhood
(Hirschfield and Celinska 2011; Parker et al.
2014). What this means most obviously is that
behaviors, which in the past were viewed as
minor infractions are now treated as criminal

conduct. More important for the purpose of this
paper is to take note of the increased monitoring
and surveillance that is part of the criminalization
of youth (Irwin et al. 2013; Simmons 2009).
More and more children have to go through
metal detectors to get to school, are met by armed
guards as they enter the school grounds, are
subject to video surveillance wherever they go,
and are faced with a growing number of rules and
regulations concerning the kinds of clothes they
can wear to school (prohibitions ranging from
long black trench coats to bare midriffs), what
kind of bags they can transport their books in
(e.g., requirement that bags are see-through),
what kind of hair styles they can sport, and so on.
Although the surveillance of the young is espe-
cially pronounced in schools (Kupchik 2010;
Monahan and Torres 2010), it also spills over
into other institutional contexts and spaces (Fine
et al. 2003; Fisk 2014; Rich 2012; Steeves and
Jones 2010). More generally, the relentless
monitoring of youth life in contemporary times
both confirms and contributes to the notion of
adolescence as a social problem. In this sense,
the monitoring itself produces the very problems
that it keeps generating evidence of (Kamp 2005;
Foucault 1977).

Nonetheless, although affecting all young
people at some level, the consequences of these
processes for teenagers are vastly different
depending on social location—poor, black and
brown children are at much higher risks of get-
ting entangled in the criminal justice system
which in turn hampers their chances of living
satisfying and productive adult lives (Simmons
2009). As William Chambliss (1973) demon-
strated more than 40 years ago in his famous
essay, the Saints and the Roughnecks, it is per-
ceptions of youth delinquents, not the quality of
the delinquency, that determine adult responses.
Such perceptions, research has demonstrated, are
deeply affected by not only age but also the
various other social statuses people occupy, pri-
mary among them class, gender, and race
(Beckett et al. 2006; Farmer 2010). This means
that similar activities are understood differently
depending on who engages in them. And
research has consistently shown that brown and
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black youth, both inside and outside school, are
much more likely to be perceived as dangerous
and hence subject to more monitoring and
policing, more surveillance, more arrests, harsher
punishments, and any number of other
justice-related disparities (Davenport et al. 2011;
Pettit and Western 2004; Simmons 2009;
Wakefield and Uggen 2010).

Despite the fact that the educational system in
many ways serves as the antidote to the criminal
justice system—education is the way out of
crime—the analysis in this section has pointed to
the entanglement of the two institutions. Not
only do they rely on similar surveillance tech-
nology and increasingly operate on the same
principles (e.g., zero tolerance), but they also
collude in the production of educational failures
that feeds the prison industry (Simmons 2009).

In short, it is difficult to arrive at a conclusion
other than that the system that produces failures
as predictably as it produces successes is
designed to do just this (Kozol 1967, 1991).
According to the National Center for Education
Statistics (2014), the overall US high school
graduation rate in 2012 surpassed 80 %, but the
rates varied extensively across social groups,
with Asians/Pacific Islanders at the top (93 %),
followed by whites (85 %), Latinos (76 %) and
African Americans (68 %). These numbers cap-
ture one of the most entrenched dilemmas asso-
ciated with the educational system: It keeps
generating an underclass of high school dropouts
(Fordham 1996).

Given the structural features of the educa-
tional system, in other words, it quite effectively
reproduces larger patterns of inequality and, in so
doing, ensures the continued presence of suffi-
cient numbers of poorly educated people to, on
the one hand, fill the growing number of pre-
carious jobs and, on the other hand, ensure a
steady stream of bodies to sustain the
prison-industrial complex (Davis 2003; Wilson
2014). In this way, the criminalization of child-
hood has effectively shored up adolescence as a
social problem even as teen criminality has
declined, and it has done so in a way that subjects
all adolescents to measures of social control but

only get a fairly small portion of teens overall
into serious trouble.

Too Much (Unsafe and Unmarried)
Sex

Adult anxiety over teenage sexuality is of long
standing. As with other aspects of the adolescent
problem, the issue is filled with tensions and
contradictions. At the same time as teenage
sexuality is discouraged, even criminalized,
young people, especially girls, are commercially
sexualized. At the same time as fewer and fewer
children and young people are exposed to com-
prehensive sex education, they are increasingly
compelled in the direction of sexual experimen-
tation by the culture they partake in. The result is
a landscape filled with mixed signals, opportu-
nities, and pitfalls that teens for the most part
have to navigate on their own (Thompson 1996).
The adult world has essentially abdicated its
responsibility by insisting that the best solution
to the problems of teenage sexuality is that young
people refrain from sex altogether even as it
bombards them with sexual messages and makes
it difficult for them to avoid some of the pitfalls
associated with sex.

The sexual component of the social problem
of adolescence comprises a bundle of different
practices and experiences related to sex, includ-
ing poor contraceptive practices, pregnancy,
teenage parenting, sexually transmitted diseases,
and sexual violence. It is not so, however, that
teenagers have more sex than adults or are
engaged in more risky sex than adults (Males
1996); rather, their sexuality receive more public
attention, more scrutiny, and engender more
anxiety. At the heart of the matter is the simple
fact that teenagers are sexual beings that both
engage in sex themselves and provoke sexual
desire in others.

Of the sex-related problems, teenage preg-
nancy occupies as special position as a social
problem in its own right (Murcott 1980).
According to the Office of Adolescent Health, the
teenage birth rate in the USA has steadily
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declined for the past two decades, from more
than 60 (in 1991) to under 30 (in 2013) births for
every 1000 adolescent girls (U.S. Department of
Health & Human Services 2015). Despite this
marked decline, the US teen birth rate is still
significantly higher than in all other nations in
the global north. There is extensive variation
across different social groups, however, with the
rate in 2010 ranging from about 24 for white
girls, to just over 50 for black girls, and more
than 55 for Hispanic girls (Kost and Henshaw
2014). Such variations point to the many ways in
which the circumstances of teen life impact both
the choices teens have and the decisions they
make regarding sex and pregnancy (Garcia 2012;
Thompson 1996). Yet, as a social problem,
teenage pregnancy ensnares all teens in adult
concerns over their sexual lives.

What is it about teenagers’ getting pregnant
and giving birth that warrants a social problem
designation? Research has shown that the prob-
lem has less to do with pregnancy and more to do
with the fact that so many teenagers are
unmarried/single when they give birth (Luker
1996; Davis 1989; Vinovskis 1988). And
unmarried teen parents are considered problem-
atic for any number of reasons, ranging from
moral concerns around teen sexuality to claims
that single under-educated young women are
dooming both themselves and their children to a
life of poverty (Edin and Kefalas 2005; Linders
and Bogard 2014). Because it is only women
who can get pregnant, they are the primary tar-
gets for social interventions, with the result that
girls’ sexuality is controlled much more strin-
gently than boys’ (Nathanson 1991). Taken
together, both scholarship and policy making
share the basic assumption that teenage sexuality
is a source of concern and hence an appropriate
target for adult intervention and monitoring.
When it comes to actual adolescent sexual
activity, however, it appears less affected by
adult efforts at managing it than one might think,
at least in some respects—in both Europe and
North America the average age at which young
people start sexual activity has remained fairly
stable—at around 17 years—for the past half
century (Dillon and Cherry 2014).

The point I want to make here is not to deny
that sexuality is a treacherous field for teenagers,
but instead to emphasize the ways in which the
problems of teenage sexuality are linked at a
fundamental level to the very notion of adoles-
cence itself. In short, it is precisely because of the
assumptions and institutional arrangements that
have given rise to a separate social location for
teenagers that teenage sexuality as a distinct
social problem apart from adult sexuality has
taken shape. What this means, in essence, is that
although aspects of teenage sexuality can be
tweaked with policy making, the problem of
teenage sexuality itself is insoluble.

Drugs and Alcohol

Alongside sexuality, consumption of drugs and
alcohol is one of the greatest concerns that adults
have for youths. Just like with sexuality, the rate
at which young people consume drugs and
alcohol, even though much lower than adult rates
(Males 1996), stands as unequivocal evidence of
the failure of prohibition (Danesi 2003).
Nonetheless, adolescent drug and alcohol use is
carefully monitored and school-aged children are
subject to any number of anti-drug initiatives and
messages. In addition to the risks associated
directly with the abuse of drugs and alcohol,
adolescent drug and alcohol use is also linked to
a number of other concerns; in this sense drugs
and alcohol are proxies of other problematic teen
behavior, such as sex, violence, and school fail-
ure (Wolfe et al. 2006).

As with other aspects of the adolescent
problem, however, adult concerns have less to do
with the magnitude of actual use/abuse than with
the fact that the risk is ever-present. After all, the
use of drugs among teenagers has declined
steadily over the past decade and an increasing
number of adolescents do not use any drugs at
all. According to the National Institute of Drug
Abuse (NIDA), adolescent alcohol and drug use
is on the decline. From 2009 to 2014, the pro-
portion of high school students who used alcohol
decline significantly in each age category by
about 5–6 % points (NIDA 2015). Use of illegal
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drugs, similarly, has declined from its peak in the
late 1990s, but more recently the use of some
drugs, especially marijuana, has stabilized (Ibid).
Taken together, though, the vast majority of high
school students do not report using drugs on a
regular basis. So, from an objective position, the
problem seems overdrawn. And yet, it remains a
major preoccupation of adult caretakers. For
example, Ohio has just adopted a new law that
requires schools in the state to “teach children
about the dangers of prescription painkillers, a
leading gateway drug to heroin abuse” (Recovery
Society 2015).

I am not suggesting that drugs are not dan-
gerous or that we should stop worrying about
teenagers who get caught up in a cycle of dan-
gerous drug use. There can be no doubt that
drugs can cause serious damage, not only to
individual teens and their families, but also to
entire communities devastated by drugs like
heroin. Rather, it is to observe how both the
underlying conditions of the problem—the con-
tours of youth drug use—and the conceptions of
the problem—as a particular youth problem—are
caught up in the very organization of adolescent
life. Despite the assumption that youth is a period
consumed by the preparations for adult life, it is
in many ways a period of abeyance, a waiting
period during which young people are locked out
from adulthood and corralled into age-segregated
environments. In short, we have placed a “gen-
eration on hold” (Côté and Allahar 1996). It is
not surprising therefore that one of the responses
by youth is to seek excitements and distractions
in drugs and alcohol (Currie 2005). And when
they do, it is also not surprising that adult
observers filter adolescent use of drugs and
alcohol through the conception of youth as a
period of confusion marked by bad choices
(Griffin 1993). In this sense, adolescent abuse of
drugs and alcohol come to confirm the concep-
tion of youth that justify keeping young people
sequestered rather than encouraging questions
about how the very organization of youth life not
only might facilitate irresponsible youth behavior
but also keep generating adult concerns for the
well-being of the young. Moreover, the concep-
tualization of drug use as a particular risk for

youth discourages analyses of the similarities
between youth and adult behaviors.

Identity for Sale: Subcultures
and the Commodification of Teenagers

When Marcel Danesi (2003) titled his book about
today’s youth, My Son is an Alien, he captured a
widespread adult anxiety around teenagers and the
life they lead; they dress oddly, they listen to
incomprehensible music, they have strange
friends, they develop a bad attitude, they spend an
inordinate amount of time in front of their
computers/tablets/phones, they acquire new
(bad) habits and (questionable) tastes, and they no
longer tell their parents where they go or what they
do. It is like they wake up one day and start acting
like completely different persons than the ones
their parents/siblings/neighbors/relatives/teachers
thought they knew. Insofar as these trends take on
an organized character among teenagers, they
sometimes give rise to more widespread moral
panics about youth life (Cohen 1993; Springhall
1998; Thiel-Stern 2014). The problem here does
not primarily originate in the kinds of physical
dangers that accompany some of the other adult
concerns around youth—associated with drugs
and violence, for example—but instead is linked
to what adults perceive as the fragility and sus-
ceptibility of adolescent identity. Primary targets
of these concerns are peer groups, media and
advertising, popular culture, and various other
purveyors of youth identity (Quart 2003; Stern-
heimer 2003). From an adult perspective, it can
seem as if young people are pressured into taking
on new identities by the nonstop onslaught of
popular culture (cf. Moje and van Helden 2005;
Oliker and Krolikowski 2001), which now, in the
context of internet and social media, never let up
its potential influence (Thiel-Stern 2014).

There are numerous reasons why popular
culture directed at youth causes adult concerns,
but primary among them are worries that the
development of identity somehow gets thwarted
by the manipulation of the pop culture industry
that has grown up around teenagers (cf. Chin
2001). Although teenagers by and large are poor
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compared to adults, whatever disposable resour-
ces they have are usually much more discre-
tionary than those possessed by adults (who have
fixed bills and recurrent financial obligations).
One consequence of this is that teenagers have
become a serious target of marketers who pro-
duce an endless number of goods and services
with the purchasing power of teens in mind.
Marketers not only draw on youth culture to sell
their products but also infiltrate youth life to stir
up demand, by giving popular kids clothes and
other products to wear and display, for example
(Quart 2003). They also find ingenious ways of
penetrating the social media environment with
product endorsements and thinly veiled market-
ing pitches. From a parental perspective, this can
result in seemingly incomprehensible and forever
fleeting demands for particular products. But the
problem I am getting at here is deeper than the
mere materialism of youth life—which still pales
in comparison with adult life—in that it reveals
deep seated adult anxiety over the very instability
of youth life which can translate into possibilities
of major challenges to the status quo (Giroux
2003).

The social structure of school and other
institutions dominated by adolescents is not quite
following the social structure of adult life. In this
sense, the spaces dominated by teens allow for—
encourage—the development of unique youth
cultures (Milner 2004; Haenfler 2010; Larkin
1979). These cultures—or subcultures—are
unique not simply in terms of content but also,
and more importantly, in the ways in which they
stretch and cross, and sometimes violate, the
social boundaries that characterize and guide
adult life. These boundary crossings—across
economic, racial, religious, cultural, and resi-
dential lines—are in themselves cause for worry
among adults and, especially when coupled with
more or less dangerous activities (e.g., drugs,
alcohol), provide insights into adult anxieties
over teen life. Moreover, although teen institu-
tions, especially education, are deeply entangled
in the social processes that reproduce patterns of
advantage and disadvantage, it is still so that
teenagers are not quite yet as implicated in the
larger systems of rewards and penalties that

affect adult life. This means most obviously that
young people are in a position to establish their
own status systems and to decide on what basis
to confer and withhold respect. It also means that
young people because they are less committed to
and/or less entangled in adult life are consider-
ably more volatile from a sociopolitical per-
spective. And that can be very frightening to
adults (Giroux 2003). The main point I am
making here, though, is that this very volatility
can be productively understood as a consequence
of the organization of youth life without recourse
to theories of psychosocial development.

Conclusion

The aim of this chapter has been to, first,
demonstrate that adolescence has emerged as a
social problem in contemporary life and, second,
to identify some of the key components of that
problem. My argument overall is that the prob-
lematic aspects of adolescence are not fixable
with programs, interventions, and tweaks to
individual lives. Rather, they are built into the
very DNA of teenage life. Hence, the only way
to solve the problem of adolescence is to get rid
of it as we know it.

This is obviously not a feasible policy option.
The period we call youth is deeply engrained in
the fabric of social life and therefore cannot
easily be dissolved or even majorly elaborated.
Nonetheless, it is possible to ease the transition
between childhood and adulthood, both individ-
ually and collectively. To do so effectively
requires that we abandon the fiction that young
people, en masse, are incapable of taking
responsibility for their own lives. There is quite a
bit of evidence to back up the claim that teen-
agers not only can but also want to take a more
active part in social life; that is, young people
have a much better understanding of the condi-
tions of their lives than adults usually give them
credit for (Chin 2001; Loeb 1995; Sternheimer
2003; Vaedeboncoeur and Stevens 2005). This is
extremely important if the goal is to improve
adolescent health. This analysis suggests, at the
very least, that young people must be consulted
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in a meaningful way about how their lives are
organized. At a more fundamental level, how-
ever, we must come to terms with and confront
the many ways in which the structuring of ado-
lescence both inspire and stifle challenges to the
healthcare sector and status quo. This means, in
the end, that the solution to improving adoles-
cence health does not start with adolescents but
instead with adults. They have the power and
resources to reorganize adolescent life, but per-
haps not the political will.
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3Adolescent Health in Cuba

Mercedes Esquivel Lauzurique

The Republic of Cuba The Republic of
Cuba is an archipelago of 1600 islands,
islets, and cays nestled in the Caribbean
Sea. Its territory is organized into fifteen
provinces and a special municipality, and
its capital is Havana. It has an area of
109,886 Km2.

The total population is about
11,224,190 inhabitants (2014), with a
population density of 101 inhabitants per
Km2. Some 75 % of the population reside
in urban areas and 25 % in rural areas. The
nearest countries are the Bahamas, Haiti,
Jamaica, Mexico, and USA.

Cuba ranked 44th on the Human
Development Index (HDI = 0.81) prepared
by the United Nations in 2014, ranking
among the top four nations in Latin
America and the Caribbean together with
Chile (41), Argentina (49), and Uruguay
(50). These four countries have the most
favorable data on human equality, gender
equality, gender development, and general
poverty in this region (Rebossio 2014a, b).
The Netherlands ranks number 1 and the
USA is ranked number 5. The HDI is an

indicator of human development by coun-
try, prepared by the United Nations
Development Program (UNDP) based on a
statistical social indicator, which consists
of three parameters: long and healthy life,
education, and standard of living. All citi-
zens of Cuba have free and universal
access to all health services and education,
as well as full employment and a strong
system of social security and assistance.

Introduction

Adolescence is a key phase of human develop-
ment. It is a period when rapid biological and
psychological changes occur and affect every
aspect of this stage of life. According to the
World Health Organization (WHO), it corre-
sponds to the period of life from 10 to 19 years
of age and divided, in turn, as early adolescence
(between 10 and 14 years of age) and late ado-
lescence (between 15 and 19 years of age) (OPS
2014; OMS 2014a; WHO 2014; UNICEF 2011).

Generally, it is considered that adolescents are
relatively healthy segment of the population;
however, we must not forget that investing in the
health of young people is essential to protect
investments in children and to ensure the health
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of the future adult population. Added to this,
most of the harmful habits that manifest as health
problems in adulthood are acquired during ado-
lescence, adding an avoidable financial burden
on health systems (OPS 2010, 2014).

The health status of a population can be
defined as “synthetic expression of the behavior
of health-disease process in the community, in a
particular historical moment and through the
degree of equilibrium established among human
beings and nature in terms of physical, mental,
and social health” (Curbelo 2005). To determine
a nation’s or community’s health status, periodic
evaluations should use globally accepted indi-
cators including demographic information on the
population by age, fertility, morbidity, and mor-
tality. Data on characteristics of growth and
development, and data on people who are dis-
abled also reflect the community’s health. Thus,
these health components that allow the study of
the behavior of the health-disease process in a
population or population group can be summa-
rized as shown in Fig. 3.1.

The health of adolescents, in particular, is of
obvious importance to the national interest. It is
only possible to produce lasting changes in the
lives of children, young boys and girls, and
insuring investments made in the first decade of
life if greater attention is focused on the second

decade of life. Wellness and active participation
of adolescents in their own health care are deci-
sive from a life cycle perspective. Health, in this
context, can help break the intergenerational
transmission of poverty, exclusion, and discrim-
ination (UNICEF 2011).

The adolescent population is also an impor-
tant group because of their vulnerability and the
intense biological, physical, psychological, and
sociological changes that occur in less than a
decade. Changes will determine, to a large
extent, the characteristics of the adult population
that will shape the country. Therefore, it is of
particular interest to know the levels of the var-
ious indicators of health status.

The purpose of this chapter is to describe and
analyze the state of health of the adolescent
population of Cuba. As primary sources of
information, we used the following:
• Mortality Database of Cuba, available in the

Statistical Yearbook of the Ministry of Public
Health (Dirección Nacional de Registros
Médicos y Estadísticas de Salud 2015a).

• Population estimates issued by the National
Office of Statistics and Information of Cuba
(ONEI 2012, 2014, 2015).

• Information from Multiple Cluster Surveys
(MICS) UNICEF/Ministry of Public Health.
Cuba 2010/2011 and 2014 (Dirección

Fig. 3.1 Main components of the health status of the population. Source Adapted from Curbelo (2005)
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Nacional de Registros Médicos y Estadísticas
de Salud. Cuba. 2012, 2015a).

• III National Risk Factor Survey 2010/2011.
Havana, 2014 (Bonet and Varona 2014).

• IV Database of the National Research Group
of Human Growth and Development. Faculty
of Medicine Julio Trigo López. University of
Medical Sciences of Havana (Esquivel and
González 2009, 2013; Department of Human
Growth and Development 2006).

Comprehensive Health Care
for Cuban Adolescents

The principles set out in the Declaration of Alma
Ata of 1978 and the Ottawa Charter for Health
Promotion reaffirm that health is a fundamental
right of all human beings. It is a human right
irrespective of race, religion, political belief,
economic, or social status. Moreover, inequities
in a population’s health between countries and
within countries are unfair and unacceptable. For
its part, the United Nations Conference on Sus-
tainable Development in 2012, in the Final
Document, “The Future We Want” Rio + 20,
acknowledged that governments are responsible
for the health of their population (OPS/OMS
2014a). The Cuban state has worked for decades
to comply with these guidelines. As a result,
important goals have been achieved (Campbell
and Bialek 2015), among these are:

• Cuba is among the top 20 countries in the
progress toward achieving the Millennium
Development Goals of the UN.

• Save the Children places Cuba as the best
country in Latin America to be a mother.

• Cuba has the lowest rate of HIV in the
Americas.

• The doctor–patient relationship in Cuba is
among the highest in the world; 61 % of
doctors are women.

• 100 % of pregnant women have more than
four prenatal visits.

• The infant mortality rate in Cuba in 2014 was
4.2 and that of children under five years of
age was 5.7 per thousand live births.

• Life expectancy in Cuba is 78 years.

National Health System

With the creation in the 1960s of the Ministry of
Public Health and the National Health System,
health care provided the Cuban people, and in
particular to the adolescent population, has been
radically altered from previous healthcare prac-
tice as the government guarantees free medical
attention and complete access to the health ser-
vices. Combining a scientific and practical
approach, Cuban health care is unique, compre-
hensive, decentralized, and free of charge and
provides preventive counseling as a general
method of maintaining a healthy population. It is
characterized by the intersection of community
participation in the activities of the organization
for public health and develops internationalism
as a general principle of the Cuban society
(Castro et al. 2010). In 2014, Cuba had 85,563
doctors for a rate of 76.6 per 10,000 inhabitants.
Of this total, 12,842 family physicians provided
100 % of the primary level of care. The rate of
Cuban nurses was 81.3 per 10,000 inhabitants. In
the same year, there were 14.9 dentists per
10,000 population (Dirección Nacional de
Registros Médicos y Estadísticas de Salud
2015b).

National Program for Comprehensive
Health Care for Adolescents

In 2000, the National Program for Comprehensive
Care for Adolescent Health of the Ministry of
Public Health increased the pediatric age to
18 years of age and developed services in hospi-
tals and primary care specifically for adolescents.
Later, in 2002, the Section of Comprehensive
Adolescent Health of the National Pediatrics
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Group was strengthened with the creation in 2004
of the National Working Group on Childcare. The
National working group expanded comprehensive
health care for children and adolescence in order to
cover the health and development needs of this
population (Departamento Materno-Infantil y
Planificación Familiar 2011; Esquivel et al. 2014).

As part of this program, Cuba has worked on
the creation and development of reference cen-
ters and training for comprehensive care for this
age group. Activities in different provinces have
been supported by UNICEF and PAHO/WHO.
A Manual of Clinical Practice for Comprehen-
sive Care for Adolescent Health was published in
1999 (Cruz et al. 1999). The Section of Ado-
lescence is a member of the Committee on
Adolescence of the American Association of
Pediatrics (ALAPE).

Indicators of Adolescent Health
in Cuba

The following indicators are utilized to monitor
Cuban adolescent health at the national and local
levels: demographic variables, morbidity, growth
and development, disability, and sexual and
reproductive health.

Demographic Data

Changes in demographic variables, which may
influence the relative health burden of different
types of diseases, are used in planning services
and programs for the health sector. Demographic
information identifies the size of populations
exposed to different health risks and provides
data on some characteristics of these groups. This
facilitates the establishment of measurable
objectives, selecting the most appropriate tools
and evaluating the results of programs and
medical resources in general (Curbelo 2005).

While, the health-related demographic vari-
able mortality is important, fertility is no less
important, because it can be used in determining
the age structure of the population; all of these

elements make up demographic aspects related to
health.

Population Structure by Age

Knowledge of the population structure by age
group is very important for the formulation of
health policies and the design of more responsive
health programs. This is possible because dif-
ferent ages are associated with different risks and
incidence of accidents, disease, and death (Cur-
belo 2005). The Cuban population, in 2014,
totaled 11,224,190 inhabitants according to the
National Bureau of Statistics and Information
(ONEI 2015). Of these, 5,595,379 (49.85 %)
were men and 5,628,811 (50.15 %) were
women. This population is characterized by its
advanced demographic transition, which is aging
and stagnant population growth, two important
demographic challenges. Cubans, 60 years of
age and older, make up 19 % of the population.
Life expectancy at birth is high but fertility rates
are low, which has resulted in stagnate popula-
tion growth since 1978 (Gran et al. 2013).

In 2014, the level of population replacement
was low, with a birthrate of 11.3 births per
thousand inhabitants. The general fertility rate
was 43.2 live births per 1000 women 15–
49 years of age. There was also a decreased
fertility rates among younger women of child-
bearing age. The total fertility rate was 1.68 and
the gross reproduction rate of 0.81. The sex ratio
was 994 men for every 1000 women, for a dis-
creet feminization of the population since 2012.
The percentage of children born in hospitals or
health institutions was 99.9 %.

According to the “Life expectancy 2011–
2013” data released by the National Bureau of
Statistics and Information (ONEI 2014), life
expectancy at birth of the Cuban population
reached 78.45 years at the end of the triennium
(2011–2013). This life expectancy places Cuba
among the 25 most advantaged countries in the
world on this demographic indicator and
represents a gain of 0.48 with respect to life
expectancy in 2005–2007, when was
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77.97 years. All provinces of Cuba experienced
increases in life expectancy for both genders.
This study shows that Cuban women have a life
expectancy of 80.45 years, while life expectancy
for men was 76.50 years. This life expectancy
for men and women is much higher than those
estimated in 2012 for the world population,
which was 72.7 years for females and 68.1 years
for men (OMS 2014a).

In 2014, the total number of adolescents in
Cuba was estimated at 1,381,135, representing
12.3 % of the total population. By age group,
adolescents between 10 and 14 years of age
made up 49.3 % of the adolescent population.
Those between 15 and 19 years of age made up
50.7 % of the adolescent population. By gender,
51.5 % of the adolescents are male, while
48.5 % are female (ONEI 2015). Adolescents
represent a lower percentage of the population
than reported for Latin America and the world
(see Fig. 3.2); due to the low birthrate and aging
population, adolescents make up a smaller per-
centage of the population today than they did
decades ago (23.8 % in 1980 and 17.5 % in
1990).

Mortality

Adolescents, as a specific age group, have lower
mortality rates when compared to the general
population. In Cuba, in 2014, the mortality rate
among adolescents was 2 per 1,000 for those
10–14 years of age, and 3 per 1000 for those

15–19 years of age. This mortality rate is much
lower than that found in 2012 in the region of the
Americas, which was of 7.75 per 1000
(OPS/OMS 2014a). The mortality ratio for all
males and females was 1.3, similar to that
reported worldwide. Of the 96,328 deaths in the
Cuba in 2014, 386 occurred in this age range,
representing only 0.4 % of total deaths in the
country. As shown in Fig. 3.3, these figures have
been declining steadily over the past decades.

Since the 1970s, the five leading causes of
death in this population are similar although they
have varied a little in terms of order (see
Table 3.1). Accidents are the leading cause of
death. In 2014 accidents accounted for 7.4 deaths
per 100,000 inhabitants. This number reflects a
sharply declining trend compared to previous
years. The mortality rate for accidents was much
higher among males (11.6 vs. 3.1 in females).
Transportation accidents and motor vehicles
were the most common cause of death, followed
by drowning and accidental submersion.

After accidents, malignant tumors have been
the second leading cause of death for this group
since 2000, with a rate in 2014 of 4.2 per
100,000 inhabitants. This was followed by
intentional self-inflicted injuries, which ranked
second until the 1990s. Currently, intentional
self-inflicted injuries rank third with a rate of 2.3
per 100,000 inhabitants. Assault has a current
rate of 2.2 per 100,000 population and ranks
fourth. Congenital anomalies, deformities, and
chromosomal abnormalities rank fifth with a rate
of 1.4 per 100,000 inhabitants in 2014.

Fig. 3.2 Percentage of adolescents in Cuba, Latin America and Caribbean, and the world. Source *ONEI (2015).
**UNICEF (2014)
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The three leading causes of death among
adolescents worldwide are traffic injuries,
HIV/AIDS, and suicide (OPS/OMS 2014b). In
Cuba, injuries caused by traffic accidents and
suicide are also among the leading causes of death
but not HIV; as will be shown below, HIV/AIDS
has a low prevalence in the country (Portal 2014).

Fertility

Fertility is the demographic variable linked to the
reproduction of the population that expresses the
relationship between live births occurring during
a certain period of time and the number of
females of childbearing age during that same
period. In Cuba, the fertility rate has been very
low for many years. It has remained below
population replacement level for more than thirty
years (CEPAL 2008).

The decline in fertility has been one of the
most significant sociodemographic developments
in recent years, both because of its implications in
the short or medium term as a condition that has
changed the age structure of the population. The
consequences of the decline in fertility are of
great importance to health planning. The decrease
in the average number of children born to women
during their reproductive years will cause a sig-
nificant change in the demand for health services.

The trend in fertility plays a key role in
maternal and child morbidity and mortality. In
general, the reproductive health of women is
partly determined by the way the health sector
develops the maternal and child programs, which
include family planning. During the period
2008–2011, there was a slight upward trend in
fertility in Cuba. This was followed by a decline
in births for all females of childbearing age,
particularly among adolescents, where the

Fig. 3.3 Overall mortality
among adolescents by year
and age group. Cuba,
1990–2014. *Rate per 1000
inhabitants. Source
Dirección Nacional de
Registros Médicos y
Estadísticas de Salud
(2015a)

Table 3.1 Leading causes of death in adolescents by year (Cuba 1970–2014a)

Cause 1970 1980 1990 2000 2010 2014

Accidents 25.3 23.8 26.4 15.8 7.7 7.4

Malignancies 6.8 6.1 6.0 5.3 4.6 4.2

Intentional self-inflicted injuries 8.0 17.0 9.6 3.7 2.9 2.3

Assault 3.1 2.4 4.8 2.1 2.0 2.2

Congenital malformations, deformities, and chromosomal
abnormalities

2.5 2.0 3.6 2.3 1.3 1.4

aRate per 100,000 population
Source Dirección Nacional de Registros Médicos y Estadísticas de Salud (2015a)
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birthrate fell from 57.3 per 1000 in 2011 to 51.6
by 2014 (Dirección Nacional de Registros
Médicos y Estadísticas de Salud 2015b). Fig-
ure 3.4 shows births per 1000 for Cuban women
and for 15–19-year-old adolescent females. The
birthrate for 15–19-year-old adolescent females is
about 25 % higher than that for 15–49-year-old
Cuban women. Currently, the rate of childbearing
among 15–19-year-old Cuban adolescent females
is lower than that reported for Latin America,
which is 65 births per 1000 adolescent females
aged 15–19, but slightly higher than that reported
for the world (49 births per 1000 adolescent
females aged 15–19 years) (OMS 2014a).

As the average number of children per woman
continues to trend down in this region of the
world, Cuba is not an exception. Cuba has one of
the lowest birthrates among countries in Latin
America (see Table 3.2).

Morbidity

Regarding morbidity, the leading causes for
teenagers seeking a medical consultation are
episodes of acute respiratory infections followed
by acute diarrheal diseases. These are health
conditions that have little impact on the mortality
of adolescents. In 2014, 67,644 medical consul-
tations for acute diarrheal diseases and 1,231,354
medical consultations for acute respiratory dis-
eases were provided to adolescents and young
people between 10 and 24 years of age. The rate
for acute diarrheal diseases was 34.1 per 1000
population between 10 and 14 years of age and
28.7 per 1000 population between 15 and
24 years of age, while the rate for acute
respiratory diseases was 785.5 in the group of
10–14 years of age and 447.8 in the group of
young people between 15 and 24 years of age

Fig. 3.4 Fertility rate
among adolescent females
15–19 years of age—Cuba
2008–2014. *Rate per 1000
women. Source Dirección
Nacional de Registros
Médicos y Estadísticas de
Salud (2015a)

Table 3.2 Average
number of children per
woman, selected countries
of Latin America and
Cuba: 1961, 1980, 1990,
2000, 2010

Countries Average number of children per woman

1961 1980 1990 2000 2010

R. Dominican 7.49 4.42 3.47 2.89 2.58

Costa Rica 7.30 3.62 3.18 2.41 1.85

Peru 6.87 5.01 3.83 2.93 2.50

Colombia 6.80 3.99 3.10 2.64 2.10

El Salvador 6.75 5.14 3.95 2.93 2.25

Ecuador 6.72 5.06 3.67 2.95 2.48

Brazil 6.19 4.07 2.81 2.36 1.83

Chile 5.54 2.68 2.62 2.09 1.86

Cuba 4.36 1.89 1.75 1.63 1.69

Source Center for Latin American Studies ECLAC (Gran et al. 2013)
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(Dirección Nacional de Registros Médicos y
Estadísticas de Salud 2015b).

Tuberculosis is not a health problem in Cuba,
even though in the course of the last decade, a
slight increase in incidence was detected. The
rates among adolescents are low and are below
the national average. In the group of adolescents,
under 15 years of age, the incidence of tubercu-
losis increased discreetly, with little notice, the
rate increased from 0.3 per 100,000 in this age
group in 1990 to 0.8 per 100,000 in 2014.

In 2014, the prevalence rate for hypertension
among adolescents 10–14 years old was 1.9 per
1000. For adolescents 15–18 years old, the
prevalence was higher at 25.1 per 1000. Diabetes
among adolescents 10–14 years old was 1.5 per
1000, and it was 5.4 per 1000 for adolescents 15–
18 years old. The prevalence rate of asthma
among adolescents is relatively high. Among
those adolescents 10–14 years old, the rate was
147.4 per 1000. Among those 15–18 years old,
the rate was the highest for any age group in Cuba,
188.3 per 1000 (Dirección Nacional de Registros
Médicos y Estadísticas de Salud 2015b).

The incidence of cancer among adolescents
varies between younger and older adolescents. In
2014, those between 10 and 14 years of age had
108 per 1 million in this age group; while in the
15–19-year-old group, the incident rate was
146.9 per 1 million in this age group. Leukemia,
lymphoma, and brain tumors are the most
prevalent cancers in the 10–14 age group,
whereas adolescents aged 15–19 most frequently
present with lymphomas, carcinomas and other
malignant epithelial neoplasms, bone tumors,
and leukemia in that order (Directorate of Med-
ical Records and Health Statistics 2015a).

Sexually transmitted infections (STIs) have
declined since the year 2000. There has been a
corresponding decline in child birth among all
women. Pregnancy among girls under 14 years
of age is not a problem in Cuba. HIV/AIDS
among young people aged 15–24 has stabilized
at a low rate. The estimated prevalence in this
group is only 0.05 % (Portal 2014).

Although adolescent pregnancy and adoles-
cent sexually transmitted infection are at low
levels in Cuba, adolescent sexual activity has

increased. In recent decades, just as has hap-
pened in other countries, adolescents 10–
14 years of age, at least some of them, have been
involved in a sexual relationship and have done
so without the knowledge and understanding of
the consequences of irresponsible sexual
behavior.

Cuba has a National Strategic Plan for the
Prevention and Control of STIs and HIV/AIDS,
which has its origins in earlier strategic plans.
These strategic plans are updated every five
years. As the plan develops, data will be gathered
from 2014 to 2018 with the goal of identifying
gaps in preventative health services. Thus, since
the beginning of the 1980s, when the Task Force
was established, it has coordinated and organized
action and prevention services to prevent and
control sexually transmitted infections and
especially HIV/AIDS. While basic sexual edu-
cation was incorporated into primary care, a
corresponding Intersectional Response Plan for
Education, Prevention and Control of STIs and
HIV/AIDS was developed to allow different
agencies and organizations to implement con-
crete and specific plans for action with emphasis
on education and prevention (Ministry of Public
Health 2013).

These programs embody the basic principles
of the Cuban strategy for the prevention and
control of STIs and HIV/AIDS (i.e., intersectional
participation, an interdisciplinary approach,
active participation of government institutions,
NGOs involvement, and the involvement of civil
society at the grassroots level).

Growth and Development

Implementing periodic national anthropometric
studies of the Cuban people has been an ongoing
practice of the National Health System since the
beginning of the 1970s. This practice is based on
the recognition, by various international organi-
zations, that anthropometric measurements are
very useful for assessing the health status of the
populations.

Anthropometric measurements allow
researchers to evaluate health trends and

36 M.E. Lauzurique



concerns in various populations. For instance,
anthropometry studies have been used to assess
and monitor the nutritional status of children.
These measurements can be used to determine
the prevalence of inadequate nutrition and whe-
ther there is a need for nutritional support. It can
also be used to track progress in reaching a
number of health targets and broader goals rela-
ted to social equity. Given adequate nutrition and
basic health care during prenatal, childhood, and
during adolescence, the majority of children will
experience normal growth and development
(Esquivel 2013). Anthropometric measurements
are used in Cuba to evaluate and monitor the
health trends of children.

Physical Development

In Cuba, two national studies of growth and
development of children under the age of 20
were conducted in 1972 and 1982. Furthermore,
several additional studies have been carried out at
the provincial level. In the city of Havana, which
is the capital (and where approximately a fifth of
the total population resides), five investigations
have been conducted using the same anthropo-
metric measures in 1972, 1982, 1993, 1998, and
2005. The purpose of these studies was to collect
reliable information that could be compared over
time. The design required specifically trained
personnel to collect anthropometric measures
from a representative sample by age. The mea-
sures were collected using high-precision equip-
ment, which was rigorously calibrated. This
design provided data that were comparable to
data from previous studies (Department of
Human Growth and Development 2006; Esqui-
vel and González 2009; Esquivel 2013).

Among the anthropometric indicators that
have been used to describe the growth of children
and adolescents are the height, weight and the
body mass index (BMI). In 2005, using a rep-
resentative sample of adolescents, the study
revealed that both sexes were, on average,
2.7 cm taller at each age group than their peers in
the initial investigation of 1972. This suggests
that by 2005 children were taller and reached, in

greater extent, their genetic potential for longi-
tudinal growth. The increase was higher in late
adolescence (2.9 and 2.8 cm for males and
females, respectively) than in early adolescence
(2.5–2.6 cm). This increase in height over time
has been detected in numerous investigations.
The cause for the increase in the height of ado-
lescents has been linked to improved living
conditions, which makes these measures a valu-
able indicator of national economic and social
development.

In addition, we also have growth data that go
back to 1919. A Belgian anthropologist, Georges
Rouma, conducted a study of school children
between 7 and 13 years of age in Havana.
Between 1919 and 2005, these studies show that
there was an average increase in the children’s
height for each of the age groups of 1.2 cm per
decade, for both sexes, over the last 85 years.

The average weight was also higher among
adolescents in 2005 than in 1972. In absolute
terms, male participants weighed, on average,
1.9 kg more than their counterpart in 1972, but in
female adolescents, this figure was only 0.8 kg.
During early adolescence, the average difference
was 1.5 kg for boys and 0.6 kg for girls. During
late adolescence, the difference was 2.4 kg and
1 kg, respectively. The smaller differences in
weight among girls between 1972 and 2005 may
be the result of sociocultural influences that value
slenderness in girls more so than in boys.

The BMI in male adolescents were similar in
both studies, while the female teens was lower
(−0.4 kg/m2 on average). In early adolescence,
average difference was −0.1 and −0.3 kg/m2. For
later adolescence, the average difference was
−0.02 and −0.5 kg/m2 for boys and girls.

There is a clear trend to higher body fat values
in the study of 2005 with respect to previous
studies of both sexes. In males, this represented an
average increase of the area of the middle third of
the left arm of 1.8 cm2 fat at each age and 2.2 cm2

in females. In early adolescence, the numbers
were 1.9 and 2.0 cm2 in males and females and
1.7 and 2.4 cm2 in later adolescence. This is sig-
nificant because body fat values have important
implications for the health of a population. In fact,
this phenomenon (Esquivel and González 2010)
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is reflected in the morbidity of this population
which shows marked increases in the prevalence
of patients treated for chronic non-communicable
diseases such as it noted above.

The age of menarche in Havana, which in part
requires adequate weight (using the status quo
method), was 12.64 years in 1972 and 12.5 years
in the study of 2005.

Nutritional Status

The nutritional status of Cuban adolescents has
been evaluated in a number of studies. They
include highlights of the studies on growth and
development at the national and provincial level,
and the Third National Risk Factor Survey
2010/2011. In these research studies, it has been
shown the low rate of malnutrition and the
increasing prevalence of overweight and obesity
in this age group. In the case of the National Risk
Factor Survey (see Table 3.3), information
includes the group of 15–19 years and 20–
24 years, that is, late adolescence and the period
known as youth (Bonet and Varona 2014).

Additionally, according to the Third National
Survey of Risk Factors (2013), although there
has been an improvement compared to previous
surveys, there is still a significant percentage of
the population dealing with nutritional issues.
One such issue is eating habits that are harmful to
one’s health. Insufficient fruit and vegetable
consumption and the excessive use of saturated
fats result in aggregate health problems. Another
health issue is the lack of regular physical
activity. Based on the findings from the

International Physical Activity Questionnaire
(IPAQ) only 76.9 % of young people between 15
and 24 were rated as active, 5.7 % were classi-
fied as irregularly active, and 17.3 % were clas-
sified as sedentary (Bonet and Varona 2014).

The most common measure of malnutrition is
chronic energy deficiency. This measure is
defined as 3 grades based on BMI: Grade I (mild)
is a BMI between 17.5 and 18.4, Grade II
(moderate) is a BMI between 16.0 and 17.4, and
Grade III (severe) is a BMI 16.0 or lower. A BMI
of 18.5 is considered normal. Table 3.4 shows
chronic energy deficiency and the percent of
Cuban adolescents who are overweight.

Disability

According to the International Classification of
Functioning, Disability and Health—adopted as a
conceptual framework for the World Report on
Disability prepared by the World Health Orga-
nization and the World Bank in 2011—disability
is a generic term for impairments, which includes
deficiencies, limitations of activity, and partici-
pation restrictions. Disability is the interaction
between individuals with a health condition and
personal and environmental factors (OMS 2011).

Generally, it is estimated that worldwide
between 110 million (2.2 %) and 190 million
(3.8 %) people 15 years of age and older are
living with a significant disability. In Cuba,
several sources, such as data from the National
Census 2012 of the National Statistics Office and
the Psychosocial and Clinical-Genetic Study of
people with disabilities in Cuba, estimate the

Table 3.3 Nutritional
status of adolescents from
different provinces

Nutritional statusa Havana, 2005 (%) Guantanamo, 2002
(%)

10–14 15–19 10–14 15–19

Malnutrition 3.0 2.1 3.3 1.0

Thin 6.5 7.6 9.9 9.1

Normal 72.6 76.9 79.7 82.8

Overweight 11.3 8.0 5.3 5.2

Obese 6.6 5.4 1.8 1.9
aSource Provincial Growth and Development Studies. Havana, Guantánamo 2005 and
2002

38 M.E. Lauzurique



prevalence of adolescents between 10 and
19 years with a disability between 2.4 and 3 %
(ONEI 2012; Cobas 2011). This latest study
showed that the most common forms of disability
are intellectual, physical-motor, and visual
impairment.

Sexual and Reproductive Health

Most people become sexually active during ado-
lescence. Contraceptive use at this age is usually
low and this contributes to health risks from
sexually transmitted infections (including HIV),
as well as abortions. Adolescent pregnancy can
also affect the health of newborns. Some aspects
of adolescent sexual and reproductive health
behavior that have serious consequences are the
issues of early sexual initiation, early marriage,
the onset of contraceptive use, and comprehen-
sive knowledge about STIs and HIV/AIDS.

Early Sexual Behavior
and Childbearing

Sexual activity and childbearing at an early
age involve significant risks, both for the teen
mother and her newborn. Relevant indicators of
early childbearing (see Table 3.5) among Cuban

adolescents have been obtained from the Multi-
ple Indicator Cluster Surveys (MICS) imple-
mented in Cuba in 2010 and 2014 under the
program developed by the United Nations Fund
for Children (UNICEF) to provide internationally
comparable, statistically rigorous data on the
situation of children and women. These surveys
show that the percentage of girls under 15 years
of age with a live birth has remained the same for
decades. The birthrate is 0.2 %, a very low rate.
According to UNICEF, in developing countries
3 % of girls under 15 have given birth and 19 %
became pregnant before age 18 years
(Williamson 2013). In the most recent survey,
these indicators continue to suggest positive
behavior changes among Cuban adolescents
(Dirección Nacional de Registros Médicos y
Estadísticas de Salud 2012, 2015a).

Early Marriage

One of indicators of adolescent health that is
commonly used is the number of adolescents
married or in union before the age of 15. In
Cuba, between 2010 and 2014 the percentage of
girls who were married before the age of 15 did
not significantly change. There was a decline,
however, in the percentage of all adolescent girls
who were married or in a marital union. Addi-
tionally, as shown in Table 3.6, the number of
married adolescent males is much lower
compared to females (Dirección Nacional de
Registros Médicos y Estadísticas de Salud 2012,
2015a). When the percentage of Cuban

Table 3.4 Nutritional status of adolescents and youth,
Cuba 2010/2011a

Nutritional status Cuba, 2010/2011
15–24 years of age (%)

Grade I (mild) chronic
energy deficiency

1.8

Grade II (moderate)
chronic energy deficiency

3.3

Grade III (severe) chronic
energy deficiency

12.8

Acceptable 63.1

Overweight 14.9

Obese 3.1

Extremely obese 1.1

Total 100
aSource Third National Risk Factor Survey, 2013

Table 3.5 Reproductive process in adolescents 15–
19 years of age (Cuba 2010 and 2014)

Reproductive Process 2010
(%)

2014
(%)

Girls who had a live birth 10.8 6.7

Girls who are pregnant—their
first child

3.4 2.3

Girls are sexually active 14.1 8.9

Girls who had a live birth before
age 15

0.2 0.2

Source Dirección Nacional de Registros Médicos y
Estadísticas de Salud (2012, 2015)
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adolescents girls, who are married or in a marital
union, are compared to adolescent girls in Latin
America, the Caribbean, and developing coun-
tries globally, Cuban adolescents girls are mar-
rying later in life than their peers, which presages
a healthy adolescent population (see Table 3.7)
(UNICEF 2014).

Features of the First Union
and the Onset of Sexual Relations

The average age at first marriage or union in
Cuba, according to the National Fertility Survey
conducted in 2009 by the National Bureau of
Statistics, was 19.4 years for women and
22.2 years for men. This suggests a pattern of
early marriage. The onset of sexual intercourse,
however, starts earlier. The average age is 16 for
men and 17 for women. In other words, the onset
of sexual intercourse occurs about four years
before the first marriage for men and two years
earlier in women. These patterns of first marriage
and sexual initiation have varied over time. Even
so, the tendency is for adolescents to marry
young and initiate sexual behavior at an even
younger age (ONEI 2009).

This information is of considerable impor-
tance because it confirms the observation that
sexual initiation occurs generally before the first
marriage, probably with casual partners or during
a short-term relationship. These behaviors are a
major public health concern because of the sev-
ere consequences. To preserve the sexual and
reproductive health of teenagers by reducing the
risks of STIs, sexual education campaigns and
programs are utilized.

Use of Contraceptive

The early onset of sexual activity exposes ado-
lescents to the risks of unwanted pregnancy and
abortion to interrupt the pregnancy. Too often in
the context of the first sexual intercourse, contra-
ceptive use is not always part of the plan.
According to the 2009 Fertility Survey, 26 % of
girls aged 15–24 did not use any method at first
intercourse. In 2014, 40.1 % of girls aged 15–19
married or in union were not using any contra-
ceptive method. Among those who did use con-
traception, the pills were the most popular and
used by 22.9 %, male condoms were used by
19.4 %, and intrauterine device was used by

Table 3.6 Early marriage among adolescents 15–19 years of age (Cuba 2010, 2014)

Early Marriage 2010 (%) 2014 (%)

Girls Girls Boys

Adolescents married before age 15 4.2 4.1 1.7

Adolescents married or in union 19.8 15.8 6.7

Source Dirección Nacional de Registros Médicos y Estadísticas de Salud (2012, 2015)

Table 3.7 Percentage of married women or some types of marital union before age 15 and 18 years in Cuba, Latin
America and the Caribbean, and the world

Early marriage Cuba,
2014a (%)

Latin America and
Caribbeanb (%)

Worldb

(%)

Women aged 20–24 married or in some types of marital
union before age 15

4.7 7 11

Women aged 20–24 married or in some types of marital
union before age 18

26 29 34

aSource Dirección Nacional de Registros Médicos y Estadísticas de Salud (2015)
bSource UNICEF (2014)
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15.2 % of the teenage girls who participated in the
survey (ONEI 2009; Dirección Nacional de
RegistrosMédicos y Estadísticas de Salud 2015a).

Comprehensive Knowledge
of HIV/AIDS

While in 2010, 53.7 % of girls aged 15–19 had a
comprehensive knowledge of HIV transmission,
in 2014 this percentage increased to 59.2 %. The
percentage of men with a comprehensive
knowledge of HIV transmission in 2014 was
47.9 % (Dirección Nacional de Registros Médi-
cos y Estadísticas de Salud 2012, 2015a).

Protective and Risk Factors

The indicators of adolescent health analyzed in
the foregoing sections share similar risk and
protective factors that are interrelated and asso-
ciated with a set of social determinants. These
factors include living conditions, educational
level, tobacco/snuff and alcohol consumption,
and living with parents.

Living Conditions

Just over 75 % of Cuban adolescents reside in
urban areas. When urban youth were compared
to rural youth by age group and gender, there
were no significant differences between the
groups of 10–14 and 15–19 years of age. In
addition, there were no significant differences
between urban and rural youth by sex. Overall, in
2014, 94 % of the Cuban population used
improved drinking water sources and 95 % made

use of improved sanitation, figures well above
those reported for the world and also higher than
in this region of the Americas in regard to sani-
tation (Dirección Nacional de Registros Médicos
y Estadísticas de Salud 2015a; OMS 2014a).

Educational Level

Cubans have a high level of schooling because
children are requiredby law to attend school through
the 9th grade. Education is free and the country has
the facilities and qualified human resources to pro-
vide the different levels of education. Figure 3.5
shows that by age 18, more than 60 % of Cuban
adolescents have acquired post-secondary educa-
tion. Also noteworthy is the higher percentage of
girls who acquire post-secondary education as
compared to boys (ONEI 2012).

Tobacco/Snuff and Alcohol Use

About 76 % of adolescent boys and 91.5 % of
girls have ever smoked cigarettes or used other
snuff products. In addition, only 42.7 % of boys
and 58.9 % of girls had drunk alcohol according
to the results of the MICS Cuba, 2014 (Dirección
Nacional de Registros Médicos y Estadísticas de
Salud 2015a). These figures are very low relative
to reports from other regions of the Americas
(OPS 2010).

Living with Parents

Teenagers living with their parents have great
relevance for the adolescent’s social integration

Fig. 3.5 Completed level
of education at age 18 by
sex. Cuba, 2012. Source
ONEI (2012)
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and emotional balance. In Cuba, the frequency of
adolescents living with both parents, only the
mother, or father, or a none relative is shown in
Table 3.8. In general, over 45 % of Cuban ado-
lescents live with both parents. Slightly over
40 % live only with their mother. Less than 10 %
live with neither of their biological parents. The
percentage of teens living only with their father is
minimal, a little over 2 % (Dirección Nacional de
Registros Médicos y Estadísticas de Salud 2012,
2015a).

In the cases of children who are orphaned,
abandoned, or have no family support, the Cuban
State provides social assistance for households,
homes for minors without parental protection, and
mixed children’s programs that provide education,
food, health care, and subsequently helps them
integrate into society when they reach adulthood.
There are laws that have been established by
several legal bodies, among which is the Family
Code. This code states that the main objective is to
create optimal conditions for normal psychosocial
development and full social integration of children
and adolescents living in these children’s homes
(Bosh 2014; Figueredo 2015).

Conclusions

Surveys focused on the health of Cuban adoles-
cents are very positive. Compared to their peers
living in other countries, in this region of the
Americas, Cuban adolescents show low rates of
mortality, morbidity, and disability; a positive
secular trend of physical development; low con-
sumption of snuff and alcohol; and reduction of

the fertility rate, as well as of indicators related to
early reproductive process and early marriage.
However, it is necessary to continue working on
reducing teen pregnancy, the prevalence of
overweight and adiposity and chronic diseases,
and in developing campaigns to preserve sexual
and reproductive health of this population. This
purpose is feasible thanks to the universal and
free access of the adolescents in Cuba to all
health services and education and to the features
of the National Health System.
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4Adolescent Health, Development,
and the Public Health Response
in Japan

Miyuki Nagamatsu, Yukiko Hamada and Takeshi Sato

Introduction

Between 2001 and 2014, various adolescent
health and health education initiatives were car-
ried out in Japan as part of a national campaign
by the Ministry of Health, Labour and Welfare
called “Healthy Parents and Children 21.” The
present report gives an outline of adolescent
health in Japan within the scope of this campaign
and its final evaluation performed in 2014
(Ministry of Health, Labour and Welfare 2013a).

In Japan, adolescent problems became more
severe during the 1990s with an increase in
abortions, sexually transmitted infections (STIs),
and drug abuse, as well as other issues including
truancy and psychological problems such as

social withdrawal. Although sex education is
listed in the Course of Study published by the
Ministry of Education, Culture, Sports, Science
and Technology, the course described therein
only covers certain aspects of sex such as
reproduction and STIs, which means there is no
“sex education” course that comprehensively
addresses sexuality. Consensus between parents
and the school must be achieved before sex
education classes are designed and taught.
However, people hold a variety of views
regarding the specific sex education topics that
should be taught to different age-groups. As a
result, implementation of these initiatives varies
greatly among schools.

This is particularly true regarding topics such
as sexual intercourse and contraception, which
are often avoided in a school setting; hence, not
all adolescents are able to access the information
and education they need about sexual matters.
Nevertheless, children live in an environment
where they can easily access harmful media
sexual content through channels on the Internet.
Unfortunately, many adolescents engage in
unprotected sex without receiving proper sexual
education at school or at home. These adoles-
cents are influenced by explicit material from the
sex industry that stimulates their sex drive.

In Healthy Parents and Children 21, goals
were set and strategies were developed to over-
come these adolescent health problems. Specific
initiatives included strengthening the consulta-
tive capacity of school health promotion systems
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and schools; designing sex education programs
with the assistance of experts; strengthening
collaboration among school health organizations,
health and welfare organizations, and related
organizations; improving children’s understand-
ing of the media (media savviness); and imple-
menting peer education programs that allow
children to learn information from others of their
own generation. Some local governments and
schools have also launched sex education pro-
grams led by university students (Hamada et al.
2006).

As a result of these initiatives, the abortion
rate among girls aged 10–19 dropped from 12.1
per 1000 population in 2000 to 7.1 in 2011. This
decrease in abortions is probably attributable/
associated with more widespread use of oral
contraceptives, use of emergency contraceptives,
delaying sexual activity, a decrease in unplanned
pregnancies, and an increase in teenage births
(Japanese Association for Sex Education 2013).
It has been reported that financial difficulties and
interference with school are the main reasons
why girls aged 10–19 have abortions, with 40 %
of girls who had an abortion indicating that they
could not have a child even if they wanted to
(Hata 2003). This finding indicates that the sup-
port system for young mothers is inadequate in
Japan. In addition to preventing unwanted preg-
nancies, it is important for communities, schools,
and government agencies to work together to
support pregnant young women and help them to
develop a more positive attitude toward preg-
nancy, childbirth, and child-rearing.

Japanese law mandates that the prevalence of
four STIs, which are chlamydial genital infec-
tion, genital herpes, genital warts, and gonorrhea,
must be reported through sentinel surveillance.
The prevalence of these STIs decreased from
2003 to 2012 in the 10–19 age-groups. This
decrease is believed to be due to public outreach
initiatives for the prevention of STIs conducted
by government agencies and related groups,
improved health education in schools, and young
people delaying the initiation of sexual activity
(Japanese Association for Sex Education 2013).
These findings, however, are essentially based on
sentinel surveillance data from medical

institutions and may only represent the “tip of the
iceberg,” considering that there are probably
many untested individuals with asymptomatic
STIs. In fact, the reported prevalence of STIs
began to increase again in 2013, an increase that
should not be taken lightly. It has been shown
that vaccination before the first sexual contact is
highly effective for preventing cervical cancer
caused by infection with human papillomavirus
(HPV), which is contracted through sexual
activity. While promoting vaccination is worth-
while, it is also necessary to instill in children the
desire to prevent cervical cancer and STIs before
they become sexually active and to provide
immersive education that delivers useful scien-
tific information. In addition, more substantial
research is needed to determine whether delaying
the initiation of sexual activity is ultimately
beneficial for adolescent sexual health.

Eating disorders are common among adoles-
cent girls. They do not have a single cause and
are triggered by a complex interplay among
various factors, such as difficulty in completing
adolescent developmental tasks, individual- and
family-related factors, gender norms, and pro-
motion of a desire to be thin by the media. One of
these eating disorders is anorexia nervosa (AN),
which is called adolescent-onset AN if it occurs
during adolescence. Although the incidence of
AN has declined over the past 10 years, the age
of onset has also been decreasing, and over 3 %
of elementary school students have an obesity
index of −20 % or less (obesity index = body
weight − standard weight for height/standard
weight for height � 100) (Ministry of Educa-
tion, Culture, Sports, Science and Technology
2012a). Furthermore, there has been a rapid
increase in girls who do not have an eating dis-
order but are extremely thin (known as “un-
healthily thin”). This predominant desire of
adolescent girls to be thin is a problem that not
only has a negative influence on normal physi-
ological functions but also affects mental health.
A substantial increase in support is required.

Smoking and drinking rates are steadily
decreasing among 10- to 19-year-olds, and an
increasing percentage of schools provide classes
about the prevention of drug abuse. There has
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been, however, a recent increase in incidents
involving dangerous drugs that are easily
obtainable, and it is entirely possible that these
drugs could spread to adolescents. As research
has shown, girls who drink, smoke, or abuse
drugs in early adolescence have a higher risk of
teenage pregnancy (Baba et al. 2014). Substance
abuse also poses a risk to the reproductive health
of adolescent girls.

The term “dating violence” refers to violence
perpetrated by a romantic partner, and studies
have shown that some 10- to 19-year-olds have a
violent romantic partner. Perpetrators of dating
violence are more often men than women. This
has been suggested to be due to the entrenched
patriarchal structure of Japanese society as well
as gender norms, and these issues can arise in
adolescent relationships. Cell phones and social
networking services have become widely adop-
ted by young people as communication tools,
which means they are most likely to experience
violence through these media. Because it would
be difficult to develop a support system for
unmarried couples, it would be best to increase
the awareness of dating violence among young
people and conduct research on its prevention.

Suicide is the chief cause of death among
Japanese aged 15–39, accounting for over 20 %
of all deaths per 100,000 population, and is
currently a serious problem (Ministry of Health,
Labour and Welfare 2012). Although reducing
the suicide rate among 10- to 19-year-olds was a
priority goal of Healthy Parents and Children 21,
it has actually continued to increase among all
age-groups and this has been especially noted for
15- to 19-year-olds. The most common reasons
for suicide are academic problems such as lim-
ited career paths and underachievement. As sui-
cide is triggered by complex factors that vary
from person to person, further expansion of
preventive efforts and continuing research will be
necessary to develop effective strategies for this
major problem.

Integrated health promotion initiatives that
involve parents, educational institutions, experts
in mental health and education, and government
agencies will be required to resolve these issues
and promote adolescent health.

The Adolescent Body and Health
Problems During Adolescence

Eating Disorders

In recent years, the decreasing age of onset of
eating disorders has become a problem in Japan.
Malnutrition caused by eating disorders may
reduce fertility or increase the risk of osteo-
porosis (Ishibashi 2013). While eating disorders
are broadly classified as anorexia nervosa
(AN) or bulimia nervosa (BN) in DSM-IV-TR
(diagnostic criteria of the American Psychiatric
Association), it is common for people with eating
problems to alternate between these two condi-
tions (Shibayama and Yoshiuchi 2013).

The diagnostic criteria for AN are a body
weight � 85 % of the standard weight, excessive
fear of being overweight (resistance to gaining
weight despite being thin), a distorted body
image and obsession with personal appearance,
and amenorrhea persisting for three months or
longer. A 2002 study involving sentinel surveil-
lance of both junior high schools and high
schools in 10 regions across Japan showed that
the incidence of AN among junior high school
and high school girls was 2.3 %, with 13.2 %
being classified as “unhealthily thin” (obesity
index of −15 % or rapid weight loss with devi-
ation from the normal growth chart), putting
them in the high-risk group for AN (Watanabe
et al. 2002). In addition, a 2013 final evaluation
report by the (Ministry of Health, Labour and
Welfare 2013a) showed a decrease in the inci-
dence of AN among junior high school and high
school girls to 1.5 %, but the percentage of girls
classified as “unhealthily thin” conversely
showed a rapid increase to 20.5 %. Since it has
been reported that about one-third of people with
anorexia do not visit hospital (Suzuki et al.
2013), changes in the prevalence of AN must be
monitored carefully in the future.

Height and weight gain during junior high
school and high school peaked during the 1998–
2006 period and has leveled off since then.
Although children still tend to grow faster than
their parents, there is no longer a notable differ-
ence between generations (Ministry of
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Education, Culture, Sports, Science and Tech-
nology 2013).

Adaptation to physical maturation during
adolescence is an essential developmental task in
the process of forming identity. It has been
reported that the process of adaptation can be
negatively impacted by various factors such as a
negative attitude of parents toward physical
changes in their children, the influence of the
media promoting thinness, lack of media savvi-
ness, weakening of modern-day relationships,
and delayed emotional maturity. It has also been
noted that the age of onset of AN has been
decreasing from high school to junior high
school to the older years of elementary school,
which means that the disease impairs growth and
becomes more difficult to treat (Horikawa 2013).
According to the National Health and Nutrition
Survey, 21.5 % (i.e., 1 in 5) of Japanese women
in their 20s are underweight with a BMI of less
than 18.5 (Ministry of Health, Labour and Wel-
fare 2013b). This has led to concern that they
lack sufficient nutrition to maintain their health or
to become pregnant and successfully give birth.
If the desire to be excessively thin and abnormal
dieting that result in AN are also causing the
rapid increase in “unhealthily thin” young
women, it would seem necessary to set up edu-
cational support systems that promote adaptation
to healthy physical maturation during adoles-
cence, the period during which consciousness of
body image is strongest.

It has been shown that dieting in adolescence
is influenced by a person’s body image and body
satisfaction (Suka et al. 2006). In addition, it has
been found that girls have a more negative atti-
tude toward physical changes during adolescence
than boys, with the incidence of eating disorders
being 10–20 times higher among adolescent
girls. The increase in low-birthweight neonates
resulting from the desire of pregnant women to
remain thin has also become a problem in recent
years, and it is possible that the excessive pursuit
of thinness by adolescent girls will lead to more
health problems during pregnancy and childbirth
in the future. To avoid such problems, health
education should be provided to adolescent girls
to offset their negative body image and correct

their diet, while media content that promotes
excessive thinness should be regulated.

AN is a refractory disease that has a high
mortality rate and frequently recurs. One reason
for this is that people with AN generally do not
receive early treatment because they refuse to seek
help until everyone around them recognizes that
they are abnormally thin. This may be partly
because both people with AN and others around
them such as their parents have trouble recog-
nizing that AN is a serious disease and awareness
of this condition is insufficient. In 10- to
19-year-olds, AN causes physical and psycho-
logical developmental disorders related to weight
loss during the adolescent growth spurt and affects
multiple organs, which means that prevention and
early detection are critical (Kudo 2014).

Treatment of eating disorders consists of three
parts, which are physical treatments including
weight gain and correction of the diet, psycho-
logical treatment including behavioral therapy
and counseling of the patient and family mem-
bers, and pharmacotherapy for depression. Psy-
chological symptoms include an obsession with
dieting and weight and severe depression that
makes the patient prone to various undesirable
behaviors such as social withdrawal, self-harm,
and attempted suicide, despite having a com-
pulsive drive toward perfection in other areas of
life such as academic or sporting achievements.
Malnutrition or overeating associated with eating
disorders can cause a variety of symptoms;
hence, management by a team involving doctors,
psychologists, nutritionists, and social workers is
considered to be ideal (Ikuno 2001).

It is most important to detect AN at an early
stage. As a method of screening for AN, Tanaka
(2005) has proposed that students who are con-
sidered to be “unhealthily thin” should be inter-
viewed and examined by a school nurse, after
which those found to have symptoms of AN
(bradycardia with a heart rate of less than 60/min
and amenorrhea for at least 3 months) should be
referred for medical assessment. Screening at
schools and local health organizations and a
comprehensive treatment system involving coop-
eration between gynecologists and pediatricians
are necessary to support adolescents with AN.
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Menstrual Disorders

The average age of menarche in Japan is 12, with
about 98 % of girls reaching menarche before the
age of 14. It is important for adolescent girls to
understand their menstrual cycle, which serves as
a barometer of health from menarche to meno-
pause, and to learn how to handle menstruation.
Adolescence is also a common time for health
problems associated with menstruation to occur.
As such, problems can lead to issues such as
infertility or osteoporosis in the future; early and
appropriate intervention is necessary.

Normal menstruation is defined as a menstrual
cycle of 25–38 days, with 3–7 days of bleeding,
blood loss of 20–140 ml, and no interference
with daily activities by symptoms, while a
menstrual disorder can be considered to exist if
menstruation does not meet these criteria. Men-
strual disorders are classified as disorders related
to the timing of menarche, the menstrual cycle,
the duration of menstruation, the volume of
menstrual flow, and the menstrual symptoms
(Yoshida and Sakakida 2014). In women, body
fat is involved in estrogen metabolism and plays
an important role in the expression and mainte-
nance of normal sexual function. Therefore, the
incidence of menstrual disorders tends to be
higher in women with less body fat. As men-
tioned in the previous section, 1 in 5 Japanese
women aged from 20 to 29 years is “unhealthily
thin” and thus prone to develop menstrual
disorders.

Amenorrhea

Amenorrhea is a disorder of the menstrual cycle
that is classified as primary or secondary disor-
der. Primary amenorrhea is defined as failure of
menarche to occur by age 18. Primary amenor-
rhea is uncommon, and care must be taken when
diagnosing this condition and informing patients
because the causes include chromosomal abnor-
malities and hereditary diseases associated with
infertility. Secondary amenorrhea refers to ces-
sation of menses for 3 months or longer in a
female who has experienced menarche. The

causes include stress, excessive exercise, and
polycystic ovary syndrome, but weight loss due
to dieting is reported to be the chief cause among
adolescents accounting for 44 % (Miyagawa
et al. 1999). Among females presenting with
amenorrhea induced by weight loss, some will be
found to have AN. Management of amenorrhea
should be approached from both a physical and
psychological perspective, with hormone therapy
being given by gynecologists and psychothera-
pists or psychiatrists also collaborating to provide
patient care. Before adolescent girls develop AN,
it is important for them to understand the dangers
of amenorrhea and excessive dieting and to be
supported in adopting healthy behavior.

Menstrual Symptoms

The term “menstrual symptoms” refers to
symptoms that occur before and/or during men-
struation. When these symptoms are severe
enough to interfere with daily activities, those
occurring before menstruation are called pre-
menstrual syndrome (PMS) and those occurring
during menstruation are called dysmenorrhea.
PMS is defined as physical or psychological
symptoms that occur for 3–10 days during the
luteal phase and either become weaker or dis-
appear when menstruation begins, while dys-
menorrhea refers to a pathological condition that
accompanies menstruation (Ishimaru 2003).

Many women mistakenly believe that men-
strual symptoms are not something that can be
treated and should just be endured. As young
women are often hesitant to visit a gynecologist
and may not take analgesics for fear of addiction,
many remain untreated even when their symp-
toms interfere with daily activities.

Dysmenorrhea

Dysmenorrhea can be classified as secondary
dysmenorrhea, which is attributable to organic
dysfunction, and primary dysmenorrhea, which
is not. Most dysmenorrhea during adolescence is
primary dysmenorrhea, and 1/4 to 1/3 of girls
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aged 10–19 develops dysmenorrhea. It com-
monly occurs two to three years after menarche
when ovulation commences. The most common
symptom is menstrual “cramps” that manifest as
lower abdominal pain or low back pain. A vari-
ety of other symptoms can be associated with
dysmenorrhea, including nausea, headache,
breast pain/tenderness, weakness, drowsiness,
irritability, and depression, and these symptoms
can be severe enough to affect the quality of life.
The main cause of primary dysmenorrhea is
believed to be excessive contraction of the
myometrium due to hypersecretion of pros-
taglandins. In particular in girls aged 15 or
younger, the role of negative psychological fac-
tors such as anxiety or stress about menstruation
can be important in relation to lower abdominal
pain (Adachi 2007, 2009). Standard pharmaco-
logical treatment consists of analgesics combined
with low-dose estrogen and a progestin. Other
approaches that should be combined with such
drug treatment are techniques for relieving ten-
sion in the lower back and lower abdomen, such
as stretching exercises to improve pelvic blood
flow, as well as counseling to overcome negative
perceptions of menstruation (Adachi 2011).

Premenstrual Syndrome (PMS)

From 70 to 90 % of Japanese women experience
premenstrual symptoms at some level. Among
them, 5.3 % have moderate-to-severe PMS that
interferes with daily activities and 1.2 % have
premenstrual dysphoric disorder (PMDD), a
condition in which prominent psychiatric symp-
toms are associated with menstruation (Tasaka
2011). A survey of high school students by
Takeda and Yaegashi (2010) showed that the
prevalence of premenstrual symptoms is high
among adolescent girls, with 11.8 % having
moderate-to-severe PMS and 2.6 % having
PMDD. Irritability, hot flushes, lower abdominal
bloating, lower abdominal pain, low back pain,
dull headache, poorly controlled temper, head-
ache, and breast pain are considered to be com-
mon symptoms. PMS is associated with
psychiatric symptoms and breast symptoms more

often than is dysmenorrhea. It is believed that
these other symptoms are not caused by men-
struation itself, but rather are induced by hor-
monal changes associated with the ovulatory
cycle (Japan Society of Obstetrics and Gynecol-
ogy 2008).

Treatment depends on the severity of symp-
toms and can include counseling, lifestyle guid-
ance, and pharmacotherapy. First, the patient
receives counseling to promote awareness of her
condition and self-monitoring of daily activities.
Guidance about healthy lifestyle habits, sufficient
sleep, regular exercise, and a good diet is also
recommended. The pharmacotherapy regimen
depends on the patient’s symptoms and their
severity, but it has been reported that patients
often do not receive appropriate care because the
Japan Society of Obstetrics and Gynecology has
not devised clear criteria for determining the
severity of PMS. It has been reported that 10 %
of girls in high school are suffering from
post-traumatic stress disorder (PTSD). Addi-
tionally, severe PMS was found to correlate with
the Great East Japan Earthquake in 2011 (Takeda
et al. 2013). These findings indicate that mental
stress has a strong influence on PMS symptoms,
again suggesting that PMS needs to be treated
from a mental as well as physical perspective.

Support for Self-care During
Menstruation

In the Course of Study outlined by the Ministry
of Education, Culture, Sports, Science and
Technology, it is recommended that students
should be taught about menarche in the fourth
year of elementary school to prepare them for
menstruation. There are, however, few opportu-
nities for adolescent girls to learn specific
self-care strategies related to menstruation after
they reach menarche. Such self-care strategies
include being able to determine whether men-
struation is normal or not and discussing this
with others, being able to use and dispose of
sanitary products, and being able to alleviate
discomfort and pain. A study by Kimura and
Saito (2011) showed that 41.9 % of junior high
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schools and high schools offer education about
menstruation. Izumisawa et al. (2008) noted that
there are not enough opportunities for adolescent
girls to discuss menstruation with healthcare
professionals. Studies have shown that
endometriosis causes many cases of dysmenor-
rhea in adolescence, although it was once
believed to be rare. Therefore, systems that allow
medical professionals such as nurses and gyne-
cologists to collaborate in supporting students in
the school health setting should be developed to
prevent infertility. Additionally, manufacturers of
sanitary products have recently begun to provide
menstrual cycle tracking tools and information
about the menstrual cycle as online services, and
these services could potentially be utilized in
health education classes.

Contraception and Abortion

Japanese tend to believe that unborn children
have rights and that it is important to respect life,
but they recognize that abortion is a necessary
evil that cannot be avoided in some situations.
The Japanese Maternal Protection Law permits
abortion before 22 weeks of gestation, if the
mother’s health is at considerable risk or if the
pregnancy is due to violence or coercion.

According to the Report on Public Health
Administration and Services by the Ministry of
Health, Labour and Welfare, the number of
abortions has been decreasing since 2000, from
about 340,000 in that year to about 200,000 in
2012. There were about 20,000 abortions among
women younger than 20, and this figure has
remained stable over the past few years (Ministry
of Health, Labour and Welfare 2013c) (see
Fig. 4.1).

The 7th National Survey on Sexual Behavior
(Japanese Association for Sex Education 2013),
which is a large-scale national survey of junior
high school, high school, and university students,
has described the characteristics of sexual
behavior among young people in Japan over
recent years. The percentage of young people
who had commenced dating, kissing, and sexual
intercourse increased until 2005, indicating that
sexual activity was commencing at a younger age
and that Japanese youth were accumulating more
sexual experience. However, the percentage of
individuals who are sexually active began to
decrease among all age-groups of young people
in the 2010s (see Fig. 4.2). It has been suggested
that this is because sex education regarding
unwanted pregnancy and STIs has encouraged
young persons in Japan to be more cautious
about sex, but others have indicated that it

Fig. 4.1 Rate of induced abortion (1980–2012). Report
on Artificial Abortions and Sterilization Operations
Statistics before 2001 year (calendar year) and report on

Public Health Administration and Services after 2002
(fiscal year) on Ministry of Health, Labour and Welfare
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reflects a decrease of interest in sex among young
people. An increasing number of girls have
negative perceptions of sex, believing it is “dirty”
or “not fun.” This may suggest that children are
not learning about the three fundamental reasons
why humans have sex (“reproduction,” “enjoy-
ment,” and “connection”), because Japanese sex
education only emphasizes the risks of sex and
children otherwise only obtain inaccurate infor-
mation spread by the media. It has also been
found that 44.6 % of married Japanese are in a
sexless marriage, which is defined as the absence
of sexual activity for one month or longer (Japan
Family Planning Association 2015). This is a
serious problem with respect to sexual health
along with the loss of interest in sex among
Japanese youth.

Furthermore, the use of contraception
increased by about 20 % between 1999 and
2011, at which time 70–80 % of high school
students and university students reported that
they always used contraception. Condoms have
traditionally been the most common form of
contraception in Japan. Over 90 % of high
school students and university students chose
condoms among contraception. Less than 3 % of
female university students were taking low-dose
birth control pills in 2005, but the percentage
increased to over 10 % by 2011. It is believed
that the increase may have been related to these
medications being covered by health insurance
for alleviating the symptoms of dysmenorrhea.
Nevertheless, this is still not a common form of
contraception due to concerns about side effects.
Awareness of the emergency contraceptive pill

(approved in 2011) has been steadily increasing,
and it was reported that 6.2 % of women used
emergency contraception in the past year (Japan
Family Planning Association 2015). It is thought
that increased use of contraceptives and the trend
toward sexual passivity may have resulted in the
decrease in the abortion rate.

One finding that warrants concern is that
nearly 20 % of high school and university stu-
dents are using the withdrawal method, which is
unreliable. In the case of high school girls, it has
been shown that even girls who have accurate
sexual knowledge do not always choose a reli-
able method of contraception. Abortions per-
formed at seven weeks of gestation or earlier
account for almost half of all abortions and rep-
resent a higher percentage than abortions per-
formed at any other period. Interestingly, young
people under age 20 have abortions considerably
later in pregnancy than any other age-group, with
10.3 % of abortions in this group being per-
formed at 12 weeks of gestation or later. The
reason for this may be that teenage girls do not
seek medical assistance until later because they
do not realize they are pregnant or feel that they
cannot talk to anyone about the pregnancy. The
risk to the mother’s health naturally increases
when abortion is performed later in pregnancy.

Furthermore, it has been found that among
women aged 16–49 years who have had an
abortion, 25.9 % have had multiple abortions.
This indicates that in addition to prevent
unwanted pregnancies during adolescence, early
pregnancy testing is needed and substantial
contraceptive education and counseling services
should be provided to ensure that girls do not
have repeated abortions.

Teenage Pregnancy

The number of children born to mothers under
age 20 decreased from 2008 to 2012. However, it
increased slightly from 12,770 in 2012 to 12,964
in 2013 (Ministry of Health, Labour and Welfare
2014). Whereas unwanted pregnancy during
adolescence has long been recognized as a
problem and is discussed during sex education
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classes, support for teenagers raising children is
still lacking. There is no social security for
children born out of wedlock in Japan, and many
unmarried teenage mothers face social and
financial problems. Characteristics of teenage
pregnancy include the following: (1) girls are
forced to continue an unwanted pregnancy
because they do not seek medical assistance until
it is too late; (2) girls tend to manage their health
poorly because they lack information as a result
of not attending prenatal checkups or childbirth
education classes; and (3) girls and their partners
face many social problems such as needing to
complete school, being unmarried, and difficul-
ties raising the child. Despite such problems,
(4) an increasing number of teenagers are
actively choosing to have and raise the child
(Suzuki 2009). On the basis of these features of
teenage pregnancy, people who support teenage
mothers should recognize that each mother has
her own unique needs and support systems that
put faith in the power of young mothers should
be developed rather than perceiving teenage
pregnancy and childbirth in a negative light.

STIs

Although the incidence of STIs reported by the
Ministry of Health, Labour and Welfare (2013d)
had been decreasing since 2002, the incidence of
STIs increased again in 2013 (see Figs. 4.3 and
4.4). The increase in the incidence of genital
chlamydial infection and syphilis was particu-
larly high. The incidence of genital herpes and
genital warts was gradually increasing before and
is also continuing to rise. Due to the existence of
asymptomatic cases and the difficulty of treating
infections contracted through oral sex, this situ-
ation cannot be viewed lightly.

Sex Differences in the Prevalence
of STIs

According to surveillance reports published by
the Ministry of Health, Labour and Welfare in
2013, the most common STIs in women are

genital chlamydia, genital herpes, genital warts,
and gonorrhea in that order. While syphilis,
gonorrhea, and genital warts were more common
among men, chlamydia and herpes were more
prevalent among women. Due to anatomical
differences in the female and male genitalia, it is
easier for women to develop ascending infection
of the peritoneal cavity via the mucous mem-
branes of the vagina or cervix. Therefore,
delayed treatment may lead to serious issues such
as pelvic inflammatory disease (PID) and infer-
tility. Although a high prevalence of STIs has
traditionally been considered a bigger issue for
women than men, the prevalence of chlamydia,
genital warts, and syphilis greatly increased in
men during 2013.

Increase in Asymptomatic Carriers

Chlamydia is a typical STI that is asymptomatic.
It has been reported that 50–60 % of men and
70–80 % of women infected with chlamydia are
either asymptomatic or only have mild symp-
toms. A study on the prevalence of chlamydia
among sexually active high school students by
Imai revealed that 6.7 % of sexually active boys
and 13.1 % of sexually active girls had chlamy-
dia, with the rate nearly doubling to 25.8 % for
girls with two or more sexual partners (Imai
2013). If chlamydia progresses undetected, it can
cause serious issues such as PID, perhepatitis,
infertility, and ectopic pregnancy. Furthermore,
maternal infection during pregnancy can lead to
premature rupture of membranes, as well as
cause pneumonia and conjunctivitis in newborn
infants at a high rate of 30–40 %. Therefore,
failure to treat chlamydia during adolescence can
cause major health problems for women and can
affect their reproductive function.

HIV/AIDS infection is also spreading because
the disease is asymptomatic during its long latent
period. According to the AIDS Surveillance
Committee of the Ministry of Health, Labour and
Welfare, the number of people newly infected
with HIV and the number of AIDS patients in
Japan are both still increasing steadily. In 2013,
there were 1106 people with new HIV infection
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and 484 new AIDS patients (the highest number
on record), making a total of 1590 new cases of
HIV/AIDS. This is the second highest number of
annual cases ever reported. The vast majority of
people with HIV/AIDS are male. Moreover,

infection was not detected until AIDS had
developed in about 1 out of 3 reported cases, and
the number of tests for HIV and HIV consulta-
tions has been decreasing since 2008 (Ministry of
Health, Labour and Welfare AIDS Surveillance
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Committee 2013). This trend is not seen in any
other developed country apart from Japan.
The AIDS prevention lessons that were actively
carried out at schools across Japan in the 1990s
are still listed in the Course of Study published
by the Ministry of Education, Culture, Sports,
Science and Technology. Nevertheless, very few
schools offer comprehensive AIDS education
that covers topics ranging from information
about AIDS and prevention of HIV infection to
living with AIDS, and AIDS education seems to
be considered less and less important because
people perceive it as a disease of the past.
Decreased concern about AIDS and reduced
adoption of preventive behavior among young
persons indicate that this age-group, which is
most likely to encounter AIDS, is not receiving
effective education about HIV/AIDS. Japanese
people will be concerned about expansion for
HIV/AIDS in future.

Oral infections arising from oral sex are more
likely to be asymptomatic than genital infections,
and infected individuals are often not aware that
STIs can be transmitted in this way. Thus,
detection and treatment of these infections are
delayed, and carriers may spread the infections
further. Notably, 20–30 % of men with gonor-
rhea have both gonorrheal pharyngitis and
chlamydia because the gonococcus rapidly
acquires drug resistance.

Another problematic trend in recent years has
been the increase in syphilis. Infection with
syphilis through homosexual contact has been
rapidly increasing among males aged 10–49 in
particular. Co-infection with both syphilis and
HIV, as well as infection of women through
heterosexual contact, is also increasing, raising
the concern that more children will be born with
congenital syphilis in the future (see Fig. 4.5).

Challenges for STI Prevention

As STIs can affect fertility, spreading awareness
of STI prevention among adolescents is an
important task. However, variations in the con-
tent of health education programs mean that not

all students have the opportunity to obtain
information about STIs or to learn specific pre-
ventive measures. Furthermore, the environment
of obstetrics and gynecology clinics is not con-
ducive to adolescent girls attending for preven-
tive purposes because such clinics mainly treat
pregnant women and gynecological diseases. It is
also common for young women to hesitate about
seeking medical advice due to concern that oth-
ers will think the visit is related to an unwanted
pregnancy, which is another factor that further
delays treatment of STIs.

Cervical Cancer

Every year in Japan, approximately 10,000
women develop cervical cancer and approxi-
mately 2600 women die from this cancer (Mat-
suda et al. 2013). Cervical cancer develops when
a female is infected with HPV through sexual
activity. HPV is such a common virus that 80 %
of sexually active people will be infected with it at
least once, and it is important to prevent infection
through vaccination as well as to detect and treat
this cancer early through regular screening. While
young people are becoming sexually active at a
younger age, they tend to be less likely to par-
ticipate in screening than before, and thus, the
cervical cancer-screening rate has stagnated at
20–30 %. As a result, the prevalence of cervical
cancer has been increasing among women during
their peak reproductive period (20–39 years of
age), making it a major women’s health problem.

It is hoped that the HPV vaccine, which is
given to uninfected individuals who are not yet
sexually active (i.e., adolescents), will be able to
prevent at least 70 % of cervical cancer. Active
efforts to promote vaccination began in Japan
when the vaccine was approved in 2011. It has
been reported, however, that adolescents in the
target age-group for the vaccine and their mothers
lack knowledge about cervical cancer because
education about the prevention of this cancer is
being provided at too late a stage. Hamada and
associates (2015) found that the mother’s attitude
influences the HPV vaccination rate of their
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daughters, indicating that it is necessary to edu-
cate both mothers and their daughters about cer-
vical cancer prevention. According to this study,
the main factors influencing whether or not girls
received HPV vaccine were the mother’s sense of
obligation to have their children vaccinated, the
vaccine being provided at no cost (see Fig. 4.6).
As 40 % of mothers did not even know that
cervical cancer was a disease, most mothers first
talked about cervical cancer with their daughters
after the vaccine was offered at no cost. This
suggests that to promote cervical cancer preven-
tion among women in the future, it is important to
establish systems to provide information and
consultation services for parents so that they can
educate their children about health at home, while
also providing adolescents with substantial edu-
cation about cancer prevention.

In 2013, serious side effects associated with
the HPV vaccine became a problem in Japan and
active recommendation of vaccination was sus-
pended. These reported side effects included
post-inoculation pain at the inoculation site,
headache, systemic pain, paralysis, involuntary
movements, and symptoms such as syncope.
Upon closer examination of cases of serious
pain/dysmotility revealed that the incidence was
approximately 3.2 per 100,000 doses of HPV
vaccine (Matsumoto et al. 2015). With regard to
overseas reports of side effects, the system is
different, and direct comparisons cannot be made

with the situation in Japan. The frequency of side
effects reported in Japan, however, does not seem
to be particularly high. Complex regional pain
syndrome (CRPS) is a cause of widespread pain,
while acute disseminated encephalomyelitis
(ADEM) and Guillan–Barre syndrome (GBS)
may be diseases causing dysmotility. The possi-
bility of various symptoms arising as a result of
the psychosomatic response to pain and anxiety
associated with vaccination has also been sug-
gested. Nevertheless, a causal relationship
between these serious side effects and the HPV
vaccine has not been scientifically verified. At
present, follow-up studies of vaccinated persons
who experienced health damage, relief
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measures/compensation for such persons, and
improvement of specialized medical institutions,
and other studies, are being rapidly implemented
(Ministry of Health, Labour and Welfare 2014b).
Since active encouragement of vaccination was
discontinued in Japan, decisions about prophy-
lactic HPV vaccination have been entrusted to
individual judgment. As a result, the HPV vac-
cination rate dropped from 72 to 8 % in 2014. In
particular under these circumstances, adoles-
cents must be supported so that they can
understand the risks of cervical cancer and
specific methods of preventing it and can adopt
preventive behavior in the future.

Mental Health Problems During
Adolescence

Adolescence is a period of major biological, psy-
chological, and social changes, during which
people must overcome various developmental
challenges such as establishing self-identity and
handling problems related to sex. Adolescents
tend to show psychological instability as they start
to become independent from their parents, and
their development can be affected by various
influences in the environment and relationships
with others. This can exacerbate various forms of
psychological distress, such as anxiety, depres-
sion, difficulty in controlling behavior and emo-
tions, and increased aggressiveness or impulsivity.

According to a 2014 report by Japan’s Ministry
of Education, Culture, Sports, Science and Tech-
nology, a total of 119,617 elementary and junior
high school students were truant and the truancy
rate was 1.17 % compared with 112,689 and
1.09 % in the previous school year. In addition,
55,657 high school students were truant and the
truancy ratewas 1.67 % comparedwith 57,664 and
1.72 % in the previous school year. Furthermore,
59,742 high school students dropped out and the
dropout rate was 1.7 %. Additionally, there were
240 reported suicides among elementary school,
junior high school, and high school students.

Even though adolescents in Japan have been
living in more diverse ways in recent years, their
lives have become more difficult due to the

increasing prevalence of various stress-inducing
factors such as disruption of circadian rhythms,
chronic fatigue, increased diversity of values,
difficulties with goal-setting, an inadequate sense
of achievement, and lack of confidence
(Kameoka 2014). Stress resulting from an expe-
rience that is too overwhelming for a person to
process with his or her own coping mechanisms
(i.e., a traumatic experience) is called traumatic
stress. Many adolescents in modern-day Japan
have had traumatic experiences due to events
such as the Tohoku earthquake, accidents,
crimes, child abuse, or sexual abuse. Traumatic
experiences have a variety of effects on a child’s
physical condition, emotions, perceptions, and
behavior. During adolescence in particular,
strong emotions such as anxiety, fear, anger, or
depression are sometimes expressed through
social withdrawal, self-harm or harming others,
sexually deviant behavior, and/or drug abuse
(Kameoka 2014).

Influence of Family and Friends
on Adolescent

Many studies conducted in Japan have shown
that problematic behavior among adolescent
children not only arises from the children them-
selves, but is also influenced by their families
(Doki et al. 2012). If a parent is under high levels
of stress due to inability to build positive inter-
personal relationships at work, the effects of this
extend to the relationships with their children and
can initiate problem behavior in the children
(Doki et al. 2012). Notably, recent Japanese
studies have shown that a child’s relationships
with their parents and other people influence
sexual activity during early adolescence, which
leads to problem behavior in adolescents.
Delaying the first experience of sexual inter-
course was related to parental monitoring in the
case of female high school students (Nagamatsu
et al. 2008). Thus, parental monitoring is an
important variable to consider when examining
risk factors for sexual activity among adoles-
cents. Yoshino and associates (2005) reported
that adolescents from families classified into the
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extreme-balanced group showed a higher rate of
antisocial behavior than adolescents from fami-
lies classified into the well-balanced group on the
Family Adaptability and Cohesion Evaluation
Scales (FACES) of Olson and associates (1985).
In Japan, female high school students engaging
in sexual intercourse was reported to be influ-
enced by the parent–child relationship and also
by the relationship between the parents. In
addition, engaging in sexual intercourse by both
sexes was related to meal habits, smoking,
drinking, the existence of a boyfriend or girl-
friend, and the existence of friends with sexual
experience (Inoue et al. 2005). Moreover, both
sexual experience and acceptance of sexual
intercourse among male and female adolescents
were related to the presence of friends with
sexual experience and to less strict family mon-
itoring. The extreme-balanced type of family was
associated with sexual experience for males,
while the presence of dating partners of the same
age was related to acceptance of sexual inter-
course by males (Nagamatsu et al. 2012a). Lack
of teachers who could provide counseling and the
presence of older dating partners were related to
sexual experience and acceptance of sexual
intercourse by females (Nagamatsu et al. 2012a).
Another study conducted in Japan showed that
adolescents with liberal attitudes had more dating
partners and friends with sexual experience than
those with conservative attitudes, and that the
liberal adolescents gave lower ratings than the
conservative adolescents for talking to their
parents about life and AIDS, as well as for
teachers listening to their opinions (Nagamatsu
et al. 2013). These studies suggest that it is
important to promote sex education and indi-
vidualized counseling that considers the gender
of adolescents and takes into account their family
background, school teachers, friends, and
partners.

Interpersonal Interactions Online

A study of cell phone ownership by children
aged 10–17 conducted by the Cabinet Office in
FY 2013 showed that 51.9 % of all junior high

school students own a cell phone (Cabinet Office
2014). Since recent advances in information
technology led to widespread use of multifunc-
tional cell phones with Internet browsing capa-
bilities, such phones have become a familiar
communication tool for adolescents and social
networks have rapidly expanded to include
children who are unaware of the risks of using
these services and various problems have arisen
because these children frequently send messages
online (Inoue 2014; Ozaki et al. 2012). Pitfalls
that children face include Internet addiction,
bullying, criminal activity, and wasting time
(Nakayama et al. 2014). It has been shown that
children who become addicted to the Internet
enter a vicious cycle in which they become prone
to truancy and use the Internet excessively in
their free time (Nakayama et al. 2014).

Problematic Internet Use in Two
Countries

It has been reported that Japanese students are
more likely to demonstrate problematic Internet
use (PIU) than Chinese students (Yang et al.
2013). Compared with Chinese students, Japa-
nese students reported a more negative
self-image, less parental oversight, more prob-
lems with excessive control, and higher depres-
sion scores. The PIU group had a higher
depression score than the normal Internet use
group. The PIU group had a majority of male
students, and the members of this group tended
to have a more negative self-image, saw their
mothers as less caring, and considered their
mothers and fathers to be more over-controlling.
PIU is strongly associated with depression, a
negative self-image, and poor parental relations.
Mediation analysis revealed that the national
differences of PIU between Japanese and Chinese
were related to depression and the perceived
level of mother’s care. This cross-national study
indicated that both depression and a low per-
ceived level of mother’s care were significant
risk factors associated with the difference of PIU
between Japanese and Chinese (Yang et al.
2013).
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Substance Use and Abuse Among
Adolescents: Smoking, Drinking,
and Drug Use

A national survey of smoking and drinking in
Japan found that 7.7 % of male junior high
school students, 12.9 % of male high school
students, 5.5 % of female junior high school
students, and 7.5 % of female high school stu-
dents had smoked cigarettes and that the smoking
rate has decreased over time (1996, 2000, 2004,
2008, 2010, and 2012) (Ozaki et al. 2012).
Regarding the frequency of drinking alcohol, the
study found that 7.2 % of male junior high
school students, 12.4 % of male high school
students, 26.0 % of female junior high school
students, and 44.8 % of female high school stu-
dents had drunk alcohol at least once during the
30 days before the survey. The drinking rate has
also generally decreased over time (1996, 2000,
2004, 2008, 2010, and 2012) (Ozaki et al. 2012).
However, Japanese society is lenient with regard
to underage drinking, and the attitude of adults
that drinking is fine in moderation makes it dif-
ficult to prevent alcohol abuse by minors.
Advertisements for sweet-tasting and fashionable
cocktails that resemble juices are another reason
why drinking has not decreased among female
students.

In Japan, the sale and use of stimulants, mari-
juana, 3,4-methylenedioxymethamphetamine,
cocaine, heroin, psychotropic drugs, paint thinner,
and other mind-altering substances designated by
the Pharmaceutical Affairs Law that are addictive,
abused, or have the potential for abuse are pro-
hibited or restricted by law. Recently, there have
been cases where users of so-called legal herbs,
aromas, or incenses sold in stores or online have
suffered health problems such as vomiting, con-
vulsions, dyspnea, and disturbance of conscious-
ness, with even some fatalities (Cabinet Office
2015a). While these drugs are sold as “legal” or
“quasi-legal,” some contain components that are
more addictive or toxic than many controlled
substances, and their use has caused adverse
events and incidents. It is also suspected that
individuals who abuse these drugs may be more
likely to abuse other drugs such as stimulants or

marijuana (Cabinet Office 2015a). The number of
people arrested for marijuana-related crimes has
been decreasing since 2008. It was 1692 in 2012
and accounted for 12.2 % of all drug-related
arrests. Nearly half of all people arrested for
marijuana-related crimes were younger than 30,
indicating that young people still mainly abuse this
drug. Marijuana abuse alters memory, learning,
and perception, with long-term abuse causing
amotivational syndrome characterized by lack of
motivation to do anything and marijuana psy-
chosis characterized by delusions and hallucina-
tions (Cabinet Office 2015a).

Overview of Policies for Adolescents

It has been found that most individuals with a
history of smoking, drinking, and drug abuse
tend to start drinking alcohol and then progress to
smoking and drug abuse in that order (Kure
Yamasaki and Kawata 1998). Therefore, it can
be said that the prevention of alcohol abuse is
also important for the prevention of smoking and
drug abuse. For that reason, the Ministry of
Health, Labour and Welfare included early
detection and proper intervention for excessive
drinking, prevention of underage drinking, and
public education about alcohol and health as
goals for the third national health promotion
initiative in the Health Japan 21 program that
commenced in 2000. Additionally, the Ministry
of Education, Culture, Sports, Science and
Technology (2012b) includes lessons designed to
prevent underage drinking, smoking, and drug
abuse as a part of health education aimed at
preventing drug abuse in Japanese elementary,
middle, and high schools.

Programs Specifically Designed
to Meet Adolescent Health Needs

Some local governments (e.g., Kanagawa Pre-
fecture) are implementing a program of lessons
aimed at preventing drug abuse that is taught in
all of the elementary schools, junior high
schools, and high schools once a year with the
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assistance of police officers, former narcotics
agents, and nurses (Kanagawa Prefectural
Government 2015). These lessons cover “pre-
vention of diseases related to smoking, drinking,
and drugs” for sixth-year elementary school
students, “healthy lifestyle and prevention of
diseases related to smoking, drinking, and drugs”
for third-year junior high school students, and
“maintenance and improvement of health and
prevention of diseases related to smoking,
drinking, and drugs” for newly enrolled high
school students. In addition, information about
preventing the abuse of new quasi-legal sub-
stances (“quasi-legal herbs”) is posted on the
prefectural Web site (Kanagawa Prefectural
Government 2015).

Violence and Injury

Bullying: A Serious Public Health Issue

According to a 2014 report by the Ministry of
Education, Culture, Sports, Science and Tech-
nology, there were 118,805 known cases of
bullying in elementary schools (117,384 in the
previous school year), 55,248 in junior high
schools (63,634 in the previous school year),
11,039 in high schools (16,274 in the previous
school year), and 768 in special needs schools
(817 in the previous school year). These
amounted to a total of 185,860 cases of bullying
(198,109 in the previous school year), with a rate
of 13.4 per 1000 students. In addition, there were
10,896 cases of violent behavior in elementary
schools (8296 in the previous school year),
40,246 in junior high schools (38,218 in the
previous school year), and 8203 in high schools
(9322 in the previous school year). These
amounted to a total of 59,345 cases of violent
behavior (55,836 in the previous school year),
with a rate of 4.3 per 1000 students. Compared
with the previous school year, the number of
known cases of bullying and violent behavior
showed a slight increase, indicating that these are
still serious problems at school. In recent years,
adolescents have been using text and picture
messaging for communication, which has led to

“cyberbullying,” a new form of bullying that
involves computers or cell phones. There were
8787 cases of cyberbullying in 2014 (7855 in the
previous school year), and they accounted for
4.7 % of the known cases of bullying (4.0 % in
the previous school year) (Ministry of Education,
Culture, Sports, Science and Technology 2014).
However, it is difficult to detect cyberbullying,
making it problematic to determine the actual
prevalence. There has been little research on
cyberbullying in Japan, but a study of junior high
school students from certain prefectures by
Tirade (2014) showed that 47 % of students had
never participated in bullying, 44 % had partic-
ipated in conventional bullying, and 8.7 % had
participated in cyberbullying. Common forms of
cyberbullying included posting insults online,
sending messages telling others to ignore some-
one or stop being their friend, and calling others
“gross” or “annoying” or telling them to “die” in
online comments, with cyberbullying being an
extension of relationship-based bullying (Tirade
2014). Students who participated in cyberbully-
ing had worse relationships with their parents,
trusted their parents less, and had lower aware-
ness of moral boundaries than students who did
not participate in cyberbullying (Terado 2014).
This suggests that when a child’s relationships
with people close to them show deterioration,
they turn to online communication to find
somewhere to belong.

Dating Violence

Dating violence has become one of the most
serious and fastest-growing social and health
concerns. Younger age is a consistent predictor
for experiencing dating violence, and physical
and sexual violence by a dating partner is
prevalent among high school girls, which means
that adolescents are particularly vulnerable to
dating violence. Many researchers have exam-
ined the detrimental effects of dating violence on
adolescents. Silverman et al. (2004) concluded
that experiencing dating violence was signifi-
cantly associated with poor health behavior by
adolescents, such as substance use, unhealthy
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weight, and suicidality. In Japan, 24.9 % of adult
female subjects and 13.6 % of adult male sub-
jects reported being the victims of dating vio-
lence (Cabinet Office 2012). Matsuda (2008)
reported that 17.8 % of male and 16.7 % of
female Japanese college students admitted using
violence against their dating partners. Further-
more, Nakata (2007) found that 14 % of college
females and 10 % of high school females par-
ticipating in the study had experienced dating
violence, with 30 % of the participants reporting
experience of unwanted sexual activity. Consid-
ering that there has been a dramatic increase in
early dating and early sexual activity among
Japanese adolescents (Ohnishi et al. 2011), as
well as considering the detrimental consequences
of dating violence on well-being of adolescents,
the prevention of dating violence is a major and
urgent challenge for Japanese society. Accord-
ingly, it is important that young Japanese ado-
lescents become knowledgeable about dating
violence so that they can better recognize the
warning signs and seek proper help from their
formal and informal support systems.

Twenty reports on adolescent dating violence
published in the USA and Canada, between 2000
and 2010, identified 53 risk factors and 6 pro-
tective factors (Vagi et al. 2013). The protective
factors were relationship factors, including a
positive relationship with the adolescent’s mother
and attachment to school, and other factors such
as cognitive function, empathy, school grade
point average, and verbal IQ (Vagi et al. 2013).
Despite the increasing prevalence of adolescent
dating violence, there have been few investiga-
tions into the knowledge of dating violence by
Japanese adolescents or their ability to recognize
the signs of dating violence (Hara et al. 2012).

One of the difficulties when investigating
attitudes toward dating violence is how to define
the issues. For instance, some researchers con-
sider that dating violence includes psychological
and emotional violent behavior during dating
relationships (Halpern et al. 2001), while others
use a more restrictive definition that only

considers physical violence. In the recent litera-
ture, contemporary definitions of dating violence
have included physical, sexual, and psychologi-
cal violence (e.g., Lavoie et al. 2002). It seems
reasonable to include all three forms of violence
given that all three can be significantly detri-
mental to the development of adolescents.

One Japanese study showed that effective
handling of contraception by female college
students is associated with a higher level of
decision making about contraception, a more
equal relationship with their partner, and greater
self-efficacy at making future contraceptive
decisions. In addition, a higher estimate of the
partner’s egalitarian gender role attitude is asso-
ciated with greater ability of women to make
decisions about contraception (Nagamatsu et al.
2014). Another study performed in Japan indi-
cated that recognizing intimate partner violence
is related to high awareness of the importance of
an equal caring relationship and a conservative
attitude toward sexual intercourse while in high
school (Nagamatsu and Hara 2015a).

Figure 4.7 shows a Japanese model for the
prevention of dating violence among young
adolescents derived from these studies. The
conceptual framework was modified from the
Information–Motivation–Behavioral Skills
Model of Fisher and colleagues for promoting
HIV prevention (Fisher et al. 1999). The concept
is that if adolescents receive information and
improve their motivation and behavioral skills,
they can adopt behavior that prevents dating
violence. This diagram is based on hypotheses of
the previous studies (Nagamatsu and Hara
2015b), which have been modified by subse-
quent research. “Information” includes knowl-
edge of dating violence and the timing of
education, “motivation” includes the attitude
toward an equal relationship and a conservative
attitude toward sexual relations, and “behavioral
skills” include the ability to recognize dating
violence and dating violence resolution skills.
Finally, “behavior” is actions leading to the
prevention of dating violence.
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Sexual Violence and Sex Crimes

In Japan, sexual violence is defined as violent
behavior such as rape, indecent acts, and sexual
harassment. Article 177 of the Penal Code states
that “a person who, through assault or intimida-
tion, forcibly commits sexual intercourse with a
female of not less than 13 years of age commits
the crime of rape and shall be punished by
imprisonment with work for a definite term of
not less than three years.” Additionally, Article
178 states, “a person who, through assault or
intimidation, forcibly commits an indecent act
upon a male or female of not less than thirteen
years of age shall be punished by imprisonment
with work for not less than 6 months but not
more than 10 years.” According to the FY 2014
white paper on crime, 2.2 women per 100,000
population were victims of rape in 2013, while
0.3 men and 11.4 women per 100,000 population
were victims of indecent assault (Ministry of
Justice 2014). According to a national survey
conducted every 6 years by the Japanese Asso-
ciation for Sex Education (2013), 0.4 and 1.9 %
of male and female junior high school students,
0.5 and 4.4 % of male and female high school
students, and 2.1 and 5.8 % of male and female
college students, respectively, were victims of
sexual coercion.

Among all cases of violence or attempted
violence carried out with the aim of initiating
unwanted sexual contact, including coercion

through acts such as offering payment for dates
or demanding nude photographs through e-mail
or message boards, the number of known cases
of rape and indecent assault, the number of
arrests, and the number of people arrested have
all increased from 2012 to 2013 (National Police
Agency 2014). The incidence of crimes such as
public indecency and kidnaping involving female
victims under 20 years of age is also increasing
(National Police Agency 2014). A study by
Terada showed that 18.6 % of female third-year
junior high school students have met someone
they first contacted online (Terado 2014). How-
ever, according to a study by the Research and
Training Institute of the Ministry of Justice, only
13.3 % of women actually report being the vic-
tim of a sex crime (Ministry of Justice 2014). The
Survey on Gender-based Violence, a national
survey conducted by the Cabinet Office every
three years among men and women aged
20 years or older, showed that 7.7 % of women
had been forced to have sex against their will, but
only 28.4 % of these women talked about the
incident with someone and only 3.7 % reported
the incident to the police, which indicates that
sex crimes are underreported (Cabinet Office
2012). A high percentage of female victims
(38.7 %) responded that they were between 10
and 19 years of age at the time of the incident
(Cabinet Office 2012). Thus, children who have
sexual experiences during early adolescence may
be more likely to become victims of sexual

Dating Violence Prevention 
Information

Individual level protective factors
Knowledge of Dating Violence

Timing of Education

Dating Violence Prevention 
Motivation

Relationship level protective factors
Attitude toward Equal Relationship 

Conservative Attitude toward Sexual 
Relations

Dating Violence Prevention 
Behavioral Skills 

Ability to Recognize Dating Violence
Dating Violence Resolution Skills

Dating Violence 
Preventive Behavior

Fig. 4.7 Model of dating
violence prevention for
young adolescents
(Nagamatsu and Hara
2015a)
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violence. A Japanese study showed that the score
for knowledge about dating violence and the
score for a conservative attitude toward sexual
intercourse were higher among male students and
female students who had not experienced dating
violence than among the students who had
experienced it. Additionally, the score for
recognition of the signs of dating violence and
the self-esteem score were higher among female
students who had not experienced sexual inter-
course than among students who had experienced
it (Nagamatsu and Hara 2015b). Another study in
Japan revealed that people tend to assume that it
is natural for men to control and restrain women
in romantic relationships (Ida 2007), suggesting
that some female students with sexual experience
may fail to acknowledge that they are victims of
sexual violence.

Support for Victims of Sexual Violence

The Third Basic Plan for Gender Equality, which
was approved by the Cabinet Office in December
2010, stipulates that each prefecture must have at
least a single one-stop center for victims of sex
crimes and sexual violence that operates on the
basis of gender equality and advertises and offers
counseling services for victims of sex crimes.
However, only 22 prefectures, as of 2015, have
established a gender equality center run by a
local public entity that advertises and offers
counseling services for victims of sex crimes.
The objectives of offering comprehensive sup-
port for victims of sex crimes and sexual vio-
lence (e.g., psychological support such as
counseling, support related to police investiga-
tions, and legal support) at a single location
(starting immediately after the incident) are to
reduce the physical and psychological stress of
victims and help to restore their health, while
promoting the reporting of these incidents to the
police in order to prevent underreporting (Cabi-
net Office 2015b). At one-stop support centers,
staff members use their professional knowledge
to counsel victims over the phone or in person,
while listening to the thoughts and feelings of the
victims. In addition, they offer different support

options to victims who come directly to the
one-stop center or are referred by affiliated
institutions/groups based on their individual sit-
uation, circumstances, and needs. Staff can also
provide additional support by connecting victims
with affiliated institutions/groups that offer the
types of support required by the victims. Since
women who have been the victim of a sex crime
or sexual violence may have physical injuries,
victims can receive a free pregnancy test, STD
tests at a gynecology office, free prescriptions for
emergency contraception, and drugs to treat
STDs (Cabinet Office 2015b).

Educational Programs
for the Prevention of Violence

In Japan, there have not been sufficient efforts to
prevent relationship violence in junior high
schools. Sex education for junior high school
students consists of lessons on the growth and
development of the body and maturation of sex-
ual function, for first-year students. As well, there
are lessons on the prevention of STDs for
third-year students, which are taught as part of the
health and physical education curriculum. How-
ever, students are not taught about healthy rela-
tionships, or about violence that may occur in
relationships, and how to prevent relationship
violence. In fact, very few schools in Japan offer
lessons that are specifically about relationship
violence (Nosaka 2010). If neither the perpetrator
nor the victim knows anything about relationship
violence, they cannot change their own behavior
or escape from the cycle of violence. “Knowl-
edge” is the first step toward the prevention of
relationship violence and should help male and
female students to respect each other. Junior high
schools need to educate students about the pre-
vention of violence and offer support so that male
and female students learn to interact in a mutually
respectful manner before starting romantic rela-
tionships and becoming sexually active. A recent
Japanese study described the effects of including
lessons on the prevention of dating violence that
were designed to promote mutual respect between
male and female students with lessons about the
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prevention of STDs (Nagamatsu et al. 2012b).
This was done through group education, and the
theme of the lesson was “be considerate of your
partner and value yourself.” An expert discusses
the following points with students for 50 min
utilizing movies and slides of real-life examples:
(1) Examples of real-life situations between
partners [with a digital versatile disc (DVD)],
(2) Causes of incidents and types of violence,
(3) Feelings of the victims and perpetrators,
(4) Mechanisms of violence, (5) What is a caring
relationship? (6) What is an equal relationship?
(7) How to build better relationships? (8) How to
talk honestly about your feelings? (9) Using “I”
statements (with examples), and (10) How to
handle violence when it occurs? At a group study
session, students discussed the question “What is
an equal relationship?” in order to improve the
communication skills for relationships such as
refusal and negotiation. After the lesson, with the
assistance of the supervising teacher or the school
nurse, the expert talked individually with students
who had questions about the contents or wrote
down questions they wanted to discuss with the
expert (Nagamatsu et al. 2012b). Student
knowledge and behavior among students who
participated in this comprehensive program and
students who only received preventive education
on sexually transmitted diseases were compared
in a before and 3 months after evaluation. Stu-
dents who received the combined education on
the prevention of dating violence with the pre-
vention of sexually transmitted diseases had a
higher frequency of conversation with teachers,
had an enhanced awareness of dating violence,
demonstrated enhanced knowledge of sexually
transmitted diseases, and increased recognition of
“equality of the sexes,” “consideration of others,”
and “consideration of oneself” while dating
compared to students who only received preven-
tive education on sexually transmitted diseases.
These results suggest that adding education on the
prevention of dating violence is useful for
enhancing awareness of this issue and for culti-
vating equality of the sexes (Nagamatsu et al.
2012b).

Another study demonstrated that recognition
of dating violence improved after high school

students received education to increase their
knowledge about dating violence (Tomiyasu and
Suzui 2014). In addition, Suga et al. (2013)
developed a dating violence prevention program
for junior high schools and investigated its
effectiveness. This program aimed to provide
students with knowledge about dating violence,
accompanied by a role-play session on the theme
of respect. It was found that the scores for vari-
ous categories increased after the program was
implemented (Suga et al. 2013).

Because the use of e-mail to send messages
and images increases during adolescence,
increasing the risk of children becoming the tar-
gets of sex crimes, it is necessary for children to
properly understand relationship violence from
early adolescence and to have a strong grasp of
the risks of hidden sexual violence both online
and off-line. Considering that both male and
female students can become the victims of sex
crimes in early adolescence, it is important to
include both sexes in these educational efforts.
Most people are unable to readily talk to others
about sex crimes; hence, it is particularly impor-
tant to create an environment that makes it easy to
talk, to provide the necessary information for
counseling, and to provide individual counseling
in collaboration with schools. The psychological
trauma felt by the victims of sex crimes can have a
major effect on development during adolescence,
and it is important for victims to receive ongoing
support at a local sexual violence support center.
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5Injuries in Adolescents: The Public
Health Response

Joan Ozanne-Smith, Jennifer Pilgrim and Jennie Oxley

Introduction

This chapter reviews all causes of fatal injury in
adolescents (10–19 years of age) in the context of
other causes of death, both globally and regionally.
It also reviews nonfatal injury causes to the extent
that currently available data allow and explores
issues of data limitations. The public health
response to fatal and nonfatal injury in adolescents
is discussed within current theoretical approaches
and proven effective interventions. While an
overview of all adolescent injury is provided, the
main focus is on unintentional injury. Case studies
are presented for several existing and emerging
injury problems during adolescence, and the public
health response.

Overview of the Global Injury
Problem

Injury causes 5.1 million deaths globally each
year with the leading causes being road traffic
injury, self-inflicted injury, falls, and drowning
(WHO 2008b).

The burden of fatal injury is not evenly dis-
tributed geographically, by income, by gender, or
by age. More than 90 % of fatal injuries occur in
low- and middle-income countries. Nevertheless,
injury is also a leading cause of death in
high-income countries, being the most common
cause of death, after infancy, in young people.

Males are overrepresented for most injury
causes and age groups. The major causes also
vary by age group and by severity, so that the
rank order of causes also differs between death
and serious injury. For every death, there are
multiple serious injuries requiring hospitaliza-
tion, with many of these resulting in permanent
disability.

Definition: Injury is defined as damage to the
body caused by (acute) exchanges of energy that
are beyond the body’s resilience (Haddon 1980).
The energy may be mechanical, thermal, elec-
trical, ionizing radiation, or chemical (poisoning,
asphyxiation).

The emergence of injury as the major cause of
death, after the first few months of life until about
44 years of age, in all high- and most low- and
middle-income countries has a number of expla-
nations. It can be explained, in part, by the epi-
demiological transition, where infectious diseases
and malnutrition have progressively become lesser
threats in most countries. At the same time,
motorization and other industrial and lifestyle
changes have posed an increased threat, particu-
larly to young persons. Countries that have made
less progress through the epidemiological
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transition are multiply burdened with infectious
disease and injury, together with the global
increase in chronic diseases, as major causes of
death and morbidity.

Global injury data for adolescents (10–
19 years of age) raise similar concerns of uneven
distribution, with major differences by geo-
graphic region, particularly between high- and
low-income countries, and by socioeconomic
status within countries. Likewise, among ado-
lescents, the main causes and risk factors for
injury vary between adolescents aged 10–14
years and those between 15 and 19 years of age.

Injury in Adolescence

In 2012, compared with other conditions, injury
accounted for four of the top seven causes of
death in adolescents. Injuries account for four of
the top five causes of death among male ado-
lescents. In each case, the four injury causes are
as follows: (1) road traffic injury, (2) self-harm,
(3) interpersonal violence, and (4) drowning. The
other major causes of death are HIV/AIDS, lower
respiratory infections, and diarrheal diseases
(WHO 2014b).

Worldwide, an estimated 1.3 million adoles-
cents died in 2012, mostly from preventable or
treatable causes (WHO 2014a). Globally, in
2012, the five leading causes of mortality and
disability-adjusted life years (DALYs) in ado-
lescents 10–19 year of age contributed 33 % to
global mortality, and 25 % to global DALYs for
this age group (WHO 2014b). The
Disability-adjusted life year, a combined measure
of mortality and morbidity, is used as an inter-
national measures of the burden of disease.
One DALY is equal to one lost year of healthy
life.

Globally, road traffic injuries are the leading
cause of death among adolescents with some 330
adolescents dying everyday, or over 120,000
deaths a year (WHO 2014a). Among adolescents,
road traffic death rates in 2012 were 10.22 deaths
per 100,000 of the total population, males
accounted for 14.24 deaths per 100,000 adoles-
cent males, and females accounted for 5.93

deaths per 100,000 adolescent females (WHO
2014b).

Self-harm in adolescents resulted in more than
80,000 adolescent deaths in 2012. Overall, the
rate was 6.99 deaths per 100,000. For adolescent
males, the rate of self-harm was 6.97 per
100,000, while the rate of self-harm for females
was 7.02 per 100,000. Rates for both sexes, 15–
19 years of age, are particularly high (WHO
2014b). Self-harm ranks among the top five
causes of mortality for both sexes and in all
regions of the world, except in the African
Region, and males in the Eastern Mediterranean
Region (WHO 2014b).

Drowning is also a major cause of global
adolescent mortality. Some 60,000 adolescents
drowned in 2012, two-thirds of them were male
(WHO 2014a). Of all adolescent drowning
deaths, almost 50 % (29,743) were adolescents
10–14 years old (WHO 2014c). Drowning ranks
among the top five causes of death for adoles-
cents in all regions of the world, except the
African Region. Even so, the actual mortality
rates from drowning among adolescents in the
African Region, which is not in the top five
causes of death, still accounts for more deaths
than in all other regions (WHO 2014b).

In 2004, fire related deaths ranked 12th
among all causes of death for 10- to 14-year-old
adolescents. Death by fire was the 7th leading
cause of death for 15- to 19-year-olds (WHO &
UNICEF 2008).

In 2004, falls and unintentional poisonings
were ranked 11th and 12th, respectively, for 15-
to 19-year-olds (World Report on Child Injury
Prevention 2004 data from GBD 2008 estimates)
(WHO & UNICEF 2008).

Within the burden of injury, deaths are just the
tip of the iceberg or the apex of the injury
pyramid (see Fig. 5.1). Morbidity rates are
known to be far greater than those for mortality
for all injury causes. A few causes, however,
such as drowning and venomous snakebite have
high case fatality rates.

In terms of DALYs, global road traffic injuries
are the number one ranked cause of death and
injury among those 15–19 years of age. Combined
with 10- to 14-year-olds, the total DALYs are 886.6
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per 100,000 road traffic injury among adolescents.
This DALY rate is second only to unipolar
depressive disorders at 1024.0 per 100,000 globally
in 2012. The road traffic injury DALY rates are
substantially higher for males than for females in
both age groups. Road injury DALYs rank in the
top five in all regions, with the highest rates found
in the African Region (WHO 2014b).

Among unintentional injuries, drowning is
also an important cause of DALYs, particularly
among 10- to 14-year-old males (WHO 2014b).
To see the changes in adolescent injury rates and
DALYs over the period 2000–2012, see
Tables 5.1 and 5.2 (WHO 2014b).

Known risk factors for adolescent injuries
include male, age, socioeconomic status, geo-
graphical setting (urban/rural), drugs/alcohol use,
independence/risk-taking behaviors, peer group,
over-confidence, and novices (drivers and
workers).

Injury Data Issues

There are many concerns with injury data that
tend to cause undercounting and masking of the
true size and nature of the problem. Only 85 of
194 WHO member countries report mortality
data in a form adequate for the identification of
injury deaths by mechanism, such as drowning
(WHO 2014c). Where available, vital statistics
provide generally complete but limited informa-
tion, and further detailed information on the cir-
cumstances of injury is required for problem
definition and targeted intervention.

Injury problems and their solutions risk being
overlooked or neglected if masked by the way in
which data are presented. Adolescent mortality
data are not readily extractable from routinely
reported WHO data which reports mortality
estimates in the age groups 5–14 years and 15–

Deaths

Hospital 
Admissions

Emergency Department 
Presentations

Others Medically Treated

Fig. 5.1 The injury
pyramid

Table 5.1 Top 5 causes
of mortality (per 100,000)
10- to 19-year-olds, 2000
and 2012

2000 2012

Road injury 10.561 Road injury 10.222

Self-harm 8.599 HIV/AIDS 8.283

Lower respiratory infections 7.043 Self-harm 6.992

Drowning 6.986 Lower respiratory infections 5.495

Diarrheal diseases 6.811 Interpersonal violence 5.479

Source Health for the World’s Adolescents (WHO 2014b)
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24 years and not the more applicable 10–14 and
15–19 years of age. As shown in Table 5.3 (us-
ing 2004 WHO data) and by the above summary
data, major causes of injury and disease vary by
developmental age group in adolescence when
examined in five-year age groupings and partic-
ularly when the all cause rankings are extended
to the top 15 causes.

Another issue masking the extent of some causes
of injury, particularly drowning, and hence potential
preventive measures is an underestimation of deaths
from this cause due to the structure of the Interna-
tional Statistical Classification of Diseases and
Related Health Problems (ICD 10) (WHO 2015).
According to ICD 10, although the cause of death is
drowning, the external cause, in many cases, is
required to be classified otherwise (i.e., such as those
caused by flood disasters, or motor vehicle crashes
into bodies of water). For example, WHO reports
that the number of drowning deaths in countries
such as Australia, Finland, and the USA would
increase by 39–50 % if drowning deaths recorded
under other causes (e.g., water transport incident)
were reported as drowning deaths (WHO 2014c).

In addition, the aggregated reporting of
self-inflicted (intentional) injuries (see Tables 5.1,
5.2, and 5.3) masks their injury mechanism, such
as poisoning, which is also a significant mecha-
nism for unintentional injury—ranked 13th for all
causes of death among 15- to 19-year-old adoles-
cents (WHO & UNICEF 2008; WHO 2014b). As
discussed by Cohen and colleagues, an integrated
approach addresses injury mechanisms (such as
poisoning), including both intentional and unin-
tentional cases. The mechanism could significantly
impact the underlying contributors to both types of
injury (Cohen et al. 2003). In the poisoning
example, some deaths may be due to the same

agents, whether intentional or unintentional, and
potentially amenable to similar measures to pre-
vent harmful access.

These issues are significant for the public health
response to adolescent injury since the general
theoretical approach (utilizing the public health
approach) relies heavily on data for problem
identification, monitoring, targeting of interven-
tions, and evaluation of their effectiveness. Rea-
sonably, complete and accurate mortality and
morbidity data are also necessary for cost of injury
studies, which in turn inform public policy.

Yet, another problem with available global
injury data for adolescents is the inability to
identify some key activities in which the injured
were engaged at the time of injury, particularly
sport and work despite these being major activities
for injury occurrence in this age group.

Although there have been few comprehensive
studies on injuries in adolescents, further informa-
tion can be gleaned for high-income countries where
good data and epidemiological studies are available.
These, for instance, identify sports (Watt 1992) and
work-related injuries among major concerns, where
these remain blind spots in Global Burden of Dis-
ease studies and routine ICD-based reporting.

In a population-based Canadian study, adoles-
cents were shown to be overrepresented for work
injuries compared with other age groups; after
controlling for confounding, job characteristics
(Breslin and Smith 2005). In Salminen’s 2004
review, the majority of 63 nonfatal studies
reviewed showed that young workers had a higher
injury rate than older workers. Twenty-nine of 45
studies on fatal occupational injuries indicated that
young workers had a lower fatality rate than older
workers. These findings were supported by a more
recent Australian study where the death rate for

Table 5.2 Top 5 causes
of DALYs (per 100,000)
10–19 year of age, 2000
and 2012

2000 2012

Unipolar depressive
disorders

1011.8 Unipolar depressive
disorders

1024. 0

Road injury 919.3 Road injury 886.6

Iron deficiency anemia 724.5 Iron deficiency anemia 661.3

Self-harm 650.3 HIV/AIDS 660.1

Diarrheal diseases 581.3 Self-harm 529.2

Source Health for the World’s Adolescents (WHO 2014b)
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young workers 15–24 years of age was 1.24 per
100,000 employed person-years compared to an
all-age death rate of 2.22 per 100,000 employed
person-years (Ehsani et al. 2013). The injury status
of young workers in low- and middle-income
countries (LMIC) remains largely unknown.

Young workers are also of concern to the
International Labor Organization, which

indicates “young workers deserve special con-
sideration because they are:
• Still growing, and their organs, muscles, and

bones are still developing;
• More sensitive to certain chemicals, toxic

fumes, or noise than adults;
• Quick to move—sometimes without thinking

—and more likely to take risks;

Table 5.3 Leading causes of death for adolescents, World 2004

Rank 10-14 years 15-19 years

1 lower respiratory infections road traffic injuries

2 road traffic injuries self-inflicted injuries

3 drowning violence

4 malaria lower respiratory infections

5 meningitis drowning

6 HIV/AIDS tuberculosis

7 tuberculosis fire-related burns

8 diarrheal diseases HIV/AIDS

9 protein-energy malnutrition leukemia

10 self-inflicted injuries meningitis

11 leukemia maternal hemorrhage

12 fire-related burns falls

13 war poisonings

14 violence abortion

15 trypanosomiasis epilepsy

Source WHO (2008a), WHO & UNICEF (2008)
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• Less experienced and need supervision and
training;

• Bored more easily and may let their attention
wander” (International Labour Office 2008).

Rationale for Injury Prevention

Injury is the leading cause of death in adoles-
cents. Injuries rank in the top causes of death,
morbidity, and disability including road traffic
injury, self-harm, drowning, falls, burns, and
poisoning. The burden of premature death and
disability from injury results in high rates of
DALYs (see Table 5.2) with associated high
economic and social costs and high demands on
the healthcare system.

Effective interventions to prevent injuries are
known for many of the major causes (see
examples below). Some of these have been
shown to be cost-effective, and others are yet to
be studied for cost-effectiveness or cost/benefits.

Importantly, sustainable public health gains
can be made in the relatively short term by pre-
venting injuries (e.g., seat belt laws, motorcycle
helmet laws, and enforcement). Many other
public health interventions can have a long lag
time before mortality and morbidity can be sig-
nificantly reduced.

Framework for Injury Prevention

A number of international frameworks are relevant
to adolescent injury prevention, including the
United Nations Sustainable Development Goals
(2015), Convention on the Rights of the Child
(1989), and Decade of Action on Road Safety
(2011). Aspects relevant to injury prevention are
supported by authoritative world reports on road
safety, violence, child injury, and drowning pre-
vention; a number of resolutions to support these
frameworks and reports have been passed by the
United Nations and World Health Assembly.

The post-2015 United Nations Sustainable
Development Goals (2015–2030) will follow-on
from the Development Goals (2000–2015) (UN

2014). Several goals and targets are particularly
relevant to injury prevention.

Relevant Targets in the U.N.
Sustainable Development Goals
(2015–2030)

(3.4) By 2030, reduce by one-third premature
mortality from noncommunicable diseases
through prevention and treatment and promote
mental health and well-being.

(3.5) Strengthen the prevention and treatment
of substance abuse, including narcotic drug
abuse and harmful use of alcohol.

(3.6) By 2020, halve the number of global
deaths and injuries from road traffic accidents.

(6.1) By 2030, achieve universal and equi-
table access to safe and affordable drinking water
for all (likely also to protect against drowning).

(9.1) Develop quality, reliable, sustainable,
and resilient infrastructure, including regional
and trans-border infrastructure, to support eco-
nomic development and human well-being, with
a focus on affordable and equitable access for all.

(11.1) By 2030, ensure access for all to ade-
quate, safe, and affordable housing and basic
services and upgrade slums;

(11.2) By 2030, provide access to safe,
affordable, accessible, and sustainable transport
systems for all, improving road safety, notably
by expanding public transport, with special
attention to the needs of those in vulnerable sit-
uations, women, children, persons with disabili-
ties, and older persons;

(11.3) By 2030, enhance inclusive and sustain-
able urbanization and capacity for participatory,
integrated, and sustainable human settlement plan-
ning and management in all countries (UN 2015).

Similarly, the 64th World Health Assembly
Resolution on child injury prevention (0–
17 years of age) urges Member States to priori-
tize the prevention of child injuries; implement
the recommendations of the WHO/UNICEF
World report on child injury prevention; ensure
that national data collection across relevant sec-
tors quantifies the demographic, socioeconomic,
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and epidemiological profile of the burden of, risk
factors for, and costs of child injury; assure that
the resources available are commensurate with
the extent of the problem; and develop and put
into practice a multisectorial policy and plan of
action with realistic targets (World Health
Assembly 2011).

The resolution also calls upon the WHO
Director-General to collaborate with Member States
in establishing science-based policies to prevent
child injury; to encourage research, build capacity,
and mobilize resources for child injury prevention;
and to establish a network with organizations of the
United Nations system, international development
partners, and nongovernmental organizations to
ensure effective coordination and implementation of
activities for child injury prevention.

Likewise of direct relevance, the United
Nations Decade of Action for Road Safety 2011–
2020, using a broad strategy (based on 5 pillars:
road safety management, safer roads and mobil-
ity, safer vehicles, safer road users, and
post-crash response), aims to save five million
lives during this decade, taking into account
current rising trends (Zarocostas 2011).

Principles of Injury Prevention

Injury, both unintentional and intentional, can be
simply understood as resulting from a chain of
events, where interruption at any point in this
chain will potentially prevent or control injuries.
Epidemiological studies reveal clear common
patterns of injury causation and outcome in the
vast majority of cases, and many of these are
preventable by known effective means.

This principle was captured schematically by
Haddon (1970) with the development of one of the
most important and widely used frameworks for
injury prevention, Haddon’s matrix (see Table 5.4).
The environment factor is, more recently, often
expressed separately as physical and social
environments.

By means of examining the risk and con-
tributing factors acting during the various phases
of an injury event, it is possible to also identify
countermeasures and strategies that could be
applied at that point to break the chain of events
leading to injuries.

Haddon also described 10 strategies for injury
prevention (Robertson 1983):
• Prevent the creation of the hazard in the first

place,
• Reduce the amount of the hazard being

brought into being,
• Prevent the release of the hazard that already

exists,
• Modify the rate or spatial distribution of

release of the hazard from its source,
• Separate in time or space the hazard and that

which is to be protected,
• Separate the hazard and that which is to be

protected by interposition of a material
barrier,

• Modify relevant basic qualities of the hazard,
• Make what is to be protected more resistant to

damage from the hazard,
• Begin to counter the damage already done by

the environmental hazard, and
• Stabilize, repair, and rehabilitate the object of

the damage.
As for other diseases, the Public Health

Approach is applicable to injury prevention (i.e.,
surveillance, identification of risks and protective
factors, development and evaluation of inter-
ventions, implementation [scaling up effective
interventions and evaluating their impact and

Table 5.4 Haddon’s Matrix

Phases Factors

Human Vehicle
(vector)

Environment

Pre-event

Event

Post-event
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cost-effectiveness], review of the residual prob-
lem), particularly when considered also with
public policy approaches (Bugeja et al. 2011).

Intervention Strategies

Intervention strategies to prevent injuries from
occurring or to protect the person in the event of
a crash, fall, or other potential harm can be
considered under several major categories:
• Environmental changes or design changes to

products or systems are likely to be among
the most effective interventions for several
reasons. Firstly, these are regarded as passive
measures—once in place, the individual does
not need to take further regular action. Such
interventions include safer car designs,
building of dual highways, safe goal instal-
lations on football fields, safe heights and
designs of playground equipment, safety
glass installed for low-level glass windows,
doors and furniture, swimming pool fences,
and barriers to prevent falls from heights. An
important advantage of such design changes
is the cumulative effect over time as many
injuries can be prevented during the life of the
safety feature. Further, there is no socioeco-
nomic discrimination with regard to safe
designs in public places or mandatory design
rules for work, home, or leisure products.

• Legislation/regulation and enforcement are
essential to many effective injury prevention
strategies. Examples include road rules such as
alcohol and drug prohibitions or limits when
driving; building regulations and inspections,
such as allowable unprotected fall heights,
electrical circuitry, smoke alarms; and occu-
pational health and safety legislation.

• Organizational change is particularly rele-
vant to work, sports, and leisure activities,
such as replacement of piecework with sal-
aried work, and modified rules for junior
sports. Graduated licensing for young motor
vehicle drivers is an example of combining
organizational change and regulation.

• Behavior change is a necessary component
for many injury prevention strategies. This
requires ongoing action by the individual.
Wearing a helmet for motorcycling or bicy-
cling requires action by the rider on every
riding occasion. Nevertheless, behavior
change strategies may succeed in producing
long-term effects. Use of seat belts, use of
sunscreen lotions, and teaching young people
to swim are acquired safety behaviors that
appear to have been sustained and even pas-
sed successfully between generations in
Australia and in other developed countries.

• Advocacy, education, incentives. All injury
prevention strategies, at some point in their
development, implementation, or enforce-
ment, require advocacy by concerned groups
and individuals to enhance public awareness,
stimulate public debate, and secure action.
Social marketing has been a particularly
successful strategy in road safety, especially
through television advertisements coordinated
with police enforcement.
An underlying problem that complicates these

intervention strategies is that adolescents are a
relatively hard-to-reach group to promote
behavior change and education strategies, par-
ticularly after they leave the school structure.

Criteria for Prioritization
of Interventions

Given the enormity of the injury problem and the
multiple causes and settings, as well as the range
of activities during which injuries occur, criteria
are needed to guide the prioritization and selec-
tion of problems to address and countermeasures
and intervention strategies to implement.

Some or all of these criteria should be met:
• Frequency and rate of injuries is high;
• Severity/burden is high;
• The problem is amenable to proven

interventions;
• Cost-effective countermeasures and imple-

mentation strategies are available;
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• Action is in line with government policies;
• Relevant infrastructure and capacity are

available;
• The intervention is accessible, affordable, and

acceptable;
• Substantial reach of the intervention is

achievable.
While countermeasures such as seat belts,

motorcycle helmets, safety glass, and
impact-absorbing play surfaces are transferrable
to all settings, implementation strategies, such as
legislation and enforcement practices or product
safety systems, do not necessarily translate
directly between countries and regions.

Although much is known about injury pre-
vention, the outcomes could be much improved
if known effective countermeasures were imple-
mented more widely and with greater efficiency
(see Fig. 5.2). Further research is required to
enable prevention of those injuries where there
are currently no known solutions or solutions are
too costly and as new technologies and other
environmental or societal changes create new
hazards.

Who Owns the Problem
and the Solutions?

The burden of injury falls very largely on the
health sector. The cost of medical care for the
injured is enormous, particularly for
hospital-admitted injury and ongoing disability.
There are also major costs to individuals and
families, where an injury to a family member can

tip the whole family into poverty, and societal
costs such as lost productivity are high.

The solutions to the injury problem, however,
lie largely with other sectors, which actually
“own” the solutions, such as policies,
legislation/regulations and enforcement, and
codes of practice. Table 5.5 shows examples of
which jurisdictions and sectors are likely to have
control over potential solutions to specific types
of injury cause. Nongovernment sectors such as
industry and the media also have important roles
to play in injury prevention with regard to the
manufacture and supply of safe products and
highlighting the preventability of injuries,
respectively.

Multisector collaborations and partnerships
are clearly required to prevent injuries. Health,
for example, can provide coordination, leader-
ship, data, monitoring, epidemiological studies,
treatment, and advice to government. The health
sector is generally best placed to coordinate
strategic planning, interventions, and evaluations
as it is the only sector, other than finance, that has
a jurisdictional role across all injury causes and
settings.

Strategic Principles and Policies

Whichever sector leads injury prevention strate-
gic planning and action, it will need to seek the
whole of government approval of strategies and
intersectorial integration, coordination, and sup-
port for their implementation, including through
legislation, regulation, policy, standards, codes,
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Fig. 5.2 The burden box
for injury. Source Ad Hoc
Committee on Health
Research Relating to Future
Intervention Options and
World Health Organization
(1996)
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and resource provision. Awareness will need to
be raised about the problem of injury and con-
sensus built around possible solutions in the
development of coherent, effective responses
involving all partners, including multiple rele-
vant government departments, industry, non-
government organizations (NGOs), media, and
the community.

Because of the size of the problem, and to
encourage full commitment by sectors, a strate-
gic approach should seek to achieve legislative
appropriations from central government or other
substantial resources for injury and violence
prevention. It may also be necessary to redirect
activities from problems that have been largely
solved or are of lesser significance.

The provision of quality data and analysis to
all relevant sectors will be fundamental to the
facilitation of evidence-based planning. In addi-
tion, it will be necessary to build and sustain the
capacity to deliver evidenced injury and violence
prevention knowledge and effective interventions
and to conduct research and program evaluation
on causes, interventions, programs, and practices.

Review of progress will also be important,
including continuous monitoring of the imple-
mentation process and setting times for review of

progress on implementation, impacts, and out-
comes with feedback into the strategic process.
Guides on developing policies to prevent injuries
and violence have been published by the WHO,
including the specific targeting of ministries of
health (Butchart et al. 2007; WHO 2006).

Tertiary Prevention: Care
of the Injured

While this chapter focuses on primary injury
prevention (pre-energy exchange) and secondary
prevention (protection in the event of injury
exchange), injuries are not always preventable.
Tertiary prevention or amelioration of injuries
post-event cannot be overlooked.

Key strategies in improving outcomes of the
injured include timely rescue, transport, and
integrated care of the injured. Integrated care
extends from immediate care (including first aid)
through triage, transfer, definitive care to reha-
bilitation, and disability management.

Integrated care of the injured, potentially
within a designated trauma system, requires
seamless transitions between its components and
the usual healthcare system. Active quality

Table 5.5 Schema for jurisdictional clustering of injuries

Sector Injury cause (mechanism)

Road traffic Self-harm Drowning Falls Burns Poisoning

Health X X X X X X

Transport X

Planning X X X X

Labor X X X X X

Agriculture X X X

Building X

Sport X X

Marine X X X

Product safety X X X X

Education X X X X X X

Local government X X X X

Finance X X X X X X

Social protection X X X X X X
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assurance is needed to ensure optimal perfor-
mance of each component and interaction
between components.

Specific Issues in Adolescent Injury
Prevention

Much is known about successful injury preven-
tion in the key areas of concern with respect to
adolescents. Reductions in adolescent deaths
from some injury causes have been shown by
data comparing global rates between 2012 and
2002 that there has been a reduction in mortality
rates in road traffic injury, self-harm, and
drowning (see Table 5.1).

A 1995 systematic review of published and
unpublished literature on the effectiveness of
injury prevention interventions in the population
aged 15–24 years found the apparent most
effective measures to be legislative and regula-
tory controls in road, sport, and workplace set-
tings, though few rigorously evaluated studies
using injury outcome measures were available.
Environmental engineering measures on the road
and in sports have relatively low implementation
costs and result in fewer injuries at all ages.
There is little evidence that purely educational
measures reduced injuries in the short term
(Munro et al. 1995).

The risk factors and exposures to harm differ
substantially between the age groups 10–14 and
15–19, and between geographic and socioeco-
nomic settings. Specific effective injury coun-
termeasures and implementation strategies
relevant to adolescents are summarized in the
WHO/UNICEF report on child injury prevention
(WHO & UNICEF 2008), the WHO report on
road traffic injury prevention (WHO 2008a),
United Nations Decade of Action on Road Safety
(United Nations Road Safety Collaboration
2011), and the WHO global report on drowning
(WHO 2014c).

For road safety, these effective interventions
include introducing (and enforcing) minimum
drinking-age laws; setting (and enforcing) lower
blood alcohol concentration (BAC) limits for
novice drivers and zero tolerance for offenders;

utilizing seat belts; wearing motorcycle and
bicycle helmets; enforcing a reduction of speed
around schools, residential areas, play areas;
separating different types of road users; intro-
ducing (and enforcing) daytime running lights
for motorcycles; and introducing graduated dri-
ver licensing (GDL) systems (see case study
below).

Fewer interventions, which have been proven
to be effective, are available and relevant to the
adolescent age groups for other injury mecha-
nisms. For burns, these include setting (and
enforcing) laws on smoke alarms and treating
patients at dedicated burn centers. Likely effec-
tive interventions for falls prevention include
implementing housing and building codes, and
implementing and enforcing occupational health
and safety regulations.

It is clear that further research is required to
specifically define the circumstances and mech-
anisms of injury for leading causes, such as falls,
burns, drowning, and poisoning in adolescents,
and to identify or develop and test countermea-
sures and implementation strategies. This is
particularly true for low-income and
middle-income countries.

While poisoning is a broader problem, a case
study is presented below on alcohol and drugs,
which represents an important component of the
problem during adolescence. Nevertheless, much
more work is needed on poisoning related to
agricultural and domestic chemicals and the
neglected yet substantial problem of snakebite.

Information on drowning and drowning pre-
vention has been recently updated by the WHO
Global report on drowning, and its key findings
are summarized as the fourth case study below
(WHO 2014c).

Case Studies

Detailed case studies in areas of ongoing con-
cerns and emerging issues and solutions are
discussed below. These include the general issue
of alcohol and drugs, which affect many aspects
of the lives of adolescents, particularly including
both intentional and unintentional injury. The
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second is the use of graduated driving licenses as
an intervention to reduce the unacceptably high
road injury toll in novice drivers. The third case
study is of the new and emerging problem of
death and injury associated with electric bikes as
a new and affordable means of transport in low-
and middle-income countries. Finally, recent
findings on drowning and recommendations for
prevention are outlined.

Alcohol and Drugs

The role of alcohol and drugs in fatal and nonfatal
injury, directly or indirectly, is pervasive across
countries in the older adolescents between 15 and
19 years of age, as it is also in young adults.

Recent research in Victoria, Australia, has
described some current and emerging issues in
drug-related deaths and injuries. The use of
alcohol and other drugs by adolescents is an issue
of major public health concern in Australia and
throughout the world. In addition to drug over-
dose and other direct health risks, drug use in
adolescents is associated with unintentional
injury, intentional self-harm, assault, addiction,
unprotected sex, homelessness, mental health
problems, and other antisocial behaviors
(Bonomo 2005; DeWit et al. 2000; Lagasse et al.
2006; Remy et al. 2013; Tyler 2008).

Alcohol, tobacco, and cannabis are the most
commonly used drugs by Australian adolescents.
A survey of Australian secondary students
between 12 and 17 years of age found that 80 %
had tried alcohol, 14 % had used cannabis, and
23 % had smoked cigarettes (White and Bariola
2012). One in five adolescents purchased the
cigarettes themselves, despite Australian legisla-
tion, which prohibits the sale of cigarettes to
persons under 18 years of age.

Alcohol is arguably the most significant risk
factor for adolescent injury and death, leading
to acute toxicity, falls, transport accidents,
suicide, and liver and brain damage with sus-
tained use (NHMRC 2007). The main risk
factor for incident DALYs for those 10- to
24-year-olds was alcohol (7 % of DALYs)
(Gore et al. 2011).

Recent research indicated that among drinkers
16–17 years of age, 20 % have experienced
injury and 10 % regret a sexual experience
related to alcohol use (Bonomo et al. 2001).
Australian adolescents are more likely to binge
drink than adults, increasing the risk of
short-term harm (Pedersen and von Soest 2015).
In 2010, Australians had their first full serve of
alcohol at around 17 years of age (Australian
Institute of Health and Welfare 2011). By 2013,
this dropped well below the legal drinking age, to
15.7 years of age (AIHW 2014).

It is not uncommon for young people who use
drugs to begin with less stigmatized substances
such as alcohol or marijuana and progress onto
“harder” drugs such as methamphetamine or
heroin (Minet 1995). Studies have linked ado-
lescent drinking with density of alcohol outlets,
pricing, legal purchase age, and advertising
exposure (Anderson et al. 2009; Huckle et al.
2008). In Australia, alcohol-advertising restric-
tions are minimal compared with other countries.
Even so, alcohol is affordable and available, and
there have been few major changes in recent
policy to deter adolescent drinking. However,
drinking and driving laws are strong for young
drivers and well enforced (Doran et al. 2010;
Livingston 2014; Winter et al. 2008).

Recent evidence, however, suggests an increase
in the proportion of Australian adolescents who
abstain from alcohol use (Livingston 2014). This
may be related to a significant policy change in
Australia which introduced legislation prohibiting
the provision of alcohol to an adolescent under 18
years of age by any adult other than their parents.
In addition to guidelines from the National Health
and Medical Research Council, the Council rec-
ommends that adolescents should abstain from
alcohol entirely until they are a minimum of
15 years of age (NHMRC 2007).

The use of alcohol contributes to the three lead-
ing causes of death among adolescents, uninten-
tional injury, suicide, and homicide (Chikritzhs et al.
2003; Miller et al. 2007; Stephens 2006). In the
decade preceding 2002, an estimated 2643 Aus-
tralians aged 15–24 years died from an
alcohol-attributable injury or disease caused by
high-risk drinking (Chikritzhs and Pascal 2004).
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Similarly, the major concerns for adolescent injury
involving both alcohol and drugs are violence,
road traffic incidents, and self-harm (Bonomo et al.
2001; Drummer et al. 2004; Haw and Hawton
2011; Kodjo et al. 2004; Livingston and Room
2009). A survey of adolescents in the USA
demonstrated that alcohol use in both males and
females, and particularly in pre-teenagers, is a
strong predictor of suicidal ideation and completed
suicide (Swahn et al. 2004).

Adolescents using alcohol and other drugs are at
an increased risk for aggressive behaviors such as
assault, compared with other age groups (Sheppard
et al. 2008). A Finnish study showed that almost
two-thirds of 18-year-olds involved in a violent
incident were using alcohol at the time (Mattila et al.
2005). An Australian study attributed nine adolescent
deaths (aged 19 years and under) to a single punch
assault (i.e., four involved alcohol and two involved
cannabis use) (Pilgrim et al. 2014a, b). These ado-
lescents comprised 10 % of the total cohort.

Road traffic accidents are another leading
cause of death for adolescents. In the 12 months
prior to March 2015 in the state of Victoria,
Australia, 122 road users aged less than 17
required hospitalization after a traffic accident. In
the same period, there were 28 fatalities of road
users who were less than 20 years of age (TAC
2015). Young people contribute more to road
traffic fatalities (31 %) than road users who are
over 25 years of age (1 %) (ABS 2009).

Nonmedical use of prescription drugs is a
growing problem among adolescents, particularly in
the USA (Valdez 2014) as is nonprescription drugs,
such as weight loss pills, purchased via the Internet
(Grundlingh et al. 2011). Although preventable
injuries in children and adolescents have decreased
in recent years, drug poisoning in this group con-
tinues to rise. This has been attributed to an increase
in availability and prescribing of pharmaceuticals
with subsequent misuse, in addition to a common
misperception that prescription drugs are “safe”
(Valdez 2014). Pharmaceutical opioids, stimulants,
and benzodiazepine misuse present the most sig-
nificant problems in the developed nations, raising
questions regarding the prescribing of these drugs to
young people (Banta-Green 2012; Murphy et al.
2014; Valdez 2014).

There has been increasing concern regarding
reports of “pharming” or “Skittles parties”
among teens. This nonmedical use of prescrip-
tion and over-the-counter drugs to get high often
involves benzodiazepines such as Xanax (alpra-
zolam), Valium (diazepam), stimulant-type
ADHD drugs including Ritalin (methylpheni-
date) and Adderall (dextroamphetamine), as well
as opioids including methadone, Duragesic
(fentanyl), and Oxycontin (oxycodone) (Laugh-
lin 2008; Levine 2007). Between 2001 and 2011,
oxycodone alone killed 43 Australians under the
age of 24 (Pilgrim et al. 2014a, b). Misuse of
cough syrups, which contain dextromethorphan,
commonly known as “Robo-tripping,” is also a
problem among secondary school students, par-
ticularly in the USA (Schwartz 2005).

Illicit drugs, however, represent a far greater
concern than pharmaceuticals in Australia.
A 2007 survey showed that around 23 % of
people 15–24 years of age reported using illicit
drugs in the previous 12 months. This was
almost double the proportion of people using
illicit drugs over 25 years of age. Cannabis
remains the most commonly used illicit sub-
stance among young people, with use reported in
Australians as young as 12 years of age and
increasing with age (White and Bariola 2012).

Ecstasy (3,4-methylenedioxymethamphetamine)
is the next most often used drug. Around 9 % of
adolescents use Ecstasy. This is followed by
amphetamine-type stimulants including the potent
form of methamphetamine known as ice (*3 % of
12- to 17-year-olds). Other illicit substances such as
heroin, hallucinogens, and cocaine are less popular
with adolescents, who have a lifetime use of less
than 3 % in Australia (AIHW 2014). Despite the
low incidence of use among this demographic, a
study of cocaine deaths in Victoria, Australia,
revealed that individuals as young as 16 died from
illicit drugs (Pilgrim et al. 2012).

New psychoactive substances (NPS), such as
synthetic cannabinoids (e.g., Kronic, K2, Spice)
and designer cathinones or “bath salts” (e.g.,
“meow meow,” mephedrone, methylene-
dioxypyrovalerone, methylone), are also a
growing problem among adolescents in Australia
and Europe. While these NPS are not routinely
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monitored in national survey reports, the litera-
ture indicates a growing trend in their use in
young people (Brewer and Collins 2014; For-
rester 2013).

Arguably, one of the most significant illicit
drug-related harms in adolescents is the indirect
physical injury that results from the acute psy-
chological and behavioral effects. NPS in par-
ticular are associated with profound psychotic
effects leading to risky behaviors including sui-
cide (Thornton et al. 2012). While 15- to
19-year-old males have relatively low
drug-related hospitalization rates in Australia
compared with other age groups, females in this
age group along with those of 20–24 years have
the highest rates of drug-related hospitalization,
demonstrating the prevalence of drug-related
intentional self-harm and accidental toxicity in
this demographic (ABS 2009). In this age group,
drug use may predict certain risk factors in
adolescents. Prevention strategies to manage or
reduce harmful drug use in this age group may
also prevent other related problems in the future.

Drug prevention strategies with evidence for
positive outcomes include family education and
interventions, school drug education, behavior
management, and mentorship programs. At a
legislative level, there are drug-related regula-
tions, policing and enforcement strategies,
including restrictions on the sale and marketing
of alcohol and tobacco to reduce access to sub-
stances, as well as diversion of young offenders
into early-intervention services. While individ-
ual, peer, and family factors appear to be the
most common predictors of substance abuse in
adolescents, school-based programs are the most
commonly evaluated early-intervention strategies
(Toumbourou et al. 2002).

The most effective drug education programs
and prevention strategies for adolescents gener-
ally incorporate two or more initiatives, or target
two or more risk factors, and are maintained over
multiple years (Eddy et al. 2000; Flynn et al.
1997). They also involve activities that target the
developmental stage of youth in order to prevent
problems later in adolescence. Unfortunately, the
long-term nature of successful drug prevention

initiatives focusing on adolescents is not always
achievable within a single term of government,
requiring long-term management of community
expectations and investment often between
interchanging governments (Arthur and Blitz
2000).

While prevention of harmful use of drugs and
alcohol is the ideal preventive measure, it is
currently also essential to intervene at later points
in the chain of events, which lead to injury. For
example, rates of drug-fueled gun violence and
suicide among adolescents are low in Australia,
largely due to tight gun control laws, which
restrict access (Ozanne-Smith et al. 2004).
Another example is the graduated drivers’ license
system in Victoria. In addition, initiatives to
restrict high-powered vehicles, increased penal-
ties, and incentives to encourage safer driving are
used to reduce highway traffic injury and death.

Road Safety

While much has been accomplished in road safety
in high-income countries (HIC), LMIC are still
experiencing problems associated with rapid
motorization similar to those experienced by HICs
more than half a century ago. There was a gap of
around 20 years between the onset of rapid
motorization in HICs, with an associated rapid rise
in the road toll and the number of highway traffic
injuries and deaths in HICs beginning to decline in
the 1970s (e.g., Australia, Germany, USA, New
Zealand). It may be possible for LMICs to reverse
the rising trends in highway traffic injuries and
deaths in a shorter span of time, if current best
practices in road safety are applied.

Graduated Licensing Case Study

Road deaths and serious injuries among young
novice drivers and passengers remain unaccept-
ably high and represent a serious public health
issue worldwide. Worldwide statistics show that
the crash rate for novice drivers far exceeds crash
and fatality rates of older (middle aged) drivers.
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Novice drivers are involved in approximately
four times the number of auto crashes than safer
age group drivers. This is particularly so among
the newest drivers (this group’s crash rate is
about three times higher than that of older novice
drivers (Braitman et al. 2008; Mayhew et al.
2003; McCartt et al. 2003; Williams 1999)).
Elvik (2010)) has recently suggested that the
injury rate of novice drivers is up to ten times
higher than for the safest age group and that these
rates might even be increasing.

More importantly, a consistent finding
worldwide is the extremely high crash and
fatality rate during the first year of driving, most
pronounced in the first few months of driving,
related to the disproportionately high risk in the
time period after licensure. During this critical
first year of independent driving, it has been
estimated that novice drivers are 33 times more
likely to be involved in a casualty crash com-
pared with learner drivers (Gregersen et al. 2003;
Mayhew et al. 2003; Sagberg 2000). Indeed,
Fig. 5.3 outlines the high proportion of Victorian
drivers involved in casualty crashes in their first
years of driving compared with learner and fully
licensed drivers, and the rapid decline in casualty
crashes involving probationary drivers as years
of licensure increase. The sharp decline in crash
rates after six months of driving with a proba-
tionary license suggests that even limited driving
experience has substantial beneficial effects in
risk reduction.

Over the last three or four decades, there have
been many initiatives suggested and imple-
mented internationally to address the overrepre-
sentation of young novice drivers in casualty
crashes. Traditional measures predominantly
have relied upon education and have had limited
success in regulating the risky driving behavior
of the young novice driver. More recently, the
implementation and subsequent reform of Grad-
uated Licensing Systems (GDL) has been a
popular approach and appears to have been
effective in addressing the young driver problem.
In addition, police enforcement of safe driving
practices, improved road design and operation
(particularly measures aimed to reduce speeding

and barrier systems to reduce injuries in
single-vehicle run-off-road crashes), and
improvements in vehicle safety (advanced crash
avoidance and occupant protection), as well as
parental involvement, promotion of eco-driving,
and the use of telematics (in conjunction with
insurance incentives) all show promise to vary-
ing degrees.

The primary aim of GDL models is to reduce
the inflated crash and injury risk of young novice
drivers by allowing driving only in low-risk cir-
cumstances when first driving and gradually
increasing exposure to higher-risk conditions
based on increasing experience and maturity. The
most common GDL components include night-
time restrictions, restrictions on BAC levels, and
peer passenger restrictions.

As an example, the State of Victoria, Aus-
tralia, structures the licensing process so that
learning to drive is fully supported and restric-
tions are placed on learner and novice solo dri-
vers. Key features of Victoria’s graduated
licensing system include the following:
• Compulsory 120 h of logged supervised

learner driving experience, including 10 h at
night;

• A minimum 12-month learner permit period
(available from 16 years of age);

• A two-stage probationary license—P1 (mini-
mum one year) and P2 (minimum three years)
(P1 available from 18 years of age if
12-month learner permit period completed).

• P1 restrictions include the following: restriction
on carrying more than one peer passenger, no
mobile phone use, and prohibition from driving
certain vehicles, zero BAC, and no towing.

• P2 restrictions include the following: no mobile
phone use, zero BAC, and prohibition from
driving certain vehicles (VicRoads 2014).
Restrictions in GDL programs appear to have

had a major and successful impact in reducing
young driver crashes and associated injuries to
themselves and others, during the learner and
intermediate stages of licensure with many
demonstrations of success, albeit to varying
degrees (Simons-Morton et al. 2006; Williams
et al. 2012). The evaluations of GDL in many
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countries have shown that if experience is gained
under supervision and under safe circumstances,
the crash involvement after licensing is reduced
compared with gaining the experience alone.
These conclusions apply to nighttime restric-
tions, restrictions on BAC levels, and passenger
restrictions. Furthermore, it appears that these
systems enjoy wide public support, especially
among parents of teen drivers (Simons-Morton
et al. 2006).

Despite the evidence suggesting that the GDL
system is likely the most effective intervention
for young driver safety and has had a major
impact in reducing novice driver fatal and serious
injury crashes, there is still more to learn about
the effectiveness of GDL when used under vari-
ous conditions.

It is important to learn what factors limited
GDL effectiveness. To date, limiting factors

include the following: (1) the ongoing debate as
to which components are most effective; (2) the
fact that implementation of GDL systems varies
across countries and jurisdictions and key mea-
sures which have been shown to reduce crashes
have not been implemented universally or sys-
tematically; and (3) evidence that GDL systems
are constrained in their ability to fully address a
number of important risk factors. For example,
low compliance to elements of the GDL is a
factor that has often been cited as limiting the
potential efficacy of passenger restrictions. Fur-
ther, some components have a strong evidence
base, including the increased minimum duration
for the learner period, mandating minimum
supervised driving hours, zero BAC limits, and
increasing the minimum period for a provisional
license. Contrariwise, some other GDL compo-
nents are not well supported by evidence,

Fig. 5.3 Casualty crashes per month by driving experience. Source VicRoads (2005)
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including speed restriction on learner drivers,
high-performance vehicle (HPV) restrictions,
extending the 120-h requirement for supervised
driving, among others.

Furthermore, there is evidence that comple-
mentary initiatives may enhance the benefits of
GLS. Williams (2011), in his commentary on the
effectiveness of GLS, suggests that changing
existing policies such as tightening of GLS
restrictions (especially nighttime and passenger
restrictions) or better preparing young people for
licensed driving during the learner period may be
of benefit. He adds, however, that these are likely
to be modest. He suggests that an additional
approach may be to raise licensing ages directly
or extending the learner phase. These initiatives,
he suggests, are key elements of enhanced GDL
systems and likely to achieve major gains in
reducing novice driver fatalities and serious
injuries.

Electric Bike Case Study

Among other goals, one of the United Nations
Decade of Action goals is to reduce traffic fatalities
by 5 million before 2020. This has become more
difficult because of the emerging threats from the
rapid introduction of electric bikes (E-bikes) in the
developing world. The increase in E-bikes is
associated with higher injury rates. The emerging
injury problem associated with E-bikes is currently
concentrated in China. Approximately 90 % of all
E-bikes are in China, where most are manufac-
tured (Research in China 2011). The E-bikes are
sure to spread, particularly in LMIC. Along with
increasing numbers of E-bikes, higher injury rates
will probably follow.

In China, in Zhejiang province alone, there
were more than 900 fatal and more than 6000
nonfatal injuries associated with E-bikes in 2011.
This number is predicted to rise rapidly as the
number of registered E-bikes is increasing by
about 25 % each year (Research in China 2011).
In 2010, E-bike-related fatalities were contribut-
ing almost 7 % to total road traffic deaths in
China (Yang et al. 2014). This proportion has
likely grown much larger in recent years.

Feng and colleagues’ (2010) analysis of the
Hangzhou, China, Police Bureau’s data on
electric-bicycle-related injuries and deaths in
2004–2008 found a significant annual increase in
electric-bicycle-related casualty rates of 2.7 per
100,000 population. At the same time, overall
road traffic and manual-bicycle-related deaths
and injuries decreased.

Another study in a rural hospital in Suzhou,
China, found that hospitalized E-biker injuries
(n = 323) accounted for 57.2 % of road traffic
hospitalizations over a 6-month study period,
October 2010–April 2011. Common injuries
included fractures and head injuries (Du et al.
2014).

Although no age breakdown is available from
currently published research, the legal age to
operate an E-bike in China is 16. Children can be
carried legally as passengers up to 12 years of
age, thus involving adolescents at both ends of
the age range.

E-bikes of the moped type are inexpensive
compared with other motorized vehicles. As
well, they provide relatively environmentally
friendly and affordable mobility to millions of
users. There were more than 120 million E-bikes
operating in China by 2011 (Research in China
2011). Worldwide usage is predicted to reach
466 million E-bikes by 2016 (Hurst and Whee-
lock 2010).

Males are overrepresented in at-fault E-bike
crashes (Yao and Wu 2012). Large observational
surveys and surveys of E-bike owners over
multiple sites have identified numerous danger-
ous riding practices including speeding, carrying
passengers or oversized cargo, running red lights,
low helmet-wearing rates (9 % winter; 2 % in
summer), riding in wrong direction (counter to
traffic), and mobile phone use (Yang et al. 2014).
Road rule violations by E-bikers were reported to
be commonplace (26.6 %) in an observational
study in Suzhou, China (Du et al. 2013).

Du and colleagues note that future road safety
policy intervention and behavioral education are
warranted in China to encourage road rule com-
pliance and E-biker helmet use without sacri-
ficing mobility (Du et al. 2014). The scale of this
emerging problem of E-bike-related injuries is
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likely to grow as the manufacture and export of
this product increase in the absence of effective
targeted design rules and road safety responses.

Drowning Prevention Case Study

Globally, in 2012, 60,000 adolescents aged 10–19
died from drowning (WHO 2014a). The Global
report on drowning: Preventing a leading killer
(WHO 2014c) identified drowning as one of the
10 leading causes of death of children and young
people in every region of the world in 2012.
Males, however, are twice as likely to drown as
females. The rate of drowning among 10- to
14-year-old males was as high as 6.7 per 100,000
in Thailand in 2006, and 9.0 per 100,000 for 15- to
19-year-old males in the Russian Federation in
2010. The report states that, “Drowning is a seri-
ous and neglected public health threat claiming the
lives of 372,000 people a year worldwide. More
than 90 % of these deaths occur in LMIC.”

The report also identifies ten actions to pre-
vent drowning, most of which have relevance for
adolescents in general and to teenage mothers
and their young children (WHO 2014c).
Community-based action includes the following:
• Install barriers controlling access to water;
• Provide safe places (for example a crèche)

away from water for preschool children, with
capable child care;

• Teach school-age children basic swimming,
water safety, and safe rescue skills;

• Train bystanders in safe rescue and
resuscitation;

• Strengthen public awareness of drowning and
highlight the vulnerability of children;

• Implement effective policies and legislation;
• Set and enforce safe boating, shipping, and

ferry regulations;
• Build resilience and manage flood risks and

other hazards locally and nationally;
• Coordinate drowning prevention efforts with

those of other sectors and agendas (for
example, bridges over creeks and streams
enable safe passage to school and also

facilitate the developmental need to transport
produce to market); and

• Develop a national water safety plan.

Conclusion

Drowning has been identified as a neglected
public health problem, significant among causes
of adolescent death. To reduce drowning requires
global and local leadership for prevention and
increased donor knowledge of the problem and
its effective solutions.

Future Developments and Barriers
to Adolescent Injury Prevention

Although progress has been made in the reduc-
tion of adolescent injury deaths in the period
2000–2012, many barriers to further reductions
continue to persist, including the unknown status
of the problem in many LMIC.

Data and Research

In order to better recognize the size and nature of
the adolescent injury problem and to increase and
refine the public health response, it will be neces-
sary to continue to improve relevant data systems,
including their coverage and completeness, quality
and reliability, and the amount of detail collected on
the circumstances of fatal and nonfatal injury.

Capacity

Opportunities for prevention are lost when there
is limited capacity to provide data on topical
issues and few or no designated personnel and
relevant training to manage data collection and
analysis, conduct relevant research to develop
policy responses, and implement and evaluate
interventions. Capacity needs to be developed
across all of these areas, particularly in the
developing world.
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Action

Practical recognition of the importance of ado-
lescent injury and its prevention by key national
and international agencies is a prerequisite for
action. Relevant data should be made available
widely to researchers, public health practitioners,
industry, media, and others who need it. For
greatest effect, the data should be available for
the five-year age groupings of 10–14 and 15–19.

Proven Effective Countermeasures
Should Be Implemented

For this “hard-to-reach age group,” many of the
solutions will require public health leadership,
and coordination with other health sector inter-
ests and with many other sectors outside of
health. Organizational and structural change will
be particularly important components in strategic
approaches, such as the development of new
design standards, codes of practice, skills training
(e.g., driving, swimming, and rescue training),
occupational health and safety legislation, and
new laws and regulations to support their
implementation and enforcement.

For injury countermeasures that have already
been proven effective (such as motorcycle helmet
wearing; wearing of personal flotation devices in
small boats), the implementation methods may
warrant evaluation, particularly if a substantial
residual problem persists.

This chapter identified injury as one of the
most important public health issues for adoles-
cents. Barriers to progress highlighted in this
chapter included the following: lack of available
good-quality data, lack of research, and lack of a
targeted public health response to numerous
injury mechanisms. In conclusion, because of the
multisectorial nature of adolescent injury, the
solutions will need to be multisectorial in nature.
Ongoing strong leadership and coordination will
be essential. Effective initiatives will need to be
supported by substantial and designated funding.
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6Adolescent Mental Health:
The Public Health Response

Swaran P. Singh and Cathy Winsper

Introduction

Child and adolescent mental health is defined
by the World Health Organization (WHO
2005a, p. 7) as: ‘the capacity to achieve and
maintain optimal psychological functioning and
wellbeing.’ Child and adolescent mental ill
health, conversely, refers to the inability of the
young person to reach optimal levels of com-
petence and functioning, as manifest in disor-
ders such as depression and psychosis (Patel
et al. 2008). The spectrum of mental health
problems can range from everyday worries and
concerns to serious and debilitating disorders
(British Medical Association 2006). Roberts
(1999) describes youth mental health problems
as ranging in severity from relatively minor
mental health conditions (e.g., sleep distur-
bance) to mental health disorders (representing
marked deviation from normality), to in
extreme cases mental illnesses, which encom-
pass severe psychiatric disorders also found in
adulthood.

Mental health problems in adolescence are of
great importance to public health. Mental health
problems among adolescents are common, are

associated with substantial suffering and func-
tional impairment, can lead to stigma and dis-
crimination, and increase the risk of premature
death (Patel et al. 2007). Mental health problems
not only impact on the young individuals affec-
ted, they also impact on their family members
(Angold et al. 1998). Adolescent mental health
problems (especially if left untreated) tend to
persist into adulthood, increasing the risk of adult
mental health disorders (Copeland et al. 2011),
poor psychosocial functioning, and poor physical
health years later (Goodman et al. 2011; Patel
et al. 2007).

In this chapter, we define the concept of
adolescence and its changing parameters. We
chart the progression of theories describing nor-
mal and abnormal psychological development in
this age-group. We describe the prevalence and
persistence of adolescent mental health problems.
We outline the history of child and adolescent
mental health services (CAMHS) and
twenty-first century developments. We conclude
by examining the potential of preventive
approaches for youth mental illness.

Adolescence: Concepts
and Definitions

Definitions of adolescence vary both culturally
and over time. As far back as ancient Greece
philosophers considered adolescence to be a life
stage distinct from childhood, though the term
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‘adolescence’ was only coined in the late nine-
teenth century (Arnett 2004). The World Health
Organization (WHO) describes adolescence as
the period in human growth occurring after
childhood and before adulthood, that is, from 10
to 19 years of age (WHO 2005b). In Western
cultures, individuals in this age-group typically
live at home with parents, are undergoing
pubertal changes, and are immersed in the
‘school-based peer culture’ (Arnett 2000). In
other cultures however, adolescence is viewed
differently or not considered a distinct stage at
all. In the Hmong culture of Southeast Asia, for
example, the age of 11–12 signifies the end of
childhood and the simultaneous onset of adult-
hood (Tobin and Friedman 1984). In the Indian
(Vedic) four stages of life, Brahamcharya, the
age from birth to 25 is the period of learning and
celibacy (WHO 2014).

Societal and biologic changes over the last
century mean that the physical, psychological,
and cultural expressions of adolescence may
begin earlier and end later (Sawyer et al. 2012).
While the start of adolescence is traditionally
regarded as being commensurate with the onset
of puberty (Patel et al. 2007), adolescence is
different from puberty; the former refers to a
gradual transition from childhood to adulthood
(Cicchetti and Rogosch 2002), and the latter is a
discrete process of sexual maturation (Pickles
et al. 1998). Before the eighteenth century,
individuals were expected to marry at the point
of reaching puberty. Boys would start employ-
ment, and girls would begin raising children of
their own. However, during the eighteenth and
nineteenth centuries, it became more common for
youth in the Western world to remain in educa-
tion for longer, delaying the typical age for
marriage and employment. Young people now
started to leave their family homes to study or
pursue alternative career choices (Arnett 2004).

While many societies and cultures identify a
discrete phase corresponding to ‘adolescence’
(Richter 2006), some researchers have ques-
tioned its validity (Graham 2004). Recently,
Jeffrey Arnett has conceptualized emerging
adulthood as a distinct phase of the life span (i.e.,
18–25 years) between adolescence and fully

fledged adulthood (Arnett 2000). Arnett postu-
lates that emerging adulthood may only exist in
cultures that allow young people to have a pro-
longed period of independent role exploration.
Consistent with Arnett’s developmental delin-
eation, recent research indicates that adolescent
brain development continues up until the age of
25 years (Luna et al. 2013). Indeed, there is now
consensus among experts that we should con-
sider the needs of ‘young people’ as a distinct
from children and adults (Chanen et al. 2009;
Patel et al. 2007) and that emerging adulthood is
an unstable phase with increased risk of mental
ill health (McGorry et al. 2013). In this chapter,
we incorporate this extended definition of ado-
lescence or ‘youth’ to include young people
between 15 and 25 years of age (United Nations,
n.d.). We will use the terms childhood, adoles-
cence, and youth as defined in the literature
reviewed.

Psychological Theories of Adolescent
Development

At the start of the twentieth century, the Ameri-
can psychologist Stanley Hall penned one of the
first monographs devoted exclusively to the
study of adolescence (Hall 1904). Hall’s text-
book proposed that adolescent behaviors,
including conflict with parents, mood disrup-
tions, and risk taking, originate from feelings of
‘storm and stress’ (or ‘strum and drag’) common
during this developmental phase. The psycho-
analyst Anna Freud was a great supporter of the
‘storm and stress’ theory, which she saw as a
biologically rooted and inevitable part of grow-
ing up. Indeed, she suggested that the absence of
such experience was predictive of mental illness
(Freud 1958).

In subsequent years, Hall’s ‘storm and stress’
theory of adolescence was criticized for gener-
alizing the behavioral problems of a few indi-
vidual cases to all adolescents (Arnett 1999). For
example, conflict with parents may actually
decrease during adolescence (Collins and Laur-
sen 2004), and cases of increased conflict may be
attributable to mental health problems rather than
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adolescence per se (Smetana 1996). Arnett
(1999) proposed that although ‘storm and stress’
is not apparent in all adolescents, it is experi-
enced more by adolescents than any other
age-group and more so in Western cultures. It is
certainly observable that risk taking (Steinberg
2007) and antisocial behavior (Moffitt 2003)
increase during adolescence; however, this
behavior persists and becomes pathological in
only a subset of youth (Moffitt et al. 2002). The
legacy of Hall’s ‘storm and stress’ theory is still
evident in clinical practice today as illustrated by
confusion regarding pathological versus
adolescent-typical mood and behaviors (Lau-
renssen et al. 2013).

Since Hall’s seminal work, this life stage has
become an area of great interest among psy-
chologists. Two main themes emerged from
theories of adolescent development from the
twentieth century. First, adolescence was con-
sidered both biologically and cognitively differ-
ent to childhood (Heaven 2001). During
adolescence, the brain undergoes major reorga-
nization and remodeling, which contributes to
age-specific behavioral characteristics and vul-
nerabilities. Prominent developmental transfor-
mations in the prefrontal cortex and limbic brain
regions (Spear 2000) affect cognitive control
systems which influence self-regulation. How-
ever, appreciable improvements in cognitive
control and behavioral inhibition do not emerge
until the transition from adolescence to adult-
hood (Steinberg 2007; Yurgelun-Todd 2007).
Consequently, adolescents are much more likely
to engage in behaviors that increase the likeli-
hood of death or injury than any other age-group
(Eaton et al. 2006). The age of peak physical
prowess in youth is thus also the period of
maximum psychological and emotional vulnera-
bility. We should also recognize, however, that
biology is neither static nor destiny. Adolescence
is also a period uniquely malleable to social
experiences and their context.

The second major emergent theme from the
twentieth century was the view of adolescence as
a time of newly established independence. Psy-
choanalysts such as Otto Rank and Erik Erikson
proposed that adolescence was an important

stage in which a young person is able to develop
an identity separate to the one imposed by their
parents. During this time, peer relationships
become increasingly salient (Muuss et al. 1988),
and as adolescents begin to spend more time with
their peers, they are more influenced by the
opinions and expectations of peers (Brown and
Larson 2009). If adolescent brain development
(and concomitant social processing skills) pro-
ceeds as they should, they will underpin a posi-
tive social and academic school experience
(Ogden and Hagen 2013). Deficits in this realm,
however, can lead to a lack of social acceptance
(Cillessen and Mayeux 2004) and increases in
antisocial behavior (Crick and Dodge 1994). We
will revisit the intersection between normative
and psychopathological developments in a later
section.

The Academic and Scientific Roots
of Child and Adolescent Psychiatry

The history of child and adolescent psychiatry
has been referred to as ‘a collection of services, a
body of knowledge, and a profession’ (Rey et al.
2015, p. 3). In this section, we focus on academic
developments, which have contributed to our
understanding of the etiology of mental disorders
and shaped intervention strategies for youth
mental health.

In the early nineteenth century, European lit-
erature on childhood mental diseases consisted
mainly of accounts of unusual cases; the pre-
dominant view was that ‘insanity’ did not occur
before puberty (Parry-Jones 1989). During the
second half of the nineteenth century, the first
textbook to include a full chapter on the ‘insanity
of early life’ was published (Maudsley 1867).
From that point onward, most textbooks included
chapters on ‘juvenile insanity,’ which was dif-
ferentiated from ‘idiocy,’ epilepsy, and the effects
of other neurological disorders. Nevertheless,
‘childhood insanity’ was still believed to be rare
(Parry-Jones 1989). Toward the end of the nine-
teenth century, puberty was recognized as a
salient cause of psychological disturbance, and
pubescent or adolescent insanity was frequently
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discussed (Maudsley 1895). Comparable to
Hall’s (1904) theory of normative adolescent
development, mental illnesses of pubescence
included abnormalities of feeling and conduct
with impaired self-control, waywardness, irri-
tability, and irresponsibility (Tuke 1892).

In 1933, Leo Kanner introduced the term
‘child psychiatry’ and published the first English
language textbook (of the same name) focusing
exclusively on this topic (Kanner 1935). Clinical
research in child psychiatry had been carried out
for some time; however, the establishment of the
Institute of Psychiatry in 1949 led to an increase
in academic posts in Britain and an increased
emphasis on the academic and scientific roots of
child psychiatry. In 1952, James Anthony was
appointed the first senior lecturer in child psy-
chiatry at the Institute of Psychiatry. However,
progress was slow outside of London. In 1973,
Michael Rutter was appointed to the first chair in
child psychiatry in Great Britain. He has subse-
quently become a leader of the discipline in
Britain and abroad, having great influence on
both practice and research (Hersov 1986).

In the 1960s to 1970s, Rutter led the first
epidemiological study of child and adolescent
mental health in the UK (Rutter et al. 1970).
Conducted in the Isle of Wight, it became the
standard for subsequent epidemiological research
in the field providing a wealth of information on
the prevalence of mental disorders and the
development of new measures (Hersov 1986).
Rutter was also integral in a second key devel-
opment: a number of landmark papers in the
1980s heralded the arrival of a new paradigm
called developmental psychopathology (Cicchetti
1984; Garber 1984; Sroufe and Rutter 1984).

Developmental psychopathology describes
the study of mental illness from a life span per-
spective, in which psychopathology is best
understood as a deviation from normal develop-
ment (Wenar and Kerig 2000). As biologic,
psychological, and social systems undergo pro-
found developmental changes during adoles-
cence (Spear 2000), this framework increased
our knowledge of adolescent psychopathology in
particular and developmental processes more
generally (Cicchetti and Rogosch 2002).

Early diagnostic manuals considered child-
hood psychiatric problems to be intrinsically
different from disorders in adulthood
(El-Gabalawi 2014). Nevertheless, key findings
in recent years have changed our understanding
of developmental psychopathology. First, large
longitudinal studies have confirmed the contin-
uation of childhood psychopathology into adult
life, which has been described in terms of
homotypic and heterotypic continuity (Moffitt
et al. 2007). Homotypic continuity describes the
persistence of the same disorder over time. In
other words, it suggests that a single disease
process may manifest across different stages of
development. In contrast, heterotypic continuity
(or sequential comorbidity) is the prediction of
one disorder from another, suggesting that an
underlying disease process may manifest differ-
ently across development (Maughan et al. 2013).
Second, it was recognized that a single causal
factor may have various outcomes depending on
the individual (i.e., multifinality) and conversely
that several causal factors may have the same
outcome (i.e., equifinality) (Cicchetti and
Rogosch 1996). Third, we now know that dis-
orders with a juvenile onset have a poorer
prognosis in adult life (Moffitt et al. 2002).
Schizophrenia with an onset in childhood or
adolescence, for example, has a particularly
malignant course and outcome (Hollis 2014).
Similarly, several studies point to the seriousness
of early-onset antisocial behavior (Tolan and
Thomas 1995).

Regardless of whether continuity is manifest
homotypically or heterotypically, mental disorder
persists into adulthood for a large proportion of
young people. Indeed, studies demonstrate that
up to 50 % of mental illness in adult life begins
before the age of 15 and 75 % by the age of 25
(Kim-Cohen et al. 2003). Population-based
studies suggest that the majority of youth expe-
rience some form of mental health problem
before the age of 12 (Copeland et al. 2011; Pat-
ton et al. 2014). The weight of evidence is such
that adult mental health disorders are now being
reframed as an ‘extension of juvenile disorders’
(Kim-Cohen et al. 2003). Thomas Insel, Director
of the National Institute of Mental Health
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(NIMH) in the USA, has stated that adult
‘mental disorders are the chronic disorders of
young people’ (http://www.nimh.nih.gov/news
/science-news/2005/mental-illness-exacts-heavy-
toll-beginning-in-youth.shtml). Because devel-
opmental psychopathology can help elucidate
disease (and protective) mechanisms, it is an
important component in the advancement of
prevention and early intervention (EI) efforts
(Cicchetti and Rogosch 2002; Institute of Medi-
cine 1994). In contrast to non-developmental
approaches which assume that mental disorders
present in the same way regardless of age, the
developmental psychopathology approach can
inform developmentally sensitive therapies
(Cicchetti and Rogosch 2002).

The 1990s saw the advent of ‘evidence-based
practice’ (EBP) for CAMHS. Prior to that, little
attempt was made to systematically examine the
quality of clinical treatments within these ser-
vices (Hoagwood et al. 2014). In 1999, a
research agenda on clinical interventions for
youths was published highlighting the need for a
new model connecting research to practice
(Burns et al. 1999). Key tasks outlined in this
paper include the synthesis of existing evidence
on promising interventions, the assessment of
quality indicators to improve standards of clinical
practice, and the evaluation of outcome measures
used in studies. A number of studies have sub-
sequently been untaken to answer questions
about the effectiveness of manual-based services
for young people with serious psychiatric disor-
ders (Hoagwood et al. 2014).

The term EBP in child and adolescent mental
health is most often used to differentiate between
psychosocial (or pharmacological) treatments
that have been tested in randomized controlled
trials (RCTs) to those that are used but have not
been studied in a systematic way. According to
the American Psychological Association, a
treatment is considered ‘well established’ if two
or more studies show that it is superior to med-
ication, placebo, or an alternative treatment
(Hoagwood et al. 2014). Parent training, for
example, is identified as a well-established
treatment for conduct problems in youth (Bre-
stan and Eyberg 1998).

EBP in the context of youth versus adult
services has different emphases. First, and con-
gruent with the developmental psychopathology
paradigm, the evidence base for CAMHS needs
to consider developmental issues (e.g.,
age-related changes, which may impact on
treatment efficacy) if it is to be meaningful
(Hoagwood et al. 2014). Second, treatments for
young people need to be planned within the
context of the family, which is central to effective
treatment and an understanding of the diagnosis
itself. Finally, service venues for young people
differ substantially from those for adults (e.g.,
schools) which will place very different demands
on the provider of the treatment (Burns et al.
1999). We will revisit the development of mental
health services for young people later in this
chapter.

Prevalence and Persistence of Youth
Mental Health Problems

The WHO defines epidemiology as the study of
the distribution and determinants of
health-related states or events (including disease)
and the application of this study to the control of
diseases and other health problems (WHO 2015).
In this section, we focus on the distribution (i.e.,
prevalence) of youth mental health problems.
A consideration of the determinants (or causes)
of youth mental disorders is beyond the scope of
this chapter.

Historically, adolescence was considered a
healthy period with low disease burden (Gore
et al. 2011). It is now seen as a time of vulner-
ability for mental disorder (Patton et al. 2014),
the point at which much of the disease burden
from mental disorder emerges (Gore et al. 2011).
Worldwide, neuropsychiatric disorders (includ-
ing major depression, bipolar disorder,
schizophrenia, and substance misuse) are one of
the major causes of years lost to disability
(YLDs) in young people aged 10–24 years,
accounting for approximately 45 % of YLD
(Gore et al. 2011).

In May 2014, the WHO released global esti-
mates of mortality and burden of disease in
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adolescence (WHO 2014). For adolescents,
mental health issues (i.e., depression and
self-harm) were among the top five global causes
of disability-adjusted life years (DALYs).
Unipolar depressive disorders were the top cause
of DALYs in high-income countries, the eastern
Mediterranean, European, and Western Pacific
regions. They were ranked in the top three in all
other regions, with the exception of Africa. In
15–19-year-olds, self-harm was the top cause of
DALYs in Southeast Asia and was in the top 10
in all other regions with the exception of Africa.
Although depression and self-harm ranked lower
as a cause of DALYs in Africa, actual DALY
rates are high in this region which overall has the
highest rates of DALYs among adolescents.

Many of the adolescents who participated in
the WHO global consultation consider mental
health to be the most important health problem
faced by adolescents today (WHO 2014).
Because most major mental disorders have their
onset in adolescence and early adulthood, they
have a disproportionate impact on the most
productive decades of life (McGorry et al. 2013).

Prevalence of Youth Mental Disorders

Epidemiological studies over the last few dec-
ades reveal the true burden of mental health
problems among young people. In an early
review, Roberts et al. (1998) identified 52 indi-
vidual prevalence studies (12 focusing on ado-
lescent populations) dating back to 1963. Most
studies originated from the UK and USA, though
there were also studies from Europe, Asia,
Africa, and South America. The mean prevalence
of psychiatric disorders across adolescent sam-
ples (12–13 years of age) was 16.5 % (median
15.0 %, range 6.2–41.3 %). These findings
should be interpreted with some caution due to
the considerable variation in prevalence rates
across studies, which the authors attributed to
disparities in methods of case ascertainment (i.e.,
type of interview) and definition (i.e., diagnostic
criteria).

In a subsequent review covering the literature
from 1996 to 2007, Patel et al. (2007) identified

fourteen worldwide community studies from a
range of countries including Australia, Brazil, the
Netherlands, Ethiopia, Hawaii, the USA, India,
South Africa, Switzerland, and the UK. They
found that within any given year, approximately
a quarter of youth (ranging in age from 1 to
24 years) suffered from a mental health disorder
(Patel et al. 2007). Two of the studies included
utilized high-risk community populations (Beals
et al. 1997; Garland et al. 2001), which may have
inflated prevalence rates. A careful scrutiny of
individual studies within this review revealed an
interesting pattern: The prevalence of mental
disorder appeared to increase with age. For
example, the Australian National Survey of
Mental Health and Wellbeing reported that at
least 14 % of adolescents younger than 18 years
of age had a diagnosable disorder. This figure
increased to 27 % in the 18–24-year age-group
(Sawyer et al. 2000). Similarly, in the British
Child and Adolescent Mental Health Survey
1999, Ford et al. (2003) found that the prevalence
of mental disorders increased during adoles-
cence; 7.8 % of 5–7-year-olds compared to
12.2 % of 13–15-year-olds had a diagnosable
disorder.

Since publication of this review, a large rep-
resentative population study suggests that
prevalence rates (at least in the USA) may be
even higher than previously described (Kessler
et al. 2012). Kessler and colleagues examined the
prevalence and persistence of DSM-IV disorders
in over ten thousand 13–17-year-old adolescents.
The estimated prevalence of any disorder at
30 days was 23.4 % and rose to 40.3 % at
12 months. Ratios of 30 days to 12-month
prevalence were generally lower than those of
12 months to lifetime prevalence, suggesting that
disorder persistence is often attributable to epi-
sode recurrence rather than chronicity.

Prospective evidence suggests that lifetime (or
cumulative) prevalence rates may be higher still.
In a study of 1943 Australian school children,
Patton et al. (2014) found that 42 % reported a
common mental disorder at least once during
adolescence. In the Great Smoky Mountains
cohort, Copeland and colleagues reported that
61.1 % of participants aged 21 years met criteria
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for a well-specified psychiatric disorder at some
point since the age of 9 (Copeland et al. 2011).
When diagnoses not otherwise specified
(NOS) were included, the total cumulative
prevalence for any disorder rose to 82.5 %. The
authors noted that while the prevalence of mental
disorders in young people is relatively low at any
given point in time, most youth will experience
some form of a mental health problem by the
time they reach early adulthood.

There is a meager body of evidence (espe-
cially large-scale studies) describing the preva-
lence of youth mental health disorders in low-
and middle-income countries (LAMICs) (Patel
et al. 2007, 2008). Mental health research in
LAMICs contributes only 3–6 % of all published
mental health research worldwide, with research
in child and adolescent mental health represent-
ing a smaller fraction still (Patel et al. 2008).
Prevalence figures appear largely comparable,
though slightly lower, to those in high-income
countries (HICs) ranging from 6.3 % in India to
18 % in Ethiopia (Patel et al. 2008). As Patel
et al. (2008) point out, however, the studies they
identified represent only a few LAMIC countries
and may therefore not be wholly representative.

Prevalence of Individual Mental
Disorders

Evidence from the large study of over 10,000
individuals in the USA suggests that in
mid-to-late adolescence (i.e., 13–17 years), anx-
iety disorders are most common (24.9 %), fol-
lowed by behavior (16.3 %), mood (10 %), and
substance-use disorders (8.3 %) (Kessler et al.
2012). Conversely, data from the Great Smoky
Mountains Study indicates that by the time youth
reach early adulthood, they are most likely to
suffer from a substance-use disorder (Copeland
et al. 2011).

Some important mental health problems
(perhaps due to the stigma associated with these
disorders in youth) were not assessed in the
prevalence studies we have described.
Smaller-scale studies, however, suggest that
these may be relatively common. In a

representative community-based sample of 568
youths, the prevalence of any DSM-IV person-
ality disorder was 14.6 % at 14 years, 12.7 % at
16 years, and 13.9 % at 22 years. The cumula-
tive prevalence was higher still reaching 18.1 %
at 16 years and 25.7 % at 22 years (Johnson
et al. 2008). Similarly, subclinical psychotic
symptoms appear relatively common in young
people, though symptoms appear to decrease
from childhood through adolescence. In a recent
meta-analysis of population-based studies,
Kelleher et al. (2012) reported that the median
prevalence of psychotic symptoms in children 9–
12 years of age was 17 %, decreasing to 7.5 %
in adolescents 13–18 years of age. While sub-
clinical in nature, recognition of these symptoms
is important as they may increase risk of psy-
chotic disorder in early adulthood (Poulton et al.
2000) and are correlated with non-psychotic
psychopathology, such as depression and suicide
(Johns et al. 2004).

Gender Variations in Prevalence
of Mental Disorder

Similar to adult populations (Hartung and Widi-
ger 1998; Piccinelli and Wilkinson 2000), gender
differences in the prevalence of youth mental
disorders are apparent. In a recent longitudinal
study in Australia, Patton et al. (2014) found that
females between the age of 15.5 and 17 years
were more likely than males (54 % vs. 29 %) to
experience mental health difficulties at some
point during adolescence. In a younger popula-
tion, the inverse pattern was observed; Meltzer
and Gatward (2000) found that 11 % of male
versus 8 % of female 5–15-year-olds suffered
from a mental illness. This finding may be partly
explained by the observation that generally most
childhood-onset disorders have a preponderance
of male cases, while most adolescent-onset dis-
orders have a preponderance of female cases
(Costello et al. 2006a, b).

Gender differences according to type of
mental disorder are also observed in adolescence.
Girls suffer more from mood, anxiety (Gau et al.
2005; Kessler et al. 2012), and eating disorders,
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while boys have higher odds of almost all
behavior (Ford et al. 2003; Kessler et al. 2012)
and substance-use (Kessler et al. 2012) disorders.
Furthermore, homotypic and heterotypic conti-
nuity and concurrent comorbidity appear more
marked in girls than boys (Costello et al. 2003).

Increases in Prevalence Over Time

It is not entirely clear whether rates of youth
mental disorder have increased over recent dec-
ades. Conclusions have been somewhat clouded
by methodological differences such as changes in
diagnostic criteria (e.g., DSM-III to DSM-IV)
and assessment methods and differences in offi-
cial reporting practices (Collishaw et al. 2004;
Costello et al. 2006a, b). Overall, there is some
evidence that mental health in youth is worsen-
ing, with young people being referred to as the
‘miners’ canaries’ of society (Eckersley 2008).

It appears that rates may have increased for
some, but not other, mental disorders. Collishaw
et al. (2004) examined potential increases in the
prevalence of behavioral and emotional disorders
in three different cohorts of adolescents with
assessments spanning 25 years. By using the
National Child Development Study (assessment
in 1974), the 1970 British Cohort Study
(assessment in 1986), and the British Child and
Adolescent Mental Health Survey (assessment in
1999), the authors could avoid relying on retro-
spective reports of prevalence. Furthermore, by
conducting a calibration study, they could be
confident that comparable questionnaires were
administered in all three cohorts. Conduct
(fighting; bullying; stealing; lying; disobedi-
ence), emotional (misery; worries; fearful of new
situations), and hyperactivity (fidgeting; rest-
lessness; inattention) problems were assessed via
parental report when youth were 15–
16-year-olds. There was a significant increase
in conduct problems over the 25-year study
period, ranging from 6.8 % in 1974 to 14.9 % in
1999. There was also a significant increase in
emotional problems from 10.2 % in 1986 to
16.9 % in 1999. Interestingly, an increase in

hyperactivity problems was only observed in
boys.

Findings regarding an increase in youth
depression seem more uncertain. While some
studies suggest that youth depression is a grow-
ing problem (Kessler et al. 1996, 2003), there are
major methodological concerns regarding avail-
able evidence. The estimates of first episode
depression in older cohorts were based on ret-
rospective recall, which may have led to an
underestimation of depression rates in the older,
compared to younger, cohorts. Indeed, a more
recent meta-analysis combining evidence from
26 child and adolescent cohort studies from the
1960s–1990s seems to confirm these suspicions
(Costello et al. 2006a, b). The authors found no
evidence for an increase in depression over the
last 30 years.

Persistence of Youth Mental Disorders

The length and number of episodes of mental
illness during adolescence appear to be predictive
of future psychiatric problems in adult life. In
Patton et al. (2014) 14-year longitudinal study,
almost 60 % of Australian adolescents with a
mental health disorder reported a further episode
in early adulthood (mean age 29). Girls were
particularly affected; 70 % of those who had a
persistent mental disorder in adolescence con-
tinued to experience mental ill health in adult-
hood. Outcome was a little better for those
experiencing one episode of less than six months
in duration, with just over half of this sample
receiving no further diagnoses in adulthood.
Similarly, Lewinsohn et al. (2000) found that
multiple episodes of major depressive disorder in
adolescence predicted recurrent major depressive
disorder in adulthood.

The findings from these two studies, however,
only demonstrate the persistence of mental ill-
ness into young adulthood. Colman et al. (2007)
explored the impact of adolescent disorder on
later mental health at several time periods in
adulthood. Approximately 70 % of adolescents
with anxiety or depression at both 13 and
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15 years of age reported a mental disorder at 36,
43, or 53 years of age in comparison with only
25 % of those who did not report an earlier
problem. This result was not replicated for those
suffering from an adolescent mental illness at
only one time point, suggesting that the length or
number of episodes of mental ill health is a key
predictor of adult mental health.

Prevalence of Suicide and Suicidal
Behavior

Psychiatrists now assert that suicide should be
viewed as a disease in its own right rather than a
behavioral consequence of mental disorder
(Perroud et al. 2013). Global estimates reveal that
suicide is a major cause of mortality for both
male and female adolescents, particularly in the
15–19-year-old age range (WHO 2014). Because
of its status as a leading cause of death in youth
and its strong association with mental illness
(Bridge et al. 2006; Wasserman et al. 2005), we
include a brief discussion of suicide in this
chapter.

Suicide rates are low in childhood, but begin
to increase from the age of eleven onward (Bri-
tish Medical Association 2006). In a nationally
representative US survey of 5877 respondents,
Kessler et al. (1999) found that the onset of
suicide ideation, plans, and attempts peaked in
the late teens to early 20s.

With adolescence comes an increased risk of
psychopathology, along with more independence
and cognitive resources. These factors converge
to heighten risk of suicide (Bridge et al. 2006).
Suicidal behavior is found to exist on a contin-
uum; it ranges from suicide ideation (thinking or
communicating about suicide) to suicide attempts
and, in the most severe cases, successful com-
pletion of suicide (Bridge et al. 2006). Suicide
ideation predicts suicide attempt (Jackson and
Nuttall 2001; Lewinsohn et al. 1994); thus,
tackling both suicide ideation and behavior is
universally important.

Approximately 15–25 % of adolescents
engage in suicide ideation (Bridge et al. 2006),
and approximately 2–4 % attempt suicide (Vyas

et al. 2015). Gender patterns vary according to
the type of behavior. More young males than
females commit suicide (Wasserman et al. 2005);
however, more young females engage in suicide
ideation (Bridge et al. 2006).

Both psychiatric and environmental risk fac-
tors are associated with suicidal behavior in
youth (Bridge et al. 2006). The Great Smoky
Mountains cohort of 9–16-year-olds indicated
that between 60 and 95 % of suicidal adolescents
had underlying mental health problems (Foley
et al. 2006). A review published in the same year
confirmed that approximately 90 % of suicidal
adolescents have mental disorders and that psy-
chiatric problems greatly increase risk of suicide
in this age-group (by up to nine times in com-
parison with healthy peers) (Bridge et al. 2006).
Individual differences, in the form of personality
traits, are also associated with increased risk of
suicide in youth. Bridge et al. (2006) identified
several personality traits commonly linked to
suicidal behavior including impulsive aggres-
sion, impulsivity, perfectionism, neuroticism,
lower self-esteem, and feelings of hopelessness.
Interestingly, two of the personality traits, lower
self-esteem and feelings of hopelessness, are no
longer associated with increased risk of suicide
when depression is controlled statistically. Indi-
rectly, this also suggests that ‘depression’ in
children and adolescents should be taken seri-
ously and treated.

Mental disorder (or personality traits) alone
cannot fully explain youth suicide. Environ-
mental risk factors also play an important role.
Poor physical health and disability (Grossman
et al. 1991), sleeping difficulties (Winsper and
Tang 2014), academic demands, school dropout
(Eggert et al. 1995), being bullied by peers
(Winsper et al. 2012), family difficulties, same
sex attraction (Borowsky et al. 2001), and
belonging to a minority group (Grunbaum et al.
2004) are all associated with increased suicide
rates in young people.

Our review of evidence confirms that adoles-
cence and emerging adulthood are periods of
great risk for the emergence and persistence of
mental disorders. Some of these disorders have
become more prevalent in recent years, such as
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conduct disorders in boys and eating/emotional
disorders in girls. We now consider whether
service reform has kept pace with the changing
evidence base.

Past and Current Youth Mental
Health Services

Historically, child and adult psychiatric services
have developed under very different societal
needs and demands (Singh et al. 2005). Prior to
the twentieth century, there were scant services
for mentally disturbed youth. Reports suggest
widespread admissions to workhouses and adult
asylums. These asylums made no specific pro-
visions for mentally ill children (Parry-Jones
1989; Wilkins 1987) and have been labeled the
forerunners of today’s adult mental health ser-
vices (AMHS) (McGorry et al. 2013).

Many scholars trace the origins of child psy-
chiatry back to 1899 when the first Juvenile
Court was established in Chicago, and a group of
influential and socially concerned women started
campaigning for a better understanding and
management of juvenile delinquency (Fung and
Cai 2008; Schowalter 2000). This led to the
opening of the first Child Guidance Clinic in
Boston in 1909. Child guidance clinics created a
model of multidisciplinary working, comprising
a team of teachers, judges, social workers, and
clinical psychiatrists. These clinics were a branch
of psychology rather than medicine; the focus
was very much on helping the young individual
adjust to their environment, rather than on the
treatment of mental illness (Keir 1952). The child
guidance movement rapidly extended to Europe
and the UK. In 1927, the East London Child
Guidance Clinic was established and served as a
‘demonstration’ and training clinic for psychia-
trists, psychologists, and psychiatric social
workers (Hersov 1986). The legacy of these
team-based institutions can be seen in today’s
CAMHS (McGorry et al. 2013).

Psychiatric services for young people were
also being provided in other settings (Hersov
1986). In the late 1920s, children were

increasingly referred to mental health centers,
two major services in the UK being the Tavistock
Clinic and Maudsley Hospital. The Tavistock
worked primarily on the development and
delivery of psychoanalytically based therapies
for children and encouraged a family-oriented
approach. The Maudsley focused on behavior
management and collaboration with other social
agencies. In the 1930s, a closer alliance between
pediatrics and child psychiatry began to be
forged (Kanner 1959), and the initial steps in the
formation of outpatient services for children
began (Parry‐Jones 1989).

Following the Second World War, child psy-
chiatry separated from adult psychiatry to
become an independent discipline (Parry‐Jones
1989). This marked a period of great advances in
the mental health care of young people. During
the Second World War, the need for children to
be evacuated away from their families brought
into sharp focus youth mental health problems. It
was now recognized that childhood emotional
disturbance was more widespread than was pre-
viously thought. The advent of the National
Health Service in 1948 meant there was more
money for hospital-based services for children,
which developed slowly mostly as outpatient
units (Hersov 1986).

By the 1950s, there were two main types of
psychiatric service for children. First, there were
the child guidance clinics run by local education
authorities. Second were the hospital-based child
psychiatric clinics under different ministries. The
former had closer links with the community and
were less formal; the latter were in closer contact
with other hospital services, such as pediatrics,
and thus had wider resources at their disposal.
There was somewhat of a rift between the two
types of service, though this was partially
reduced by the setting up of joint clinics (Hersov
1986).

In the latter half of the 1970s, several reports
were published emphasizing the need for ser-
vices for children. Fit for the future: Report of
the Committee on Child Health Services devoted
a large section to the need for psychiatric services
for children (Court 1976). In comparison with
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adult mental health care, which increasingly
focused on ‘diagnosable’ serious mental disor-
ders, CAMHS continued to provide a range of
family-oriented psychotherapeutically focused
services for a range of mental health problems,
regardless of whether these met strict diagnostic
criteria (Singh et al. 2005).

The Emergence of Early Intervention
Services for Psychosis: Dawn
of a New Service Model

The late 1990s saw the introduction of EI ser-
vices for psychosis. The first EI programs were
established in Australia and the UK and were
subsequently extended to Germany, the USA,
Canada, and Scandinavia (Kulhara et al. 2008).
The development of EI services was underpinned
by two factors. First, there was a shift in beliefs
concerning the treatability of schizophrenia.
Historically, schizophrenia was thought to bring
great social and clinical deterioration. Now, the
early phase of the disorder was seen as formative
and thus a prime period in which to intervene
(Birchwood et al. 1997). The second factor
driving EI was the reported association between
delay in antipsychotic treatment (known as the
duration of untreated psychosis: DUP) and
poorer illness outcomes (Penttilä et al. 2014).

EI for psychosis describes the delivery of
phase-specific treatment to young people (14–
35 years of age). Consistent with the clinical
staging framework, treatment may be delivered
at different early stages of the disorder (McGorry
et al. 2006). First, early detection (ED) may help
prevent the onset of schizophrenia in high-risk
individuals (known as primary prevention).
Second, effective treatment for individuals in the
early stages of psychosis (known as secondary
prevention) may help reduce the severity of the
illness (Kulhara et al. 2008).

Generally, the EI approach to psychosis has
been considered successful in terms of clinical
and cost-effectiveness (McCrone et al. 2010). In
the early 2000s, there was a scaling up of EI
services across numerous national health sys-
tems, particularly in England (McGorry 2013).

Nevertheless, this reform has not been carried out
systematically across the developed world. In
2012, a national system of 16 high-fidelity early
psychosis services began to be developed in
Australia, which by 2015 will enable many more
Australian communities to gain access to this
evidence-based service model (McGorry et al.
2013). Despite the robust evidence base of EI
services in psychosis, several skeptical voices
continue to argue that these were not the ‘best
buy’ for stretched health resources (Castle and
Singh 2015).

Youth Mental Health Services
in the Twenty-First Century

Although mental health services have continued
to evolve, the mental health services system
providing care to young people has been recently
labeled ‘manifestly inadequate’ for the unique
developmental and cultural needs of young
people (McGorry et al. 2013). We have described
adolescence as a period of increased risk for
mental health problems. It is also a time, how-
ever, when mental health problems often go
under-recognized and undertreated (McGorry
2013). Studies suggest that only 13 % of youth
with mental health problems in Australia
(McGorry et al. 2013) and less than a quarter in
the UK (Pople 2008) receive help. Thus, there is
a growing recognition of the need to improve the
accessibility, scale, and developmental appro-
priateness of mental health services for young
people and their families (McGorry et al. 2013).

The economic case for effective EI is unar-
guable (Suhrcke et al. 2008). The estimated costs
of personality disorders (which currently lack an
EI approach) to England in 2007 were £7.9 bil-
lion. Assume this approach remains unchanged;
costs are projected to rise to £12.3 billion in 2026
(Knapp et al. 2011). In comparison, EI services
for psychosis have demonstrated great savings.
Each young person treated by a specialist EI
service saves the British National Health Service
approximately £5000 per year (McCrone et al.
2010). Currently, youth mental health services
may be broadly categorized into two types:
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(1) traditional CAMHS and (2) youth-oriented
services (with a focus on EI) for individuals up to
the age of 25 years. We will discuss these two
types of service in turn.

The structure of CAMHS services, as exem-
plified by the UK model, is quite complex, pro-
viding support at 4 tiers (or levels). Tier 1
(universal) services include general practitioners,
health visitors, and schools. Tier 2 (targeted)
services include mental health professionals
working with young people with mild problems.
Tier 3 (specialist) services are a multidisciplinary
team of professionals providing a range of
interventions for various mental health problems
(e.g., substance-misuse teams). Finally, tier 4
(highly specialized) services provide day, inpa-
tient services, and in some cases home treatment
as an alternative to admission.

CAMHS have been criticized for not provid-
ing sufficient access, or appropriate care to young
people (McGorry et al. 2013). Treatment is
delivered up until the age of 18 years; then, the
young person is expected to transition to AMHS.
The drawbacks of this artificial boundary are
illustrated by the well-documented difficulties
surrounding transitions from CAMHS to AMHS
(Lamb and Murphy 2013; Singh et al. 2005,
2010). The transition boundary between
CAMHS and AMHS has been described as the
‘cliff edge’ of lost support for young people
leaving CAMHS (Lamb and Murphy 2013).

A service boundary at 18 years of age does
not sit well with the bulk of evidence demon-
strating that most mental health problems begin
before the age of 25 and peak in late adolescence
(Birchwood and Singh 2013). A boundary at this
point in time means that the mental healthcare
pathway for young people is weakest where it
needs to be at its strongest (McGorry et al. 2013).

A new wave of youth mental health services is
being developed, underpinned by the belief that
transitioning from youth to adult services at age
25 will result in better outcomes, as youths at this
age will have increased capacity and resilience to
cope with moving to adult services (Forward
2014). Australia has been at the forefront of the
development of these youth-oriented services,

though internationally they remain relatively
rare.

Here, we present examples of recently
evolving service models from Australia and the
UK, which have attempted to redefine service
structures for young people up to the age of 25.
Broadly speaking, these services may operate on
one of two levels. Tier 1 configuration represents
an enhanced primary care service extending into
a number of community domains. Tier 2 repre-
sents a specialist youth mental health service
enabling the treatment of more severe forms of
mental illness (McGorry et al. 2013).

Australian Services

Australia is currently experiencing a transfor-
mation in youth mental health programming
with reform occurring at both primary and
specialist care levels (McGorry et al. 2013). We
describe two service models (Headspace and
Origen) which have developed over the last
decade or so.

In 2006, the Australian Government initiated
‘Headspace’ as a primary care-level youth mental
health service. Headspace was designed to pro-
vide a multidisciplinary, community-based EI
service for 12–25-year-olds (McGorry et al.
2013). Following the initial launch of 10 centers
in 2006–2007, 90 are planned to be in operation
by 2015. Reflecting the diversity of Australia
(e.g., remote versus highly urbanized), there are
local variations in center; however, each has four
delivery streams serving mental health, alcohol
and other drug use, physical health, and voca-
tional needs (Rickwood et al. 2015). In addition
to these four core streams, each Headspace center
delivers community awareness campaigns to
encourage help-seeking behavior and aid the
early identification of mental health problems.
Online resources and school-based intervention
programs also buttress services. Headspace pro-
motes a youth-friendly environment to provide a
soft entry point, attracting youth into services
without prematurely labeling (McGorry et al.
2013).
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While it is still early days, initial feedback for
the Headspace model is encouraging. There has
been considerable uptake by young people. As of
October 2012, over 75,000 youths had accessed
Headspace services (Rickwood et al. 2015). This
is impressive considering the documented reluc-
tance of youth to seek help for mental health
problems (Rickwood et al. 2005) and may be
attributable to the youth-friendly, low-stigma
approach adopted by this service model.
Indeed, 93 % of young people surveyed reported
being satisfied with the care they received, while
62 % reported an improvement in their physical
health (Muir et al. 2009).

While Headspace delivers first-tier EI for
common mental health problems, second-tier
services are also needed for youth with more
complex presentations. Orygen Youth Health was
established in Melbourne in 2002 to fill this need.
Orygen is Australia’s largest youth-specific (15–
25 years) mental health organization catering for
a catchment area of approximately one million
people (Purcell et al. 2011). By extending the
Early Psychosis Prevention and Intervention
Centre (EPPIC) model, Orygen delivers special-
ist EI care to a wider range of mental health
problems (McGorry et al. 2013).

Orygen has four specialist clinics: The EPPIC
treats young people with first episode psychosis.
The Personal Assessment and Crisis Evaluation
(PACE) clinic accepts young people who are at
ultra-high risk of developing a psychotic disor-
der. The Youth Mood Clinic is for young people
experiencing a range of non-psychotic disorders,
such as major depression, and Helping Young
People Early (HYPE) caters to youth with
emerging borderline personality disorder (BPD).
Each clinic offers a 2-year period of care with a
range of specialized interventions, alongside a
psychosocial recovery program to support social
and vocational recovery (McGorry et al. 2013).

These specialized services sit at the interface
between EI and prevention by offering indicated
prevention programs. The HYPE clinic, for
example, treats youths with three or more BPD
symptoms (the clinical threshold is � 5 symp-
toms) to intervene before the disorder becomes
established and chronic (Chanen et al. 2009).

Developments in the UK

In line with UK mental health policy promoting
prevention and EI (Department of Health 2011),
two youth service models (Youthspace and the
0–25 service) have been developed in Birming-
ham. Birmingham is the second largest city in the
UK with a population of 1.2 million. It is often
characterized as Europe’s ‘youngest city,’ and as
such, it seems fitting that it is leading the way in
youth mental health provision in the UK (For-
ward Thinking Birmingham 2015).

Youthspace was created by Birmingham and
Solihull Mental Health Foundation Trust
(BSMHFT) to initiate the development of
youth-sensitive service provision for 16–
25-year-olds (McGorry et al. 2013). The service
was developed in extensive consultation with
young people and using qualitative research on
experiences of existing youth services (Lester
et al. 2009). Youthspace aims to improve access
for youth through the redesign of existing sec-
ondary healthcare provision. There are two main
pathways to access services. At the primary level,
youth access teams supply assessment and for-
mulation to the referring general practitioner. The
default treatment is brief (evidence-based) cog-
nitive behavioral therapy, while medication is
delivered by the general practitioner, in consul-
tation with the teams’ psychiatrist. Young people
are seen in low-stigma locations of their choice,
where they are additionally screened for emerg-
ing disorders. Those requiring intensive treat-
ment will have access to specialized streams
(e.g., EI for psychosis, eating disorder services)
(McGorry et al. 2013).

Similar to Headspace, Youthspace promotes
mental health awareness via school-based inter-
ventions and utilizes the Internet and social
media to maximize engagement with young
people. The core Web site (www.youthspace.me)
provides young people with advice, education,
individualized assessment, and some (e.g., cog-
nitive behavioral) online therapies (McGorry
et al. 2013).

In October 2015, Forward Thinking Birm-
ingham launched the new 0–25 community
mental health service for children, young people,
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and young adults. In an innovative move,
seamless services will span the 0–25-year-old
age-group to bring an end to disjointed care
provision and unsuccessful transitions from
CAMHS to AMHS. The service is based around
the five core principles of (1) prevention, (2) ac-
cess, (3) choice, (4) integration, and (5) joined-up
care. These services are very early in their
development, and are now in the process of
gradually transferring services and patients
between providers (Forward Thinking Birming-
ham 2015).

Youth Mental Health Services in Low-
and Middle-Income Countries

The youth-oriented services we have described
so far are in HICs. While EI programs have been
adopted in many countries, they are by no means
ubiquitous. Fiorillo et al. (2015) surveyed 60
psychiatrists who were early in their career and
associated with the World Psychiatric Associa-
tion—to examine variations in EI services across
countries. Of the 35 countries surveyed, EI ser-
vices only existed in 22 countries (63 %), most
frequently for the treatment of schizophrenia
(75 %). Overall, there was a significant differ-
ence in the availability of EI services between
high- and middle-income countries. EI services
were available in 85 % of the high-income ver-
sus 33 % of the middle-income countries
(p < 0.01). A breakdown of EI services accord-
ing to mental disorder treated revealed an inter-
esting pattern. EI services for substance-abuse
disorder were actually more common in middle-
than high-income countries (86 % vs. 39 %,
p < 0.05). This reflects the mental health policy
priorities of some middle-income countries,
which have a high incidence of substance dis-
orders (Dickson-Gómez 2012).

Training programs for EI in mental health
disorders were only available in 38 % of coun-
tries, including Australia, Brazil, Canada,
Cyprus, Croatia, France, Germany, Nigeria,
Norway, Serbia, Switzerland, Turkey, and the
UK. The authors concluded that EI services for
mental health disorders are now relatively

widespread; however, training in EI is still far
from satisfactory for psychiatrists early in their
career and psychiatric trainees. While the Fiorillo
study demonstrates that EI services are beginning
to be disseminated throughout high- and some
middle-income countries, low- or
very-low-income countries were not included in
the survey. It seems that EI services may remain
somewhat of a chimera in low-income countries
where the basic needs of the patient are not being
satisfied (Fiorillo et al. 2015).

Until quite recently, the planning of mental
health care in low- and lower-middle-income
(LAMICs) countries was neglected. In 2002,
only 7 % of countries around the world had a
specific child and adolescent mental health pol-
icy (Shatkin and Belfer 2004). In 2005, the WHO
launched the Atlas Child and Adolescent Mental
Health Resources Project to document the status
of service development, training, and policy for
child and adolescent mental health worldwide.
Sixty-six countries contributed to the survey, 46
of which were LAMICs. Overall, the authors
concluded that there is a large gap in CAMHS
worldwide, but particularly in LAMICs.

LAMICs face major barriers to youth mental
health care including a shortage of mental health
professionals generally and a lack of training in
child mental health care specifically. As a result,
this increases the likelihood that misidentification
of mental health problems (e.g., as laziness or
misplaced discipline problems) will perpetuate
stigma (Rahman et al. 2000). The small number
of youths in low-income countries, who do see
psychiatrists, are too often lost to follow-up ser-
vices. Thus, little is known about their outcomes
because services are poorly organized (Omigbo-
dun 2008). Inequalities in low-income countries
are even greater for the poorest children, who are
unable to gain access to services in urban or
affluent areas (Saxena et al. 2011).

In 2011, Morris and colleagues reviewed the
mental health services received by children and
adolescents (17 years of age or younger) in 13
low-income countries, 24 lower-middle-income
countries, and 5 upper-middle-income countries.
The countries were selected based on criteria used
by theWorld Bank on July 2007 to designate low-,
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middle-, and upper-middle-income countries
(Morris et al. 2011). There were 7 countries from
Africa (5 low-income, 1 lower-middle-income,
and 1 upper-middle-income). There were 8 coun-
tries from the Americas (5 lower-middle-income
and 3 upper-middle-income). Seven countries
came from the eastern Mediterranean (1
low-income and 6 lower-middle-income). Eight
countries came from Europe (1 low-income, 6
lower-middle-income, and 1 upper-middle-
income). Eight countries came from the South-
east Asia (4 low-income, 4 lower-middle-income)
and 4 from the Western Pacific (2 low-income, 2
lower-middle-income).

Each country completed the WHO Assess-
ment Instrument for Mental Health Systems
(WHO-AIMS), which has defined indicators of
care to provide data on services actually ren-
dered. The treated child and adolescent preva-
lence (i.e., sum of number of youth seen in
mental health services over one year divided by
the estimated total child population for the same
period) over one year in low-income countries
was 43 per 100,000. In lower-middle-income
countries, the number of young people who
received mental health services was 295 per
100,000. And, the number seen in
higher-middle-income countries was 1432 per
100,000.

Treated youth prevalence figures were much
lower than adult treated prevalence rates in
low-income countries (290 per 100,000) and
adults in lower-middle-income countries (612 per
100,000). On the contrary, in
higher-middle-income countries, the rates for
adolescents and adults were very similar in
higher-middle-income countries (adults 1405 per
100,000; adolescents 1432 per 100,000).

This survey revealed a very low number of
mental health services catering exclusively to
children and adolescents in these countries. The
median percentage of youth-only outpatient ser-
vices was 3 %, while the mean percentage for
other types of youth-only facility was 0 %.
Training in child and adolescent mental health
was also minimal. Across countries, less than
1 % of mental health professionals (e.g., psy-
chiatrists, nurses, and psychologists) had

received a refresher course on child and adoles-
cent mental health issues, though training was
more common in higher-middle-income coun-
tries with a median of 8 % (Morris et al. 2011).

Thus, current evidence indicates that mental
health services for children and adolescents are
extremely rare in low- and (most) middle-income
countries, greatly limiting access to care for these
young people. This is particularly troublesome as
the bulk of young people worldwide (up to
90 %) live in low- and middle-income countries
(Barry et al. 2013).

Congruent with the WHO Mental Health Gap
Action (mhGAP) program priorities, a ‘scaling
up’ of youth mental health services is urgently
needed to reduce the large burden of neuropsy-
chiatric disorders in LAMICs (WHO 2008). As
Morris et al. (2011) point out, the unprecedented
financial resources that are being devoted to
children and adolescents must now be used to
promote sound and sustainable mental health
programming.

Prevention: The Way Forward

As we have highlighted, half of the mental dis-
orders start by age 15 and three-quarters by age
25. Furthermore, the first symptoms of mental
illness typically appear two to four years before
the full disorder is diagnosed. It is thus clear that
prevention programs should take a developmen-
tal approach and target young populations
(Beardslee et al. 2014).

Scientific evidence supporting the prevention
of mental illness has grown over recent years. In
1994, the Institute of Medicine (IOM) published
the first report describing models of prevention to
encourage the implementation of effective pri-
mary prevention programs for mental disorders
(Mrazek and Haggerty 1994). This report delin-
eated three levels of prevention to target groups
experiencing varying degrees of risk. First, uni-
versal prevention describes preventive interven-
tions aimed at whole populations. Second,
selective intervention targets youth at elevated
risk of psychiatric problems (e.g., those exposed
to family adversity). Finally, indicated
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prevention supports those with early signs or
symptoms of mental illness (as discussed in ref-
erence to the HYPE model in Melbourne).

Since the publication of the 1994 IOM report,
about 400 randomized controlled prevention tri-
als for mental, emotional, and behavioral disor-
ders have been published and underpin the
recommendations presented in the 2009 IOM
report (O’Connell et al. 2009).

Reflective of developmental risk and protec-
tive factors, there are numerous opportunities for
preventive interventions throughout individual
development toward young adulthood (i.e., pre-
natal period, infancy, childhood, and adoles-
cence) (Beardslee et al. 2014). Prior to
adolescence, interventions that foster academic
development and cultivate social and emotional
skills may offer great promise (Greenberg et al.
2003). In adolescence, interventions that are
targeted at preventing specific disorders, such as
depression, become more appropriate (Barrera
et al. 2007).

Systematic reviews incorporating studies from
HICs indicate that school- or community-based
mental health promotion interventions can lead
to significant improvements in mental health,
social functioning, academic performance, and
health-related behaviors (Nores and Barnett
2010; Weare and Nind 2011). In their examina-
tion of 52 systematic reviews and meta-analyses,
Weare and Nind (2011) highlighted several key
factors for successful school interventions
including teaching skills, a focus on positive
mental health, starting early with young children,
embedding work within a multimodal/whole
school approach, liaising with parents, and
coordinated work with outside agencies. Also,
key to effectiveness was the complete and accu-
rate implementation of the intervention.

Recent research indicates that mental health
promotion interventions for young people can
also be implemented effectively in LAMIC
school and community settings. In a recent sys-
tematic review commissioned by the WHO,
Barry et al. (2013) identified 22 studies across
LAMICs, examining 20 different types of inter-
vention (e.g., combined mental health and
physical fitness promotion, cognitive behavioral

techniques, and peer support). Overall,
school-based interventions had significant posi-
tive effects on students’ emotional and behavioral
well-being, including reduced depression and
anxiety and improved coping skills. Similarly,
community-based interventions utilizing a mul-
ticomponent approach had positive impacts on
youth mental health and social well-being.
However, as with other areas of youth mental
health research, the majority of studies were
implemented in upper- and lower-middle-income
countries (18 out of 22), highlighting the paucity
of evidence from low-income countries.

While prevention has the potential to impact
on the incidence (i.e., new cases) and prevalence
of mental disorders, its successful application
requires a paradigm shift in mental health care
(i.e., the prioritization of prevention to reduce
suffering, create healthier families, and save
money) (Beardslee et al. 2014). Approaches that
begin early in childhood have greater chance of
success, as they can sustain existing resilience
and strengthen coping abilities (Barry et al.
2013).

Conclusions

Adolescence is a period of intense, profound,
and unsettling change. Both brain and body are
being transformed, as are emotional, cognitive,
and social aspects of one’s being. Young people
have to leave the sheltered dependency of their
parents or caretakers and seek adult roles,
develop autonomy and independence, and
embark on emotional and sexual intimacies and
may need to move to their own accommodation.
If they are receiving health care, they will need
to move from a child to an adult-oriented sys-
tem. It is thus a period of multiple transitions:
developmental, situational, relational, and health
care.

Adolescence and emerging adulthood are best
conceptualized as a prolonged stage with differ-
ent individuals having different developmental
trajectories. Adolescence is also a high-risk per-
iod for psychological morbidity. Overall rates of
mental health problems in young people increase
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with age, problems become more complex, and
the more serious disorders such as psychosis
emerge. Adolescent mental health problems also
predict problems in adulthood.

Despite the evident importance of meeting the
mental health needs of this group, there are
several gaps in current service provision and
evidence base, low levels of investment in eval-
uation of existing services, and until recently a
lack of political will and investment necessary to
fill these gaps. The health sector represents a
great opportunity for mental health promotion
and prevention among adolescents. Recent
advances in our understanding of the adolescent
onset of adult mental health disorders, the robust
evidence base for EI in psychosis heralding a
paradigm shift in early and assertive management
of all mental disorders; and, renewed effort at
targeted and indicated prevention are all finally
driving a much needed change in service struc-
ture and provision, especially in the developing
world. Much more needs to be done, especially
in the developing world where the bulk of youth
live. But the long overdue and very welcome
reform of youth mental services has started. Our
youth deserve no less.
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7Restorative Justice and Adolescent
Health

Stefaan Pleysier, Inge Vanfraechem and Lode Walgrave

Introduction

Youth criminology generally distinguishes
between two types of youthful offending (Rutter
et al. 1998; Stattin et al. 2010). One type is
considered to be transitional and is an expression
of the particular tasks and crises that are typical
for adolescence. It is expected that this delin-
quency gradually fades away when the adoles-
cent grows into young adulthood. The other type
of youth offending is more persistent and caused
by more systematic specific factors and dynam-
ics, such as lack of social prospects or psy-
chosocial troubles. Youth justice systems are
designed to address these problems. Compared to
adult criminal justice, youth justice systems are
more flexible, more focused on the needs and
underlying causes of the conduct, and more ori-
ented toward rehabilitation of the juvenile
through treatment, (re)education, and other wel-
fare measures.

Currently, these systems are under pressure.
The sociocultural climate in most Western soci-
eties seems to be captured in a so-called punitive
turn (Snacken and Dumortier 2011) and youth
justice systems are reproached by a variety of
critiques: ineffective, too soft, and lacking cred-

ibility with regard to serious crime, neglecting
legal safeguards of the young, as well as the
needs and rights of the victims. In this context, a
third way of responding to offending is emerging
(Walgrave 2004). From hardly known, restora-
tive justice has become in a few decades a broad
and still ‘widening river’ (Zehr 2002, p. 62) of
renovating practices and empirical evaluations; a
central issue in theoretical, juridical, and social–
ethical debates; and a ubiquitous theme in juve-
nile justice and criminal justice reforms world-
wide. For some, it is a way to divert as much as
possible offenders from the traditional judicial
procedures. For others, restorative justice is a
completely new paradigm that should replace in
the long run the punitive or rehabilitative (for
juveniles) premises in the reaction to crime.
There is no doubt that restorative justice practices
are increasingly penetrating youth justice sys-
tems in most Western countries.

In this chapter, two questions are asked. The
first one addresses the possible complementarity
of the restorative justice approach with the
rehabilitative welfare orientation that mostly
predominates youth justice. The second question
is whether restorative justice responses on their
own can significantly contribute to the
well-being or mental health of adolescents. The
first section describes how welfare-oriented
youth justice systems are under pressure. While
we use Belgium as a case, the described devel-
opments clearly exceed the Belgian case and are
observed worldwide. The second section presents
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restorative justice as a possible third way in
responding to youth crime, avoiding the unpro-
ductive rehabilitation/punishment debate. The
third section explores the potentials of framing
restorative justice practice into a legal context,
which is needed if it is advanced as a full-fledged
alternative. In doing so, the socio-ethical grounds
underlying restorative justice are brought to the
surface in order to show that the ideas go beyond
the simple technique of answering to (youth)
crime, but may inspire a more comprehensive
attitude and policy regarding youth and welfare.
The fourth section investigates the feasibility of
restorative justice practice, based mainly on
systematic empirical research. Finally, we land at
the core question of this chapter, whether
restorative justice does contribute to the
well-being of adolescents who are confronted
with the public response to their offending.

Rehabilitative Approach in Youth
Justice Under Pressure

A Short Outline of the Belgian Youth
Justice History

Of all West European countries, Belgium is
probably the archetypical example of a juvenile
justice system based on welfare protectionism
(Christiaens et al. 2011; Dünkel 2013; Put and
Walgrave 2006). Influenced by the discovery of
childhood as a separate phase in life and a subject
for a growing body of academic research in the
early twentieth century, the Child Protection Act
of 1912 replaced a traditional and general penal
response to (youth) crime with a protectionist
answer ‘in the best interest of the child.’ The idea
was that minors’ criminality was a symptom of
underlying problems and that they could there-
fore not be held responsible for their acts. They
should be ‘protected and (re)educated rather than
punished’ (Christiaens et al. 2011, p. 100).
Hence, the Child Protection Act abolished
criminal punishment for children under the age
of 16. A new Youth Protection Act in 1965 lar-
gely confirmed and continued the welfare pro-
tectionist approach and was in line with the

‘ideals of penal welfarism in vogue in the 1960s’
(Cartuyvels et al. 2010, p. 30). Moreover, this
new Youth Protection Act integrated minors who
committed crimes and minors ‘in need of pro-
tection’ mainly because of poor parenting. Fur-
thermore, and with only a few exceptions, this
new Youth Protection Act extended the upper
limit of the minimum age of criminal responsi-
bility to the age of 18 (Put et al. 2012).

The option for a welfare-oriented system,
however, did not exclude continuous discussion
on the foundations of that choice or, more in
particular, on how to deal with juvenile delin-
quency. In fact, Belgium could very well be seen
as a ‘fairly good example of the hesitations that
are reflected in juvenile (criminal) justice devel-
opments in Europe’ (Cartuyvels et al. 2010,
p. 29). Cartuyvels et al. (2010) state that since the
1980s four different critiques on the traditional
welfare-oriented and protectionist juvenile justice
models can be observed. A first critique tackles
the doubtful effectiveness of the welfare system
and the apparent gap between the ‘welfare
model’s ideals and its actual results’ (Cartuyvels
et al. 2010, p. 30). Secondly, the protectionist
idea lacks credibility in responding to serious
youth crime and ‘hard-core’ juvenile delinquents.
A third critique questions the compliance of
protectionist interventions, although in the ‘best
interest of the child,’ with legal safeguards and
international standards. And a final and fourth
critique, stimulated by a so-called victimological
turn in our society (Boutellier 1993), accuses the
traditional welfare-oriented system of omitting
the victim from all procedures (Cartuyvels et al.
2010, p. 31).

Together with the reform of the Belgian state,
these critiques resulted in a reform of the 1965
Youth Protection Act, which became the 2006
Youth Justice Act. The Youth Justice Act reaf-
firmed the autonomous and independent position
(from the criminal justice system) of the youth
justice system both in content and in organiza-
tion. It applies to minors (below 18) who have
committed and Act defined as an offence. Only in
exceptional cases, for acts committed between
the ages of 16 and 18, when the youth protection
measures are judged as no longer appropriate, it
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is possible to apply criminal law (Put 2010).
Furthermore, the Act provides the fundamental
principles for the youth justice system and
introduces additional legal rights. To a large
extent, the Act reaffirmed its protectionist nature
and roots. Instead of sanctions, ‘measures of
care, preservation, and education’ do not neces-
sarily refer nor are proportional to the offence at
stake. Strictly speaking, the severity of the
intervention does not depend on the gravity of
the offence but is adapted to the circumstances
and situation of the minor. In practice, however,
the seriousness of the offence does influence to
some extent the nature of the intervention (Put
2010, pp. 279–280).

The Youth Justice Act increased the number
of possible interventions from four to twelve,
which mainly regulated and legalized the exist-
ing variety of interventions in practice. What is
important within the scope of this contribution is
the fact that the Act also introduced and set out a
framework for restorative justice practices in
dealing with juvenile delinquency. Moreover, the
Act stipulates the order of preference in defining
the appropriate intervention, with a priority for
‘restorative and constructive’ interventions (Put
et al. 2012).

Retreat from Welfare

Within the last decades, a neoliberal discourse,
neoconservative tendencies, and a so-called
punitive turn emerged in almost all Western
countries, pressurizing in particular those youth
justice systems with a traditional focus on wel-
fare and protection (Snacken and Dumortier
2011; Bailleau et al. 2010). More in general, a
retreat from traditional welfarism in favor of a
society oriented toward safety, security, and the
principle of precaution is promoted (Garland
2001). In the field of penal policy and criminal
justice interventions, the dominant rehabilitative
approach has eroded and an emphasis on ‘retri-
bution, incapacitation, and the management of
risk’ seems to emerge (Garland 2001, p. 8). In
the dawn of a risk society and the rise of the
precaution principle, new mechanisms and

strategies oriented to efficiency, efficacy, early
detection and intervention are developed and
fine-tuned, and emerged also within the domain
of youth crime and juvenile justice.

In their study on juvenile justice in 10 coun-
tries in Europe, Turkey, and Canada, Bailleau
et al. (2010, pp. 8–10) report on some common
‘principles of change.’ The authors observe a
rising social intolerance and a trend for more
law-and-order policies and practices in these
countries. Young people are increasingly seen as
‘a primary source of danger and crime’ against
which society has to protect itself. Populist and
punitive discourses promote and pressure youth
justice policy and practices away from an
approach to protect and rehabilitate ‘youth at
risk’ toward a system emphasizing the danger of
a ‘youth as risk’ category. The result is, accord-
ing to Bailleau et al. (2010, p. 9), ‘the increased
surveillance of young people and families by a
host of entities and the extension of criminal-
ization to include certain types of behavior that
used to be considered to be mere deviations from
the norm and/or petty delinquency.’ These
strategies of surveillance and control are further
supported by neoliberal and neoconservative
emphasis on accountability, empowerment, and
responsibilization.

Parallel to this development, the impact of
international conventions and legal safeguards
for minors in youth justice systems increased.
Compared to (adult) criminal justice,
welfare-oriented and more flexible juvenile jus-
tice systems ‘fail to uphold many of the proce-
dural principles protecting the purported juvenile
offender’s rights’ (Bailleau et al. 2010, p. 15;
Cartuyvels and Bailleau 2010). The most
prominent of all international standards, ratified
by all but two countries, is the 1989 UN Con-
vention on the Rights of the Child (CRC), stating
the necessity of a child-oriented approach and
focus on ‘education, support, and integration into
society’ for all minors in contact with the law
(Doek 2009). A number of international stan-
dards addressed more particularly youth justice,
such as the so-called Beijing Rules (UN standard
minimum rules for the administration of juvenile
justice), the Havana Rules (UN rules for the
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protection of juveniles deprived of their liberty),
and at the European level, the recommendations
of the Council of Europe, in particular those
concerning ‘new ways of dealing with juvenile
delinquency and the role of juvenile justice’ (Rec
(2003)20) and ‘juvenile offenders subject to
sanctions or measures’ (Rec(2008)11) (Doek
2009, pp. 19–20; Dünkel 2013, pp. 146–147).

Belgium is, as mentioned, no exception to
these debates. On the contrary, one could even
say that the Belgian youth justice system, tradi-
tionally known for its outspoken welfare- and
protectionist-oriented touch, is even more vul-
nerable to the above-mentioned critiques. In fact,
Put et al. (2012) argue that, ever since the 1965
Youth Protection Act, Belgian authorities were
caught in a hold between a revision of the
rehabilitative system, a tendency toward more
punitive and repressive responses toward juve-
nile delinquency, and a restorative
justice-oriented approach. Put and Walgrave
(2006, p. 125) predicted that the youth justice
system would be less purely welfare oriented, but
‘based more on restorative (and/or punitive)
sanctions and focused more on the harm and
suffering caused by the offence to victims.’
Indeed, the Youth Justice Act introduced in 2006
illustrated in a variety of ways the before men-
tioned and broader trends in society and the
‘hesitations’ surrounding juvenile justice devel-
opments in Europe. The 2006 reform crystalizes
at least five related ‘lines of force’ that emerged
in the preceding period (Cartuyvels and Bailleau
2010, p. 32). The new legislation expresses
(1) the need to have a broader array of alternative
sanctions available in all steps of the procedure;
(2) the introduction and formalization of a
restorative logic; (3) the idea of a firm respon-
sibilization of young people and their parents;
(4) the trend to be tougher on crime and juvenile
delinquency, while at the same time; (5) affirm-
ing legal rights and procedural safeguards, not
the least because of the growing focus on inter-
national standards of human rights. A new
reform of the youth justice system is expected in
the coming years and will probably continue
along previous changes and developments: a
further reduction of the traditional

welfare-oriented model in favor of a more
legalistic approach, a focus on responsibilizing,
and sanctioning young offenders and their par-
ents, and an increasing reliance on restorative
responses to youth crime (Berghmans 2012;
Goedseels 2012).

Focusing on broad trends and general princi-
ples might disguise equally important differences
between and perhaps even within countries.
According to Muncie and Goldson (2006,
p. 198), it is assumed ‘that developments in any
single nation state cannot be fully explored
without reference to sub-national, regional and
local diversity as well as acknowledging the
impact of international and global forces.’
Although one could generally agree with the idea
that most countries are confronted with a ‘retreat
from welfare’, studying youth justice systems
also points to the fact that legislation, policy, and
practice are always ‘a result of competing inter-
nal and external pressures’, and therefore, these
systems are ‘continually in transition and flux’
(Bailleau et al. 2010; Muncie and Goldson 2006,
p. 196).

Moreover, it is important to distinguish public
opinion and political discourse from the juvenile
justice system in general, and practices and
practitioners within the system more in particu-
lar. As Dünkel (2013, p. 146) mentioned, the
claim that a ‘new punitiveness’ prevails within
media and political speech indeed draws the
attention away from the fact that the practice of
many justice systems seems to be fairly resistant
to this punitive turn and neoliberal tendencies
(Dünkel 2013, pp. 164–165; Muncie 2008). In a
similar way and based on their large comparative
study, Cartuyvels and Bailleau (2010, p. 265)
agreed that a ‘dramatization of the political dis-
course’ on youth crime and juvenile justice does
not by definition give rise to a ‘toughening of
juvenile criminal law.’ They argue that resistance
is indeed being put up ‘by those responsible for
actual practice on the ground.’ It leads them to
conclude that traditional welfare-oriented
approaches, as in Belgium, seem to erode in
favor of mixed models, a ‘new complexity’ or a
‘hybridization of logics’ (Cartuyvels and Bail-
leau 2010, p. 270; Dünkel 2013, p. 152, 164).
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Restorative Justice as a ‘Third Way’

The Belgian Youth Justice Act 2006 formalized
several restorative justice practices that existed
until then in a more informal way. An important
element was the prioritization of restorative jus-
tice answers to juvenile delinquency: mediation
between the victim and the offender, facilitated
by an impartial third party; restorative confer-
encing, an ‘extended mediation,’ including the
family and other persons of confidence of both
stake-holding parties (in a few versions, the
police represent the public interest); and com-
munity service, an unpaid service to a public
interest. Restorative answers could also include
the so-called written project. Under the Belgian
Act, the young offender and his family can
express and explain in a written proposal to the
judge what they will do to repair the harm and
avoid further delinquency. These models are
considered to be primary responses to youth
crime (Cartuyvels and Bailleau 2010; Put et al.
2012). Put and associates (2012) consider these
restorative justice practices as a way to assist
young offenders in assuming responsibility and,
at the same time, to take victims’ needs and
rights seriously.

Several authors suggested that the emergence
and establishment of restorative justice practices
is not a coincidence but the outcome of the
aforementioned discussions surrounding youth
crime and juvenile justice (Dünkel 2013). The
restorative justice paradigm and its interventions
seemed to settle ongoing debates: It was ‘the
ideal of a third way between prevention and
punishment’, meeting the ‘objectives and ends of
the welfare logic (education, justice, and reha-
bilitation) with neoliberal or neoconservative
emphasis (accountability, empowerment, and
responsibilization)’ (Bailleau et al. 2010, p. 10,
21). The notion of responsibility is crucial as it
fits the broader evolution from traditional welfare
to neoliberal workfare policies, with the latter
being marked by ‘a desire to activate, empower,
hold accountable, and control population groups
in vulnerable situations’ (Bailleau et al. 2010,
p. 13; Christiaens et al. 2011). However, while a
firm emphasis on the notion and value of

‘responsibility’ is not necessarily a bad thing, it
risks being a potential gateway to increased
punitivity within youth justice (Bailleau et al.
2010; Put et al. 2012). Activation, empowerment,
and responsibilization could be considered as a
constructive way of offering opportunities, but it
also incorporates some inherent risks. Mediation
and other restorative justice practices tend to
pinpoint young offenders (and their parents) as
‘responsible agents’ in order to hold them
accountable for their choices in life (Cartuyvels
et al. 2010, p. 48). The downside is the risk of
culpabilization (guilt), i.e., the disavowing of all
behavior that is not considered to be part of the
repertoire of autonomous and responsible moral
agents. The paradigm of individual responsibility
risks stigmatizing, criminalizing, and excluding
those young individuals who are not able, or fit,
to ‘take up’ responsibility and the role of moral
agent (Roose 2011). In that perspective, Bergh-
mans (2012) stresses the importance of a form of
‘supportive, active responsibility’ with young
people. It would offer equal chances and oppor-
tunities to become responsible citizens, instead of
passively blaming young people for not
(yet) being responsible.

According to Doak and O’Mahony (2011),
the growth of restorative justice practices in
general, and mediation in particular, also seems
to connect with (some aspects of) international
standards and principles. Because of the
emphasis on participation and reparation in
restorative justice practices, ‘international
instruments have increasingly viewed restora-
tive- and mediation-based intervention as a
legitimate, if not superior, means of delivering
justice’ (Doak and O’Mahony 2011, p. 1717). In
Recommendation (99)19, the Council of Europe
explicitly recognizes the importance to involve
both victims and offenders actively in resolving
cases ‘themselves with the assistance of an
impartial third party’ (Doak and O’Mahony
2011, p. 1718). The recommendation further led
to including the importance of mediation and
restorative justice into the UN Vienna Declara-
tion on Crime and Justice.

A continuous concern is to indemnify
restorative justice against being co-opted by the
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rehabilitative or punitive approaches to youth
crime. On the one side, Put and associates (2012)
warn against the danger of mediation and con-
ferencing deviating from ‘pure restorative aims’
and becoming a form of alternative offender
treatment. It is one of the main sources of
skepticism within (part of) the victims’ move-
ment (Pemberton 2009). They fear misuse of the
victims in an agenda that is mainly offender
focused and does not recognize the victims’
genuine interests and needs. This fear seems to
be at least partly confirmed in the Belgian case
(Put et al. 2012). It is, for example, indicative
that in Belgium the participation rate of victims
in mediation is not only relatively low but also
very unequal across judicial districts (Ferwerda
and van Leiden 2012). On the other hand, as said
before, one could question whether the intro-
duction of restorative justice practices in many
jurisdictions is not merely a ‘fig leaf’, ‘seeking to
disguise a more repressive youth justice system’
(Dünkel 2013, p. 151; Dünkel et al. 2011,
p. 1844). In a way, these risks and arguments
could be read as a plea for more clarity both in
the conception of restorative justice and in the
aims, objectives, and methods of future reforms.
Restorative justice should be more clearly
defined as a third way in response to (juvenile)
offending and not as an ‘alternative punishment’
nor as an ‘alternative schedule for rehabilitating’
youths. We shall come back to this issue later in
this chapter.

Restorative Justice as a Constructive
Way for Holding Adolescents
Responsible

The Emergence of Restorative Justice

In its modern form, restorative justice re-emerged
around 1980. However, the inclusive and delib-
erative settlement of conflicts and injustices
existed long before (Weitekamp 1999; Zehr
1990). Deliberation, compensation, and restitu-
tion have always been important ways of
responding to injustices, but also violent settle-
ments between families and clans occurred

(Schafer 1977). Moreover, ancient civilizations
and great spiritual traditions always have pro-
mulgated values and principles, which are con-
sistent with the currently advanced principles of
restorative justice (Braithwaite 2002; Hadley
2001; Van Ness et al. 2006). It seems obvious,
therefore, that the moral values underlying
restorative justice and restorative-like practices
are deeply rooted in ancient wisdom, even if their
predominance in practice may be uncertain.

The origins of restorative justice can be
clustered together in three broad trends (Faget
1997; Van Ness et al. 2002). Firstly, victims’
movements, often intertwined with feminist
themes, claimed an expanded role in criminal
justice (Strang 2002). Initially, they held a strict
oppositional view on victims’ and offenders’
interests, whereby they strongly supported the
punitive aspect of criminal justice. Many vic-
tims’ advocates of today, however, understand
that a coalition with the traditional criminal jus-
tice system is often counterproductive for the
victims. Seeking reparation and compensation
may result in a more profound and lasting satis-
faction. There are some similarities in the
development of both the victim and the restora-
tive justice movement (Vanfraechem and Bolivar
2015), but this awareness toward restoration has
not necessarily entailed a strong coalition
between the victims’ movement and the restora-
tive justice. While part of the victims’ advocates
see the interest of joining the broader restorative
justice movement (Cario 2005; Dignan 2005;
Peters and Aertsen 1995), others fear, as was
mentioned, the misuse of victims in an agenda
which is not in their interest (Acorn 2004;
Pemberton et al. 2008).

A second source of restorative justice can be
found in communitarianism. Communities are
seen as a means for restorative justice, because
they are advanced ‘niches’ in which restorative
processes can take place. Communities are also
seen as an end, as it is believed that achieving
restorative processes in a community is con-
structive for the revival of community life (Sul-
livan and Tifft 2006). Within the communitarian
agenda, restorative justice has been strongly
inspired by religious approaches (Hadley 2001;
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Zehr 1990) and by the emancipation of indige-
nous populations, especially in North America
and New Zealand. Their community-based,
peace-oriented, and deliberation-driven ways of
dealing with conflict and norm transgression
have deeply influenced restorative practice and
thinking (Zellerer and Cunneen 2001).

Thirdly, critical criminology pointed to the
counterproductive effects of criminal justice and
its incapacity to ensure peace in social life. Crit-
ical criminologists partly endorsed the commu-
nitarian agenda, but often framed their criticisms
in a structuralist, Marxist perspective. Abolition-
ists argued for doing away with or phasing out of
the criminal justice system, in order to replace it
by a bottom-up deliberative model of dealing
with conflicts (Christie 1981; Hulsman and Ber-
nat de Celis 1984; Bianchi 1994). Inheritors of
this tendency proposed restorative justice-like
alternatives (de Haan 1990) or have turned to
restorative justice as the mainstream alternative to
criminal justice (Blad 1996) or to youth justice
(Bazemore and Walgrave 1999).

Practices have evolved since the early 1970s.
Originally, the isolated initiatives did not refer at
all to a restorative justice concept. It is only since
the late 1980s and early 1990s that restorative
justice as a particular concept has begun to take
off. Nowadays, the application of its principles is
spreading far beyond criminal matters, penetrat-
ing the regulation of disputes and discipline
problems in schools, neighborhood conflicts and
community antisocial behavior, child welfare and
protection matters, labor and business regulation,
and even the resolution of conflicts involving
systematic political violence. Given its diverse
roots and current forms, it is not surprising that
restorative justice appears somewhat confused. It
is a complex domain, covering a wide realm of
practices. It is a challenging subject for legal and
normative reflection and debate and a fruitful
field for theorizing and empirical research.
Restorative justice is also a social movement
where ‘believers’ promote its ideas. Adding to
the confusion are apparently similar movements
under a variety of banners such as ‘transforma-
tive justice,’ ‘relational justice,’ ‘community
justice,’ and ‘peacemaking justice.’

A Maximalist View of Restorative
Justice

Despite its intuitive commonalities, the concept
of restorative justice is the subject of intensive
debates. In this chapter, we characterize restora-
tive justice as ‘an option for doing justice after
the occurrence of an offence that is primarily
oriented toward repairing the individual, rela-
tional, and social harm caused by that offence’
(Walgrave 2008, p. 21). This definition, how-
ever, is not based on general consensus. It
advances the objective of achieving restoration as
key to understand restorative justice, whereas
many (if not most) other views focus on the
deliberative process as the main characteristic
(Hoyle 2010). McCold (2004, p. 15), for exam-
ple, wrote, ‘The essence of restorative justice is
not the end, but the means by which a resolution
is achieved.’

Both conceptions agree that the direct
encounter between the victim and the offender is
at the center of the restorative practice. Such
informal and more or less voluntary encounters
indeed may more easily yield a more complete
restoration than other processes or procedures. It
would be unworldly to believe that such
victim-offender encounters can be completely
voluntary. The identified suspect understands
very well that something will happen to him. He
will at least experience pressure by his relatives,
the victim, bystanders, and/or by the police.
Moreover, he knows that referral to court is a
further possibility, whereby his ‘free choice’ to
participate is a limited choice.

Mediation and restorative conferences offer a
setting for respectful communication, promoting
a genuine examination of the suffering and
damage caused, and furthering the expression of
remorse, compassion, apologies, and forgive-
ness. They may lead to an authentic agreement
on how to repair or compensate harm in a rea-
sonable way. The restorative potential of these
processes is more outspoken for the victim, the
offender, and social life than any judicial proce-
dure or sanction and initiation can be.

A voluntary restorative process, however,
cannot always be achieved. Here is where the
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diversionist and the maximalist approaches pro-
pose different options. For diversionists who
stick to the deliberative process as the key
characteristic, restorative justice stops where the
informal dialog appears to be impossible. Of
course, restorative processes can also be imple-
mented in prison, after conviction. They are not
diversionist, but complementary to the penal
justice system.

Diversionists encapsulate restorative justice in
a position outside or at the margins of the current
judicial system. Their aim is to divert as many
cases as possible from that system, without
changing the system as such. In practice, the
diversionist approach of restorative justice dis-
charges the penal or juvenile justice system from
the less serious cases, allowing the system to
concentrate on the ‘real serious’ crime in a tra-
ditional manner. Hence, victims of serious crime
are excluded from the restorative offer, whereas
they might benefit the most from it.

The maximalist version of restorative justice
does not stop beyond the reach of voluntary
deliberation. It considers the possibility of a
mandatory imposition by the judiciary, although
this might not lead to full reparation or com-
pensation. Compared to the diversionist
approach, maximalist restorative justice extends
the restorative objective into the judicial response
itself. The current premise that the offender must
be punished or re-educated (for juveniles) is
replaced by the premise that the consequences of
the offence must be repaired as much as possible
by the public intervention.

Two reasons are advanced to promote the
maximalist version of restorative justice. First,
trying to argue for an action or a process without
referral to its purpose is like pedaling in the air.
We walk to relax, to care for our health, or to
watch the beautiful landscape. All actions have a
purpose. Equally so for a restorative process, the
option for organizing such process is determined
by what we hope to achieve by the process. It is
expected that mediation or conferencing offers
more opportunities for authentic communication
and genuine restoration than a traditional judicial
procedure does. If that were not the case, no
reason was left to set up a difficult and delicate

restorative process. Processes that are not meant
to remove or to diminish the suffering and
damage caused by the offence are simply not part
of restorative justice. An exclusive emphasis on
the process to characterize restorative justice may
lead to a misunderstanding. This is, for example,
the reason for the earlier-mentioned concern
among victims’ advocates. They fear that the
victims’ experiences may be used as tools to
impress the offenders, but not recognized as
needs, which must be addressed in their own
right. It is only when the restorative outcome is
advanced as the main characteristic of restorative
justice that such aberrations can be avoided.

Second, the diversionist version of restorative
justice does not offer any answer to the prob-
lematic character of the current criminal and
juvenile justice systems. Within the scope of this
chapter, we cannot elaborate on this subject, but
it must be clear that current justice systems are
subject to severe criticisms. Critical reflection
and research have led to the conclusion that the
ethical premises of traditional criminal law are
highly contestable and that systematic imple-
mentation of punitive responses does not yield
constructive results for the victim, nor for social
peace or the rehabilitation of the offenders
(Walgrave 2008). It brought Braithwaite (2005,
p. 283) to conclude that current criminal justice is
‘the most dysfunctional of the major institutional
accomplishments of the Enlightenment.’
According to Radbruch (as cited in Tulkens
1993, p. 493) ‘(t)he best reform of penal justice
consists of its replacement, not by a better penal
law, but by something else.’

The diversionist model of restorative justice
does not explore the possibilities for that
‘something else.’ It tries to reduce the scope of its
implementation, it may try indirectly to modify it
softly, but it does not have the ambition to
replace it by something else (and better). The
latter is exactly what the maximalist approach
ambitions to achieve. While recognizing the need
of every society for clear norms and norm
enforcement, it tries to achieve this without the
punitive premise and within the rules of law,
which are critical in a constitutional democracy.
However, the maximalist position of restorative
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justice provokes many questions. First, the
meaning of some pivotal concepts such as harm,
restoration, and doing justice would need further
clarification. Second, we must explore the pos-
sibilities for ‘restorative norm enforcement’
within the rules of law. Third, the social–ethical
grounds of restorative justice are to be explained.
And finally, the feasibility of restorative justice is
to be explored.

The Critical Elements in Restorative
Justice

The definition mentioned above contains three
basic elements: harm, restoration, and doing
justice (Walgrave 2008).

Harm

As said before, the focus on repairing harm and
not on what should be done to the offender is the
key to understand restorative justice. It is what
distinguishes it from punitive and rehabilitative
justice approaches. It looks through a distinctive
‘lens’, in Zehr’s term (1990), for defining and
solving the problem caused by crime. Crime is
defined by the harm it causes and not merely by
the transgression of a legal order. The primary
response to it should be neither to punish nor to
rehabilitate the offender but to set the conditions
for repairing the harm as much as possible. Harm
includes the material damage, psychological and
relational suffering by the victim, social unrest
and community indignation, and uncertainty
about legal order and about the authorities’
capacity to assure public safety as well as the
social damage the offender causes to himself.

The only limitation is that the harm consid-
ered is caused by the particular offense.
Not all restorative justice adherents would
accept this limitation. Social exclusion or psy-
chological problems of the offender may be
among the causes of the offending behavior, but
they are not caused by the offense. Including the
offenders’ broader needs in a restorative justice
response leads to the earlier-mentioned risks of

co-optation within the traditional rehabilitative
approach and degrading the victim into a tool in
service of the offender’s rehabilitation. The
restorative justice approach does involve the
offender primarily not only because something
must be done to him, but also because it will
serve the goal of restoration. Positive influences
on the offender are a secondary objective only.
While it is crucial that the offender’s needs are
addressed, it is not necessarily the restorative
justice system itself that has to address these
(Walgrave 2015). Including the problems and
needs of the offender in the deliberation is
important to find out which reparative gesture
can reasonably be expected from him, but they
are not the subjects of the restoration itself. This
discussion is of course especially relevant in
youth justice where the rehabilitative concerns
and focus on the person of the offender are
prominent. We will return to this issue later in
this chapter.

Restorative justice addresses crimes, which
are also public events. A burglary, for example,
is a private and a public affair. Restitution of or
compensation for the individual victim’s losses
could be private and arranged by civil law.
Nonetheless, there is also the public side, in the
sense that we all are concerned that public
authorities intervene after the burglary. If the
authorities would not react, citizens’ trust in their
right to privacy and property would erode and
public life would be dominated by mutual threat
and fear.

Braithwaite and Petitt (1990) introduced the
concept of ‘dominion.’ Dominion can be under-
stood as the set of assured rights and freedoms.
The assurance is dependent on our mutual trust
that fellow citizens and the state will take our
rights and freedoms serious. The other is an ally
in trying to extend and mutually assure dominion
as a collective good. A burglary does not
diminish the existing legal rights of privacy and
property, but it harms the extent to which the
victim and his fellow citizens are assured that
these rights are respected and taken seriously.
A public intervention following a crime is nee-
ded in order to enhance assurance by communi-
cating authorities’ public disapproval of the norm
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transgression and by the pursuit of restoration.
The intervention reassures the victim, the public,
and the offender of their set of rights and free-
doms. Voluntary cooperation by the offender is
more effective to restore assurance, but only if it
is backed by public institutions. The assurance
comes not only from the individual offender’s
repentance and apologies, but certainly also from
the authorities’ determination to take the assured
set of rights and freedoms seriously.

Restoration

Different processes may lead to a restorative
outcome, but not all processes are equally
appropriate for it. We already pointed to the
important distinction between voluntary pro-
cesses and coercive procedures. We also argued
why processes that consist of voluntary deliber-
ation between victim, offender, and the main
stakeholders are preferable. Well-conducted
restorative processes offer a powerful sequence
of moral and social emotions and exchanges such
as shame, guilt, remorse, empathy, compassion,
support, apology and forgiveness in the offender,
the victim, and other participants (Harris et al.
2004). It may lead to a common understanding of
the harm and suffering caused, and to an agree-
ment on how to amend these prejudices. It may
enhance the willingness of the offender to fulfill
these agreements and lead to satisfaction for the
victim, reintegration of the offender, and restored
assurance of rights and freedoms in society. Such
a sequence is of course the ideal, which is often
far from being fully achieved.

The agreement after such processes may
include a wide range of actions such as restitu-
tion, compensation, reparation, reconciliation,
and apologies. The degree of the offender’s
willingness to undertake such actions is crucial. It
expresses the understanding of the wrong com-
mitted and a willingness to make up for it. For the
victim, it means the restoration of his citizenship
as a bearer of rights and possibly also a (partial
material) redress. For the larger community, it
contributes to the assurance that the offender
understands rights and freedoms and is willing to

respect them in the future. Even the offender’s
agreement to undergo a treatment has a restora-
tive significance that expresses his recognition of
a problem that he is willing to resolve in accor-
dance with his social environment.

If voluntary processes cannot be achieved or
are judged to be insufficient, the possible pres-
sure or coercion on the offender should also serve
restoration. Enforced reparative sanctions are to
be imposed according to judicial procedures, but
these procedures can be oriented to obligations or
sanctions with a restorative significance. Exam-
ples are material restitution or compensation to
the victim, and paying a fine to the benefit of a
victims’ fund or community service. Compared
to the outcomes of deliberative processes, the
restorative impact of these sanctions is reduced
but might still be preferable over
not-at-all-restorative reactions (Van Ness 2002).

Doing Justice

Restorative justice is not only about restoration,
but it is also about justice. The notion of ‘justice’
has two meanings here. First, it refers to a feeling
of equity, of being dealt with fairly, according to a
moral balance of rights and wrongs, and benefits
and burdens. In traditional punitive justice, this
balance is achieved by imposing suffering on the
offender that is commensurate to the social harm
he caused by his crime. In restorative justice, the
balance is restored by taking away or compen-
sating for the suffering and harm caused by the
crime. Restorative justice then aims at achieving
‘procedural fairness’ (De Mesmaecker 2014;
Tyler 2006; Van Camp 2014) and satisfaction
(Van Ness and Schiff 2001) for all parties
involved. Victims feel that their victimization has
been taken seriously and that the compensation
and support are reasonably in balance with their
sufferings and losses. Offender’s experience that
their dignity has not unnecessarily been hurt and
that they are given the opportunity to make up for
their mistake in a constructive way. All partici-
pants, including the community, feel reassured
that rights and freedoms are taken seriously by
fellow citizens as well as the authorities.
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The best way to guarantee that losses are well
understood and the methods of reparation are
adequate is to leave the decision to those with a
direct stake: victims, offenders, and others
directly affected. This bottom-up approach is
crucial in restorative justice and contrasts with
the top-down approach of a criminal or juvenile
justice system. However, the state cannot with-
draw completely. If it did, state authorities would
not guarantee respect for rights and freedoms and
therefore would not be able to assure dominion.
To restore assurance, the state must guarantee
that everything possible is done to respect and
restore the intruded-upon dominion. In a volun-
tary restorative deliberation, the state must be
present at least in the background to assure that
the deliberation actually takes place and results in
an acceptable outcome, to guarantee the power
balance in the deliberation and to provide an
opportunity to turn to the traditional judicial
response if one of the participants feels that his
interests are not adequately acknowledged in the
deliberative process (Vanfraechem 2007a).

Justice also refers to legality. Restorative
justice processes and their outcomes must respect
legal safeguards. Legal safeguards protect citi-
zens against illegitimate intrusions not only by
fellow citizens, but also by the state. This is
obvious in coerced interventions, but it also
applies in voluntary settlements. Participation
may not be imposed. Agreements must be
accepted by the parties and be reasonable in
relation to the seriousness of the harm and to the
parties’ accountability and capacities. The
implementation of these rights and legal safe-
guards in restorative justice is a matter of debate
among restorative justice proponents, on which
we shall extend in the next section.

A Legal Framework for Restorative
Justice

Presenting restorative justice as an alternative to
traditional criminal or juvenile justice does not
mean rejecting the law and/or legal safeguards.
The construction of a judicial system to frame a
restorative approach faces a particular challenge:

How to combine ample space for informal and
confidential deliberation among the main stake-
holders, which is a crucial tool for achieving
maximum possible restoration, with formality
and publicity, needed to allow checks and bal-
ances of legal safeguards? The debate on this is
one of the most important issues in systemati-
cally developing restorative justice (Blad 2013;
Braithwaite 2002; Cario 2005; Lauwaert 2009;
von Hirsch et al. 2003; Walgrave 2008).

Restorative Justice Legislation

Nowadays, restorative justice practices have been
legislated in a great majority of youth justice
systems (Dünkel et al. 2015; Mestitz and Ghetti
2005; Miers and Aertsen 2012; Zinsstag and
Vanfraechem 2012). The arguments advanced
for introducing restorative justice practices are
threefold: (1) Juveniles must be held more
responsible for what they did, (2) the victims
deserve more attention to their interests and
needs, and (3) mere punishment and incarcera-
tion of juveniles should be avoided as much as
possible and be replaced by more constructive
responses. In most countries, mediation, confer-
encing, and even community service are regu-
lated as forms of diversion, addressing less
serious offences. Exceptions to this are New
Zealand and Northern Ireland where conferenc-
ing is at the heart of the mainstream procedure
also for serious youth crime (Shearar and Max-
well 2012; Zinsstag and Champan 2012). Bel-
gium is somewhat in-between, as conferencing
can be organized for serious youth offending and
in theory is the first option to take, although it is
in practice not the mainstream pathway toward
sentencing (Put et al. 2012). As we have seen,
most youth justice systems could be considered
as complex or hybrid models, in that they seem
to be struggling continuously with the relation
between rehabilitative concerns focusing on the
juvenile and the authentic attention for the vic-
tim’s needs and interests (see also Vanfraechem
et al. 2012). Clearly, current youth justice sys-
tems are not straightforward restorative systems,
as it would be conceived in the maximalist
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perspective. However, building upon the idea of
a maximalist restorative justice system is an
important exercise as it may point to the poten-
tials as well as the limits of the applicability of
such a restorative justice system.

Conceiving a Restorative Youth Justice
System

The goal is to transform the criminal justice
system into being restorative instead of punitive
or rehabilitative if it concerns youth. A restora-
tive criminal justice system shares a number of
characteristics to traditional criminal justice, such
as clear limits to social tolerance, the responsi-
bility of the one who transgressed the norm, and
the controlled use of coercion if needed. Crucial
differences exist, however, such as more focus on
the harm to fellow citizens and to social life as
the reason for criminalizing behavior; a shift in
the objectives of the enforcement, giving priority
to the possibilities to repair the harm, to restore
the victim and the quality of social life; a mod-
ification of the procedures so as to include where
possible inclusive deliberative solution-finding at
the grass-roots; and a reconsideration of the tra-
ditional principles of legal safeguards, such as
equality, right of a defense, public control or
proportionality, in order to adapt them to the new
paradigmatic approach of restorative justice
(Walgrave 2008).

How that would work in practice has been
represented in the form of a pyramid (Braithwaite
2002; Dignan 2007; Walgrave 2008), with at the
broad base ample space for free deliberation
among all parties at stake in order to resolve
conflicts and tensions in community, and at the
narrow top a very reduced possibility for inca-
pacitation if all other ways to cope with serious
threats to public life are exhausted. This is in line
with international juvenile justice standards pro-
claiming the principle of subsidiarity and the
possibility for deprivation of liberty only as a
‘last resort’. The pyramid represents the possi-
bility to increase pressure and coercion gradu-
ally, but even at the bottom level the eventuality
of coercion is already implicitly present. The

knowledge that the community of care, the local
and wider community, the public authorities, and
finally the criminal justice system may expect,
demand, and if necessary enforce a gesture of
reparation has an influence on even the most
voluntarily accepted deliberative level. For the
victim, it is reassuring that victimization is not
tolerated and must be repaired. For the offender,
it makes clear that he will in any case not escape
taking up responsibility. For both, it is reassuring
and moderating to know that the legal frame will
keep the intervention within limits. For the
community at large, it is a confirmation that the
authorities take dominion seriously.

In a number of cases, however, deliberation
between the main stakeholders is not possible or
considered to be unsatisfactory. Further judicial
interventions or stepping up in the pyramid can
then be considered. These interventions must
also serve by priority the objective of restoration
or reparation. Wherever and whenever favorable
for restoration and possible in terms of public
security, ‘de-escalation back down the pyramid’
(Braithwaite 2002, p. 167) is needed and the
cases should be left with, or moved back to, the
less coercive levels. This presupposes a moder-
ated and reserved attitude among more coercive
agencies and especially in the justice system. The
criminal justice system must then transform its
punitive premise and procedures in view of
proportionate punishments into a coherent pri-
ority for restoration in processing and in
sanctioning.

Restorative Justice as Inversed
Retribution

The traditional retributivist response to crime
consists of three elements, i.e., (1) a clear
expression of the rejection of the behavior,
(2) holding responsible the one who committed
the behavior, and (3) an attempt to reinstall a
kind of balance, by imposing on the offender an
amount of suffering which is proportionate to the
seriousness of the crime. The restorative
response contains the same three elements, but in
an inversed, more constructive manner.
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Restorative justice clearly marks the limits of
social tolerance, as the reason for the intervention
is the offence and the rejection of it is one of the
key elements in a restorative process. However,
the restorative rejection refers much more than
the punitive rejection to the obligation to respect
the quality of social life. The rejected wrong is
linked directly to the harm and suffering inflicted
on fellow citizens and social life in general. As is
the case in punitive justice, restorative justice
also relies on the responsibility of the offender.
Punitive retributivism, however, subjects the
offender to a passive responsibility: He is con-
fronted by the system about his responsibility
and is obliged to submit to the negative conse-
quences of the deed. Restorative justice, on the
contrary, uses an active concept of responsibility
where the offender is invited, and if necessary
forced, to play an active role by contributing to
the reparation of the caused suffering, harm, and
social unrest. Whereas passive responsibility is
based on retrospection (one is held responsible
for what he has done in the past), active
responsibility is both retrospective and prospec-
tive (one is also held co-responsible for repairing
in the future).

Penal justice tries to restore the moral balance
(whatever that balance may be) by repaying the
offender a proportionate discomfort for what he
has done. The supposition is that things are made
even as both parties suffer an equal amount of
pain. The total amount is doubled, but equally
spread, which is considered more just. Restora-
tive justice pursues the restoration of the balance
by trying to take away as much harm caused by
the crime as possible. The offender has to
actively contribute to repairing this harm. That
also is a form of repayment or retribution, but a
constructive one.

Restorative justice thus appears to be also a
form of retributive justice, but in a constructive
version, at the service of the quality of social life.
The essential difference between the punitive and
the restorative options is the premise that an
offence must in principle be responded through
an intentional infliction of pain. For social–ethi-
cal and for instrumental reasons, we do not
accept this apriorism.

Legal Safeguards for Restorative
Justice

The retributive character in restorative justice,
including its retrospective dimension and its
pursuit of restoring a balance, is the ground for
developing restorative legal safeguards. It must
be demonstrated that individual and social harm
has been caused. The individual responsibility
must be indicated and the response must be in
balance with both the harm and the responsibil-
ity. These are the building blocks for the con-
struction of legal safeguards.

One cannot, however, simply transpose legal
safeguards existing for penal justice to restorative
justice. We must indeed take seriously that
restorative justice represents a different paradigm
with other logics, objectives, processes and pro-
cedures, and different actors in different roles and
in different relations. The principles to steer the
judicial procedures with a view on imposing
punishments, such as the rights of defense,
equality of all citizens, presumption of inno-
cence, publicity, and other, have to be reconsid-
ered and reformulated. One cannot play
basketball with the rules of soccer. The elabora-
tion of specific legal safeguards, appropriate for a
justice system that primarily aims at, as much as
possible, reparation after the occurrence of a
crime, is still being developed. Current legisla-
tions of restorative justice practices sometimes
present original ideas (Miers and Aertsen 2012),
but there is still a long way to go. In line with
penal justice, the juridical frame for restorative
justice will have to guarantee two fundamental
principles: (1) the equivalence of all citizens
before public authorities and especially before
the justice system and (2) the protection of all
citizens against abuses of power by fellow citi-
zens and by the authorities (Walgrave 2008).

Restorative Justice and Social Ethics

Pursuing restoration of individual and social
harm and suffering, instead of responding to
offending by inflicting additional pain;
re-conceiving the response to crime from a
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top-down sentencing machine into a bottom-up
problem-solving system; and reducing coercion
to the strictest possible minimum and giving
priority to inclusive deliberation, all these ele-
ments witness a particular view on social rela-
tions and on governing social life. Why is it
forbidden to steal or to commit private acts of
violence? Because if it were not forbidden, sev-
ere victimizations would occur. The absence of a
formal response would provoke counteractions to
make things even, leading to an escalation in
mutual victimization. Constructive social life
would be impossible and be dominated by abuse
of power and fear. To avoid such escalation and
to make social life livable, civilization has con-
centrated the use of violence in the central
power’s hands (Elias 2000). Criminal justice has
its roots in the concern for preserving communal
life. Hence, what is logically the first concern of
the social response to crime? It is to repair—as
much as possible and in an orderly way—the
harm done to the victim and the damage to social
life. Restorative justice recalls the fundamental
raison d’être of the criminal justice system.
Instead of the abstract legal order, the quality of
social relations and social life is (re)positioned as
the fundamental reason for criminalizing certain
behavior. The aim is to restore this quality and
not primarily to enforce public order. Both are
not contradictory in se, but different emphases
are possible.

Individual Liberties Create Ethical
Obligations

Each individual has the desire to shape his own
life. As such, we must include this desire in our
social life. We have no choice but to live toge-
ther. The behavior of others affects my oppor-
tunities, and my behavior has an effect on the
lives of others. This creates mutual entitlements
and responsibilities. I am entitled to demand an
ethical account from the others. The brutality of
one neighbor disturbs social life in the neigh-
borhood, which makes other neighbors entitled
to demand more decent conduct instead. My
individual rights and liberties to make my own

choices confront me with my social responsibil-
ities. I can opt for ruthless selfish choices or I can
include the interests of others and of social life in
the choices I make. Liberties are a crucial good
that must be cherished, but the full use of all
rights and freedoms is not always ethically
advisable. It has to be balanced with the interest
of others and of social life in general. This bal-
ance is the critical issue of the debate between
liberals and communitarians. It cannot be
resolved empirically or by new laws and rules. It
is a matter of socio-ethical understanding.

Opting for Common Self-interest

Instead of considering others as competitors, I
can bundle self-interest with that of others. The
others then are seen as allies in a common project
for more autonomy and my self-interest is inte-
grated into what might be called ‘common
self-interest’ (Walgrave 2008). It merges into one
notion the seeming contradiction we are all living
in: We are individuals with particular needs,
wishes, and ambitions, but we also are living
with others, with whom we cannot but share
opportunities and goods. To gain more auton-
omy, we need each other. Living in a community
that gives all its members maximum space, based
on respect for plurality and solidarity, is the
common self-interest. If we all invest in social
life, we all benefit from its high quality. We do
not only divide the social benefits, but together
we also increase them.

We are not alone to see a version of
self-interest as the basic drive in high-quality
social life. Putnam (2000, p. 135), for example,
writes that our good citizenship is not because we
obey ‘some impossibly idealistic rule of
selflessness, but rather because we pursued
self-interest rightly understood.’ Braithwaite and
Pettit (1990) advance ‘dominion’ as a social
conception of freedom. The mutual assurance
that fellow citizens and the state will respect
individual rights and freedoms increases the
individual enjoyment of those rights and free-
doms. In Bloomfield (2008, p. 8), we read, ‘one’s
well-lived life, one’s happiness, is not
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independent of one’s self-respect and one’s
self-respect is not independent of how one treats
others’. Even the neuroscientist Cacioppo and
Patrick (2008, p. 55) conclude ‘the driving force
of our advance as a species has not been our
tendency to be brutally self-interested, but our
ability to be socially cooperative’.

Common Self-interest in Restorative
Justice and in Other Social Fields

The social–ethical philosophy inspiring restora-
tive justice is grounded in basic trust in the
potential of people to actively take their respon-
sibility in social issues and it focuses on what
binds us, rather than on what divides and
threatens. As we shall see in the next section,
restorative practice shows that these presupposi-
tions are not naïve. Despite their seemingly
opposite interests, both victims and offenders
appear to find common ground. They both rec-
ognize that they have interest in finding a con-
structive solution, so that they can live in peace
in a supportive social climate. Their self-interest
is integrated into the project of common
self-interest.

Restorative justice does not, however, have the
monopoly to this social–ethical approach. As a
movement, restorative justice is rooted into a
wider social–ethical ground stream, in a concep-
tion of social life and democracy, which is also
the basso continuo—the source for many other
theories, movements, and practices. In the field of
criminology, for example, the Good Lives Model
in rehabilitation focuses on ‘building offenders’
capacity to live personally meaningful and ful-
filling lives’ rather than seeing the (potential)
offender through the risks he represents, as the
more traditional risk-need-responsivity model
does (Ward et al. 2014, p. 28; cf. infra). Or, a
recent book on security issues complaining that
criminology was falling ‘under the spell of
thinking negatively about safety and security’
(Schuilenburg et al. 2014, p. 10) and explores
more positive views, ‘aspects of security that
invoke connotations like trust, care or well-being’
(Schuilenburg and van Steden 2014, p. 19).

These and other constructive approaches in
and outside of criminology are grounded in a
common awareness that the quality of social life
is depending on how we relate to each other. The
other is not considered initially as a threat, but as
a companion in the search for a better, more
livable world. The quality of our lives is
depending on the extent to which we succeed in
integrating our pursuit of our self-interest into a
project of common interest. This insight is
increasingly common in social sciences.

Restorative Justice in Practice

In this paragraph, we summarize some of the
main research findings with regard to the expe-
riences of participants in restorative justice
practices. Research to evaluate human interven-
tions is always precarious. Systematic reviews
and meta-analyses in the ‘what works’ research
tradition, for example, list a number of method-
ological shortcomings inherent to these studies
(Andrews and Bonta 2003), including unclear
indication of measurable program objectives,
invalid instruments, absence of or inadequate
control groups, doubtful external validity, prob-
lematic measurement of reoffending, overopti-
mistic interpretations by committed believers,
and lack of attention to undesirable side effects.
The same applies to restorative justice research,
but that research still has to confront some
additional particular methodological problems
(Bonta et al. 2007; Shapland et al. 2008; Strang
and Sherman 2015; Walgrave 2011). So, for
example, selection bias may influence the results:
Participants ‘opt in’ to restorative justice and are
thus not comparable to those who do not ‘opt in’
for such encounters; public prosecutors select
those cases they deem appropriate for restorative
processes, leaving out those whom they consider
inappropriate. The following is mainly based on
a number of surveys and meta-analyses, with a
particular focus on victim–offender mediation
and conferencing, which can be considered as the
most typical restorative justice models (Bonta
et al. 2007; Kurki 2003; Latimer et al. 2001;
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Lemonne and Hydle 2010; McCold 2003; Sher-
man and Strang 2007; Walgrave 2011).

Do People Want to Meet?

As such restorative encounters are based on
voluntarism, the first obvious question is whether
victims and offenders are actually willing to
communicate and meet each other. Currently, the
police and the judicial system make the most
referrals for mediation and conferencing. They
do certainly not refer all cases. Therefore, the
figures mentioned are based not only on the total
number of victims or offenders, but also on the
total number of those who have been referred for
a restorative process.

Research shows that most people are indeed
willing to meet when they are well prepared:
Although not all victims effectively participate,
research on family group conferences showed
that only about 4 % explicitly refused participa-
tion because they rejected the encounter out of
principle (Maxwell and Morris 1994). For both
victims and offenders, participation in fact
depends on the perceived costs and benefits of
participating (Kirkwood 2010). Kirkwood (2010)
also found significant differences in participation
and agreement rates between several agencies
that organized mediation processes. It suggests
that the intrinsic quality of the restorative justice
process is crucial.

Surveys indicate that between 20 and 80 % of
victims are willing to participate in mediation or
conferencing. Most programs report over 50 %
willingness. Victims’ participation depends
partly on the nature and the seriousness of the
offence. Surviving family members, for example,
may not wish to participate after the murder of a
family member (Umbreit et al. 2008), although
mediations do take place in such cases (Sug-
gnome 2005). Victims’ participation rates also
depend on offender characteristics: These rates
generally tend to be higher with juvenile
offenders than with adults, lower if offenders
belong to an ethnic minority and higher in the
case of first offenders. Victims participate to get
answers, to tell the (young) offender what the

offence has meant to them or to help prevent new
crimes (Maxwell et al. 2004), but also to confront
the offender with his responsibility or to receive
restitution (Aertsen and Peters 1998). After a
meta-survey, Umbreit and associates (2008,
p. 56) mention the following common reasons
why victims participate: to learn about why the
crime happened (see also Pelikan and Trenczek
2008); to help the offender change; to hold him
accountable; to avoid a court process; and to see
him adequately ‘punished,’ which often means,
for example, restitution or community service.
Altruistic motives toward both society and
offender in the sense of communicating victim
awareness may also be of importance (Van Camp
2011), as well as coming to a dialog and reaching
an agreement (Bolivar 2012). A number of vic-
tims decide not to participate in a conference
because they were not well informed of the
meeting, or the place and time did not suit them
(Maxwell et al. 2004). Sometimes the victims
found the offence too trivial, they considered the
matter already resolved, they were afraid of
meeting the offender, or they wanted the offender
to be truly punished (Umbreit et al. 2008).
Although punishment of the offender is mostly
not the first concern for victims (Strang 2002),
some may nevertheless find it important,
depending on the crime and their experiences
(Pemberton 2015).

The participation rates of offenders and their
reasons for doing so seem to be less researched.
Strang and associates (2006) point to participa-
tion rates of 58–100 % when studying different
conferencing schemes. It has been pointed out
that victims participate more freely compared to
offenders, which may be related to the fact that
offenders know a judicial reaction will follow in
any case and they may then consider mediation
as ‘an easier option’ (Immarigeon 1999). Gen-
erally, offenders feel well informed and con-
sulted. They nevertheless are not at ease since
they find it hard to imagine what the conference
will be like (Maxwell et al. 2004), which is the
case for victims as well (Vanfraechem 2015).
The offenders’ reason for participating may not
always be clear (Strang et al. 2006). Probably
many of them simply hope to come out better
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that way than if they went to court. That is not
necessarily a problem. As long as it does not lead
to secondary victimization for the victims, one
can realistically expect and accept that the
offender begins a meeting with some calculation.
Some projects mention that offenders want to
participate in a restorative justice practice to
apologize, explain the facts, or offer restitution
(Rugge and Cornier 2005). Offenders may also
become more involved and less calculating when
they participate and proceed in the process
(Sherman and Strang 2011).

Satisfaction of the Participants

Satisfaction of the participants is one of the most
researched variables in assessments of restorative
justice (Schiff 2007). Satisfaction does not mean
that the participants are completely happy or
enthusiastic. Satisfaction is to be understood in
relation to what they expected. Sometimes sat-
isfaction is a kind of relief, because the event
went better than they feared. Moreover, satis-
faction is a container concept that covers a broad
diversity of feelings and subjective evaluations.
Satisfaction is the effect of victims feeling that
their victimization was taken seriously; that they
were listened to and treated respectfully; that
their opinion had been taken into account; a
feeling of ‘procedural justice’; or the feeling that
the offender has apologized sincerely. Generally,
victims are satisfied with their participation and
the outcome of both mediation and conferencing
(McCold and Wachtel 1998; Morris and Max-
well 2000; Pelikan and Trenczek 2008; Umbreit
et al. 2008). Satisfaction may be related to the
fact that they felt involved in the process. This
again refers to the theory of procedural justice:
Having a say and the perception of being taken
into account can have a greater effect on satis-
faction than the actual outcome of the process
(Tyler 1990; Van Camp 2011). Dissatisfaction
can be related to the feeling that the intervention
was not useful, and there was no effect on the
offender, or the sentence did not take mediation
into account (Bolivar 2012). Overall, people tend
to be dissatisfied when their initial expectations

of the restorative justice process are not met,
hence the crucial importance of the preparation
phase (Vanfraechem 2007b). When victims were
asked whether they had to re-do the process, the
majority of victims responded that they would
participate in a mediation or conference again
(Strang 2002).

Satisfaction rates among offenders are very
high (Bonta et al. 2007). McCold (2003) found
more feelings of fairness and satisfaction in the
programs characterized by the highest degree of
stakeholder participation. He also found that the
correlation between victim satisfaction and
offender satisfaction was high, so that a win–
win situation seems to be achieved (Strang
2002). For offenders, being able to explain the
facts and offering an apology may be of impor-
tance (Rugge and Cornier 2005). Youngsters
may feel the conference gives them a certain
form of control over the process and they get the
opportunity to do something about what has
happened (Sherman et al. 1998). Being treated
with respect and having a say are important,
although solving the conflict may not always be
possible (Daly 2003). Generally, offenders who
participate tended to be more satisfied with both
the process and the outcome, especially when
compared to a traditional court procedure
(Braithwaite 2002).

What About Reoffending?

As the focus of restorative justice is on amelio-
rating the harm, preventing recidivism remains a
concern but seems not to be a first point of
attention in restorative justice (Braithwaite 2002;
Hayes 2007; Morris and Young 2000; Walgrave
2008). However, restorative justice would lose
its credibility if it turned out to yield more
reoffending than the treatment- or
punishment-based models of responding to youth
crime. Therefore, reoffending is an issue that
cannot be avoided, especially not in a chapter in
this volume on adolescent health. Despite the
earlier-mentioned methodological shortcomings
of ‘what works’ and recidivism research, the
general trend is that restorative processes may
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yield positive results. Hayes (2007, p. 428) dis-
tinguishes two main questions: (1) How does
restorative justice compare with traditional jus-
tice in preventing future offending? and (2) how
are the variable effects of restorative justice
related to post-intervention offending?

Bonta et al. (2007) selected 39 studies of
restorative justice programs, for a meta-analysis.
The overall effect was about a 7 % lower rate of
repeat offending, compared with traditional
criminal justice handling of cases. There was
little variation in the mean effect across samples
(adults/juveniles) and types of intervention.
Studies published after 1996 reported larger
effects than those published earlier and this was
attributed to the higher intrinsic quality of the
projects. The schemes yielded little effect if they
were contextualized within criminal justice
sanctions. Those outside the criminal sanction
system produced up to 10 % reduction in
recidivism. Better results were achieved in pro-
grams targeting mostly violent offenders, which
is in line with other outcomes reported for violent
crimes (Hayes 2004; Sherman et al. 2000) and
serious crimes (Sherman 2003). This is para-
doxical when one observes that conferences are
applied mostly to divert rather benign youth
offences from court. Better effects are also
achieved with low-risk offenders.

In a meta-analysis on the effect of restorative
justice conferences on repeat offending, Sherman
et al. (2015, p. 20) conclude that the effects of the
conferences on recidivism were ‘especially clear
as a supplement to conventional justice, with less
certainty about its effects when used as a sub-
stitute’. Zinsstag and Chapman (2012, p. 183)
conclude for Northern Ireland that ‘there is a
clear trend that restorative responses to youth
offending have generally been more effective in
reducing reoffending than the long-established
court orders’, hereby referring to a reoffending
rate for youngsters who participated in court
youth conferences of 45.4 % and diversionary
conferences at 29.4 %, compared to 68.3 % for
custodial institutions and 58.8 % for probation
orders. Similar to Sherman and Strang (2007),
the authors point out that ‘youth conference
reoffending rates for violent offences are

significantly lower than for offences against
property’. Furthermore, when participants do
reoffend, crimes are generally of a less serious
nature (Umbreit et al. 2008; Vanfraechem
2007b).

The best predictors of recidivism seem to be
previous experiences and social opportunities of
the youngster, rather than the conference itself
(Hayes and Daly 2004; Maxwell et al. 2004).
However, when all background variables are the
same, a well-run conference does make a differ-
ence when young offenders see the process as
fair, feel remorse and consent to the outcome
(Hayes and Daly 2003; Maxwell et al. 2004).

An important element is the follow-up after
the conference. If the conference is followed by
systematic support or treatment for the offender,
the risk of recidivism is much lower (Maxwell
et al. 2004). One can indeed not expect that a
one-time event could reverse a complex context
that may have existed for a long time (Corrado
et al. 2003), but mediation or conferences may
have a leverage effect and lead the young
offender and his network to understand that they
must tackle the problems in his life (Van-
fraechem 2007b). It brought Bonta and associates
to conclude that,

(i)t may be not the role of restorative justice
facilitators to deliver treatment programming;
yet it would be useful if they would recognize
the need for treatment and the type of pro-
gramming that would assist in reducing offender
recidivism, and make the appropriate referrals
for treatment. (2007, p. 117).

Restoration and the Rehabilitation
of Offending Youth

While the public intervention after youth offend-
ing aims at reducing or eliminating further
offending, its objective should be broader through
facilitating the pathway toward an integrated
membership of social life and a predominantly
positive well-being about that. It presupposes a
reasonable state of mental health. For many of the
juvenile offenders who are involved in restorative
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processes, this perspective is not evident. On the
contrary, a considerable number of them seem to
be drifting away from social integration. The
question here is whether restorative justice
responses to their offending may help to stop or
inverse that negative development.

Most evaluative research focuses on the
influence of restorative processes on reoffending,
although (absence of) reoffending is not an
unambiguous indication of adolescent’s degree
of well-being. Those who have seen the movie A
Clockwork Orange by Stanley Kubrick under-
stand that not reoffending is not a guarantee of
mental health. Inversely, some juvenile delin-
quency may be an indication of a normal, even
healthy explorative behavior in adolescence.
Unfortunately, not much research includes the
possible impact of restorative interventions on
broader welfare and well-being issues in young
offenders. Here, we resort to a number of theo-
retical suppositions and a few observations.

Theories on Restorative Encounters

Reintegrative shaming is the most popular theory
to explain why restorative processes function as
they do (Braithwaite 1989). Shaming as such can
be stigmatizing, as in most court interventions,
resulting in (a risk on) psychosocial identification
with non-conformism and further offending.
Reintegrative shaming, on the contrary, is
focused on the behavior and not on the person
and is followed by gestures of reacceptance. It is
a powerful emotion that can lead to desistance.
This theory has been predominant in the
restorative justice literature. Restorative confer-
ences were seen as an ideal scene of ‘successful
reintegration ceremonies’ (Braithwaite and
Mugford 1994). Since then, the centrality of the
shame emotion in restorative encounters has
been nuanced and completed. Other (moral)
emotions and dynamics, such as guilt, remorse,
and empathy, seem to play an equally important
role (Harris et al. 2004; Karstedt 2002; Morris
2002; van Stokkom 2002; Walgrave and Aertsen
1996). Later versions of the theory have com-
pleted the concept: It is not shame as such, but

‘acknowledged shame’, that is the constructive
emotion which may lead to accepting responsi-
bility and being prepared to comply. Unac-
knowledged shame may be turned into blame
and anger toward others (Braithwaite and
Braithwaite 2001, p. 12).

To reduce the risk that shame remains unac-
knowledged, the social emotional climate of the
experience is crucial. This is where the theory of
procedural justice comes in (Tyler 1990). Proce-
dural justice focuses on the subjective sense of
being treated fairly, with respect and equity, being
taken seriously and being listened to by the
authorities. Procedural justice is crucial for belief
in the system’s legitimacy, for both victims and
offenders. It brings about a shift from the moti-
vation to avoid punishment by an external power
toward an internal motivation to comply with a
legitimate authority. The characteristics of a
restorative justice meeting offer better conditions
for the stakeholders to feel such procedural justice
than traditional court proceedings (Tyler 2006).
The empirical assessment, so far, confirms that
both victims and offenders feel fairly and
respectfully treated in a conference. It is probably
the main reason why they acquiesce with the
process and with what is agreed. It is a crucial (but
not sufficient) basis for both parties to begin to
(re)construct their lives as (re)integrated citizens.

In addition to being treated fairly, the expe-
rience of being supported and expressions of
confidence of loved ones provides a strong
platform for a new start. Victims and offenders
who can rely on ongoing relationships of infor-
mal control and support can benefit in a confer-
ence. These ‘natural helpers’ can be re-activated
and empowered in a conference to provide
ongoing guidance and assistance, and to support
healing and adjustment in the aftermath of the
crime and the conference. The idea recalls Hir-
schi’s theory of social bonds (1969), especially
the attachment bond. There are indeed reasons to
believe that a successful conference may help
strengthen social bonds, so that these bonds may
act as an informal social platform for reparation
and for social reintegration afterward.

If participants experience procedural justice
and feel supported by their informal network,
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shame can be acknowledged and can become
reintegrative. For offenders, it may be the starting
point for reconstructing their identity in a more
socially conforming version. Maruna (2001)
found that desisting from further criminality
depends most on the opportunity to ‘make good,’
meaning to reform the conception of the self as a
social-norm-compliant person. Maruna (2001)
also presents restorative conferences as redemp-
tion rituals and sees the opportunity to repair
what has been done wrong as a major chance to
build a new identity. In that sense, a restorative
justice encounter can be very helpful for the
offender to turn the page and commence the way
toward social rehabilitation (Bazemore and
Maruna 2009). The latter observation brings us
to the Good Lives Model.

The Good Lives Model

Ward and Maruna (2007) present the Good Lives
Model (GLM) of rehabilitation as an alternative
to the risk-need-responsivity (RNR) model.
The RNR model is most represented in the
so-called ‘what works’ tradition, a series of
meta-analyses of evaluation of treatment and
prevention programs that identify mechanisms
that may be effective in reducing recidivism.

Ward and Maruna (2007) advance two ele-
ments: (1) Rather than asking the question ‘what
works,’ we should ask ‘what helps’ offenders,
and (2) current justice interventions seem to
impede rather than stimulate the offender’s
desisting from crime. The starting point in GLM
is the idea that offenders are humans and have
similar needs and expectations as non-offenders
(feeling integrated, relatedness, creativity, and
physical health). Most recidivist offenders,
however, are unable to reach these goals on their
own. Without a realistic hope that the aspiration
can become true, they will not commit them-
selves into an enduring effort to surpass the
crime-prone situation. Appropriate help can fos-
ter such hope. According to the GLM, correc-
tional interventions should aim at promoting the
individual’s goodness, as well as managing and
reducing risks (Ward and Maruna 2007).

The GLM aims ‘to reduce risk alongside building
offenders’ capacity to live personally meaningful
and fulfilling lives’ (Ward et al. 2014, p. 28).
This approach uses the offender’s values in the
design of the program and aims to equip him or
her with capabilities needed to implement a plan
for a better life. Rather than trying to move away
from crime, the GLM presumes that promoting
human goodness will help to avoid risks and that
it is easier to motivate individuals to change
when focusing on perceived benefits rather than
on what they need to leave behind. Advocates of
the GLM believe that human beings can ‘only
flourish within a community that provides emo-
tional support, material resources, education, and
even the means of survival’ (Ward and Maruna
2007, p. 117). Therefore, an ecological frame-
work becomes important, taking the offender’s
context into account. They believe in the offen-
der’s own agency and respect the individual’s
capacity to take up responsibility and make cer-
tain decisions for him or herself. Rather than
starting solely from the individual’s deficits, the
GLM looks at the motivation of the individual to
have committed an offence and from there, help
him to secure moral goods in a socially accept-
able way.

As in restorative justice, the idea is that ‘all
human beings have intrinsic value and (…) their
core interests should be taken into account when
making important decisions about their lives’
(Ward et al. 2014, p. 29). According to the
authors, restorative justice can be seen as reha-
bilitative in a normative manner in that offenders
take responsibility for the harm done and want to
‘make good’ for it. Furthermore, ‘attending to the
repair and reintegration of the offender [can be
viewed] as a community obligation’ (Ward et al.
2014, p. 31). Besides rehabilitation, Ward et al.
(2014) observe a link between restorative justice
and desistance, the latter including all factors that
make offenders stay away from crime. Restorative
justice can, through the encounter with the victim,
lead to empathy in the offender and consequently
to an active search for reintegration and reconcil-
iation. Restorative justice can then reinforce the
shared values with victims and community, which
can have a reintegrative effect (Ward et al. 2014).
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Going on the Defensive: Avoiding
Further Harm by the Intervention

Criminological literature has made clear that the
offence and the public response to offending,
may in itself, cause additional social harm to the
one who is subjected to this intervention. The
literature points to risks for further social exclu-
sion and stigmatization (Gatti et al. 2009; McAra
and McVie 2010). This is especially true for the
many (young) offenders who already have a long
history of social exclusion and marginalization.
The theory of societal vulnerability characterizes
this history as an accumulation of negative
experiences in contact with societal institutions
such as schools and police, a lack of prospects in
the labor market, and the like, leading to unfa-
vorable social prospects and inapt coping
mechanisms (McAra and McVie 2012; Pauwels
et al. 2011; Vettenburg et al. 2002; Walgrave and
Vanfraechem 2012). This process leads young
people to feel detached from the mainstream
societal goals and the means to achieve these,
whereas adhering to peers and the street life
might lead them to an alternative identity and the
development of ‘criminal capital’ (Hagan and
McCarthy 1997). The risk is that the judicial
intervention just adds a negative experience to
the long list and thus would confirm this societal
vulnerability process.

Consequently, a primary concern of the public
intervention must be to try and involve the
offender in a non-stigmatizing, inclusive and
reintegrative manner. Or, in line with the GLM,
the negative alternative identities should be
countered by ‘prosocial attainment of primary
goods’, which is in its turn associated with
‘higher levels of well-being, as well as the
development of a self-identity and purpose in
life’ (Ward et al. 2014, p. 28). This resembles the
respectful and inclusive dialogs, which are typi-
cal in restorative processes like mediation or
conferencing that do offer an ideal scene for such
an endeavor. That may be the case, indeed,
despite some possible risks and drawbacks
(Walgrave and Vanfraechem 2012). The partic-
ular opportunities for juveniles in a position of
societal vulnerability are as follows.

First, the experience of the restorative con-
ference, characterized by a respectful and sup-
portive climate, may have great (re)educative
value. For example, this climate keeps the young
offender more open for direct and personal con-
frontation with the victim’s suffering. It will
make him understand the wrong he has done and
recognize the meaning of the norm. The
encouragement to make the reparative gestures is
at the same time a signal of the belief of the other
participants in his positive potentials.

Second, a restorative gesture by the offender
can help to stop the negative spiral in which
many of them are involved. If, for example, the
young offender accepts to work to compensate
the harm to the victim, he shows that he is more
than a thief or a hooligan. Instead of being
labeled as a criminal who has to be punished or
treated, he appears as a person with positive
value who is willing to make up for what he did
wrong. It enhances the chances that he will be
appreciated and supported by others, which may
open the pathway toward social (re)integration.

Third, such respectful and supportive
encounter is also an opportunity for the offender
and his family to realize that things are really
going wrong and that something must be done. It
may be an occasion to accept assistance or
treatment. That is much more difficult to accept if
assistance is imposed or forced upon the offen-
der. Such duress is mostly experienced as an
intrusion, provoking resistance against the offer.
More particularly, many young offenders con-
fronted with justice interventions live with par-
ents who have lost control over them, who have
given up trying to offer adequate support. Yet, an
adequate balance of support and control is crucial
in the relation between parents and their children
(Rollins and Thomas 1979). The experience of
meeting for a conference may help re-establish
the relation between the parents and the adoles-
cent. Parents are not treated as the causes of the
problem, but recognized as possible parts of the
solution (Prichard 2003). The agreements after
such a conference, which are backed by official
agencies, provide parents new grounds for
authority over their children. The follow-up of
the agreement often also contains a guidance
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plan to help the parents’ parenting. It may be the
beginning of a new start in the relationship with
their son or daughter. Such constructive out-
comes are less probable after a judicial procedure
and sentence, which mostly point to the parents’
shortcomings, putting them in a defensive
position.

The process focused on repairing the harm
caused, which does not neglect the psychosocial
assistance needed for these youngsters. Address-
ing the harm to the offender may link closely to a
rehabilitative approach (Bazemore and Bell
2004). While restorative justice is not the same as
rehabilitation, as we made clear in a preceding
section, it can nevertheless have rehabilitative
effects. For the offender, especially the harm done
to social relationships by his crime can be repaired
(Llewellyn and Howse 1999). His family and
friends may be affected by the crime, and there
may be a loss of trust. It is important to rebuild that
trust and improve these relationships. The aim of
the restorative approach is to restore those rela-
tions. Not only is the victim harmed by the crime,
but also the community and the offender (who is
part of this network of relations) are harmed.

Conclusion

Most, if not all, youth justice systems include the
(re)education, the rehabilitation, the treatment, or
the welfare of the juvenile offender as an
important objective. While reducing reoffending
is the most explicit goal, the broader well-being
of the young is also, at least implicitly, a goal. In
recent decades, these systems have come under
pressure. The pressure can partly be attributed to
a general sociocultural climate tending to more
strict repression and punishment with both adults
and adolescents offenders. One must, however,
also recognize that traditional welfare-oriented
youth justice systems cannot present triumphant
results. Whatever social or clinical or (re)educa-
tive approach is implemented under the judicial
mandate, the reoffending rates remain high.
Moreover, many interventions appear to degrade
the social position and prospects of the young,
rather than improving them.

From a children’s rights perspective, the
guiding factor of all interventions with children
in contact with the law should be ‘the well-being
of the child’ (Kilkelly 2008). We know that
adolescence and the transition to adulthood is a
period in life characterized by many changes and
evolution on the cognitive, physical, relational,
and emotional level. These transitions can be a
burden to the mental health, the well-being, and
well-becoming of adolescents (Ben-Arieh 2008;
Cops et al. 2012). Although, generally speaking,
the vast majority of our young people are doing
well, we also know that this is not the case for all
(Jacobs and Cops 2013; Op de Beeck 2010).
Moreover, as most attention in contemporary
debates on youth justice seem to focus on
offending and re-offending, we witness a
decrease in youth delinquency rates while the
number of young people in need of help because
of the problematic and alarming conditions in
which they grow up is increasing in most coun-
tries. An important minority of young people are
experiencing low self-esteem and confidence,
negative emotions, depressions, and anxieties. As
we know from social psychology, mental health,
well-being, and how we feel is to a large extent
determined by ‘interaction’, and we know that
life conditions and events can create acute and
chronic strain that impacts well-being and mental
health in a fundamental way (De Boeck 2014).
Generally speaking, those young people coming
in contact with the law (either because of what
they have done or because of the troubling nature
of the conditions in which they live) are also
more vulnerable to reduced well-being and
mental health problems. A youth justice system
that aims at doing justice for young people can-
not solely focus on (re)offending while ignoring
the well-being of the child or young person. As
the well-being of all adolescents depends on their
social inclusion, a justice system that addresses
youth offending cannot add to the risks of social
exclusion. On the contrary, it must aim at
enhancing the opportunities for social (re)
integration.

We believe that the emergence of restorative
justice seems to open up more possibilities for
social reintegration. Instead of the continuous
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discussion of welfare-oriented versus
punishment-based approaches, restorative justice
seems to present a possible ‘third way’ of
responding to crime. Besides favorable social–
ethical reasons, it also appears to offer consid-
erable potential for both the victim and the
offender, it may set the conditions for a decent
legal frame, and it appears to be no more of a
threat to public safety than other approaches.
These observations bring a number of scholars to
argue for a systematic priority for restorative
justice in response to youth offending. This raises
the core question of the chapter: Does restorative
justice contribute positively to the reduction of
reoffending and to the general well-being of the
young people confronted with the system?

While restorative justice is hard to combine
with the punitive premise of the current criminal
justice system, there is not a principled contra-
diction with the welfare orientation. One could
even say that the welfare orientation in restora-
tive justice is perhaps wider than in traditional
youth justice approaches. It also considers the
well-being of the victim and other stakeholders,
whereas the traditional system focuses solely on
the young offender. Theoretical reasons are
advanced for positive expectations. They are
confirmed by clinical observations. The empiri-
cal data available so far do not refute the positive
expectations. There is no doubt that restorative
justice is a very promising pathway to further
explore, especially if one takes into account the
general well-being of the young offender and his
victim. The conditions are, however, a continu-
ous ‘quality control’ of the mediations, confer-
ences, and other restorative practices
implemented, as well as an accurate scientific
follow-up of the theoretical, philosophical,
juridical, and psychosocial dimensions of the
developments in restorative justice.

Finally, one must be aware that no youth
justice system can resolve all problems linked to
criminal and other problematic youthful behav-
ior. It is not the justice system, based on the
possibility of using repression and coercion, that
should come first to mind in designing a policy to
foster the well-being and future prospects of its

(young) citizens. Criminal justice, and also youth
justice, only intervenes as a last resort when all
other possibilities to nurture law-abidance among
citizens have proven unsuccessful. More can be
expected from policies that are based on the same
social–ethical ground as restorative justice: a
concern for social equity and participation, based
on respect and solidarity. This philosophy pene-
trates policies regarding family, school, living
conditions, social opportunities, and welfare
problems. Not only would that benefit the social
prospects and positive motivation of all young
people, but it would also have a tremendous
preventative effect. The best youth justice system
is the system that has to intervene as little as
possible.
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8Adolescent Sexual Health
and Sexuality Education

Margo Mullinax, Sanyukta Mathur and John Santelli

Introduction

The sexual health needs of adolescents have been
a central focus of the public health community.
Adolescence is a unique time of physical and
psychological growth and, for many, a time when
sexual and romantic exploration begins. The
public health community, given their concern
about the negative consequences of unprotected
sex, such as teenage pregnancy, have identified
risk and protective factors related to the sexual
health of adolescents (Kirby et al. 2005b; Mmari
and Blum 2009). Increasingly, attention is being
focused on protective aspects of adolescent sexual
health and recognition that adolescents have sex-
ual rights. The agreement on a right to information
and good health services related to sexual health
and the understanding of sexuality as a central part
of being human has become the foundational
rationale for sexuality education. The main
cornerstone of sexuality education is, arguably,
formal SBSE. Given the high rates of primary and
secondary school enrollment worldwide, SBSE is
important because of the ability to reach numerous

adolescents and young adults in a formal educa-
tional setting. SBSE involves teaching youth
information, skills, and attitudes related to their
sexual health and sexual rights. SBSE has evolved
over the past decade resulting in two main cur-
riculum types: comprehensive sexuality education
programs (CSE) and abstinence-until-marriage
(AUM) curriculums (Kirby 1992; Kirby et al.
1994, 2005a, 2007). Overall, SBSE has been
proven effective in positively influencing sexual
health-related behaviors, and researchers have
identified key characteristics across effective pro-
grams. Still, introduction of sexuality education
into schools is often controversial, and the public
health community has worked to create enabling a
supportive environment for SBSE. Beyond SBSE,
there are other channels of sexuality education
designed to reach vulnerable youth, who might
not be associated with formal systems like the
educational system.

In this chapter, we begin by defining sexual
health and elaborating on the definition of sexual
rights. We first explore adolescence as a time of
growth and development, as well as the unique
aspects of adolescent sexual health. Then, data
on prevalence of adolescent sexual behaviors are
provided. Next, we begin to talk about the public
health approach to adolescent sexuality, includ-
ing a discussion of risk and protective factors
related to adolescent sexual health.

In the beginning of the chapter, we also seek
to explain key definitions and documents related
to adolescent sexuality. Then, we move onto the
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history of school-based sexuality education,
types of programs, and the effects of
school-based sexuality education on sexual
health outcomes. Key examples and characteris-
tics of effective programs are outlined. Finally,
we briefly discuss other forms of sexuality edu-
cation and steps for moving the sexuality edu-
cation agenda forward.

Defining Sexual Health

Increasingly, attention has been given to the
sexual health and rights of adolescents. In fact,
several international agreements have been
adopted in recent years that affirm the right of all
adolescents to receive sexual and reproductive
health information, education, and services
(McGoldrick 1991).

Sexual health is closely linked to reproductive
health, but has increasingly become considered an
important right on its own. In 2002, the World
Health Organization (WHO) revised their definition
of sexual health based upon advice of key experts:

Sexual health is a state of physical, emotional,
mental, and social wellbeing… not merely the
absence of disease, dysfunction, or infirmity.
Sexual health requires a positive and respectful
approach to sexuality and sexual relationships, as
well as the possibility of having pleasurable and
safe sexual experiences, free of coercion, dis-
crimination, and violence. For sexual health to be
attained and maintained, the sexual rights of all
persons must be respected, protected and fulfilled
(WHO 2006, p. 4).
WHO defines six key elements of sexual health

(WHO/RHR 2010, p. 3).
• Sexual health is about wellbeing, not merely

the absence of disease.
• Sexual health involves respect, safety and

freedom from discrimination and violence.
• Sexual health depends on the fulfilment of

certain human rights.
• Sexual health is relevant throughout the indi-

vidual’s lifespan, not only to those in the
reproductive years, but also to both the young
and the elderly.

• Sexual health is expressed through diverse
sexualities and forms of sexual expression.

• Sexual health is critically influenced by gender
norms, roles, expectations and power
dynamics.

Increasingly, adolescents are being seen as a
transitional developmental period, rather than
just one point in time (Spear 2000). Conse-
quently, the focus on positive approaches to
sexual health is a reoccurring theme found in
WHO documents. For example, in a WHO report
on sexual health, it advised program managers,
policy-makers, and care providers to promote the
“potentially positive roles sexuality can play in
people’s lives” (WHO 2006). WHO pays special
attention to context of sexual development in
adolescence and defines this as an important
point for developing lifelong sexual health.
Along these lines, in WHO documents, adoles-
cent sexual health is closely linked to social
justice, human rights, and gender equity. It is
understood that sexual health cannot be obtained
without the protection of human rights.

Key to the WHO definition of sexual health is
their definition of sexuality (WHO 2006, 4):

…a central aspect of being human throughout life
encompasses sex, gender identities and roles,
sexual orientation, eroticism, pleasure, intimacy
and reproduction. Sexuality is experienced and
expressed in thoughts, fantasies, desires, beliefs,
attitudes, values, behaviors, practices, roles and
relationships. While sexuality can include all of
these dimensions, not all of them are always
experienced or expressed. Sexuality is influenced
by the interaction of biological, psychological,
social, economic, political, cultural, legal, histori-
cal, religious and spiritual factors.

Sexual health is an essential component of
general health, but it is often defined by the
avoidance of adverse health outcomes such as
unintended pregnancy and transmission of sex-
ually transmitted infections (STIs), particularly
human immunodeficiency virus (HIV), sexual
violence, and harmful practices (e.g., female
genital mutilation) (WHO/RHR 2010). A WHO
publication, in 2000, compiled an overview of
sexual concerns and problems that need to be
addressed (PAHO/WHO 2000). Key among the
issues and concerns are human rights related to
sexual health, sexual pleasure, eroticism (see
below), and sexual satisfaction, diseases
(HIV/AIDS, STIs, RTIs), violence, female geni-
tal mutilation, sexual dysfunction, and mental
health-related to sexual health. Given this, the
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focus of many adolescent sexual health programs
is on the prevention of risky sexual behaviors.
The United States Centers for Disease Control
(CDC) defines risky sexual behaviors as follows:
having sexual intercourse without a condom,
having intercourse without contraceptives, and
having sex with multiple partners (CDC 2012a).
Research shows, however, that adolescents have
relatively high rates of condom and contraceptive
use, although condom and contraceptive use
differs from region to region.

Beyond negative health outcomes, the public
health community has increasingly focused on
affirmative measures of sexual health as a part of
holistic sexuality models (Sandfort and Ehrhardt
2004). Affirmative sexual health models focus not
only on negative outcomes, but also attend to
sexual pleasure, satisfaction, and well-being.
Oftentimes, affirmative models of sexual health
overlap with sexual rights paradigms that argue a
right to sexuality, especially for women (Correa
and Petchesky 1994). There has been a call for
research that better delineates sexual goals and
needs, especially those of women (Higgins and
Hirsch 2008). Affirmative models of sexuality have
been embraced by many feminist scholars and
labeled “sex-positive” or the pro-sexuality move-
ment. Sex-positive articles and papers emphasize
the need for consensual and safe practices while
opposing legal and moral constraints on sexuality.
Previous research tended to ignore sexual goals and
sexual pleasure, which are important components
of sexual health decision-making (Higgins and
Hirsch 2008). Research shows that sexual pleasure
is a principal motivation for sexual behavior
(Pinkerton et al. 2003; Rye and Meaney 2007) and
that relationship satisfaction and quality of sexual
experience are linked (Byers 2005; Sprecher and
Cate 2004). The importance of studying sexuality
within an affirmative framework is further
strengthened by evidence that masturbation and
sexual satisfaction are associated with more tradi-
tional measures of sexual health (e.g., prevention of
STIs and unwanted pregnancies) (Diamond and
Savin-Williams 2009; Higgins et al. 2011). At a
rapidly increasing rate, researchers are linking
measures of sexual satisfaction to clinical inter-
ventions and research (McClelland 2011). More

importantly, a few public health practitioners have
given increased recognition to understanding
quality of sexual experiences as a part of wellness
and as important in its own right (Byers 2005;
Higgins et al. 2011).

The definition of human rights has been
expanded to include sexual health components
and is elaborated as sexual rights. In 2002, the
WHO declaration of sexual rights states:

Sexual rights embrace human rights that are
already recognized in national laws, international
human rights documents and other consensus
statements. They include the right of all persons,
free of coercion, discrimination, and violence, too:
• the highest attainable standard of sexual health,

including access to sexual and reproductive
health care services;

• seek, receive, and impart information related to
sexuality;

• sexuality education;
• respect for bodily integrity;
• choose their partner;
• decide to be sexually active or not;
• consensual sexual relations;
• consensual marriage; and
• decide whether or not, and when, to have

children; and pursue a satisfying, safe and
pleasurable sexual life.

The responsible exercise of human rights
requires that all persons respect the rights of others
(WHO 2006, p. 5).

Other organizations, such as the International
Planned Parenthood Foundation (IPPF) and the
World Association for Sexual Health (WAS), have
also created charters and declarations related to
sexual rights. A large part of all of these documents
is the recognition of the right to information and
knowledge related to sexual health. The above
definition obviously was created with adults in
mind, and few documents on sexual rights focus on
the rights of adolescents. The right of the child to
sexual health information, however, has been
acknowledged by the United Nations Convention
on the Rights of the Child (Parker et al. 2009). The
call for sexuality education emerged in the twen-
tieth century from the perspective of human rights
including sexual rights and roles. The understand-
ing of sexuality as a central part of being human
and the right to sexuality information is the foun-
dational rationale for sexuality education (Parker
et al. 2009).
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Sexual Health of Adolescents

Puberty

The onset of adolescence is typically marked by
puberty (i.e., the emergence of secondary and
sexual characteristics) (Haworth et al. 2012).
Puberty characteristics are typically defined as
follows:
• For males: increase in penis and testicular

size, minor voice changes, development of
sperm (i.e., spermarche), public, axillary, and
facial hair growth, and growth spurts
(Haworth et al. 2012).

• For females: breast development (i.e., the-
larche), pubic (i.e., pubarche) and axillary
hair growth, widening of hips, and weight
gains. Toward the end of puberty, women
begin menstruation (i.e., menache) (Haworth
et al. 2012).
These rapid physical changes are triggered by

the hypothalamus, which increases secretions
that cause the pituitary gland to release large
amounts of gonadotropin hormones (Yarber et al.
2013). Gonadotropins are chemically identical in
boys and girls. In girls, gonadotropins act on the
ovaries to produce more estrogen, and in boys,
they cause the testes to increase testosterone
production. While puberty is the stage in which
people become capable of reproduction, it is
important to note that sexuality is something that
can be observed in infancy and childhood (Yar-
ber et al. 2013).

Puberty is also a point of fundamental restruc-
turing of cognitive, information-processing systems
(Steinberg 2005). Brain growth, in general, occurs
in adolescents as youth become more capable of
abstract and metacognitive reasoning (Dixon-
Mueller 2011). The brain development that
occurs during adolescence is focused on particular
regions of the brain. These regions are key to
regulation of behavior and emotions and to the
evaluations of risk and reward (Steinberg 2005).
During adolescence, significant growth and change
occurs to parts of the brain associated with plan-
ning, metacognition, self-evaluation and regulation,
and the coordination of affect and cognition. As
adolescents mature in age, they develop more

cognitive and emotional control to make
goal-directed actions (Yurgelun-Todd and Killgore
2006). Around the age of 15, “sensation-seeking”
drives may intensify while the development of the
parts of the brain linked to judgments and impulse
control continues to mature well into early adult-
hood (Dixon-Mueller 2011). We know that as age
increases, impulsive behavior decreases (Casey
et al. 2005; Steinberg 2005). Research is beginning
to suggest that the development of regulatory
competence may lag behind changes in arousal and
motivation during puberty (Steinberg 2005). In
other words, biological maturity may precede
physiological maturity. The study of cognitive
development in adolescents is increasingly recog-
nizing the real-world context of cognition in which
adolescent thinking is a function of social, emo-
tional, and cognitive processes (Steinberg 2005).
For example, there is substantial evidence that
adolescents engage in risky behaviors despite
knowing the risks involved, which suggests that
adolescent behaviors are influences by social con-
text, as well as consideration of consequences.

Typically, the normal range for puberty is 9–
15 years old, with slight differences by sex
(Haworth et al. 2012). For example, the mean age
of beginning growth for girls is 9 years of age,
but is 11 for boys (Neinstein 2008). However,
research indicates changing trends in puberty,
particularly among girls (Kaplowitz et al. 2001).
Figure 8.1 shows the decline in age of puberty
across several countries. Compared to 40 years
ago, girls now experience first menarche, on
average, a few months earlier and develop breasts
one or two years earlier (Steingraber 2007). Pre-
cocious puberty is defined, as the appearance of
the physical and hormonal signs of puberty at an
earlier age than is considered typical. These
trends are more accelerated among African
American females (Sørensen et al. 2012). Almost,
no studies have attempted to determine trends of
timing of boys’ puberty; subsequently, firm con-
clusions are difficult to establish (Walvoord
2010). While trends in first menarche have begun
to level off since the 1990s, new data from the
USA indicated recent decrease in the age of
breast growth (Parent et al. 2003). One hypothesis
for this earlier onset is increased nutrition and,
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specifically, increased body mass index (Jeffery
et al. 2012; Kaplowitz et al. 2001). There has also
been growing concern about the possible effect of
endocrine-disrupting chemicals (EDCs) (i.e.,
compounds that alter or disrupt the hormone
processes) on the timing of puberty
(Diamanti-Kandarakis et al. 2009; Walvoord
2010). There are numerous types of EDCs:
chemicals found in pesticides, fungicides, insec-
ticides, and industrial chemicals such as lead,
mercury, and PCBs (Colborn et al. 1993).
Chronic stress and acute stress, often related to
home life, have also been shown to be linked to
earlier menses (Belsky et al. 1991; Ellis and
Garber 2000; Tremblay and Frigon 2005). Recent
research has questioned if these trends are the
result of variability between decades rather than a
linear decrease (Walvoord 2010; Yarber et al.
2013). Interestingly, even though there have been
increases in nutrition and well-being of adoles-
cents in South Africa, puberty initiation for urban
black South African adolescents has remained
stable over the last 10–15 years (Jones et al.
2009). That said the age of first menarche among
this population has been shown to be starting
earlier. Overall, age of menarche seems to vary
depending on interrelated factors such as eco-
nomic development over nineteenth and twentieth
centuries, socioeconomic status, heredity, and
nutrition (Neinstein 2008).

Gender Socialization
and Interpersonal Relationships

Gender socialization, which begins at birth, takes
on new meaning for girls and boys during pub-
erty as they become more conscious of their
bodies (Dixon-Mueller 2011). Some youth may
exhibit gender-nonconforming identities and
behaviors, referred to a transgender person
(Grossman and D’augelli 2006). Transgender
youth are a vulnerable population, as they often
experience more negative health outcomes and
may be invisible in health systems. For example,
substance abuse is higher among gay, lesbian,
bisexual, transgender, and questioning youth
(Jordan 2000). Transgender youth report, in high
numbers, being verbally and physically harassed
in US schools (Russell et al. 2011). Furthermore,
transgender-related school victimization is
strongly linked to young adult mental health
issues, like elevated levels of depression, and risk
for STDs and HIV. Due in part to the stigma
transgender youth face, many transgender youth
report trouble finding housing and jobs and may
turn to high-risk behaviors like sex work (Garo-
falo et al. 2006). Transgender youth report a lack
of access to healthcare services, as well.

Adolescence is also a time of new romantic
feeling and/or sexual attractions. Adolescence
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may be a time of sexual self-exploration and
identify formation (Neinstein 2008). Most teens say
they have had some level of romantic involvement
with a peer (Neinstein 2008). Romantic relation-
ships are a part of both intimacy and identity
development for adolescents, and relationships
during adolescence may influence subsequent
relationships (Bouchey and Furman 2003). Con-
ceptualization and duration of romantic relation-
ships change from adolescence to adulthood. For
most adolescents, relationships may be short term
and often notions of romance are idolized (Mont-
gomery and Sorell 1998). The change in definitions
of relationships is evidenced by the fact that many
early adolescents report being in love even though
they have rarely spoken to the object of their desire
and have no relationship with the person. Older
adolescents, in contrast, report falling in love at a
later age than would be reported if they held to the
earlier belief of first love. During adolescence, a
large part of dating may be socializing with a
partner and with peers. Most research on dating and
romantic attachment, however, has focused on
middle-class heterosexuals in North America and
should not be considered representative of all
adolescent trajectories (Bouchey and Furman
2003).

During adolescence, sexual orientation may
become more of a salient issue. Many adoles-
cents experience feelings of attraction for their
peers of the same gender, and for some, this
continues to grow into romantic attraction
(Chandra et al. 2011). Adolescents that identify
as being gay, lesbian, or bisexual often face
increased stigma (Rotheram-Borus et al. 1994).
Same-gender adolescent sexual experiences do
not necessarily signal a lesbian, gay, or bisexual
identity (Blumenfeld and Raymond 1988;
Savin-Williams 1989). Conversely, adolescents
may identify as lesbian, gay, or bisexual without
having sexual experiences (Ryan and Futterman
1998; Savin-Williams 1989). Overall, there is a
diversity of experiences related to adolescent
sexuality. Increasingly, youth are developing
expanding lists of sexual identities beyond notion
of gay, bisexual, and heterosexual that include
challenges to notions of gender identity dichot-
omy and focus on partner characteristics

(Savin-Williams 2001). Research also shows that
sexual identity may change over time and within
different contexts (Baldwin et al. 2014).

Sexual Behaviors in Adolescents

Most young people begin to explore their sexu-
ality during adolescence. This exploration may
take many forms. It varies from masturbation, to
oral sex, to vaginal and anal sexual activity. The
majority of adolescents report sexual fantasies
(Crockett et al. 2003). Hormonal changes during
puberty cause a dramatic increase in sexual drive
and sexual interests. Adolescents may explore
these interests alone or with a partner. However,
this does not necessarily translate into behaviors.
Not all adolescents engage in sexual behaviors,
and the age of initiation varies, but as age
increases, so does the number of adolescents who
report some form of sexual activity. In general,
establishing rates of adolescent sexual activity is
hard, given underreporting of behaviors, some-
times associated with guilt, and the constraints of
doing research with minors. The majority of
documentation of sexual behaviors among ado-
lescents is from the USA and Western Europe.
Internationally, the picture of initiation of sexual
behaviors is similar. Many countries collect a
Demographic and Health Surveys (DHS), which
can be used to assess sexual behaviors. This data
show that around the world sexual activity begins
for most men and women about the same time
(15–19 years) (Wellings et al. 2006). However,
there are some regional and gender variations, and
in developing nations, girls, especially, tend to
initiate sexual behaviors at younger ages. Over the
past few decades, premarital sexual activity within
the bounds of a committed, loving partner has
become increasingly accepted (Martin et al. 2001).
Along similar lines, cohabitation has become
normalized in many parts of the world and is seen,
by many, as a given stage in relationship devel-
opment (Roseneil 2006). The age of marriage has
been delayed among many cohorts; however,
there is a large range of diversity with regard to
marital trajectories (Bramlett and Mosher 2002).
Similar to the USA, many other countries show
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trends toward a delay in marriage and increase in
acceptability of premarital sex (Bearinger et al.
2007). During the past few decades, age at mar-
riage has risen most rapidly in Asia, the Middle
East, and some parts of Latin America (Blum and
Nelson-Mmari 2004). Changes, however, are less
striking in sub-Saharan Africa, where early mar-
riage is still particularly prevalent and may be
recourse for girls orphaned by HIV (Blum and
Nelson-Mmari 2004).

A Range of Sexual Behaviors
We often think of sex as only sexual
intercourse; however, there is a wide range
of sexual behaviors (Yarber et al. 2013).
Autoeroticism consists of sexual activities
that involve only oneself (e.g., fantasy and
masturbation). Sexual behaviors with oth-
ers may range from touching, kissing,
oral-genital sex, sexual intercourse, anal
eroticism (i.e., sexual activities involving
the anus), and anal intercourse. These
behaviors are commonly practiced by
opposite-sex and same-sex couples (Lind-
berg et al. 2008). Oftentimes, sexual
behaviors are divided into non-coital and
coital (i.e., vaginal–penile intercourse)
behaviors. Individuals and couples may
also use erotic aids, such as sexy toys (e.g.,
vibrators and dildos) during sexual inter-
course (Yarber et al. 2013).

Examples of common sexual terms:
• Mutual masturbation—masturbation

together with a partner
• Tribidism—pressing of the bodies with

genital thrusting and rubbing
• Fellatio—men’s penis is take into

partner’s mouth
• Cunnilingus—women’s genitals are

stimulated by partner’s tongue and
mouth

• Analingus—licking of the anal region
• Vaginal–penile intercourse/penile–

vaginal intercourse—insertion of the
penis into the vagina

While sexual behaviors are often reported in
isolation, it is important to recognize that any
given sexual encounter may include complex
combinations of genital and non-genital contact
(Hensel et al. 2008). Additionally, the sequence
of behaviors may vary per encounter and for
different adolescents.

Kissing

Most teens aged 13–14 report that kissing is
normal for couples in their age, while other forms
of sexual intimacy, including deep kissing (i.e., a
kiss involving the tongue), are not the norm
(Neinstein 2008). By ages 15 and 16, teens report
most couples typically kiss and deep kiss.

Masturbation

Rates of masturbation among adolescents are
hard to establish, and masturbation is considered
to be a highly underreported given high reports
of associated guilt (Kaestle and Allen 2011).
Men are much more likely to report ever mas-
turbating and more frequent masturbation
(Pinkerton et al. 2003). Among males in the
USA, at age 14 years, 62.6 % of males reported
at least one prior occurrence, whereas 80 % of
17-year-old males reported ever having mastur-
bated and females of 43.3 % at age 14 report
ever masturbating and 58 % at age 17 (Robbins
et al. 2011). Very few studies have explored
non-penetrative sexual behaviors internationally.
A study of college students in China showed that
30 % of males and 25.8 % reported engaging in
kissing and 21.9 and 15.3 %, respectively,
reported masturbation (Zhang et al. 2002). One
study from Uganda in 1999 found that among
464 Ugandans aged 10–24, 23 % of males and
29 % of females report petting. Very few repor-
ted masturbation (7 % males, 4 % females)
(Ndyanabangi et al. 2003). A nationally repre-
sented survey from China, completed in 2000,
found 13 % of women and 35 % of men reported
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masturbation in the preceding year, with the
prevalence for people in their 20s the highest and
close to European and US levels (Das et al.
2009). Still, masturbation is a normal part of
sexual development and increases with age.
Adolescents may also engage in mutual mastur-
bation (i.e., genital sexuality activity with a
partner) (Feldmann and Middleman 2002).

Oral Sex

Almost everywhere, sexual activity begins in the
later teenage years, aged 15–19 (Wellings et al.
2006). Females generally report higher rates than
males of giving oral sex, although rates of recent
oral sex (both given and received) are low among
adolescents (4.3 % for female partners of young
men and 6.6 % for male partners of young
women) (Fortenberry et al. 2010). Studies of US
adolescents have found that 20–55 % have
engaged in oral sex (Leichliter et al. 2007). The
National Survey of Family Growth (NSFG)
found that half of female adolescents and
two-thirds of male adolescents had participated
in heterosexual oral sex (Chandra et al. 2005).
Initiation of oral sex is often close to initiation of
vaginal intercourse. Within six months of an
adolescent’s first oral sexual encounter, 82 % of
adolescents in the NSFG also engaged in vaginal
sex (Lindberg et al. 2008).

Penile–Vaginal Intercourse

Overwhelmingly, trends show people in the 2nd
half of the twentieth-century USA were engaging
in premarital intercourse more so than in previ-
ous generations. By their 19th birthday, seven in
ten teenagers of both sexes have had heterosex-
ual vaginal intercourse (Abma et al. 2004). Over
90 % of married men and about 85 % of married
women report engaging in sexual intercourse
before their wedding (Chandra 2011). Globally,
the proportion of women who report early
intercourse, before age 15, has decreased signif-
icantly since the 1970s, as has rates of child
marriage (Bearinger et al. 2007). While there has

been a decrease in early marriage that reduced
the number of girls sexually experiences under
the age of 15, sexual debut of girls under the age
of 14 is still common in some developing nations
(Dixon-Mueller 2011). For example, one in five
women 20 to 24 years of age in sub-Saharan
African countries reported first intercourse before
the age of 15 (Dixon-Mueller 2011). In the
Caribbean, about 40 % of male and 9 % of
female students aged 10–18 surveyed in the DHS
study said they were 12 years or younger when
they first had sexual intercourse (Dixon-Mueller
2011). The 2006–2010 National Survey of
Family Growth (NSFG), US-based data, reported
few women aged 15–24 have had sex (Finer and
Philbin 2013). This is especially true for younger
adolescents, with less than 1 % of 11-year-old
girls, about 1 % of 12-year-old girls, 2 % of
13-year-old girls, and 5 % of 14-year-old girls
having had penile–vaginal intercourse. Among
youth 12 and younger, if sexual activity occurs, it
is often non-consensual (Finer and Philbin 2013).
While these proportions increase with age, in the
USA, the overall number of teens having sex
remains low at older ages: 19 % of 15-year-old
females and 32 % of 16-year-old females have
had sex. Figures for young males are similarly
low, although slightly higher than their female
counterparts (2 % at 12, 5 % at 13, 10 % at 14,
22 % at 15, and 35 % at 16 have had sex). The
majority of data on sexual behaviors from
developing countries have focused on Africa and
are tied to HIV prevention data collection
mechanisms (Wellings et al. 2006). For youth
aged 15–19, in Kenya, 33 % of females and
53 % of males report sexual experiences. In
Romania, 22 % of females and 45 % of males
report sexual experience (Bearinger et al. 2007).
For women, the median age of first intercourse is
lower in regions where early marriage is the
norm (e.g., South Asia, Central, West, and East
Africa) and higher in Latin America and some
countries in the Middle East and Southeast Asia
(Wellings et al. 2006). For men, sexual initiation
is not related to marriage and trends of early
sexual initiation have remained stable or
increased (in several Latin America and African
countries) (Wellings et al. 2006).
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Anal Intercourse

Rates of lifetime anal intercourse for youth 14–
17 are generally low (overall, 4.7 % for penile–
anal intercourse and 5.5 % for vaginal–anal)
(Fortenberry et al. 2010). The NSFG found that 1
in 10 female and male adolescents 15–19 years
old had ever engaged in heterosexual anal sex
(Chandra et al. 2005). In Great Britain, 25 % of
16–44-year-olds reported lifetime anal sex
(Johnson et al. 2001). Rates of anal intercourse
among adolescents are difficult to confirm.
Almost exclusively, these rates come from the
USA and UK.

Same-Sex Behaviors

There are even fewer statistic related to same-sex
behaviors among adolescents. Based on a US
survey of 13,570 adolescents, only 117 adoles-
cents reported exclusively same-sex relationships
in the past 18 months (1.2 % of the same who
reported a romantic relationship) (Halpern et al.
2004). Another US survey of 4000 high school
students reported at least one same-sex

experience in their lifetime (Halpern et al. 2004).
Students who report same-sex-only partners have
been found to be at a higher risk for substance
abuse (Udry and Chantala 2002). These reports
did not specify the types of experiences. Given
the ways in which sexual identity is socially and
culturally constructive, comparative research on
same-sex behaviors internationally is difficult
(Sandfort 1998). Additionally, restrictive policies
hinder even conducting research on these topics
in many settings (Sandfort 1998). As a result,
reports of same-sex behaviors vary greatly from
country to country, as shown in Fig. 8.2.

Sexual Health Outcomes

Adolescent sexual health has been and continues
to be a focus of public health. The public health
community is interested in tracking sexual
behaviors of adolescents mainly because of
related health outcomes—unintended pregnancy
and sexually transmitted infections (STIs). An
unintended pregnancy is either a mistimed or
unwanted pregnancy (Santelli et al. 2003). If a
woman did not want to become pregnant at the

0

5

10

15

20

25

30

35

Men Women

Belgium

Finland

France

Netherlands

Norway

Spain

Switzerland

Fig. 8.2 Proportion of lifetime homosexual behavior among 18–19-year-olds in selected countries. Source Sandfort
(1998). Homosexual and bisexual behavior in European countries

8 Adolescent Sexual Health and Sexuality Education 151



time of conception, but did want to become
pregnant in the future, the pregnancy is consid-
ered mistimed. If a woman did not want to
become pregnant at conception or at any time in
the future, the pregnancy is considered unwanted
(Zolna and Lindberg 2012). Among adolescents,
most unintended pregnancies are mistimed. Of
course, for many women who get pregnant when
not planning on doing so at the time but in the
future, the pregnancy might just be considered a
happy surprise (Higgins et al. 2008). Even
though the median age at first sex is relatively
consistent worldwide, there are wide variations
in teen fertility rates. Figure 8.3 shows how teen
pregnancy rates vary worldwide.

Between 2001 and 2006 in the USA, unin-
tended pregnancies increased from 79 to 83 %
among women aged 18 and 19 years and from 59
to 64 % among women aged 20–24 years (CDC
2012b). The age of childbearing has also shifted
to older ages, with maternal age positively cor-
related with educational levels (Hayford 2009).
The well-publicized delay in childbearing has
been occurring almost exclusively among
women with more education (Isen and Stevenson
2010). Between 2008 and 2009, the birthrates for
women aged 20–24 fell seven percent (103.0
births per 1000 women in 2008 to 96.3 in 2009),

the largest percentage decline for this age group
since 1973 (Hamilton et al. 2009). Around the
world, teen fertility has dropped dramatically
during the second half of the twentieth century,
although Fig. 8.3 demonstrates how rates con-
tinue to vary worldwide. Still, the public health
community continues to address adolescent sex-
ual health with a focus on preventing pregnancy
and sexually transmitted infections (STIs).

Risk and Protective Factors Related
to Sexual Health

It is important to note that several factors con-
tribute to pregnancy and STI rates. Research has
highlighted certain factors that increase the
chance of positive health outcomes and behav-
iors, called protective factors, and factors that
tend to lead to more negative health outcomes
and behaviors, referred to as risk factors (Kirby
2001). Protective and risk factors include
individual-level factors, peer and partner-level
factors, family and household-level factors,
school and community-level factors, and larger
organization, environmental, and structure fac-
tors (Mmari and Blum 2009). Adolescent health
issues often have the similar risk and protective
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factors (World Health Organization 2014). For
example, parents can play an important role in
adolescent’s health, both positive and negative.
Risk and protective factors do not occur in iso-
lation (Mmari and Blum 2009). Rather, proximal
factors acting directly to cause the health out-
come in question and distal factors, on the other
hand, eventually lead to disease (WHO 2013).
For example, poverty and schooling policies may
be distal factors that eventually lead to early
initiation of sexual intercourse, which in turn is a
risk factor for negative sexual health outcomes.

Building on existing social ecological models
(Sweat and Denison 1995), the WHO has iden-
tified key determinants of adolescent health and
development (World Health Organization 2014).
The WHO framework identifies seven broad
groupings of determinants–individual, interper-
sonal, community, organizational, environmen-
tal, structural, and macro.

FIGURE FROM WHO 2014 document on the
determinants of adolescent health and
development.

Individual factors play a role in influencing
adolescent and teen’s sexual behaviors. Individ-
ual factors may include things such as gender,
age, knowledge, goal, self-efficacy, and expec-
tations. For example, girls are biologically more
likely to contract a sexually transmitted infection
(STI) than boys (Mmari and Blum 2009). Addi-
tionally, the use of alcohol and drugs, younger
age at first sex, having a higher number of sexual
partners, and not using contraception at first sex
are related to negative sexual health outcomes.
Personality and attitude traits influence adoles-
cent sexual and reproductive health (Kirby et al.
2005). For instance, research suggests a large
correlation of education with pregnancy rates—
higher education is negatively correlated with
pregnancy rates (Lleras-Muney 2005; Zolna and
Lindberg 2012).

Interpersonal or relationship factors are also
very important to consider. WHO documents
define interpersonal factors such as family, friends
(peer support), teachers, social networks, financial,
and social capital (World Health Organization
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2014). Connection to family influences adolescent
sexual and reproductive health (Kirby et al. 2005b).
For example, living with both parents and having
father present in the household are both protective
factors associated with condom use. Teens whose
parents are more educated are less likely to become
pregnant than those whose parents have less edu-
cation (Kirby et al. 2005b). Additionally, teens that
feel connected to and supported by their parents
and have parental monitoring are less likely to
initiate sex early. In contrast, family abuse, family
alcohol and drug abuse, and family members
engaging in risk-taking behaviors all predict teens
being more likely to have unprotected sex and
become pregnant (Mmari and Blum 2009). In a
survey of 10 international studies examining the
relationship between adolescent perceptions of their
peers’ sexual behaviors and their own sexual
experience, all 10 studies reported a positive rela-
tionship between participant’s peers’ sexual
behaviors and their own sexual experience (Mmari
and Blum 2009). This could be related to peer
pressure, or it might be people seeking friends with
similar attitudes and experiences. Additionally,
adolescents might misperceive their friends’ sexual
behaviors. Components of romantic relationships
can also be protective or harmful. In fact, partner
characteristics have been found to be much more
influential for reported condom use than peer
characteristics (Mmari and Blum 2009). For
example, when the romantic partner is three years
or older, adolescents and teens are more likely to
have sex (Kirby et al. 2005b). Adolescents who
talk to sexual partners about HIV or condoms are
also more likely to use condoms, too (Mmari and
Blum 2009).

More distal, community-level factors also
influence adolescent sexual and reproductive
health. Community factors include values and
norms, community network and support, social
cohesion, community, and religious leaders (World
Health Organization 2014). Few studies have
studied school- and community-level factors, and
therefore, there are no conclusive results on how
these factors have premarital sexual activity
(Mmari and Blum 2009).

Organization-level determinants are related to
roads, schools, health facilities, and opportunities
for work or pay. Involvement in paid work, for
example, influences adolescent sexual and
reproductive health (Kirby et al. 2005b). School
is a key protective factor, with things like being
enrolled in school, having high educational
aspirations, and having a high grade point aver-
age all increasing the likelihood that an adoles-
cent is not engaging in premarital sex (Mmari
and Blum 2009).

An evaluation of research conducted in the
USA found environmental factors to have the
greatest influence on teenagers’ sexual behaviors
(Kirby et al. 2005b). Environmental factors
include things such as the physical environment
(built environment, urban/rural, water, sanitation,
and pollution), sociocultural environment, bio-
logical environment, and media.

Outside of the local community context,
adolescent sexual and reproductive health is also
influenced by structural systems (e.g., policies
and laws, racism, equity, gender, attitudes, and
discrimination) and macro-level factors (e.g.,
national wealth, income disparities, war/social
unrest, and effects of globalization) that influence
adolescent health and well-being. For instance,
structural elements, like laws regarding age of
sexual consent, can protect or negatively affect
young people’s social and sexual transition,
whereas overarching systems of gender inequal-
ity that deny young women access to social and
economic resources are likely to be a key distal
factor influencing adolescent health.

Again, these risk and protective factors should
not be considered independently, but multidi-
mensional and multidirectional—often intersect-
ing to affect health outcomes and behaviors. For
example, adolescents of low socioeconomic sta-
tus are at a greater risk for substance abuse
(Hanson and Chen 2007), earlier initiation of
sexual intercourse, and adolescent pregnancy and
childbirth (Santelli et al. 2000). Socioeconomic
status appears to have a stronger effect on sexual
and reproductive health outcomes among racial
minority groups (Dehlendorf et al. 2010; Hay-
ward et al. 1992).
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In the USA, compared to non-Hispanic white
teens, African American and Hispanic teens are
more likely to have sex at an earlier age, to have
more sexual partners, to become pregnancy, and
to contract an STI. However, it is important to
understand that results based on race are largely
attributed to other less easily measured distal
variables not as easily measured (Winker 2004).
For example, race tends to be used as a proxy for
socioeconomic status, education level, and
unmeasured confounders such as cultural, social,
and environmental influences. Some scholars
argue that class, rather than race, has a stronger
effect on health outcomes (Isaacs and Schroeder
2004). Racial disparities often become eliminated
in studies when adjusted for class variables
(Kawachi et al. 2005). This is not to say that race
and class cannot act independently and interac-
tively to produce health disparities (Kawachi
et al. 2005).

School-Based Sexual Education
(SBSE)

Sexuality education is defined as an
age-appropriate, culturally relevant approach to
teaching about sex and relationships by provid-
ing scientifically accurate, realistic, and non-
judgmental information (UNESCO 2009).
Sexuality education provides opportunities to
explore one’s own values and attitudes and to
build decision-making, communication, and risk
reduction skills about many aspects of sexuality.

Among all the sectors that play a role in
adolescents’ health, education is key, and schools
are place where adolescents can access important
health services and skills-based information
(World Health Organization 2014). Youth learn
about sexuality informally, through their parents
and peers, and formal processes, such as sexual
health education and health service programs.
Sexual socialization is the process through which
an individual acquired understanding of ideas,
beliefs, values, and codes of conduct related to
sexuality (Shtarkshall et al. 2007). Sexual

socialization begins when we are babies and
extends throughout adulthood. From a young
age, children are exposed to messages about
modesty and nudity. For example, children learn
about proper conduct and sexuality attitudes
through their parents’ response to childhood
masturbation and parental displays of affection
between each other. Oftentimes, these messages
and instructions are gender specific. Sexual
socialization also takes place outside of the
home. This may include messages from religious
institutions, community norms, and even mass
media. In this way, youth learn about sexuality
very informally, and oftentimes, these issues
remain unaddressed in a formal environment.
The main cornerstone of sexuality education is,
arguably, formal SBSE (UNESCO 2009; Ross
et al. 2006). SBSE involves teaching youth
information, skills, and attitudes related to their
sexual health and sexual rights. SBSE is impor-
tant because of the ability to reach numerous
adolescents and young adults in a formal cur-
riculum. Worldwide in 2012, 91 % of primary
school age children were enrolled in school
(although average enrollment in West and Cen-
tral Africa is much lower at 73 %) (UNICEF
2012). Enrollment of older youth, while lower
percentages, is also high; based on the 2012
UNICEF numbers, 83 % of lower secondary
school age children are in school worldwide.
Additionally, SBSE reaches large numbers of
young people before they become sexually
active. SBSE might occur in school as part of the
formal curriculum, or it might be outside of the
formal curriculum and administered as an
optional class led by an invited visitor.

History of SBSE

In the early 1900s, there was concern about
youth engaging in premarital sex and high rates
of venereal disease (VD), and in response,
schools began VD education (Kirby 1992; Kirby
et al. 1994). In the 1970s, there was a shift in
focus related to expanded knowledge about rates
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of unintended pregnancy and the associated
consequences. Then, in the 1980s, as acquired
immunodeficiency syndrome (AIDS) became a
major concern, the response of schools dramati-
cally increased and expanded, including provid-
ing condoms in some schools.

In the early 1990s, Kirby (1992) described
“four generations” of in-school sexual education
curriculum that have been developed for
adolescents:

1. Focused on increasing knowledge and
emphasize risk and consequences of
pregnancy.

2. Placed emphasis on values clarification and
skill development, especially
decision-making and communication skills.

3. Focus on abstinence-only programs in the
USA.

4. Focus on HIV/AIDS education.

Kirby (1992) described each generation and
related evaluations. The first generation of sexual
education programs was based on the premise
that if youth had expanded knowledge about
sexual activity and the consequences of sexual
behaviors (e.g., pregnancy and childbearing),
teenagers would rationally choose to delay sex-
ual initiation and avoid unprotected intercourse.
While most of these programs were not evalu-
ated, we know now that increased knowledge
does not necessarily translate into behavioral
changes. Gradually, in addition to a focus on
information, the second generation of sex edu-
cation focused on “I” messages related to values
clarification and effective communication skills
to improve the communication of values. Kirby
shows that sexuality education programs,
emphasizing general promotion of values clari-
fication with no specific content related to
unprotected sex, had little effect on sexual health
outcomes. In the 1970s and 1980s, sexual edu-
cation courses focused on increasing acceptance
of others sexual practices and specific

clarification of student’s values. This version
resulted in an increase in student’s clarity but
made little difference in sexual or contraceptive
use behavior. While most evaluations were
inconclusive, there was little impact on the high
rate of teenage pregnancy.

The next generation of sexual education cur-
riculum took a totally different approach to the
first two generations of sexual curriculum. Some
were concerned that promoting sexual abstinence
until marriage, and discussing contraception with
youth, was sending conflicting messages. During
this period, sexual curricular developers began to
emphasize AUM or “abstinence-only.” More
recently, sexuality curriculums, according to
Kirby (1992), were focused on HIV/AIDS pre-
vention. According to Kirby, HIV/AIDS pro-
grams tended to be developed independently
from previous work and therefore did not incor-
porate lessons learned. The traditional focus has
been on prevention of HIV among young people
through a discussion of individual-level HIV-risk
factors. For example, programs aim to increase
young people’s knowledge of HIV/AIDS, pro-
mote delay in sexual debut, encourage the use of
condoms with non-marital partners, and reduce
the number of sexual partners including concur-
rent partnerships.

Current Programs

Moving forward from these programs, curricu-
lums are now attempting to use previous evalu-
ation studies to incorporate the successes and
failures of past programs. Increasingly, the focus
on SBSE is on theoretical approaches and
evidence-based practices. SBSE, in general, has
come under numerous criticisms over the past
decade. The focus on individual-level behaviors
has been criticized as inadequate (Ross et al.
2006; Speizer et al. 2003). First of all, there has
been a call for more attention to gender and the
ways education can promote gendered notions of
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sexuality. For example, a focus on the dangers
and risks associated with adolescent sexuality
has excluded a discourse on desire and pleasure,
especially related to young women’s sexuality
(Fine and McClelland 2006). In addition to
issues of gender, many have criticized SBSE for
excluding racial minorities and ignoring the
interplay of gender, race, class, and sexuality on
the sexual lives of adolescents (Bay-Cheng
2003). Finally, SBSE curriculums traditionally
promote definitions of normal sex as heterosex-
ual and coital (Bay-Cheng 2003).

Types and Focus of SBHE
Curriculums

Current SBSE curriculums have been divided into
two main types: comprehensive sexuality education
programs (CSE) and abstinence-until-marriage
(AUM) curriculums. CSE programs focus on a
wide range of sexual behaviors, including risk
reduction methods like condom use, whereas AUM
programs focus primarily on sexual abstinence
outside of marriage and fidelity within marriage
(Santelli et al. 2006; Underhill et al. 2007; Chin
et al. 2012; Kirby 2008). AUM has been particu-
larly popular among social and religious conser-
vatives, but abstinence is also recognized as a
behavioral prevention strategy by the United States
Public Health Service (Healthy People 2010).
Based on international agreements and principles of
CSE, United Nations Population Fund (UNFPA)
has outlined 9 components that should be included
in all CSE programs:

1. Basis in the core universal values of human
rights.

2. Integrated focus on gender.
3. Thorough and scientifically accurate

information.
4. A safe and healthy learning environment.

5. Linking to sexual and reproductive health
services and other initiative that address
gender, equity, empowerment, and access to
education and social or economic assets for
young people.

6. Participatory teaching methods for personal-
ization of information and strengthened skills
in communication, decision-making, and
critical thinking (UNFPA 2014, 10–15).

Additionally, a third category of SBSE expands
CSE to focus on a wider perspective of sexual
growth and development (Parker et al. 2009).
These programs are often referred to as “holistic
sexuality education.” While comprehensive pro-
grams may also be considered holistic, this third
type of program is different in the underlying phi-
losophy. Instead of focusing on problem solving
related to a prevention orientation, holistic sexuality
education programs often have the underlying
philosophy of sexuality as a source of personal
enrichment. WHO has outlined 7 key principles on
which holistic sexuality education is based:

1. Sexuality education is age-appropriate with
regard to the young person’s level of devel-
opment and understanding, and culturally and
socially responsive and gender-responsive. It
corresponds to the reality of young people’s
lives.

2. Sexuality education is based on a (sexual and
reproductive) human rights approach.

3. Sexuality education is based on a holistic
concept of well-being, which includes health.

4. Sexuality education is firmly based on gender
equality, self-determination, and the accep-
tance of diversity.

5. Sexuality education starts at birth.
6. Sexuality education has to be understood as a

contribution toward a fair and compassionate
society by empowering individuals and
communities.
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7. Sexuality education is based on scientifically
accurate information (Parker et al. 2009).

The emphasis on school-based education
varies worldwide. For example, in a review of 83
SBSE curriculums worldwide (65 in developed
nations and 18 in developing nations), 52 %
focused on preventing only STD/HIV, 31 %
focused on preventing both STD/HIV and preg-
nancy, and 17 % focused only on teen pregnancy
(Kirby et al. 2007).

Several people have attempted to evaluate
the effectiveness of US-based AUM versus
CSE. Most AUM curricula rigorously
evaluated have failed to demonstrate effi-
cacy in delaying initiation of sexual inter-
course, in reducing number of partners, in
increasing condom use, or in promoting
secondary abstinence (i.e., cessation of
sexual intercourse among sexually experi-
enced youth). AUM curriculum have been
decried as withholding lifesaving infor-
mation; promoting sexist and racist
stereotypes; and being insensitive and
unresponsive to lesbian, gay, bisexual,
transgendered, and questioning (LGBTQ)
youth (Santelli et al. 2006). Content anal-
yses have also identified problems with the
medical and scientific accuracy of infor-
mation provided within commonly used
AUM curricula. These inaccuracies often
revolve around misinformation on con-
doms. A study explores the political,
social, and economic forces that influenced
US state decisions to accept or reject
“abstinence-only” funding. States that
rejected the funds had strong advocates for
CSE and raised concerns about the efficacy
and medical accuracy of AUM curriculums
(Raymond et al. 2008). In contrast, states
that accepted funds had little public

dialogue and ignored public opinion polls
favoring more comprehensive approaches.

Effect of SBSE on Sexual Health
Outcomes

Overall, SBSE has been proven effective in
positively impacting sexual health-related
behaviors. In a 2009 review of 87 studies,
evaluating the effect of SBSE curriculums
around the world (29 from developing countries,
47 from the USA, and 11 from other developed
countries) showed that SBSE had a direct posi-
tive impact on behaviors that related to preg-
nancy and transmission of STIs (UNESCO
2009). However, many of the programs had no
impact, and even the effective programs tended
to not dramatically reduce risky sexual behav-
iors. For example, 40 % of programs were found
to increase condom use, while 60 % had no
impact. Notably, no programs hastened sexual
initiation, decreased condom use, nor increased
the number of sexual partners. Many evaluations
of SBSE do not include biological outcomes
(e.g., HIV incidence and pregnancy rates)
(Mavedzenge et al. 2014). The few that include
biological measurements have found no signifi-
cant effects on HIV incidence, STI prevalence,
or pregnancy rates, even though the same pro-
grams demonstrated positive self-reported
behavioral change. However, many CSE pro-
grams have been demonstrated in well-designed
efficacy trials to improve knowledge and
behavioral intentions and to reduce HIV-risk
behaviors, by delaying initiation of sexual
intercourse, reducing the number of sexual
partners, and increasing condom use (Kirby and
Ecker 2009; Underhill et al. 2007; Chin et al.
2012; Kirby 2008).
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A more recent 2014 review of 64 SBSE
education studies in low- and middle-income
countries further confirmed that SBSE is an
effective strategy for reducing HIV-risk-related
behaviors (Fonner et al. 2014). Students who had
been exposed to SBSE (the majority of the cur-
riculums under review were CSE administered in
primary schools) had significantly greater HIV
knowledge and higher self-efficacy related to
refusing sex or using a condom. Two of the
SBSE interventions, one in Tanzania and one in
Kenya, had long-term follow-up, and both found
sustained knowledge after three years. Addi-
tionally, behavioral changes were identified: The
students who received SBSE had fewer sexual
partners and delayed initiation of sex. The 2014
review also identified commonalities across
interventions producing the most significant
changes in behavior, including community-based
components that involved local resources and
activities outside of the school environment (e.g.,
youth-friendly trainings for healthcare providers,

condom distribution, and community and parent
involvement in the intervention design).

Many community-based sexuality education
programs are based on peer-educator models.
Evaluation studies, to the contrary, show that
adults may be more effective in administering
sexuality education. Nevertheless, teams of peer
and adult educators have the best outcome
among the models evaluated (Mavedzenge et al.
2014; Mellanby et al. 2001).

Effective Curriculums

Kirby et al. (2007) have defined 17 characteris-
tics for effective curricular programs and classi-
fied them into three groups: (1) components of
curriculum development (e.g., engagement of
multiple stakeholders ensures that needs of target
population are met and that the program is con-
sistent with community values); (2) the content
of the curriculum (e.g., has clear health goals,

Table 8.1 Seventeen characteristics for effective curricular programs

Content of curriculum

1. Created safe social environment for youth participants

2. Focused on at least one of three health goals—prevention of HIV, of other STIs, and/or of unintended pregnancy

3. Focused narrowly on specific sexual behaviors that lead to these health goals (e.g., abstaining from sex, using
condoms); gave clear messages about these behaviors; and addressed how to avoid situations that might lead to these
behaviors

4. Targeted several psychosocial risk and protective factors affecting these behaviors (e.g., knowledge, perceived
risks, attitudes, perceived norms, self-efficacy)

5. Included multiple activities to change each of the targeted risk and protective factor

6. Used teaching methods that actively involved youth participants and helped them to personalize the information

7. Made use of activities appropriate to the young people’s culture, developmental level, and previous sexual
experience

8. Addressed topics in a logical order

1. Selected educators with desired characteristics and provided training in curriculum

2. Secured at least minimum support from appropriate authorities (e.g., ministry of health, school district, community
organization)

3. If needed, implemented activities to recruit youth and overcome barriers to their involvement in program

4. Implemented virtually all curriculum activities with fidelity

Curriculum implementation

Adapted from: (Kirby et al. 2005a)
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focused on specific behaviors, addresses multiple
risk and protective factors, creates a safe and
supportive environment, uses instructionally
sound teaching methods); and (3) the approach to
implementation (e.g., have support of appropriate
authorities, use appropriate facilitators, imple-
ment activities with fidelity) (Table 8.1).

Characteristics of effective education programs

Curriculum development

1. Involved people with different backgrounds in theory,
research, and sex education

2. Planned specified health goals and identified
behaviors affecting those goals, risk and protective
factors affecting those behaviors, and activities to
address those factors

3. Assessed relevant needs and assets of target group

4. Designed activities consistent with community values
and available resources (e.g., staff skills, staff time,
space, supplies)

5. Pilot-tested curriculum activities

While SBSE programs tend to have overlap-
ping components, curriculums and approaches
still vary widely. Many organizations have
designed their own curriculum, and this variety
becomes evident upon examining their table of
content topical focus. It is also important to note
that studies have found a gap between what is
written and what is actually taught (UNESCO
and UNFPA 2012) (Table 8.2).

These are just three examples of curriculum; for
more example curriculums from East and Southern
Africa, see curriculum reviews by UNESO and
UNFP (UNESCO and UNFPA 2012).

A Supportive Environment for SBSE

The argument against SBSE is often focused on the
role of government in family life, parental control
over sexual information, and what constitutes
appropriate adolescent behavior (Donovan 1998). In
2009, the United Nations Educational, Scientific,
and Cultural Organization (UNESCO) published
“Technical Guidance on Sexuality Education”
(UNESCO 2009). This document is an
evidence-informed approach for schools, teachers,
and health educators to enable them to advocate for
an enabling environment for SBSE and is a source
for developing curriculum. In addition to outlining
the rationale for SBSE, the document provides
common concerns about the provision of sexuality
education and potential responses to alleviate
doubts. For example, critics often say that sexuality
education should come from the parents. UNESCO
recommends reaffirming that parents have an
important role in sexuality education and can be a
great source of information while also emphasizing
the role of SBSE is “to support and complement the
role of parents” by providing a safe and supportive

Tables 8.2 Examples of tables of contents topics from 3 SBSE curriculums

• Sexual health and well-being require human rights
• Gender
• Sexuality
• Interpersonal relationship
• Communication and decision-making
• The body, puberty, and reproduction
• Sexual and reproductive health
• Advocating for sexual health, rights, and gender
equality

• Gender
• Sexual and reproductive health and
HIV

• Sexual rights and sexual citizenship
• Pleasure
• Violence
• Diversity
• Relationships

• Reproductive health
• Puberty
• HIV/AIDS
• STIs
• Gender
• Misconceptions about
sex

• Refusing temptations
• Saying no to sex
• STI: going to the clinic

Population council (sexuality, group, International
Sexuality and HIV Curriculum Working Group 2009)

International planned
parenthood federation (IPPF)
(IPPF 2006)

MEMA kwa Vijana, A South
Africa program for standard 5
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learning environment and the tools and materials to
deliver good quality sexuality education.

A great success story of scaling up a life
skills-based education in a conservative
environment is Pakistan (the term life skills
was chosen to help preempt resistance to
contested terms like sexuality). From 2004
until 2013, a CSE program was introduced
by Rutgers WPF (formerly known as the
World Population Foundation [WPF]) Pak-
istan in 1188 schools, and from 2006 to
2010, a total of 92,649 students received the
curriculum (Svanemyr et al. 2015). Some
key steps were part of the success of this
program. In 2008, the curriculum was
adapted, with input from Islamic scholars,
for implementation in Islamic boarding
schools. The rollout of the curriculum
incorporated the media and advocacy cam-
paigns that included key stakeholders: par-
ents, teachers, school administrators, Muslim
scholars, and education departments. The
curriculum has been revised several times
according to feedback from these groups,
and teacher training has been an important
part of implementation from the beginning.

In 2010 as part of the WHO Regional Office
for Europe, the Standards for Sexuality Educa-
tion in Europe were created (Federal Centre for
Health Education BZgA 2010). This is a
framework for policy-makers, education admin-
istrators, health authorities, and educational
specialists. This document provides a back-
ground on sexuality education in Europe. It
provides definitions and concepts and describes
the rational for sexuality education. It also
defines principles and outcomes of sexuality
education. Likewise, the target groups and
partners in the sexual education process are
identified. Lastly, it specifies target information,
skills, and attitudes that should be taught at

different age levels. The age at which sexuality
education starts is often debated and is very
different across countries (Parker et al. 2009).
Advocates and critics alike often talk about
“age-appropriate” or “developmental-appropriate”
sexuality education. The goal, basically, is to adapt
the curriculum to fit the developmental stage of the
child. A classic example is the difference in
response to the question, “Where do babies come
from?” If asked by a 12-year-old versus a
5-year-old, the response to the 12-year-old needs to
be far more comprehensiveness. With regard to
age-appropriate curriculums, the European standard
includes a matrix of information, skills, and atti-
tudes on a variety of sexual health topics that
should be taught at each age (Federal Centre for
Health Education BZgA 2010; Parker et al. 2009).
For instance, related to the topic of sexuality and
rights, WHO/Europe recommends teaching 0–
4-year-olds the information that they have the
right to ask questions about sexuality, the skills to
express needs and wants, and the attitudes that “my
body belongs to me.” For children 4–6 years old,
addressing the same topics, educators would
review the same areas with students but also teach
information about, “There are some people who are
not good,” and help students develop skills
enabling them to talk to a trustworthy adult when in
trouble. By 6–9 years old, the student would
receive information about the right of
self-expression, learn to ask for help and informa-
tion, and develop feelings of responsibility for
oneself and others. A 9–12-year-old learning about
sexuality and rights would begin to learn about
sexual rights and responsibilities, how they are
defined, and how to act within these rights and
responsibilities. Between 12 and 15 years old, the
student is helped to develop skills to acknowledge
sexual rights for oneself and others. After that,
older students will be assisted to develop skills
related to understanding human rights language,
claiming their sexual rights, recognizing violations
of sexual rights, and know how to speak out
against discrimination and gender-based violence.
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The public health community has built a
large body of evidence against the US policy
supporting AUM—a policy that has affected
SBSE around the world. While enacted by a
conservative Congress under President Wil-
liam Clinton (1993–2001), abstinence
became the leading federal government
strategy for dealing with adolescent sexuality
under President George W. Bush (2001–08).
The US promotion of AUM has impacted
international funding and donor priorities
when it became a key component of Presi-
dent’s Emergency Plan for AIDS Relief
(PEPFAR) (Santelli et al. 2006, 2013).
Launched in 2003, PEPFAR was initially a
five-year, $15 billion program of treatment
and prevention in countries with a high
prevalence of HIV. Beginning in 2006,
PEPFAR specified that 33 % of all preven-
tion funds (and two-thirds of funds for sexual
transmission) would be earmarked for AUM
programs (Dietrich 2007; Lantos and Hyde
2008). After 2006, all HIV prevention pro-
grams funded under PEPFAR were required
to follow specific guidance on ABC (ABC—
Abstinence, Being faithful, and Condom use)
issued that year by the Office of the United
States Global AIDS Coordinator (OGAC).
The Obama Administration ended the
majority of federal support for AUM in 2009
and shifted funding to science-based
approaches to teen pregnancy prevention.
Although PEPFAR no longer enforces the
funding restrictions about separate abstinence
and faithfulness programs, the ABC lan-
guage still features prominently on Web sites
and in public health promotion documents.

Reaching Vulnerable Groups

Beyond schools, sexual health education pro-
grams for youth take place in a variety of settings
—including health facilities and communities

(e.g., community mobilization and outreach)
(Ross et al. 2006; Speizer et al. 2003). These
types of programs are especially important for
reaching vulnerable youth; community-based
care and programs are important for reaching
orphans, youth living on the streets, and other
youth disconnected from formal educational
systems (Thurman et al. 2008). Reaching these
youth is especially important given that vulner-
able youth often experience economic hardships
and other risk factors that may increase their risk
of negative health outcomes (Zweig 2003).

Public health educational campaigns might
also take place through mass media (Ross et al.
2006; Speizer et al. 2003). A systematic review
of 15 international programs (11 from Africa, 2
from Latin America, 1 from Asia, and 1 from
multiple countries) found media—programs can
have a positive influence on HIV-related out-
comes. Data showed programs were effective in
increasing HIV knowledge, improving condom
self-efficacy, influencing some social norms,
increasing the amount of interpersonal commu-
nication, increasing condom use, and boosting
awareness of health providers. In this review,
fewer significant effects on sexual behavior were
found (e.g., delaying sexual initiation and
decreasing number of sexual partners).

One example of a sexuality education mass
media campaign targeting adolescents is the
Straight Talk program in Uganda, implemented
in 1993 (Adamchak et al. 2007). In addition to
school-based activities, Straight Talk used three
main media platforms: multilingual Straight Talk
radio shows, multilingual Straight Talk newspa-
pers, and an English language Young Talk
newspaper. Evaluation of the media components
suggested that greater exposure to Straight Talk
resulted in significant associations with higher
reproductive health knowledge for both men and
women, and each incremental exposure is asso-
ciated with increased knowledge. Additionally,
exposure resulted in more balanced attitudes
toward condoms and more communication with
parents about adolescent sexual and reproductive
health issues.
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Moving Forward

Compared to the youth of past generations,
young people today are entering puberty ear-
lier, postponing marriage and childbearing, are
more likely to have sex before marriage, and
spend a prolonged period in education and
training (Boonstra 2011; Willoughby and
Dworkin 2009). Given these postponements in
marriage and childbearing, the time period
between adolescence and adulthood is typified
by exploration and freedom from the normative
responsibilities experiences by earlier genera-
tions (Arnett 2000). The increasing acceptance
of a longer transition period before assuming
traditional adult obligations, with less
well-defined milestone trajectories, increases
demographic variability during emerging
adulthood (aged 18–25) (Arnett 2000). For
instance, emerging adults report high mobility
in residential status. Emerging adulthood is
also characterized by a distinct subjectivity—
emerging adults are uncertain about their sta-
tus, seeing themselves as neither adolescent
nor adult (Arnett 2000). Given these demo-
graphic shifts, the landscape of adolescent
sexual health is changing.

In response to these changes and with an
increasing recognition of the right of adoles-
cents to sexual health and information, there is
a crucial need for sexuality education. Sexu-
ality education curriculum has improved over
several generations, and research shows that
school-based sexuality education has a role to
play in public health prevention of adolescent
risk and protective behaviors. However, many
adolescents still do not receive sexuality edu-
cation, and there are a wide variety of related
policies worldwide (Boonstra 2011). Addi-
tionally, many adolescents miss the most
common type of sexuality education
(school-based programs) because of their vul-
nerable status. It is imperative that the public
health community continues to advocate for
sexuality education using scientific evidence
and look for tools to provide sexuality educa-
tion that meets the needs of all youth.
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9‘Adolescent’ Sexual
and Reproductive Health:
Controversies, Rights, and Justice

Catriona Ida Macleod

Introduction

‘Adolescents’1 and sex, adolescents and contra-
ception, adolescents and pregnancy, adolescents
and abortion: A mix of notions that evoke varied
social responses and significant controversy,
depending on the context. Debates abound con-
cerning a range of questions, including whether
young people should be exposed to formal sex-
uality education, whether diversity in gender
expression and sexual orientation should be tol-
erated, whether contraception should be made
freely available to teenagers, what should be
done about pregnancy during adolescence, and
whether, in contexts where abortion is legal, girls
who are minors should be able to decide on the

abortion themselves. It is within these kinds of
debates, the HIV pandemic, and localized social
dynamics that center on gender, race, class,
religion, location, and ability that public sexual
and reproductive health (SRH) interventions take
place.

I start this chapter with an outline of the major
global public health approach to adolescent SRH:
the health and human rights framework. I then
briefly overview some of the key issues con-
cerning sexuality education, contraception,
pregnancy, abortion, HIV, and lesbian, gay,
bisexual (LGB)2 issues among adolescents.
Owing to space constraints, this overview cannot
hope to capture all the nuances of the debates.
I therefore home in on questions surrounding
taken-for-granted assumptions and health injus-
tices. With this as a backdrop, I argue for a
sexual and reproductive justice approach that
draws from transnational feminism. Such an
approach would focus on health injustices, ana-
lyze gendered power relations that cohere around
sexuality and reproduction among adolescents,
highlight the intersectionality of race, class,
location, religion, ability, and sexual orientation
in health outcomes, and deconstruct normative
frameworks and taken-for-granted assumptions.

C.I. Macleod (&)
Critical Studies in Sexualities and Reproduction,
Psychology Department, Rhodes University,
Grahamstown, South Africa
e-mail: c.macleod@ru.ac.za

1I have placed ‘adolescents’ in scare quotes in this first
instance of use in recognition of the historical contingency
and socially constructed nature of the social category of
‘adolescence’. How ‘adolescence’ is conceptualized has
significant implications for how sexual and reproductive
issues among young people are understood and how
interventions are designed (for further discussion, see
Macleod 2011). For ease of reading, however, I do not
persist in the use of scare quotes. I ask the reader to
understand that I deploy the term in a deconstructed form,
that is I simultaneously recognize the construction of the
category as a social ‘reality’ and problematize it as
necessarily fundamental to human development.

2I concentrate here on LGB issues on the basis of their
speaking to sexual orientation directly. Transgender,
transsexual, and intersex issues, while important, speak
more to gender diversity which is not the focus of this
chapter.
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Sexual and Reproductive Health
and Rights

The International Conference on Population and
Development (ICPD) held in Cairo in 1994 under
the aegis of the United Nations was seen as a
landmark event in setting the agenda for pro-
grams of action in relation to SRH globally,
including for young people. The ICPD saw SRH
as a state of physical, mental, and social
well-being rather than the absence of disease. As
such, it called for the educational and service
needs of adolescents to be met in order for young
people to deal positively and responsibly with
sexuality, and for reproductive health services to
be made available through the primary healthcare
system to people of all ages, including young
people. Using the language of human and health
rights, the ICPD called on states to invest in the
health of adolescents (United Nation 1995).

This rights-based framework has persisted
with the United Nation’s Commission on Popu-
lation and Development issuing a resolution
seventeen years later following intergovernmen-
tal negotiation. This resolution called for an
entrenchment of the rights of young people to the
following: comprehensive sexuality education;
decision making regarding sexuality; access to
SRH services; and control of their sexuality
without the threat of violence, discrimination, or
coercion (United Nations 2012).

Chandra-Mouli et al. (2015), in a review
article reflecting on the progress made with
respect to adolescent SRH twenty years on from
the ICPD, argue that the rationale for focusing on
adolescent health and rights has to do with young
people facing particular risks that may have
consequences not only for their immediate future
but also for the rest of their lives. They note that
a number of countries have implemented ado-
lescent SRH programs since 1994, through both
governmental and non-governmental avenues,
not only for public health and human rights
motives, but also for economic reasons.

Reviewing articles from a special issue of the
Journal of Adolescent Health focusing on ICPD
for the past 20 years, Chandra-Mouli et al. (2015)
indicate that key recommendations are to link

sexuality education and SRH services; strengthen
youth-friendly SRH education; address gender
inequality; and target early adolescence (ages 10–
14 years). They note the challenges as follows: a
lack of evaluation of activities that promote
young people’s participation in SRH programs; a
lack of knowledge of the optimal level of inten-
sity and duration for a program to have an effect;
difficulties with taking effective programs to scale
without compromising quality; the failure of
programs to reach marginalized groups; insuffi-
cient knowledge on how young people are using
technology to communicate about sexuality.

What is interesting in this list of recommen-
dations and challenges is the inclusion of gender
inequality as an issue that requires addressing
and the concern that programs do not reach
marginalized groups of adolescents. The argu-
ment I put forward in this chapter is that these
kinds of inequities, including the structural bar-
riers and normative frameworks on which they
are based, are fundamental to adolescent SRH. In
the following sections, I highlight some of these
inequities as well as some of the normative
assumptions that underpin various aspects of
adolescent SRH.

Sexuality Education: The Persistence
of Instrumentalist Aims

Formal sexuality education has been around for
about a century, depending on location. In the
USA, for example, it was introduced in the early
decades of the twentieth century, with the initial
aim of resolving the problems of venereal dis-
ease, prostitution, and sexual degeneracy through
changing the sexual attitudes and behaviors of
young people (Moran 2000).

Sex education has taken on various forms,
focused on different aspects of sexuality (Wilson
2011), and has been supported or opposed by
various rationales in the United States and else-
where over the years. What have remained con-
stant, however, are what Moran (2000) calls ‘the
instrumentalist goals’ of sex education, viz., the
idea that various social problems can be solved
by changing the sexual behavior of young people
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and that adolescents are at high risk for the
development of various sexual and reproductive
dangers and diseases. As Moran (2000) puts it:

Even as they have reckoned with the novel crises
of “teenage pregnancy” and AIDS in the aftermath
of the sexual revolution, sex educators have navi-
gated by familiar stars. The dominance of danger
and disease in thinking about adolescent sexuality,
a deep faith in the instrumentalist model of sex
education, and a conviction that adolescence is
somehow a thing apart from adult society – these
are the unchanging boundaries of the universe
within which sex education continues to be con-
ceived (p. 217).

Much public health research emphasizes
the effectiveness of sexuality education programs
in reaching these kinds of instrumentalist goals.
For example, in a review of North American
school-based sexuality education programs,
Kirby et al. (2011, p. 339) found that ‘Not all
sex and AIDS education programs had signifi-
cant effects on adolescent sexual risk-taking
behavior, but specific programs did delay the
initiation of intercourse, reduced the frequency of
intercourse, reduced the number of sexual part-
ners, or increased the use of condoms or other
contraceptives.’

One of the major debates, particularly in the
USA, is the effectiveness of abstinence-only ver-
sus comprehensive sexuality education in reach-
ing the instrumentalist goal of delaying sexual
debut and protecting young people from sexual
and reproductive difficulties (Donovan 2011).
Researchers indicate that a definite answer is dif-
ficult to supply owing to the paucity of studies that
compare these two types of interventions (Bennett
and Assefi 2005). However, recent studies show
that teaching about contraception did not increase
sexual activity and that adolescents exposed to
comprehensive sexuality education had reduced
rates of pregnancy compared to those who
received abstinence-only or no sex education
(Kohler et al. 2008). Abstinence-only programs
have also been critiqued for over-emphasizing
young women’s vulnerability, framing sexual
restraint as a moral necessity (Froyum 2010),
withholding information, promoting questionable
and inaccurate opinions about sexuality, and

violating the human rights of young people
(Kantor et al. 2008; Santelli et al. 2006).

The instrumentalist orientation of much sex-
uality education (comprehensive or abstinence
only) has, however, come in for significant cri-
tique in the last couple of decades. Authors have
argued that discourses of victimization and
individual morality dominate in the curriculum,
while the discourse of desire is largely absent
(Connell 2005). Normal teenaged sex is implic-
itly defined as heterosexual and coital
(Bay-Cheng 2003). The interplay between gen-
der, race, class, and sexuality is underplayed,
with many programs in fact reproducing sexist,
racist, and classist notions of sexuality
(Bay-Cheng 2003). Whatley (2011, p. 59)
argues, ‘The school curriculum has in effect
become a dumping ground for problems the
wider society has been unable to solve, as
teachers are expected to prevent students from
being sexually active or, failing that, from getting
pregnant and from contracting AIDS.’ Opportu-
nities for interweaving democratic civic action
and critical sexual and reproductive citizenship in
sexuality education are missed (Ashcraft 2008;
Macleod and Vincent 2014).

Contraception: Potential Coercion,
Unmet Need, Barriers, and Gender

The reported rate of contraceptive usage among
young people who are sexually active varies
according to the region. For example, research in
Africa suggests that this rate is 32 %, while a
study of Canadian and European youth found a
rate of 82 % (Blanc et al. 2009). However, it
appears that contraceptive usage among teen-
agers in low- and middle-income countries is
increasing faster than among older women.
Nevertheless, younger women experience more
contraceptive failure and are more likely to dis-
continue contraception a year after starting than
older women (Blanc et al. 2009).

Public health research on teenagers and con-
traception has focused on two broad issues: the
most suitable form of contraception to reduce
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SRH problems, and young people’s knowledge,
attitudes, and practices in relation to contracep-
tion. In terms of the types of contraception,
authors argue that prescribing long-acting rever-
sible contraception (LARC), such as intrauterine
devices (IUDs) and long-acting injections and
implants, may be most suitable as teenagers have
difficulty with the daily regimen of oral contra-
ception (Winner et al. 2012; Yen et al. 2010).
There is little research on IUDs among young
women, although the research that there is shows
continued usage of the IUDs and low cumulative
pregnancy rates (Deans and Grimes 2009). In
their research in the USA, Whitaker et al. (2008)
found that most young women were unaware of
IUDs, but that they expressed positive attitudes
to IUDs after receiving some education about
them.

Long-acting injectable and implant contracep-
tion is somewhat more controversial than IUDs as
these may have negative side effects, such as
reducing skeletal health. However, some authors
argue that these are reversible in adolescents
(Tolaymat and Kaunitz 2007). Given the possible
short- and long-term effects of LARCs, concerns
have been raised concerning their being used in
coercive ways with marginalized women (includ-
ing adolescents) and as a remedy for a perceived
social problem (in this case adolescent pregnancy)
(Gehlert and Lickey 1995; Lucke and Hall 2012).

An important concept in contraceptive use is
the notion of unmet need. Unmet need is when
women are ‘married/in a union or sexually
active, able to conceive a pregnancy, do not want
to have a child (or another child) in the next two
years or at all and are not using a method of
contraception (modern or traditional)’ (Russo
and Steinberg 2012, p. 158). Rates of unmet need
differ around the world, with women in low- and
middle-income countries and poorer women
within countries experiencing higher rates (Russo
and Steinberg 2012). Women who experience
discrimination on the basis of race, gender, or
class are less likely to use contraception or to use
the contraceptive method of their choice than
women who are not subject to such discrimina-
tion (Kossler et al. 2011). Similarly, adolescents
experience high levels of unmet need, as

indicated by Kennedy et al. (2011) in their
review of the demographic and health surveys of
East Asia and the Pacific.

Barriers to young people using contraception
have been reasonably well documented. For
example, in a systematic review of qualitative
research in low- and middle-income countries,
Williamson et al. (2009) found that young peo-
ple’s use of hormonal methods was limited by
lack of knowledge, obstacles to access, and con-
cern over side effects, especially fear of infertility.
In terms of structural barriers, Kennedy et al.
(2011) found in their review that adolescent
women have less access to contraceptive infor-
mation and services than adult women.

To counteract these acknowledged trends,
adolescent-friendly service initiatives, in which
services are rendered in a way that is acceptable to
young people and that encourages them to use the
services, have been set up in a number of coun-
tries (Tylee et al. 2007). Although these initiatives
have met with some success, they have also been
critiqued for continuing to treat adolescence as an
underdeveloped stage, for idealizing traditional
family forms, and for viewing sexuality as neg-
ative and dangerous for girls, and pregnancy as
wholly deleterious (Goicolea et al. 2010).

Research shows that contraceptive usage and
negotiation is deeply gendered. For example, fear
of infertility and other effects such as weight gain
as a result of oral contraception and LARCs is
embedded in particular notions of femininity,
which include the slim and reproductive female
body as the only legitimate body (Ekstrand et al.
2005). This fear of infertility may lead young
women in some contexts to seek abortion, even
under unsafe conditions, rather than use contra-
ception [see Otoide et al. (2001) research in
Nigeria].

Condom use is limited by association with
disease and promiscuity, but also by greater male
control over sexual interactions (Williamson
et al. 2009). Young women in Sweden indicate
that sexual partners are frequently unwilling to
use condoms and that negotiating usage was
difficult (Thorsén et al. 2006). This is echoed in
South African research, where male participants
spoke of tricking women into having sex, lying
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to the women about using condoms, and coercing
women into sex or using violence to force sex
(MacPhail and Campbell 2001). Researchers
have indicated that the notion of romantic love
can render young people, particularly young
women, ineffective in negotiating contraceptive
usage (East et al. 2007).

Anunexamined assumption inmuchof thework
on contraception, however, is that the responsibility
for contraception lies, in themainpart,withwomen.
Researchers have referred to this as the feminization
of contraception. Wigginton et al. (2014) show in
their research how contraception usage, in particu-
lar the Pill, fits with discourses of heterosexuality
and gendered understandings of the role of women
in managing fertility.

Pregnancy: Consequences,
Intervention, and Barriers

About 20,000 teenagers give birth every day
across the world (Williamson 2014), making
pregnancy and childbirth among young women
almost the norm. The demographic distribution
of adolescent pregnancy, however, reveals social
and reproductive health inequities. According to
the United Nations Population Fund report on
adolescent pregnancy, in all regions of the world,
impoverished, poorly educated, and rural teen-
agers are more likely to become pregnant than
their wealthier, better educated, urban counter-
parts. In addition, young women from ethnic
minorities or marginalized groups (who have few
opportunities and poor access to SRH) are at high
risk for pregnancy. About 95 % of adolescent
pregnancies occur in low- and middle-income
countries, with 90 % of these occurring within
marriage (Williamson 2014).

Pregnancy among teenaged women is com-
monly seen as a social problem, as indicated in
the World Health Organization (2011) book on
preventing early pregnancy and poor reproduc-
tive outcomes in low- and middle-income coun-
tries in which it is stated that ‘adolescent
pregnancy’ contributes to maternal, perinatal,
and infant mortality, and to a vicious cycle of
poverty and ill-health. Other consequences, as

listed in public health literature, are as follows:
the disruption of schooling; poor child outcomes
in terms of health, emotional development, and
learning; welfare dependency; contribution to
higher fertility rates in certain countries; and the
association of teenage pregnancy with HIV
(Macleod 2011).

There is some dispute, however, about whe-
ther it is age, in and of itself, that leads to these
outcomes or other factors, in particular socioe-
conomic status. Some scholars have argued that
research on the consequences of ‘teenage preg-
nancy’ fails to adequately account for con-
founding variables, such as socioeconomic
status, ethnicity, marital status, lifestyle factors,
family structure, parity, and prenatal and other
health care. Geronimus (2003), in summarizing
well-designed comparative studies, concludes
that the outcomes of pregnancy among adoles-
cents are ‘slightly negative, negligible, or posi-
tive’ (p. 881) in relation to those among older
women.

Given this, the question arises as to why,
despite evidence to the contrary, the narrative of
the negative consequences of teenage pregnancy
childbearing persists. I have argued elsewhere
(Macleod 2011) that this is related to particular
understandings of adolescence as a transitional
stage, a conceptualization deeply rooted within a
colonialist discourse that equates the develop-
ment of the individual with the development of
civilization. This equation, although not overtly
favored anymore, continues to occupy the notion
of adolescence. It accounts for the construction
of the risky teenager who is constantly a potential
threat to her own well-being but also to the body
politic (society as a whole). This threat of
degeneration that ‘adolescence’ implies, as I
argue elsewhere, that, no matter contrary evi-
dence, teenagers who reproduce are constantly
contributing to a range of social problems.

Having said this, however, it is still important
that young women receive support during and
after their pregnancies (as should be argued for
women of any age). Interventions with pregnant
teenagers include promoting early detection of
the pregnancy and use of antenatal care, and
support to return to school, where suitable and
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desired. Barriers to antenatal care for young
women (in relation to the care that is provided to
older women in the same circumstances) center
mostly on health service provider attitudes and
actions, which are frequently negative regarding
pregnancy among adolescents (Breheny and
Stephens 2007; Warenius et al. 2006). Health
service providers are often reluctant to discuss
issues relating to sexuality and reproduction with
young women (WHO 2007) and may view the
young women as deficient mothers (Breheny and
Stephens 2007). This may lead young women to
be distrustful of the health services providers and
thus less likely to follow their advice (Breheny
and Stephens 2007). Return rates to school differ
depending on local circumstances with major
reasons for non-return being the need to care for
the child. Research in South Africa found that the
chances of return to school diminish over time,
with non-return being almost certain after four
years of absence (Grant and Hallman 2006).

Abortion: Unsafe Abortion,
and Decision Making

The World Health Organization (2007) estimates
that 30–60 % of pregnancies among teenagers
end in abortion. In countries such as Sweden and
the Netherlands, where there is unrestricted
access to good quality abortion services together
with good contraceptive services, abortions
remain limited (WHO 2007). However, abortion
is legally restricted or severely restricted in many
countries, resulting in young women resorting to
unsafe abortion, defined as a procedure per-
formed by people lacking the necessary skills or
in an environment not meeting the minimal
medical standards (or both).

Unsafe abortion is a major reproductive health
concern particularly in low- and middle-income
countries with an estimated 22 million women
undergoing unsafe abortion each year and an
estimated 13 % of maternal mortalities being the
result of unsafe abortion (WHO 2007). An

estimated 15 % of unsafe abortions occur among
women aged 15–19 (Shah and Åhman 2012). In
low- and middle-income countries, a significant
percentage of women reporting to hospitals or
clinics for complications resulting from abortion
are below the age of 20 (WHO 2007).

While dire health consequences are most
common in countries where abortion legislation
is restrictive, in countries where abortion is legal
and available, a major controversy surrounds the
question of whether minors should be able to
obtain an abortion without parental consent.
Proponents of parental consent argue that in such
a decision, the advice and counseling of an older
and wiser person are required, particularly as
teenagers lack the cognitive skills to predict the
long-term consequences (Trad 1998). Opponents
counter that requiring young people to gain
parental permission for an abortion may itself
have extremely adverse effects, including family
conflict and rejection, delays in obtaining the
abortion either because of parental consent or
because of the judicial bypass system (that
operates in the some states of the USA), and an
increase in the number of women accessing
unsafe abortion (Rodman 1991). In addition, they
argue that in understanding decision making,
context needs to be considered, with the com-
petence to make a decision being specific to the
area under consideration (Adler et al. 2003).

HIV: Discrepancies, Antiretrovirals
(ARVs), and Barriers

In 2012, it was estimated that 2.1 million ado-
lescents were living with HIV (Mavedzenge et al.
2014). Adolescents living in low- and
middle-income countries are disproportionately
burdened by the global HIV/AIDS pandemic
(Hudelson and Cluver 2015). Within countries, it
is generally marginalized groups of people who
are most at risk. For example, in South Africa, a
country with one of the highest rates of HIV
infection, the latest National Prevalence,
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Incidence and Behavior Survey (Shisana et al.
2014) revealed HIV prevalence rate discrepan-
cies along the following lines: location (people
living in rural locations and informal settlements
have a higher prevalence than those in urban
formal settlements), race (black people have
higher prevalence than white people), and gender
(women are at higher risk than men—the teenage
population, the estimated HIV prevalence among
females is eight times higher than that of their
male counterparts). Of great concern globally is
that there has been a 50 % increase in
HIV-related deaths among youth 10–24 years of
age from 2005 to 2012 (Lall et al. 2015).

Adherence to ARVs among HIV-positive
adolescents differs significantly from 16 to
99 % across countries (Hudelson and Cluver
2015). Although studies do not reveal clear fac-
tors associated with adherence, it appears that
gender, knowledge of serostatus (positive or
negative for a particular antibody), family struc-
ture, ART regimens, how treatment is adminis-
tered, attitudes about medication, healthcare
provision, location, mental health, and adherence
to clinic appointments play a role (Hudelson and
Cluver 2015; Lall et al. 2015).

Authors argue that as a result of the barriers
that adolescents experience in accessing services,
new infections and poor outcomes when infected
are common (Mavedzeng et al. 2014). In light of
this, interventions that are specifically designed
for adolescents are called for. Recent evidence
suggests that in-school interventions and inter-
ventions aimed at geographically specific com-
munities can have positive effects on HIV
outcomes among adolescents (Mavedzenge et al.
2014). A relatively new intervention is the cash
transfer program implemented mostly in low-
and middle-income countries to overcome the
structural problems of poverty. Studies show a
decrease in sexual activity among recipients and
some decrease in HIV infection (Pettifor et al.
2012). Given the costs involved and the impli-
cation that one should be paid for adjusting one’s
behavior, the possibility of scaling this program

up to be implemented beyond pilot projects
seems minimal.

LGB Issues: Homophobia
and Heteronormativity

In the context of heteronormative policy, legis-
lation, and social practices, a major public health
concern for adolescents who identify as lesbian,
gay, and bisexual (LGB) is the support provided
to these young people not only in relation to SRH
but also in developing healthy and affirmed
identities. The possibility for this kind of support
varies widely across the world depending on
legislative and social contexts. Contrasts include
countries (e.g., Uganda and Nigeria) where
homosexuality is outlawed and countries (e.g.,
South Africa) where gay rights are enshrined in
the constitution.

Clearly in countries where there are entren-
ched and overt homophobia and restrictive leg-
islation, young people have great difficulty in
exploring alternative sexualities or moving out-
side of heteronormative life courses without
experiencing potentially severe consequences.
Nevertheless, erotic same-sex spaces are often
forged, without the young people necessarily
taking on the identity of lesbian, gay, or bisexual
(Dankwa 2009; Epprecht 2013).

Even in countries where there is relative open-
ness around LGB issues, heteronormative practices
and discourses still underpin much of young LGB
people’s experiences. For example, in the USA,
Sadowski’s (2012) research shows how families,
schools, and communities contributed to the
silencing of expression by gay or queer-identifying
young men, and Dhaenens (2012) shows how the
popular television show Glee represents gay youth
as victims and asaspiring to heteronormative values.
There is little research conducted on the influences
of parents of LGB teenagers on their sexual behav-
ior, substance use, violence/victimization, and what
are the negative forces, rather than positive, influ-
ences (Bouris et al. 2010).
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Sexual and Reproductive Health
Justice: Transnational Feminism

The above discussion highlights two main
themes. First, there is an uneven distribution of
SRH difficulties among adolescents both globally
and within countries: Adolescents in low- and
middle-income countries, adolescents from
poorer communities and rural locations, minority
groups, and less educated adolescents are more
likely to experience a range of difficulties than
their wealthier, more educated counterparts liv-
ing in urban areas and in high-income countries.
These difficulties include unmet need for con-
traception and being less likely to use contra-
ception of their choice, more likely to experience
unplanned and unwanted pregnancies, more
likely to undergo unsafe abortion, more likely to
be infected by HIV, and more likely to be
experience overt homophobia. Second, a number
of normative assumptions underpin many
understandings and interventions with regard to
adolescent SRH. Formal sexuality education, for
the most part, emphasizes danger and disease and
rests on the instrumentalist goal of solving social
problems through individual behavior change.
Contraceptive usage is deeply feminized, both
within public health interventions and in inter-
personal interactions. The automatic assumption
of adolescent pregnancy as a social problem and
individual disaster rests fundamentally on an
adolescent-as-transition discourse, as do the
concerns around young women being able to
make the decision to terminate their pregnancies
without parental consent or guidance.
Heteronormative and gendered discourses and
practices are deeply entrenched in understand-
ings of, responses to, and the experiences of
sexuality and reproduction among young people.

It is in light of these inequities and normative
assumptions that I advocate the use of a sexual
and reproductive justice approach with regard to
adolescent SRH. Drawing from a social justice
framework, a sexual and reproductive justice
approach seeks to illuminate the complex array of
social, economic, cultural, and healthcare possi-
bilities and challenges that serve to either enhance
or impede conditions within which women and

men experience sexuality and reproduction
(Gilliam et al. 2009). Sexual and reproductive
justice arguments, while not eschewing public
health and human rights approaches, extend the
debate to foreground the social reality of inequi-
ties and the power relations that cohere around
these inequities. They highlight the complex
interlinking of health with economic, legal, labor,
immigration and migration, welfare, housing, and
policy issues (Bailey 2011).

In viewing international public health
responses to adolescent SRH from a sexual and
reproductive justice perspective, we need to
highlight not only inequities that cohere around
axes of differentiation within countries, but also
global power relations on which not only eco-
nomic relations center but also health inequities.
A useful theoretical resource in this respect is
transnational feminism. Transnational feminism
attunes its pronouncements on liberatory prac-
tices and discourses to social and historical
conditions. The racial, geographical, economic,
and class-based differences between women, all
of which have central implications in terms of
their access to health resources and their expe-
riences of reproductive justice, are recognized.
There is a refusal to see women as a single
oppressed class across time and space. Rather
advocacy efforts are molded to the nuances of
gendered power relations within a particular
context. Simultaneously, transversal relations of
commonality particularly around sexuality and
reproduction are sought. Feminist practice, thus,
becomes a matter of alliances around central
chains of equivalence rather than one of unity
around a universally shared interest (such as
promoting ‘choice’) (Macleod 2011).

What would be the implications of a sexual
and reproductive justice approach that draws
from transnational feminism in terms of adoles-
cent SRH? A definitive answer to this question is
neither possible nor, perhaps, desirable. Instead, I
highlight a few examples of possible directions,
particularly in terms of how adolescent repro-
duction is conceptualized and how interventions
are implemented.

As indicated above, the standard response to
adolescent pregnancy is to view it as a social
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problem that requires solving through the sub-
stantive preventive measures. Revisionist
authors, however, argue that particularly among
young women in disadvantaged circumstances,
negative outcomes are not necessarily related to
age and that having children in these circum-
stances while younger may, in fact, be advanta-
geous in terms of childcare possibilities and
support for the mother (Geronimus 2003). Else-
where (Macleod 2011), I have argued for sub-
stituting the signifier ‘adolescent pregnancy’ (or
‘teenage pregnancy’) with ‘unwanted preg-
nancy.’ The signifier ‘adolescent pregnancy’
foregrounds the young woman who is pregnant:
the adolescent who breaches (middle class,
white) developmental norms. The specifier ‘un-
wanted pregnancy,’ on the other hand,
re-introduces the fact that pregnancy is only
possible within a gendered relationship and that
it occurs within a set of social circumstances.
A pregnancy is ‘unwanted’ because a woman is
located within a particular nexus of conditions
(ranging from interpersonal relations and local
context to macro-level structural and policy
issues) that make the possibility of childbearing
extremely difficult.

In terms of intervention, there is, by now,
quite extensive debate concerning various inter-
ventions. For example, in terms of emancipatory
sexuality education, a number of authors have
suggested alternatives to current sexuality edu-
cation programs including the following: using
works of art to discuss desire, eroticism, and
sexual norms (Addison 2006); incorporating an
ethics of rights and responsibilities along various
dimensions of sexuality (Dixon-Mueller et al.
2009); tailoring programs to fit with the contexts
of young people’s lives (Abel and Fitzgerald
2006); introducing an ethics of pleasure into
programs (Allen 2007); including positive
aspects of sexuality along with the risk man-
agement dimension, thereby viewing adolescent
sexuality as developmentally normative (Tolman
and Mcclelland 2011); concentrating on gender,
power, and rights in sexuality education
(Haberland and Rogow 2015); integrating a
critical sexual and reproductive citizenship
framework into sexuality education (Macleod

and Vincent 2014). As will be noted, these sug-
gestions do not cohere around a single theme,
and debates between scholars thinking through
and working with the possibilities of emancipa-
tory sexuality education abound.

Of course, as we start implementing programs
that could be seen as furthering sexual and
reproductive justice among adolescents, further
difficulties may arise. I have already alluded to
some of the critiques of the adolescent-friendly
clinic initiative. Along the same lines, many
schooling programs have been instituted to retain
pregnant and parenting teenagers in school.
These programs can be seen as enhancing
reproductive justice in terms of granting young
women access to educational opportunities and
the possibility of future access to production.
Evaluations of these kinds of programs are
mixed, however. Some show positive results
(Sadler et al. 2007), and others find minimal
impact on increasing rates of educational attain-
ment among these young mothers (Baytop 2006).
A critique of these programs is that they may
re-exclude teenagers by segregating them in
alternative settings or fail to provide them with
sufficient support (such as on-site childcare) in
regular school settings (Kelly 2000).

As indicated above, transnational feminist
approach to SRH would seek, on the one hand, to
identify transversal relations of commonality. In
terms of SRH among adolescents, this would
include a recognition of the following: (1) sexu-
ality in young people’s lives, and of reproduction
in some young people’s lives, (2) the imperative
of preventing sexual and reproductive difficul-
ties, (3) the promotion of access to health care,
(4) the intersection of mental and SRH, and
(5) the pivotal role of localized gendered power
relations in molding young people’s lives. On the
other hand, such an approach requires that pro-
grams be attuned to local specificities.

The latter requirement is important in terms of
the kinds of globalized public health interven-
tions that are instituted in a range of countries.
HIV is a case in point. HIV affects people in low-
and middle-income countries disproportionately.
Betancourt et al. (2013) argue for interventions
that promote resilience among HIV-infected and
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affected adolescents. Studies show that family
and parental support, lack of stigma, and social
inclusion promote resilience and that community
sensitization campaigns, school-based awareness
programs, family interventions, and peer-to-peer
support programs can be effective in promoting
resilience (Betancourt et al. 2013). How support
is rendered within a community, the cultural
discourses and practices underpinning stigma,
and the social mechanisms of inclusion and
exclusion will differ from place to place. These
specificities, in particular the gendered dynamics
underpinning them, need careful consideration in
any of the interventions mentioned.

Interventions that assist young pregnant
women are another case in point. For example, in
India, many of the pregnancies among young
women occur within the context of early marriage
(Nath and Garg 2008), whereas in other countries
such as South Africa, marriage occurs late, and
therefore, early pregnancy usually occurs outside
of marriage (Makiwane and Udjo 2006). The
gendered, social, and cultural dynamics under-
pinning pregnancy in these two diverse contexts
need careful consideration in interventions.

Understanding that these kinds of cultural
discourses and social practices filter into health-
care practices is an important component of a
sexual and reproductive justice approach. Health
service providers live in the same social milieu as
the patients that they see and are equally well
cultural beings. This can be seen in relation to
post-abortion care offered in countries where
abortion is very restrictive and women mostly
resort to unsafe abortion. Researchers have found
that post-abortion care is woefully inadequate in
some African countries owing to service provi-
ders’ resistance, based on moral outrage, in
offering these services (Abdella et al. 2013; Clark
et al. 2010).

Conclusion

The basic argument developed in this chapter is
that a focus on adolescent SRH must always be
located within contextual healthcare inequities

that fracture along multiple lines of differentia-
tion. If we place the SRH of young women and
men at the center of public health concerns, then
attention needs to be drawn to overt as well as
subtle injustices that are inherent in the health-
care and social systems within which young
women and men are located. These injustices
simultaneously cohere within structural barriers
and in social and cultural discourses and prac-
tices that serve to reinforce gendered, racialized,
class-, religion-, and location-based power rela-
tionships. While the human and health rights
approach to SRH has been useful in advocating
for particular programs of action, it is also limited
in its focus on individual, indivisible rights. In
addition, the framework is inadequate to the task
of interweaving the individual with the social
both in conceptualizing what we mean by SRH
and in planning interventions. I argue in this
chapter for a sexual and reproductive justice
approach that draws from transnational femi-
nism. This approach has the advantage of
fore-fronting inequities rather than individual
behavior or cognitions while at the same time
allowing for nuanced and localized analyses of
power relations and practices. It enables an
assessment of transversal chains of equivalence
concerning SRH issues across multiple locations
and spaces, while at the same refusing the uni-
versalization that is inherent in a rights approach.
If in-depth inquiries about discursive and social
practices that serve to maintain particular power
relations are affected, these inquiries can inform
progressive and liberatory interventions.
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10Prevention of Sexually Transmitted
Infections Among Adolescents
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Introduction

Sexually transmitted infections (STIs), including
human immunodeficiency virus (HIV) infection,
can have profound impacts on adolescent sexual
and reproductive health. While adolescents are a
quarter of the sexually active population, they
represent nearly half of all new STI cases glob-
ally (Da Ros and Da Silva Schmitt 2008).
According to the World Health Organization
(WHO) estimates, the highest prevalence of STIs
is among young adults aged 20–24 years, and the
second highest is among 15- to 19-year-olds
(Dehne and Riedner 2005).

STIs have considerable impact on the mor-
bidity and mortality for infected individual, but
also their partners and children. For example,
untreated chlamydial infections can lead to pelvic
inflammatory disease (PID), chronic pain, and
infertility among women; untreated syphilis
during pregnancy can lead to fetal infection,

stillbirth, and congenital anomalies (WHO
2008a). Approximately 70 % of all cervical
cancer cases are caused by two strains of the
human papilloma virus (HPV) (Munoz et al.
2003). HPV is also is the cause of the majority of
anal cancers, 40 % of vulvar cancers, and vari-
able proportions of penile, vaginal, ureteral, and
neck cancers (Saslow et al. 2007). HIV/AIDS is
the fifth leading cause of disease burden in the
world and a leading cause of death in the Africa
region (Mathers et al. 2008). Further, STI treat-
ment and management consumes a substantial
portion of national and global health resources.
In the USA, for example, nearly 20 million new
infections occur each year, about half are among
15- to 24-year-olds, and the annual cost to the US
healthcare system is estimated at USD 16 billion
in medical costs (CDC 2013). In South Africa,
almost a third of all deaths and over 5 million
disability-adjusted life years are attributed to
STIs, primarily HIV infection (Johnson et al.
2007). Disability-adjusted life year is a health
gap measure. It combines information on the
impact of premature death and of disability and
other non-fatal health outcomes.

A complex interplay of biological, cognitive,
behavioral, sociocultural, and ecological factors
put young people at risk of STIs. This chapter
discusses the global spread of STIs, the patho-
gens, symptoms, and health consequences of
select STIs, social and behavioral determinants
of STIs; and it describes key public health
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approaches aimed at reducing the burden of STIs
among adolescents.

Global Epidemiology of STIs
in Adolescents

The incidence, prevalence, and population dis-
tribution of STIs are highly complex and
dynamic. The population-level epidemic of each
STI differs depending on a variety of demo-
graphic, sexual, behavioral, economic, and
structural forces (Aral and Holmes 2008).
Compiling globally comparable data on STI
prevalence and incidence is hampered by the
complexity and limitation of the current data
collection systems: The WHO estimates that
over a million people acquire a STI every day
(WHO 2013). According to WHO estimates,
there were close to 500 million new cases of
one of four curable STIs—chlamydia, gonor-
rhea, syphilis, and trichomoniasis—among 15-
to 49-year-olds in major geographic regions of
the world in 2008, an 11 % increase from
estimates for 2005 (WHO 2012). Dramatic
increases in gonorrhea estimates in all regions
of the world apart from Europe and increase in

trichomoniasis among men and women in the
Americas contributed in large part to the
increased STI incidence rates between 2005 and
2008 (WHO 2012). Using available data,
Fig. 10.1 presents WHO estimates of STI
prevalence among 15- to 49-year-olds in major
regions of the world, by sex and by type of STI
(WHO 2012). Overall, these estimates find that
women are more likely to be living with STIs;
the male-to-female ratio for these four STIs was
1:14 (WHO 2012). For instance, prevalence of
trichomoniasis is much higher among females
than males in all regions of the world, and the
highest prevalence is among women in Africa
and the Americas. Rates of syphilis are similar
among men and women in the Africa region
and much higher than in other regions of the
world.

Among young people specifically, studies
show low awareness of STIs and a heavy disease
burden. Some 58 % of adolescents in Sri Lanka,
29 % in India, and only 4 % in Timor-Leste were
aware of STIs. In Bangladesh, for instance, more
than half of the people who sought STI treatment
at formal facilities were young people (WHO
2011). Another study in Mongolia among ante-
natal clinic attendees in 2002 found that a third of
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the women tested for STIs, with higher rates
among young women compared to adult women
(WHO 2008b).

The major challenge in assessing the global
impact of STIs is the incomplete reporting of STI
data. There are four interrelated challenges, some
universal and some specific to adolescent statis-
tics, in examining the prevalence and incidence
of STIs among adolescents.

• First, STI data collection systems around the
globe are highly varied and the data hetero-
geneous (Da Ros and Da Silva Schmitt 2008).
STI data from each setting could be collected
from a variety of sources including mandated
reporting of specific STIs (particularly in
developed nations), population-based sur-
veys, sentinel clinics, mortality reporting
systems, or small special studies. However,
these data are not often well linked and may
not use consistent case definitions (WHO
2014b). Except for recent efforts at collecting
HIV biomarker data from population-based
samples, the majority of the STI statistics are
compiled using a collection of healthcare
provider reporting systems, sentinel networks
of selected facilities like antenatal care clin-
ics, laboratories, or STI clinics (Da Ros and
Da Silva Schmitt 2008; Panchaud et al.
2000). Data collection from beyond sentinel
sites would require testing for each STI in
large and representative population samples.
Such efforts are costly, and thus, no global
system of surveillance is yet in place.

• Second, underreporting and overrepresenta-
tion is a serious concern with current STI
estimates. For a variety of reasons, women
are more likely to be screened for
STIs compared to men; this might explain
much of sex differences in reported rates.
Some data collection mechanisms, such as
syphilis testing at antenatal care sites, produce
serious underreporting overall or among
specific groups, such as men, who do not visit
antenatal care sites.

• Third, STIs are often asymptomatic, that is,
individuals may be infected without exhibit-
ing any symptoms. The asymptomatic nature

of many STIs means that individuals may not
report the illness or seek care, making it
harder to document their prevalence. Further,
since many STIs are particularly asymp-
tomatic for women, data collection based on
self-reports is often biased.

• Fourth, age-disaggregated STI data collection
and synthesis are challenging. The variety of
data collection systems and contexts also
means that age-disaggregated data for 15- to
19-year-olds may not be collected and avail-
able. The USA and the Nordic countries have
some of the most comprehensive age-specific
data on STIs. The US Centers for Disease
Control and Prevention, for instance, collects
STI data in a variety of ways, including com-
piling data reported to state and local health
departments and conducting population-based
surveys to examine community prevalence of
certain STIs such as herpes simplex virus
(HSV), HIV. Themost recent surveillance data
from the USA (see Fig. 10.2) highlight higher
rates of reported STI among adolescents (15-
to 19-year-olds) and young adults (2- to
24-year-olds) compared to adults in the USA
(CDC 2014a). While these data are useful and
demonstrates age patterns of particular STIs, it
is not without its limitations. For instance, the
low rates of chlamydia among young men may
be an artifact of chlamydia testing and
screening that prioritizes women.

HIV/AIDS

HIV is a critically important STI; globally the
predominant mode of HIV transmission is sexual
(WHO 2007). Young people aged 10–24 years
represent approximately 15 % of all people living
with HIV, including an estimated 4.5 million
youth (aged 15–24 years) and 2.1 million ado-
lescents (aged 10–19 years) living with HIV by
the end of 2012 (UNAIDS 2013a). The HIV
pandemic has been particularly burdensome to
young adults; currently, youth aged 15–24
account for 39 % of new HIV infections in people
aged 15 and older. These estimates include both
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young people who acquired HIV thru
mother-to-child transmission (e.g., perinatally)
and young people who acquired HIV behav-
iorally (e.g., unprotected sexual intercourse). HIV

continues to be one of the leading causes of death
among young people globally. Between 2005 and
2012, HIV-related deaths among adolescents
doubled, while the global number of HIV-related

Fig. 10.2 Rates of reported STIs, by age and sex, USA, 2013. Source Centers for Disease Control and Prevention.
Sexually Transmitted Disease Surveillance 2013. Atlanta: US Department of Health and Human Services; 2014
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deaths fell by a third (UNAIDS 2013a). In 2012,
61,000 10- to 14-year-olds, 46,000 15- to
19-year-olds, and 48,000 20- to 24-year-olds
succumbed to AIDS-related deaths globally
(UNAIDS 2013b).

Figure 10.3 highlights stark regional varia-
tions in HIV prevalence (UNAIDS 2013a).
Young people in sub-Saharan Africa bear the
highest burden of disease with a prevalence of
2.5 % among 15- to 24-year-old women and
1.2 % among 15- to 24-year-old men, compared
to 0.5 and 0.3 %, respectively, among youth in
the Caribbean. Eastern Europe and Central Asia
along with Middle East and North Africa show
growing epidemics among adolescents since the
2000s (Kasedde et al. 2013). Countries with the
highest HIV prevalence have a sex disparity in
HIV prevalence among young people (Idele et al.
2014). Approximately 60 % of all 10- to
19-year-olds living with HIV are girls, the vast
majority of whom live in contexts with general-
ized epidemics fueled by unprotected heterosex-
ual intercourse (Kasedde et al. 2013). High HIV
prevalence among adolescent girls is a reflection
of complex and often inadequate social, eco-
nomic, educational, familial, and legal support for
girls. Pervasive gender inequality, orphanhood,

low socioeconomic status, early sexual debut, age
disparate sexual relationships, and biological
vulnerability are just some of the factors that
perpetuate the epidemic among adolescent girls
(Kasedde et al. 2013; Underwood et al. 2011). In
concentrated epidemics on the other hand, young
men who have sex with men and injecting drug
users have the highest rates.

Finally, young people who were infected with
HIV as children are a unique subpopulation.
According to UNAIDS (2013a) estimates, in
2012, 260,000 children acquired HIV in low- and
middle-income countries. In some countries with
generalized HIV epidemics, like Chad, Ethiopia,
or Nigeria, less than 50 % of pregnant women
living with HIV have access to HIV medications
during pregnancy for prevention of new HIV
infections (UNAIDS 2013a).

Key “at-risk” Populations

Further embedded within these regional varia-
tions is significantly higher prevalence among
key populations who have higher prevalence of
HIV and STIs than the general population. In
part, these “at-risk” populations usually live,
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Fig. 10.3 HIV prevalence
among 15- to 24-year-olds.
Source UNAIDS (2013a)
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work, and learn in conditions that contribute to or
may predispose them to poor health. The higher
rates of STIs among at-risk populations may also
reflect their higher engagement in risky behav-
iors. Among adolescents and youth, this includes
sex workers, men who have sex with men, and
injecting drug users. Additionally, transgender
adolescents, adolescents in detention and incar-
ceration, and young people living in conflict or
crisis situations are further at risk of HIV. Data
limitations keep STI and HIV epidemics hidden
among the most vulnerable youth populations to
a large extent.

Sex Workers

HIV and STI epidemics have a profound effect
on male, female, and transgender sex workers.
While “sex work—defined here as the exchange
of sex for money—and the structure of sex work
vary substantially around the world—the
heightened risk for HIV acquisition and trans-
mission among sex workers operates through a
similar variety of behavioral, biological, and
structural risks” (Baral et al. 2012). Though
age-disaggregated data on young people engaged
in sex work remains scarce, a meta-analysis
conducted by Baral et al. (2012) finds HIV
prevalence of 11.8 % among sex workers in all
regions of the world, with highest prevalence in
sub-Saharan Africa, Eastern Europe, Latin
America, the Caribbean, and Asia. Studies show
that due to a variety of factors including biolog-
ical vulnerability and heightened vulnerability to
violence, adolescents engaged in sex work face
heighted risk of HIV and STI infections (Sil-
verman 2011; Zhang et al. 2012).

Men Who Have Sex with Men

Recent analysis of modes of HIV transmission
has found that men who have sex with men
(MSM) are at increased risk of HIV. Median HIV
prevalence among MSM is greater than 1 % in
all regions of the world (UNAIDS 2013a). MSM

in low- and middle-income countries have a
greater risk of being infected with HIV compared
to the general population in the Americas, Asia,
and Africa (Baral et al. 2007). While global
age-disaggregated data on MSM are rare, country
case studies highlight the increased risk of HIV
and STIs among young MSM (Idele et al. 2014).
For instance, a study examining HIV prevalence
among MSM in Jamaica found that one-third of
the men enrolled in the study were HIV positive
and 60 % of them were young men under the age
of 25 (Figueroa et al. 2013). Sexual practices,
such as being the receptive partner during anal
sex, coinfections with STIs, and being socially
vulnerable (e.g., homeless or having experienced
violence), increased the risk of HIV among MSM
in Jamaica (Figueroa et al. 2013). Most young
men in this study had not disclosed their HIV
status to their partner and were not comfortable
disclosing to anyone (Figueroa et al. 2013). In
part, MSM hesitation to disclose HIV status or
seek care emerges from social and criminal
sanctions against same-sex relations. Some 76
nations have laws that criminalize same-sex
relations; among these, some jurisdictions allow
the death penalty (UNAIDS 2013a). Such puni-
tive laws and other forms of discrimination
regarding same-sex sexual relations create an
environment that perpetuates homophobia and
related stigma, act as a social deterrent to seeking
HIV or STI services, and continue to engender
high risk among MSM.

Injecting Drug Users (IUDs)

HIV and STI prevalence is also higher among
adolescents who inject drugs. Certain STIs (HIV,
hepatitis B, and syphilis) may also be spread by
blood and blood exchange during the injection of
drugs. Drug use might also enable engagement in
risky sexual behaviors. In the Russian Federa-
tion, for example, while the national prevalence
of HIV was approximately 1 % in 2012, the HIV
prevalence among injecting drug users under age
25 was estimated at 25 % (Idele et al. 2014).
Though adolescents are less likely to be injecting
drug users, the risks are extremely high for those
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who do inject. Similar to laws criminalizing
same-sex relations, punitive drug policies—such
as restrictions on drug substitution or needle
exchange syringe programs—prevent or deter
many people who inject drugs from the services
they need (UNAIDS 2013a).

Pathogens, Symptoms, and Health
Consequences of STIs

More than 35 different types of bacterial, viral,
and parasitic pathogens can be transmitted sex-
ually (Holmes et al. 2008). Common bacterial
and protozoal STIs include gonorrhea, chlamy-
dia, syphilis, and trichomoniasis. Common viral
pathogens include hepatitis B virus, HIV, HPV,
and HSV (Holmes et al. 2008; Mabey 2010).
Table 10.1 includes summary information on the
symptoms and health consequences of these
STIs.

STI symptoms depend on specific pathogens
but commonly include vaginal or urethral dis-
charge (e.g., chlamydia, trichomoniasis, gonor-
rhea); sores on genitals, rectum or mouth
(syphilis, HSV); and pain in the mouth, genitals,
or abdomen. HIV attacks the human immune
system and gives rise to a host of opportunistic
infections and cancers. In the case of HIV, such
opportunistic infections and cancers may not
develop until about a decade after initial infec-
tion. Oftentimes, the initial symptoms are non-
specific and present as a flu-like illness. The most
challenging element for STI treatment and con-
trol is the often asymptomatic nature of many
STIs.

Left untreated STIs can cause serious com-
plications and health consequences affecting the
sexual and reproductive health of men and
women over their lifetime. Chlamydia and gon-
orrhea in women can cause PID,1 when the
infection spreads from the cervix to the uterus
and the fallopian tubes. PID is a major risk factor

for ectopic pregnancy, infertility, and chronic
pelvic pain. Syphilis during pregnancy can cause
miscarriage, stillbirth, or premature delivery; and
advanced stage syphilis (often called tertiary
syphilis) can cause long-term complications such
as negative effects to the brain, nerves, eyes,
hear, liver, bones, joints, and blood vessels.
Hepatitis B causes acute infection of the liver and
may lead to chronic infection, progressive dam-
age to the liver, and liver cancer. There are over
40 different types of HPV, and it is possible to
get more than one type of HPV. The most
common strains of HPV can cause genital warts
and cervical, penile, anal, and oropharyngeal
cancer. HIV causes AIDS, essentially damaging
the immune system and resulting in myriad of
problems.

STIs can be transmitted via contact with
semen, vaginal secretions, and other body fluids
and skin contact during vaginal, oral, or anal sex
with a person who is infected. Hepatitis B, for
instance, a virus that is 50–100 times more
infectious than HIV, can be passed through
several mechanisms including the exchange of
semen, vaginal fluids, and blood during birth, sex
with an infected partner, or sharing needles and
other sharp objects, or through direct contact
with blood or open sore of an infected person.
HIV and syphilis can also be transmitted verti-
cally, from mother to child (in utero, during
delivery, or during the postpartum period).
Casual interactions, like kissing or exchange of
saliva with an infected person, can also spread
HSV. HPV can also be spread by skin-to-skin
contact, and symptoms do not have to be
apparent for HPV to be passed along to a partner;
so many infected individuals do not realize their
infection status and may pass along this virus to
their partner(s).

Factors Influencing STI Transmission
Among Adolescents

Ranges of proximal and distal factors influence
STI risk among young people. STI acquisition
and its spread are influenced by pathogen-
specific factors as detailed above, but also by

1Although gonorrhea and chlamydia are typically associ-
ated with PID, PID is a polymicrobial infection and can
occur even then the STD screen is negative for gonorrhea
and chlamydia, but patient meets other clinical criteria.
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Table 10.1 Pathogens, symptoms, and health consequences of eight common STIs

STI Pathogen Symptoms Health consequences

Bacterial infections

Chlamydia Chlamydia
trachomatis

Women: 85 % asymptomatic.
Cervicitis (infection of the
cervix), endometritis
(inflammation of uterine lining),
salpingitis (fallopian tube
inflammation)
Men: 40 % asymptomatic.
Urethral discharge, epididymitis
(inflammation of the tube that
connects the testicle with the vas
deferens), orchitis
(inflammation of the testicles)
Both sexes: Proctitis
(inflammation of the rectum),
pharyngitis (inflammation of the
throat), urethritis (urethral pain
—the tube that carries urine
from the bladder to outside the
body), arthritis (joint pain)

Women: If untreated,
for *40 % of women, the
infection can spread to uterus
and fallopian tubes causing
pelvic inflammatory disease
(PID). PID complications
include formation of scar tissue
blocking fallopian tubes, ectopic
pregnancy (pregnancy outside
the womb), or tubo-ovarian
abscess (abscess formation
around the fallopian tube and
ovaries; ruptures can lead to
sepsis). Other consequences
include infertility, perihepatitis
(inflammation of the liver
coating), and pre-term rupture of
membranes during pregnancy
Men: Infection sometimes
spreads to the tube that carries
sperm from the testicles, causing
pain and fever and infertility
Infants: Conjunctivitis,
pneumonia

Gonorrhea Neisseria
gonorrhoeae

Women and Men: Symptoms
similar to Chlamydia

Women and Men: See
Chlamydia
Infants: See Chlamydia. Also
causes corneal scarring and
blindness

Syphilis Treponema
pallidum

Both sexes: Open sore or ulcer
on genitals, mouth, or rectum
(primary ulcer/chancre is
typically painless) with local
lymph node swelling
(adenopathy), skin rashes,
genital warts (secondary
syphilis), and other organ
complications including the
brain, nerves, eyes, hear, liver,
bones, joints, and blood vessels
(tertiary syphilis)

Both sexes: Increases risk of
HIV transmission by three fold
Women: Miscarriage, stillbirth,
and premature delivery
Infants: Congenital syphilis

Protozoal infection

Trichomoniasis Trichomonas
vaginalis

Women: 80 % asymptomatic.
vaginosis with profuse, frothy
vaginal discharge
Men: Often asymptomatic.
Urethral discharge

Women: Pre-term birth
Infants: Low-birth weight

Viral infections

Human
immunodeficiency
virus (HIV)

Human
immunodeficiency
virus (HIV)

Both sexes: The virus attacks
the immune system over time.
Shortly after infection, some

Both sexes: HIV-related
illnesses, opportunistic
infections like tuberculosis,

(continued)
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more proximal individual-level risk behaviors
like initiation of sexual intercourse and number
of sexual partners, and by more distal determi-
nants like young people’s ability to access STI
testing and treatment services. STI transmission
rates also depend on the probability of exposure
to infectious persons, the efficiency of transmis-
sion per exposure, and the duration of infectivity
(Aral and Holmes 2008).

Exposure to infected persons depends on a
range of individual- and population-based fac-
tors. These include use of barrier methods, sexual
practices, engaging in concurrent partnerships,
sexual networks, prevalence of STIs within
communities, access to treatment, and vaccina-
tion rates (for HPV and hepatitis B) (Mabey

2010). Certain sexual behaviors, such as anal
sex, are higher risk than others in terms of
increasing susceptibility to STIs. Additional
individual-level behaviors like higher numbers of
recent and lifetime sex partners, sexual concur-
rency—multiple and overlapping sexual part-
nerships, and higher rates of partner change,
significantly contribute to STI risk. The sexual
and behavioral characteristics of partners, such as
partners’ sexual concurrency, also influence STI
risk. Young women are at higher risk of STIs and
HIV and intimate partner violence (IPV). Recent
studies show that experience of IPV among
young women is associated with concurrent
experiences of sexual risk and coercion, and
limited condom use (Seth et al. 2013).

Table 10.1 (continued)

STI Pathogen Symptoms Health consequences

people have a brief illness like
the flu. Extreme weight loss,
fatigue, and fever

acquired immunodeficiency
syndrome (AIDS), death
Infants: HIV

Genital herpes Herpes simplex
virus (HSV)—type
2 and type 1 (less
common)

Both sexes: Most carriers
asymptomatic. Anogenital
vesicular lesions and ulcerations
(sores). Sores may appear as
small, fluid-filled blisters on the
genitals, buttocks, or other
areas. The sores often are
grouped in clusters. Stinging or
burning while urinating.
Swollen glands, fever, chills,
muscle aches, fatigue, and
nausea
Recurrence after a primary
outbreak is usually less severe
than the first genital outbreak.
Also recurrences are much less
frequent for genital HSV-1 than
HSV-2

Both sexes: Although rare, HSV
can cause complications such as
encephalitis (inflammation of
the brain) and aseptic meningitis
(inflammation of the lining of
the brain)
Infants: Neonatal herpes (often
fatal)

Genital warts Human
papillomavirus
(HPV)

Women: Vulval, anal, and
cervical warts
Men: Penile and anal warts

Women: Cervical carcinoma,
vulval carcinoma, anal
carcinoma
Men: Carcinoma of the penis
Infants: Laryngeal papilloma
(tumors in the larynx)

Viral hepatitis Hepatitis B virus Both sexes: Most carriers
asymptomatic

Both sexes: Acute hepatitis,
liver cancer, and liver cirrhosis
(scarring of liver and poor liver
function associated with last
stages of liver disease)

Sources WHO (2007,2012)
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Efficiency of transmission includes individual
susceptibility, the infectiousness of the pathogen,
the concentration of the pathogen shed in sexual
fluids, and the natural history of the infection
(Aral and Holmes 2008). For instance, a cohort
study in rural Uganda demonstrated that the
average rate of HIV transmission varied by the
duration after seroconversion. The transmission
possibility was highest during early (within
2.5 months of seroconversion)- and late-stage
infection (6–25 months before the death of the
infected partner) compared to prevalent infec-
tions (Wawer et al. 2005). Thus, natural history
of infections and particularly the timing of high
and low levels of infectiousness are important
dynamics for disease transmission (Aral and
Holmes 2008).

Further, interactions among STI pathogens
affect the spread and infectiousness of STIs.
Diseases such as syphilis and HSV, which cause
genital ulceration, can increase infectivity and
susceptibility to HIV (Mabey 2010). STIs, like
gonorrhea, which causes inflammation of the
cervix or urethra, can increase shedding of HIV

in seminal and vaginal secretions. Similarly, HIV
increases susceptibility for the acquisition of
other STIs (Mabey 2010).

Coupled with the asymptomatic or latent
symptoms of many STIs, these factors combine
to produce STI risk and fuel their ongoing
spread. Table 10.2 summarizes some of the
determinants that influence STI acquisition based
on WHO’s ecological model for adolescent
health and development.

Public Health Approaches to Reducing
the Burden of STIs Among Adolescents

Given the major burden of STIs on adolescent
health and development, public health approa-
ches to mitigating this burden are critical. A va-
riety of individual- and population-based
programs and policy approaches have been
attempted to address the wide range of determi-
nants that contribute to STI and HIV risk among
young people. Classic epidemiological approa-
ches to STI prevention emphasize reducing the

Table 10.2 Determinants of STIs transmission in adolescents

Levels Determinants

Biology Pathogen-specific transmission viability
Interactions among STI pathogens

Individual Number of sexual partners
Sexual concurrency
Type of sexual activity (anal, oral, vaginal)
Partner choice
Knowledge about STIs, STI screening, and treatments
Condom use
Ability to negotiation condom use or safer sexual behaviors

Interpersonal Partner sexual concurrency and multiple partners
Partner’s STI or HIV status
Partner’s sexual activity

Community Stigma around STIs
Attitudes around adolescent sexual activity

Organizational Availability of STI testing and treatments
Availability of youth-friendly STI services

Environment STI prevalence in the community
HIV prevalence in the community
HIV community-level viral load

Structural Laws governing access to STI knowledge and care among adolescents
Poverty

Macro Stigma toward at-risk groups (e.g., homophobia)
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risk of exposure to STI, reducing the efficiency of
transmission, and shortening the duration of
infection (Dallabetta et al. 2008). Below we
highlight two areas of interventions targeted to
prevent and mitigate the impact of STIs and HIV
among young people: “primary prevention and
STI management” (see Fig. 10.4). While many
adult-focused interventions have been successful
(e.g., condom use, uptake of HIV treatments,
update of voluntary medical male circumcision),
more evidence is needed on how to effectively
engage youth in STI and HIV prevention efforts
(Mavedzenge et al. 2014).

Primary Prevention: STI Avoidance

The major aim of primary prevention is to keep
individuals and communities from acquiring
STIs and HIV. Primary prevention is a corner-
stone of STI and HIV control, particularly in
resource poor settings with poor surveillance,
diagnostic, and limited treatment options (Dal-
labetta et al. 2008). Behavior change, structural
interventions, and prevention technologies are
three major components employed in primary
prevention programming.

Behavior Change for Risk Reduction

A major emphasis to date on youth STI preven-
tion has been on individually focused behavior
change interventions (McCoy et al. 2009). Often
emerging from psychosocial models of behavior
change, health information and education pro-
grams encourage sexual behavior change and
risk avoidance. For example, many young people
do not know how to recognize the signs and
symptoms of STIs. In such cases, education
about STIs is a critical public health approach for
STIs. A recent review of evidence on
adolescent-focused HIV prevention programs
found strong evidence that “in-school interven-
tions and interventions in specific geographically
defined communities can positively impact
important HIV-related outcomes, such as
self-reported sexual risk behaviors” (Maved-
zenge et al. 2014).

Promotion of Barrier Methods: Promotion of
condom use is an integral component of social
and behavioral risk reduction efforts for HIV and
STI prevention. Clinical trials have proven the
effectiveness of condom use for prevention of
pregnancy, STIs, and HIV transmission
(UNAIDS 2013a). The public health community
continues to promote condom use as the best
form of protection again STIs and as prevention
from unintended pregnancies for those who are
sexually active (Holmes et al. 2004; UNAIDS
2013b; Warner et al. 2006). A recent mathe-
matical modeling study demonstrated that
increases in condom use played a significant role
in the declines in HIV incidence in South Africa
between 2000 and 2008 (Johnson et al. 2012).
Another study in Uganda found that consistent
use of condoms significantly reduced incidence
of HIV, syphilis, and gonorrhea/chlamydia after
adjusting for individual-level socio-demographic
and behavioral characteristics (Ahmed et al.
2001).

Despite successes, condom use among young
people often remains low. A systematic review of
literature on condom use errors found the most
commonly reported errors to be not using con-
doms throughout sex, not leaving space at the tip,
not squeezing air from the tip, putting the
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Fig. 10.4 Major public health approaches to STI pre-
vention and management
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condom on upside down, not using water-based
lubricants, and incorrect withdrawal (Sanders
et al. 2012). The same review also looked at
condom problems with the most frequently
reported as breakage, slippage, leakage,
condom-associated erection problems, and diffi-
culties with fit and feel. The three most consistent
condom use dislikes, regardless of gender, age,
education, and marital status, included: (1) con-
doms just do not feel right, (2) condoms decrease
my sensation; and (3) condoms decrease my
partner’s sensation (Crosby et al. 2008; Oncale
and King 2001). Discomfort associated with
condom use has been shown to be associated
with breakage, incomplete use, and decreased
motivation to use condoms (Crosby et al. 2003).
Furthermore, heterosexual young adults are more
likely to use condoms for pregnancy prevention
than disease prevention (Cooper et al. 1999).
Little is known, however, about how adolescents
use condoms for pregnancy prevention versus
STI prevention. The intersection of disease and
pregnancy prevention might more accurately
reflect condom use intentions. Condoms remain
the most effective tool for HIV and STI preven-
tion during sexual intercourse. Yet, more work is
needed to understand the motivations behind
condom use, disuse, and consistent use; the
predictors for each may be different.

While oral sex carries a lower risk of trans-
mission of STIs, several STIs can still be trans-
mitted through oral sex. One way to help protect
from the spread of STI during oral sex is to use a
dental dam (CDC 2014b). Dental dams are a
square sheet of latex that is placed over the vulva
and act as a barrier during oral–vaginal sex.
Dental dams are also used as a method of pro-
tection during oral–anal sex. Dental dams can be
purchased or made by cutting a condom. These
types of barrier methods are relatively new and
most research shows they remain underutilized
the world over.

Partner Risk Reduction: Partner reduction
through sexual abstinence, mutual monogamy
with an uninfected partner, and reducing the
number of sexual partners are often promoted as
STI and HIV prevention strategies among young

people. In the USA, in recent decades due to
political and cultural forces, there has been an
emphasis on “abstinence-only” sexual health
education (described in more detail in the
chapter on “Adolescent Sexual Health and Sex-
uality Education”).

Coates et al. (2008) argue that individually
focused behavioral strategies are essential, but
not sufficient to reduce HIV (and STI) incidence
and need to be designed to approach multiple
levels of influence. Largely missing is attention
to relationship issues. “Relationship characteris-
tics also play a pivotal role in influencing ado-
lescents’ risky behavior and their likelihood of
acquiring an STI.” (DiClemente et al. 2005). For
instance, an examination of partner characteris-
tics and HIV risk from Uganda demonstrated that
young women’s risk of acquiring HIV increased
with partners who were truck drivers (engaged in
a highly mobile activity), drank alcohol before
sex, and used condoms inconsistently (Mathur
et al. 2015). Programs using youth gender
empowerment models based on Paolo Freire’s
theories have been shown to reduce sexual risk
behaviors (e.g., Mpondombili Project, Stepping
Stones, and IMAGE projects in South Africa)
(Harrison et al. 2010). Stepping Stones, an
intervention promoting sexual health of youth in
South Africa with a focus on tackling distal
determinants like the reduction in sexual coer-
cion and IPV, has been shown to have a signif-
icant impact in biological outcomes including
HIV, HSV-2, and pregnancy incidence (Harrison
et al. 2010). Evaluation of Safe Homes and
Respect for Everyone (SHARE) Project, an
integrated IPV and HIV prevention intervention
in Rakai, found lower self-reports of physical and
sexual violence in the past year and reduced HIV
incidence in the intervention groups.
The SHARE project employed an ecological
approach and had two aims: community-based
mobilization to change attitudes and social norms
that contribute to IPV and HIV risk, and a
screening and brief intervention to reduce
HIV-disclosure-related violence and sexual risk
in women seeking HIV counseling and testing
(Wagman et al. 2015).
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Structural Interventions

The heavy emphasis on health education and risk
reduction among youth is due, in part, to the
assumption that behavioral determinants are
more easily modified compared to structural or
environmental determinants that influence HIV
risk among young people. However, the daily
lives and behaviors of young people are also
influenced by structural and environmental
determinants (like laws prohibiting adolescent
access to reproductive health care) (Cohen et al.
2000). This category of interventions targets
mediators of STI and HIV risk in specific con-
texts that have the potential to alter the preven-
tion environment. For instance, this may include
the development of policies to ensure condom
use in venues associated with sexual encounters
and high-risk behaviors. A review of interven-
tions conducted with sex workers, found com-
bining sexual risk reduction and condom
promotion, improved access to STI treatments,
coupled with the promotion and enforcement of a
100 % condom use policy at brothels, and
empowerment of sex workers, and reduced the
prevalence of STIs and HIV (Rojanapithayakorn
and Hanenberg 1996; Shahmanesh et al. 2008;
Swendeman et al. 2009). Similarly, needle and
syringe exchange programs (often tied to drug
policies) have demonstrated reduced risk of HIV
infection among injecting drug users (Gupta et al.
2008). Other examples are a set of economic
empowerment and conditional cash transfer
programs aimed at addressing structural issues
like access to schooling or poverty.

Cash transfers: Cash payments to improve
health outcomes have a long history in devel-
opment targeted toward alleviating household
incomes to increase uptake of health services, but
are relatively new in the HIV field (Pettifor et al.
2012). These payments can be unconditional
(families or individuals are not required to do
anything) or conditional (payments are tied to
certain behaviors or activities). Thus, conditional
cash transfer (CCT) programs attempt to impact
structural antecedents to sexual health like edu-
cation and poverty. While the program design
varies, most programs link cash saving programs

as a motivation for schooling attendance. Evi-
dence evaluating CCT programs’ effect on STI
incidence is mixed and inconclusive. However,
in settings where there are significant financial
barriers to school attendance and attending
school is a protective factor, research indicates
that CCT programs have impact on outcomes
like HIV incidence (Mavedzenge et al. 2014). In
general, smaller payments made more frequently
were more effective than the promise of larger
payments in the future. In one large CCT pro-
gram in Mexico, contraceptive use increased
during enrollment in the CCT program, as did
educational attainment levels (Darney et al.
2013). Another cluster-randomized trial in the
Zomba District of Malawi assessed the efficacy
of conditional (80 % school attendance) or
unconditional cash payments on HIV and HSV-2
prevalence (Baird et al. 2012). The study found
that individuals in the intervention group had
lower HIV and HSV-2 prevalence. Additionally,
girls in the intervention group were also less
likely to have engaged in sexual activity, repor-
ted lower sexual frequency, and had fewer
age-discrepant partnerships compared to girls in
the control groups (Baird et al. 2012).

Prevention Technologies

Key biomedical interventions, like vaccines and
voluntary medical male circumcision, have been
highly effective in disrupting the spread of STIs
and HIV.

Vaccines: To date, vaccines have been highly
effective at combating infectious diseases. Vac-
cine initiatives for STIs/HIV can have a global
impact on reducing morbidity, mortality, and
curtailing disease transmission (Aral and Holmes
2008). Notable advances include highly effica-
cious vaccines against hepatitis B and HPV (see
text box). The WHO estimates that more than
780,000 people die every year due to the con-
sequences of hepatitis B (WHO 2014a). Hepatitis
can be prevented, however, with a vaccine that
provides greater than 90 % protection to infants,
children, an adults immunized before they are
exposed to the virus. The WHO passed a global
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recommendation to vaccinate against hepatitis B
in 1992. It recommends that all infants receive
this vaccine, as soon as possible after birth, fol-
lowed by three or four doses to complete the
series during childhood. The complete hepatitis
B vaccine series produces protective antibodies
that last at least 20 years. In settings where
children become chronically infected with hep-
atitis B, neonatal vaccination has reduced the rate
of chronic infection from 8 to 15 % to less than
1 % (WHO 2014a). According to current WHO
estimates, 183 nations include the hepatitis B as
part of their vaccination schedules for infants. As
a result, “79 % of children received the hepatitis
B vaccine” (WHO 2014a).

Similarly, encouraging developments have
taken place with the vaccine to prevent certain
strains of HPV (see text box). And, recent
developments are underway on a HIV vaccine as
well. An AIDS vaccine trail in Thailand led to a
31 % reduction in HIV incidence among recipi-
ents (Rerks-Ngarm et al. 2009). While this AIDS
vaccine trial demonstrated modest effects and did
not affect viral load of patients with HIV, it
outlined the biomedical possibilities of a “vac-
cine regimen that may reduce the risk of HIV
infection in a community-based population with
largely heterosexual risk” (Rerks-Ngarm et al.
2009).

Genital Human Papillomavirus
(HPV) Vaccine
Several prophylactic HPV vaccines have
been developed. Gardasil (Merck & Co.,
Inc.) protects against HPV types 6, 11, 16,
and 18, which cause 90 % of genital warts.
Cervarix (GlaxoSmithKline) protects
against types 16 and 18 (Saslow et al.
2007), which cause 70 % of cervical can-
cers in the world (Agosti and Goldie 2007).
Both vaccines are intended to be adminis-
tered if possible before the onset of sexual
activity (i.e., before first exposure to HPV
infection) (WHO 2014c). Gardasil has also
been shown to protect against cancers of
the anus, vagina, and vulva. Only Cervarix
is licensed in use for males, while both

vaccines are licensed for use in females.
Vaccine development continues and the
US Food and Drug Administration has just
approved a vaccine, which covers five
additional types of HPV (31, 33, 45, 52
and 58), which cause an additional 20 % of
cervical cancers. This vaccine is expected
to be widely available in the USA by the
end of 2015.

By August 2014, 58 countries had
introduced HPV vaccine in their national
immunization program for girls and in
some countries also for boys (WHO
2014c). Most of the countries that have
introduced HPV vaccine are from the
WHO regions of the Americas, Europe,
and the Western Pacific Region; only a few
developing countries have adopted this
vaccine (Hopkins and Wood 2013). Nev-
ertheless, the WHO recommends that
inclusion of HPV vaccines as a compre-
hensive strategy to prevent cervical cancers
and HPV-related diseases. Although this
vaccine has proven to be effective, the
greatest barriers to introducing the HPV
vaccine are the price of the vaccine itself
and the costs of implementing a program to
reach adolescents with this vaccine. In
2013, the GAVI Alliance, which provides
technical and financial assistance for vac-
cines to countries that cannot afford such
services, began providing support for the
introduction of the HPV vaccine in devel-
oping countries around the world (Graham
and Mishra 2011).

Voluntary Medical Male Circumcision
(VMMC): VMMC is the partial or complete
surgical removal of the foreskin of the penis.
While male circumcision has been practiced for
centuries due to religious or cultural beliefs, it
has received greater attention in public health in
the last decade as a method of preventing STI
and HIV. Circumcised men appear to be at lower
risk for syphilis, chancroid, and HSV-2.
Recently, male circumcision has been shown to
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reduce female-to-male transmission of HIV dur-
ing heterosexual sex. Prior to 2005, an abun-
dance of observational studies showed a
protective effect of male circumcision with
regard to HIV acquisition among heterosexual
men (Siegfried et al. 2009). In the last decade,
however, the publication of three randomized
clinical trials in South Africa (Auvert et al.
2005), Uganda (Gray et al. 2007), and Kenya
(Bailey et al. 2007) showed substantial reduction
in HIV acquisition among men engaged in
heterosexual sex. All three trials were prema-
turely terminated after they showed 38 and 66 %
reduction in HIV acquisition over 24 months
after circumcision. However, a trial of circum-
cision among HIV-infected men did not reduce
HIV transmission to female partners and found
that transmission might be accelerated if sexual
activity was resumed prematurely after male
circumcision before complete wound healing
(Wawer et al. 2009). Additional studies in
Uganda also demonstrate that over 98 % of cir-
cumcised men (aged 15–49 years) did not
experience any negative effects on their sexual
desire, function, or satisfaction following cir-
cumcision (Kigozi et al. 2008), and there is a
high acceptability of male circumcision among
adult men and female partners (Kigozi et al.
2008, 2009; Ssekubugu et al. 2013). The WHO
currently recommends promoting VMMC in
countries with generalized HIV epidemics. In the
14 VMMC scale-up priority countries in Africa
(Botswana, Ethiopia, Kenya, Lesotho, Malawi,
Mozambique, Namibia, Rwanda, South Africa,
Swaziland, Uganda, the United Republic of
Tanzania, Zambia, and Zimbabwe), outreach to
adolescents aged 10–19 years of age ranged from
34 to 55 % (Njeuhmeli et al. 2014).

Despite these major successes, a few chal-
lenges remain in circumcision program imple-
mentation; these include religious or cultural
beliefs that do not support male circumcision,
lack of awareness among community members
about the benefits of male circumcision, limited
training of healthcare personnel, and limited
availability of surgical materials (Siegfried et al.
2009). Among men from a non-circumcising
community in Kenya, the major barriers to

accepting male circumcision included cultural
identification, fear of pain, excessive bleeding,
and cost (Bailey et al. 2002).

In the rural southwestern district of Rakai,
Uganda, for example, prior to the clinical trials,
the prevalence of circumcision was 16.5 % and
was practiced almost exclusively among Mus-
lims (Gray et al. 2000; Ssekubugu et al. 2013).
Since the rollout of HIV services in Rakai, the
prevalence of circumcision among non-Muslim
men has risen to 35 % (Gray 2012), yet the cir-
cumcision coverage among young men in this
population remains lower than older men
(23.2 % among 15- to 24-year-olds compared to
35.2 % in men 25–29 years). To address these
challenges, the Rakai Health Sciences Program
in Uganda uses a variety of outreach mechanisms
—static clinics, surgical camps, and mobile
clinics—to reach younger men. Further, they
provide a package of interventions, including
HIV counseling and testing to identify
HIV-positive men and link them to care. The
men also receive an HIV prevention package,
which includes counseling regarding abstinence,
partner reduction, and monogamy, condom pro-
vision and instruction, and STI treatment. Pre-
liminary field-based data indicate that these
outreach and engagement interventions are hav-
ing a positive impact on circumcision coverage
among young men. Evidence from other settings
also confirms that young men are more receptive
to VMMC campaigns, when communications
emphasize social support and peer influence,
when they reach young men through schools
with support from teachers and parents, and
when they are offered as a part of a package of
HIV prevention interventions (Njeuhmeli et al.
2014).

Secondary Prevention: STI Case
Management

The second major component in the public health
approach to STIs is casemanagement and includes
the diagnosis and treatment of infected individuals
and their partners to reduce disease morbidity and
to prevent reinfection and transmission.
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Diagnosis and Treatment

STI and HIV diagnosis programs are critical to
the prevention-to-treatment continuum. Limited
diagnoses of infections are increasingly recog-
nized as a major problem leading to delayed
initiation of treatment and retention into care, in
turn leading to prolonged morbidity, premature
mortality, and continued transmission (UNAIDS
2013b).

Syndromic management: Provision of effec-
tive services to symptomatic STI patients is a key
goal of syndromic case management. This sec-
ondary prevention platform was endorsed by the
WHO in the 1990s and remains the standard of
care in resource poor settings due to a limited
laboratory infrastructure for screening and testing
(Gottlieb et al. 2014). Syndromic management
uses genital symptom algorithms for urethral
discharge, genital ulcer disease, vaginal dis-
charge, scrotal swelling, and lower abdominal
pain to guide treatment without the ready avail-
ability of diagnostic tests (Dallabetta et al. 2008).
Syndromic management is not a perfect strategy;
however, as many STIs are asymptomatic,
symptom algorithms need to be adapted for local
disease patterns, sexual behaviors, and other
health-seeking behaviors. For instance, syn-
dromic management has been effective for ure-
thral discharge and genital ulcer disease
syndromes, but poorly for herpes infection or
vaginal discharge (Dallabetta et al. 2008).
A study at a reproductive health clinic in Tan-
zania found high burden of STIs among youth,
but limited success with syndromic management
by gender (Chalamilla et al. 2006). For instance,
all males with gonorrhea (more likely to be
symptomatic after acquisition) received appro-
priate syndromic treatment, while only 28 % of
women did so due to differences in disease
pathogens and clinical manifestations.

Screening and Treatment: As most STIs are
asymptomatic but can still lead to detrimental
health consequences, standard syndromic man-
agement misses the greatest burden of STIs.
Screening of high-risk populations and in high
prevalence settings is an alternative option for
finding asymptomatic infections. There is limited

availability of data on STIs among youth in
lower and middle-income countries. Syphilis is
the only STI, where routine screening of women
seeking antenatal care is being attempted glob-
ally. As adverse pregnancy outcomes occur in
80 % of women who suffer from active syphilis
including stillbirth, perinatal deal, and serious
neonatal infections, syphilis screening is seen as
a cost-effective intervention even in low-resource
settings (Dallabetta et al. 2008). It is estimated
that “universal screening of pregnant women for
syphilis, and treatment with single-dose benza-
thine penicillin, could prevent more than 500,000
perinatal deaths per year” (Mabey 2010).

In the USA, a growing focus of STI morbidity
prevention in public health is on promoting
testing, as exemplified by the CDC’s “Know
Yourself. Know your Status” project. Nonethe-
less, promotion of STI testing remains limited in
success. Based on data from the USA, National
Survey of Family Growth, STI screening services
are among the least accessed by young women
15–24 years of age (Hall et al. 2011) and only a
minority of patients are counseled about STIs
and screenings (Tao et al. 2000). Other barriers
to testing include never having been offered a test
and low perceived risk of an STI, especially in
the case of HIV testing (Peralta et al. 2007).
Similarly, US college students have been found
to avoid seeking screening unless symptomatic
and delay seeking treatment when symptoms
arise (Barth et al. 2002; Leenaars et al. 1993).
Social stigma, in particular, has been linked to
refusal or delay in STI screening among youth
(Barth et al. 2002). Stigma has been associated
with a decreased likelihood of being tested,
which is independent of other factors like age
and sex (Fortenberry et al. 2002). Likewise,
research with young women shows that symp-
tomatic women have been shown to delay care
longer than men (Fortenberry 1997; Fortenberry
et al. 2002; Lichtenstein 2003).

Access to STI services is a major barrier to
youth around the world. As STI screening and
treatment are generally provided within health
facilities, these services are often inaccessible to
youth due to numerous barriers such as high cost,
lack of privacy and confidentiality, logistical or
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administrative restrictions, or negative attitudes
of health workers. This is particularly the case
with disenfranchised youth (such as homeless,
incarcerated, unemployed, gay and transgender
youth, or out of school among others), who are
also disproportionately affected by HIV and other
STIs (Denno et al. 2012). Additional barriers to
testing include inaccurate information about
STIs, denial, moral connotations and stigma, fear
and anxiety, and viewing the tests as physically
uncomfortable (Bauer et al. 2004).

Given the barriers to STI testing among youth,
community-based approaches to care might be
the most effective way to deliver sexual and
reproductive health services. New research and
initiatives with youth are targeting increasing
access to testing through nonclinical sites. These
community-based approaches may include
intervention delivery outside of traditional health
facilities, for example, in pharmacies, jails,
detention centers, on the street, in parks, or
community centers (Denno et al. 2012). So far,
however, STI screening conducted via commu-
nity or street outreach appears to yield mixed
results, likely dependent on the type of setting.
For example, one study in the USA, conducted in
the city of San Francisco, investigated the feasi-
bility of street-based screening and treatment for
chlamydia and gonorrhea for homeless youth
15–24 years old. The researchers reported par-
ticularly high screening and treatment rates (99.5
and 94.1 %, respectively) and moderate partner
treatment rates (75 %) among the target popula-
tion (Auerswald et al. 2006). However, an out-
reach STI prevention program in Rotterdam, the
Netherlands, targeting men and women 15–
29 years of age, of non-Dutch ethnicity (in group
and street settings and in a vocational training
school) found that testing rates for chlamydia
trachomatis varied significantly by venue. The
investigators reported that testing was highest in
group settings (80 %), followed by the voca-
tional school (73 %), and lowest in street settings
(17 %) (Götz et al. 2006). More recent policies
have also allowed a shift to self-testing programs,
but empirical research is lacking on their use and
impact on youth accessing care and treatment
services (Mavedzenge et al. 2013).

Perinatally HIV-Infected Adolescents
(PHIVA)
Young people who were infected with HIV
as children need to be reached urgently
with care and treatment services. While
over 90 % of HIV + pregnant women are
reached with preventative HIV treatments
in high-income countries, only 62 % of
HIV + women in low- and middle-income
countries have access to prevention ser-
vices (UNAIDS 2013a). In
resource-limited settings, the absence of
intensive follow-up after PMTCT means
that many PHIVA are unaware of their
HIV status and only learn during regular
medical check-ups or when experiencing
medical distress (Agwu and Fairlie 2013).
Many prenatally infected youth only enter
HIV care after they are severely
immune-compromised. HIV-infected ado-
lescents have to deal with issues of main-
taining lifelong adherence to HIV
treatments, metabolic complications due to
the medications, and the impact of highly
toxic medications on their physical and
neurocognitive development (Sohn and
Hazra 2013). Reaching PHIVA individuals
with early diagnosis, care, and treatment is
also critical for preventing continued
transmission to sexual partners and chil-
dren born to PHIVA (Kasedde et al. 2013).

Partner Notification and Treatment

Partner notification is another well-established
component of STI case management. In this
approach, the partners of the infected individual
are reached for treatment. Partners of infected
individuals (index cases) are generally reached
through three mechanisms: (1) notification of
partners by the index case, (2) notification of
partners by healthcare providers based on infor-
mation provided by index cases, and (3) a mixed
approach whereby index cases refer partners to a
clinic where a provider will notify them
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(Alam et al. 2010; Dallabetta et al. 2008). Partner
notification, like screening and testing, is not a
stand-alone strategy, but works best when cou-
pled with efficient treatment and care mecha-
nisms. So far, no single strategy of partner
notification has been shown to be more efficient
than another; effectiveness varies by local social
and structural issues.

In some places, expedited partner therapy is
practiced whereby the index case receives either
a prescription or the actual medication to give to
the exposed partner. The aim of expedited part-
ner therapy strategies is to enhance the patient
referral process, speed up the time to treatment
for the partner, and reduce the risk of reinfection
in the index case (Ferreira et al. 2013). These
strategies, however, are not applicable in all
settings. In the UK, for example, expedited
partner therapy cannot be provided unless the
partner also received a clinical assessment before
receiving treatment (Ferreira et al. 2013). Other
disadvantages include adverse drug reaction,
misdiagnosis, missed opportunity for diagnosis
of latent infections, and missed opportunity for
STI and HIV counseling.

Overall, however, provider-facilitated partner
notification has been found to be effective in
many developed country settings. A review of
partner notification strategies found that index
patient-oriented partner notification was pre-
ferred in settings where there was a shortage of
healthcare workers and where there was good
counseling for index patients (Alam et al. 2010).
Previous research has shown that young people
may be particularly reluctant to engage in partner
notification due to shame and stigma related to an
STI or HIV diagnosis, fear of notifying partners
and related consequences, and mistrust of medi-
cal or public health services. In the USA, for
example, a study among young
African-American men in a low-income, urban
community in San Francisco—with high STI
burden—found that stigma and shame of a STI
diagnosis was associated with lower likelihood
of partner notification and providing a partner
with STI medication (Morris et al. 2014).

HIV Treatments and the Risk of HIV
Transmission
Antiretroviral therapies (ARTs) ARTs are
available to treat HIV infection (NIH
2012). Even though these treatments do not
cure HIV or AIDS, they are highly effec-
tive in suppressing the virus and they
reduce the likelihood of horizontal (to
partners) or vertical transmission (to
infants). Treatment also improves the
health and the quality of life of infected
individuals. Interventions designed pri-
marily for adults that had high-quality,
consistent biological evidence of efficacy
included provision of antiretrovirals for the
prevention of mother-to-child transmission
and HIV treatments (Mavedzenge et al.
2014). The HPTN 052 study, a randomized
control trial examining the use of
antiretroviral drugs to reduce transmission
of HIV from an index patient with HIV to a
sexual partner, was overwhelmingly suc-
cessful resulting in a 96 % reduction in
HIV transmission (Padian et al. 2011).
Other subsequent trails have confirmed that
ART reduces rates of sexual transmission
of HIV and highly active HIV treatments
have become defined as an essential part of
HIV prevention (Cohen et al. 2011;
Mavedzenge et al. 2014).

Since decreasing HIV community viral
load via expanding the proportion of the
population in ART treatment may decrease
HIV transmission, a recent focus of
biomedical interventions has been framed
as “treatment as prevention.” Pre-exposure
prophylaxis (PrEP) is an option for people
who do not have HIV but who are at high
risk of getting it to prevent HIV infection
by taking medication every day. These
medications are similar to ARTs used by
HIV-positive persons on treatment. PrEP is
ongoing and has shown tentative success in
South Africa with a 39 % reduction in
overall infection rates of HIV in women
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participants (Padian et al. 2011). Another
study showed that PrEP reduced the risk of
HIV infection by as much as 92 % (Grant
et al. 2010). Post-exposure prophylaxis
(PEP) is another option for individuals who
may have been exposed to HIV. It involves
taking ARTs within 3 days of potential
exposure to reduce chances of becoming
HIV positive. A recent study among gay
men, other men, and transgender women
(who have sex with men and were at high
risk of HIV infection) was asked to take
two Truvada pills (or a placebo) from one
day to two hours before they anticipated
having sex. If they actually did have sex,
then they were to take another pill 24 h
after having sex and a fourth pill 48 h after
it. The period of taking PrEP would thus
cover two to three days. If they continued
having sex, they were told to continue
taking PrEP until 48 h after their last
experience. This study found an 86 %
reduction in HIV transmission in the PrEP
arm (Molina et al. 2015).

However, HIV treatment programs
reaching youth are challenged by problems
of adherence, issues related to cost and
universal access, and in the case of PrEP
and PEP difficulties in linking asymp-
tomatic people to treatment and partner
notification. Young people living with HIV
—both perinatally and behaviorally infec-
ted—have significant healthcare needs.
Poor outcomes across the HIV care con-
tinuum—from linkage to care and timely
ART initiation to retention in care and viral
suppression—have been reported among
both perinatally and behaviorally infected
young people. A large multi-country study
on attrition into HIV care among youth
found that 48 % in the pre-ART phase of
care were lost to follow-up or had died one
year after enrollment. This is a serious
concern given that ARTs are not effective
unless taken continuously (NIH 2013).

Two recent oral PrEP trails were also dis-
continued due to lack of effect attributed to
low adherence among women (Maved-
zenge et al. 2013). Furthermore, while HIV
treatments can provide significant protec-
tion from HIV, it is even more effective
when combined with condom use and
other prevention tools.

Conclusion

STIs and HIV present major public health issues
among young people globally, as the youth bear
the heaviest burden of STIs. More rigorous data
collection and surveillance systems are needed to
adequately understand and address STI and HIV
epidemics among youth. There is an increasing
recognition of the range of interrelated social,
structural, behavioral, and biological factors that
contribute to STI transmission among young
people. Special attention needs to be given at
various levels to enable adolescents to access
services and enact behavior change to avoid STIs
(Mavedzenge et al. 2014). Biomedical interven-
tions play a pivotal role in addressing STIs
among young people. Advances in vaccine
research and HIV treatments are promising
approaches to reduce the youth STI vulnerability
and burden. Yet, biomedical approaches alone
cannot improve the sexual and reproductive
health of adolescents. In fact, the implementation
of biomedical interventions often requires sup-
portive interventions at the community and pol-
icy levels, particularly for reaching young
people. Innovative efforts to create enabling
social and legal environments for young people
are needed to prevent harmful practices, like
gender-based violence, and remove age restric-
tions and sex restrictions to accessing effective
prevention, treatment, and care services. Mean-
ingful participation and engagement of young
people are also needed in designing, developing,
and assessing effective program and policy
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efforts to reach the most vulnerable youth.
Finally, it is critically important to think about
reaching youth with integrated programming
efforts—to conceptualize STI and HIV preven-
tion and care—as part of broader health and
development services for youth.
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11Critical Issues in Adolescent
Nutrition: Needs
and Recommendations

Marilyn Massey-Stokes and Alejandra Quezada

Introduction

Adolescence is a critical transitional period
marked by dynamic changes in growth, develop-
ment, and behavior. During this life stage, ado-
lescents are increasing their independence and
continuing the task of identity formation (Ameri-
can Psychological Association 2002; Cidro et al.
2015; More 2013). In addition, the brain is still
transforming, and cognitive and social-emotional
aptitudes are expanding (Casey et al. 2008;
Hempel et al. 2012; Johnson et al. 2009). Studies
have demonstrated that in adolescence and
throughout the life span, behavior is influenced by
multiple interactive factors such as culture, life
experiences, psychological well-being,
self-efficacy, social relationships and interactions,
social and built environments, and nutrition
(Johnson et al. 2009). Adolescent lifestyle
behaviors are of particular interest and signifi-
cance as they not only impact young people’s
daily lives, but also have bearing on their
long-term health, well-being, and quality of life.

There are various health-related behaviors that
generally take root in adolescence, such as alco-
hol, tobacco, and other drug uses; sexual behav-
iors that contribute to unplanned pregnancy and

sexually transmitted infections; behaviors that
contribute to unintentional injuries and violence;
unhealthy dietary behaviors; and insufficient
physical activity. These behaviors often extend
into adulthood and lead to premature disability
and death (CDC 2015a). Therefore, adolescence
is a critical life stage for health promotion inter-
ventions aimed at improving population health,
fostering wellness (Booker et al. 2014), and
enhancing quality of life across the life span.
Numerous agencies, organizations, and initiatives
have cited adolescent health as a critical focus
now and in the future (AAP n.d.; CDC 2012,
2015a; Society for Adolescent Health and Medi-
cine 2015; UNICEF 2011, 2014; USDHHS,
Office of Disease Prevention and Health Promo-
tion n.d.b; WHO 2015a, e). Worldwide, adoles-
cents recognize the fundamental importance of
health as it relates to their own development,
wellness, and quality of life. Furthermore, being
proactive and taking deliberate steps to promote
the health and wellness of adolescents is “critical
for the prevention of health problems in adult-
hood, and for countries’ future health and social
infrastructure” (WHO 2015e, Para. 4).

Selected Adolescent Quotes About the
Importance of Health
• It is important because I want to live a

long life, and I don’t want to be
restricted by any illness that would be
the result of being unhealthy. I want to
be a role model to children that I may
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have because I know how important it
is to have someone that you can look up
to and to motivate you to be healthy
and to exercise.
Female, 15–17, United Kingdom.

• It is important because I want to live a
long life, and I don’t want to be restricted
by any illness that would be the result of
being unhealthy. I want to be a rolemodel
to children that I may have because I
know how important it is to have some-
one that you can look up to and to moti-
vate you to be healthy and to exercise.
Female, 15–17, United Kingdom.

• If you feel well, you produce, you
contribute, you are happy and you
create a positive social environment.
Female, 18–19, Mexico.

• Health is life. Being in good health
allows you to really throw yourself into
life.
Female, 15–17, France.

• Adolescents on the meaning of health:
To have the ability to do things well,
without any sort of discomfort or pain.
To ensure a comfortable future, without
any complications like diabetes or any
sort of cardiac disease, etc., caused by
what was done in the past.
Gender not specified, 18–19, Mexico.

• Health is relative, based on the way you
observe it. You can have a healthy body
but an aching soul. I think it sums up to
a balance of forces that make your body
and mind work together to be able to
experience freedom and with that, to
create goals.
Male, 15–17, Mexico.

• Health is the basis for everything. If
you want to study or work, you need to
be in good physical and mental health.
Female, 15–17, South Africa.

• The proper functioning of one person is
crucial for the society because our prob-
lems affect our behaviour, which will
sooner or later affect the whole society.
Transgender, 12–14, Argentina.

• Health is important to me because being
in a state of complete health means being
able to function at my full potential, and
hence being able to perform at my best
and contribute as much as I can to the
activities I am involved in.
Female, 15–17, Switzerland.

• Your health is not only your future but
also the future of those around you. If I
were to die at a young age, I would be
unable to contribute to the economy or
the population. An individual contract-
ing a disease increases the risk of other
individuals within that community
contracting it. Therefore, it is important
to keep healthy to ensure my safety and
the safety of others.
Female, 15–17, Saudi Arabia.
Source WHO (2015c).

Overview of Global Adolescent
Nutrition

An estimated 1.2 billion young people aged 10–
19 comprise approximately 18 % of the world’s
population (Patton and Sawyer 2015; WHO
2014a); therefore, adolescent health is a major
issue of global magnitude. Although multiple
critical issues affect adolescent health and
well-being, nutrition is one of the most notable.
Almost 90 % of the world’s adolescents reside in
low- and middle-income countries (LMICs)
(Patton and Sawyer 2015); however, adolescents’
nutritional status in these countries is threatened
by a variety of factors outside of their control,
including poverty, poor education, unsafe water
and unclean sanitation, lack of access to quality
health care, and high rates of communicable and
chronic diseases (Fatusi and Bello 2015; Skolnik
2012; UNICEF 2011, 2014). Furthermore, polit-
ical instability coupled with economic crises can
sharply impede adolescents in LMICs from
achieving important developmental tasks, which
can lead to a wide range of risky health behaviors,
including unhealthy eating (Hempel et al. 2012).
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The most pressing nutritional issues affecting
adolescents globally are undernutrition, obesity,
and iron deficiency anemia (Fatusi and Bello
2015). In many LMICs, the nutritional needs of
adolescent females are not considered as impor-
tant as those of males, which are reflected in data
that have been collected from some of the coun-
tries. For example, more than 25 % of adolescent
girls aged 15–19 in 11 countries are underweight
(Fatusi and Bello 2015; UNICEF 2014), and
nearly 50 % of adolescent females aged 15–19 in
India are underweight (UNICEF 2014). Further-
more, the beginning of the menses places ado-
lescent girls at higher risk for being anemic,
which can have further implications in terms of
pregnancy-related risks associated with iron
deficiency anemia (Prentice 2015).

Undernutrition results in a lack of essential
nutrients in the diet, which lowers immunity,
harms healthy growth and development, and can
lead to death. Malnourished children and adoles-
cents with are often susceptible to serious health
conditions such as diarrheal diseases, measles,
malaria, lower respiratory infections, and iron
deficiency anemia (Skolnik 2012; WHO 2002).
Undernutrition among adolescents is also associ-
ated with the decreased ability to work, as well as
poor pregnancy outcomes (WHO 2002). In addi-
tion, undernutrition is linked to a variety of prob-
lems that commonly exist in LMICs, including
burden of disease (e.g., HIV and other communi-
cable diseases); poor household socioeconomic
conditions; quantity and quality of food; low edu-
cation levels; and lack of access to health, nutrition,
and health promotion services (Kimani-Murage
2013; Kurz and Johnson-Welch 1994, 2000). To
further exacerbate the problem, early marriage in
low-income countries places adolescent girls at
additional risk for maternal undernutrition from
adolescent pregnancy (Patton and Sawyer 2015;
Skolnik 2012; UNICEF 2014). It is well estab-
lished that maternal health and pregnancy out-
comes are interconnected to the nutritional
condition of the mother (Bhutta and Lassi 2015;
Prentice 2015; Skolnik 2012; United Nations
2013; WHO n.d.b, 2002). A pregnant, malnour-
ished female is more likely to have her own growth
stunted (Prentice 2015) and deliver a premature or

low-birthweight baby (Skolnik 2012). In addition,
complications during pregnancy or childbirth are
among the leading causes of death for adolescent
females (United Nations 2013).

Iron deficiency is related to undernutrition and
most commonly associated with iron deficiency
anemia. Iron deficiency anemia can lead to neg-
ative health-related consequences, including
impaired cognitive and physical development,
poor pregnancy outcomes (including maternal
mortality), and lowered work productivity (WHO
n.d.a). Iron deficiency anemia is very common
among adolescent females, particularly those
residing in LMICs. For example, roughly half of
the adolescent females aged 15–19 living in India
are anemic, and over one-third of the girls aged
15–19 in other countries (with data) are anemic
(Fatusi and Bello 2015; UNICEF 2014). The
onset of menstruation and additional
pregnancy-related risks place adolescent females
at even greater risk for anemia. Additionally, iron
deficiency anemia is among the chief causes of
disability-adjusted life years lost in teens aged
10–19 (WHO 2015c). Other widespread nutri-
tional problems include deficits in essential
nutrients such as proteins; vitamins A, C, and D;
folic acid; zinc; iodine; and calcium (Bhutta and
Lassi 2015; Kulkarni et al. 2014; Prentice 2015;
Prentice et al. 2006; Skolnik 2012).

Historically, high-income countries have been
challenged by ever-increasing rates of overweight
and obesity and related chronic diseases in which
diet plays a role, such as cardiovascular disease,
diabetes, and cancer (Lassi and Bhutta 2015;
Skolnik 2012). However, chronic diseases are
now the leading causes of death and disability
worldwide and are rapidly rising (Skolnik 2012;
WHO 2009). Furthermore, with economic tran-
sition and urbanization taking place in LMICs,
these countries are faced with a “double burden of
disease” involving undernutrition and an epi-
demiological transition of a changing pattern of
disease from communicable diseases to
obesity-related chronic diseases (Kulkarni et al.
2014; Popkin et al. 2012; Skolnik 2012; WHO
2009).

There are growing numbers of adolescents in
LMICs who are negatively impacted by the
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double burden of disease, which threatens their
health and quality of life in the present and into
the future (Kimani-Murage 2013; Lassi and
Bhutta 2015; Prentice 2015; WHO 2015c). For
example, in some countries, as many as one in
three adolescents is obese (Dick and Ferguson
2015), and more than one-fifth of adolescent girls
in 11 out of 58 countries are overweight (Fatusi
and Bello 2015). Overweight and obese youth in
LMICs are at increased risk for developing
metabolic syndrome (Kelishadi 2007), which is a
condition characterized by the manifestation of a
cluster of risk factors that are associated with
type 2 diabetes and cardiovascular disease (Gal-
lagher et al. 2010; National Heart, Lung & Blood
Institute 2011). Metabolic risk factors and
obesity-related chronic diseases are linked to
unhealthy diet and physical inactivity, which are
very prevalent in high-income countries and have
also been associated with nutrition transition in
LMICs such as South Africa (Bertram et al.
2013; Joubert et al. 2007; Kimani-Murage 2013;
Vorster et al. 2005). The ever-increasing global
health challenges of escalating rates of obesity
and related chronic diseases carry additional
implications for adverse outcomes in pregnancy
and childbirth (Lassi and Bhutta 2015; Nitert
et al. 2015; Prentice 2015) that can extend into
and beyond childhood.

Healthful Eating Benefits
and Guidelines

The US initiative Healthy People is considered a
road map to health promotion for all Americans
(USDHHS, Office of Disease Prevention and
Health Promotion n.d.a) and contains Nutrition
and Weight Status objectives to serve as a guide
for supporting healthful eating behaviors and
healthy weight management (USDHHS, Office
of Disease Prevention and Health Promotion n.d.
c) among all age-groups, including adolescents.
Eating a healthful diet provides numerous bene-
fits, including, but not limited to, the following:
• supports proper growth and development;
• assists in healthy weight management;

• helps prevent chronic diseases, such as car-
diovascular disease (including hypertension
and hypercholesterolemia), diabetes, and
certain types of cancer; and

• reduces risk for experiencing bone fractures
and osteoporosis, iron deficiency anemia, and
dental caries (Prentice 2004; USDA 2015a, b;
USDA & USDHHS 2010; USDHHS &
Office of Disease Prevention and Health
Promotion n.d.c).
Every five years, the USDA and USDHHS

publish the Dietary Guidelines for Americans
that endorse a nutritious diet of foods and bev-
erages recommended to promote health, prevent
chronic diseases, and support healthy weight
management. The Dietary Guidelines align with
recommendations from other health-related
organizations (e.g., Academy of Nutrition and
Dietetics 2015; American Diabetes Association
2015; American Heart Association n.d.; Ameri-
can Institute for Cancer Research 2014; and
National Heart, Lung and Blood Institute 2014;
USDA 2015a, b) and emphasize the importance
of adopting the following dietary practices:
• Control caloric intake and increase physical

activity to manage body weight across the life
span.

• Consume a variety of nutrient-dense foods
within and across the food groups.

• Include whole grains, fruits, vegetables,
fat-free or low-fat dairy products, fish, poul-
try, legumes, seeds, and nuts.

• Limit the intake of red and processed meats,
other sources of saturated and trans fats,
cholesterol, added sugars, sodium, and
refined grains (USDA & USDHHS 2010;
WHO 2015b).

Dietary Behaviors Among
Adolescents in the USA

Food choices and eating behaviors of adolescents
in the USA and other high-income countries (e.g.,
Canada and Australia) are influenced by a variety
of factors, including food marketing, technology,
having a disposable income, more autonomy in
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food selection, body image (Cidro et al. 2015;
Harris et al. 2014; Scully et al. 2012), busy life-
styles, stress, and family modeling. Snacking is a
typical eating style of adolescents (Keast et al.
2010), yet the research literature is mixed
regarding the effects of snacking on adolescent
health. In 2005–2006, adolescents consumed
nearly one-fourth of their daily total calories
(average of 526 cal) through snacking, and many
of these foods exceeded the recommended daily
amount of sodium and were high in calories from
added sugars (e.g., sodas), solid fats (e.g., pizza),
or both (e.g., ice cream, cookies, candy, and cake)
(Cidro et al. 2015; Sebastian et al. 2008). In
contrast, other studies have shown that adolescent
snacking can help regulate nutritional imbalances
and does not necessarily result in concomitant
body fat increases (Keast et al. 2010).

Despite the numerous advantages of healthful
eating, studies have revealed that adolescents in
the USA commonly engage in unhealthy dietary
behaviors. For example, according to the data
from the 2010 National Youth Physical Activity
and Nutrition Study (NYPANS), 28.5 % of high
school students in the USA ate fruit less than one
time each day, and 33.2 % of students ate veg-
etables less than one time each day (CDC 2011a).
Moreover, adolescents often do not consume the
recommended amounts of essential nutrients such
as calcium, vitamin D, potassium, fiber, and iron
(USDA 2015a, b). Teens also tend to eat more
than the recommended intake of sodium and
consume too many calories from added sugars
and saturated fats (Cidro et al. 2015; Reedy and
Krebs-Smith 2010; USDA 2015a, b).

In addition, the National Youth Risk Behavior
Survey (YRBS), which monitors health-risk
behaviors among high school youth in the
USA, showed the following trends in the preva-
lence of overweight and obesity, dietary behav-
iors, and weight control practices for the year
2013 (CDC n.d.b):
• 13.7 % were overweight;
• 16.75 % were obese;
• 19.4 % did not drink milk (during the seven

days prior to the survey);

• 11.2 % drank a can, bottle, or glass of
non-diet soda three or more times per day
(during the seven days before the survey);

• 13.7 % did not eat breakfast (during the seven
days before the survey);

• 13 % did not eat for 24 or more hours in order
to lose weight or keep from gaining weight
(during the 30 days before the survey); and

• 4.4 % vomited or took laxatives in order to
lose weight or to keep from gaining weight
(during the 30 days before the survey).
Unhealthy dietary behavior practices increase

adolescents’ risk for micronutrient deficits, high
sodium intake, and disproportionate calories in
relation to energy expenditure, thereby placing
teens at long-term risk for overweight and obe-
sity, cardiovascular disease (including hyperten-
sion and hypercholesterolemia), diabetes, and
osteoporosis (Brown et al. 2011; Gidding et al.
2005; Malik et al. 2010; Prentice 2004).

Overweight and Obesity
in Adolescence

Globally, overweight and obesity contribute to
more deaths than underweight. Poor dietary
behaviors combined with physical inactivity
contribute to the rising worldwide rates of
chronic diseases associated with obesity, such as
cardiovascular disease (CVD), type 2 diabetes,
and cancer. High cholesterol is also a health issue
of concern as it increases the global risk for
developing heart disease, stroke, and other vas-
cular diseases (WHO 2009).

Obesity is defined as abnormal or extensive
body fat accumulation that negatively impacts
health (WHO 2015f). Body mass index (BMI) is
the commonly used index to classify overweight
and obesity in adults (CDC 2015b). BMI is cal-
culated asweight in kilograms divided by height in
meters squared (Ogden and Flegal 2010). A high
BMI can indicate body fatness; therefore, BMI can
be used to assess the body weight categories that
may (but not necessarily) lead to health problems
associated with overweight and obesity (CDC
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2015b). WHO (2015b) classified overweight and
obesity in children and adolescents according to
the WHO growth standards reconstructed in 2007
using the 1977 National Center for Health Statis-
tics (NCHS)/WHO reference. Additionally, WHO
(2015b) has defined overweight as >+1SD
(equivalent to BMI 25 kg/m2 at 19 years) and
obesity as >+2SD (equivalent to BMI 30 kg/m2 at
19 years). In the USA, BMI in children and ado-
lescents is compared to sex- and age-specific ref-
erence values. The CDC 2000 growth charts serve
as reference value BMI for age from the 85th up to
the 95th percentile as “overweight” and BMI for
age at or above the 95th percentile as “obesity”
(Ogden and Flegal 2010).

The worldwide prevalence of obesity more
than doubled between 1980 and 2014 (WHO
2015f). Once a problem is mainly associated with
developed countries, the obesity epidemic has
spread to LMICs as well. In LMICs, the rate of
increase of childhood overweight and obesity has
been more than 30 % higher than that of devel-
oped countries (WHO 2015f). In the USA, obe-
sity has quadrupled in adolescents aged 12–19 in
the past 30 years (an increase from 5 % to nearly
21 % in 2011–2012) (Ogden et al. 2014). Dis-
parities in the prevalence of childhood obesity,
however, indicate that certain racial and ethnic
groups are more predisposed to overweight and
obesity. For example, in 2011–2012, the preva-
lence among Hispanic (22.4 %) and
non-Hispanic black (20.2 %) children and ado-
lescents was significantly higher than that among
non-Hispanic whites (14.1 %) (CDC 2015d).

Consequences of Overweight
and Obesity

Obesity increases the risk of many serious dis-
eases and health conditions. At least 2.8 million
people die each year as a result of being over-
weight or obese (WHO 2014b). In the USA,
obesity-related death estimates range from
26,000 to 365,000 annually (Biro and Wien
2010). In addition, the majority (65 %) of the
world’s population (including all high-income
and middle-income countries) live in a country

where overweight and obesity kill more people
than underweight (WHO 2014b).

Obesity in adulthood is tied to multiple health
problems such as diabetes, CVD, depression,
certain cancers, osteoarthritis, sleep apnea, and
early mortality (CDC 2015c). Globally, 44 % of
diabetes, 23 % of ischemic heart disease, and 7–
41 % of certain cancers are attributable to over-
weight and obesity (WHO 2014b). Additionally,
among adolescents, overweight and obesity are
also associated with mental health problems,
social stigmatization, and poor self-esteem (CDC
2015c).

The growing problem of overweight and
obesity has led to an increase in the prevalence of
CVD risk factors and diabetes prevalence among
adolescents in the USA. For example, one study
found that 49 % of overweight and 61 % of
obese adolescents had � 1 CVD risk factors in
addition to their weight status (May et al. 2012).
Between 2001 and 2009, there was an estimated
30.5 % overall increase in type 2 diabetes among
youth aged 10–19 (Dabelea et al. 2014). Addi-
tionally, metabolic syndrome is a mounting
health issue among adolescents. The prevalence
of metabolic syndrome among adolescents in the
USA varies depending on the definition used.
Estimates range from approximately 4.5 %
between 1999 and 2004 (Ford et al. 2008) to
8.6 % between 2001 and 2006 (Johnson et al.
2009), with large disparities by racial–ethnic
groups and gender. Metabolic syndrome among
adolescents is also increasingly prevalent around
the globe with estimates of 0.5 % in Germany,
2.0 % in Iran (Schwandt et al. 2010), 2.6 % in
the Jammu region, India (Singh et al. 2013), and
2.5 % in Korea (Park et al. 2010). Furthermore,
the prevalence of metabolic syndrome signifi-
cantly increases in obese youth, including those
living in LIMCs (Kelishadi 2007). As a single
global snapshot, the prevalence of metabolic
syndrome among obese adolescents has been as
high as 20.8 % in the USA, 24.3 % in Korea
(Park et al. 2010), and 33 % in the Jammu
region, India (Singh et al. 2013).

The association between overweight and
obesity in childhood and adolescence and
adverse consequences in adulthood, such as early
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mortality and chronic conditions, is well docu-
mented (Juonala et al. 2011; Reilly and Kelly
2011). It is important to address overweight and
obesity among teens as obese adolescents are
more likely to become obese adults
(Deshmukh-Taskar 2006; Guo and Chumlea
1999). One study reported a very strong associ-
ation between obesity risk at adolescence and
obesity at adulthood (RR = 45.1) (Rooney et al.
2011). Overall, 46 % of overweight adolescents
(85th percentile) were obese as young adults,
while 78 % of obese adolescents (95th per-
centile) were obese as adults (Rooney et al.
2011). However, the risks of certain chronic
conditions among overweight or obese children
who became non-obese by adulthood were sim-
ilar to those among individuals who were never
obese (Juonala et al. 2011), indicating that early
intervention to address obesity during childhood
and adolescence can reduce the likelihood of
developing obesity-related chronic conditions in
the long term.

Factors Linked to Overweight
and Obesity

Although overweight and obesity are complex
health conditions, they are essentially caused by
an energy imbalance between kcal consumed and
kcal expended (1 kcal = 1000 cal) (WHO
2015f); however, there are many other factors
that influence this energy imbalance, including
genetic, metabolic, behavioral, environmental,
cultural, and genetic factors (CDC 2015c).
Research suggests that the risk for obesity can
begin as early as during gestation. One study
reported maternal obesity at pre-pregnancy as a
strong predictor of adolescent obesity (RR =
4.57) (Rooney et al. 2011). This corroborates
findings from other studies documenting the
relationship between maternal overweight and
obesity at pre-pregnancy and the increased risk
of childhood obesity that persists in adolescence
and adulthood (McGuire et al. 2010; Catalano
2003). Gestational weight gain and maternal
obesity 4–5 years after pregnancy and up to 12–

15 years after pregnancy were also very strong
predictors of adolescent obesity (RRs = 2.2,
3.96, and 3.59, respectively) (Rooney et al.
2011).

During childhood, parents influence child
eating behavior by selecting foods for the family
diet and serving as models of eating behavior
(Savage et al. 2007). One study demonstrated a
correlation between unhealthy eating behaviors
and habits (e.g., eating while standing, eating
when bored, and disordered eating) between
parents and children. This suggests that parental
eating habits and behaviors play a major role in
shaping children’s eating habits and behaviors,
thereby influencing the child’s risk for develop-
ing obesity (Liu et al. 2012).

Meal patterns also impact weight. Multiple
studies have shown that breakfast skipping is
associated with higher rates of overweight and
obesity (Deshmukh-Taskar et al. 2010; Horikawa
et al. 2011; Mota et al. 2008; Murphy 2007;
Neumark-Sztainer et al. 2007). Meal frequency
also affects BMI as less frequent meals are
associated with obesity and/or higher BMI (Mota
et al. 2008; Franko et al. 2008; Jääskeläinen et al.
2013; Ritchie 2012). Therefore, nutrition inter-
ventions related to breakfast consumption and
increased frequency of eating smaller meals may
help reduce BMI in adolescents.

In addition, the food environment impacts the
food choices and eating patterns of adolescents.
For example, findings from a study of over 3400
adolescents in Germany revealed a positive cor-
relation of living in a neighborhood with a high
food supply, particularly an energy-dense food
supply, and high BMI (Lange et al. 2011). The
high food supply was also linked to increased
snacking behavior (Lange et al. 2011). Although
snacking can help with weight management and
increase intake of important nutrients (Keast
et al. 2010; Larson and Story 2013), availability
of high-calorie, nutrient-poor foods can con-
tribute to an increase in kcal from snacking and is
associated with a higher intake of total kcal (Biro
and Wien 2010). Undernutrition and food inse-
curity remain prevalent public health problems;
however, the quality of the food available
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impacts whether health outcomes are positive
(e.g., reduction in nutrient deficiencies) or neg-
ative (e.g., overweight and obesity).

Dietary patterns in LMICs have significantly
changed from a diet rich in legumes, other veg-
etables, and whole grains to a diet characterized
by high intake of refined carbohydrates, added
sugars, fats, and animal-source foods (i.e., the
“Western diet”) (Popkin et al. 2012). The Wes-
tern dietary pattern also predominantly includes
high-calorie foods and beverages that are nutrient
poor, and the increased intake of these foods and
beverages is associated with an overconsumption
of kcal. The dietary shift in LMICs has been
observed in all urban areas but also increasingly
in rural areas. The shift is due in part to changes
in agricultural policies, food production, and
technological developments (Popkin et al. 2012;
WHO 2015f). For example, the increased avail-
ability of less expensive vegetable oils has led to
a threefold-to-sixfold increase in individual
intake of vegetable oils between 1985 and 2010
in some developing countries. In China,
approximately 300 kcal per day is consumed
from vegetable oil (Popkin et al. 2012). Then,
too, the ever-increasing availability of
sugar-sweetened beverages (SSBs) in the USA
has resulted in an increase in added sugars from
beverages, which represented approximately
one-third of the diet in 1977–1978 and now
comprises roughly two-thirds of the diet. In
addition, the caloric beverage intake in Mexico
has doubled to more than 21 % of the kcal per
day from 1996 to 2002 (Popkin et al. 2012). The
overconsumption of kcal that is linked with the
Western dietary pattern has also been associated
with CVD risk factors in adolescent girls (e.g.,
greater mean values for total cholesterol, waist
circumference, and BMI) (Ambrosini et al.
2010).

Nutrition, Physical Activity,
and Overweight/Obesity

Although nutrition plays a significant role in
weight management and disease prevention,
physical activity is a concomitant lifestyle

behavior that also has substantial impact. WHO
(2015g) guidelines for physical activity for chil-
dren and adolescents aged 5–17 are as follows:
• Engage in at least 60 min of moderate- to

vigorous-intensity physical activity daily.
• Aim for more than 60 min of daily physical

activity to provide additional health benefits.
• Include activities that strengthen muscle and

bone at least three times per week.
Nevertheless, globally, 81 % of adolescents

11–17 years of age were insufficiently physically
active in 2010. Adolescent girls were less active
than adolescent boys, with 84 % versus 78 % not
meeting WHO guidelines for physical activity
(WHO 2015g). Adolescents in the USA are also
not meeting the recommended amount of physi-
cal activity. According to the Youth Risk
Behavior Survey conducted in 2013, only 29 %
of high school students reported participating in
at least 60 min per day of physical activity on
each of the seven days before the survey, and up
to 15.2 % of high school students had not par-
ticipated in 60 or more minutes of any kind of
physical activity on any day during the seven
days before the survey (CDC 2014e).

Overweight and obesity, including related
chronic diseases, are now the leading causes of
death and disability around with world; the
problem continues to grow. As obesity is difficult
to treat (yet largely avoidable), prevention is of
utmost importance (Biro and Wien 2010; John
Hopkins Medicine n.d.). Strategies and policies
that foster environments supporting healthier
food choices and regular engagement in physical
activity are necessary in order to prevent obesity
(WHO 2015f). WHO has provided recommen-
dations for addressing overweight and obesity at
the individual and societal levels, including the
role the food industry can play in promoting
healthy diets among adolescents (WHO 2015f).
In addition, the Nutrition and Weight Status
objectives for Healthy People 2020 emphasize
the evidence-based, health-related benefits of
maintaining healthy dietary behaviors and heal-
thy body weight. The objectives also point to the
importance of individual behavior change com-
bined with policies and environments that sup-
port these changes (USDHHS n.d.c).
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Other Critical Nutrition Issues

There are additional critical issues that affect
adolescent health and nutrition and can lead to
negative repercussions. Some of these critical
issues include food insecurity, breakfast skip-
ping, sugar-sweetened beverage consumption,
food marketing, body dissatisfaction and disor-
dered eating, and threats to bone health.

Food Insecurity

Inadequate nutrition during childhood and ado-
lescence can negatively impact growth, devel-
opment, cognition, and overall health in ways
that can have long-lasting consequences (Basch
2011; Nord 2009; Shtasel-Gottlieb et al. 2015;
USDA 2015a, b; USDA & USDHHS 2010).
Inadequate nutrition can take on different forms,
including malnourishment from food insecurity
and “misnourishment” from eating nutrient-
deficient foods (Coleman-Jensen et al. 2014;
Massey-Stokes 2002). Food insecurity is a term
used to describe the lack of access to sufficient
nutrition due to inadequate money and other
resources (Coleman-Jensen et al. 2014).
According to a USDA Economic Research Ser-
vice report on food security in the USA,
17.5 million households (14.3 %) were food
insecure in 2013 (Coleman-Jensen et al. 2014).
In families with food insecurity, adolescents are
disproportionately impacted by food security as
compared to younger children (Nord 2009),
possibly due to fewer adolescents participating in
federally funded school breakfast and lunch
programs. Food insecurity is associated with
poor dietary intake and nutritional status, hunger,
and compromised health (ADA 2006; Nord
2009). Furthermore, food insecurity impacts the
physical, mental, and social-emotional develop-
ment of young people, which threatens their
health and well-being in the present as well as in
the future. Research has shown that when com-
pared to children in food-secure households,
children who live with food insecurity are more
likely to experience negative health-related con-
sequences, such as higher rates of chronic health

conditions, lower academic scores, more anxiety
and depression, and higher rates of depression
and suicidal symptoms during adolescence
(ADA 2006; Nord 2009).

The Importance of Breakfast

Breakfast is often touted as the most important
meal of the day (Adolphus et al. 2013; Affenito
2007) and appears to be beneficial in health pro-
motion and obesity prevention (Murphy 2007).
Eating a healthy breakfast is thought to improve
overall nutrient status, enhance memory, improve
alertness and mood, reduce school absenteeism,
and decrease risk for becoming overweight
(Adolphus et al. 2013; Barr et al. 2014; CDC
2011b; Deshmukh-Taskar et al. 2010; Hoyland
et al. 2009; Murphy 2007; Rampersaud et al.
2005; Widenhorn-Müller et al. 2008). Breakfast
is usually the longest fasting period between
meals, and there is some evidence supporting that
failing to eat breakfast can prevent the central
nervous system from efficiently operating (Ben-
ton and Nabb 2003). In a cross-sectional study of
786 adolescents, those who skipped breakfast did
not perform as well academically as those who ate
breakfast (Boschloo et al. 2012), which corrobo-
rated similar findings in other research (Hoyland
et al. 2009; Widenhorn-Müller et al. 2008).
According to cross-sectional data from the
National Health and Nutrition Examination Sur-
vey 1999–2006, children and adolescents who
consumed ready-to-eat cereal for breakfast had
better nutrient intake and body fat indexes than
their peers who either skipped breakfast or ate
other types of breakfasts (Deshmukh-Taskar et al.
2010). Additionally, cross-sectional data from a
large-scale Canadian study revealed that youth
who ate breakfast had higher mean intakes of
important nutrients, but overall lower fat intakes
(Barr et al. 2014). In sum, there is strong evidence
to support that eating a healthful breakfast is
associated with significant student academic and
health outcomes (Murphy 2007). However,
despite the multiple benefits of eating a healthy
breakfast, studies have indicated that adolescents
often skip breakfast, and rates of breakfast
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skipping among this age-group range from 10 to
32 % (Deshmukh-Taskar et al. 2010; Ramper-
saud et al. 2005).

Sugar-Sweetened Beverage
Consumption

Sugar-sweetened beverage consumption (SSB)
encompasses a variety of beverages with added
sugars, including sodas, flavored waters,
fruit-flavored drinks that are not 100 % juice,
sweetened milk, sports drinks, energy drinks, and
tea and coffee drinks (Crawford and Goldstein
2014; Park et al. 2012). Research has shown that
sugar-sweetened beverages are the main source of
added sugars in the diets of youth in the USA,
resulting in increased kcal of extra energy (Ogden
et al. 2011; Park et al. 2012; Reedy and
Krebs-Smith 2010). Data from the National Health
and Nutrition Examination Survey 2005 to 2008
indicated that adolescents and young adults con-
sume more SSBs than other age-groups. In addi-
tion, males consume more sugar drinks than
females, and non-Hispanic black children and
adolescents drink more sugary beverages in their
overall diet than their Mexican-American peers
(Ogden et al. 2011). In addition, data from the 2010
National Youth Physical Activity and Nutrition
Study (NYPANS) revealed that approximately
two-thirds (64 %) of high school students drank
some type of SSB at least one or more times per
day, and roughly 22 % drank SSBs three or more
times daily. Although soda was the SSB of choice,
high school students also reported frequently
consuming sports drinks and other SSBs. Findings
indicated that teens may be consuming as much as
¾ cups of sugar daily from SSBs. Factors that were
associated with high SBS consumption were being
male and non-Hispanic black, frequent use of
fast-food establishments, and extensive television
viewing (Park et al. 2012).

The increase in kcal from consuming SSBs has
been associated with overweight and obesity,
hypertension, metabolic syndrome, and diabetes
(Brown et al. 2011; Ebbeling et al. 2012; Fiorito
et al. 2009; Ludwig et al. 2001; Malik et al. 2010;
Reedy and Krebs-Smith 2010; USDA &

USDHHS 2010). However, Gibson (2008) con-
tended that there is insufficient evidence from
epidemiological studies pointing to SSBs as being
more obesogenic than any other source of energy.
Other health issues that have been linked to SSB
consumption include dental caries, behavioral
problems, and displacement of nutritious foods in
the daily diet (Armfield et al. 2013; Lien et al.
2006; Marshall et al. 2005; Sohn et al. 2006).

In addition, many sugary sports and energy
drinks are marketed to adolescents as perfor-
mance and energy boosters; however, many
adolescents and their parents are unaware of
some of the adverse effects of consuming these
drinks. For example, many contain a combina-
tion of sugar, stimulants such as caffeine and
guarana, and other substances that can increase
stress, anxiety, headaches, and insomnia. Fur-
thermore, consuming these drinks can result in
elevated blood pressure and cardiac arrhythmia
(AAP & Committee on Nutrition and the Council
on Sports Medicine and Fitness 2011; Crawford
and Goldstein 2014; Seifert et al. 2011).
The AAP Committee on Nutrition and the
Council on Sports Medicine and Fitness (2011)
contended that many people confuse sports and
energy drinks. Sports drinks are intended to
replenish water and electrolytes lost through
sweating during exercise. Although teen athletes
who engage in prolonged and vigorous exercise
can benefit from sports drinks that contain car-
bohydrates, proteins, or electrolytes, the average
teen engaging in physical activity can obtain
adequate hydration from water alone. In contrast,
energy drinks have no therapeutic benefit and
may cause adverse health effects in youth, such
as seizures, diabetes, hypertension, cardiac
abnormalities, and anxiety and behavioral and
sleep disturbances (AAP & Committee on
Nutrition and the Council on Sports Medicine
and Fitness 2011; Seifert et al. 2011).

Food Marketing

More than $10 billion per year is spent for food
and beverage marketing to children and adoles-
cents in the USA (IOM 2006). There is robust
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evidence that food marketing influences children
and adolescents’ food and beverage preferences,
purchases, and consumption (AAP Committee
on Nutrition and the Council on Sports Medicine
and Fitness 2011; Crawford and Goldstein 2014;
Dembeck et al. 2014; Harris et al. 2014; Healthy
Eating Research 2015; IOM 2006; Scully et al.
2012; Seifert et al. 2011; Wilking et al. 2013).
Moreover, the Institute of Medicine (IOM)
(2006) asserted that food marketing is a risk
factor for unhealthy dietary behaviors that con-
tribute to childhood obesity. There are also
concerns that food marketers are increasingly
targeting African-American and Latino youth,
who experience high childhood obesity rates
(Healthy Eating Research 2015). Food marketers
employ multiple platforms to reach children and
adolescents, such as food packaging, print media,
television and movies, Web sites, social media
sites, mobile apps, and advergames (Healthy
Eating Research 2015; Richardson and Harris
2011; Wilking et al. 2013).

Food marketers are aware of teens’ high
technology usage and tailor advertising accord-
ingly. For example, in 2013, adolescents viewed
an average of 16.5 food ads daily, a 25 %
increase compared to 2007, and fast-food
advertising represented 28 % of those ads. Fur-
thermore, from 2007 to 2013, candy advertising
directed at adolescents increased 2.7 times
(Dembek et al. 2014). A study of 12,188 Aus-
tralian students aged 12–17 also revealed that
those who watched more than two hours of
television daily reported higher consumption of
fast food, sugary drinks, and sweet and salty
snacks compared to their peers who did not
watch television (Scully et al. 2012). In addition,
food marketing often transpires via channels that
may be less evident, e.g., via digital marketing.
Digital food marketing differs from traditional
marketing tactics in strategic ways:
• Digital marketing is more subtle and therefore

more difficult for youth to identify as
full-scale marketing.

• Digital marketing is engaging, interactive,
and delivered online and via mobile devices.

• Adolescent consumers are highly influenced
by social norms and motivated to fit in with

their peers; therefore, digital marketing
through social media can be very seductive.

• Digital marketers have instant access to a
large amount of consumer data that they use
to target specific audiences and tailor their
messages accordingly in order to maximize
food and beverage sales (Healthy Eating
Research 2015; Richardson and Harris 2011;
Wilking et al. 2013).
Researchers at the Rudd Center for Food

Policy & Obesity at Yale University examined
food marketers’ promotion of products and
brands on three major social media Web sites—
Facebook, Twitter, and YouTube. Restaurant and
sugary drink Facebook pages encouraged teen
interaction through various features, including
profile pictures, logos, contests, polls, pho-
tographs, and videos. Outbound links were
additional tools to motivate teens to interact with
the brand outside of Facebook. Twitter accounts
were also maintained by restaurants, and sugary
drink companies often used Twitter as a cus-
tomer service link. Additionally, similar to
Facebook, marketers used tweets to encourage
further brand engagement on other platforms.
YouTube was also an active food-marketing
vehicle, with some of the food and beverage
videos reaching an accumulated total of over
40 million views. Therefore, digital marketing
media appears to be highly effective in
influencing adolescent consumer decisions
(Richardson and Harris 2011).

Body Dissatisfaction and Disordered
Eating Among Adolescent Females

Body Dissatisfaction

Body dissatisfaction, or a negative perception
regarding one’s body weight and shape
(Thompson et al. 1999), is prevalent among
adolescent females (Abebe et al. 2012; Bearman
et al. 2006; Jones 2004; Lam and McHale 2012;
Robert-McComb and Massey-Stokes 2014;
Westerberg-Jacobson et al. 2012). Body dissat-
isfaction is so pervasive that it has been depicted
as “normative discontent” (Rodin et al. 1985),
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which has trickled down to include young girls
(Dohnt and Tiggemann 2004, 2005, 2006;
Westerberg-Jacobson et al. 2012). Risk factors
such as perceived sociocultural pressure to be
thin and thin-ideal internalization have been
strongly linked to body dissatisfaction and diet-
ing (Stice 2002), particularly when girls receive
negative appearance comments from parents and
peers (Cordero and Israel 2009; Rodgers et al.
2009). In turn, body dissatisfaction and dieting
are considered precursors to the development of
disordered eating and clinical eating disorders
(Herpertz-Dahlmann 2015; Stice 2002).

Disordered Eating

Subthreshold eating conditions (e.g., disordered
eating) and clinical eating disorders are important
public health concerns (Swanson et al. 2011;
Eating Disorders Victoria 2015; NEDA n.d.b).
Disordered eating has been defined as a wide
range of atypical eating behaviors that do not
meet clinical criteria for a diagnosable eating
disorder (Eating Disorders Victoria 2015). Signs
and symptoms of disordered eating include
self-worth based on body shape and weight,
frequent dieting, regular meal skipping, chronic
restrained eating, binge eating, purging through
self-induced vomiting or misusing laxatives or
diuretics, and obsessive calorie counting.
Although body dissatisfaction and disordered
eating have primarily been considered concerns
among Caucasian adolescent females, the epi-
demiology has been slowly evolving. Within the
past 20 years, these problems have become more
prevalent among males (Abebe et al. 2014; APA
2013; Ricciardelli and McCabe 2004) and ethnic
minorities (APA 2013; Cabral et al. 2015; Jung
and Forbes 2012; Levine and Smolak 2010;
Marques et al. 2011) and in various global
regions (APA 2013; Chen and Jackson 2012;
Swami et al. 2010). Body dissatisfaction and
disordered eating can negatively impact health
and well-being—physically, mentally, emotion-
ally, socially, and spiritually. If left untreated,
more serious problems can develop, such as
anxiety, depression, and clinical eating disorders

(APA 2013; Eating Disorders Victoria 2015;
NEDA n.d.a). Furthermore, behavioral problems
in early adolescence and purging in middle
adolescence may predict eating pathology that
persists in young adulthood (Allen et al. 2013).

Eating Disorders

Clinical eating disorders are among the most
prevalent disorders among adolescents, and the
peak age of onset is between 14 and 19 years of
age (Herpertz-Dahlmann 2015). The APA
Diagnostic and Statistical Manual (DSM-5™)
includes anorexia nervosa and its subtypes,
bulimia nervosa, binge-eating disorder, and other
specified feeding or eating disorder as the main
types of eating disorders that affect adolescents
(APA 2013). Eating disorders are highly com-
plex, and the causes are unclear. However, a host
of risk factors can play a role in the development
of eating disorders, including genetic and phys-
iological factors, temperament and personality,
family dynamics and environment, and socio-
cultural influences (APA 2013; NEDA n.d.a).
Eating disorders, predominantly anorexia ner-
vosa, have the highest mortality rates among
mental illnesses (Smink van et al. 2012). In
addition, eating disorders are often associated
with other problems such as psychiatric comor-
bidity (e.g., bipolar and depressive disorders,
borderline personality disorder, obsessive–com-
pulsive disorders, and substance abuse disor-
ders); difficulty in completing normal, daily tasks
and functions; and elevated suicide risk. When
left untreated, the consequences can be dire,
including death (APA 2013; Smink et al. 2012;
Swanson et al. 2011).

Female Athlete Triad

The female athlete triad is a related facet of body
dissatisfaction and disordered eating that can
affect adolescent girls engaged in athletic activi-
ties, particularly those activities where body
weight matters (e.g., ballet, diving, gymnastics,
figure skating, running, and cheer). The female
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athlete triad refers to three interrelated conditions
—low energy availability (with or without a
clinical eating disorder), menstrual dysfunction,
and low bone mineral density, all of which can
pose deleterious and long-lasting consequences
to physically active females (American College
of Sports Medicine 2011; Nazem and Ackerman
2012; Robert-McComb and Cisneros 2014). The
female athlete triad is considered to be a serious
medical condition that requires immediate
attention. The recommended treatment involves a
coordinated, multidisciplinary team approach
involving a physician specialist; registered sports
dietician; licensed mental health professional;
and a strong support network of family, friends,
teammates, and coaches (American College of
Sports Medicine 2011). Although most studies of
the female athlete triad have focused on
college-aged or elite athletes, there are data to
suggest that conditions associated with the triad
exist in high school female athletes; therefore,
screening for disordered eating and menstrual
irregularity in high school athletes is warranted
(Nichols et al. 2006).

Nutrition for Bone Health

It is crucial for children and adolescents to con-
sume milk and other dairy products in order to
achieve healthy bone mass throughout life (Bai-
ley et al. 2000; Greer, Krebs & The Committee
on Nutrition 2006; Weaver and Boushey 2003).
The most critical period for bone growth is dur-
ing puberty (Gilsanz et al. 2011; Prentice 2015),
and bone mass for girls reaches its maximal
increase between the ages of 11 and 14 (Misra
and Klibanski 2006). However, many adoles-
cents do not consume the recommended daily
amounts of key bone-building nutrients such as
calcium and vitamin D that milk provides (Gor-
don et al. 2004; Greer et al. 2006; Kranz et al.
2007; Nicklas et al. 2009). In many cases, SSBs
displace milk and other nutritious food con-
sumption (Crawford and Goldstein 2014). In
addition, adolescents who engage in disordered

eating are likely deficient in important
bone-building nutrients. Therefore, all teens need
to be intentional about consuming fat-free or
low-fat milk and other dairy products. Even those
who experience lactose intolerance can drink
small amounts of milk and substitute nondairy
calcium-rich foods. Similarly, adolescents who
consume a vegetarian diet must be proactive in
ensuring that they are meeting their nutritional
needs, particular for healthy bone accrual. If
necessary, bioavailable calcium supplements
may also be taken (Greer et al. 2006) to help fill
the nutritive gap.

Teens and Technology

Technology also impacts adolescent nutrition in
multifarious ways. According to Pew Research
Center (2015), 88 % teens in the USA aged 13–
17 have (or have access to) a mobile phone, and a
majority of teens (73 %) have smartphones. In
addition, 87 % of teens in the USA have (or have
access to) a desktop or laptop computer, and
58 % have (or have access to) a tablet. Addi-
tionally, according to a Kaiser Family Founda-
tion Study, young people aged 8–18 consume
media approximately 7½ hours per day and
seven days a week. Moreover, because they often
use more than one medium at a time, young
people actually pack approximately 10 h and
45 min of media into their day (Rideout et al.
2010). In a study conducted by the Center on
Media and Human Development at Northwestern
University with a large, nationally representative
sample of adolescents, researchers examined
how teens aged 13–18 use the Internet for health
information. Study findings revealed that 84 %
of teens use the Internet to retrieve health infor-
mation, and approximately 21 % have down-
loaded health-related apps for their mobile
devices. Although teens consult social network-
ing sites for health information, most teens
reported they would not post a query on this type
of Web site. Most teens use the Internet for
information related to health promotion and
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preventative health as opposed to information
related to diagnoses or treatment, with fitness and
nutrition being the most popular health topics to
search. Moreover, nearly one in 10 teens (32 %)
reported having changed behavior based on
digital health information or tools (Center on
Media and Human Development 2015).

Health Communication for Teens

The soaring technology use among adolescents
has widespread implications for health commu-
nication targeting this age-group. Health com-
munication has been defined as “the study and
use of communication strategies to inform and
influence individual and community decisions
that affect health” (USDHHS 2015, para. 1).
Health communication strategies and interven-
tions are an integral component of an overall
social cognitive and ecological approach to pro-
mote adolescent nutrition. Through the health
communication process, “… information is
received and processed through individual and
social prisms that not only determine what peo-
ple encounter (through processes of selective
exposure), but also the meaning that they derive
from the communication (known as selective
perception), depending upon factors at both the
individual (prior experience, efficacy beliefs,
knowledge, etc.) and the macro-social (interper-
sonal relationships, cultural patterns, social
norms) levels” (Rimal and Lapinski 2009, para.
4). Health communication strategies that are
user-centered and delivered via various media
channels can be particularly effective with ado-
lescents. Health promotion professionals and
others who target teens with health communica-
tion are increasingly using the online landscape
to do so, for instance, via texting campaigns,
social media platforms, and Web sites (Center on
Media and Human Development 2015). In order
to ensure that nutrition-related health communi-
cation strategies meet adolescents’ interests and
needs, it is essential to conduct formative eval-
uation, needs assessment, and pretesting of the

nutrition messages with the target audience
(Rimal and Lapinski 2009; Parvanta et al. 2011).

Linking Theory with Practice

According to WHO (2015d), health promotion
“is the process of enabling people to increase
control over, and to improve, their health. It
moves beyond a focus on individual behaviour
towards a wide range of social and environ-
mental interventions” (para. 1). Health promotion
is an essential part of the equation to address the
complexities of adolescent nutrition, which
requires attention and action at multiple levels of
influence. Conceptual frameworks, such as
health behavior and health education theories and
models, help guide the health promotion process
as “they enrich, inform, and complement the
practical technologies of health promotion and
education” (Glanz et al. 2015, p. 37). The eco-
logical model is an efficacious framework for
planning and implementing health promotion
interventions aimed at changing intrapersonal,
interpersonal, organizational/institutional, com-
munity, and public policy factors to support and
maintain healthy behavior change (McLeroy
et al. 1988; Sallis and Owen 2015). In other
words, behavior change can be fostered when
individuals are motivated and educated to make
healthful choices, and environments and policies
are in place to support those choices (Sallis and
Owen 2015). The ecological perspective also
takes into account that “individual health
behavior both shapes, and is shaped by, the
social environment (reciprocal causation)”
(USDHHS 2005, p. 10). Thus, the ecological
perspective can provide unique insight into
adolescent development, interpersonal relation-
ships, and interactions at the broader level of
community and society (Smetana et al. 2006).
Additionally, ecological models can serve as
useful frameworks for integrating other health
behavior theories, which can then lead to the
development of more comprehensive health
behavior interventions (Sallis and Owen 2015)
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aimed at increasing healthy dietary behaviors
among adolescents.

Within the ecological model, there are
important factors that can impact adolescent
dietary behaviors at different levels of influence:
Intrapersonal—Characteristics of the individual
that influence behavior (e.g., knowledge, atti-
tudes, beliefs, self-esteem, self-efficacy, person-
ality, and other personal traits);
Interpersonal—Members of social networks
such as family, peers, teachers, and coaches who
provide social identity, support and validation,
and role definition;
Organizational/Institutional—Attributes and
environmental characteristics that can either
support or discourage healthy behavior (e.g.,
school-based nutrition environment and
services);
Community—Social environments, settings, and
networks that provide resources, norms, and
context for health behavior; and
Public Policy—Local, state, and federal policies
and laws that regulate or support health behav-
iors (McLeroy et al. 1988; Sallis and Owen 2015;
USDHHS 2005).

Social cognitive theory (Bandura 1986) is
another theoretical framework that dovetails with
the ecological perspective to assist health
education/promotion professionals in fostering
healthy dietary behaviors among teens. Accord-
ing to social cognitive theory, health behavior
results from the dynamic interaction between
personal cognitive, socioenvironmental, and
behavioral factors. For example, personal cog-
nitive factors such as self-efficacy (confidence to
successfully engage in a particular behavior) and
outcome expectations (personal judgment
regarding the outcome of engaging in a behavior)
can act as powerful behavior change agents.
Socioenvironmental factors can promote or dis-
courage a particular health behavior, such as
observational learning (learning that occurs when
an individual observes others and the conse-
quences of their actions), normative beliefs
(perceptions about the prevalence and social
acceptability of a behavior), social support, and

barriers and opportunities connected to a health
behavior change. Behavioral factors include
behavioral skills, intentions to perform the
behavior, and reinforcement or punishment that
can either increase or decrease a certain behavior
(Kelder et al. 2015).

Recommendations for Fostering
Healthful Dietary Behaviors Among
Adolescents

Adolescent dietary behaviors are influenced by
multifarious factors, including families, peers,
schools, communities, healthcare providers,
media, food and beverage industries, the enter-
tainment industry, and government agencies.
Each of these influences can play a significant
role in improving the dietary behaviors of teens
(CDC 2011b). Adolescent nutrition can be
addressed through a social cognitive and eco-
logical approach to enhance the design and
implementation of a wide range of strategies and
interventions aimed at helping teens adopt heal-
thy eating habits (Massey-Stokes 2002;
Massey-Stokes et al. 2012). Many strategies
blend across levels of influence and therefore can
be considered cross-categorical. It is also
important to emphasize that teens are more likely
to adopt healthy eating habits when multiple
layers of influence are integrated in such a way
that the resulting synergy can translate into
long-term, sustainable behavior change. More-
over, it is valuable to involve adolescents in the
planning and pilot testing of interventions to
ensure that they meet the unique developmental
needs and interests of the target audience.

An overview of recommendations and strate-
gies to promote healthy dietary behaviors among
adolescents is presented below. The recommen-
dations and strategies are organized under levels
of influence from the ecological model blended
with the triad of social cognitive theory factors
that influence health behavior (i.e., personal
cognitive, socioenvironmental, and behavioral
factors).
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Individual/Personal and Cognitive
Factors

Strategies and interventions aimed at the indi-
vidual can be designed to promote knowledge,
attitudes, beliefs, and behaviors that lead to
healthy eating and weight management among
teens. Specific approaches may include building
awareness, educating about what constitutes a
healthful diet and healthy weight management,
and helping teens develop relevant life skills to
support healthy nutrition-related behaviors.
Studies have shown that many adolescents
experience barriers to healthy eating, such as lack
of knowledge about how to prepare healthy
foods, preference for fast food, lack of time, and
lack of peer support (Croll et al. 2001; Thompson
et al. 2012). Moreover, as discussed earlier, the
ubiquitous media presence in adolescents’ lives
presents further challenges to healthy eating.
Therefore, nutrition education for adolescents
can include information and skill-building
regarding media literacy, how to purchase and
prepare healthy meals and snacks, and how to
make wiser choices at snack bars and fast-food
restaurants, in addition to time and life manage-
ment techniques that accommodate healthy
nutritional and weight management practices. In
addition, adolescents and their parents can ben-
efit from learning about the differences between
sports and energy drinks and their potential
health risks (AAP CON & CSMF 2011; Seifert
et al. 2011).

Furthermore, fostering adolescents’
self-efficacy for healthy behavior change is
paramount. Adolescents need to feel confident in
their ability to make healthy food and beverage
choices and then sustain healthy dietary behav-
iors even when they are faced with challenges
(e.g., lack of healthy food in the home, peer
influence to eat unhealthy foods, ubiquitous
fast-food restaurants, and unhealthy food mar-
keting). It is important to keep in mind that
self-efficacy is often situational (Kelder et al.
2015); therefore, an adolescent who is confident
in her ability to prepare healthy snacks and meals
(self-efficacy for snack and meal preparation)
may have low confidence in making healthy

choices when eating out with friends
(self-efficacy for food selection when away from
home). Self-efficacy can be fostered through
different means, one of which is through previous
mastery experiences. For example, coaching an
adolescent to take baby steps toward achieving a
dietary goal (mastery experience) can increase
self-efficacy and therefore increase the likelihood
that the behavior will be repeated (Kelder et al.
2015).

Due to teens’ widespread use of computers
and smartphones and their interest in digital
health information and tools, Facebook, Insta-
gram, Snapchat, Tumblr, Vine, and other plat-
forms can be used to communicate to adolescents
about nutrition, fitness, and other health and
wellness topics. In addition, multimedia and
Web-based behavioral intervention programs for
adolescents have been successful at promoting
healthy dietary and physical activity behaviors
(Chen et al. 2011; Cullen et al. 2013; Mauriello
et al. 2010). These programs can be particularly
attractive to teens when they are interactive and
accessible via any computer or mobile device
with Internet access. For example, Chen et al.
(2011) developed a Web-based nutrition and
physical activity intervention to foster
self-efficacy and enhance problem-solving skills
among Chinese American adolescents. The
nutrition component of the curriculum consisted
of information relating to the food groups, por-
tion size, and meal planning. The teen partici-
pants used an interactive dietary preparation
software to prepare Chinese food and see nutri-
tional information of the various foods. The
participants also learned how to set personal
goals to improve their dietary behaviors. Study
results revealed improvements in waist-to-hip
ratio, diastolic blood pressure, fruit and vegetable
intake, and physical activity (Chen et al. 2011).

Teen Choice: Food and Fitness is another
promising online program for improving ado-
lescent eating and physical activity behaviors.
The program design is based on formative
research conducted with teens and includes “teen
video clips” (short, animated role model stories);
teen and parent food recipes; a healthy eating
calculator; a refereed blog; and opportunities for
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teens to problem solve, set goals, make action
plans to accomplish the goals, and report goal
accomplishment (Thompson et al. 2012). Eval-
uation of the nutrition component of the program
revealed that the interactive Web site helped
adolescents improve their vegetable intake. Fur-
thermore, the 75 % log-on rate indicated that the
online program was appealing and motivated the
teens to participate (Cullen et al. 2013).

In addition, Health in Motion is an
evidence-based multimedia program designed to
help adolescents make positive changes in life-
style behaviors related to health promotion and
obesity prevention—fruit and vegetable con-
sumption, increased physical activity, and limited
TV viewing (Mauriello 2010). The
Internet-based program includes components to
capture teens’ interest, including interactive ani-
mations; voice-overs read by teens; and videos
depicting adolescents encouraging and motivat-
ing each other to eat healthy, exercise, and limit
TV viewing (Pro-Change® Behavioral Systems,
Inc. n.d.). One of the unique features of this
program is that it is individualized and based on
theoretical constructs of the transtheoretical
model (TTM) and stages of behavior change
(Mauriello et al. 2010). The TTM is a model that
takes into account different stages and processes
integral to behavior change, thereby allowing
health promotion professionals to tailor mes-
sages, strategies, and interventions to fit the
individual’s readiness to engage in the target
behaviors (Prochaska and DiClemente 1983;
Prochaska et al. 2015). Evaluation results for the
nutrition portion of Health in Motion showed that
teens participating in the program significantly
increased their fruit and vegetable intake as
compared to the control group. Moreover, the
program was shown to be effective in initiating
behavior change across multiple behaviors rela-
ted to energy balance and prevention of over-
weight and obesity (e.g., increased fruit and
vegetable intake, increased physical activity, and
limited television viewing). Overall, Health in
Motion was shown to be feasible to implement
with adolescents, indicating that program dis-
semination can be successfully achieved (Mau-
riello et al. 2010).

Interpersonal/Socioenvironmental
Factors

Due to the reciprocal interplay that takes place
with the individual, environment, and health
behavior (Bandura 1986), socioenvironmental
factors, such as family, friends, and peer net-
works, can serve as powerful influences on
adolescents’ dietary behaviors, particularly
through modeling, reinforcement, social support,
and perceived norms (Story et al. 2002).

Family

Observational learning (Bandura 1986) can be a
powerful shaper of behavior, and adolescents can
benefit fromhaving parents and other adultsmodel
various life skills associated with healthy dietary
behaviors, such as menu planning, grocery shop-
ping, food label reading, snack and meal prepa-
ration, selecting nutritious foods and beverages at
restaurants and social gatherings, and engaging in
healthy weight management practices. As ado-
lescents continue to develop their ability to think
critically and make sound decisions, they can
benefit from opportunities to apply their cognitive
and behavioral skills to menu planning and
preparation of snacks and meals for the family.
Another creative strategy involves the use of a
portion plate designed by teens, which may help
them make more healthful food choices and boost
parents’ self-efficacy for promoting healthful eat-
ing and portion sizewithin the home (Bohnert et al.
2011). In addition, positive reinforcement and
social support integrate with observational learn-
ing to help adolescents overcome barriers to
healthy eating. For example, families can inten-
tionally eat more nutritious meals together at
home, which can boost adolescent nutrition and
prevent weight gain (Loth et al. 2013), enhance
interpersonal communication skills, and foster the
positive reinforcement and social support that
bolsters healthy behavior change. Regular family
meals have also been shown to promote emotional
well-being and may protect against negative
health-related outcomes in teens, such as depres-
sion, substance abuse, and violence (Goldfarb
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et al. 2015). Other recommended family-based
practices to promote healthy eating and prevent
overweight and obesity include ensuring that
healthy food and beverages are available in the
home, modeling healthy eating behaviors, and
encouraging adolescents to self-regulate their
dietary intake (Loth et al. 2013). Teens and their
families can also intentionally engage in mean-
ingful dialogue and practices concerning positive
body image, healthy weight management, and
media literacy. To foster these healthy dietary
practices, families can set nutrition-based goals
together and devise a health-promoting reward
system for meeting those goals—individually and
collectively. Online and other interactive tools can
be effective with adolescents, such as the USDA
http://www.choosemyplate.gov/index.html. This
is the current nutrition guide published by the US
Department of Agriculture. It is a food pie chart,
which looks like a plate and glass divided into five
food groups. It replaced the USDA’s MyPyramid
guide on June 2, 2011, ending 19 years of USDA
food pyramid diagrams (http://www.choosemy
plate.gov/MyPlate) (USDA n.d.a). And Super-
Tracker will help young people to plan, analyze,
and keep track of their diet and physical activity. It
also helps to determine what and how much to eat
and track foods, physical activities, and weight
(https://www.supertracker.usda.gov/Documents/
SuperTracker_10_Tips.pdf (USDA n.d.b).

Friends and Peer Networks

Peer relationships are very important during
adolescence, and nutrition interventions that
capitalize on positive peer influences and pro-
mote interpersonal skills can be important in
promoting adolescent nutritional health. Peers
also help create behavioral norms (Story et al.
2002), which may affect teens’ food and bever-
age choices. However, peer influence on ado-
lescent dietary behaviors may be indirect rather
than direct (Story et al. 2002). According to a

study by Thompson and colleagues (2012),
adolescents identified peer influences and norms
as barriers to healthy eating, such as being teased
for eating healthy foods and having few or no
friends who eat healthy foods (including at
restaurants). Therefore, strategies aimed at
changing social norms regarding teen dietary
behaviors can be helpful, such as those involving
positive adolescent role models and peer
education.

Peer education strongly connects to social
cognitive theory and can be a catalyst for healthy
behavior change. According to Bandura (1986),
adolescents are more likely to engage in behavior
change when their educator is similar in age,
gender, or race/ethnicity and demonstrates social
support. Thus, a peer education component can be
very successful in promoting social norms for
healthy eating (Croll et al. 2001) and has been
demonstrated to be effective in promoting healthy
eating and physical activity among girls (Golman
2009). Additionally, results from a process eval-
uation implied that school-based, peer-led nutri-
tion education programs are a viable approach
that can guide peer-led interventions used in other
settings to promote healthy dietary behaviors in
adolescents (Story et al. 2002).

Then too, peer modeling and social learning
can occur informally as well because teens can
gain insight from their friends and other peer
networks regarding wise nutritional choices. Peer
modeling often intersects with the social media
environment via Snapchat, Instagram, Facebook,
Pinterest, Twitter, and other platforms, and new
media will continue to evolve to capture the
attention of adolescents. The pervasiveness of
new media has expanded the concept of the peer
group (Sawyer et al. 2012), and these interactions
foster interpersonal communication and that can
change social norms encompassing adolescent
food and beverage consumption.

Health and wellness coaching is another
interpersonal avenue that holds potential for
impacting dietary and weight management
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behaviors of adolescents. Certified health and
wellness coaches partner with their clients and
help them move toward self-directed, lasting
behavior change to enhance health and wellness
(National Consortium for Credentialing Health
and Wellness Coaches 2015). Health and well-
ness coaches can work with adolescents in a
variety of settings, including schools, health care,
youth-serving agencies and organizations, and
private practice. The role of the health and
wellness coach in adolescent nutrition is to create
a mutually respectful partnership, provide
resources, foster goal setting and self-efficacy,
help deal with barriers to healthy eating, create
personal accountability, and promote personal
development that focuses on the whole person.
Health and wellness coaching is designed to
accompany and guide the clients along the path
to lasting and meaningful behavior change;
coaching can also help adolescents build strong,
positive social support systems (Arloski 2009),
which can help reinforce their healthy dietary
behaviors. The personal engagement and emo-
tional support that underlie coaching can be
particularly helpful in addressing nutrition chal-
lenges identified by adolescents. Personal goals
can focus on a variety of nutrition-related topics,
such as eating a more nutritious diet at home,
school, and restaurants; developing media liter-
acy; adopting and maintaining positive body
image; and engaging in healthy weight manage-
ment practices. Coaching can help adolescents
expand communication, critical thinking, and
problem-solving skills as well as develop
self-determination and self-efficacy, all of which
are essential to navigate the behavior change
process and life as a whole.

Organizational/Community/
Socioenvironmental Factors

Schools

According to the CDC (2015e), the vast
majority (91 %) of adolescents in the USA aged
10–19 are enrolled in school; therefore, schools
are in a prime position to promote health

behaviors in teens. More than 35 % of chil-
dren’s and adolescents’ daily caloric intake
occurs at school (Briefel et al. 2009, as cited in
Healthy Eating Research and Bridging the Gap
2012), which presents a ripe opportunity for
schools to foster healthy nutrition and weight
management among teens. Studies have indi-
cated that school-based programs can improve
students’ dietary attitudes, knowledge, and
behaviors, albeit with varying levels of results
(Callaghan et al. 2010; McKinney et al. 2014;
Ruxton and Derbyshire 2014; Slawta and
DeNeui 2010). Programs that adopt a compre-
hensive, ecological approach can focus on
nutrition education and skill development at the
individual level; interpersonal influence through
family involvement, peer education, and social
norms; collaboration at the community level,
such as farm-to-school programs that connect
local farmers and their fresh produce to school
cafeterias (Sallis and Glanz 2009) and nutrition
and fitness fairs for the entire family; and the
development and implementation of supporting
policies, such as restricted access to SSBs and
competitive foods during the school day and
access to drinking water (CDC 2014d; Healthy
Eating Research and Bridging the Gap 2012;
Park et al. 2012; Story et al. 2002).

It is important for school programs and poli-
cies to align with the School Health Guidelines to
Promote Healthy Eating and Physical Activity
(CDC 2011b, 2011c; 2014c), which are based on
research and evidence-based practice. For each
of the nine guidelines, there are strategies and
resources to help ensure the development of
effective and feasible school-based practices
promoting nutrition and physical activity (CDC
2014c) (see Table 11.1). School-based nutrition
strategies and programs also integrate with the
Whole School, Whole Community, Whole Child
(WSCC) model. Adopting an ecological
approach, the WSCC model blends coordinated
school health components with the whole child
framework (Association for Supervision and
Curriculum Development 2014). Therefore, the
WSCC model is a logical vehicle for promoting
healthy adolescent dietary and physical activity
behaviors that play an integral role in health
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Table 11.1 School Health Guidelines to Promote Healthy Eating and Physical Activity

Guidelines Strategies

1. Use a coordinated approach to
develop, implement, and evaluate
healthy eating and physical activity
policies and practices

• Coordinate healthy eating and physical activity policies and practices
through a school health council and school health coordinator

• Assess healthy eating and physical activity policies and practices

• Use a systematic approach to develop, implement, and monitor
healthy eating and physical activity policies

• Evaluate healthy eating and physical activity policies and practices

2. Establish school environments that
support healthy eating and physical
activity

• Provide access to healthy foods and physical activity opportunities and
to safe spaces, facilities, and equipment for healthy eating and physical
activity

• Establish a climate that encourages and does not stigmatize healthy
eating and physical activity

• Create a school environment that encourages a healthy body image,
shape, and size among all students and staff members, is accepting of
diverse abilities, and does not tolerate weight-based teasing

3. Provide a quality school meal
program and ensure that students have
only appealing, healthy food and
beverage choices offered outside of the
school meal program

• Promote access to and participation in school meals

• Provide nutritious and appealing school meals that comply with the
Dietary Guidelines for Americans

• Ensure that all foods and beverages sold or served outside of school
meal programs are nutritious and appealing

4. Implement a comprehensive physical
activity program with quality physical
education as the cornerstone

• Require students in grades K12 to participate in daily physical
education that uses a planned and sequential curriculum and
instructional practices that are consistent with national or state
standards for physical education

• Provide a substantial percentage of each student’s recommended daily
amount of physical activity in physical education class

• Use instructional strategies in physical education that enhance
students’ behavioral skills, confidence in their abilities, and desire to
adopt and maintain a physically active lifestyle

• Provide ample opportunities for all students to engage in physical
activity outside of physical education class

• Ensure that physical education and other physical activity programs
meet the needs and interests of all students

5. Implement health education that
provides students with the knowledge,
attitudes, skills, and experiences needed
for lifelong healthy eating and physical
activity

• Require health education from prekindergarten through grade 12

• Implement a planned and sequential health education curriculum that
is culturally and developmentally appropriate, addresses a clear set of
behavioral outcomes that promote healthy eating and physical activity,
and is based on national standards

• Use curricula that are consistent with scientific evidence of
effectiveness in helping students improve healthy eating and physical
activity behaviors

• Use classroom instructional methods and strategies that are interactive,
engage all students, and are relevant to their daily lives and
experiences

(continued)
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promotion and the prevention of childhood
overweight and obesity (see Table 11.1;
Fig. 11.1)

Community

According to Patton and Sawyer (2015), “the
lives of young people are generally deeply
imbedded in their community and the behaviors,
norms and values of adults around them” (p. 12).
Therefore, the broader community can strongly

influence adolescent nutrition via settings such as
offices of registered dieticians, healthcare clinics,
churches and other places of worship,
youth-serving organizations (e.g., Boys and Girls
clubs and Girl Scouts), community food and
nutrition education programs, community health
education/promotion programs, and
youth-focused gyms and sports clubs. As a
starting point, there are numerous strategies and
interventions that can be implemented, and a
committed coalition of various stakeholders (in-
cluding adolescents) can review recommended

Table 11.1 (continued)

Guidelines Strategies

6. Provide students with health, mental
health, and social services to address
healthy eating, physical activity, and
related chronic disease prevention

• Assess student needs related to physical activity, nutrition, and obesity
and provide counseling and other services to meet those needs

• Ensure students have access to needed health, mental health, and
social services

• Provide leadership in advocacy and coordination of effective school
physical activity and nutrition policies and practices

7. Partner with families and community
members in the development and
implementation of healthy eating and
physical activity policies, practices, and
programs

• Encourage communication among schools, families, and community
members to promote adoption of healthy eating and physical activity
behaviors among students

• Involve families and community members on the school health
council

• Develop and implement strategies for motivating families to
participate in school-based programs and activities that promote
healthy eating and physical activity

• Access community resources to help provide healthy eating and
physical activity opportunities for students

• Demonstrate cultural awareness in healthy eating and physical activity
practices throughout the school

8. Provide a school employee wellness
program that includes healthy eating and
physical activity services for all school
staff members

• Gather data and information to determine the nutrition and physical
activity needs of school staff members and assess the availability of
existing school employee wellness activities and resources

• Encourage administrative support for and staff involvement in school
employee wellness

• Develop, implement, and evaluate healthy eating and physical activity
programs for all school employees

9. Employ qualified persons and provide
professional development opportunities
for physical education, health education,
nutrition services, and health, mental
health, and social services for staff
members as well as staff members who
supervise recess, cafeteria time, and
out-of-school-time programs

• Require the hiring of physical education teachers, health education
teachers, and nutrition services staff members who are certified and
appropriately prepared to deliver quality instruction, programs, and
practices

• Provide school staff with annual professional development
opportunities to deliver quality physical education, health education,
and nutrition services

Source Centers for Disease Control and Prevention (2014c)
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and best practices. In order to review recom-
mended practices and obtain information and
tools related to the topic of nutrition (along with
numerous other health topics), community
stakeholders can consult The Guide to Commu-
nity Preventive Services, which is a free resource
to help guide program and policy development
for health promotion and disease prevention
(USA.gov 2012).

Regardless of the setting, the Dietary Guide-
lines for Americans is a tool that can be used to
develop educational materials, programs, and
policies to promote healthy dietary patterns
among adolescents and their families (USDA &
USDHHS 2010). There are also numerous Web
sites that contain guidelines and materials to
facilitate health promotion through nutrition
education, including the Web sites:

http://www.aicr.org/reduce-your-cancer-risk/
diet/, http://www.cdc.gov/nutrition/, http://www.

choosemyplate.gov/, https://www.supertracker.
usda.gov/default.aspx, http://www.diabetes.org/,
http://www.eatright.org/resources/for-teen, http://
www.girlshealth.gov, http://fnic.nal.usda.gov/
lifecycle-nutrition/fitness-and-sports-nutrition,
https://www.healthychildren.org/english/healthy-
living/nutrition/pages/default.aspx, http://health
finder.gov/HealthTopics/Category/nutrition-and-
physical-activity, and http://www.heart.org/
HEARTORG/GettingHealthy/NutritionCenter/
Nutrition-Center_UCM_001188_SubHomePage.
jsp.

Policy/Socioenvironmental Factors

In order to foster meaningful and sustainable
change that is required for the complexity of
dietary behaviors, broader environmental, policy,
and social changes are warranted. Evidence

Fig. 11.1 Whole School, Whole Community, Whole
Child (WSCC) model. Source Reprinted with the per-
mission from Association for Supervision and Curriculum

Development (ASCD) and US Centers for Disease
Control and Prevention (CDC)
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indicates that environmental and policy changes
and standards are successful in altering diet and
physical activity behaviors for positive health
benefits in children, adolescents, and adults
(USDA 2015a, b). Policies are the main vehicle
for driving environmental changes related to
food and nutrition and include rules, laws, and
regulations at various levels (e.g., government,
industry, worksites, schools, and family) (Sallis
and Glanz 2009). When policy is combined with
multifaceted programs (e.g., nutrition education
and behavioral interventions involving the indi-
vidual and family, and food labeling and nutri-
tion standards), there is a greater opportunity to
increase healthy food choices, improve overall
dietary quality, and prevent overweight and
obesity (USDA 2015a, b).

According to Sallis and Glanz (2009), “the
most promising, and most active, area for policy
change is providing calorie, fat, and other nutri-
tional information on menus” (p. 137). Results
from a health impact assessment indicated that
menu labeling laws had a beneficial effect on
customer purchases of reduced-calorie meals.
Another study revealed that subway customers
who saw calorie information purchased 52 fewer
calories than did other subway patrons who did
not view the information (Bassett et al. 2008),
indicating that even moderate caloric reductions
may be beneficial. A related study demonstrated
that understandable caloric information displayed
near SSBs at the point of purchase was effective
in reducing SSB consumption among
low-income, black adolescents, particularly when
the caloric information was provided as a phys-
ical activity equivalent (Bleich et al. 2014).
According to Bassett et al. (2008), placing calo-
rie information at point of purchase is more
effective than posting it online (e.g., on a
fast-food restaurant Web site) and may be asso-
ciated with lower-calorie food purchases among
consumers who see the information. These types
of interventions have the potential of reducing
total calorie intake, which, in turn, can help
reduce obesity-related morbidity and mortality
(Bassett et al. 2008; Kuo et al. 2009).

Policy solutions have also been recommended
to reduce the marketing of unhealthy foods and

beverages to children and adolescents (Harris
et al. 2014). In addition to industry self-regulation
and laws or regulations at the national, state, and
local levels, Harris et al. (2014) called for advo-
cacy efforts such as petitions, letter-writing cam-
paigns, and parent mobilization via social media
to decrease unhealthy food marketing to youth.
These types of advocacy efforts can take place at
the grassroots level via schools and communities,
and involving teens in these efforts can provide
them the opportunity to develop a variety of
important life skills in areas such as critical
thinking, problem solving, communication, and
advocacy. Then, too, Story et al. (2002) recom-
mended using marketing approaches such as
media campaigns to deliver positive messages
about healthful eating, which can help offset the
negative influence of unhealthy food advertising.
In addition, families and schools can help teens
develop media literacy by teaching them “skills to
identify, analyze, investigate, and refute what is
being portrayed in the media and advertising”
(Story et al. 2002, p. S49).

Similarly, policy can affect adolescent nutri-
tion at the school level. For example, when
school-aged youth have ready access to unheal-
thy snack foods and beverages, they tend to
consume more of them. In addition, policies
excluding or limiting the sale of unhealthy
competitive foods and beverages in schools are
associated with lower percentages of overweight
and obesity among students (CDC 2014b; Heal-
thy Eating Research and Bridging the Gap 2012).
Therefore, local, state, and federal policies play a
key role in helping to create integrated school
nutrition environment and services that positively
impact adolescent dietary behaviors (CDC
2014c; Healthy Eating Research and Bridging
the Gap 2012; Park et al. 2012; Story et al.
2002).

At the federal level, the Child Nutrition and
WIC Reauthorization Act of 2004 requires
school districts participating in federal school
meal programs to develop wellness policies that
limit competitive food sales, establish health
education requirements, and prioritize other
practices that promote healthy dietary behaviors
(CDC n.d.a). In addition, the Healthy,
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Hunger-Free Kids Act of 2010 requires the
USDA to establish standards for all competitive
foods and beverages sold in schools (i.e., foods
other than those within federally supported meal
programs). To provide schools guidance regard-
ing how to improve food and beverage offerings,
the CDC and IOM conducted a study that
resulted in published recommendations regarding
the availability and content of competitive foods
and beverages in schools (CDC 2014a; IOM
2007). The subsequent report, Nutrition Stan-
dards for Healthy Schools: Leading the Way
Toward Healthier Youth, asserted that competi-
tive foods should be limited in schools; however,
if these foods are available, they should be
comprised of fruits, vegetables, whole grains, and
nonfat or low-fat dairy products that align with
the Dietary Guidelines for Americans and pro-
mote healthful eating habits that can be sustained
throughout life (IOM 2007).

Conclusion

Adolescent nutrition is a critical component of
adolescent health and a prerequisite for health,
wellness, and quality of life. However, adoles-
cents across the globe experience nutritional
deficits that threaten their health and well-being;
therefore, adolescent nutrition warrants invest-
ment from various sectors. Promoting healthful
dietary behaviors in adolescents is important for
proper growth and development, healthy weight
management, disease prevention, prevention of
overweight and obesity, and the establishment
of sound dietary patterns that can be sustained
into adulthood. Although behavior change is
highly complex, there is evidence to support the
efficacy of implementing strategies to promote
healthy eating behaviors in adolescents. The
nutritional health of adolescents can be addres-
sed through an ecological approach that
employs culturally relevant and developmentally
appropriate strategies at multiple levels of
behavioral influence, including individual,
interpersonal, organizational, community, and
policy. In addition, social cognitive theory can
be infused within the ecological framework to

capture the reciprocal and dynamic interchange
that takes place with the individual, environ-
ment, and behavior.

In sum, there is strong evidence pointing to
the connection between diet, physical activity,
and health. Not only healthy dietary behaviors
reduce disease risks and enhance health out-
comes, but they are also associated with food
security, thereby supporting the value of pre-
vention and health promotion at the individual
and population levels (USDA 2015a, b).
Although the promotion of adolescent nutrition is
a global challenge, it is one worth embracing as it
can bring invaluable rewards in terms of health
and wellness, productivity, and quality of life
across the life span.
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12Juvenile Justice and Adolescent
Health: Crime, Punishment,
and Life-Course Trajectory

Mary E. Dillon

Health and Incarcerated Adolescents

In the USA, approximately 54,148 adolescents
who were incarcerated in 2013, over 50 % (more
than 27,000 adolescents) will reoffend and be
incarcerated again later in life (Child Trends
DataBank 2015; Sickmund et al. 2015). Given
this outcome, many would ask, why are we
sending adolescent offenders to programs that we
know result in 1 out of 2 adolescents being
repeatedly incarcerated throughout the rest of
their life? In many ways, that has been the pro-
duct for the billions of dollars spent in the USA
arresting, prosecuting, imprisoning, and control-
ling adolescents.

When designing programs and services to
improve the adolescent health and development,
incarcerated adolescents and adolescents in cus-
tody are a distinct group, whose health needs are
different in some important ways from the gen-
eral population of adolescents. Given these facts,
one goal of the health policy is to reduce the
harm to the adolescent’s health. In the case of an
adolescent taken into custody, there is an
exceedingly high risk of an adolescent experi-
encing health and mental health problems in the
short term and for many years to come in the
future. For too many adolescents, being arrested

changes their life forever—sadly, in the most
tragic of ways.

What makes adolescent justice and health an
international concern is the global influence of
the philosophy and theory of the juvenile justice
system in the USA. When there was a major shift
in the USA from a “rehabilitation and restora-
tion” perspective to a “retribution and responsi-
bility” perspective, much of the world’s juvenile
justice community also adopted a similar crimi-
nological framework. When the tough-on-crime
philosophy became the “new approach” to adult
crime, it was quickly extended to cover adoles-
cent offenders. The juvenile court procedures
(welfare-oriented) that had protected adolescents
from the stigma and harsh punishment of adult
justice were systematically dismantled in the
1980s. In most countries in Western Europe,
there was a convergence with the US policy on
criminal justice for adults and juveniles. Fol-
lowing the US lead, policy focused on “deeds”
rather than “needs” of the adolescent. In part, this
global shift occurred because of the international
dominance of the US economy. US economic
globalization is based on a neoliberal economic
ideology that advocates for the removal of all
barriers to commerce, and the privatization of all
available resources and services. Under a
neoliberal economic ideology, social services are
defunded, while individuals (irrespective of age)
are held responsible and punished for their
criminal behavior (Sudbury 2014).M.E. Dillon (&)
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By the mid- to late 1990s, the pendulum
began to swing back toward rehabilitation and
welfare approaches, and to diversion and
restorative justice models. While the punishment
orientation is losing support, it continues to be
influential. The potential harm to the health of
and to the adolescent’s future from harsh inter-
ventions continues to put adolescents who offend
at greater risk of health and mental health injury
both during adolescence and as adults.

United Nations Convention
on the Rights of the Child

The primary voice against a focus on “deeds”
rather than “needs” and on “offender punish-
ment” rather than “rehabilitation” and “welfare”
approaches in juvenile or youth justice (a term
preferred by the United Nations) comes from
international courts and human rights conven-
tions—primarily codified by the United Nations
(Muncie 2005). International adolescent rights
became virtually statutory law with the 1989
United Nations Convention on the Rights of the
Child (UNICEF 1989). This convention estab-
lished the basic rights of all children to a life free
from discrimination, to be protected in armed
conflicts, to be protected from degrading and
cruel punishment, to receive special treatment in
justice systems, and to be granted freedom from
discrimination, exploitation, and abuse. The 1989
Convention was an expansion of the 1985 United
Nations Standard Minimum Rules for the
Administration of Youth Justice (the Beijing
Rules), which acknowledged “special needs of
children” and the importance of being flexible
when dealing with adolescent offenders. Addi-
tionally, subsequent rights of children and ado-
lescents have been articulated in later articles and
conventions (Lundy 2014).

The United Nations Guidelines for the
Prevention of Juvenile Delinquency (the Riyadh
Guidelines) in 1990 stated that youth justice
policy should have a number of child-centered
characteristics. For instance, the well-being of
young people from their early childhood should
be the focus of any juvenile delinquency

prevention program. Youth justice systems
should avoid criminalizing and penalizing a child
for behavior that does not cause serious damage
to the development of the child or harm to others.
Juvenile delinquency prevention programs
should recognize that youthful problem behavior
is most often simply a part of the maturation
process and virtually all adolescents will grow
out of it. Programs should avoid labeling ado-
lescents as “deviant,” “delinquent,” or “pre-
delinquent” to avoid the development of a pattern
of undesirable behavior associated with labeling
adolescents as delinquent. Programs supporting
community-based services are preferred over
incarceration.

Formal adult and juvenile criminal justice
agencies typically use social control to enforce
laws. However, in practice, there are very few
juvenile justice systems anywhere in the world
that meet the standards of the 1989 convention. It
has been ratified by 195 member nations (but not
by the USA) and is lauded as the “most widely
ratified international human rights treaty in his-
tory” (Attiah 2014; UN News Center 2015).

International Norms and Practices

These United Nation conventions, standards,
treaties, and rules, formally adopted by the Uni-
ted Nations General Assembly and ratified by its
nation-states since 1998, consider specific harsh
treatment of adolescents, a violation of interna-
tional law. It is a violation of international laws
for individual nation-states to execute a person if
they were younger than 18 years of age when
they committed the crime. In addition, life
without parole, detaining and incarnation of
children with adults, trying children and adoles-
cents as adults, solitary confinement, and cor-
poral punishment are also violations of
international law. The internationally accepted
age for criminal responsibility is 12 (Goldson
and Muncie 2012).

The European Union has made progress in
developing a justice system that is more
“child-friendly.” The agenda also supports and
encourages the development of training curricula
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for judges, police, and other professionals
regarding the optimal care of children and ado-
lescents involved in the judicial system. This is
quite a contrast to the recent era of
punishment-based corrections, when longer sen-
tences and cruel punishment were the order of
the day. In too many programs that incarcerated
adolescents, treatment was so inappropriate that
correction officers in adult jails and prisons
would not use the same tactics for fear of severe
retaliation from the adult inmates.

If the outcome of adolescent detention is to
prevent the future crime, there is no evidence that
longer sentences reduce reoffending or reduce the
likelihood of reoffending. Meta-analyses that
combine the results of juvenile studies have
found that longer sentences did not reduce
recidivism and may have caused an increase in
reoffending (Winokur et al. 2008).

The Globalization of Juvenile Justice
System

The numbers of adolescents involved in the
global juvenile justice system began to grow
during the 1980s and 1990s, and the numbers are
staggering. During this period, there was a global
shift to the public acceptance and use of more
punitive approaches when dealing with social
problems. The previous approaches and inter-
ventions that had been based on welfare, educa-
tion, and rehabilitative strategies gave way to
punitive programs of control and containment.

A philosophy that permeated public attitude
about social service systems was also articulated
by opponents to social spending on delinquent
adolescents. This group argued persuasively that
the welfare, education, and rehabilitative
approaches had not fixed the social problems of
the day and should be defunded and replaced.
Welfare-to-work was one such program type
designed to force people on welfare to work for
their benefits. This more punitive approach to
providing social services and criminal justice was
also applied to programs for adolescent offend-
ers. The ideas were more influential in the
developed countries, but this trend also

influenced attitudes in developing countries—
albeit in some cases—indirectly. By 2005,
characteristics of zero tolerance policing (the
theoretical foundation for using a punitive
approach) could be found in Western Europe,
South America, Australia, Canada, and Singa-
pore and, to some degree, in other countries and
regions. Interventions such as curfews, electronic
monitoring, Scared Straight programs, manda-
tory sentencing, pretrial detention, and transfer to
adult court had become commonplace by 2000
(Muncie 2005).

One of the more harmful policy changes
during this period was the reduction in age of
criminal responsibility. The age of criminal
responsibility is defined by the term doli incapax
(Latin: incapable of crime). This is the age when
a child is too young to understand right from
wrong; thus, the child cannot be held responsible
for his or her criminal actions. The problem is
that the age of doli incapax is not determined by
a developmental marker, but by politicians and
policy makers. This is painfully obvious in the
variation in age from 8 years of age in Scotland
and 10 years of age in England and Wales at the
low end of the range and Denmark, Norway,
Finland, and Sweden at the high end, whereas a
15-year-old child can be held criminally
responsible for his or her actions. Most countries
define 14 and younger as the age of doli incapax.
The age of criminal responsibility in Belgium
and Luxembourg is 18. The lower the age of
formal involvement in the juvenile justice system
has consistently been shown to increase the risk
of future incarceration, and health and mental
health problems in the short run and throughout
the life course (Dünkel and Pruin 2012).

The number of juveniles accused of violating
a law, which are transferred to adult criminal
court, began going up in the mid-1980s. The
number peaked in the mid-1990s. Laws were
rewritten to make it easier to transfer adolescent
offender cases to adult court. By the 1990s, all 50
states had written transfer laws that allow or
require criminal prosecution in adult court of
some youthful offenses, even though they were
below the jurisdictional age limit. In some states
in the USA, specific crimes such as murder,
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rapes, and violence with a deadly weapon are
mandated to be transferred to adult court.

Transfer laws in juvenile justice were not new
in the 1980s, but legislative changes expanded
their scope and the number of adolescent
offenders whose case was transferred to adult
court. What had been the “exception” (i.e., a
juvenile case being transferred to adult court) had
become the foundation of a frightened public
response to youthful offenders.

In the USA, each individual state sets the age
at which a child’s case can be transferred to an
adult court; thus, the age varies from state to
state. Often, the debate is over (for lack of a
better term) conservative and liberal models of
social services. In reaction to public and political
demands, by the mid-1990s, in most states in the
USA, there was no minimum age in their juve-
nile justice code to prevent a case from being
transferred to an adult criminal court. Theoreti-
cally, a one-year-old child could “stand” trial in
an adult court. In other states, the age varies from
11 to 15 years of age (see Table 12.1). During
this same period, a number of states established a
minimum age of criminal responsibility, but
again, these ages varied in a nonsensical way. In
Oklahoma, for example, children aged 7 and
older are presumed to know right from wrong,
and they are capable of committing a crime. To
convict a child between 7 and 14 years of age,

however, the state prosecutor is required to prove
that the child actually knew the act was wrong
(Griffin et al. 1998).

There were a few notable countries that
resisted employing punitive interventions in
youth justice. Belgium, Finland, and Norway are
notable. For example, instead of focusing on
punishment, the Belgium youth justice system
employed restorative justice principles at all
stages of the judicial process. The aim of
restorative justice is to keep children and ado-
lescent offenders out of the criminal and court
processes by using several types of family group
conferences where victim and offender are
involved in defining and determining restorative
justice in their individual case (Tickell and
Akester 2004; Walgrave 2011, 2012).

By 2007, juvenile court statistics show that
the punitive trend had started to subside. While
the number of adolescent cases being transferred
to adult court reached their highest numbers in
1997, the number dropped by 35 % in 2007 (the
last reported numbers available). Adolescent
defendants whose cases were remanded to adult
court in 2007 were almost all male (96 %) and
primarily African American (62 %). Based on
available data from 2007 sources, nearly 14,000
adolescent offender cases were transferred to
adult criminal courts in the 21 states that kept
records. In 2011, only 13 states reported the total

Table 12.1 Minimum age by state for transferring juvenile cases to the adult criminal court

No minimum age Age 11 Age 12 Age 13 Age 14 Age 15

Alaska
Arizona
Delaware
Washington,
DC
Florida
Georgia
Hawaii
Idaho
Indiana
Maine
Maryland
Nebraska
Nevada

Oklahoma
Oregon
Pennsylvania
Rhode Island
South
Carolina
South Dakota
Tennessee
Washington
West Virginia
Wisconsin

Kansas
Vermont

Colorado
Missouri
Montana

Illinois
Mississippi
New
Hampshire
New York
North Carolina
Wyoming

Alabama
Arkansas
California
Connecticut
Iowa
Kentucky
Louisiana
Massachusetts
Michigan
Minnesota
New Jersey
North Dakota
Ohio
Texas
Utah
Virginia

New
Mexico

Source Griffin et al. (1998)
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number of their adolescent cases that were
transferred to an adult court. Even fewer states
reported “offense profiles, demographic charac-
teristics, or details regarding processing and
sentencing.” This makes it difficult to assess
historic changes in the treatment of children and
adolescents involved in the US criminal justice
system. Each state has different laws related to
juvenile jurisprudence. More problematic, there
are no national data sets that track adolescents
who have been tried and sentenced in the crim-
inal justice system in the USA (Addie et al.
2011).

The Numbers in Prison Are
Perplexing

Confinement, as a way of controlling crime, is
widespread and, in general, is used for both adult
and juvenile offenders. Facilities that confine
young offenders are not called jails or prisons;
they are often given names such as detention
centers, training school/secure facility,
reception/diagnostic center, and residential
treatment center. By the 1990s, these facilities
became a primary resource for controlling juve-
nile delinquency in many countries around the
world. Globally, this ripple effect caused by
changes in the USA is observable in the numbers
of adolescents in prison during this period.
Between the period 2004–2006 and the period

2011–2013, the number of young people in
prison between 12 and 17 years of age fell from
12 to 10 per 100,000 in this age group. This
translates into an estimated drop in the number
confined by law enforcement from 86,420 to
72,100. Prison populations under the age of 21 in
Ireland make up about 24.7 %, Scotland 18.8 %,
England 17.8 %, France 10 %, Italy 4.5 %, and
Finland 3.6 %, respectively. In Fig. 12.1, sig-
nificant increases in Central America increased
incarceration rates for all the Americas. In Eur-
ope, the juvenile prison population dropped by
more than 30 % in most subregions, with the
exception of Southern Europe (UNODC 2015).

If the range of age is increased to include
young people between 12 and 24, there were 1.6
billon young people globally. This converts into
an estimated drop in confinement in this age
group from 192,000 to 160,000 young in prison
worldwide. The world’s young offenders make
up a total population about the size of Orlando,
Florida, or the population of Sutton, the London
borough. This number does not include the
number of young people that have a case in a
juvenile court or are involved with social services
because of adolescent “unlawful” behavior
(UNODC 2015).

The numbers of confined young people are
not very reliable because many countries do not
report the numbers, or for that matter, data on
young people in their criminal justice system are
collected. In the USA, where the numbers are

Africa (10 
countries)

Americas(11 
countries)

Asia (16 
countries)

Europe (37 
countries)

Oceania (2 
countries)

Global (76 
countries)

2004-2006

2011-2013

Fig. 12.1 Juvenile prison
population, per 100,000
juvenile population, by
region (average for the
periods 2004–2006 and
2011–2013). Source United
Nations Survey of Crime
Trends and Operations of
Criminal Justice Systems
2015
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somewhat reliable, in 2013 (the latest data
available), a total of 54,148 adolescents were
held in publicly and privately operated juvenile
residential facilities. The number of adolescents
held in residential placement decreased 50 %
between 1999 (107,493 juveniles) and 2013
(54,148 juveniles) (Sickmund et al. 2015).

This has not been good news for all adoles-
cents. These numbers include a troubling trend.
When residential placement during 2011 was
examined by race and ethnicity, the rate of resi-
dential placement for African American youth
was 4.5 times the rate for white youth. The rate
of residential placement for Hispanic youth was
1.8 times the rate for white youth. As a group,
these adolescents have several important char-
acteristics in common (i.e., poor neighborhoods
and lack of resources) (Hockenberry 2014). This
is a condition that is found globally in systems of
youth justice. Adolescents from poor families,
who are also from a minority group that is dis-
criminated against in their community, make up
the majority of adolescents arrested and incar-
cerated by the youth justice systems.

Given the environmental background of the
adolescent offenders, as a group, they are already
at high risk of health disparities. Once an ado-
lescent is arrested, the risk of experiencing health
problems is increased. In adolescents, not only
health problems but also mental health problems
are compounded throughout the adolescent’s
lifetime.

Effects of Arrest: Institutional Risk

What should help shape our thinking is the
knowledge that the vast majority of adolescents
who violate a law or statue are never caught or
taken into custody. Despite one’s view of ado-
lescent criminal behavior, the juvenile justice
system has a separate and independent effect on
all aspects of the life of an adolescent taken into
custody. This effect of involvement in the crim-
inal justice system, aside from any punishment or
retribution, is almost always devastating to the
life-course trajectory of the adolescent. In par-
ticular, this is true for adolescents with few

resources and those with or developing a mental
health disorder. In the USA, the number of
adolescents diagnosed with “depression, anxiety,
attention, and thought disorders” is twice as high
as that found in the general population, approx-
imately 18–22 % (Grisso 2000). Amazingly, this
percentage does not include adolescents with the
diagnoses of “conduct disorders and substance
use disorders.” When you include these disor-
ders, the percentages increase to between 65 and
70 % of young people arrested each year in the
USA. Over 15 % of these young people have a
mental illness so severe: “It impairs his or her
ability to function as a young person and grow
into a responsible adult” (Hammond 2007).

The Effects of Incarceration
on Psychosocial Maturity

As one develops physically during adolescence,
one also develops psychosocially. Psychosocial
maturity is characterized by improvements in
perspective, responsibility, and temperament.
Furthermore, the developmental course of psy-
chosocial maturity is shaped and influenced by
normative variations in the adolescent’s social
context. In the case of juvenile justice, how does
an abnormal context, such as incarceration,
influence the adolescent’s psychosocial
maturation?

To answer this question, Dmitrieva et al.
(2012) used data from a 7-year longitudinal study
of 1171 adolescent males. They compared the
effects of confinement in a secure juvenile facil-
ity as opposed to residential treatment facilities
and examined whether the facility and age at
incarceration affected psychosocial maturity.
What they learned was that incarceration in a
secure facility had a short-term negative effect.
There was a decline in temperance and respon-
sibility. The total amount of time in a residential
treatment facility had a negative effect on the
developmental trajectory of psychosocial matu-
rity. Age at the time of the incarceration mod-
erated the effect of the incarceration for all
adolescents. Older adolescents experienced more
short-term negative effects of incarceration in a
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secure facility. Moreover, older adolescents
(more than younger adolescents) experienced
some short-term positive effects in a residential
treatment setting. Additionally, adolescents who
felt that the facility where they were confined
was unsafe showed a decline in temperance.

LGBTQ Health and Justice

There is a long-standing disconnect between the
reality of being an LGBTQ adolescent and the
juvenile justice policy makers, managers, and
staff (Himmelstein and Brückner 2011). Con-
temporary juvenile justice models are designed to
accommodate heterosexual staff and offenders.
Once adjudicated, LGBTQ youth experience bias
and discriminatory treatment. In too many cases,
this occurs within organizations and programs
that are unable to respond to the unique experi-
ences and circumstances of LGBTQ offenders
(Hunt and Moodie-Mills 2012). Consequently,
LGBTQ adolescents are another group that are
overrepresented and underserved in the juvenile
justice system.

LGBTQ adolescents, much like the hetero-
sexual adolescents, must navigate many chal-
lenges as they mature into adulthood. Yet, in
addition, LGBTQ adolescents must deal with
institutional discrimination because of their sex-
ual orientation and gender identity (Garnette
et al. 2011). They must deal with sexual, physi-
cal, and emotional abuse, both from peers and
family members (Birkett et al. 2009). Unlike
their heterosexual peers, however, LGBTQ ado-
lescents face numerous additional health risks,
for example, bullying, depression, substance
abuse, risky sexual behavior, suicidal thoughts
and attempts, running away, and homelessness
(Garofalo et al. 2006; Salomonsen-Sautel et al.
2008; Walls et al. 2010).

A condition that helps modify and even
inoculate the LGBTQ adolescent from the health
burden (e.g., mental and physical health) asso-
ciated with social stigma, rejection, and dis-
crimination is family support and acceptance.
High levels of family acceptance result in better
self-esteem, more general social support, and

better long-term health among LGBTQ youth
(Development Services Group, Inc. & United
States of America 2014).

When examining LGBTQ youth involved in
the juvenile justice system, it is clear that delin-
quent LGBTQ youth are treated more harshly
than their contemporaries. Compared to their
incarcerated heterosexual peers, LGBTQ youth
are more often held in secure confinement for
offenses such as school truancy, probation vio-
lations, running away, prostitution, and for their
own safety (Development Services Group, Inc. &
United States of America 2014). When LGBTQ
youth are taken into custody, they are twice as
likely as their heterosexual counterpart to have
experienced family conflict, child abuse, home-
lessness, and school expulsion. Of these adoles-
cents, some 26 % report being pushed out of
their home by their parents, by non-accepting
families (Holsinger et al. 2016). Alterative pro-
grams that should step into support these ado-
lescents, such as foster care, health centers, and
other youth-serving institutions, are all too often
unsafe for LGBTQ adolescents (Hunt and
Moodier-Mills 2012). Similar trends were
observed for school expulsion, juvenile arrest,
and conviction.

Reforms are needed in systems that provide
services to adolescents so as to better meet the
needs of LGBTQ youths: specific training for
juvenile justice personnel on the nature and
appropriate treatment and management of incar-
cerated LGBTQ youth; the development of
specific policies and procedures for interacting
with incarcerated LGBTQ adolescents; and
identifying and eliminating the discrepancy
between school disciplines imposed on these
LGBTQ adolescents as compared to their
heterosexual peers. At the macrolevel, federal
legislation is needed to prohibit discrimination
against LGBTQ in schools and in the juvenile
justice system. What is unassailable is the
knowledge that LGBTQ adolescents suffer dis-
proportionate educational and criminal punish-
ment than their heterosexual counterpart, an
inconsistency that cannot be explained by greater
LGBTQ engagement in illegal behavior and
activity.
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Juvenile Suicide in Confinement

The national data on suicide in the US general
population published by the National Center for
Injury Prevention and Control show that suicide
is the 2nd leading cause of death for those
between 15 and 24 years of age and suicide is the
3rd leading cause of death for those between 10
and 14 years of age. Suicide takes the life of
approximately 4600 young people a year or 10.9
per 100,000 adolescents. The most common
forms of suicide are firearms (45 %) and suffo-
cation (40 %). In addition to those who commit
suicide, approximately 157,000 young people a
year in this age group (ages between 10 and 24)
are treated at emergency hospital departments
across the USA for self-inflicted injuries.
Nationally, some 16 % of young people in
grades 9 through 12 have reported that they had
seriously considered suicide. Another 13 % of
students developed a plan. Of serious concern,
some 8 % of the adolescents in US high schools
(secondary education) reported attempting sui-
cide in the past year. These suicides are among
adolescents in the general population (Kann et al.
2014).

In the USA, there is no federal agency that has
the responsibility to keep records of suicide
among adolescents in juvenile detention facili-
ties. Consequently, we only have estimates not a
real count. An estimate based on scientific stud-
ies by Hayes (2009) suggests that the suicide
rates are more than four times higher for ado-
lescents in confinement than for adolescents in
the general population. This would be a rate of
approximately 45 per 100,000 adolescents in
confinement compared to 10.9 pre 100,000 for
adolescents in the general population.

A 2009 nationwide study, in the USA, found
that 48.1 % of all adolescents who committed
suicide while in legal confinement were in
state-run juvenile facilities. Many adolescents
committed suicide (39.2 %) in county-run juve-
nile facilities. Another 12.7 % of adolescent
suicide occurred in private juvenile detention
programs. Nearly 80 % of adolescents who
committed suicide were held in detention centers.
Virtually, all suicides in juvenile detention

centers took place in the first 4 months in
detention. More than 40 % of adolescent suicides
occurred in the first 72 h of the juvenile being
confined in a juvenile detention centers. The
average age of adolescents who commit suicide
while in confinement was 15.7. Some 70 % of
the victims were between 15 and 17 years of age.
While the majority of adolescents in the juvenile
justice system were African American (917 out
of 100,000 adolescents in confinement), Native
American (663 out of 100,000 adolescents in
confinement), and Hispanic (341 out of 100,000
adolescents in confinement), the vast majority
(68.4 %) of those committing suicide were
Caucasian (197 out of 100,000 adolescents in
confinement) and male (79.7 %). Roughly 70 %
of the adolescents who committed suicide were
confined for nonviolent offenses (Hayes 2009;
National Center for Juvenile Justice 2011). This
is a national disgrace. The vast majority of the
suicides among incarcerated youth are
preventable.

Mental Health Issues in Detained
Youth

When an adolescent’s behavior comes to the
attention of law enforcement, the behavior
should also be considered a likely symptom of a
health issue. This would necessitate, at the very
least, a biopsychosocial assessment to determine
the individual adolescent’s health, social service,
and mental health needs. Inadequate health care
for adolescents in confinement is a social justice
issue. Subsequently, the inadequate health care
contributes to a higher crime rate, disability, and
rate of mental illness as these adolescents reach
adulthood.

Generally, between 18 and 20 % of adoles-
cents in the US experience a mental health
problem. Among adolescents who were incar-
cerated (approximately 60,000 yearly), the
numbers of adolescents presenting with one or
more mental health problems approaches 70 %.
Co-occurring with delinquent behavior are often
mental health issues and prodromal symptoms of
a developing mental health problem.
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It is widely acknowledged that alcohol, other
drug abuse, and mental health disorders are linked
with risk factors that result in an unacceptable
burden of illness, disability, and death among
incarcerated adolescents. Likewise, in addition to
substance abuse, the most common mental health
disorders are as follows: ADHD (attention deficit
hyperactivity disorder), bipolar disorder, and
depression. Furthermore, as many as 93 % of
incarcerated youth have experienced one or more
serious traumas (Children’s Defense Fund 2012).

Despite the circumstances and conditions,
which contribute to delinquent behavior, this lack
of maturity in cognition is too often an impedi-
ment in emotionally charged situations. Because
adolescents are less capable of adequately regu-
lating emotions and actions, adolescents often
excerpt less self-control, making more risky
decision, and even get involved in behavior they
know will harm them. They often are
self-destructive and participate in self-harm.

Racial and Ethnic Disparities
in the Utilization of Mental Health
Services

Another serious public health problem that directly
harms racial and ethnic adolescents is the
underutilization of mental health services. This has
been a long-standing problem. Research continues
to find differences in mental health service use
across racial and ethnic groups. In a study of
high-risk adolescents, Garland et al. (2005)
reported that they looked at the case records of
1256 youths, 6–18 years of age, who received
services from agencies servicing children and
adolescents (i.e., alcohol and drug abuse treatment
services, child welfare, juvenile justice, special
education, and mental health service). They
reported that high-risk adolescents are about
one-half as to receive mental health services.

The lack of access and cultural norms con-
tinues to be a problem for minority youth. Fewer
racial and ethnic adolescents are referred for

mental health treatment, and when they are
referred, treatment varies depending on the par-
ents’ level of education and prior use of mental
health services. Among African Americans,
unlike whites, the more the education, the less
likely they are to use mental health services.
Even more frustrating, African Americans who
had used mental health services in the past were
less likely to be current users of mental health
services (Broman 2012). Because mental health
services can make such a positive difference in
the life-course trajectory of many minority at-risk
children and adolescents, these differences in
utilization must be resolved.

Given the reality of the high numbers of
mental health issues among arrested adolescents
and the propensity for arrested youth to
self-medicate; we argue, best practices, when
evaluating adolescents in detention is to screen
and assess for substance abuse, trauma, and
mental health problems. What is not in dispute,
substance abuse and mental health disorders are a
major challenge to a successful rehabilitation.

Mental Health Screening

Screening for substance abuse, trauma, and mental
health disorders should be standard part of the
protocol. If screening indicates a possible mental
health problem, screening should be followed by a
complete evaluation. Screening and assessment
need to occur as early in detention as possible. The
goal is to identify adolescents with serious mental
health disorders that could deteriorate or be exac-
erbated by incarceration. If indicated, adolescents
with a serious mental health disorder should be
transferred to a more appropriate facility.

A free rapid screen to begin the process of
assessing an adolescent for the co-occurring
disorders of mental health, substance abuse,
suicide risk, and trauma is available. Type into an
Internet browser the following: AC-OK-COD
Adolescent Screen to download the free screen
and a brief report on the metrics of the screen.
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Neuroscience and Adolescent
Criminal Culpability

Neuroscience was first applied to the legal defi-
nition of adolescent in 2005, when the majority
opinion of the US Supreme Court held that
“execution of offenders under the age of 18
violated the Eighth Amendment barring cruel
and unusual punishments” (Roper v. Simmons,
543 US 551). This ruling necessitated a shift
away from “criminality and punishment” to the
recognition that adolescents may not be fully
mature emotionally or they may be still devel-
oping cognitively. Nothing short of politics has
had a greater impact on how juvenile justice is
administered than neuroscience.

The Supreme Court, Neuroscience,
and Adolescents’ Criminal
Culpability

An evolving set of decisions by the US Supreme
Court, in part based on developmental science,
has reasserted the legal requirement for differ-
ential treatment of juvenile offenders as opposed
to adult offenders. The impact on juvenile law
and policy and general health will be important
for adolescents in the USA. In these Supreme
Court decisions, the majority opinion cited sci-
entific evidence on both behavioral and brain
development (i.e., immature cognitive function-
ing in juveniles). When the Supreme Court found
that execution of offenders under the age of 18
violated the Eighth Amendment (Roper v. Sim-
mons, 543 US 551), approximately 100 juveniles
were moved off of death row. Another Supreme
Court decision in 2010 (Graham v. Florida, US
560 2010) used neuroscience to rule that juvenile
offenders could only be sentenced to life in
prison without parole for homicide. An addi-
tional 100 juveniles serving a sentence of life
without parole for non-homicide offenses were
affected. This trend continued; in 2012, the
Supreme Court held that mandatory sentences of
life without parole for juveniles also violate the
Eighth Amendment, barring cruel, and unusual
punishments (Cohen and Casey 2014; Partridge

2013; Steinberg 2013). These Supreme Court
decisions have taken a first step, but the USA still
has a long way to go to be in compliance with the
1989 United Nations Convention on the Rights
of the Child (UNICEF 1989), which the USA has
not signed.

Adolescence Cognition and Maturity

The Supreme Court rulings, which basically
ordered that “adolescence” be considered a mit-
igating factor during the sentencing phase, based
their decisions on scientific evidence. The court
accepted the science on cognitive development
and maturity, which shows that during adoles-
cence, the older regions of the brain (the reptilian
brain) is the first to reach maturity. The higher
order association in the neocortex and limbic
brain (which is responsible for emotions), both
mature later. The neocortex is responsible for the
development of human language, abstract
thought, imagination, and consciousness. These
areas of the prefrontal cortex play an important
role in the regulation of behavior. Consequently,
in the heat of the moment, confronted by a
conceivable threat, in the company of peers,
adolescents may employ emotionally based
responses, which utilize less mature prefrontal
control leading to poor behavior choices. Ado-
lescents are more reliant on emotional regions of
their brain than on prefrontal control regions as
compared to adults (Bonnie and Scott 2013).

Subsequently, what makes life complicated and
difficult for adolescents is that they are often faced
with adult situations and problems. These adult
situations require maturity and self-control—a
response that adolescents can find difficult because
their higher order cognitive functions do not reach
maturity until they are in their early twenties
(Gogtay et al. 2004; Pfeifer and Allen 2012).

Age–Crime Curve

As a child reaches adolescence, there are marked
changes in behavior, some quite dramatic.
Physically, the child quickly turns into a little
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adult. In many ways, they are able to do what
adults can do. In other ways, decision making
and behavior are impaired by elevated risk taking
and the lack of mature judgment, self-control,
and impulsiveness, which depend on neurobio-
logical changes that will develop throughout
adolescence and young adulthood (Spear and
Varlinskaya 2010).

Probably, one of the best illustrations of this
lack of immature, emotional decision making,
and risk taking among adolescents is what is
known as the “age–crime curve.” It is an age-
and gender-related behavioral phenomenon. The
instances of criminal behavior increase rapidly
from age 12 and peak around 17, and then
decline rapidly (see Fig. 12.2). This graph
approximates the age range for males who were
arrested for a crime. By plotting offenders by age,
what we see on the graph is an “age affect” on
criminal behavior (Richards 2011). Using this
chart, among male children born today, between
6 and 7 out of every 100 will be arrested before
they are 18 years of age. Of those arrested, the
vast majority will be for nonviolent offenses.
However, slightly over 1 per 100 will be arrested
for a violent crime before they are 18 years of
age. These numbers are from the National
American data related to the age and crime index
collected and distributed by the Federal Bureau
of Investigation, Washington, D.C. (Federal
Bureau of Investigation 2014).

While Farrington’s curve is being used here to
illustrate this phenomenon in adolescence, the

relationship between age and crime is one of the
well-established tenets of criminology (Fagan and
Western 2005). Hirschi (the developer of “Control
Theory”) wrote that the age–crime curve is uni-
versal (Hirschi and Gottfredson 1983). Whereas
the graph is an expression of juvenile crime, keep
in mind that juveniles can be arrested for offenses
that are not an offense for adults. Additionally,
changes in legislation and public policy can
increase the contact between adolescents and the
police. A study by Farrell (2009), for instance,
which examined laws allowing police to use a
“move on” authority, found that adolescents were
disproportionately impacted along with other
groups, such as the homelessness.

What this curve also illustrates is that most
adolescents “grow out” of criminal behavior.
Based on self-report studies, 80–90 % of teenage
boys admit committing crimes that if caught would
have resulted in arrest and incarceration (Moffitt
1993). Therefore, the curve also suggests that more
boys will commit a crime than are incarcerated for
a crime (Scott and Steinberg 2008).

Although there are racial differences, almost
40 % of adolescents and young adult males in
the USA are arrested by the age of 23. In an
analysis of national survey data of adolescents
and young adults in the USA from 1997 to 2008,
Brame et al. (2014) found that:
• By 18 years of age, 30 % of African Ameri-

can teens, 26 % of Hispanic teens, and 22 %
of white teens had been arrested for a
non-traffic offense, at least once.

Fig. 12.2 An age–crime
curve for US males
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• By 23 years of age, 49 % of African Ameri-
can, 44 % of Hispanic, and 38 % of white
young adult men had been arrested for a
non-traffic offense.
As for adolescent and young adult females,

Brame and colleagues found that arrest for a
non-traffic offense increased between the ages of
18 and 23, respectively. Unlike adolescent boys,
there was a little racial difference in arrests. They
are as follows:
• By 18 years of age, arrest rates were 12 % for

white females, 11.8 % for Hispanic females,
and 11.9 % for African America females.

• By 23 years of age, there was slightly more
racial difference among the young women.
Roughly 20 % of white females, 18 % of
Hispanic females, and 16 % of African
American females were arrested.
These differences in age and crime are influ-

enced by many variables. This relationship between
criminal behavior and age is extremely important,
because it has been found to exist independently on
other influences such as poverty, lack of education,
growing up in a violent community, and lack of
social capital (Farrington 1986).

Ethical Issues About Neurosciences
and Juvenile Justice

Critics rightly point out that research from the
neurosciences can often be more influential than
the science would suggest. It certainly is not clear
whether neuroscience will ever be able to answer
questions about the culpability of juvenile
defendants or mitigate the culpability of juvenile
defendants. Given the current validity and relia-
bility of the science, critics question the useful-
ness. Neuroscience is not a tool or a science that
can replace or add to the psychosocial assess-
ments currently available and in use (Aronson
2009; Moreno 2009).

Accordingly, this lack of predictive accuracy
and reliability is the seed of the ethical issues.
Essentially, because there are so many other
factors involved in delinquent behavior, espe-
cially socioeconomic issues, it is the potential

harm that is of concern. If neuroscience becomes
developed enough to predict a person’s future
cognitive structure and behavior, the ethical
question becomes one of validity. Can cognitive
structure predict deviant behaviors and thinking?
Finally, if it is used to determine guilt or threat,
who will decide when and how to use that
information (Greely 2015)? Will there be false
positives?

Despite its shortcomings, the science contin-
ues to improve our understanding of the devel-
opment of cognition. Whether or not
neuroscience becomes a viable tool for predicting
behavior or whether it will be able to aid sen-
tencing or parole determination is yet to be
determined. Despite the questions, findings from
neuroscience do strongly support the
long-standing observation that there are major
cognitive differences between the adolescent
brain and the adult brain (Thayer et al. 2012).

Risks to Adolescent Health

All children, adolescents, and young people are
“resources to be developed” (Roth and
Brooks-Gunn 2003). In other words, children
and adolescents of both offender and
non-offender reflect the communities in which
they grow up. Communities shape families, and
families and the communities shape adolescent
development and behavior.

Girls, Health, and Juvenile Justice

Most of the factors and circumstances that
threaten the health of adolescent boys also
threaten the health of adolescent girls. Indeed,
while there are many similarities, there are sig-
nificant differences related to the impact of risks
on girls who are identified as “offenders.”
Knowledge of these differences is essential for
developing and identifying effective prevention
and rehabilitation programs for adolescent girls
and young women who are at risk and those who
are involved in a juvenile justice system.
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Research over the years has identified critical
protective and risk factors, which can increase an
adolescent’s chances of becoming involved in
the juvenile justice system (Ferreiro et al. 2012).
Risk and protective factors for adolescent girls
and young women can be categorized under
individual, family, peers, school, and community
(Lerner et al. 2007). First, the protective factors
will be presented; then, these will be compared to
risk factors. Using this approach, we start with
differences between girls who do not become
offenders and girls who become involved in
juvenile offending.

Adolescent girls and young women who do
not offend are distinct in that they have sup-
portive families. Parental discipline is consistent.
Their behavior is monitored. The girls have
positive bonds with family, school, and com-
munity (Mullis et al. 2004). Adolescent girls who
do not offend are girls with higher levels of
self-esteem and girls who score high on measures
of optimism and confidence (Bloom et al. 2002;
Cernkovich et al. 2008). Girls and young women
who are committed to academic pursuits and
participate in extracurricular activities in and
outside school, and associated with conventional
peers, typically do not become involved in
delinquent behavior (Cernkovich et al. 2008).
Mutuality and bonding are key factors in build-
ing resilience (Cherry and Dillon 2014). In
addition, adolescent girls with stable caregivers
(other than a parent) are less likely to be
impacted by a dysfunctional, unhealthy commu-
nity (Patterson et al. 1998).

Etiology of Adolescent Female
Offending

Probably, one of the most important things to
keep in mind when trying to understand girls
who are convicted of a crime is that typically
they have had a childhood with more disadvan-
tages than their male offending counterpart. In an
analysis of the Stockholm Birth Cohort Study
(which followed a group of girls and boys until
they were 48 years of age), Estrada and Nilsson
(2012) compared the social background and adult

living conditions of males and females who had
been convicted of a crime. Their findings were
conclusive: Females who had been incarcerated
as a group had experienced more disadvantages
during childhoods than the males who had been
convicted of a crime. These childhood disad-
vantages are well known, and the research has
verified their link to criminal conviction over
many generations.

Adolescent girls and young women who do
become involved in the juvenile justice system
have a number of characteristics in common.
Studies of adolescent risk factors in the USA
over the years have validated these risk factors,
for example:
• Poverty,
• Low socioeconomic status,
• Inadequate health care,
• Psychopathology and insufficient mental

health care,
• Trauma,
• Lack of adequate nurturing,
• Poor nutrition,
• Weak parental support,
• Poor parenting practices,
• Parental history of violence or involvement in

criminal activities,
• Communities with little social capital,
• Community violence,
• Racial disparities,
• Psychopathology,
• Child abuse (physical, sexual, and emotional

abuse),
• Large and impersonal school environments,
• School failure,
• Substance abuse,
• Immersion in a negative peer culture, and
• Tolerance of social deviance criminality

(Cernkovich et al. 2008; Foy, Ritchie and
Conway 2012; Goldner et al. 1988; Peters
et al. 2011; Kerr et al. 2014; Vagi et al. 2013).
In these studies, poverty was typically defined

as the parents’ income level. Socioeconomic
status was defined as the parents’ education and
occupational levels. The psychopathology
domain includes anxiety, depression, trauma,
PTSD, suicidality, and other mental health dis-
orders. These risk factors, which are preventable,
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affect the health and future of adolescent girls
and young women during adolescence and across
their life span.

Child Sexual Abuse and Adolescents

For a large number of children around the world,
especially among girls, child sexual abuse and
sexual assault are the first trauma and threat to
their short- and long-term health. These are not
small numbers of girls and boys who are sexually
abused. In a prevalence study of adolescents, the
question was asked: What is the probability of an
adolescent being sexual abuse and experiencing
sexual assault by the age of 17 in the USA? The
adolescents were contacted by telephone, and
self-report information was collected in 2003,
2008, and 2011, respectively. What was revealed
adds to the accumulated knowledge about the
negative effects on a lifetime experience with
sexual abuse and sexual assault during adulthood
(Finkelhor et al. 2014).

The incidence of sexual abuse and sexual
assault experienced by the age of 17 was 26.6 %
for girls and 5.1 % for boys, respectively. For
adolescent girls, the chances of experiencing
sexual abuse and sexual assault were 1 of 4,
whereas for boys, the chances of being sexually
abused and sexual assaulted were 1 of 20. When
the researchers looked at the difference between
those abused by adults and peers, 11.2 % of girls
and 1.9 % of boys in this cohort were sexually
abused and sexual assaulted by adults. This
indicates that peers are responsible for the
majority of the sexual abuse and sexual assault of
children and adolescents. Girls also experience
sexually abuse and sexual assault later in their
teens than boys. The occurrences increased for
girls from 16.8 % when they were 15 years of
age to 26.6 % for girls who were 17 years of age
at the time of the survey. For boys, sexual abuse
and sexual assault increased from 4.3 % at
15 years of age to 5.1 % at 17 years of age
(Finkelhor et al. 2014).

The actual numbers are certainly higher than
reported. Most researchers would agree that
individual information about past sexual abuse in

a self-report survey would typically be underre-
ported. Even so, these are appallingly high
numbers of sexual abuse and sexual assault
among children and adolescents in the USA. The
health burden among children and adolescents
from sexual abuse, a preventable crime, is
absolutely unacceptable.

Objectification Theory

One of the theories put forth to explain the
experiential consequences of being female in the
USA (i.e., the large numbers of sexual assaults
on females) is objectification theory. This theory
underlines a women’s experience as growing up
in a sociocultural context where the female body
is sexually objectified. A woman’s worth is
based on her body’s appearance and sexual
functions (Fredrickson and Roberts 1997). In this
environment, girls and women develop chronic
body and behavior checking. The purpose is to fit
into the concept of appearance and behavior to
increase their social worth, which in turn per-
petuates the objectification of all girls and
women. The accumulation of these sexist pres-
sures results in an increased shame, anxiety,
suicidality, cutting, self-harm, and reduced
motivation to compete with males, and it can
help explain mental health disorders, which
unduly affect girls and women (i.e., depression,
eating disorders, and sexual dysfunction)
(Fredrickson and Roberts 1997; Kerr et al. 2014).
The general effect of objectification has impli-
cations for the current health and life course of all
girls and women.

Sexually Abused Adolescents
in the Juvenile Justice System

Research over the years has confirmed the asso-
ciation between sexual abuse and trauma,
non-suicidal self-injury, post-traumatic stress
symptoms, and dissociation. When these associ-
ations were tested with a sample of adolescents
recruited from the juvenile justice system in the
USA, the researchers found that sexual abuse
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predicted post-traumatic stress symptoms and
self-injury over and above other forms of trau-
matic experiences. Youth in the juvenile justice
system who experience sexual abuse typically
have higher rates of post-traumatic stress symp-
toms (PTSD) (Chaplo et al. 2015). Interventions
that treat adolescence trauma among those in the
juvenile justice system could reduce the harm
and improve the life-course trajectory of those
who are sexually abused, as well as those who
have survived a life-changing traumatic experi-
ence, and as a result suffer from PTSD.

Adolescents Sexual Offenders

Sadly, both boys and girls who have been sex-
ually abused are frequently incarcerated for
committing a sexual offense against other chil-
dren and adolescents. These adolescents face
suspicion, reticule, and exploitation by staff and
peers when incarcerated. They are enveloped in a
cultural of bias that sets them apart from other
adolescents even as they are being victimized.
The question that must be asked is, are these
sexual offending adolescents victims or perpe-
trator? Although in most cases these sexual
offenders are both victim and perpetrator, little
research focusing on adolescent sexual offenders
has been conducted. A recent study by Van der
Put et al. (2014) found that while both boys and
girls who were incarcerated for a sexual offense
were very similar, girls who were incarcerated
for a nonsexual but violent offense were very
different from girls who were incarcerated for a
sexual offense.

Girls incarcerated for a sexual offense when
compared to girls incarcerated for a violent
offense had fewer antisocial friends and fewer
school problems such as being truant and drop-
ping out of school. Girls incarcerated for a vio-
lent offense had more family problems. They ran
away from home more often, and they were more
rebellious and more defiant of authority. Girls
incarcerated for a sexual offense were more often
socially isolated and were more often sexually
abused by a non-family member than boys
incarcerate for a sexual offense or girls

incarcerated for a violent offense (Van der Put
et al. 2014). Studies of this type are providing a
better understanding of the etiology of adolescent
sexual offending. With increased knowledge
about adolescents who are sexual offenders,
prevention and treatment programs can be
developed and improved. Without effective
treatment, the life-course trajectory of many
incarcerated adolescent sexual offenders is at risk
of a life of reoffending and subsequent
incarcerations.

Racial Health Disparities
in the Juvenile Justice System

There is no dispute that racial disparities per-
meate the current US juvenile justice system.
African American adolescents and youth of color
are arrested, convicted, and incarcerated in larger
numbers than other adolescents, particularly
white adolescent boys. Social scientist have long
recognized that race and ethnic groups in the
USA are arrested and incarcerated far more often
than adolescents identified as white. Similarly,
racial and ethnic minority in most countries
around the world typically experience more
severe justice and longer incarceration than those
in the majority. This disparity in the application
of punitive legal sanctions extends from the adult
into the juvenile justice system. The numbers of
minority adolescents arrested support such bold
and all-encompassing statements (Lacey 2013).

According to the US Bureau of Census in
2014, 63 % of the population was made up of
Non-Hispanic whites. Hispanics accounted for
17 %, African Americans 12.7 %, and Asian
5 %, and multiracial Americans make up 2.4 %
of the population. Yet, of the 1,508,636 people in
prison, whites (63 % of the population) account
for 34.4 % of people in federal and state prisons,
African Americans (12.7 % of the population)
account for 37.4 %, and Hispanic (17 % of the
population) made up 22.3 % of people in federal
and state prisons. On any given day in the USA,
60 % of all people in prison are people of color.
Looking closer at the numbers, 10 % of all
African American men in their thirties and 12 %
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of African Americans youth in their 20s are in
prison or jail on any given day (Carson 2015).

The racial disparities in the US justice system
are staggering. African American males have a 1
in 3 chance of going to prison in their lifetime.
African American women have a 1 in 18 chance
of going to prison during their lifetime. Hispanics
males who have 1 of 6 chances of going to prison
and Hispanic females who have 1 of 45 chances
are slightly less at risk of going to prison than
African Americans. The real disparity is between
whites, African Americans, and Hispanics. White
males have a 1 in 17 chance of going to prison,
while white females have a 1 in 111 chance of
going to prison during their lifetime. Adding to a
widening justice and health disparity, the US
Sentencing Commission found that African
Americans receive sentences that are 10–20 %
longer than those of whites for the same crime
(Sessions 2010).

The numbers of both adult and adolescent
offenders have declined. After hitting a high of
77,800 incarcerated adolescents in 1999, the
number of incarcerated youth had declined to
35,200 by 2013. Although the number of ado-
lescents transferred to adult prisons and jails to
serve their sentences has declined from 15,000 in
1997, there were still 5235 adolescents trans-
ferred to adult prisons and jails in 2014 (Sick-
mund et al. 2015).

Crime and Disadvantaged
Communities

Notwithstanding research that continues to
search for differences in individual biological and
psychological characteristics and markers to
explain criminal behavior, what is no long in
doubt is the important role that communities play
in racial differences in criminal behavior. When
this hypothesis was tested in the 1990s to vali-
date differences in the structural context of
communities, the researchers found that com-
munities with higher levels of disadvantage (low
social capital) had higher levels of crime than
communities with more advantages (high social
capital). Although more minority groups live in

these disadvantaged communities, such commu-
nities damage and injure minority and white
children, adolescents, and adults who grow up
and live in these communities (Krivo and Peter-
son 1996; Krivo et al. 2009).

Using instructional supports and social capital
as a framework to categorize these communities
has revealed institutional and ideological forces,
which makes it very difficult for adolescents to
navigate the transition into adulthood. To suc-
ceed in life, African Americans, Hispanics, and
other minority children, adolescents, and adults
who live in these ecologically dissimilar com-
munities must develop and manage multiple
cultures, develop strategies for overcoming cul-
tural hurdles, and secure and retain support from
institutions with adequate social capital
(Stanton-Salazar 1997). Consequently, because
white adolescents tend to live in communities
with more advantage and because African
American adolescents are more likely to live in
disadvantaged communities, research over the
years has shown that racial differences in crime
are heavily attributable to structural differences in
the communities in which adolescents and their
families live (McNulty 2001; Peterson 2012).

Living in a poor, dysfunctional community is
only one problem that plagues adolescent health
and their life course (Goldner et al. 2011). By
virtue of living in these communities, most
children will accumulate a number of
co-occurring problems by the time they reach
adolescent. Fundamentally, because crime
among adolescents typically emerge from an
combination of problems, and a lack of com-
munity resources, it could be observed that
adolescents often become as dysfunctional as the
community in which they grow up and live
(Garbarino 2009; Wright et al. 2014).

Parental Involvement in Juvenile
Justice

To this point in this chapter, parents and their
role in the juvenile justice system have not been
explicated, for good reason. Social researchers,
family advocacy groups, and criminologist have
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pointed out that there is a general lack of parental
involvement in the juvenile justice system. As a
result, the research is limited on the role of par-
ents and their capacity for contributing to the
prevention and rehabilitation of their children
(Burke et al. 2014). When the juvenile justice
system functions from an authoritarian focus
(i.e., to punish and control), families and parents
are not essential to incarceration and probation.
Even in the face of clinical, developmental,
sociocultural, and intervention theory, many in
the juvenile justice system do not include family
(Jacobs et al. 2011). To make the point more
clearly, if the goal of juvenile justice is to punish
and control, families have no role. If the goal is
to influence and improve the adolescent devel-
opment and level of social function, the parent(s)
involvement (if possible) is a significant
resource.

The role of parents in shaping adolescent
behavior can be subtle and crucial (Burke et al.
2014). In a study by Janssen et al. (2014), the
importance of parenting in reducing delinquent
behavior of their adolescent children was tested.
They used one of the well-known correlates to
examine parenting, the amount of time adoles-
cents spend in criminogenic settings and delin-
quent behavior. The study Janssen and his group
conducted, with a sample of 603 Dutch adoles-
cents 12–19 years of age, showed that “more
parental monitoring,” “more parental limit set-
ting,” and “a higher quality of the parent ado-
lescent relationship” were predictive of
adolescents spending less time in criminogenic
settings among adolescents. Conversely, when
parental limit setting was inadequate or nonex-
istent, and when the parent–adolescent relation-
ship was poor or strained, the time the adolescent
spent in criminogenic settings increased over
time.

A qualitative study by Elkington et al. (2015)
found basically the same family dynamics. When
the level of family function was lower, adoles-
cent risk behavior increased. When the quality of
relationships and communication between par-
ents and adolescents was poor, delinquent
behavior was high. When parents do not set
limits and monitor their adolescent’s behavior,

adolescents are disposed to be more delinquent.
The participation of families in family-based
interventions with their at-risk youth who were
on probation was able to strengthen family
functioning and decrease juvenile delinquent
behavior. The researchers also reported that the
families were willing participants and interested
in helping their at-risk adolescents, which could
be a mitigating factor. Of course, as we know,
many adolescents in custody do not have func-
tioning families. Where families are available
and willing to get involved with the juvenile
justice system to help their children, they need to
be cultivated, supported, and strengthened both
emotionally and financially by the juvenile jus-
tice system.

Preventing Delinquent Behavior

There is no question or argument about the need
for effective adolescent crime prevention pro-
grams to reduce the number of adolescents who
are arrested and incarcerated. Theoretically, pre-
vention programs are the best hope in the short
run, and if successful, they can improve the life
course of at-risk adolescents. The caveat is that
prevention programs can be effective and some
can be ineffective and even catastrophic. Evalu-
ations of the effectiveness of adolescent crime
prevention programs indicate some prevention
programs work, some are promising, and others
do not work. Some programs work for some
children and adolescents, and others do not or
have less than desired outcomes (Sherman et al.
1998). The question is, what works, for whom,
and under what conditions?

In the USA, as in other countries with
developed economies, reducing serious crime
depends on building effective prevention pro-
grams in urban communities where poverty is
highly concentrated. In general, interventions
such as behavioral-oriented programs, which
focus on parenting skills training, behavioral
modeling, and behavioral contracting, have pro-
duced the best outcomes. Multimodal programs,
or several programs, focused on an at-risk ado-
lescent carried out in the family context are more
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effective than individual- and group-based pro-
grams. Less intensive programs typically result
in better outcomes; however, the intensity of the
program needs to match the level of risk from the
adolescent (Vries et al. 2015).

Preadolescent programs designed to promote
normal and positive youth development, and
growth must begin with a solid foundation dur-
ing early childhood. Some of the most effective
early interventions are home visits for infants by
nurses and other professionals (i.e., psychologist
and social workers), preschool classes with
weekly home visits by preschool teachers, family
therapy and parent training for families with
at-risk preadolescents and delinquent youth,
teaching social competency, and coaching
high-risk children in thinking skills (Sherman
et al. 1998).

Program types that are growing in popularity
such as community courts and home detention
for youth still have not been subjected to rigorous
outcome evaluation studies. Although a few
programs have been evaluated that reduce violent
crime, only a small number are considered
effective and model programs; the vast majority
was found to be ineffective or promising. The
National Institute of Justice reported that among
394 programs evaluated, only about 21 % were
effective, 60 % were promising, and 19 % had
no effect (Office of Justice Programs 2015).

The absence of rigorous evaluations of most
of the programs dedicated to reducing juvenile
crime suggests that nationally, adolescent crime
prevention policies and programming (such as
prevention programs for adults) continue to be
politically and ideologically driven rather than
evidence-based practice (National Gang Center
2010).

Prevention Program that Work

There are 55 programs for at-risk children and
adolescents that have been evaluated and found
to be effective by the US National Institute of
Justice (Office of Justice Programs 2015). The
following are the examples of the programs:

• Adolescent Diversion Project (Michigan State
University) is a strength-based,
advocacy-oriented program that diverts
arrested youth from formal processing in the
juvenile justice system and provides them
community-based services.

• Adolescent Community Reinforcement
Approach is an outpatient program targeting
13–25-year-olds that aims to replace activities
supporting alcohol and drug use with positive
behaviors that support recovery.

• Adult in the Making (AIM) is a
family-centered preventive intervention
designed to enhance the family protective
process and self-regulatory competence to
deter escalation of alcohol use and develop-
ment of substance use problems.

• Big Brothers Big Sisters of America (BBBS)
Community-Based Mentoring (CBM) offers
one-to-one mentoring in a community setting
for at-risk youth between 6 and 18 years of
age.

• Multidimensional Family Therapy is a man-
ualized family-based treatment and substance
abuse prevention program developed for
adolescents with drug and behavior problems.
The program is typically delivered in an
outpatient setting, but it can also be used in
inpatient settings.

• Multidimensional Treatment Foster Care–
Adolescents is a behavioral treatment alter-
native to residential placement for adolescents
who have problems with chronic antisocial
behavior, emotional disturbance, and
delinquency.

• SNAP® Under 12 Outreach Project is a
multisystemic intervention for boys under age
12 displaying aggressive and antisocial
behavior problems.

Prevention Program That Do Not Work

Adolescent crime prevention programs that have
been rigorously evaluated and that clearly do not
worked are strewn across the landscape. Even
prevention programs that are popular may
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actually harm the adolescents they are trying to
help. There are 45 programs for at-risk children
and adolescents listed on the US National Insti-
tute of Justice Web site that have been evaluated
and found not to be effective (Office of Justice
Programs 2015). The following are the examples
of the programs:
• Taking Charge of Your Life (TCYL) is a

school-based universal substance abuse pre-
vention program that targets middle school
youths. However, outcome evaluations found
that the program had negative effects on stu-
dents who participated in it. Substance abuse
prevention programs can increase experi-
mentation among the children and adoles-
cents who participate (Cherry et al. 2002).

• Juvenile Boot Camps do more harm than
good. Many studies of juvenile and adult boot
camps have demonstrated that the rates of
reoffending to be higher for boot camp par-
ticipants than controls. The aggressive inter-
actions between staff and youth in boot camps
neither model pro‐social behavior nor help
develop empathy for others that at‐risk youth
need to learn. Meta-analyses show boot camp
and discipline-oriented programs for adoles-
cent offenders to be ineffective or increasing
reoffending by as much as 8 %. In contrast,
therapeutic services, such as restorative, skill
building, and counseling average between 10
and 12 % reduction in reoffending for par-
ticipating adolescents (Peters et al. 1997).
The US Department of Juvenile Justice does
not support and is prohibited from funding
any boot camp style program.

• The Scared Straight program is an example of
a prevention program that was harmful. The
Scared Straight program was started in the
USA in the 1970s. It is an intervention that
takes at-risk and delinquent adolescents on
prison tours where they are told about the
harsh reality of prison life from the inmates.
The intent was to make adolescents afraid of
being sent to prison, which was though would
prevent or dissuade them from future crimi-
nality. Scared Straight programs spring up all
across the USA, almost overnight. It was an
idea that policing authorities and parents

found irresistible, an idea that seemed logical.
Over 30 years passed before researchers
conducted a comprehensive study of outcome
data to determine effectiveness. When look-
ing at whether or not the program reduced the
likelihood of participating adolescents com-
mitting a crime after being exposed to the
program, the research findings revealed that
adolescents who participated in the program
were almost twice as likely to offend or
reoffend than those adolescent in a control
group (Petrosino 2000; Petrosino et al. 2002),
an unexpectedly dreadful outcome. The
Scared Straight program is ineffective at best
and counterproductive at worst. Yet, in 2016,
a quick search on the Internet shows that
number of Scared Straight programs were still
in operation and they are advertised as being
effective. On the same Web search, which
provided cites about the Scared Straight pro-
grams, the US Justice Department cite pub-
licly discourages the use of “Scared Straight”
programs (OJJDP 2010, 2011). The reason
for the continued operation of Scared Straight
programs is probably best illustrated by a
mother who said, “I feel like I’m at my wit’s
end,” before she sent her two adolescents to a
Scared Straight program. The programs are
still popular with many parents and local
authorities because parents turn to the police
when they lose control of their children (Yu
2014).

• Drug Abuse Resistance Education (D.A.R.E.)
programs have been one of the most com-
monly used prevention programs in the USA.
The D.A.R.E. program was started in 1983 by
Los Angeles Unified County School District
and the Los Angeles Police Department.
According to the official D.A.R.E. Webpage
(http://www.dare.org/), D.A.R.E. programs
are running in 75 % of school districts in the
USA. Additionally, the Web site claims that it
is operating in more than 52 countries around
the world. D.A.R.E. is a school-based
drug-use education prevention program
where community law enforcement officers,
rather than teachers, present the D.A.R.E.
curricular in a classroom setting. D.A.R.E.
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programs over the years have not been able to
demonstrate the ability to effect adolescents’
drug use. Evaluations found no differences in
adolescent participant’s use of cigarette,
tobacco, marijuana, or inhalants in the last
year or even in the past month. The program
did not improve attitudes toward police,
coping strategies, attachment and commit-
ment to school, rebellious behavior, or
self-esteem (Ennett et al. 1994; Harmon 1993;
Ringwalt et al. 1991). More recently, an
evaluation study of D.A.R.E. programs in
Brazil reported similar findings of ineffec-
tiveness (Shamblen et al. 2014).

Restorative Justice

One of the bright spots in juvenile justice is called
restorative justice. It is a growing movement that is
worldwide. Emerging in the late 1980s, restorative
justice theory continues to be a positive alternative
to the standard criminal justice response to an
offender. Restorative justice emphasizes the effort
to make whole the victim of criminal behavior
(Bazemore and Maruna 2009). Advocates believe
that this is best accomplished through a coopera-
tive processes that include both victims and
offenders (McAlinden 2011). This approach is
more comparable to the traditional welfare orien-
tation used in the past in youth justice than the
punishment-based correction approach.

Advocates also believe that restorative justice
offers “hope to communities both fearful of crime
and looking for more socially constructive
responses to crime” (Walgrave 2011, 2012). For
many, this is an element missing from adolescent
criminal justice. Thus, as the criminal justice
system begins moving away from a perspective
of punish and control, a restorative justice per-
spective could help reform and improve the
juvenile justice system. For many victims and
adolescent offenders, who live in a community
where there are restorative justice programs, the
criminal justice process often begins with a
restorative justice program.

Although restorative justice theory and prac-
tice have a number of critics and skeptics among

the punishment-based corrections sector, the
major hurdle could be the public perception that
restorative justice does not punish the juvenile
offender (Choi et al. 2012).

For a more detailed description of restorative
justice, see the chapter in this volume titled:
Restorative Justice and Adolescent Health, by
Stefaan Pleysier, Inge Vanfraechem, and Lode
Walgrave.

Letters from Prison

There are countless egregious stories of children
and adolescents with immeasurable disadvan-
taged who are taken into custody and whose life
course is set on an appalling negative trajectory.
One such story is described in an autobiography
written by a man who spends his childhood in
foster care, most of his adolescence in juvenile
detention, and much of his adult life in prison.
Titled In the Belly of the Beast: Letters from
Prison, this collection of letters written by Jack
Abbot and sent to Normal Mailer was published
in 1981 (Abbot 1981). It provides insight into the
mind of a foster child who became involved in
the juvenile justice system at a young age. Abbot,
a foster child, who spent most of his life in
juvenile detention and adult prison, ended his life
by committing suicide at the age of 37. He was
serving a life sentence for committing murder. It
is the story of grievous and cataclysmic failure of
the foster care and juvenile justice systems. It is
an account of seriously deficient systems, which
failed this child, adolescent, and society at large.

Abbot’s book is a chilling commentary on two
of the major programs providing services to the
most needy of adolescents in society. His book is
a warning about how bad things can get if we
continue to ignore adolescents in custody. Ado-
lescents who are subjected to a system of care
that is intrinsically harmful can result in
long-term emotional and mental health disability.

To introduce college students to the theoretic
paradigm of the life course construct, I ask the
question as follows: “If you were given a
six-week-old puppy and you mistreated and
abused the puppy for the next 12 months, how
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would you expect that environment of abuse to
affect the dog’s adult behavior?” The potential
negative impact on the health and life-course
trajectory of an adolescent taken into juvenile
custody cannot be overstated.

Finally, despite one’s view of adolescent
criminal behavior, the juvenile justice system has
a separate and independent effect on all aspects
of the life of an adolescent taken into custody. In
particular, this is true for adolescents with few
resources and those with or developing a mental
health disorder. In the USA, the number of
adolescents diagnosed with depression, anxiety,
attention disorders, and thought disorders is
twice as high as that found in the general popu-
lation—approximately 18–22 % (Grisso 2000).
Moreover, this does not include adolescents in
the system with the diagnoses of “conduct dis-
orders and substance use disorders.” When you
include these disorders, adolescents between 65
and 70 % of minors arrested each year in the
USA need mental health services. Over 15 %
have a mental illness so severe: “It impairs his or
her ability to function as a young person and
grow into a responsible adult” (Hammond 2007).

These threats to adolescent health and mental
health are only made worse by systems of justice
that ignore the concentrated disadvantages
among offending adolescents, and the unintended
consequences inflicted on vulnerable children
and adolescent who are caught offending.
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13Legalizing Marijuana and Its Effect
on Adolescent Behavior and Health
in the USA: Risk and Opportunity

Andrew L. Cherry and Mary E. Dillon

Marijuana and Adolescent Health:
The US Experiment

There is no adolescent malady that does more
damage or is more preventable than adolescent
substance misuse. If we are unable to reduce the
burden of substance abuse, it will be virtually
impossible to make progress toward improving
adolescent health in any meaningful way. The
apprehension over legalizing marijuana for adult
use in the USA is the concern, even fear, that
legalizing marijuana will increase the risk of
adolescent use, abuse, and dependence.

In 1937, Marijuana possession became illegal
in the USA. Nevertheless, the use of marijuana
was not eradicated. During the early 1950s,
marijuana was favored by jazz musicians and
beatniks. In the 1960s and 1970s, Marijuana
became the fundamental expression of rebellion
for the “hippie counterculture.” In 1996, Cali-
fornia legalized Medical Marijuana. In 2014,
Colorado legalized recreational marijuana. Mar-
ijuana is only the second drug to be legalized for
unsupervised adult use in US history, following

alcohol, which became legal after the ratification
of the Twenty-first Amendment in 1933. Unfor-
tunately, since then a great deal of misinforma-
tion about marijuana has been employed to shape
public health policy, criminal law, and culture.
The intent of the law was to prevent marijuana
from harming adolescents. Unfortunately, dis-
proportionate harm has been born by adolescents
because of the law. The question addressed in
this chapter is: How will decriminalizing the use
of marijuana impact adolescent use, dependence,
health, and life course in the USA?

There is no argument that in the USA, there has
been a major shift in public opinion about legal-
izing marijuana; this is evidenced by legalization
continuing to spread from state to state across the
USA. Basically, public opinion about the danger
marijuana poses to health and society has changed.
The vast majority of people today believe mari-
juana is less harmful than alcohol. The numbers
are reflective of a major shift in the public view of
marijuana. The first time Gallup pollsters asked
people in the USA if marijuana should be legal,
84 % answered “no.” Overtime, however, attitudes
began to change and approval of legalizing mari-
juana went from a low of 12 % in 1969 to a high
of 58 % in 2013 (see Fig. 13.1).

This change in sentiment, however, has not
lessened the concern about the risk of increased
adolescent use. No issue is more hotly debated
and contentious. Proponents and opponents of
legalization typically base their arguments on
health consequences and sequelae of adult drug
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abuse and addiction. The truth is no one can
predict the outcome. Older demographic and
prevalence research is not very useful because it
was gathered in a different legal context. Under
those circumstances, the norms around marijuana
use were highly influenced by the legal and
social consequences of use. How people will use
marijuana in their lives where it is available and
legal is still taking shape. For opponents, this
uncertainty is an argument against legalization.
Opponents predict marijuana abuse will increase.
Moreover, they predict marijuana will be more
available to children and adolescent, which will
result in more adolescent marijuana and drug
abuse.

While both sides are opposed to adolescent
use of marijuana, they differ on how legalization
will affect adolescent access. “Opponents of
legalizing medical and recreational marijuana for
adults predict that legal marijuana will be
diverted to adolescents, which in turn will lead to
increased adolescent marijuana use and subse-
quent psychosocial and health problems” (Joffe
and Yancy 2004). Proponents of legalization
argue that adolescents currently have unfettered
access to illegal marijuana, and legalization and
regulation will provide more controls. Moreover,

there is undisputable evidence that arresting a
young person for position of marijuana has a
negative effect on the adolescent in the present
and throughout their lives (Svrakic et al. 2011).
Both positions on legalization are logical, but
neither can be used to predict the effect that legal
marijuana will have on adolescent behavior and
health.

What can be used to help predict the effect of
legal marijuana is the experiences of 23 states
(out of the 50 in 2015) in the USA that have
legalized marijuana. To that end, in this chapter,
we will emphasize research and studies con-
ducted within states (in the USA) that have
legalized marijuana for medical use, or for
medical and recreational use. Longitudinal stud-
ies and population comparisons will be used to
examine differences in adolescent marijuana use
and abuse before and after legalization. The areas
covered are as follows: marijuana in context in
the USA; the cost of criminalization; adolescent
ease of access; risk factors for adolescent mari-
juana use; the self-medication hypothesis; con-
current use of alcohol, marijuana, and tobacco;
gender ethnic and racial differences in marijuana
use; and trajectory—effects of marijuana on the
adolescent life course.

Fig. 13.1 American’s views over time on legalizing marijuana. Source Swift (2013). http://www.gallup.com/poll/
165539/first-time-americans-favor-legalizing-marijuana.aspx
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Each of these sections will then be used to
inform a respond to the question: “How will
decriminalizing marijuana impact adolescent use,
abuse, health, and life course in the USA?”

Marijuana and Its Context in the USA

Marijuana has been well known in the USA since
colonial times. George Washington grew it on
his plantation. Based on his agricultural logs,
Washington seemed to be growing marijuana for
its medicinal properties. He recorded cutting out
male plants before they fully flowered. The rea-
son for cutting out male plants is to increase the
level for tetrahydrocannabinol (THC), the active
medical ingredient. Before the Civil War, mari-
juana was widely used for fiber and rope and
followed behind cotton as a cash crop for export.
Farming marijuana, however, has been against
the law in the USA since 1937, when it was
banned by congress under the Marijuana Tax Act
of 1937, which imposed exorbitant taxes on
marijuana production and use. There was oppo-
sition to the law; farmers and physicians opposed
the law that basically outlawed what the Ameri-
can Medical Association, at a congressional
hearing, described as a benign drug that had been
prescribed by doctors for centuries. Marijuana oil
and female flowers were widely used in medici-
nes, elixirs, and patent medicines in the USA and
around the world before 1937. A movie called
“Reefer Madness” (1936) became the “poster
child” for perceived dangers of marijuana. It
showed teenagers driven to crime and murder
after smoking a “reefer.” Subsequently, the
Controlled Substances Act of 1970 classifies
marijuana as a Schedule I drug (in the class of
drugs with heroin), because it was alleged to
have a high potential for abuse and “has no
acceptable medical use.”

Marijuana, although illegal in the USA, has
been available and easily obtained since the
1970s. Over several decades, marijuana has been
the third most popular recreational drug in the
USA, following behind alcohol and tobacco. In
2014, an estimated 120,460,000 (38 %) of peo-
ple over the age of 12 had smoked marijuana in

the USA. Some 25 million used marijuana in the
past year before the survey. At the time of the
survey, over 14 million people were estimated to
be using marijuana regularly—in spite of the
laws against its use. Some 7 % of people in the
USA over the age of 12 had used marijuana in
the past month, and 10–15 % of adults are
long-term users. The numbers that alarm oppo-
nents of legalizing marijuana show that among
8th graders, 7 % used marijuana in the past
month and 22.7 % of 12th graders used mari-
juana in the past month (Johnston et al. 2011).

Decriminalizing Marijuana

Theoretically, medical marijuana is being legalized
so that patients may benefit from its therapeutic
properties. Medical marijuana is prescribed to help
people cope with chronic pain, loss of appetite
accompanying serious illness, and other medical
conditions. Of course, commerce opportunities
related to legal marijuana in an already existing
illegal market, not to mention it would be a new
source of tax income for State and local govern-
ments, has not been lost on anyone. To be fair to
business entrepreneurs and politicians, most peo-
ple in the USA are tired of the legal harangue over
marijuana. The laws and punishment are rightly
viewed as more harmful than the drug. Almost
everyone sees the lunacy of making criminals of
people for the possession of marijuana.

The legalization of medical marijuana began
in 1996 when California voters passed, what was
known as Proposition 215, by 56 %. Known as
the Compassionate Use Act, like most medical
marijuana laws since, the California’s law allows
patients with a recommendation from a physician
and their primary caretaker to possess and culti-
vate marijuana to treat medical disorders such as
AIDS, cancer, migraines, muscular spasticity,
and other medical disorders. In states where
medical marijuana is available, physicians who
recommend marijuana are not punished and they
and their patients are not breaking the state law—
although they are breaking the federal law.
The US Attorney General, however, stated the
Justice Department will not prosecute a person
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for possession of marijuana if a state has
decriminalized it.

In 2015, medical marijuana was legal in 23
states and recreational marijuana was legal in
four of these states. Again, the essential question
for opponents of legal marijuana is: How much
will it harm health and increase adolescent
alcohol and other drug abuse? Keeping in mind
that after several years of declining use among
adolescents, some studies suggest marijuana use
could be slowly increasing. Opponents point to
these studies and think it is reasonable to expect
marijuana use to continue to increase among
adolescents if marijuana is legalized, and this
will result in an increase in adolescent alcohol
and other drug abuse and addiction.

These are legitimate concerns, which can be
somewhat addressed by studying adolescent
marijuana use behavior in pre- and post-legal
marijuana states in the USA. As a result, a great
deal of data has been collected about how
legalization is affecting people living in these
states, particularly adolescents.

Illegal for almost a hundred years in the USA,
marijuana was considered to be a drug such as
heroin and cocaine. Possession was illegal, and
people convicted of possession were severely
punished and imprisoned. This continues to be
the case in states where marijuana has not been,
at least, decriminalized.

Legalizing marijuana is a social and health
experiment because no one can say how it is going
to turn out. For one, legalization will radically
change the policing and judicial system. It will also
change the role of marijuana in the culture,
although in what ways and how much are unclear.
For many in the helping professions, the questions
about legalization of marijuana are focused on
health consequences. Opponents ask: Will legal-
ization of marijuana increase the use and abuse of
marijuana among adolescents because of increased
availability? What kind of health problems will be
created by increased regular and chronic use of
marijuana by adolescents?

Based on the assumption that marijuana use is
harmful to adolescents (Spetz 2014), opponents
of legalizing marijuana predict that marijuana use
and abuse will increase among adolescents when

states legalize medical marijuana and particularly
when states legalize recreational marijuana use
by adults. Legalizing marijuana, opponents
argue, is also sending the wrong message to
children and adolescents about the danger of
marijuana and other drug use.

Supporters of legal marijuana (who are also
opposed to adolescent marijuana use) predict the
current levels of adolescent use will change little.
Some adolescents will not use marijuana because
of the side effects. Others will not use marijuana
because they do not like the way it makes them
feel. Given the current environment, where ado-
lescents have unfettered access to illegal mari-
juana, if adolescents want to try it, they do. The
difference is that even a de facto decriminaliza-
tion of marijuana would reduce the legal
enforcement and criminal penalties that are used
disproportionately against minority adolescents.

Cost of Criminal Enforcement

Given the numbers of adolescents who use illegal
marijuana, and based on the fear that it will
increase adolescent marijuana access, use, and
subsequent health burden, a substantial number
of opponents continue to support the criminal-
ization of marijuana. They make the argument
that illegal drug dealers are easier than tax eva-
ders to catch and prosecute (Glaeser and Shleifer
2001). As such, supporters of legalizing mari-
juana point out that enforcement has been very
costly both in economic and in human terms
(Becker et al. 2006).

There is little argument that the number of
arrests for possession of marijuana is staggering.
The Federal Bureau of Investigation (FBI) collects
data for its Uniform Crime Reporting (UCR) Pro-
gram on people arrested, cited, or summoned for
an offense. The UCR reports the number of “Arrest
for Drug Abuse Violations” and provides the
number of arrest for “Sale/Manufacturing” and
“Possession.” For a baseline reference, over the
last 15 years, some 10 million people were arres-
ted for marijuana violations. That is approximately
one arrest in every 40 for a marijuana violation.
Some 75 % of those arrested and charged with
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marijuana possession were adolescents and young
people in their 20s.

These drug convictions are largely responsible
for the inordinate rates of incarceration in the
USA, which is among the highest in the world.
Of the approximate two million people in jails
and prisons in the USA, over 500,000 are
imprisoned for marijuana violations. Among
those arrested for a drug violation in 2012, as
reported by the FBI, 17.8 % of the arrests were
for “Sale/Manufacturing” of an illegal drug. Of
the remainder, some 82.2 % were arrested for
possession of an illegal drug. Some 42 % of all
drug arrests in 2012 in the USA were for mari-
juana possession (see Table 13.1).

Human costs are also unacceptably high.
Often hidden, the costs are difficult to put a dollar
amount on in terms of economic loss. The con-
sequences of an arrest for marijuana possession
can be severe and long lasting. Being arrested for
simple possession of even a small amount, in
addition to the criminal consequences and jail
time, could affect one’s eligibility for student
financial aid, employment opportunities, child
custody determinations, eligibility for public

housing, immigration status, and so on. Like-
wise, a failed drug test and/or drug violations
among people on probation and parole often
times result in many of the individuals being sent
back to prison.

In terms of financial costs associated with
criminal enforcement, an estimated $41 billion
yearly are expended to enforce US laws against
illegal drugs. Legalizing marijuana would reduce
state and federal expenditures in the USA
approximately $9 billion a year. In addition to
reducing the cost of enforcement, legalization
would generate tax revenue. It is estimated that
legalizing marijuana would result in approxi-
mately $18 billion in new revenue annually from
taxes derived from the sale of legal marijuana
(Miron and Waldock 2010). Yet, given costly
expenditures of public resources to stop mari-
juana use and despite eradication of marijuana
being a priority for law enforcement nationwide,
these efforts have not succeeded in reducing
marijuana availability or use in the USA.

Another serious failure of criminal enforce-
ment of marijuana laws is that it tears at our
moral fabric. Marijuana laws have been enforced

Table 13.1 Arrests for drug abuse violations by region

Drug abuse
violations

USA Northeast Mid-west South West

Sale/manufacturing Heroin or cocaine and their
derivatives

6.1 11.5 3.7 5.7 4.4

Marijuana 5.9 6.1 8.8 5.1 5.2

Synthetic or manufactured drugs 1.9 1.5 1.4 3.2 0.6

Other dangerous non-narcotic
drugs

4.0 2.2 4.8 3.5 5.3

Subtotal 17.8 21.2 18.8 17.4 15.5

Possession Heroin or cocaine and their
derivatives

16.5 17.2 9.8 13.6 24.0

Marijuana 42.4 46.9 51.9 51.0 22.1

Synthetic or manufactured drugs 4.5 3.1 5.0 6.1 2.9

Other dangerous non-narcotic
drugs

18.7 11.5 14.5 11.8 35.5

Subtotal 82.2 78.8 81.2 82.6 84.5

Total a (%) 100 100 100 100 100
aBecause of rounding, the percentages may not add to 100.0
Retrieved from http://www.fbi.gov/about-us/cjis/ucr/crime-in-the-u.s./2012/crime-in-the-UnitedStates-2012/persons-
arrested/persons-arrested
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in a manner that demonstrates pernicious racial
bias. A study of 10 million people arrested for a
marijuana violation (an average of about 700,000
arrests per year); over 7.5 million of those
arrested were African Americans. This is a rate
that is 3.75 times higher for African Americans
than for “white” people for a marijuana violation
(Federal Bureau of Investigation and US Dept. of
Justice 2013).

With decriminalization, a vacuum will be
created where services provided by the justice
system will no longer be appropriate or available.
In turn, this will create a need to redeploy
resources from enforcement to prevention, treat-
ment, and health programming to fill this lack of
adolescent health services.

Adolescent Marijuana Use in the USA

Since the 1970s, marijuana has been ubiquitous
in USA society and culture. Always the drug of
the outsider and the rebellious, in the US mari-
juana, has touched everything and everyone in
some way, but none more profoundly than ado-
lescents as a group. Consequently, over the
years, researchers have tracked adolescent’s
interest in marijuana by measuring adolescent’s
perception of risk associated with using mari-
juana. In other words, what message does
legalizing medical marijuana send to adolescents
when the “high perception of riskiness” is asso-
ciated with decreased marijuana use? Based on
this mechanism, opponents suggest that the
growing perception among adolescents, that
marijuana is a safe drug, may be the result of
legalizing medical marijuana. Opponents submit
that medication is something that is viewed as
good; labeling marijuana as medicine reduces
their perception of marijuana use as risky.

Understanding the effect of adolescent’s per-
ception of the risk of marijuana use, from a
mental health perspective, can be very useful.
Conditions and situations that increase or
decrease the use and abuse of any drug are
important for understanding the dynamics
underpinning adolescent marijuana use. Preven-
tion efforts depend on this type of information.

The Monitoring the Future Study (MTFS) is
conducted each year out of the University of
Michigan. These in-school surveys (started in
1991) collect data from approximately 50,000
8th, 10th, and 12th grade students. Based on the
findings from the 2013 MTFS report, marijuana
use among adolescents was declining in the late
1990s, but it began to increase again after 2008.
The percentages apparently have been increasing
slightly year after year since then. The study also
found that in 2013, 18.0 % of 10th graders used
marijuana in the past month (in 2008, it was
13.8 %) and 22.7 % of 12th graders (in 2008 it
was 19.4 %). Daily use among 12th graders also
increased from a low of 5 % in 2008 to 6.9 % in
2013 (see Table 13.2). A question on the survey
asked about access to marijuana. Among 12th
graders who were surveyed, 81 % reported that
marijuana was easy to obtain. Conversely, 8th
graders reported that marijuana was not easily
obtained. The MTFS found only 36 % of 8th
graders reported that marijuana was easy to get.
As opposed to the report of increased use, a
reduction in access is encouraging to many in the
fields of prevention and treatment of drug
addiction (Johnston et al. 2011).

The MTFS findings, however, have been
questioned. In another national survey, the
Health Behavior in School-Aged Children
(HBSC), the researchers (Brooks-Russell et al.
2014) reported a statistically significant decline
in marijuana use among this age group. Where

Table 13.2 Tends in
prevalence of
marijuana/hashish among
8th graders, 10th graders,
and 12th graders; 2014

Time period Lifetime (%) Past year (%) Past month (%) Daily (%)

8th graders 15.6 11.7 6.5 1

10th graders 33.7 27.3 16.6 3.4

12th graders 44.4 35.1 21.0 5.8

Source Johnson et al. (2015)
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the MTFS report showed 10th graders had
increased their use of marijuana from 13.8 % in
2008 to 18 % in 2013, the Brook-Russell HBSC
study found a decline in use from 34.6 % in 1998
to a low of 22.6 % in 2010 using marijuana.
Brook-Russell and colleagues also reported
declines in tobacco and alcohol use.

These inconsistencies, one group of
researchers reporting adolescent marijuana use
has increased and another group reporting it has
decreased, do not give one much confidence in
either report. It is interesting to note that both
groups found a decline in adolescent alcohol and
tobacco use and about the same percentages of
adolescents using marijuana.

One of the predictors of adolescent alcohol,
tobacco, and marijuana use as adults is the level
of use at a young age. Typically, if substance
misuse among young teens decreases, then use
rates in high school will decrease. Even a small
decrease in substance use by younger children
can foretell lower rates throughout the upper
grades as their influence affects peer’s use over
time.

To get some idea about future drug use by
adolescents, the HBSC is a good source for
information on drug use among children in the
6th and 7th grades. In the HBSC report, drug use
by 6th and 7th graders since 1998 shows a sig-
nificant decline. The reported overall rate of
tobacco use declined from 22.1 % in 1998 to
9.7 % in 2010. The overall “current alcohol use”
declined from 26.0 % in 1998 to 12.4 % in 2010.
They also found a decline in adolescents who
positively answered the question “ever been
drunk,” down from 28.7 % in 1998 to 15.8 % in
2010. And, in terms of marijuana use, in the past
year before the survey, there was a decline from
22.1 % in 1998 to 12.0 % in 2010. The declines,
however, were not as dramatic for African
Americans and Hispanics (Brooks-Russell et al.
2014).

In addition to reporting a significant decline in
tobacco, alcohol, and marijuana use, when drug
use is broken down by grade, the declines in

alcohol, marijuana, and tobacco use were greater
for 6th and 7th graders than older adolescents.
These declines over the years suggest that as
these 6th and 7th graders age into high school,
marijuana use among older adolescent students
should continue to drop. At minimum, given the
findings from the HBSC study, there should be
little increase among older adolescents and
young people in the future.

Brooks-Russell et al. (2014) attribute these
significant declines in alcohol, marijuana, and
tobacco use among adolescents since 1998 to the
national campaign to reduce nicotine addiction
(tobacco use), principally among adolescents.
The national campaign in the USA included a
national antismoking advertising campaign,
stopping cigarette advertising on television and
radio, and increases in the tax on cigarettes, bans
on smoking in public places, and a ban on many
other smoking behaviors (Lantz et al. 2000). If
the national campaign was indeed, preventing
adolescents from becoming addicted to nicotine,
this may, in part, explain why there was a
leveling off in adolescent-perceived risk and
disapproval of smoking tobacco among adoles-
cents (Johnston et al. 2011). This leveling off
trend in the adolescent’s negative view of
tobacco correlates with a reduction of resources
and interest in preventing tobacco use among
adolescents. Over the years, the campaign has
lost much of its energy and momentum. As the
campaign lost financial support, the message
about perceived risk and disapproval of tobacco
has become less effective with adolescents. If
there is a relationship between the national
campaign and a decreased drug use, we should
expect other drug use to increase as the
anti-smoking campaign becomes less effective.
Arguably, if funds are again increased for pre-
vention programs, the percentage of adolescents
who disapprove of tobacco should again
increase. Not to ignore the inherent difference, it
also suggests that prevention campaigns could be
used to reduce adolescent alcohol and marijuana
use and abuse.
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Adolescent Opinions About
Legalization

Adolescent attitude toward marijuana legaliza-
tion is another bit of information that will inform
our understanding of potential adolescent use.
Presumably, adolescents who support legaliza-
tion would tend to use marijuana more than
adolescents opposed to legalization. Palamar
(2014) tested this assumption using responses to
the question about legalizing marijuana from
11,594 students (collected in the years 2007–
2011) as a part of the MTFS. Palamar found that
a third of students thought marijuana should be
totally legal and 28.5 % thought that marijuana
should be considered as a minor criminal viola-
tion. More important for prevention program-
ming, 48.0 % thought that if marijuana were
legal it should only be legally sold to adults.
Some 10.4 % did not approve of selling mari-
juana to anyone. When opponents were exam-
ined by the subgroups of gender, race, religion,
conservatism versus liberal, urban versus rural
students, and friends who approved of marijuana,
the results were what would be expected. Males,
African Americans, and urban students tended to
support legalizing marijuana. Females, religious
students, and students with friends who disap-
proved of legalizing marijuana were not inclined
to support legalizing marijuana.

There was another interesting finding among
the adolescents in this study. If the adolescents
were recent or frequent users of marijuana, they
tended to strongly support legalizing marijuana.
In the group, who had never used marijuana,
only 16.7 % supported legalization (Palamar
2014). This is interesting because similar asso-
ciations have been identified among adults, when
asked about their opinion on legalizing mari-
juana. Research shows that people with more
familiarity and experience with marijuana tend to
support legalization of marijuana.

Williams et al. (2011) reported that people
who had used marijuana in the past largely
supported legalization of marijuana, even if they
no longer used it. People’s opinion was also

affected by the length of time that they had used
marijuana. In this sample of adults, the longer a
person had used marijuana the more likely they
were to support legalization. Such findings seem
to suggest that the more familiar a person is with
marijuana, the more likely they are to support
legalization. These findings may be a little sur-
prising. The researchers report that “those who
have used marijuana believe it to be a mild drug
with little downside compared to alcohol and
tobacco.”

State Medical Marijuana Laws
and Their Effect on Adolescent
Marijuana Use

Both opponents and advocates of medical mari-
juana agree on the need for laws to prevent
adolescents from using and abusing marijuana.
Of course, the difference is that opponents think
medical marijuana will lead to increased mari-
juana use and abuse among adolescents. This is
an important issue, one which opponents feel, if
true, would sway public opinion about the harm
that could be done by legalizing medical mari-
juana. As a result, a number of studies completed
since 2010 looked at states that legalized medical
marijuana.

One of the early studies compared the first 16
states to legalize medical marijuana to marijuana
use among adolescents in states that had not yet
legalized marijuana. The data used in the analysis
came from the National Survey on Drug Use and
Health conducted annually from 2002 to 2008. It
is a representative sample with state-level data on
23,000 12–17-year-old adolescents (Wall et al.
2011). The researchers were expecting higher
usage and a drop in perception of risk among
teenagers in states that had legalized medical
marijuana. What they found only partially sup-
ported their hypothesis. In this study of adoles-
cent marijuana use, the overall average of
marijuana use for all years and all states was
7.5 %. When analyzed by groups of users and
nonusers, there was an overall higher average for

274 A.L. Cherry and M.E. Dillon



adolescent marijuana use in the 16 states that had
legalized medical marijuana (8.68 %). In the 34
states that had not legalized medical marijuana,
the average was 6.94 %, a rather small difference
of 1.7 % but does show a difference.

The problem with this study is that there were
several states that did not have medical marijuana
laws but had higher than the national average
percentage of use (i.e., New Hampshire 9.50 %
and Massachusetts 9.34 %) than states with
medical marijuana laws. In addition, there were
three states with medical marijuana laws that fell
below the national average of 7.50 % (i.e., Ari-
zona 7.35 %, New Jersey 6.43 %, and California
7.30 %). California was the first state to legalize
medical marijuana in 1996.

Wall et al. (2011) concluded that based on
percentages and averages there was higher ado-
lescent marijuana use and lower perceptions of
risk in states that had legalized medical mari-
juana. Because percentages do not account for
other influences, Wall and colleagues offered
three possible explanations for their findings of
increased use: (1) Passing medical marijuana
laws may have indeed caused the increased use;
(2) states with higher percentages of use may be
more likely to enact medical marijuana laws; and
(3) there are other influences that could be
effecting adolescent marijuana use in addition to
medical marijuana laws, such as social norms,
and state differences.

Wall’s study was a good start. Moreover, it
motivated other studies. One in particular
addressed Wall’s third explanation and asked:
What would the percentages of marijuana use
look like if the analysis controlled for state
characteristics and measurement error? The dif-
ferences found by Wall and colleagues were
small, making it possible that measurement error
could explain differences this small.

To test the question, Harper and his team of
researchers (2012) moved the analysis of the data
study beyond simple descriptive information by
controlling for individual state characteristics that
could distort the difference in percentages
between states with medical marijuana laws and
states with no medical marijuana laws. They used
a more recent version of the same national

survey: the 2002–2009 National Survey on Drug
Use and Health for their state-level estimates of
marijuana use (SAMHSA 2014).

Accounting for differences in state character-
istics and measurement error in this study did
have an important impact on estimates of the
influence of state medical marijuana on adoles-
cent marijuana use. In fact, when Harper and his
team did a multivariate analysis of the data used
by Wall and colleagues, they found a small
decrease in the past-month use of marijuana
among adolescents by 0.53 % in states that had
legalized medical marijuana. Moreover, they
found no change in “perceived riskiness of
monthly use.” They concluded that when state
characteristics were controlled for with a multi-
variate analysis, there was very little evidence
that states with medical marijuana laws experi-
enced an increase in adolescent use. They
reported no evidence of increased use among
adolescents in states with medical marijuana laws
or for any other age group in those states.

In another study, Lynne-Landsman (2013)
used a different database, the Youth Risk
Behavior Survey to determine whether medical
marijuana laws have caused an increase in mar-
ijuana use among adolescents in states that had
recently passed medical marijuana laws (i.e.,
Montana, Rhode Island, Michigan, and Dela-
ware). For these states, there is before and after
data related to: (1) the passage of medical mari-
juana laws and (2) adolescent use in the years of
2003–2011.

Using these data and based on 40 pre- and
post-planned comparisons across states, there
was no significant evidence of medical marijuana
laws influencing self-reported prevalence or fre-
quency of marijuana use. Lynne-Landsman
(2013) concluded from her analysis that medi-
cal marijuana laws “have not measurably affected
adolescent marijuana use in the first few years
after their enactment.” Even though after medical
marijuana laws are more fully implemented,
longer-term results could be different than the
experience to this point. These studies strongly
suggest that it is unlikely adolescent marijuana
use will increase in any meaningful way when
medical marijuana laws are passed in a state.

13 Legalizing Marijuana and Its Effect on Adolescent Behavior … 275



Adolescent Marijuana Use and Ease
of Access

Will legal medical marijuana increase adolescent
access? This is another important question about
a position all agree on. Legal marijuana should
not be diverted to adolescents. To prevent the
illegal use and specifically adolescent use of
medical marijuana, states impose strict controls
over growth and the sale of marijuana (Pudney
2010).

Friese and Grube (2013) sought to address the
question about the impact on adolescent access.
Using survey data from Montana, they examined
county-level archival data, which included the
number of residents who voted for legalized
marijuana in Montana, and the number of med-
ical marijuana cards issued in each county in the
state. Paring these numbers with lifetime and
30-day marijuana use from 17,482 adolescents
(13–19 years of age), Friese and Grube found
that there was no difference in the adolescents’
perception of ease of access in Montana. The
conclusion was that perceived ease of access
among adolescents is associated with an overall
normative environment where the population is
“more tolerant of marijuana use.”

Arguably, one could observe that it would be
difficult for medical marijuana laws to cause a
major increase in Marijuana use among adoles-
cents in the USA primarily, because marijuana is
available to adolescents across the USA. Con-
sequently, virtually all adolescents who want to
try it or who use it are doing so. For adolescents,
the laws that prohibit adolescent use do not
change when medical marijuana becomes legal
for adults. What does change is the decline of
adult contact with criminals and a criminal
environment where marijuana and other more
harmful and addictive drugs are sold.

Even when legal for adults, a substantial
percentage of adults and adolescents will not use
marijuana because of the paradoxical effect,
which can result in short-term anxiety and panic
attacks. Other people simply do not like mari-
juana intoxication or do not think it is worth the
trouble and effort. What is clear, people who do
use the drug regularly report feeling less pain and

despair. Patients using medical marijuana typi-
cally are trying to regulate their affect. They are
attempting to improve their level of functioning.
They are not using the marijuana to get “high and
to party.”

Risk Factor for Adolescent Marijuana
Use

A public focus on the effects of legalizing mar-
ijuana on adolescent access and use is important;
however, other conditions and risk factors that
drive adolescent marijuana use and abuse are
also important. Risk factors (that do not include
legalization) have been identified consistently in
the research (van den Bree and Pickworth 2005).
They are as follows:

1. Low levels of pro-social activities;
2. Poor control of emotions, depression, and

anxiety;
3. Limited inner resources to cope with psy-

chological stress, poor self-concept, rebel-
liousness, and unconventionality;

4. Poor academic performance, low connected-
ness to school, and dropping out of school;

5. Lack of positive family structure and rules,
family conflict, poor family bonds, and poor
parental supervision;

6. Use of other drugs, drug-using friends and
peers, delinquency, precociousness, and
risk-taking behavior;

7. Low religiosity; and
8. Living in disadvantaged neighborhoods.

Peer and parental influences have been by far
the better predictors of marijuana use and abuse.
Even so, it is not quite that straight forward. Peer
influence on adolescent intentions to use mari-
juana is a risk factor to the degree that an ado-
lescent may be ambivalent about trying
marijuana. Similar to many other situations,
peers and parents have the most influence during
periods of ambivalence. What’s more, high
adolescent ambivalence about the risk of using
marijuana tends to minimize a positive view of
marijuana by friends and peers. When
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adolescents associate with friends and peers who
have a positive view of marijuana, the norms and
marijuana use by friends are the better predictors
of attitude and intentions to use marijuana than
legalization (Hohman et al. 2014).

One of the problems with the research on peer
influence and marijuana initiation and use is that
the research does not consistently find that
friends and peers have a significant influence on
marijuana initiation. Social network studies
consistently find that friends and peers play a
significant role in virtually all adolescent sub-
stance use but not marijuana. In the case of
marijuana, the inconsistency has been confusing
to researchers and not very helpful in planning
prevention programs. If we keep in mind, how-
ever, that there are many types of friendships and
different social networks that each person
belongs to, and functions in, friendships that
affect marijuana use probably play out in several
different ways from other illegal drugs. Tucker
et al. (2014) found two types of friendships that
affect marijuana use. One type of friendship is a
reciprocal relationship, characterized by close-
ness and trust. The other type of friendship that
was found to be significant involved the
dynamics of adopting friends’ marijuana use as a
way of increasing one’s status.

Social Influence on Substance Use
Behaviors

The social ecological model proposes a system
where there are multiple levels of influence that
shape human behavior (i.e., broader sociocultural
factors, institutional context, and interpersonal
interactions). Over the years, research has vali-
dated numerous social factors that have influ-
enced adolescent substance use behavior, which
included marijuana use. On the macrolevel,
research suggests that the larger cultural views
about substance use and the way in which the
media portrays substance use influence the view
and behavior of adolescents (Morgenstern et al.
2013). Public policies such as legal age for pur-
chase and high taxation on cigarette and alcohol
have an important role in adolescent behavior

and perception of drugs and use of substances
(Bader et al. 2011). Modeling the drug-using
behavior of parents, sibling, friends, and peers
tends to be a strong predictor of early drug use
(Ennett et al. 2010). Norms and the behavior of
members of the adolescent’s primary social
group regarding drug use is a very powerful
influence on drug access, experimentation, and
use and abuse (Eisenberg and Forster 2003). The
school environment is one of those conditions
that contribute to student substance abuse.
Restrictive use policies and consequences are
associated with lower adolescent substance use
(Evans-Whipp et al. 2007).

Juvenile justice involvement is another envi-
ronmental condition that is associated with
increased adolescent drug use. Criminal
involvement and substance use tend to be asso-
ciated with gender, race, and income. Past
research has been generally consistent in finding
that past arrests for any offense were a strong
predictor of recent drug use, particularly mari-
juana use. Furthermore, Quinn (2014) reports
that compared to white youth in the juvenile
justice system, African Americans were less
likely to report any substance use, and Asian
Americans and Hispanics were less likely to
report alcohol or marijuana use. These numbers
are a bit distorted because the probability that an
adolescent will report illicit drug use decreased
as their family income increased.

In prevention programming, knowing the
strength of the influence of social environments,
which affect adolescent drug use, can help esti-
mate risk of early drug initiation and use. Social
factors also have a major role in adolescent
health behaviors (which include substance use)
and other developmental health issues unique to
adolescence (Christie and Viner 2005).

How decriminalizing marijuana, as a social
message, will influence adolescent’s perception
and problematic use is still unknown? Given the
research to date on the effect of legalizing med-
ical marijuana in some states, legalization does
not appear to have had much effect on adoles-
cent’s perception and use. One explanation for
the lack of effect on adolescent marijuana use is
that while access to marijuana may increase for
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some adolescents because of legalization, adult
use is typically among those with chronic med-
ical problems. These are adults that do not inspire
adolescent to emulate their marijuana use.

Interpersonal Influence on Marijuana
Use Behaviors

One of the major links between personality and
substance use is expectancy. Explained by the
acquired preparedness model, frequency of
marijuana use (for instance) is in part moderated
by expectancies. In a study by Bolles and asso-
ciates (2014), tension-reduction expectancies
were shown to be involved in mediating the
relation between impulsivity and marijuana use.
Expectancies and impulsivity levels were repor-
ted to predict marijuana use. When expectancies
were elevated or increased, impulsivity was
strongly related to increased use of marijuana.
Impulsive individuals are very likely to use
substances when they have positive expectancies
about them. The researchers concluded that
impulsive individuals are at high risk of prob-
lematic use particularly when they have a posi-
tive expectation of marijuana or other drugs that
will modify their impulsive behaviors.

The mechanism of tension-reduction
expectancies is particularly strong in people
who find that marijuana improves their mood. It
has a positive effect on their physical and emo-
tional sense of well-being. This would explain
why impulsive people are at high risk of mari-
juana use. It also suggests that mental health
disorders can drive marijuana use among people
who find it improves their affect and mental
health. Twin studies are used to help us answer
these types of questions and to separate behav-
iors that are the result of genetics from behaviors
that are shaped by the environment. In one such
study of female twins, Kendler and Prescott
(1998) found that, in general, genetic risk factors
such as mental health disorders had a modest
effect on the risk of twins ever using marijuana.
These same genetic risk factors, however, are
strongly associated with the heavy marijuana use
and dependence among twins. The role of the

family and social environment was interesting in
that they increased the risk of twins ever using
marijuana, but did not increase the risk of heavy
use or dependence among twins. These findings
suggest that adolescents with more access to
marijuana are more likely to try it. These findings
also suggest that access is not the cause of heavy
use and dependence. Genetic factors such as
mental health disorders were associated with
heavy marijuana use and dependence among this
group of twins.

The Self-Medication Hypothesis
of Addiction and Adolescents

The self-medication hypothesis of substance abuse
emerged from drug treatment clinicians, who
observed that many people treated for an addiction
became addicted because they discovered that
specific drugs relieved or reduced their physical or
emotional pain (Khantzian 1997, 2003). It is a
logical and compelling argument in a society
where a pill or some other forms of medication can
fix just about anything that is wrong with a human.
Yet, logic does not settle the controversy about
addiction being the cause or consequence of drug
use (the debate about which came first the
physical/emotional pain or the addiction).
Research has not satisfactorily answered the
question either. While some studies that tested the
cause or consequence question have found support
for the self-medication hypothesis of addictive
disorders, other studies have not, and some found
evidence of both cause and consequence (Blume
et al. 2000; Suh et al. 2008).

The link between anxiety, depression,
co-occurring disorders, post-traumatic stress
disorder (PTSD), human immunodeficiency virus
(HIV), and substance use has been observed in a
number of studies. The work by Weiss and
associates (1992) found that most hospitalized
drug abusers reported they self-medicate to
manage depression and experienced an elevated
mood when using marijuana or other drugs.

In a NIMH-funded qualitative study to evaluate
the self-medicating hypothesis among dual-
diagnosed homeless individuals, Henwood and
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Padgett (2007) found that when self-medicating
behavior is defined as using drugs to cope with
symptoms of mental disorders, only 15 % of
responses agreed that they self-medicated. In con-
trast, when self-medicating behavior was defined as
using substances to cope with painful emotions,
more than 50 % of the respondents agreed that they
used drugs to self-medicate.

In terms of specific emotional pain such as
depression, the effects of marijuana are mixed. In
one study (Arendt et al. 2007), participants ten-
ded not to use marijuana as a means of
self-medicating depression, but they did
self-medicate with marijuana to help control
aggression. A side effect on some that reduces
aggression is significant and could be important.
In other studies, there are some reported benefits
of marijuana for self-medicating depression with
marijuana, or that marijuana use did not lead to
increased depression (Pedersen 2008). In the vast
majority of the studies involving depression and
marijuana, marijuana use was reported to be
associated with depression not a cause of
depression.

PTSD and Marijuana

As for other mental health disorders such as
PTSD, research on the positive effect of
self-medicating with marijuana is more conclu-
sive. PTSD is one of the disorders that allow
state residents to legally buy medical marijuana
in states that have legalized medical marijuana.
Prior research has consistently shown that people
with more severe PTSD use marijuana more
frequently than people with less severe PTSD
symptoms (Bonn-Miller et al. 2014). In another
study of people treated with D9-THC (an orally
absorbable compound), the treatment produces a
“statistically significant improvement in global
symptom severity, sleep quality, frequency of
nightmares, and PTSD hyperarousal symptoms.”
Importantly, the treatment was found to be safe
and well tolerated by patients with chronic PTSD
(Roitman et al. 2014).

Similar findings have been reported among
combat veterans. In a study of combat-exposed

male veterans (who used marijuana at least once
a week), who were compared on the magnitude
of self-reported PTSD symptoms, the findings
indicate that combat-exposed veterans, who use
marijuana regularly, increased their use when
their PTSD symptoms increased and their
expectancy was that marijuana would relieve
their PTSD symptoms (Earleywine and Bolles
2014). Adolescents report using alcohol and
marijuana in much the same way, to reduce the
symptoms of trauma and PTSD. Adolescents
exposed to trauma are more likely to use alcohol
and marijuana than peers and friends who were
not traumatized (Allwood et al. 2014). The
authors suggest that children and adolescents
who are exposed to trauma could benefit from
early health and mental health interventions, as a
possible mediator in the development of PTSD
and substance use disorders. Research findings
from Allwood and associates also support the
hypothesis that one of the symptoms of PTSD is
marijuana use.

HIV/AIDS and Marijuana

Adolescents, young adults, and adults who
become infected with HIV typically experience
symptoms of anxiety, depression, pain, and other
serious biopsychosocial problems. Marijuana is
used as treatment to reduce the severity of the
symptoms. As a treatment, research on marijuana
and HIV/AIDS typically finds that around half of
the people infected with HIV/AIDS use mari-
juana to help manage their symptoms. On further
inspection, however, the use of marijuana to
manage HIV/AIDS symptoms seems to vary by
symptom. For instance, HIV/AIDS-infected
individuals who reported severe depression are
more likely to use only FDA-approved antide-
pressant medication than marijuana to treat their
depression. Among those who do report using
marijuana to help manage their depression, they
also reported symptoms of pain and anxiety.
People infected with HIV/AIDS who report
severe pain are more likely to use only
FDA-approved analgesic medication than they
are to use only marijuana. They also were
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significantly more likely to use only marijuana
than other illegal drugs (Smith 2013). As a result,
in order to provide an additional medical treat-
ment for people infected with HIV/AIDS, this
infection is one of the medical conditions that
make and individual eligible for a Medical
Marijuana Card (or some other type of certifi-
cation) in states in the USA that have medical
marijuana laws.

This certainly could be the reason that
HIV/AIDS-infected adolescents use marijuana.
Self-medicating with marijuana to deal with
psychological distress has been observed for
some time (Murphy et al. 2001). Essentially, this
is referred to as the affect regulation model.
A need to self-regulate one’s affect is likely, a
leading cause of adolescent marijuana use. The
desire to maintain or elevate one’s mood was the
primary reason adolescents gave for frequent
marijuana use. Shrier et al. (2014) found that
negative affect was significantly higher before
the adolescent-used marijuana compared to other
times. Possibly more important, researchers
found an increase in positive affect after mari-
juana use.

As the medical use of marijuana evolves, it
will become clearer on how it will be used. Once
the human ailments that are best treated with
marijuana—and ailments not helped by using
marijuana—are identified, most likely marijuana
will be consciously integrated into a person’s
regiment of daily medication.

Adolescent Drug Use into Adulthood

There are countless reasons why adolescents
should not have legal access to marijuana; one of
them is concern over the consequences of mari-
juana use on the adolescent’s life trajectory.
Generally, drug use in adolescence has been a
strong indicator of drug use as an adult (Guy
et al. 1994). Thus, concern about chronic drug
use in adolescence is warranted.

From a mental health perspective, however,
the use of marijuana by an adolescent to manage
their affect indicates a need for a full mental
health assessment. Untreated mental health

disorders in adolescents often result in mental
health disorders in adulthood. It is no surprise
that middle school students who have a history of
solitary drug use may be at a higher risk to use
drugs as young adults. What may be a bit sur-
prising is that among sixth- to seventh-grade
students who had ever drunk alcohol, 25 %
reported a history of solitary drinking and 31 %
reported solitary marijuana use. Compared to
adolescents who were social-only users, solitary
users had higher positive expectations of their
drug than social-only users. Solitary users also
reported more negative consequences (Tucker
et al. 2014).

Early onset of drug involvement (including
alcohol and tobacco) increases risk of long-term
drug use, dependence, and related health prob-
lems (Cherry et al. 2002). Based on a 2013 study,
Asian and African Americans had the latest onset
of alcohol, cigarette, and marijuana use. Ameri-
can Indian adolescents have the youngest age of
onset (see Table 13.3).

Because adolescent drug use is so important
to adult health, annual surveys are conducted to
get an idea of the drugs being used by adoles-
cents. These surveys can be thought of as taking
the pulse of adolescent drug use. Putting the data
together over the years revealed a pattern of
increases and decreases in drug use. The obvious
conclusion from the data is that substance use is
not stable over time. Not only does substance use
rise and fall over time, new drugs tend to become
popular and then fall out of favor. What does not
appear to change, however, are the health needs
of adolescents who become involved with drugs.

Alcohol Versus Marijuana

Another debate over marijuana and adolescent
use is about which is more dangerous and
harmful, marijuana use or alcohol use. In this
debate, there is almost unanimous agreement.
Almost everyone thinks it is unhealthy for ado-
lescents to use alcohol and marijuana. There is
still too little known about how drugs such as
alcohol and marijuana effect maturation. There
is, nonetheless, psychosocial evidence about the
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difference in behavior between adolescents who
primarily use marijuana and adolescents who
primarily use alcohol. The group of marijuana
users reported more problems with teachers and
supervisors. They may be less energetic and less
ambitious. Thus, they may have lower grades in
secondary school. These characteristic about
adolescent marijuana use have strong support in
the literature. The alcohol-using group reported
more problems with friends and significant oth-
ers. Females reported more regret about their
behavior. And, they reported driving unsafely
(Palamar et al. 2014).

The lifetime use of marijuana in the USA is
about 50 %. Abuse (as defined by the DSM-IV)
is around 7 %, and dependence (as defined by the
DSM-IV) is approximately 2 % (Kendler and
Prescott 1998). Marijuana has never caused death
from an overdose. What we can agree on is that a
subset of vulnerable individuals abuse and
become dependent on marijuana (Hurd et al.
2014).

In comparison, almost 90 % of people 18 or
older have drunk alcohol at some point in their

lifetime. About 7 % needed treatment for alcohol
dependence in 2012. Some 3.4 % of adolescents
12 through 17 years of age also needed treatment
in 2012 for alcohol dependence. Every year in
the USA, nearly 88,000 people die from
alcohol-related causes. Death from
alcohol-related causes is the third leading cause
of preventable death in the USA (NIAAA 2014).
Similar to all drugs, outcomes from the use of
alcohol and marijuana are effected by gender,
race/ethnicity, drug expectation, legal status, and
related stigma.

Concurrent Use of Alcohol, Marijuana,
and Tobacco

All too often adolescent substance use is a
combination of alcohol, marijuana, and tobacco.
In a study that examined adolescent and young
adult concurrent use of alcohol, marijuana, and
tobacco, the 23 % of young people who used all
three drugs were four times more likely to also
present with a generalized anxiety disorder

Table 13.3 Average age of first use of alcohol, cigarette, and marijuana

Source of data Clark et al. (2013)
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(GAD) than their peers who used no drugs
(Brook et al. 2014).

Whether or not marijuana is legal for adults,
we need to recognize that a significant percent of
adolescents (approximately 20 %) may be cur-
rent users of marijuana, and as many as 5 % of
high school students may be smoking marijuana
daily. The reasons adolescents give for smoking
marijuana vary, but they can generally be cate-
gorized as: experimentation, to obtain status
among peers, recreational use, and to regulate
their mood. From a mental health perspective,
adolescents who use marijuana on a regular basis
need to be evaluated for mental health issues.

So, while some adolescents are regular users
of marijuana (in an effort to better regulate their
mood) regular use of marijuana is a red flag, a
symptom indicating a possible underlying mental
health issue. Early mental health intervention can
reduce the risk of drug use lasting into adulthood.

Traffic Fatalities

Unanticipated positive outcomes are easier to
miss. A bias in the early years of marijuana
research too often was looking for anything
negative about marijuana. Regardless, there are
some interesting studies about the effect of
legalizing marijuana that can be described as
unanticipated positive changes in problem
behaviors. The effect was to reduce “impaired
driver” traffic fatalities, and suicide.

The prevalence of both alcohol and marijuana
use, and the high rate of traffic fatalities associ-
ated with impaired drivers, has resulted in a great
deal of research to better understand the causes
and differences so as to improve prevention
programming. Traffic fatalities in the USA are
the leading cause of death among people 5–
34 years of age. Alcohol impaired driving cra-
shes in 2012 accounted for the death of 10,322
people. Of those who died, 6688 (65 %) were the
driver of the vehicle who had a blood alcohol
concentration (BAC) of 0.08 or higher. It is
illegal in all 50 states and the District of
Columbia to drive with a BAC level of 0.08 or
higher. Alcohol-impaired-driving crashes also

took the lives of 2824 (27 %) people riding in the
motor vehicles driven by the drunk driver and
810 (8 %) were people not even in the vehicle.
Among impaired drivers that died in a vehicle
accident, 758 (18 %) were between 16 and
20 years of age (National Center for Statistics
and Analysis 2013).

Marijuana Impaired Driving

There is little disagreement among researchers
that using alcohol and marijuana together, dan-
gerously impairs a number of driving-related
skills. The research, however, is not as conclu-
sive about driving under the influence of the
active ingredient in marijuana. In older research
studies, there are a number of negative reports
about the effect of marijuana on vehicle fatalities,
whereas more recent research has called into
questions older studies, which tended to be more
a reflection of bias than reality. While no one is
saying that it is safe to drive while impaired by
marijuana, the differences are very interesting.
A marijuana high generally peaks within a half
hour of smoking Marijuana, and dissipates
within three hours, but traces of THC can linger
for days in the bodies of habitual smokers (van
den Bree and Pickworth 2005). Teenage boys
and young men are the most likely to be smoking
marijuana and driving. They are also more likely
to have an accident while driving even if they are
not using marijuana. Reckless behavior and
sensation-seeking behavior can explain both
marijuana use and traffic accidents (National
Center for Statistics and Analysis 2013). The
question researchers and the public are asking is:
Will legalizing medical marijuana and marijuana
for recreational use increases alcohol- and
marijuana-related traffic accidents and fatalities?

More recently, research studying the rela-
tionship between the legalization of medical
marijuana and traffic fatalities in the USA has
been found to be somewhat positive (from a
harm reduction perspective) than previously
reported. In a more current study, researchers
found that in 19 states which legalized medical
marijuana (after one full year of legalization),
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there was an 8–11 % decline in fatal traffic
accidents. There was also a sharp decline in
alcohol consumption and a decrease in the price
of marijuana (Anderson et al. 2013).

Everyone is in agreement that driving under
the influence of any drug that affects cognitive
and motor abilities is unsafe. This includes illicit
drugs, marijuana, and many types of legal med-
ications. The disagreement is on the question of
how to deal with the problem of adolescent
impaired driving.

Adolescent Suicide

Suicide risk is associated with a number of
mental health problems and drug use. In the
USA, suicide is a serious public health issue that
gravely impacts adolescents and young people.
The data on suicide published by the National
Center for Injury Prevention and Control, Divi-
sion of Violence Prevention (2014) indicate that
suicide is the third leading cause of death for
those between 10 and 24 years of age in the
USA. Suicide takes the life of approximately
4600 young people a year. The most common
forms are by firearms (45 %) and suffocation
(40 %). In addition to those who commit suicide,
approximately 157,000 young people a year in
this age group (ages between 10 and 24) are
treated at emergency hospital departments across
the USA for self-inflicted injuries.

Suicide and attempted suicide typically follow
an extended period of time where the person is
exposed to serious stress and depression. While
the numbers of adolescent suicides are far too
high, we know more adolescents think about
suicide than actually follow through with it. All
the same, when children, adolescents, and young
adults are thinking about suicide it is serious and
should not be ignored. Nationally, some 16 % of
young people in grades 9–12 have reported
having seriously considered suicide. Another
13 % of students developed a plan. Of serious
concern, some 8 % of the adolescents in US high
schools (secondary education) reported attempt-
ing suicide in the past year (National Center for

Injury Prevention and Control, Division of Vio-
lence Prevention 2014).

To determine whether legalizing marijuana
would cause an increase in the rate of state-level
suicide, Anderson et al. (2014) used data from
the National Vital Statistics System’s Mortality
Detail Files for 1990–2007. With these data, the
yearly rate of suicides in states that had legalized
marijuana was compared to states that had not
legalized marijuana. There was no difference in
female suicide rates between the two state
groups. They did, however, report that among
men 20 through 39 years of age, the suicide rate
declined in states that had legalized marijuana. It
was not a statistically significant decline, but they
did find an approximate decline of 10 % in this
age group of males. The researchers concluded
that the relationship between marijuana legal-
ization and suicides among young men can be
explained by the fact that marijuana is used by
many to cope with stressful life events (probably
by reducing aggression and anger) (Anderson
et al. 2014). While consistent with the mood
regulation hypotheses about marijuana, this study
does not prove that adolescent suicide behavior
will drop when it is legalized. What it strongly
suggests is that legalizing marijuana will likely
not increase adolescent suicidal behavior.

What we do know is that a sizable number of
adolescents use some form of drug to deal with
stress. Marijuana and other drug use should be
viewed as a symptom of an underlying problem.
These findings also should put us on notice to
look for both the negative and the positive effects
of legalizing marijuana so that we can take
advantage of positive effects.

Gender Ethnic and Racial Differences
in Marijuana Use

Similar to all psychoactive drugs both legal and
illegal, marijuana use differs by gender, race, and
ethnicity. This is important information because
these differences are used to develop and design
prevention health and mental health interventions
and programming.
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How adolescents perceive their friend’s drug
use is important because it acts to influence their
own drug use. Friend’s use can have both a direct
and an indirect effect; moreover, an adolescent’s
perception of their friend’s drug use also varied
by gender and race. Research on peer attitudes
has consistently shown that peer attitudes, to
some degree, influence substance use for all races
and gender. In terms of cigarette and marijuana
use among adolescents, the attitude of close
friends influences female cigarette and marijuana
use but not adolescent male use. White adoles-
cent females also tend to be influenced by friends
more than African American and Hispanic
females (Mason et al. 2014).

While it may surprise some, during adoles-
cence and young adulthood, African Americans
as a group tend to use less alcohol, marijuana,
and tobacco; yet they have more problems from
using these drugs than non-Hispanic whites
(Swendsen et al. 2012; Zapolski et al. 2014). In
addition, non-Hispanic whites more than African
Americans engage in at-risk alcohol use. This
difference, however, tends to fade out as African
Americans reach adulthood (Pacek et al. 2012).
Other studies have reported that African Ameri-
can youth who do use these drugs become
dependent on them quicker than white adoles-
cents (Alvanzo et al. 2011), and they tend to use
drugs longer (Caetano and Kaskutas 1995). In
these studies, environmental context that also
influences marijuana use cannot be ignored.

In many studies, personal characteristics of
African American adolescents have been isolated
to explain marijuana use. “Self-control” is one
such individual characteristic. When defined as
low emotional control, risk-taking, and
rule-breaking (to some degree individual char-
acteristic associated with drug use among all
races and ethnic groups of adolescents),
self-control in part explains some portions of use.
The level of self-control exerted by African
American adolescents living in urban environ-
ments influences the degree of their marijuana
use. High levels of self-control are associated
with low levels of marijuana used during ado-
lescence and into young adulthood. To the con-
trary, low self-control is associated with high

marijuana use (Pahl et al. 2014). This association
is broadly supported in the literature; neverthe-
less, the question that must be asked is how much
self-control is a personal choice made by the
individual African American adolescent given
the stressors in their dysfunctional urban
environment?

What is evident in the literature is that African
American youth who use these drugs experience
more consequences related to substance use than
other racial and ethnic groups. Because of racial
disparity, African American young people are
more likely to also experience legal, social, and
interpersonal problems related to use (Witbrodt
et al. 2014). They also are more likely to be
arrested and incarcerated for marijuana-related
offenses (Ramchand et al. 2006). In general,
marijuana use and the frequency of use are
higher among males than females. Marijuana use
is also higher for whites during adolescents and
young adulthood, although as adults African
American women have a higher frequency of use
than non-Hispanic white women (Keyes et al.
2015).

Adolescent American Indian Alcohol
and Other Drug Use

American Indian adolescents in the USA are
another group that bears a disproportionately
high burden of disability from substance abuse
(Stanley et al. 2014). Precisely, American Indian
adolescents living on or near an Indian reserva-
tion have a significantly higher rate of drug use
over the national adolescent rate of drug use.
Their drug use is also higher than American
Indian adolescents who do not live on or near a
reservation. The highest rate of drug use by these
American Indian adolescents was reported
among 8th graders. Lifetime marijuana use for
adolescents in 8th through 12th grades was over
50 %. Higher rates of binge drinking and use of
pharmaceuticals such as OxyContin are also
reported for these American Indian adolescents.

The rate of drug use among American Indian
adolescents is very concerning, especially when
they live in an environmental context that is highly
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associated with above average adolescent drug
use. Academic failure, delinquency, violent crim-
inal behavior, suicidality, and alcohol-related
mortality rates are also above national averages
among American Indian adolescents who live on
or near Indian reservations (Stanley et al. 2014).

Response to Different Contextual
Exposure

The difference in marijuana use among African
American adolescents, when compared to other
marijuana using subgroups, is that African
American adolescent use of marijuana can be
shown to be in part associated with their con-
textual experiences. When contextual stress is
defined as neighborhood disorder, community
violence exposure, and racial discrimination,
there are clear differences in exposure response.
For instance, youth who reported exposure to
community violence, witnessing or being a vic-
tim of community violence, was significantly
more likely to move from no involvement with
marijuana, to seeking opportunities to use mari-
juana and then abusing marijuana.

Experiencing racial discrimination is also
associated with African American adolescents
using marijuana. In this case, the more intense
the racial discrimination is, the more probable the
adolescent will seek out opportunities to use
marijuana (Reboussin 2014). This supports the
self-medication hypotheses. In stressful environ-
ments, regulating one’s mood or reducing the
sense of stress can be good for one’s health both
emotionally and physically.

Trajectory: Effects of Marijuana
on the Adolescent Life Course

Understanding life course patterns of substance
use is essential for designing effective health and
mental health prevention programs for adoles-
cents. Although highly influenced by the envi-
ronmental context, adolescent drug use and
abuse tends to predict drug use as a young adult
and into adulthood. Identifying the differences in

trajectories of gender, racial/ethnic, and degree of
drug use helps identify critical periods when
prevention programs might be more effective.

In terms of alcohol, marijuana, and tobacco
use, the underlying developmental patterns
across gender and race/ethnicity (e.g., African
Americans, Asians, and Hispanics) seem to fol-
lows a fairly common behavioral pathway during
adolescence. So far, we can say with some con-
fidence, early onset predicts a more severe
problem with drugs throughout the life cycle.
The earlier adequate treatment begins the higher
the chances of changing the trajectory. Typically
when drug use starts in early adolescence
(12 years of age or younger), drug use increases
into young adulthood (mid-20s) and then decli-
nes by early adulthood (approximately 35 years
of age). This timeline assumes no treatment for
mental health or substance misuse, which could
have moderated the life course.

As would be expected, adolescent males and
females differ in their drug use trajectory. Typi-
cally, females tend to have higher levels of drug
use in early adolescence, while male adolescents
typically have higher levels of drug use in
mid-adolescence and early adulthood. Ethnic and
racial similarities and differences are also fairly
consistent. While the trajectory for Hispanic ado-
lescents shows a higher initial rate of drug use, the
white adolescent trajectory reveals a higher level
of drug use from mid-adolescence into their early
30s. By their mid-30s, there are few racial/ethnic
differences in drug use. The exceptions are African
Americans, who have higher use of tobacco and
marijuana (Chen and Jacobson 2012).

Effect on Motivation, Ambition,
and Education

Another area of concern over frequent marijuana
use during adolescence is the worry about the
consequences for the adolescent’s life course. Of
particular interest is how marijuana use in ado-
lescence effects motivation and ambition, and the
impact on their post-secondary educational
experience. To examine the effect on the life
course of adolescent marijuana use among
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females, Homel et al. (2014) analyzed data col-
lected between 2003 and 2011 biennially from
322 young women. Data were also collected
from these young women on the frequency of
marijuana use when they were between 15 and
25 years of age.

The young women were grouped into three
categories based on marijuana involvement. Those
adolescents who “abstained” from using marijuana
made up 31 % of the sample. Student in the group
of “occasional users” was the largest group at
44 %. The third group, identified as “frequent
users,” comprises 25 % of the participants. The
researchers compared the three groups on the type
of post-secondary education involvement, timing
of enrollment, and dropping out. They controlled
for gender, maternal education, family structure,
and high school grades. They did not control for
any psychopathology.

In their analysis, an association was found
between the group of “frequent users” and young
women with the lowest high school grades. The
“frequent users” also had more conduct prob-
lems. Fewer “frequent users” moved on to
post-secondary education especially at the uni-
versity level. Occasional users, however, did not
look any different from the group who abstained
from marijuana use on high school grades, con-
duct problems, and enrolling in a post-secondary
educational institution. They did differ as a group
in that they delayed enrollment and were more
likely to drop out than the group who abstained.

Two important points about marijuana use are
supported in this study. First, the percent of ado-
lescents who are “frequent users” needs a health-
care system that provides adolescent-centered
treatment. Secondly, adolescents who are “occa-
sional users” cannot be ignored. Long-term “oc-
casional use” may be an early warning sign (the
proverbial canary in the coal mine).

Effect on Adult Work Commitment,
Financial Stability, Drug Use,
and Violence

There is also a concern about how adolescent
marijuana use trajectories effect adult work

commitment, financial stability, drug use, and
violence. In one study, African American and
Puerto Rican students from the East Harlem area
of New York City were interviewed five times
over 20 years. The average age of the adoles-
cents at each interview was: 14, 19, 24, 29, and
32. Obviously, this is not a representative sample
of adolescents in the USA, but it is a good
sample of disadvantaged minority adolescents
living in large urban areas of the USA.

Of the 816 participants, 60 % were females,
52 % African American, and 48 % Puerto Rican.
In this group of minority adolescents, those who
were frequent marijuana users in adolescence had
higher negative scores as an adult at 32 years of
age in each area examined: lower work com-
mitment, less financial stability, more drug use,
and more violence (Brook et al. 2013).

Similar to other studies that suggest a negative
life course for adolescent marijuana use, Book
and colleagues did not show that marijuana use
was the cause. It does, however, contribute to the
finding that heavy marijuana use during adoles-
cence is associated with a negative outcome as
adults. Moreover, few would argue against that
assumption. What is in question is causation.
Does marijuana cause these problems or do these
problems drive marijuana use. What everyone
agrees on is that adolescents who are chronic
marijuana users are jeopardizing their future.
Whether the danger to one’s adult life is from
marijuana or a mental health disorder, or both is
still unclear. If marijuana use delays an adoles-
cent receiving mental health services because the
adolescent is diagnosed as a drug addict, the
delay in and of itself may be as harmful as the
marijuana use.

Effect on Adolescent Psychopathology

Adolescent psychopathology is another outcome
that is commonly associated with adolescent
marijuana misuse (Martino and Collins 2004).
This is a popular explanation even though the
mechanism that results in adolescent psy-
chopathology and causal role of marijuana use is
not well explained. In one attempt to understand
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the connection, a longitudinal study of 205 men
was carried out. Data were collected annually on
“individual psychopathology” and “family char-
acteristics” from adolescence into their mid-30s.
Based on marijuana use in adolescence, Wash-
burn and Capaldi (2014) were able to predict
patterns of marijuana use when the participants
were in their 20s, and they were able to predict
psychopathology when the participants were in
their mid-30s. They concluded that “patterns of
heavy marijuana use in early adulthood are
associated with psychopathology toward mid-
life.” Using the same analysis, they could have
correctly concluded that heavy marijuana use
was a precursor to the development of a diag-
nosable mental health disorder in young
adulthood.

The short coming of many longitudinal stud-
ies is that they do not show causation. After
Moore and his team (2007) completed an
exhaustive and systemic review of the literature
on the relationship between psychosis and mar-
ijuana, they concluded that longitudinal research
was unlikely to resolve the question about mar-
ijuana use causing psychosis, or psychosis
causing marijuana use. The reason longitudinal
research cannot answer the question about mar-
ijuana causing mental health disorders is because
it is impossible to tell which came first, the
mental health disorder or the regular use of
marijuana (Manrique-Garcia et al. 2012). For
sure we know the self-medicating hypothesis
would explain some percentage of the use by
people who develop a mental health problem.
What these longitudinal studies do tell us in no
uncertain terms is that marijuana is used by a
significant number of adolescents who will
develop a psychosis in adolescence or during
their young adulthood.

What We Have Learned

The best answer to the question “How will
decriminalizing marijuana impact adolescent use,
abuse, health, and life course in the USA?” is
based on the experience of states, which have
legalized marijuana.

Legalization of marijuana for adult use by
individual states in the USA, in many ways, is an
ongoing social and public health experiment. It is
a profound social and political change, which has
been met with resistances and predictions of
harm to adolescent social morals and health.
Likewise, even those who support legalization
are concerned about adolescent exposure.

Legalization of marijuana is driven by a major
shift in public opinion, from supporting the crim-
inalization of marijuana to a view that marijuana is
less harmful than alcohol, and, at least, medical
marijuana should be legal. This shift in public
opinion has been translated into 23 states (out of
the 50 in 2015) legalizing medical marijuana.

Illegal marijuana has been available and easily
obtained since the 1970s. And, although illegal,
marijuana is the third most popular recreational
drug in the USA following behind alcohol and
tobacco. Research in 2014 estimated that
120,460,000 (38 %) people over the age of 12
had smoked marijuana, at least once. Some 25
million used marijuana in the past year. Some
7 % of people over the age of 12 used marijuana
in the past month before the survey. Furthermore,
research indicates that adolescents use marijuana
at about the same rate as the national average,
somewhere between 7 and 8 %. The overall
average of marijuana use in the USA for all years
and all states is 7.5 %. Among 12th graders,
81 % reported that marijuana was easy to obtain.

Adolescent’s reasons for smoking marijuana
vary, but they can generally be categorized as:
experimentation, to obtain status among peers,
recreational use, and to regulate their mood.
Contextual stresses such as neighborhood disor-
der, community violence exposure, and racial
discrimination are also strongly correlated with
drug use and other serious health and psy-
chosocial problems experienced by adolescents.

Clinically, we have learned that when ado-
lescents present with marijuana or other drug
problem, the best practice protocols are: (1) rule
out health (physical symptoms) and mental dis-
tress (depression, anxiety, prodromal symptoms,
etc.); (2) if mental distress cannot be ruled out,
treat for a co-occurring disorder of mental health
and substance abuse.
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The most harmful effect of marijuana use in
the USA is related to its criminalization. Some
75 % of those arrested and charged with mari-
juana possession were adolescents and young
people in their 20s. In 2011, 42 % of all drug
arrests in the USA were for marijuana posses-
sion. This resulted in over 500,000 people being
imprisoned for marijuana violations. Enforce-
ment costs the USA an estimated $41 billion a
year.

We know a history of juvenile justice
involvement increases the risk to the adolescent’s
life course. This makes the arrest of minority
youth for marijuana possession especially trou-
bling. Criminal statistics indicate about 75 % of
the 700,000 people arrested each year are African
Americans. This is a rate 3.75 times higher for
African Americans than for people identified as
“white.” Even though, when compared to white
youth in the juvenile justice system, African
Americans were less likely to report substance
use. Decriminalization would reduce the cost of
criminal enforcement and the human collateral
damage. It would also provide the opportunity to
shift resources currently spent on criminal pros-
ecution to drug prevention and treatment.

Even when and if marijuana does become
legal for adults in a state or nationwide, it will
still be illegal for adolescents to possess mari-
juana. More importantly, the meaning of ado-
lescent marijuana use will not change. It will still
be a health issue for adolescents. It will still be a
signal of a possible psychosocial or a developing
mental health disorder. In addition, the risk factor
for adolescent smoking marijuana will not
change. Social networks, peers, parental influ-
ences, and behaviors (self-medicating) to regu-
late one’s mood will continue to be the best
predictors of marijuana use and abuse.

No doubt, legalizing marijuana sends the
message to adolescents that marijuana is not as
harmful as once thought. Nevertheless, adoles-
cents who use marijuana will still report prob-
lems with personal relationships (i.e., teachers
and supervisors). They will also be less engaged
in school and work.

Another message that is being disseminated is
that marijuana is less harmful than alcohol.

Adolescents who only drink alcohol report rela-
tionship problems with friends and family, and
also report more regret about their behavior and
driving unsafely. Problems faced by adolescent
users of alcohol and marijuana will not change
when legal marijuana is available to adults.
Indeed, the risk of concurrent use of alcohol,
marijuana, and tobacco will not change. Nor will
the fact that early mental health and health ser-
vices can reduce the risk of drug use continuing
into adulthood.

In contrast to the problems predicted if mari-
juana is legalized for adults, there have been
some interesting changes in negative behavior
observed in states that have legalized marijuana.
While everyone is in agreement that driving
under the influence of any drug that affects
cognition and motor abilities is unsafe, traffic
statistics surprisingly show that in states, which
have legalized medical marijuana, deadly auto
crashes have decreased. After one full year of
legalization, there was an 8–11 % decline in fatal
traffic accidents. These findings are not evidence
that fatal auto accidents will decrease when
marijuana is legalized, but it does suggest that
adolescent impaired driving that ends in a fatal
auto crash is unlikely to increase as a result of
states legalizing marijuana.

Suicide is another such problem that has pos-
sibly declined in states that have legalized mari-
juana, especially among men 20–39 years of age.
There was an approximate decline of 10 % in this
age group of males. The researchers concluded
that the relationship between marijuana legaliza-
tion and suicides among young men can be
explained by the fact that marijuana is used by
many to cope with stressful life events. What this
research strongly suggests is that legalizing mari-
juana is unlikely to increase adolescent suicide
behavior. In states that legalized marijuana, there
was also a sharp decline in alcohol consumption
and a decrease in the price of marijuana.

Whether or not marijuana is legal for adults,
we need to expect a significant percent of ado-
lescents, probably over 50 %, will try marijuana
at least once during their adolescence Addition-
ally, we can expect between 7 and 10 % of
adolescents to use it on a regular bases. What
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will change is the view of adolescent marijuana
use. If decriminalized, the use of marijuana will
shift from being a criminal enforcement problem
to a health issue. Reframed as a health issue,
decriminalization will significantly reduce the
harm done by arrest and incarceration. It will also
reduce the contact between adolescents and a
criminal element that sells hard drugs.

Once the novelty of legal marijuana wears off,
research strongly suggests that it is unlikely
adolescent marijuana use will increase. Even so,
legalization of marijuana will not reduce the need
to deploy and support health-oriented prevention
and treatment programs that target adolescent
alcohol, marijuana, tobacco, and other drug use.
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14Adolescents with Chronic Conditions

Richard E. Bélanger and Joan-Carles Surís

Introduction

Chronic conditions have long been a reality for
adults and the elderly. Seventy years ago, it was
uncommon for child with a chronic condition to
achieve adulthood, and even more exceptional
was a baby with a significant pulmonary illness
or cardiomyopathy to live more than a couple of
months. However, the past century has seen
dramatic changes occurring in the world of
health sciences. The rise of antibiotics and the
discovery of insulin therapy have paved the way
to high-tech cardiac palliative surgery and
specific immune modulators. Fortunately, chil-
dren have much benefited from these revolutions.
In the USA, for example, child mortality has
decreased from 1418.8 in 1907 to 28.6 deaths in
2007 per 100,000 children aged 1–4 years.
Among children 5–14 years of age, it dropped
from 307.5 in 1907 to 15.3 in 2007 per 100,000
(Singh 2010). As a result, children who experi-
ence serious health problems today survive.
While most recover, many will struggle with
subsequent chronic conditions and disabilities

(see Fig. 14.1). Some will necessitate ongoing
medical care and supervision for a condition
diagnosed before adulthood. Living with a
chronic condition is therefore a new reality for
many adolescents. Accordingly, the objective of
this chapter was to present a broad view of the
issues faced by young people living with a
chronic condition.

The definition of chronic condition has evolved
over time as many youths entered adult life with
chronic health conditions and related needs.
According to the World Health Organization
(2002), chronic condition relates to health problems
that require ongoing management over a period of
years or decades. Although broad, this definition
diverges from a previous dichotomic view of dis-
eases described as either communicable or
non-communicable. It also focuses on the man-
agement and care that is needed to be performed,
for follow-up, cure, or chronic care. See Box 1 for
examples of chronic conditions of adolescents.

Box 1: Several chronic conditions
encountered among children and
adolescents
• Asthma The number of children with

asthma increases each year. Better treat-
ment for asthma reduces the chance of
hospitalization, the need for emergency
treatment, and death due to asthma.

• Cystic fibrosis An inherited lung dis-
ease for which there is no cure. Early
(even prenatal) diagnosis can lead to
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better treatment for individuals with
cystic fibrosis.

• Diabetes Having diabetes (either type 1
or type 2) causes increased risk of heart
and blood vessel disease, stroke, and
diabetes-related complications at an
early age.

• Obesity Obesity and overweight in
children are major public health prob-
lems. More children are overweight,
obese, or morbidly obese than ever
before. Many children who are over-
weight maintain their obesity as adults,
leading to obesity-related complications
such as diabetes, heart disease, high
blood pressure, high cholesterol, stroke,
some cancers, arthritis, and
sleep-disordered breathing.

• Malnutrition Poor nutrition leads to
anemia (low blood count), inadequate
immune system function, and suscepti-
bility to illness and intellectual devel-
opment problems.

• Developmental disabilities Including
attention-deficit/hyperactivity disorder
(ADHD) and the autism spectrum
disorders

• Cerebral palsy A consequence of low
birth weight and prematurity, usually
linked to chronic lung disease, and
developmental delays. Adolescence is
mainly associated with spasticity and its
related problems.

• Mental illnesses Early diagnosis and
treatment are important to decrease
effects on development and functionality.
Adapted from Torpy et al. (2010).

Wording related to consequences of health
conditions has also evolved correspondingly
moving from handicap (where one is unable to
adapt to the environment, regardless of the
assistance) to limitations (where one will benefit
from a little or more extensive assistance in
specific situations). Overall, many adolescents
with chronic conditions will have to adapt to
some degree, through medication, therapy, or
strict follow-ups due to known medical threats
related to their health condition. These adoles-
cents are sometimes referred to as children with
special healthcare needs (CSHCN). They have or
are at risk for a chronic physical, developmental,
behavioral, or emotional condition. Notably,

Fig. 14.1 Media age of survival from individuals with
cystic fibrosis according to years of registry with evolu-
tion of therapeutics. Source 2005 Annual Data Report to
the Center Directors. Cystic Fibrosis Patient Registry,

Bethesda, MD. Retrieved from http://www.ema.europa.
eu/docs/en_GB/document_library/Presentation/2012/12/
WC500136151.pdf
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these children require health and related services
typically beyond what is required by children in
general (Newacheck et al. 1998). In the USA,
there are about 14 million children and adoles-
cents (1 in 6) living with a chronic condition.

Chronic Health Conditions Among
Adolescents as Additional Stressors

Specific developmental issues emerge during the
period from adolescence through young adult-
hood (i.e., autonomy, relationships). As some
youths have difficulty achieving all of them
flawlessly, having a chronic illness represents an
additional hurdle. Utmost, adolescents with a
chronic health condition have to foster an iden-
tity in which their illness is part of who they are
but, of course, it should not define them. For
adolescents who experienced health problems
early in life, or for those newly diagnosed, the
bereavement/grief of a life without illness may be
difficult to overcome. Several studies have
focused on coping strategies facing chronic
conditions (over 400 subtypes have been identi-
fied) and those that adolescents and their families
use to tackle the stressors related to chronic
conditions have recently been reviewed (Compas
et al. 2012). Using personal or interpersonal
resources such as emotional
ventilation/avoidance to deal with stressors rela-
ted to their chronic condition is just a few
example of what coping strategies may be used.
While acting on or adapting to the source of
stress results in better outcomes, denying chronic
conditions or their consequences are associated
with poorer global adjustment.

Family

Parents play a key role in the development of all
youths, and this is also true for those with
chronic conditions. Fathers and mothers, how-
ever, do not take care of their child’s chronic
condition in the same way. In most cases,
mothers concentrate on day-to-day activities such
as taking their child to the doctor or to therapy or

making sure that the child takes the medication.
Fathers for their part tend to concentrate on work.
Mothers often have to stop or reduce their work
activity when the child is diagnosed. The father
becomes the only breadwinner. However, there is
no evidence that this situation results in a higher
divorce rate than among parents of healthy ado-
lescents (Moreira et al. 2013). Nevertheless, even
if the divorce rate is not higher, marital distress is
more common. It may be that the parents stay
together for the sake of the child. Unfortunately,
in families where the child dies, the divorce rate
is extremely high.

Friends

Friends are extremely important during adoles-
cence, to the point that when young people are
diagnosed with a chronic condition during the
teen years, the first question they ask is how it
will interfere with their social life. It is, however,
clear that the chance to participate in their peers’
activities will be limited by the severity of the
condition and the treatment needs (Schmidt et al.
2003). Friends are so important at this age that
when a relationship does not go well, and it
affects both their psychological health and treat-
ment (Helgeson et al. 2007). A study carried out
in New Zealand concludes that when the chronic
condition affects socialization, the rate of
depression reaches 40 %, compared to 9 %
among healthy peers (Denny et al. 2014).

School

Chronically ill adolescents are more likely to
miss school (Newacheck et al. 1998), in part
because they are more likely to skip classes
(Hogan et al. 2000). In spite of this, it is not clear
whether this fact has an effect on their academic
performance or not. Nevertheless, compared to
their healthy counterparts, they are less likely to:
finish mandatory schooling, pursue university
studies, be employed, be well-oriented academi-
cally and professionally, and, in the long term, be
economically secured (LeBlanc et al. 2003;
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Maslow et al. 2011b; Champaloux and Young
2015). Youths with chronic conditions are less
likely to reach their full potential, and compared
to their healthy peers, they have lower odds of
graduating from high school (Maslow et al.
2011a) or college and being employed and
higher odds of receiving public assistance, and
lower income (Maslow et al. 2011a, b).

Mental Health

Neuropsychiatric disorders are an important
contributor of disability-adjusted life years
(DALYs) worldwide for people aged 10–
24 years (Gore et al. 2011). Therefore, mental
health disorders should be seen to be as relevant
as the other chronic health conditions. DALYs
are a measure of the years of healthy life lost due
to ill health, disability, or premature death. In
spite of everything, adolescents with chronic
illnesses report higher levels of anxiety than their
peers (Pao and Bosk 2010). For example, among
adolescents having survived cancer, between 10
and 35 % met criteria for lifetime post-traumatic
stress syndrome (PTSD) (Pelcovitz et al. 1998;
Ozono et al. 2006). Adolescents with chronic
conditions are also known for greater isolation
and being bullied than the others (Pittet et al.
2009). As one may believe that adolescent with
frank physical disabilities may present with the
most struggle, it is not the case. In fact, some
studies have shown that the less visible is a

chronic condition, the more distress there is
(Suris et al. 1996). A possible explanation to this
situation is that adolescents with visible condi-
tions have greater support from their peers in
comparison with those who do not seem to have
health problems. Moreover, when the condition
is not visible, it is always difficult to find the right
moment to tell your friends as the worry about
being rejected appears.

Risky Behaviors

There is evidence in the literature (Suris and
Parera 2005; Suris et al. 2008; Nylander et al.
2013) that adolescents with chronic conditions
are as (or even more) likely to engage in risk
behaviors than their healthy peers (see
Table 14.1).

When substance use among young people
with chronic conditions is examined, their pat-
terns of use differ from their healthy peers.
Smoking tobacco, as an example, for some
adolescents with a chronic disease (such as cystic
fibrosis and sickle cell disease Britto et al. 1998),
diabetes (Martínez-Aguayo et al. 2007), or con-
genital heart disease (Reid et al. 2008), preva-
lence rates are lower than those observed among
healthy controls. This lower rate of use, however,
seems to decrease with age (Martínez-Aguayo
et al. 2007). Then again, among youth suffering
from diseases such as asthma (Precht et al. 2003;
Hublet et al. 2007) or cancer (Clawson et al.

Table 14.1 Comparison between adolescents with chronic conditions and their healthy peers

Chronic conditions (N = 760) (%) Controls (N = 6493) (%)

Daily smoking 43.4 37.1

Alcohol misuse (drunkenness episode) 31.7 30.5

Cannabis use 40.0 33.9

Other illegal drug use 10.1 7.1

Early sexual intercourse (<15 years) 10.0 7.8

Eating disorder 7.2 5.0

Violent acts 20.3 15.9

Antisocial acts 35.7 28.3

Source Suris et al. (2008)
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2015), rates are similar or even higher than
among healthy controls. Similar results are
observed for alcohol misuse and cannabis use
(see Table 14.2).

When other risk behaviors such as unprotected
sexual behavior (Suris and Parera 2005;
Charron-Prochownik et al. 2006) or early sexual
debut (Nylander et al. 2013; Britto et al. 1998) are
analyzed, chronically ill adolescents also show
higher prevalence rates of these behaviors, in most
cases. The same applies to eating behaviors
(Nylander et al. 2013; Ackard et al. 2008) and
violent or criminal acts (Suris et al. 2008; Nylander
et al. 2013). Overall, adolescents suffering from

chronic conditions also report more concurring risk
behaviors than their healthy counterparts (Suris
et al. 2008; Nylander et al. 2013) (see Table 14.3).

Prevention of Risky Behaviors

Even though there are more similarities than
differences in risk behaviors between chronically
ill adolescents and their healthy peers, chroni-
cally ill adolescents are less likely to receive
counseling, guidance, or prevention messages
than their healthy peers. Britto et al. (1999) were
the first ones to notice that adolescents with

Table 14.2 Prevalence in the use of different substances among youths with specific chronic conditions and
comparison with healthy controls

Author (year) Disease (substance use definition) Age group Chronic disease
(%)

Controls
(%)

Tobacco

Britto et al. (1998) Cystic fibrosis (ever)
Sickle cell disease (ever)
Cystic fibrosis (last 30 days)
Sickle cell disease (last 30 days)

12–19 years 21.1
30.0
2.6
6.5

53.3
42.9
29.6
13.1

Hublet et al. (2007) Asthma (daily) 15.5 years 20.5 17.9

Martinez-Aguayo et al.
(2007)

Diabetes mellitus (last 30 days) 13–20 years 30.1 39.2

Reid et al. (2008) Congenital heart disease (last 30 days) 16–18 years
19–20 years

13
20

31
24

Clawson et al. (2015) Cancer (ever) 10–18 years 28.1 25.3

Nylander et al. (2013) Various diseases (current) Males
15 years
Females

29
25

19
20

Alcohol

Britto et al. (1998) Cystic fibrosis (binge last 30 days)
Sickle cell disease (binge last 30 days)

12–19 years 18.0
2.9

35.3
18.4

Hublet et al. (2007) Asthma (been drunk � 4 times) 15.5 years 23.8 21.4

Martinez-Aguayo et al.
(2007)

Diabetes mellitus (last 30 days) 13–20 years 27.7 37.9

Reid et al. (2008) Congenital heart disease (binge drinking last
30 days)

16–18 years
19–20 years

22
44

36
43

Nylander et al. (2013) Various diseases (drunkenness last 30 days) Males
15 years
Females

35
28

29
23

Cannabis

Britto et al. (1998) Cystic fibrosis (ever)
Sickle cell disease (ever)

12–19 years 9.7
30.0

16.8
25.4

Hublet et al. (2007) Asthma (� 6 times in last year) 15.5 years 12.8 10.1

Martinez-Aguayo et al.
(2007)

Diabetes mellitus (last 30 days) 13–20 years 4.8 6.7

Reid et al. (2008) Congenital heart disease (last 30 days) 16–18 years
19–20 years

12
18

30
20
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chronic diseases (cystic fibrosis and sickle cell
disease) rarely received health-promoting or risk
behavior preventing messages from their primary
care provider. Similarly, Bruner and associates
(2011) reported that only a minority of pediatric
nephrologists advise their smoking patients with
chronic kidney disease about the risks of smok-
ing. Furthermore, Regber and Berg-Kelly (2007)
found that smoking adolescents with type I dia-
betes rarely named their diabetes care team as a
resource regarding information on the dangers of
diabetes and smoking or as a resource for help to
quit tobacco. Finally, a study carried out in
Switzerland among adult specialist physicians
concluded that they rarely discussed substance
use or sexuality with their young patients. In
54 % of the cases, physicians reported that they
did not have time alone (without the parents in
the room) with their patients (Suris et al. 2009).
Not seeing their patient alone is an important
handicap both for asking the right questions and
for giving appropriate guidance and counseling.

The Medical and Public Health
Response

Health providers play a central role in the treat-
ment of adolescents with chronic health condi-
tions. Additionally, the way health providers
interact with their patient will mark, in great part,

the adolescent’s behavior toward the chronic
condition. Having a positive behavior toward
adolescent patients, being person-centered and
not only disease-centered, inquiring beyond
purely medical issues (such as asking about
schooling, family, and friends’ support), and,
overall, treating them as any other teen will help
create a positive relationship. Simple things such
as the same provider seeing the patient over time
(to stop explaining once again their disease his-
tory), taking time to discuss issues, and allowing
privacy (such as being seen without the parents)
are highly valued by young patients (Beresford
and Sloper 2003). Moreover, support and moti-
vation from the provider is a predictor of good
adherence to treatment. Finally, by reporting that
pediatrics residents were more comfortable than
internal medicine residents in caring for most
patients with chronic childhood-onset illness
underscores the importance of specifically
addressing needs of youths with chronic condi-
tions during the health professionals’ training
(Patel and O’Hare 2010).

Healthcare Transition

As youths with chronic conditions survive into
adulthood, they are expected to move from
pediatric to adult healthcare services. This pro-
cess is called transition. The Society for

Table 14.3 Clustering of risk behaviors

Suris et al. (2008) study Chronic conditions (%) Controls (%)

No risk behavior 25.1 31.8

1 behavior 21.3 22.3

2 behaviors 16.3 17.5

3 behaviors 15.4 13.4

4 behaviors or more 21.8 15.1

Nylander et al. (2013) study Chronic conditions (%) Controls (%)

Males (%) Females (%) Males (%) Females (%)

No risk behavior 33 40 45 53

1 behavior 20 23 22 22

2–3 behaviors 27 20 20 18

4 behaviors or more 20 17 12 7
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Adolescent Health and Medicine [SAHM] states
that “The goals of an organized, coordinated
transition to adult care for young people with
chronic conditions are: to optimize health and to
facilitate each young person’s attaining his or her
maximum potential” (Rosen et al. 2003). How-
ever, although there are young people with
chronic health conditions who make the transi-
tion to adult care successfully, others experience
serious gaps in care, especially those with more
complex conditions or with neurologic ones
(Bloom et al. 2012). Transition is a high-risk
period associated with increases in hospital
admissions and death (de Montalembert and
Guitton 2013) and a decline in health status
(Okumura et al. 2013), and this represents an
important economic burden for the healthcare
system and society overall. Some studies indicate
that only a minority (22–47 %) of young adults
have experienced a successful transition from
pediatric to adult care (Oswald et al. 2013; Reid
et al. 2004), while another study found that failed
transitions represent 32 % of cases (Andemariam
et al. 2014). Nevertheless, there is hope. Evi-
dence indicates that transition programs make a
difference. In a pilot study carried out in
Switzerland (Suris et al. 2015), young adults who
discussed the transition to adult care with their
pediatric specialist were significantly more likely
to have felt accompanied during the transfer.
They were also more likely to have consulted the
adult specialist, hence experiencing a continuity
of care. Young people going through transition
programs have higher satisfaction, higher per-
ceived health status, independence, and emo-
tional and physical quality of life (Cramm et al.
2013; Chaudhry et al. 2013). However, another
study found that young people who went thought
a transition program did not seem to be less
anxious (Chaudhry et al. 2013). Successful
transition programs are needed (Kaufmann et al.
2013) because the risks for poor clinical out-
comes and increased healthcare costs during
transition increase with poor preparation, plan-
ning, communication, and coordination of care
(Cooley 2013).

Healthcare transition should start in early
adolescence and end in young adulthood. A pro-
cess can be divided into three parts: a preparation
phase in pediatric care, a transfer phase from
pediatric to adult services, and an engagement
phase in adult services (Gleeson and Turner
2011).
• For the preparation phase in pediatric care,

Lotstein et al. (2009) describe four compo-
nents that would define a good preparation for
transition: (1) discussing the shift to adult
provider; (2) discussing future healthcare
needs; (3) discussing changes in health
insurance; and (4) caretaker(s) encouraging
the patient to take responsibility for her/his
care needs.

• The transfer phase is key to the transition
process as it is the part that connects pediatric
and adult care and, hence, assures continuity
of care. Continuity of care is the critical
endpoint as health outcomes are the main
focus of transition programs (Crowley et al.
2011), and patients who are lost to follow-up
after transferring to adult care show higher
risk of hospitalization with its important cost
implications and increasing risk of mortality
(Gill et al. 2014).

• Finally, the engagement phase in adult ser-
vices implies that the patient will build a
trustworthy relationship with the adult care
team. Gleeson et al. (2012) conclude that
attending at least the first two appointments in
adult care could be considered an indicator of
reasonable engagement. Evidence suggests
that when the process is not successful,
patients tend to change their healthcare pro-
vider at least once (Busse et al. 2007).

The Core Component of Transition
Programs

Health professionals and stakeholders now rec-
ognized the need to guide adolescents with
chronic conditions and their families in the
transfer from the pediatric to the adult healthcare,
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setting safely and assuring a continuity of care of
the young person. In that sense, transfers are
common, but transition programs are rare, high-
lighting their importance (Paul et al. 2013).
Several national medical associations have stated
some essential features for proper transition
(Blum et al. 1993—SAHM; Canadian Pediatric
Society [CPS] 2007; American Academy of
Pediatrics [AAP], American Academy of Family
Physicians [AAFP], and American College of
Physicians-American Society of Internal Medi-
cine [ACP-ASIM] 2002), with some differences
mainly owing to regional issues.

These institutions and others worldwide have
paved the way by integrating these elements in
distinct transition programs. In these models,
planning, interdisciplinary coordination, and
individualized care are keys to providing the best
care. Specific teams in transition clinics address
emotional, physical, and social issues regardless
of the underlying medical condition, which is
one option for providing integrated care. Another
model is condition/subspecialty specific. This
approach is used because many adolescents and
young adults present with similar needs and
experiences with their chronic condition. Overall,
both seem to provide the same level of services.

Accordingly, Box 2 lists core elements that a
pediatric facility should employ to provide a
transition program adapted to young people with
special healthcare needs according to a national
initiative in USA called Got Transition. Through
the Center for Health Care Transition Web site,
an up-to-date review of the best practices is
available, as well as information on how to train
transition facilitators (http://www.gottransition.
org/).

Box 2: Six Core Elements of Healthcare
Transition

1. Transition Policy
• Develop a transition

policy/statement with input from
youth and families that describes the
practice’s approach to transition,

including privacy and consent
information.

• Educate all staff about the practice’s
approach to transition, the
policy/statement, the Six Core Ele-
ments, and distinct roles of the
youth, family, and pediatric and
adult healthcare team in the transi-
tion process, taking into account
cultural preferences.

• Post policy and share/discuss with
youth and families, beginning at age
12–14, and regularly review as part
of ongoing care.

2. Transition Tracking and Monitoring
• Establish criteria and process for

identifying transitioning youth and
enter their data into a registry.

• Utilize individual flow sheet or
registry to track youth’s transition
progress with the Six Core
Elements.

• Incorporate Six Core Elements into
clinical care process, using elec-
tronic health records if possible.

3. Transition Readiness
• Conduct regular transition readiness

assessments, beginning at age 14, to
identify and discuss with youth and
parent/caregiver their needs and
goals in self-care.

• Jointly develop goals and prioritized
actions with youth and
parent/caregiver and document reg-
ularly in a plan of care.

4. Transition Planning
• Develop and regularly update the

plan of care, including readiness
assessment findings, goals and pri-
oritized actions, medical summary
and emergency care plan, and, if
needed, a condition fact sheet and
legal documents.

• Prepare youth and parent/caregiver
for adult approach to care at age 18,
including legal changes in decision
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making and privacy and consent,
self-advocacy, and access to
information.

• Determine need for decision-making
supports for youth with intellectual
challenges and make referrals to
legal resources.

• Plan with youth and
parent/caregiver for optimal timing
of transfer. If both primary and
subspecialty care are involved, dis-
cuss optimal timing for each.

• Obtain consent from youth/guardian
for release of medical information.

• Assist youth in identifying an adult
provider and communicate with
selected provider about pending
transfer of care.

• Provide linkages to insurance
resources, self-care management
information, and culturally appro-
priate community supports.

5. Transfer of Care
• Confirm date of first adult provider

appointment.
• Transfer young adult when his/her

condition is stable.
• Complete transfer package, includ-

ing final transition readiness
assessment, plan of care with tran-
sition goals and pending actions,
medical summary and emergency
care plan, and, if needed, legal
documents, condition fact sheet, and
additional provider records.

• Prepare letter with transfer package,
send to adult practice, and confirm
adult practice’s receipt of transfer
package.

• Confirm with adult provider the
pediatric provider’s responsibility
for care until young adult is seen in
adult setting.

6. Transfer Completion
• Contact young adult and

parent/caregiver 3–6 months after
last pediatric visit to confirm

transfer of responsibilities to adult
practice and elicit feedback on
experience with transition process.

• Communicate with adult practice
confirming completion of transfer
and offer consultation assistance, as
needed.

• Build ongoing and collaborative
partnerships with adult primary and
specialty care providers.

Adapted from www.gottransition.org.
In conjunction with administrative matters,

transition is mainly about knowledge and skill
acquisitions. Guiding adolescents and families
through that path, knowing which are ready and
able, requires insight but most importantly a
quality assessments. Transition readiness ques-
tionnaires have been created to assist care coor-
dinators in providing the right training for the
right people according to their progress.
The TRAQ questionnaire (Wood et al. 2014) (see
Box 3) and the Am I ON TRAC questionnaire
(Moynihan et al. 2015) are among those tools.

Box 3: The following questions are
found in version 5.0 of the Transition
Readiness Assessment Questionnaire
(TRAQ)
Managing Medications
• Do you fill a prescription if you need

to?
• Do you know what to do if you are

having a bad reaction to your
medications?

• Do you take medications correctly and
on your own?

• Do you reorder medications before they
run out?

Appointment Keeping
• Do you call the doctor’s office to make

an appointment?
• Do you follow-up on any referral for

tests or checkups or laboratories?
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• Do you arrange for your ride to medical
appointments?

• Do you call the doctor about unusual
changes in your health (e.g., allergic
reactions)?

• Do you apply for health insurance if
you lose your current coverage?

• Do you know what your health insur-
ance covers?

• Do you manage your money and bud-
get household expenses (e.g., use
checking/debit card)?

Tracking Health Issues
• Do you fill out the medical history

form, including a list of your allergies?
• Do you keep a calendar or list of

medical and other appointments?
• Do you make a list of questions before

the doctor’s visit?
• Do you get financial help with school

or work?
Talking with Providers
• Do you tell the doctor or nurse what

you are feeling?
• Do you answer questions that are asked

by the doctor, nurse, or clinic staff?
Managing Daily Activities
• Do you help plan or prepare meals/food?
• Do you keep home/room clean or

cleanup after meals?
• Do you use neighborhood stores and

services (e.g., grocery stores and phar-
macy stores)?

• Scoring Algorithms

The TRAQ scores produced include an over-
all score and a subscale score for each of the five
subscales. The overall score and the subscale
scores are calculated simply by taking the aver-
age score across the items in the questionnaire (or
subscale). Each item is scored 1–5, with 1 being
assigned for responses of “No, I do not know
how” and a score of 5 assigned for responses of
“Yes, I always do this when I need to.”

Adapted from Wood et al. (2014).

Specific Issue: Adherence

For most adolescents with a chronic condition,
increasing independence will result in growing
autonomy. For some, however, the condition
may hinder both independence and autonomy
(i.e., severe cerebral palsy). For others, only the
urge for independence shows up, and denial of
the necessity to take care of their medical con-
dition will result in decreased adherence to
treatment (for reasons such as side effects, too
many medications, and wanting to be normal)
(Dziuban et al. 2010). A systematic review on
pediatric healthcare use related to adherence
described that while over 60 % of the children
and adolescents with a chronic condition are
prescribed medication, between 50 and 88 % of
them are non-adherent to their prescribed regi-
ment (McGrady and Hommel 2013). On top of
common means to increase adherence to treat-
ment (i.e., proper explanation on the purpose of a
medication, its use, and possible adverse effects),
motivational interviewing has shown
small-to-moderate effect in 37 studies analyzing
its influence among individuals below 18 years
of age (Gayes and Steele 2014). Adherence must
be seen as a continuum instead of a dichotomy,
and this implies that rates can vary largely
between individuals depending on the disease or
disorder. Kyngäs (2000a, b, c) concluded that
overall 23 % of adolescents are adherence, 60 %
have satisfactory adherence, and 17 % are poorly
adherent.

Conclusion

In summary, the literature reflects that overall
adolescents living with a chronic condition are
also facing the same personal issues and diffi-
culties as other adolescents. Studies also confirm
that having a chronic condition during adoles-
cence is not a protective factor. For these reasons,
adolescents living with a chronic condition have
the need and the right to receive the same guid-
ance, counseling, and prevention messages than
any other youth. We must remember that
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independently of their condition, they are above
all adolescents and they will behave as such.
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Introduction

As children mature into adolescents and then
young adults, the burden of disease they experi-
ence and the health risks they face change
dynamically with age. In contrast to younger
children for whom infectious diseases constitute
the major burden of disease, adolescents face a
wider set of disorders and health risks that
accompany the physical and emotional changes
of puberty. For example, accidents and injuries
are the greatest cause of death among adolescents
(WHO 2014; Patton et al. 2009). Mental health
and substance use disorders typically begin to
become problematic in the adolescent years,
while sexual and reproductive health needs

become more significant following puberty
(Sawyer et al. 2012). Chronic health conditions
also increase in prevalence with age; when
grouped together, these constitute a significant
burden (Sawyer et al. 2007). Additionally, ado-
lescence is also a time of changing risk, with
adolescence being the age of onset of many
behaviors that have the capacity to affect health
outcomes in adolescence itself (e.g., injuries as a
result of alcohol intoxication), into adulthood
(e.g., substance abuse) and into the next gener-
ation (e.g., fetal alcohol syndrome) (Sawyer et al.
2012). In this context, adolescents and young
adults have fundamental needs for acute health-
care services in addition to the role of healthcare
services in providing preventatively orientated
interventions to this age group.

The extent of psychosocial and neurocogni-
tive development that takes place during the
second decade of life heralds different challenges
and opportunities for clinicians when caring for
adolescents when compared to younger children
and older adults (Sawyer et al. 2012). These
changes affect how adolescents understand
information and what information influences
their behaviors. Neurocognitive maturation
influences how young people might think about
the future yet make decisions in the present.
Engaging with new ideas, experimenting with
new ways of being and behaving, and responding
to different emotions and community expecta-
tions is a normal part of adolescence.
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Their decision making around health is also
shaped by relative inexperience (see Fig. 15.1).
Responding to this developmental stage requires
clinicians to adopt a communication style that
engages young people directly. It also requires
clinicians to take a preventive stance within
consultations in addition to treating the present-
ing complaint (Azzopardi et al. 2015). At the
very least, in contrast to health consultations with
young children where parents are the target of
education and health promotion messages from
clinicians, during adolescence, young people
themselves also need to become the recipient of
such messages. Most parents are relatively
experienced users of the healthcare system. In
contrast, adolescents are novice users of the
healthcare system and cannot be assumed to
understand how it functions. The rapidly evolv-
ing intellectual and emotional development of
adolescence opens opportunities for clinicians to
directly support and communicate with young
people as patients, in addition to continuing to
engage and support their parents. Yet, young
people’s growing capacity to make more auton-
omous decisions can pose challenges for how
clinicians engage with young people more inde-
pendently of their parents and guardians, espe-
cially when this is inconsistent with community
attitudes and expectations. Clinicians have obli-
gations to uphold the United Nations Convention
on the Rights of the Child that recognizes young
people have the legal right to confidential health
care, commensurate with growing maturity
(Office of the United Nations High Commis-
sioner for Human Rights 1989). A challenge for
clinicians is how to help young people, parents,
and communities appreciate the value of young
people becoming more health literate and having
greater autonomy around decisions that affect
their health (see Fig. 15.2).

Adolescents experience many barriers to
health care. While some of these largely lie
outside the health system such as financial bar-
riers, others are more directly the responsibility
of healthcare services. For example, time pres-
sures within healthcare services or lack of sup-
portive policies around confidential health care
will prevent routine psychosocial assessment of

adolescents, a strategy for engaging with young
people and identifying important health concerns
beyond the presenting complaint. Young peo-
ple’s use of healthcare services can also be
highly influenced by social values and attitudes
(perceived or real) of their peers, parents, and
other adult gatekeepers—including clinicians.
Thus, community expectations that unmarried
adolescents are not sexually active will function
as a barrier to unmarried sexually active adoles-
cents obtaining appropriate health care (e.g.,
reliable contraception, HIV testing).

Despite adolescents’ special health and devel-
opmental needs, as a group they have received
remarkably little attention within the global public
health movements and declarations of the past
30 years. Reports and declarations have empha-
sized more people-centered care (WHO 2000;
Declaration of Alma-Ata 1978), which call for
‘Health for All’ (WHO 1981) as well as efforts to
improve the equity of service provision (The
Ottawa Charter for Health Promotion 1986).
However, adolescents have failed to benefit as yet
(WHO 2014). It is time this changed.

This chapter explores what young people
expect from healthcare services. It reviews how
healthcare services need to respond differently
from historical approaches that have essentially
viewed adolescents as simply ‘older children’ or
‘younger adults’ and describes the major barriers
that adolescents encounter in using healthcare
services. It presents how a standards-driven or
indicator approach might help improve the quality
of care delivered to adolescents and young adults.

Adolescent Perspectives of Quality
of Health care

Over the past decade, the framework of
adolescent-friendly health care has been used to
better orient health care services to the needs of
young people. Developed by the World Health
Organization, the focus of implementation was
primary health care in low-income countries, and
was predominantly applied to sexual and repro-
ductive healthcare services (WHO 2002, 2009).
Sawyer and colleagues have described the
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Fig. 15.1 An ecological model of the factors that make adolescent clients unique
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Fig. 15.1 (continued)
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potential of this framework to be used to promote
quality health care to adolescents within specialist
services as well as primary care, and within
high-income countries as well (Sawyer et al.
2010, 2014; Ambresin et al. 2013). They report
that the principles of adolescent-friendly practice
are increasingly being described within position
papers and service guidance about delivery of
quality health care to young people across the
world, even if the phrase ‘adolescent-friendly
health care’ is not commonly used.

Adolescent-friendly health care purportedly
addresses five domains: equity, effectiveness,
accessibility, acceptability, and appropriateness
(WHO 2009). Equity of care relates to the right
of all young people to obtain quality health care.
Effectiveness corresponds to the expected
improvement in adolescent health outcomes
when care is delivered in the right way at the
right time. Accessibility relates to how readily
young people are able to obtain health care when
they need it, while appropriateness relates to how
well the care that is delivered reflects the burden
of disease experienced by an individual. The
acceptability of healthcare services refers to how
well they meet young people’s expectations.

Acceptability of healthcare services can only
be measured by obtaining young people’s views.
Yet it is surprising how few adolescent-oriented

measures of health care are based on youth
self-report (Ambresin et al. 2013). This absence
is especially notable given the long-standing
acknowledgment through the United Nations
Convention on the Rights of the Child of the
importance of young people participating in all
matters affecting them, including their health
(Office of the United Nations High Commis-
sioner for Human Rights 1989).

Ambresin et al. (2013) recently published a
systematic review of the adolescent friendliness
of healthcare services from the perspective of
young people. They set out to extract the major
constructs underlying young people’s experi-
ences of health care and to identify the core
domains and indicators of youth friendliness
from the perspective of young people. Identify-
ing studies across high-, middle-, and
low-income countries in widely varying health
settings, they found that while four different
constructs have been used in the literature to
explore young people’s perspectives on
adolescent-friendly health care (satisfaction with
health care; patient-centered care; experience of
care; and quality of care), there was much over-
lap of the key domains across these four con-
structs. Below, we have narrowed the eight core
themes suggested by Ambresin et al. (2013) as
conceptualizing adolescent-friendly health care

Fig. 15.2 Domains that require special attention in health consultations with adolescents
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from young people’s perspectives into the fol-
lowing six domains.
Accessibility: The most important indicators
relate to location and affordability of services.
Staff attitude: An adolescent-friendly clinician is
respectful, friendly, supportive, honest, and
trustworthy. Trust is a precondition for adoles-
cents to discuss sensitive issues.
Communication: Young people want clinicians
who have good listening skills and who can com-
municate the right amount of information with
clarity. Young peoplewant clinicians to use a direct
communication style that includes clear technical
information without a lecturing tone of voice.
Medical competency: Young people want
healthcare providers who have accurate medical
knowledge and can provide comprehensive care,
defined as regular assessment of their health and
developmental status, life events, and personal
aspirations. Technical skills are valued, including
those related to pain management. Among indi-
cators measuring guideline-driven care, confi-
dentiality, autonomy, and transition to adult
health care are the most important for young
people.
Age-appropriate environments: Adolescents
want welcoming physical spaces and up-to-date
health information, together with activities to
reduce boredom while waiting. A clean, private
environment is a priority, as are short waiting
times. Flexibility around appointments is desired
to minimize school absence.
Involvement in health care: Young people
stress their need to be involved in their own
health care.

Ambresin et al. (2013) then suggested that,
with the exception of equity (which is arguably
intrinsic to adolescent-friendly care), these
domains align remarkably well with the World
Health Organization (WHO) framework of
adolescent-friendly health care (WHO 2009).
The domains also align well with the principles
of patient-centered care, which emphasize
notions of respect, coordination of care, appro-
priate provision of information to patients,
high-quality communication with patients,
patient involvement in decisions about care, and
the ability of healthcare providers to listen to

patient needs (ACSQHC 2011). Distinct findings
relate to the need for indicators that define an
age-appropriate environment and that articulate,
in greater depth, the elements of high-quality
communication with young people.

Barriers Faced by Adolescents
in Accessing Quality Healthcare
Services

Evidence from both high- and low-income
countries shows that adolescents and young
adults face many barriers that limit or prevent
their use of healthcare services (El Damanhur and
Abdelhameed 2013; Kennedy 2010; Khalaf et al.
2010; National Research Council and Institute of
Medicine 2009; Thrall et al. 2000; Ghafari et al.
2014; AIDS Accountability International 2013).

Access

Financial barriers are particularly challenging for
young people. A study that compared healthcare
experience and access between young and older
adults in 11 high-income countries found that
participants aged 18–24 years were more likely
than older adults to report financial barriers to
receiving recommended care (Hargreaves et al.
2015). Another study commissioned by the
World Health Organization showed that financial
barriers included both direct costs and wider
barriers (Waddington and Sambo 2015). For
example, as discussed in Chap. 19, adolescents
are deterred more than adults by the direct costs
of healthcare services because of their limited
access to cash, limited ability to access services
independently of family, and the potential for
adolescent health needs to be a low priority
within the family. Health service barriers include
the lack of financial incentives for healthcare
services to prioritize adolescent needs in com-
parison with other age groups. Other financial
barriers include limited access to pooled financ-
ing through limited eligibility for tax- and
insurance-based funding schemes. There are also
financial barriers to delivering quality care, such
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as when financing schemes conflict with confi-
dentiality. Policies and procedures for claiming
healthcare benefits inadvertently expose adoles-
cents to confidentiality breaches through routine
communication in the form of explanation of
benefits sent to policyholders (who are typically
parents) (Sedlander et al. 2015) or when itemized
bills are sent to parents.

Healthcare services can also impose barriers to
accessing health care as a result of particular
policies or procedures. For example, clinicians
may restrict adolescents’ access to services based
on their age, marital status, or their partner’s or
parent’s consent (Calhoun et al. 2013). In a survey
of primary care providers conducted by WHO in
2014, over one in four respondents (26 %) said
their practice had restrictive policies around age,
marital status, or other reasons that might prevent
some adolescents from receiving care.

It is also apparent that lack of access to health
information and healthcare services dispropor-
tionally affects adolescents. Health literacy
means more than just being able to read pam-
phlets or other health information, as important
as this capacity is. Rather, health literacy refers to
the cognitive and social skills that determine the
motivation and ability of an adolescent to gain
access to, and to understand and use information
in ways that promote and maintain good health
(WHO 2015). This includes knowledge and
skills about health and disease and their risk
factors, and the knowledge and skills required to
navigate the health system. Basic health literacy
includes timely recognition of the need for
healthcare services, sufficient empowerment, and
ability to seek advice and care including suc-
cessfully making appointments, and being able to
navigate the inherently complex system of ser-
vices. Evidence suggests that adolescents’ health
literacy is largely not sufficient to enable them to
effectively use services without support and that
they may be unaware of what services are actu-
ally being provided (e.g., type of healthcare
services, educational and vocational support,
drug and alcohol counseling, legal, and social
support) (WHO 2009). Adolescents often lack
accurate knowledge about health and disease
including mental health, and have little

appreciation of the impact of certain behaviors on
health, such as substance use.

While the process of engaging in health care
can be confusing for all, young people will only
gain greater confidence and skills with practice.
An important way to increase adolescents’ use of
healthcare services is to generate demand for
services among them and to foster community
support for adolescents’ use of services (Denno
et al. 2015). Acceptance among community
gatekeepers (such as parents, community, and
religious leaders) for the provision of healthcare
services to adolescents, including sexual and
reproductive healthcare services, is important;
some studies have found that social- and
community-level factors may be as, or more
influential, in determining service use levels
among youth as clinic-level factors (Mmari and
Magnani 2003). Strategies to generate demand
and community support include linking school
programs with quality services, life skills
approaches, social marketing and franchising,
and community interventions to involve key
community gatekeepers (WHO 2014).

Acceptability

Adolescents highly value privacy and confiden-
tiality. Yet many adolescents are not aware that
their regular healthcare provider is supposed to
be a source of confidential care (Denny et al.
2012; Thrall et al. 2000). Spending time alone
with an adolescent is recommended to ensure
confidential care, yet it has not yet become rou-
tine practice. In a study from Canada, physicians
were more likely to spend time alone during
preventive visits than in the context of acute care.
The authors concluded that because many ado-
lescents do not make preventative care appoint-
ments, and because time alone drives provision
of sexual health services, providers might be
missing opportunities to deliver sexual and
reproductive needed services to at-risk popula-
tions (O’Sullivan et al. 2010). Multiple studies
confirm that the failure of healthcare services and
clinicians to sufficiently respect adolescents’
rights to information, privacy, and
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confidentiality, and to provide
non-discriminatory and non-judgmental care, is a
major barrier to adolescents’ use of services
(Denny et al. 2012; El Damanhoury and Abdel-
hameed 2013; Khalaf et al. 2010; Thrall et al.
2000; Ghafari et al. 2014). In Lithuania, for
example, general practitioners frequently violate
adolescents’ right to confidential healthcare ser-
vices; when cases involve sexually transmitted
infections or pregnancy, nearly 70 % of general
practitioners’ said they would inform the parents
of adolescent clients (Jaruseviciene et al. 2011).

Clinical attitudes toward protecting the con-
fidentiality of adolescents will, to at least some
degree, reflect the expectations of the commu-
nity. In this regard, the expectation of protecting
confidentiality might be greater for topics related
to sexual behaviors (e.g., contraception) than for
the consequences of sexual behaviors, such as
pregnancy, abortion, or a sexually transmitted
infection (Jaruseviciene et al. 2014). In the
absence of quality training, clinicians may have
unresolved moral doubts, negative attitudes, and
ethical concerns about how best to deal with
sensitive health issues, such as adolescent sexual
behaviors or substance use (El Damanhoury and
Abdelhameed 2013). Others may hold conser-
vative views about the acceptability of particular
healthcare services, such as the appropriate age
for contraceptive services (Tu et al. 2004).

In addition to privacy and confidentiality,
adolescent experiences health care as acceptable
when the provider has enough information,
spends enough time, involves him/her in deci-
sions about care and treatment, and explains
things in a way that the adolescent can under-
stand. Hargreaves et al. (2015) have shown that
across 11 high-income countries, young adults
were less satisfied than older adults in all of these
aspects of care.

Equity

Some groups of adolescents are more likely than
others to miss out on healthcare services. This
includes young people who are socially
marginalized or stigmatized, and those without

health advocates such as parents or relatives. In
many countries, unmarried sexually active ado-
lescents are denied sexual and reproductive
healthcare services because of societal attitudes
about the value of chastity before marriage and
provider disapproval. Lack of equity of access to
abortion services can be especially problematic
for this group (El Damanhoury and Abdel-
hameed 2013; Tilahun et al. 2012). Healthcare
services often do not reach the most vulnerable,
such as homeless adolescents (Berdahl et al.
2005; Elliott 2013; Roy et al. 2004), those with
mental disorders or substance abuse (Cummings
and Druss 2011; Elster et al. 2003), indigenous
and immigrant youth and those from ethnic
minorities (O’Connor et al. 2016), adolescents
within youth justice settings (Barrett et al. 2006;
Chitsabesan et al. 2006), and those stigmatized
by sexual orientation or transgender status
(Corliss et al. 2007; Mustanski et al. 2014; Nel-
son 1997).

Appropriateness

Appropriate services for adolescents are those
that will benefit them. There is, however, often a
mismatch between what services are offered and
what services adolescents might benefit from.
For example, the changing nature of
health-related behaviors (substance use, too early
sexual intercourse) and states (e.g., mental health
disorders, anemia, overweight, and underweight)
that commonly starts or has different conse-
quences in adolescence, underpins the value of
psychosocial assessment. This includes routine,
confidential assessment of an individual’s mental
health and well-being, sexual health risks, sub-
stance use, and their exposure to violence and
other injury risks, in the context of assessment of
the family environment, education and employ-
ment, and friendships. Yet, for many reasons
including lack of training, lack of policy support,
lack of an appropriate funding model, and lack of
appropriate referral services, many healthcare
services fail to routinely utilize the opportunity to
‘go beyond the presenting complaint’ (Azzopardi
et al. 2015).
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It is particularly disappointing that important
causes of mortality, disease burden, and risk
factors in adolescents have failed to gain appro-
priate attention in many contemporary initiatives
that are labeled ‘adolescent-friendly.’ An unpub-
lished review by the World Health Organization
revealed that the majority of these have focused
on sexual and reproductive health (see Box 1).
Yet, the burden of mental disorders, of
violence-related morbidity and mortality, sub-
stance use, and chronic diseases reinforce the
value of more comprehensive services being
provided (Andrew et al. 2003). This is certainly
consistent with young people’s views on quality
health care as reported earlier, and with the shared
risk and protective factors for many health-related
behaviors and states that are known to cluster
together (Sawyer et al. 2012). The WHO under-
took a global consultation with adolescents as
part of its recent report, Health for the world’s
adolescents: a second chance in the second dec-
ade and showed that more respondents expressed
interest in seeking services for mental health and
nutritional issues than for sexual and reproductive
health issues (WHO 2014). Consistent with this, a
study that aimed to elicit the healthcare needs of
adolescents in higher secondary school in Goa,
India, showed that while there was clearly unmet
need for sexual and reproductive health infor-
mation, adolescents perceived psychosocial sup-
port for health issues ranging from violence in
schools to poor relationships with parents,
stress-related health complaints, and educational
difficulties as primary concerns, with high unmet
need (Andrew et al. 2003). Reassuringly, ado-
lescents report welcoming discussion about such
complex issues if raised sensitively by clinicians
(Klein and Matos 2002).

Box 1 Adolescent-friendly Health
Services

Methods: A systematic review was
conducted on the literature published in
English and Spanish from 2000 to 2013 on
adolescent-friendly health services in
countries from Africa, Asia, Central
America, and South America. One aim of

the review was to ascertain the types of
services provided to adolescents in the
context of ‘youth-friendly health services’
initiatives. Literature was searched for rel-
evant articles in PubMed, Google Scholar,
Articles+, POPLINE, IndMED, and
ProQuest.

Results: 50 papers were included in the
analysis. All 50 papers described initiatives
that focused on sexual and reproductive
health services. Only two papers described
initiatives that provided other than sexual
and reproductive services (one included
general health assessment, the other one
included blood pressure measurement and
laboratory testing).

Conclusion: Current initiatives to
improve service provision to adolescents
that are labeled ‘youth-friendly’ fail to
include an appropriate spectrum of services.

Source adapted from WHO (2014).

In the Republic of Moldova, an evaluation of
youth-friendly health centers found that they were
not fully mandated to deliver a comprehensive
package of nutritional, mental health, violence
prevention, and sexual and reproductive health-
care services, despite the fact that the package had
been defined by theMinistry of Health (Carai et al.
2014). More comprehensive healthcare services
may function to reduce the potential stigma of
accessing sexual and reproductive healthcare ser-
vices, especially for unmarried adolescents. There
is no evidence that ‘stand-alone’ youth healthcare
services have better health outcomes than those
that target a wider population. This may suggest
greater access from generalist services while
obviating stigma associated with adolescent sex-
ual and reproductive healthcare services.

Effectiveness

Effectiveness is a dimension of quality that
implies that services are evidence-based, or at
least evidence-informed. We would expect fewer
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clinical trials in adolescents than in adults, given
that fewer randomized controlled trials are
undertaken in children less than 18 years old
than in adults. This results in numerous medi-
cations being prescribed ‘off label’ in children
less than 18 years old due to financially driven
decisions by pharmaceutical companies. Even in
cancer care, where treatment within a clinical
trial is considered best practice, large numbers of
adolescents with cancer remain ineligible for any
trial due to their age. Arguably, while this is
inequitable, it will remain challenging to gain
sufficient evidence to treat adolescents with many
cancers given the lower incidence of cancer in
children and adolescents than in adults.

This same challenge is true for many other
health issues affecting adolescents. For example,
little is known about the effectiveness of care
provided to adolescents when measured against
objective criteria. For example, although unipolar
mental health disorders (i.e., depression) are
ranked as the leading cause of disability-adjusted
life years lost (DALYs) among adolescents
globally (WHO 2014), very little is known about
the extent that evidence-based services are
delivered for adolescent depression and depres-
sive symptoms (Alexandre et al. 2009; Brames-
feld et al. 2007; Cheung and Dewa 2007; Collins
et al. 2006; Hetrick et al. 2012; Pasquale 2013;
Ross and Brannigan 2008). Given the prevalence
of mental health disorders in young people, more
research is indicated, especially in low- and
middle-income settings, and using more innova-
tive modalities that might be more readily taken
to scale (e.g., technology-based interventions).

There is, however, a growing evidence base
for the principles of adolescent health care. For
example, there is good evidence from multiple
studies using different research methodologies
about the value of confidential health care.
However, even in this area, there is only one
controlled trial (Ford et al. 1997).

There is also growing evidence about the
value of clinical training in adolescent health and
medicine. The first randomized trial around this
issue showed that training general practitioners in
the principles of adolescent health care signifi-
cantly improved their competency in working

with this age group (Sanci et al. 2000). Other
studies show gains in attitudes, confidence, and
competence with specialist providers and trainees
(Sawyer et al. 2013).

A critical question is whether gains in
adolescent-friendly clinical skills translate to
measureable improvements in health outcomes
for adolescents. In 2007, a systematic review of
evidence for youth-friendly services failed to
locate studies of sufficient quality to assess the
potential of primary care to improve the health of
young people (Tylee et al. 2007). Consistent with
contemporary clinical guidelines, this review
recommended routinely screening adolescents
for multiple health risks. More recent trials are
starting to provide some evidence of the effec-
tiveness of interventions that target behavior
change in young people (Sanci et al. 2012; Chen
et al. 2011; Joseph et al. 2009).

Research investments are similarly needed to
assess the potential value of other platforms for
healthcare delivery. For example, Chap. 24
showed that the evidence-based practice for
common interventions in school healthcare ser-
vices is weak. An equal challenge is to ensure
that where there is evidence, the evidence-based
practice becomes embedded within routine clin-
ical practices (Catalano et al. 2012).

A Standards-Driven Approach
to Improve the Quality of HealthCare
Services for Adolescents

Global initiatives are urging countries to priori-
tize quality as a way of reinforcing human
rights-based approaches to health (WHO 2013).
The World Health Organization report Health for
the world’s adolescents: a second chance in the
second decade suggests that to make progress
toward universal health coverage, ministries of
health and the health sector more generally will
need to transform how health systems respond to
the health needs of adolescents. It recommends
developing and implementing national quality
standards and monitoring systems as one of the
actions necessary to make this transformation
(WHO 2014).
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In order to assist policy-makers and health
service planners in improving the quality of
healthcare services for adolescents, the World
Health Organization has recently developed
Global Standards for Quality Healthcare Services
for Adolescents (see Table 15.1).

Many countries are moving toward using an
indicator or standards-driven approach to
improve the quality of care for adolescents
(Ambresin et al. 2013; Chandra-Mouli et al.
2013; Committee on Adolescence American
Academy of Pediatrics 2008; Department of
Health 2011; Nath and Garg 2008;
Dickson-Tetteh et al. 2001; Mmari and Magnani
2003). In South Africa, an accreditation program
was designed to improve the quality of

adolescent healthcare services at the primary care
level and strengthen the public sector’s ability to
respond to adolescent health needs. This was
done through establishing national standards and
criteria for adolescent health care in clinics
throughout the country, and by building the
capacity of healthcare workers to provide quality
services (Dickson-Tetteh et al. 2001). In Ukraine,
standards have been integrated into the national
system of accreditation of youth-friendly health
clinics (Ministry of Health Ukraine 2012). In the
Republic of Moldova, standards were used to
provide the basis for demonstrating the utility of
youth-friendly health centers, to provide the
Ministry of Health with objective information on
the breadth and depth of the compliance with

Table 15.1 Global Standards for Quality Healthcare Services for Adolescents (WHO 2015)

Standard
1

Adolescent health
literacy

The health facility implements systems to ensure that adolescents are
knowledgeable about their own health, and they know where and when to
obtain health services

Standard
2

Community support The health facility implements systems to ensure that parents, guardians, and
other community members and community organizations recognize the value
of providing health services to adolescents. They support such provision and
the utilization of services by adolescents

Standard
3

Appropriate package
of services

The health facility provides a package of information, counseling, diagnostic,
treatment, and care services that fulfills the needs of all adolescents. Services
are provided in the facility and through referral linkages and outreach

Standard
4

Provider
competencies

Healthcare providers demonstrate the technical competence required to
provide effective health services to adolescents. Both healthcare providers
and support staff respect, protect, and fulfill adolescents’ rights to
information, privacy, confidentiality, non-discrimination, non-judgmental
attitude, and respect

Standard
5

Facility
characteristics

The health facility has convenient operating hours, a welcoming and clean
environment and maintains privacy and confidentiality. It has the equipment,
medicines, supplies, and technology needed to ensure effective service
provision to adolescents.

Standard
6

Equity and
non-discrimination

The health facility provides qualitya services to all adolescents irrespective of
their ability to pay, age, sex, marital status, education level, ethnic origin,
sexual orientation, or other characteristics

Standard
7

Data and quality
improvement

The health facility collects, analyses, and uses data on service utilization and
quality of care, disaggregated by age and sex, to support quality
improvement. Health facility staff is supported to participate in continuous
quality improvement

Standard
8

Adolescent
participation

Adolescents are involved in the planning, monitoring, and evaluation of
health services and in decisions regarding their own care, as well as in certain
appropriate aspects of service provision

aThe term ‘quality services’ encompasses all the characteristics of services as outlined in these standards and their
criteria
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national quality standards of the assessed facili-
ties (Box 2), and later to advocate with the
National Health Insurance Company (NHIC) to
take on the funding of youth-friendly health
centers (Chandra-Mouli et al. 2013). In the UK
and Scotland, standards are also being developed
for primary healthcare services for adolescents
(Department of Health 2011).

An important component of monitoring stan-
dards is to ensure that in addition to the require-
ments by administrators and providers (e.g., to
provide comprehensive services, to support
appropriate training), that processes are also
implemented to measure the acceptability of
healthcare services as assessed by young people
themselves. Recent research is starting to develop
the conceptual frameworks and tools to assist
healthcare services undertake such tasks (Sawyer
et al. 2014) although much more work is required.
For example, there are exciting opportunities to
utilize brief experience of care ‘exit surveys’
using mobile phone technologies. The World
Health Organization has recently developed a
prototype that digitalizes the Global Standards for
Quality Healthcare Services for Adolescents, and
that will make it easier for adolescent clients to
report anonymously on their experience of care.

Box 2 Compliance of 12 youth-friendly
health centers with National Quality Stan-
dards in the Republic of Moldova

Standard 1: Young people know when
and where to ask for health services.
Standard 2: Young people have easy
access to the health services they need,
they also find them acceptable.

Standard 3: Health service providers
maintain the confidentiality and respect the
privacy of young people.
Standard 4: Health service providers
mobilize the community (to promote
youth-friendly health services).
Standard 5: Health service providers
provide health services effectively, in line
with the basic or extended packages.
Standard 6: All young people have equal
access to health services.

Source Chandra-Mouli et al. (2013).

Implementing National Quality
Standards

Developing and implementing national quality
standards andmonitoring systems are just one part
of the transformation that health systems need to
undergo in order to better respond to the health
and development needs and opportunities of
adolescents (WHO 2014). Improving the quality
of care at mainstream primary and referral level
facilities cannot succeed without strengthening all
pillars of the health system. This includes:
• governance, so that policies are in place that

respect, protect, and fulfill adolescents’ rights
in health care and national health management
information systems that provide evidence-
based information for decision making;

• financing, so that allocation of resources and
purchasing services is done in a way that
meets the need of adolescents;

• strengthening workforce capacity, so that
healthcare providers have the necessary
competencies to implement the standards; and

• ensuring that the necessary drugs, supplies,
and technology are available so that the
functioning of the facility is seamless.
Therefore, in addition to actions in the facility

and community, national- and district-level
actions will be necessary in each of the health
system pillars in order to enable facility staff and
managers to implement the standards and their
criteria. The WHO implementation guide of the
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WHO Global Standards for Quality Healthcare
Services for Adolescents provides detailed
guidance of the type of actions necessary at each
level (WHO 2015).

Conclusions

Progress toward universal health coverage
requires transition from small, adolescent-friendly
health projects to adolescent-responsive health
systems. The goal of such adolescent-responsive
health systems is to consistently provide quality
health care to adolescents, which is based on the
knowledge and appreciation of the special
healthcare needs of the young. Increasingly, the
driver for delivering quality health care to ado-
lescents is the recognition of the benefits that
accrue across the lifecourse when communities
‘get it right’ for young people (Patton et al. 2014).
This includes the triple dividend of benefits in
adolescence itself, benefits from improved health
in adults, and benefits to the next genera-
tion (Patton et al. 2016).

Healthcare services alone cannot achieve such
gains, which are largely shaped by individual and
family interactions with wider social determinants
of health. However, healthcare systems have an
important role to play, which will be optimally
leveraged by services that deliver equitable
evidence-based health care that is supported by
adequate health information systems and the
necessary resources (e.g., drugs, supplies, and
technology), including a well-trained workforce.

The barriers faced by adolescents in accessing
quality health care are well documented. Now is
the time for healthcare systems to take actions to
remove or at least minimize them. One way to do
so is through the implementation of service stan-
dards. The WHO Global Standards for Quality
Healthcare Services for Adolescents and their
implementation guide and monitoring tools pro-
vide a practical guidance for healthcare planners,
facility managers, and healthcare providers on
how to improve the quality of adolescent health-
care services. Young people deserve substantially
more investment in developing and testing novel
actions to improve their health. Greater

investment in training health professionals and
support staff is also required if adolescent-
responsive systems are truly to be put in place.
But much can be done by healthcare services—
now—to implement the principles of practice of
what young people tell us matter to them.
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16Toward an Adolescent Competent
Workforce

Susan M. Sawyer and Valentina Baltag

Introduction

The focus of health services is on those health
problems that most contribute to the burden of
disease. In resource poor settings, given the high
rate of mortality from acute infectious diseases in
children under five years of age, and the risks of
childbirth and of poor nutrition for mothers and
children alike, healthcare services have predomi-
nantly focused onmaternal and child health needs.
These include acute infectious diseases, undernu-
trition, and maternal health with a focus on family

planning. Indeed, the development of the maternal
and child health workforce, often delivered
through a model of care that is distinct from other
primary healthcare services, reflects the impor-
tance of these maternal and child health needs.

Historically, the focus of teaching and training
healthcare workers targeted those same health
issues. In that context, it is not surprising that
until recently relatively little attention has been
paid to the specific needs of adolescents for
health services. This neglect was further fueled
by widespread beliefs that adolescents are largely
healthy with little need for health services
beyond sexual and reproductive healthcare
(Sawyer et al. 2012).

As described in the chapter on Quality
Healthcare for Adolescents, three major changes
underpin the need to galvanize greater invest-
ments in training to ensure that the future health
workforce has the necessary competence to work
more effectively with adolescents. The first
change is around the population burden of dis-
ease. Dramatic reduction in mortality of children
under five years of age has brought fresh atten-
tion to adolescents who have not experienced the
same reductions (Viner et al. 2011). The burden
of HIV/AIDS in adolescents has brought atten-
tion to adolescent sexual and reproductive health
needs, with growing appreciation that strategies
that are effective in older adults do not neces-
sarily achieve the same level of effectiveness in
adolescents (Kasedde et al. 2013) and that a
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wider approach is required (e.g., that includes
addressing interpersonal violence and gender
inequalities). The availability of HPV vaccina-
tion for young adolescents has helped raise
awareness about the opportunities around the
preventive interventions in adolescence (Broutet
et al. 2013). Beyond immunization, prevention
efforts are also required to address those more
complex risk factors for non-communicable dis-
eases (NCDs) in adults, which have their origins
in adolescence, such as tobacco use, obesity, and
low physical activity (Sawyer et al. 2012). The
extent that preventable injuries contribute to
adolescent mortality and morbidity (e.g., physi-
cal disability, acquired brain injury) is now better
appreciated as having implications for both
emergency healthcare and prevention, especially
in relationship to road safety and workplace
safety (Patton et al. 2009; Gore et al. 2011).
Within the life course, the period of adolescence
and young adulthood is the most common time
of onset of mental disorders. Deaths from
self-harm including suicide are a major contri-
bution to adolescent and young adult mortality
across the world. This challenges health services
about how to both identify and respond to mental
health disorders in the young (Patel et al. 2007).

One obvious change is that the burden of
chronic mental health and physical disorders
requires reorientation of health services away
from the standardized interventions that have
focused predominantly on acute health concerns,
such as infectious diseases, to focus on chronic
conditions where continuity of care is required.
This requires a different engagement model for
adolescents within health services, the responsi-
bility for which primarily rests with health ser-
vices as well as communities. At the other end of
life, the burden of disease in aging populations is
similarly challenging health systems to shift
focus to managing the needs of elderly with
largely chronic health conditions (Oliver et al.
2014). There is little evidence that health service
organizations recognize that there are similar
challenges for adolescents and their health.

The second change relates to the growing
appreciation of the significance of adolescence as
a profound period of growth and maturation. Not

only does adolescence now start earlier and
extend for longer, but also the significance of
biological and neurocognitive maturation is
clearer for health (Sawyer et al. 2012). Late
childhood and adolescence is now appreciated as
an important time of continued growth in all
body systems. While the importance of puberty
as critical to physical growth and maturity in the
second decade has long been apparent, the sig-
nificance of neurocognitive maturation that
extends at least to the third decade is also
increasingly clear. These changes result in ado-
lescence being a further time of biological
embedding when the social context ‘gets under
the skin’ (Viner et al. 2012).

Advances in neurocognitive science suggest
that the differentiation of brain development has
great relevance for the development of health
problems and health risks related to emotion and
emotional control (Crone and Dahl 2012). This is
relevant for responding to health needs around
sexual and reproductive health, HIV risk, injury,
mental disorders, substance use, and chronic
physical health problems, including long-term
engagement with a healthcare system, including
adherence to treatment. Adolescence is a time of
life when there is a greater diversity in social
influence and the social determinants of health
than at any other point across the life course.
Relationships with family change, the peer group
gains particular salience, and media and market-
ing have a greater impact during adolescence and
young adulthood than at other age. During ado-
lescence, the confluence of biological maturation,
social role transitions, and changing social deter-
minants of health that results in the onset of
behaviors, such as alcohol use, sexual intercourse,
and tobacco use, that affect the health of adoles-
cents during adolescence (e.g., alcohol-related
injuries), that affect the health of the next gener-
ation when these adolescents parent Patton et al.
2015 (e.g., HIV/AIDS, impact of tobacco on the
fetus), and that affect the health of the maturing
adolescent as they become adult (e.g.,
tobacco-related NCDs) (Sawyer et al. 2012).

The third change is the policy landscape. Over
the past five years, various UN agencies, inter-
national players, and academics have helped
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build momentum around the importance of ado-
lescent health and well-being. In 2011, UNICEF
published its first ever State of The World’s
Children report that exclusively focused on
adolescents, evocatively titled, ‘Adolescence: an
age of opportunity.’ In 2012, USAID published
its first ever report on youth in development, and
The Lancet published its second series on ado-
lescent health. UNFPA published an important
report on child marriage in 2013, while in 2014
WHO published a report titled, ‘Health for the
World’s Adolescents: Second Chance for the
Second Decade.’ Maturation of the Millennium
Development Goals in 2015 saw a new global
commitment to the Sustainable Development
Goals for 2030. In this context, there has been a
remarkable recognition of the contribution that
women, children, and adolescents make to ‘ro-
bust economies and resilient societies’ (Desalegn
et al. 2015). The Global Strategy for Women’s
and Children’s Health has explicitly been
expanded to adolescents. Now known as the
Global Strategy for Women’s, Children’s and
Adolescents’ Health, it is to be accompanied by a
multibillion financing mechanism.

In 2016, the Lancet Commission on Adoles-
cent Health and Wellbeing will provide a narra-
tive framework that will help shape new
investments in adolescent health and well-being
that lie both within and beyond the health sector
(Patton et al. 2014). And, in 2017, it is expected
that WHO will lead a framework for accelerated
action for adolescent health aligned with the
Global Strategy that will engage member states
in new investments to promote the health and
well-being of their young people.

Never before has the global community
experienced such interest in and awareness of the
health issues facing young people. However,
there are great challenges about how countries,
communities, and young people take actions in
response to the complex burden of heath needs in
the young. Within the health system, expecta-
tions are growing for health services to provide
an appropriate response to the changing health
needs of adolescents within their communities.

The challenge of equipping the health work-
force with the necessary skills to take on this
task is daunting. A recent call to scale up quality
health services to adolescents in India, a country
with around 250 million adolescents and a new
national policy that supports the delivery of
comprehensive healthcare to this population,
suggested that the lack of competence in health
staff will be a major barrier to achieving this
goal (Sivagurunathan et al. 2015). For example,
in a WHO consultation with primary care pro-
viders that was undertaken as part of the 2014
Health for the World’s Adolescents report, 735
respondents from 81 countries reported that
adolescent health was seldom part of their
pre-service education. Almost half reported that
they had learned about adolescent healthcare on
the job or had no training at all (see the chapter
on India in this volume, which goes into detail
about India’s efforts to provide healthcare to
their adolescents).

Why Specific Training in Adolescent
Health is Important

Adolescents and young adults have fundamental
needs for health services that address both their
conspicuous health needs and the new and
emerging healthcare needs that arise during
adolescence, whether around heath needs for
developmentally normative behaviors (e.g., con-
traception in the context of sexual activity) or
around health risks and disorders (e.g., tobacco,
obesity, mental health disorders). Adolescents
are inexperienced users of health services and are
typically not empowered to function indepen-
dently of their families. This places particular
responsibility on healthcare providers to identify
their health needs and engage young people
themselves around their health concerns. At the
same time, healthcare providers need to continue
to engage with the families of adolescents in
ways that are respectful to both the family and
the young person, and cognizant of community
norms and local laws (see Box 1).
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Box 1: The Context of Adolescent
HealthCare Requires Engagement with
Adolescents and their Families
Anisha is a 16-year-old Indian girl who
was brought to the health service by her
mother because of severe headache that
had persisted over the past few weeks.
Such a headache may reflect many differ-
ent organic pathologies and stressors,
including bullying at school, migraine,
meningitis, or even a brain tumor. In
addition to clinical examination, a thor-
ough psychosocial assessment by the doc-
tor with the girl alone revealed she was
highly distressed because she thought she
was pregnant following unprotected sex
with her boyfriend. At the time of assess-
ment, she was actively suicidal due to her
anxiety over what would happen if her
parents were to find out. Her mother was
neither aware of her daughter’s emotional
distress nor of her sexual activity.

In this example, the doctor or nurse
requires four sets of skills. Firstly, core
clinical history taking and examination
skills are required to fully consider the dif-
ferential diagnoses—might she be preg-
nant? Does she have migraine? Is there
clinical evidence of something more sinis-
ter? Secondly, communication skills are
required to negotiate for time alone with the
adolescent patient, without her mother pre-
sent, in which the clinician can fully explore
the context of her headaches. Thirdly,
knowledge of the medicolegal context of
both the adolescent patient and the clinician
will inform possible responses—how old is
her partner? Was the sex consensual or not?
Is termination of pregnancy an option were
she pregnant? Finally, a complex set of
skills is required to ensure that the girl is
kept safe, both within the family (e.g.,
interpersonal violence) and in terms of
future sexual activity (e.g., contraception,
STI prevention). The attitudes, knowledge,
and skills required to address this clinical
scenario are sophisticated and not readily

addressed by standard treatment algorithms.
Rather, a set of core competencies underpin
successful consultations.

The nature and extent of physical, neurocog-
nitive, and psychosocial development that takes
place throughout adolescence and young adult-
hood require clinicians to engage differently with
young people than they do with younger children
and older adults. Rather than clinicians using
parents as the proxy for patient engagement (as is
typical of consultations with younger children),
the most effective consultations with adolescents
require the clinician to directly engage young
people themselves. At the same time (and in
contrast to consultations with older adults), clini-
cians are also required to attend to the perspec-
tives, needs, and beliefs of parents and families,
whether or not they are physically present in the
consultation. As adolescents are inexperienced
users of healthcare, their health services also carry
the responsibility to build young people’s capacity
and confidence to engage with heath care and
health services, now and in the future.

While consulting with young people alone can
be framed as a strategy to assist the young person
gain greater competence in engaging with health
consultations, many parents are defensive about
this, especially when it is not consistent with
community expectations. A wider policy context
is that the United Nations Convention on the
Rights of the Child recognizes young people
have the legal right to confidential healthcare,
commensurate with growing maturity (Office of
the United Nations High Commissioner for
Human Rights 1989). Negotiating these con-
trasting contexts can be challenging (Michaud
et al. 2015). The principles underpinning the
assessment of adolescent capacity for decision
making in clinical care and how bioethics and
human rights principles can be applied in clinical
practice are described elsewhere in this volume.

A particular challenge for clinicians in low- and
middle-income counties is how to help young
people, parents, and communities appreciate the
value of young people becoming more health
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literate and having greater autonomy around
decisions that affect their health. Traditional and
social media provide opportunities to engage
young people and their communities around the
health needs faced by young people. In other
words, in addition to the responsibilities of
heathcare services themselves, there are opportu-
nities for increasing the demand by young people
(and families) for quality health services for
adolescents.

In sum, the range of individual, interpersonal,
community, organizational, and structural factors
of relevance for adolescents results in unique
challenges for healthcare professionals and the
services in which they work. The complexity of
adolescent healthcare needs and actions makes a
compelling case for ensuring that training in ado-
lescent health and medicine is vertically integrated
through every level of health training. Training
would cover pre-service through in-service (post-
graduate education and continuous medical edu-
cation), spanning from primary care to specialist
practice, and ensuring that the breadth of health
professionals (e.g., medicine, nursing, allied heath)
gain the requisite attitudes, knowledge, and skills to
work effectively with the young.

What is the Core Content
of Adolescent Health Training?

It is useful to think about the core competen-
cies required to work effectively with young
people, that is, the required attitudes, knowl-
edge, skills, and professional behaviors that

underpin quality practices with adolescents and
young adults.

The World Health Organization recently
published a set of core competencies in adoles-
cent health and development for primary care
providers (WHO 2015). Arguably, these are
widely relevant beyond primary care and for
interdisciplinary audiences. Figure 16.1 shows
these competency domains, which have been
modified to place more emphasis on the critical
importance of communication, which, while
having its own set of competencies, is integral to
each of the other three domains.

A group of fundamental attitudes support the
provision of quality healthcare to young people.
While different professional groups and individ-
uals may prioritize and emphasize these differ-
ently, below is a list of such attitudes, modified
from the WHO (2011, 2015). These attitudes
relate to the need for healthcare providers to
attend to the following:

• Treat each adolescent with full respect for
their human rights;

• Approach all adolescents, including those from
marginalized and vulnerable populations, in a
non-judgmental and non-discriminatory man-
ner, respecting individual dignity;

• Approach every adolescent as an individual,
with differing needs and concerns and differ-
ing levels of maturity, health literacy, and
understanding of their rights, as well as dif-
fering social circumstance in relationship to
living arrangements, strength of connection to
family, and engagement in education and
employment;

Domain 1

Basic concepts in 
adolescent health and 

development

Domain 2

Laws, policies
and quality 
standards

Domain 3

Clinical care of 
adolescents with 

specific conditions

Domain 4
Effective communication

Foundations of Adolescent Health Care Situational Clinical Care
Fig. 16.1 Healthcare
providers working with
adolescents need
competencies across four
key domains (modified
from WHO 2015)
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• Demonstrate empathy, reassurance,
non-authoritarian communication, and active
listening;

• Offer services that are confidential and
private;

• Show respect for adolescents’ choices,
including their right to consent or refuse
physical examination, tests, and
interventions;

• Show respect for the knowledge and learning
styles of individual adolescents;

• Demonstrate understanding of adolescents as
agents of change and as sources of
information;

• Approach adolescent healthcare as a process,
not a one-off event, and appreciate that ado-
lescents might need time to make decisions
and that ongoing support and advice might be
needed;

• Demonstrate understanding of the value of
engaging in partnerships with adolescents,
gatekeepers, and community organizations to
ensure quality healthcare services for
adolescents;

• Demonstrate awareness of one’s own atti-
tudes, values, and prejudices that may inter-
fere with the ability to provide confidential,
non-discriminatory, non-judgmental, and
respectful care to adolescents.

Domain 1. Basic concepts in adolescent
health and development. This relates to being
able to demonstrate the understanding of normal
adolescent development and the major social
determinants of health in adolescence, how these
influence health (e.g., uptake of risk behaviors),
and the implications of these for healthcare
delivery (e.g., the rationale for taking a psy-
chosocial history consulting alone with young
people for part of a consultation). This includes
engaging young people in healthcare and pro-
moting their capacity for self-management
including adherence with medication.

Domain 2. Laws, policies, and quality
standards. This relates to being able to demon-
strate knowledge of the laws and policies that
affect the provision of healthcare to adolescents
within the context of their families and

communities. This includes knowledge of laws
about consent and confidentiality, access to
specific health services that might vary by age or
context (e.g., sexual health services for unmar-
ried adolescents), and the skills required to work
within the law while promoting young people’s
health. This domain also includes knowledge and
skills to deliver healthcare that is consistent with
quality standards, including support around the
transition to adult healthcare.

Domain 3. Clinical care for adolescents
with specific health conditions. Clinical skills
are required around a core set of clinical issues
including growth and pubertal development,
nutrition, common health concerns (e.g., acne),
preventive health including immunization, sexual
and reproductive healthcare including HIV care,
chronic physical health conditions (including
disability), chronic mental health conditions,
substance use, injuries, and violence.

The relative importance of different health
conditions in different parts of the world will
influence the balance of knowledge and skills
required by clinicians in different countries and
regions. For example, mental health, substance
use, and chronic physical health problems are the
predominant health issues affecting adolescents
in HIC, while the management of acute infec-
tious diseases, undernutrition, HIV, and sexual
and reproductive health is the predominant need
of adolescents in sub-Saharan Africa. The Ado-
lescent Job Aid provides step-by-step assistance
to clinicians in managing common presentations
or concerns in adolescence (WHO 2010).

Domain 4. Communication. Strong com-
munication skills lie at the heart of consultations
with adolescents. While this should be the case
with patients of all ages, young people’s relative
inexperience with health services places greater
emphasis on healthcare providers who need to
ensure that young people are fully informed
around the issue they are consulting about.

Each consultation provides an opportunity to
build adolescent health literacy, including ado-
lescents’ knowledge of health and health ser-
vices. Knowledge of adolescent neurocognitive
development should inform styles of communi-
cation with adolescents. Expertise is also
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required at ‘triangulating’ health consultations, in
which both adolescents and parents might
participate.

In many parts of the world, integration of
these core competencies becomes functionally
most evident around the following:

Consent, confidentiality, and privacy. These
include how to negotiate for time alone with the
young person and knowing how to consult
effectively with both the adolescent and the
parents. It includes making sure that adolescents
know their legal rights about healthcare and how
clinicians must operate within the law while
providing the highest quality care to the young.

The role of psychosocial history taking.
Many services teach the HEADSS approach
(Goldenring and Rosen 2004). This is optimal in
the context of understanding normal adolescent
development and the local epidemiology of
common health risks and health problems in
adolescents. This approach is most effective
when integrated with strong communication
skills that enable the history to be taken as a
conversation rather than a checklist. Taking a
psychosocial history is a strategy for engaging
with young people. It is a powerful approach to
identifying specific health concerns beyond the
presenting complaint (e.g., mental health condi-
tions, interpersonal violence, sexual health risks).
It is also an approach that enables delivery of
preventative interventions around normative
behaviors (e.g., the clinician anticipates future
sexual intimacy even when the adolescent is not
yet sexually active) and provides a context for
anticipatory guidance (e.g., discussion of con-
doms and contraception).

Building self-management skills in adoles-
cents with chronic health conditions. These
skill sets are built on knowledge that as adoles-
cents mature they develop increasing capacity to
manage more of their health. Families are still
required to supervise health regimens for many
adolescents. The usual healthcare provider,
whether in primary or specialist care, has an
important role in supporting young people to
‘step up’ and parents to ‘step back.’

Transition to adult healthcare. Many young
people with chronic health conditions that
require specialist care in the child health sector
require ongoing engagement with the adult
health sector as they mature. This is true for both
chronic physical health conditions (e.g.,
HIV/AIDS, type 1 diabetes, thalassemia) and
mental health conditions (e.g., psychosis). Most
parts of the world do not have specialist adoles-
cent services. Rather, clinicians are required to
help adolescents and young adults with chronic
health conditions that require specialist health-
care to navigate the local healthcare system to
promote continuity of care.

Community-based networks (health and
well-being). Supporting young people to engage
with community-based services is an important
skill set for clinicians who consult with adoles-
cents. These might include school-based health
services, community supports for those with
mental health disorders, and opportunities for
peer support (e.g., LGBTQ, disability).

Bringing It Together

The rising mortality from HIV/AIDS in adoles-
cents and young adults highlights the signifi-
cance of these individual core competences for
healthcare providers that, when integrated, deli-
ver quality care for adolescents. To manage
AIDS among infected young people, healthcare
professionals need a comprehensive understand-
ing of laws about consent and confidentiality, as
well as an appreciation of the significance of
privacy in healthcare for young people. Promot-
ing behaviors that protect young people’s current
and future sexual partners is best done with the
knowledge of the risk and protective factors in
their lives. This can be achieved through taking a
psychosocial history. Adherence behaviors for
antiviral medication will be supported by
knowledge of adolescent development and by
promoting the development of adolescent com-
petences in self-management. There is a serious
risk that, without careful planning, young people
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will fail to transfer to adult healthcare services
and will drop out of care during the adolescent
years. Mitigating this risk requires health service
programs to work in partnership to foster a
smooth transition between child- and
adult-focused services. In addition to promoting
health access for adolescents, a culture of care
that actively engages young people is essential
for an effective continuum of care.

Tiered Training in Adolescent Health
and Medicine

The challenge for educators and professional
accreditation bodies is to embed evidence-based
approaches to teaching adolescent health at all
stages of learning and to ensure that there is a
seamless developmental progression so that more
advanced learners are supported to develop more
advanced skills, consistent with prior learning
(Sawyer et al. 2013).

Core competencies in adolescent health and
medicine are first introduced at the level of
pre-service education and are relevant for students
from different health disciplines. Pre-service
education occurs in universities, colleges, and
schools, such as medical and nursing schools. The
goal of this training is to equip all students with the
basic, broad knowledge, skills, and attitudes they
will need for future professional roles, such as a
doctor or nurse.

This is followed by more specific education,
referred to as in-service or postgraduate educa-
tion, which supports advanced practice in more
defined professional roles, such as pediatric
medicine or nursing. In most parts of the world,
formal accreditation by professional bodies is
required before graduates are able to practice in
these roles, including in primary care. Beyond
this, some parts of the world recognize and
accredit advanced skill sets where professionals
function in more specialized roles in relationship
to adolescent health and medicine, whether in
relationship to clinical practice, teaching,
research, public policy, and advocacy. Across
each of these tiers of health education, a focus on
core competencies (attitudes, knowledge, and

skills) is required which becomes more advanced
as students progress to higher levels of learning.

Like most other areas of health, there is no
standardization of pre-service or in-service edu-
cation around adolescent health nationally or
globally. Individual academic and clinical leaders
within universities and schools, and within
national professional and accrediting associa-
tions, develop curriculum and criteria for com-
petency. Implementation is then shaped by
academic capacity, influenced by many different
local contextual factors including policy
environments.

Availability of Training in Adolescent
Health

Pre-service teaching. In most parts of the world
where adolescent health is taught at a pre-service
level, teaching appears to be primarily delivered
within the ‘pediatric’ or ‘child health’ curricu-
lum. However, the extent to which adolescent
health is taught is unknown. This includes a lack
of information about the proportion of teaching
programs that include adolescent health, lack of
information about which disciplines teach it, lack
of information about the content of what is
taught, and lack of information about the
assessment frameworks to assess competency
(i.e., learning outcomes).

Audit questionnaires to determine what was
being taught in European’s medical curricula
were sent to the national medical association in
48 countries. Of these, 29 associations respon-
ded. Of those, pre-service education in adoles-
cent medicine was offered in 14 countries, all
within the pediatric curriculum (Ercan et al.
2009). In 2015, a special edition of the Interna-
tional Journal of Adolescent Health and Medi-
cine focused on country-level advances in
adolescent health, with particular attention paid
to the teaching and training landscape. It was
apparent that adolescent health is inconsistently
addressed within pre-service education, even
within the same country. Conversely, there are
also notable examples of increasing focus on
adolescent health at a pre-service level. For
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instance, The University of Melbourne changed
the name of its 10-week pre-service course on
‘Pediatrics’ to ‘Child and Adolescent Health.’
The intent of this was twofold. One intent was to
bring a stronger orientation of ‘health’ to match
the strength of the existing focus on disease. The
other was to more explicitly recognize the
importance of health for all children, not just the
very young (Sawyer et al. 2015). At that uni-
versity, it is noteworthy that adolescent health is
also included within both the ‘Women’s Health’
and ‘General Practice’ courses, which provides
important opportunities for reinforcement and
enhancement of learning as desired for founda-
tion knowledge, attitudes, and skills.

Another example is the University of Lisbon,
Portugal, which, as described in another chapter
in this volume, introduced adolescent medicine
as an elective 28-h course for 4th and 5th year
medical students in 2012. Four years ago, it
became a core element of the pediatrics’ cur-
riculum within the Faculty of Medicine.

Pre-service training in adolescent health is
highly relevant for many different disciplines,
including medicine, nursing, and allied health
(e.g., psychology, social work). Furthermore, at
the pre-service level, many of the core

competencies will be common, whether in rela-
tionship to attitudes, knowledge, or skills. This
suggests there are many places within the
pre-service curriculum that could offer an aca-
demic home to adolescent health and medicine
(see Fig. 16.2).

Efforts have been made to understand the
common elements of adolescent health across
different domains within medicine. For example,
in India, a mapping exercise highlighted the
extent of overlap of core competences of ado-
lescent health within the pre-service medical
curriculum. In this case, there was interest from
lecturers within pediatrics, primary care, obstet-
rics and gynecology, and internal medicine to
teach adolescent health. This led to the devel-
opment of a common curriculum that could be
delivered by academics within any of these dif-
ferent disciplines (Chatterjee 2008). Given the
lack of capacity in many universities around
pre-service adolescent health education, such
flexible approaches, whereby in one university,
the lead academic or teacher responsible for
students acquiring core competencies in adoles-
cent health might be a child health expert, while
at another school or college, it might be a pri-
mary care academic, are encouraged.

Allied healthNursing
Medicine 

Core Attitudes, 
Knowledge and Skills

Fig. 16.2 Adolescent
health core competencies
(attitudes, knowledge,
skills) have wide relevance
for many different health
disciplines, including
medicine, nursing, and
allied health
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Within this model, strategies to ensure that
there are clear linkages between the teaching
discipline (e.g., primary care) and the related
disciplines (e.g., child health, women’s health) at
a pre-service level are required. Without such
linkages, there is a risk that, over time, the ped-
agogical focus will drift away from core com-
petences toward the more specific requirements
of the discipline. Figure 16.3 illustrates the rel-
evance of core competences in adolescent health
to different medical disciplines.

Given the wide relevance of adolescent health
competencies for different health disciplines that
often need to work collaboratively, there are also
distinct opportunities for interdisciplinary teach-
ing and learning, whether at the pre-service level
or beyond. The opportunity provided by inter-
disciplinary learning is for different disciplines to
come together to learn within the same environ-
ment. While this has been largely framed as
enhancing learning outcomes around interdisci-
plinary professional practice (Dufrene 2012), the
relative lack of academic expertise across the
disciplines that need to acquire core competences
in adolescent health provides opportunities for
teaching efficiencies that could stem from

interdisciplinary learning approaches. More
widely, a focus on specific clinical issues can be
used as a vehicle for interdisciplinary learning
that also covers core competencies in adolescent
health. The school-based Triple A Program
(Adolescent Asthma Action) is an example of
this. Interdisciplinary learning with medical,
nursing, and pharmacy students (Saini et al.
2011) has been built around the original
evidence-based program that was shown to both
improve medical student competencies and
improve adolescent health outcomes (tobacco,
asthma) (Shah et al. 2001).

Postgraduate training in adolescent health.
The extent to which adolescent health is taught
within in-service or postgraduate training pro-
grams in different countries is also largely
unknown. The previously noted audit of adoles-
cent health teaching in Europe (Ercan et al. 2009)
suggests that the assessment of adolescent health
is included within 19 pediatric residency pro-
grams and 17 general practice or family medicine
training programs. However, responses were
only obtained from 29 of 48 national associa-
tions, a number of associations were uncertain of
the status of adolescent heath teaching and

PCore attitudes, 
knowledge and 

skills

Primary care

Adult
medicine

Emergency
medicine

Obstetrics & 
Gynecology

Psychiatry

Pediatrics

Fig. 16.3 Adolescent
health core competencies
for different disciplines
(modified from Sawyer
et al. 2007)
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assessment nationally, and the extent of assess-
ment was not requested.

While individual hospitals and academic
centers offer various fellowship programs in
adolescent health and medicine, only some
countries formally recognize such advanced
practice through certification. Since 1994, Board
certification in Adolescent Medicine has been
available in the USA to doctors training within
pediatric medicine, internal medicine, and family
medicine programs through a three-year fellow-
ship in adolescent medicine. In Canada, adoles-
cent medicine has been recognized as a
subspecialty of pediatrics since 2007. Adolescent
medicine is being increasingly recognized as a
subspecialty of pediatrics in many other parts of
the high-income world, such as Switzerland and
Singapore, even in the absence of formal
accreditation programs. In Australia, there are
plans for the specialty to be known as ‘Adoles-
cent and Young Adult Medicine’ with board
certification available to trainees in pediatric and
internal medicine (Sawyer et al. 2015).

The recognition of advanced practice skills is
important for advancing more consistent
approaches to training the future workforce.
Historically, advances in teaching and training
were led by committed individuals with a high
level of expertise in adolescent health and med-
icine. More recent gains that have led to more
sustained initiatives, or that involve greater scale,
have emerged from settings where there are both
a critical mass of adolescent health expertise and
an enabling environment. The enabling environ-
ment includes aspects of policy such as the
support of professional organizations or govern-
ment policies, as well as access to resources and
skills that are often best achieved through active
linkages and collaborations.

Countries that offer reasonable access to
advanced training in adolescent health and
medicine have had professional associations that
have supported this work at the policy interface.
In the USA, for example, this includes the

Society for Adolescent Health and Medicine, the
American Academy of Pediatrics, and the
American Medical Association. These profes-
sional bodies have been responsible for estab-
lishing a prerequisite that all postgraduate
trainees in pediatrics, for example, have core
competencies in adolescent medicine. Other
countries, such as Malaysia, have developed
strong professional associations (i.e., the
Malaysian Pediatric Association and the Malay-
sian Association of Adolescent Health), which
have helped create a culture where competences
in adolescent health are informally acknowl-
edged. This is also true for countries such as the
UK.

Yet, most of these countries are not moving
toward certification (or employment) of adoles-
cent physicians. One question is whether failure
to invest in creating a cadre of future leaders may
limit future opportunities to advance the neces-
sary expansion in country-level capacity in ado-
lescent health and medicine.

Leadership for Scale

In the USA, the LEAH program (Leadership in
Adolescent Health Education) is an important
model that highlights the benefits that can be
achieved from government investment to support
interdisciplinary training for healthcare profes-
sionals. The intent of the LEAH program, which
currently funds seven training sites, is to train the
next generation of leaders in adolescent health.
The goal is to build their capacity in public health
policy, research, clinical care, and advocacy. The
program focuses on five disciplines—medicine,
nursing, social work, psychology, and nutrition.
The LEAH program has had great success in
retaining trainees in adolescent health who are
demonstrably functioning in leadership roles.

Funded by the Maternal and Child Health
branch, the LEAH program funds training sites
which have the necessary critical mass to support
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high-quality training for future leaders. This
program model could be readily replicated by
governments elsewhere.

Critical mass of adolescent health and medi-
cine expertise has similarly underpinned other
teaching and training efforts. This includes the
development of various short courses in adoles-
cent health and development. One example is
EU-Teach, a European collaboration that grew
out of the University of Lausanne’s academic
and clinical expertise in adolescent health and
medicine. The focus was initially on promoting
clinical competency. More recently, support is
also provided to local leaders in adolescent
health and medicine to promote local teaching
and training initiatives.

Another short course, offered by the London
School of Hygiene and Tropical Medicine,
focuses on professionals within the health sector
in low- and middle-income countries.

There are also degree programs that exclu-
sively focus on adolescent health but for a variety
of professionals, including those from health
backgrounds (e.g., nurses, general practitioner)
and others from non-health backgrounds (e.g.,
youth workers, police). As an illustration, The
University of Melbourne offers an online multi-
disciplinary postgraduate qualification in ado-
lescent health and development, with a graduate
certificate, diploma, and master program avail-
able. Another example is in France, where a
collaboration of universities awards a diploma in
adolescent health and medicine (Diplome
Inter-Universitaire).

Health professional associations have also
developed various non-certificate learning
opportunities. The United Kingdom Department
of Health funded the Royal College of Paedi-
atrics and Child Health to develop a compre-
hensive online resource on adolescent health.
The resources are relevant for multidisciplinary
health professionals, including the following:
nurses, general practitioners, pediatricians,
obstetricians, gynecologists, and psychiatrists.
Another example is provided by the Royal

Australasian College of Physicians, which has
developed a more limited online training
resource to support basic trainees in pediatric and
internal medicine to gain the required compe-
tencies in adolescent health and medicine.

Massive Open On-Line Courses, known as
MOOCS, provide an exciting opportunity to
really take training to scale, as free courses are
delivered online (certification of completion
carries a nominal cost). The first MOOC on
Global Adolescent Health was developed by The
University of Melbourne in 2015. Over an
eight-week period, a variety of topics was cov-
ered. These included the following: conceptual-
izations of adolescence and how these have
changed over time; adolescent development
within a life course perspective on health; the
social determinants of health in adolescence; the
major health issues affecting young people, such
as mental health, sexual and reproductive health,
injury and accidents, NCDs and health risk
behaviors; and adolescent health policy and
programming, including intervention and pre-
vention frameworks, legal and human rights
issues, measurement and indicators of adolescent
health.

In contrast to this adolescent-specific MOOC,
the London School of Hygiene and Tropical
Medicine has developed a six-week MOOC that
covers the health of adolescents, mothers, new-
borns, and children. Other recent MOOCS of
relevance include one on Global Sexual and
Reproductive Health and Rights from The
University of Lund, Sweden.

A major strength of MOOCs is the capacity to
overcome geographical barriers to learning
through the online environment. This enables
learners to flexibly engage with the online course
material when it best suits them. In addition to
lectures, another strength of this online platform
is the capacity to engage learners through online
discussions where individuals gain insights and
feedback from other students taking the course.

There are additional opportunities that come
from integrating the material within MOOCs to
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the ‘flipped classroom.’ In this regard, one can
envision how some of the materials provided
within a MOOC become the prerequisite for
tutorials that might focus more specifically on
local issues of relevance to a smaller group of
learners. The versatility of the learning platform
suggests many future opportunities for innova-
tive teaching around adolescent health.

Harnessing Young People’s Voices

A key innovation in pedagogy in adolescent
health and medicine has been to harness the
power of young people within teaching and
training, as well as within the assessment
frameworks. Many trainers in adolescent health
appreciate the influence on adult learning when
young people speak for themselves about what
they like and do not like about health services,
and the various barriers they face in accessing
them—among other factors. A common chal-
lenge is the sustainability and cost of engaging
young people in this way.

One successful approach is the ‘Hands on
HEADSS’ program, a collaboration between the
University of Melbourne (Faculty of Medicine,
Department of Paediatrics and the Postgraduate
School of Education) and local secondary
schools. In this program, students in the 9th and
10th grades taking classes in Drama and English
are trained to take on the role of a simulated
patient. The opportunity for immediate feedback
to medical students around their efforts to take a
psychosocial history is highly rated by medical
students (Sawyer et al. 2015).

Linkage to wider infrastructure that supports
simulation-based medical education can help
ensure the sustainability of this teaching endea-
vor. An example is collaboration between Israeli
adolescent physicians and the Israel Center for
Medical Simulation, a national facility, which
aims to improve clinical and communication
skills using an error-driven approach. They train
adolescent actors from a local high school for the
arts to simulate various clinical cases, including
aspects of confidentiality, home, and school
concerns. This has become a central aspect of

adolescent health education in Israel, for both
primary care and pediatrics (Ziv et al. 2006;
Hardoff and Schonmann 2001).

Effectiveness of Adolescent Health
Training

Training in adolescent health and medicine
improves the clinical performance of medical
undergraduates (Feddock et al. 2009), early
professional learners (Sawyer et al. 2013), and
experienced clinicians alike (Sanci et al. 2000).
Some approaches focus more on situational
clinical skills (Damle et al. 2015), while others
focus more on communication (Sanci et al.
2000). Even relatively short seminars can pow-
erfully influence attitudes, knowledge, and skills
(Feddock et al. 2009). Online learning should not
be seen to replace the power of clinical teaching,
which can be delivered using both real and
simulated patients. For example, evaluation of
the previously mentioned adolescent health
training resource developed by the Royal Aus-
tralasian College of Physicians in Australia
showed that access to the resource improved
knowledge and confidence in applying that
knowledge to clinical scenarios. An important
finding was that most respondents also welcomed
the opportunity for structured clinical teaching as
a adjunct adjunct to the resource (Sawyer et al.
2013).

Medical and nursing professionals experience
multiple barriers when trying to deliver more
comprehensive and prevention-oriented care to
young people. These include limited time, lack of
reimbursement, lack of skills, confidence about
how to respond, and limited availability of spe-
cialist services (Sanci et al. 2012). An educa-
tional intervention for general practitioners that
used evidence-based strategies to change clini-
cian behavior led to improved communication
skills and the increased assessment of health risks
using simulated adolescent patients (Sanci et al.
2000, 2003). The intervention also improved the
general practitioners’ rating of their competency
in youth health, which was maintained five years
after the training (Sanci et al. 2005).
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While training in adolescent health improves
the competencies and confidence of health pro-
fessionals, a central question is whether the
attainment of core competencies in adolescent
health improves young people’s health behaviors
and health outcomes. This is a challenging
question to address directly. At one level, reas-
surance can be provided that greater competence
of learners means that they are more able to
engage adolescent patients. They can better
identify health concerns and better develop
management plans that are cognizant of the
medicolegal context of complex situations. Such
evidence suggests that at the very least, a higher
quality of healthcare is provided.

A particular interest is the role of primary care
in delivering preventive interventions. Two
notable studies measured the impact of routine
assessment of health risks during ‘well visits’
(Walker et al. 2002; Ozer et al. 2011). In the
setting of pediatric outpatient clinics in the USA,
Ozer and colleagues tested the effectiveness of
health risk screening guidelines combined with
preventive counseling and comprehensive train-
ing (Ozer et al. 2011). There was evidence of
increased detection and discussion of risky
behaviors by the clinicians. There were also
some suggestions of health benefits, with sig-
nificant increases in adolescent helmet use and
trends toward lower rates of tobacco use, unsafe
sexual intercourse, and greater seat belt use when
compared to routine care.

The second study was a randomized con-
trolled trial of preventive health counseling for
teenagers in the UK who had well visits with
general practice nurses (Walker et al. 2002).
There was a positive movement along the ‘stages
of change’ continuum at 3 months for smoking,
diet, and exercise. These changes were not sus-
tained at 12 months. Other benefits included
increased awareness of confidential healthcare
and better mental health scores for those who
were depressed. There was no difference in
reported risk taking at 3 or 12 months. There is
some evidence that such interventions may be
more effective when delivered opportunistically
(Borowsky et al. 2003).

A recent meta-analysis suggests there is evi-
dence that integrating medical with behavioral
health interventions within primary care
improves behavioral health outcomes in young
people (Asarnow et al. 2015). This adds weight
to the importance of primary care as a setting to
identify and respond to health risks in the young.
A recent cluster randomized control trial of 42
general practices set out to explore the effec-
tiveness of a complex intervention that included
the routine assessment of health risks followed
by best practice approaches to motivating change
around adolescent risk-taking behaviors (Sanci
et al. 2015). The complex intervention improved
the detection by GPs of health risk behaviors in
young people, with high acceptance by adoles-
cents of routine assessment. This is important
given that primary care, including school-based
health services, has opportunities to reinforce
behavior change messages over time. The impact
on health outcomes was less conclusive. New
technologies provide important opportunities to
identify adolescents at greater risk (e.g., waiting
room surveys) that could prompt more targeted
interventions that may be more efficient and
effective.

Conclusion

The changing health profile of adolescents across
the world challenges health services to become
better orientated to the health needs of young
people. More intensive training for healthcare
workers is required with the goal of embedding a
set of core competencies into routine clinical
practice with young people. Some of the barriers
experienced by young people in accessing
healthcare can be overcome by training (e.g.,
judgmental staff attitudes or scolding of risky
behaviors). Others require wider investments,
such as fiscal measures to reduce the cost of
healthcare to the young, or service orientations
that overcome geographical barriers (e.g.,
school-based health services and m-health inter-
ventions). To date, greater investment in ado-
lescent health teaching and training has arisen in
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countries with strong professional associations,
which have developed a critical mass of clini-
cians with advanced practice skills who function
as lead educators. Beyond these initiatives, the
urgent need for workforce training suggests the
importance of short-term investments in online
training programs, as these are much more highly
scalable. However, in the medium term, quality
education will require strong support from
national professional associations and investment
in training local academic leaders.
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17How an Adolescent Health
Curriculum Was Implemented
in Portugal

Helena Fonseca

Introduction

The current cohort of young people worldwide is
the largest it has ever been. Young people 10
through 24 years of age represent one-quarter of the
world’s population. Four out of five young people
live in less developed countries, representing up to
one-third of those countries’ populations. Accord-
ing to the last available data, Portugal (INE 2013),
adolescents (10–19 years of age) and young people
(10–24) represent respectively, 10.53 and 15.94 %
of the Portuguese population, corresponding to
10,427,301 young people.

It is estimated that nearly two-thirds of pre-
mature deaths and one-third of the total disease
burden in adults are associated with conditions or
behaviors that began during adolescence (Mun-
dial 2007). In fact, some health problems and
health-related behaviors (e.g., smoking, diet,
exercise) acquired during adolescence have a
negative impact during adolescence, while others
have their impact in adulthood, and still others
have their impact in the next generation.

Over the last decades, mortality rates in all age
groups have declined. Mortality among young
people, however, has decreased less than in other

age groups, overtaking childhood mortality in
some high-income countries (Viner et al. 2011).
What is really quite impressive is that most
deaths in this age range are preventable. In Por-
tugal, the leading causes of death in the 10–
19 years age group are accidents (141 deaths in
2013), followed by tumors (80 deaths), a wide
range of medical causes (50), suicide (11),
infectious diseases (8), and homicide (5).

Adolescents have specific characteristics,
capabilities, and needs that evolve throughout the
second decade of life. Many behaviors initiated
during adolescence (unprotected sex, physical
inactivity, the use of tobacco, alcohol, and illicit
drugs) have important consequences for health in
adulthood. Even so, there is evidence that posi-
tive interventions during adolescence can avert
negative outcomes in adulthood.

Improvement of global adolescent health is an
important challenge and opportunity faced by all
countries. In developed countries, the proportion
of psychosocial and behavioral morbidities con-
tinues to increase leading to the need for
healthcare systems to adapt to this reality. In less
developed countries, the nature of demands on
adolescent health care is distinct, and the chal-
lenge here is to be able to address priority health
issues as well as accommodate the age-specific
needs of this population.

In light of this, the education of tomorrow’s
medical doctors must in our view include
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adolescent health and the acquisition of com-
munication and interdisciplinary approach skills.
WHO strongly advocates that every provider
working with adolescents should have core
competencies in adolescent health, and further
promotes a competency-based training in ado-
lescent health and development (MCA 2014).

Other organizations, such as the International
Pediatric Association (IPA), point in the same
direction (IPA 2015). The IPA Adolescent
Medicine Technical Advisory Group has elected
as a priority for the current mandate:

(1) In partnership with National Pediatric Soci-
eties, advocate for expanding the pediatric age
to 18 years in every country across the world.

(2) Strengthen the adolescent development and
health content of undergraduate training for
Pediatric residents.

(3) Advocate for inclusion of an Adolescent
Medicine curriculum as part of the “common
trunk training” in Pediatrics (in Europe,
“common trunk training” refers to the core
pediatric training and curriculum).

In fact, IPA recognizes that there is a need for
strengthening the adolescent development and
health content of undergraduate training for
Pediatric Residents. At the postgraduate level,
IPA promotes the training of health professionals
in order that they get the knowledge and the skills
for taking care of adolescent patients, understand
them, being trusted by them, and able to provide
answers to their needs in a successful way.

Adolescent Medicine focuses on the assess-
ment, diagnosis, and management of health
issues within the context of the major biopsy-
chosocial events that define this age range.

Formal training curricula in Adolescent
Medicine have been developed first in the USA,
followed by Canada and Australia. In the USA,
Adolescent Medicine emerged as a subspecialty
in the second half of the twentieth century. For a
long time, the USA has been the only country
with an official board certification examination in
Adolescent Medicine. The three-year fellowship
programs in the USA have the objective of pro-
viding advanced training in adolescent health

care to physicians coming from different spe-
cialties, who elect to broaden their capacity in
caring for adolescents.

In Europe, there was a complete absence of
interest among pediatrician to obtain additional
knowledge on Adolescent health care and promo-
tion. Therefore, the inclusion of periods of clinical
exposure to adolescent health issues in the common
trunk of the Pediatric residency curriculum is
deemed important. The objective would be to enable
all Pediatric trainees to acquire basic medical
knowledge, clinical skills, and attitudes needed to be
able to effectively provide adolescent care. However,
in order to become a medical expert in Adolescent
Medicine, the resident would need further training.

The Experience at the Lisbon
Academic Medical Center

At the Lisbon Academic Medical Center which
includes the Faculty of Medicine of Lisbon, Santa
Maria University Hospital, and the Institute of
Molecular Medicine, measures were undertaken,
both at the pre- and postgraduate level, in order to
train medical students, pediatricians, and health
professionals in general in Adolescent Health and
Medicine. Four initiatives took place in this
context: (I) Adolescent Medicine Elective Course
for Medical Students (2000—); (II) Inclusion of
Adolescent Medicine in the discipline of Pedi-
atrics I (2011—); (III) Master Degree in Adoles-
cent Health (2010–2015); (IV) Fellowship in
Adolescent Medicine (2014—).

Developing Adolescent Medicine
as an Elective Course

In 1999, the Faculty ofMedicine at the University of
Lisbon, Portugal, saw a need to incorporate adoles-
cent health issues into the medical curriculum. By
that time, I had just returned from my Master and
Fellowship inAdolescentHealth at theUniversity of
Minnesota and was keen to further develop the field
of Adolescent Health in my country.

To begin, there was a complete absence of
interest among pediatricians, who did not regard
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adolescents as an underserved age group for two
primary reasons: first, the broad misconception
that Adolescent Health is predominantly mental
health; second, the fact that once a physician
decided to become a pediatrician, that physician
was no longer willing to take care of grown-ups.
In contrast, there were already in place a few
pioneer physicians at the primary care level who
decided to start Adolescent Health consultations
in their primary care setting.

We then started advocating for the inclusion
of Adolescent Medicine as a section inside the
Portuguese Paediatric Society, which eventually
happened in the year of 2000. From then on,
consistent steps of increasing recognition of the
field took place. The first Adolescent Health
Congress took place in 2002 and every two years
from then onward. In 2005, we organized in
Lisbon the 8th International Association for
Adolescent Health World Congress (IAAH).

Step by step, pediatricians started to realize
that in order to more effectively cover the needs
of the pediatric age group (0–18 years), they
should get specific training on adolescent health
issues. We conducted a survey of all pediatri-
cians registered at the Paediatric Board of the
College of Physicians in 2002, and in spite of the
low response rate, a need for training was evident
(Fonseca and Marcelino 2002).

Given this situation, my personal view as a
pediatrician directly involved in teaching medical
students was that we should prioritize the train-
ing in adolescent health, starting by including
adolescent health components in the
pre-graduation curriculum. The objective was to
provide every medical doctor with some training
in adolescent health. There was receptivity from
the Faculty of Medicine Scientific Committee to
do so, and in the year 2000, the first group of
students was exposed to formal training in
Adolescent Medicine, offered as a 28-h elective
course. Until 2008/09, the course was offered
once a year, with a limited admission of 25 stu-
dents, and twice a year after 2008/09. Fourth-
and fifth-grade medical students are eligible. In
1999/2000, 2002/03, 2007/08, and 2009/10, it
did not take place due to the lack of applications

(in order to be feasible, it was estimated the need
for a minimum of 10 students).

The main objective of the course is to provide
medical students with the basic knowledge and
skills to take appropriate care of adolescents, as
future providers, whatever the medical specialty
they will choose. Box 1 explains course objec-
tives and teaching methodology. Box 2 describes
the curriculum content.

BOX 1: Adolescent Medicine Elective
Course: Learning Objectives and
Teaching Methodology
Learning Objectives

– To understand how and why an ado-
lescent is different from a child and
from an adult.

– To understand what are the specific
health needs of this age.

– To learn how to assess the adolescent
from a biopsychosocial perspective.

– To discuss possible ways of intervening
in Adolescent Health.

Teaching Methodology

– Interactive lectures with periodical
checks for understanding (pausing
every few minutes to see whether stu-
dents are following along with the les-
son allows for the identification of gaps
in comprehension and favors
discussion).

– In-class activities (having students
work in pairs or small groups to solve
problems enables space for powerful
peer-to-peer learning and enriching
class discussions).

– Case scenario discussions about ado-
lescent patients.

– Role-play techniques with simulated
patients for training of the clinical
interview.

– Clinical placement at the Adolescent
Outpatient Clinic.

17 How an Adolescent Health Curriculum Was Implemented in Portugal 343



Box 2: Adolescent Medicine Elective
Course: Curriculum Content

– The adolescent period: epidemiology,
opportunities, and challenges

– Biopsychosocial development
– Growth and pubertal development

(Tanner stages, growth spurt)
– Maturation rates (early, average, and

late maturity)
– Cognition (concrete vs. abstract think-

ing) and emotional life
– Sleep (quality, amount, and

disturbances)
– The peer group
– The family
– Communication (including interview

techniques)
– Protective and risk factors
– Sexual health
– Adolescent pregnancy
– The adolescent with a chronic

condition.

On the last day of the course, an anonymous
voluntary questionnaire is used to assess students’
degree of satisfaction with the course, including a
1–5 Likert scale (1—not satisfied at all; 5—very
satisfied), followed by a written reflection. The
scale measures the satisfaction regarding the course
expectations, contents and methodology, satisfac-
tion with the interactive lectures and with the clin-
ical exposure, the perceived relevance of the course
within the medical training curriculum, its rele-
vance for future clinical practice, and satisfaction
with the availability and support provided by the
teachers. The feedback gathered is used to identify
areas where students are struggling so that instruc-
tors can adjust their teaching and students can adjust
their learning.

Evaluation of the Course

Based on the questionnaires received since the
beginning of the course (n = 186), the data were

organized into three subsamples. Each subsample
included students from three consecutive school
years: Group 1, students between 2000 and 2003
academic years; Group 2, students between 2003
and 2006; and Group 3, students between the
years 2011 and 2014. Because the structure and
the contents of the course underwent only minor
changes throughout the years, the analysis allows
for assessment of fluctuations in the students’
satisfaction. We performed an exploratory factor
analysis on the satisfaction with the course scale.
In general, the students reported a high satisfac-
tion level (Fig. 17.1).

Some of the responders 54.9 % (n = 95)
wrote a reflection pointing out the strengths
and/or weaknesses of this course. These com-
ments were related to two aspects: (1) content
and methodology and (2) relevance of the course
for their future practice.

With regard to the content and methodology,
these 95 responders mentioned: (a) the relevance
of the topics addressed and proposed further
topics to be covered (9.5 %); (b) the number of
hours suggesting an workload increase of the
overall course (5.3 %); and in particular of the
exposure to the clinical practice (10.5 %), high-
lighting the need for further exposure to consul-
tations with teenagers (20 %); (c) the ratio of
students/teacher at the clinical placement, point-
ing out that this ratio should be lower (5.3 %);
(d) the teaching skills of the faculty, pointing out
the mastery of the teachers (12.6 %); (e) the
importance of having covered specific issues
associated with this developmental stage
(28.5 %); and (f) the exposure to discussion of
case studies, proposing an increase in this kind of
exposure (6.3 %).

With respect to the relevance of the course,
most students (71.6 %) described the course as
very enriching, pointing out its relevance for
their future medical practice (42.1 %). In addi-
tion to the high experiential and structural sat-
isfaction provided by the course, the students
much valued the course as a chance of indi-
vidual personal development (8.4 %). Some
10.5 % of the participants pointed out that the
course should be part of the mandatory medical
undergraduate curriculum, with 3.2 % saying
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that it should remain an elective course. In
addition, 12.6 % of the participants mentioned
the transversal nature of Adolescent Medicine
for most of the content in the medical
curriculum.

The results of the survey indicate that the
experiential satisfaction is higher than the struc-
tural satisfaction, reinforcing the idea that students
particularly enjoy learning models that prioritize
the practical component, with the theory grounded
on the practice, and not the opposite. Getting the
experience seems to be what the students praised
the most. What was also evident in their com-
ments, they would value further exposure to con-
sultations with teenagers. Based on these results,
the course should cover a larger number of topics
(e.g., risk behaviors, internet use and misuse,
addictions, school failure) and increase the dura-
tion of the course and of the clinical exposure time.
Future courses should reinforce the practical and
experiential component of the course, including
the acquisition of communication skills. To further
understand students’ needs, it would be important
to conduct qualitative studies using a focus group
methodology.

This study corroborates what other authors
have already identified, and reinforces the
importance of the inclusion of Adolescent Med-
icine in the undergraduate medical curriculum
(Kraus et al. 2003). The findings are being used
to reshape some aspects of the curriculum con-
tent and methodology of future versions of this

course. In addition, we hope they might be useful
for facilitating the design of new Adolescent
Medicine courses at other Faculties.

Lessons Learned from This Experience

Students face a couple of barriers when enrolling
in this particular course. The course runs in
parallel with other elective courses and is run
during the very first week of the semester,
meaning that if they do not take it, they may have
one more week of vacation. The list of the
elective courses is very extensive and most of
them cover traditionally very competitive areas
(e.g., cardiology, endocrinology, radiology, lab-
oratory techniques). In our view, it is difficult for
a student to “have the courage” to choose a
course on a topic which is not yet popular or
valued by the scientific community. Strategies to
attract students through a better advertisement
with a clear statement on what they may gain by
taking it may help increase student interest.
Concomitantly, continuous advocacy efforts
within the Faculty Director Boards are needed.

Inclusion of Adolescent Medicine
in the Discipline of Pediatrics I

As discussed in the previous section, at the Fac-
ulty of Medicine of the University of Lisbon,

Fig. 17.1 Students’
satisfaction regarding the
course throughout the years

17 How an Adolescent Health Curriculum Was Implemented in Portugal 345



Adolescent Medicine started by being taught as a
stand-alone course but little by little became a part
of the general flow of the pediatric curriculum of
the undergraduate training. The “one-shot” expe-
rience for the learners, although having been a
good start, only enables a limited number of stu-
dents to be exposed to adolescent medicine. And,
even for those who took advantage of the oppor-
tunity, because of lack of continuous exposure,
they may in the long term lose many of the com-
petencies gained in the course.

In 2011, under the coordination of Prof. M.C.
Machado, I was invited to become responsible
for the discipline of Pediatrics I (4th year, one
semester, total of 182 h) and had therefore the
opportunity to include in this discipline’s cur-
riculum a couple of sections on Adolescent
Medicine specifically targeted to increase the
students’ skills in the field of adolescent health.
Until then, the pediatric pre-graduate curriculum
was focused more on the neonate and the first
decade of life.

Box 3 describes the goals for this discipline.
Box 4 includes the Adolescent Medicine topics
that have been included in the core curriculum of
this discipline. And Box 5 lists the teaching
methodologies used.

Box 3: Goals for the Discipline of
Pediatrics I
Upon completion, the student is expected
to be able to:

– Conduct an age-appropriate complete
history and physical examination that
reflects a biopsychosocial approach.

– Conduct a psychosocial assessment,
selecting and using an appropriate
screening tool (e.g., HEEADSSSSS,
which stands for: Home,
Education/employment, Eating,
peer-group Activities, Drugs, Sexuality,
Suicide/depression, and Safety is a
pediatric approved method for con-
ducting psychosocial interviews with
adolescents).

– Recognize that good communication is
a core clinical skill for physicians and
that effective physician–adolescent
communication can foster adherence
and improved clinical outcomes.

– Conduct an assessment of growth and
development including weight and
height, BMI, plotting on a growth
curve, and sexual maturity rating—
Tanner stages (Tanner and Whitehouse
1976)

– Demonstrate an understanding of the
importance of developing an effective
relationship to allow adolescents to
participate in their own care planning.

– Conduct effective short-term counsel-
ing for adolescents and their families.

– Demonstrate effective clinical problem
judgment to address the most prevalent
adolescent problems, including inter-
preting available data and integrating
information to generate differential
diagnoses.

– Implement an effective management
plan in collaboration with the adoles-
cent, their family, and school when
appropriate.

– Use preventive interventions
effectively.

Box 4: Adolescent Medicine Topics
Included in the Core Curriculum of the
Discipline of Pediatrics I

• The adolescent at the primary care
sector
– Guidelines for adolescent preventive

services, screening and anticipatory
guidance.

– Recommendations for adolescent
clinical preventive services devel-
oped by the Portuguese National
Health Programme for children and
adolescents (visits planned at
specific points in time: at 10, 12/13,
and 15/18 years.
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• Adolescent growth and development
– Normal and abnormal adolescent

physical growth and development.
– Physical changes of puberty, Tanner

stages, growth spurt.
– Normal adolescent psychological,

emotional, and cognitive
development.

– The impact of normal and abnormal
growth and development on ado-
lescent health and well-being.

• Nutrition
– Nutritional requirements for optimal

adolescent growth and
development.

– Nutritional disorders in adolescents.
• Eating Disorders

– Etiology, pathogenesis, prevention,
and risk factors for eating disorders.

– The spectrum of presentation of
adolescents with eating disorders.

• Obesity
– Etiology, pathogenesis, prevention,

and risk factors for obesity.
– The impact of obesity on growth,

development, health, and
well-being.

– The most prevalent comorbidities
and the metabolic syndrome.

• Risk Behaviors
– Experimental versus risk behaviors.
– Injuries as the main cause of death.
– Tobacco, alcohol use and misuse,

illicit drugs.
– Self-harm.

• Maltreatment and neglect
– Physical and emotional abuse.
– Bullying.

• Communication Skills (development
of skills and strategies to manage con-
sultations effectively with adolescents
and their families)

• Case scenario discussions in Adoles-
cent Medicine

Box 5: Teaching Methodologies in the
Discipline of Pediatrics I

– Interactive lectures.
– Rotational clinical practice at the wards,

outpatient clinic, and emergency room.
– Seminars: Pre-defined topics are pro-

posed to the students who, in groups of
ten and facilitated by their Teaching
Assistant, prepare and present them to
the whole course. This team-based
learning activity is quite effective in
balancing individual and group
accountability and requires that stu-
dents study and reflect on complex
issues. As part of the learning process,
it gives the students the chance to go
deeper with the material, use the
knowledge they have acquired, and
create something new from it.

– Field project: Throughout the semester,
the students are asked to develop a
project that consists of conducting an
age-appropriate complete history and
physical examination to one child of
any pediatric age range (from the
newborn to an 18-year-old). In the case
of being an adolescent, the history
should reflect a comprehensive
biopsychosocial approach and the
assessment of the balance between
protective and risk factors in the ado-
lescent’s life. They are expected to
perform an organized and effective
physical examination and demonstrate
the adequate skills in observation, and
ability to determine the patient’s
abnormal symptoms and signs.

– Case scenario discussions about an
adolescent patient.

– Role-play techniques with simulated
adolescent patients including
video-recording for training of the
clinical interview.
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Some of the teaching is delivered with the
participation of simulated patients. They are
recruited from the Pediatric Residents and from
older medical students who have already taken
this discipline. At the beginning of each scholar
year, an announcement is made inviting those
interested in Adolescent Medicine to join this
group. Those who register are interviewed and a
selection is made for starting a training period.
This training consists of a mandatory intensive
course on motivational interviewing and inter-
view techniques in general.

After the completion of training, they are
exposed to periodical training and each of them,
according to their wishes and the team needs,
becomes “specialist” in a specific condition
(e.g., a diabetic adolescent, an adolescent with an
oppositional disorder, an adolescent with ADHD
and school failure). They continue their training
in individual supervised sessions with a health
professional of the Adolescent Medicine
Division. All the activities are unpaid. This extra
workload (recruitment, training, supervision) is
very time-consuming. The dynamic form of
teaching is highly valued by students and health
professionals.

Every student receiving a MD degree should
be able to interact with the adolescent patient and
possess the ability to elicit an accurate history.
These skills can be, in part, acquired using sim-
ulation methodologies.

Bedside teaching and education becomes
increasingly difficult when there are too
many students or they stay with us for too
short periods. The time that bedside individual
teaching consumes in faculty-hours, and the
burden for patients who are quite often con-
cerned that students and residents are practicing
on them, often poses a serious problem. Simu-
lation in medical education showed that
simulation-based training is effective and leads to
improvements in students’ learning process
(Okuda et al. 2009).

Lessons Learned

The lessons learned from the changes intro-
duced in this discipline have been so far very
positive. On the one hand, the evaluations
provided by the students at the end of the
semester are increasingly positive, revealing
high levels of satisfaction. The Faculty mem-
bers, in particular those directly involved with
the teaching in small groups of students at the
practical setting, were very receptive to the
changes.

A major restructure of the curriculum took
place in 2012. Although the curriculum was
refined at the end of each year, taking into
account the feedback provided by the students, in
2012 a pedagogic shift was made from the tra-
ditional “teacher-centered approach” to a
“student-centered approach.” Rather than the
focus being on the needs of the teachers, the
emphasis is on the students and what their needs
are (Spencer and Jordan 1999). It further required
a shift in the role of the faculty members who
became essentially (and increasingly) facilitators
of learning. The biggest challenge will be to
continue this teaching approach over time given
the added faculty workload.

Master Course in Adolescent Health

We started a Master Course in Adolescent Health
in 2010, at the Lisbon Faculty of Medicine
(Coordinator: Helena Fonseca MD, MPH, PhD).
The Master Degree is structured in accordance
with the Bologna Process principles as 2nd-cycle
studies, what means that it is a course that can
only be taken by those who already have a
bachelor’s degree in Health studies. These clas-
ses are taken over four semesters and confer 120
ECTS credits.

The duration and the number of credits offered
by this program are set according to legal stan-
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dards and stable and consolidated practice within
the European Union. Upon successful comple-
tion of the integrated study cycle, students are
awarded a 2nd-cycle degree. At this study level,
besides the attendance of course units, students
have to develop a research project supervised by
a professor and defend it publicly. The faculty
members are specialists in Adolescent Medicine
from different countries. Box 6 describes the
objectives of the course.

Box 6: Objectives of the Adolescent
Medicine Master Degree
By the end of the course, the Master stu-
dent is expected to be able to:

– Perform a complete and appropriate
assessment of an adolescent and his/her
family.

– Use a nonjudgmental, developmentally
appropriate approach toward the
adolescent.

– Conduct an age-appropriate, accurate,
complete history, reflecting a biopsy-
chosocial approach.

– Effectively identify and explore issues
to be addressed in an adolescent
encounter, not forgetting the “hidden”
adolescent’s agenda.

– Demonstrate appropriate interviewing
skills with adolescents and their fami-
lies (listen effectively, be aware and
responsive to nonverbal
communication).

– Respect the adolescent’s right to confi-
dentiality, privacy, and autonomy
within a developmental context.

– Assess family function and dynamics and
apply basic family systemic techniques.

– Demonstrate a positive, nonjudgmental
attitude toward adolescents and their
families.

– Communicate effectively with family
members.

– Use various strategies (e.g., systemic
strategies, motivational interview) to
motivate for change.

– Conduct a thorough assessment of
growth and development including
height and weight, body mass index
(BMI), plotting on a growth curve, and
sexual maturity rating (Tanner stages)

– Act as advocates for the advance of the
health and well-being of adolescents.

– Identify opportunities for health pro-
motion and disease prevention at the
community level.

– Understand, recognize, and identify
specific health issues and conditions of
the adolescent (distinct from the child
and the adult) and develop strategies for
the management of common somatic
symptoms.

– Diagnose, first handle and refer the
most common mental health disorders
affecting adolescents.

– Be aware of the different psychothera-
peutic modalities and commonly used
psychotropic medications during
adolescence.

– Be aware of the key features of a
management program for an adoles-
cent with a chronic condition and of
effective models for transition of
care.

– Be able to articulate with the school for
implementation of a tailored
program/enhancement of professional
competence.

– Be able to articulate with the commu-
nity resources for provision of social
support in case of vulnerable youth.

– Conduct basic independent research
involving young people.
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The Course Is Organized into 12
Curricular Units

Unit 1: Adolescent Development

– Understand normal adolescent biopsychoso-
cial development and its impact upon health
and illness.

– Be able to assess the developmental level of
young people and identify abnormal
development.

– Understand biological development in ado-
lescence and its relationship to psychosocial
development.

– Be able to identify the pubertal stage of an
adolescent.

– Be able to recognize pathological pubertal
timing and know the causes.

– Understand exploratory/risk behaviors and
their relationship to adolescent development.

Unit 2: Public Health

– Mortality trends of young people.
– Principles of Public Health including primary,

secondary, and tertiary prevention.
– Determinants of health.
– Screening and anticipatory guidance.

Unit 3: Ethics

– Confidentiality and informed consent.
– The principles and legal aspects of consent,

assent, and confidentiality in young people as
applied to one’s cultural reality.

– Use of an ethical framework for approaching
adolescent health care, particularly when sen-
sitive issues are concerned (e.g., pregnancy,
sexually transmitted infections, and abuse).

Unit 4: Health Promotion

– Health promotion and advocacy.
– Adolescent risk-taking and determinants of

Health.

– The cluster effect of risk factors.
– National and International health indicators

based on the HBSC (Health Behaviour in
School-aged Children).

Unit 5: The Adolescent at the Primary
Care Sector

– Health surveillance during the second decade
of life.

– Screening programs.
– The concept of adolescent-friendly health

services: key elements.
– Ways to involve young people in service

development.

Unit 6: Sexual Health

– The range and epidemiology of normal sexual
behavior in adolescence.

– Issues related to gender and sexual identity.
– Diagnosis and management of common ado-

lescent gynecological problems.
– Identification of specific adolescent health

issues related to the presentation, diagnosis,
and management of STIs in young people.

– Risk factors and preventive strategies for
teenage pregnancy.

– Specific health needs of teenage parents.

Unit 7: Chronic Conditions

– Impact of chronic conditions and disability on
the health and well-being of adolescents and
their families.

– Impact of life-threatening conditions on ado-
lescent development and emotional
well-being.

– Impact of long-term conditions and/or dis-
ability on education/vocational plans.

– Special needs of the adolescent with physical
and cognitive disabilities.

– How to improve adherence.
– Impact of chronic conditions on quality of

life.
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– Self-management.
– Transition (not transfer!) of care from the

pediatric to the adult healthcare system.
– Evidence-based models and tools to support

and promote optimal transition of care.

Unit 8: Addictions

– Concepts of substance use, misuse, and
abuse.

– Epidemiology.
– Protective and risk factors at the individual,

family, and community levels.
– The health professionals’ role in preventing

adolescent substance misuse (alcohol,
tobacco, and illicit drugs) at the individual
and community levels.

– Identification and evaluation of tobacco,
alcohol, and illicit drug misuse and abuse.

– How to communicate effectively with an
adolescent about substance use.

– How to implement an appropriate interven-
tion plan.

– Can internet misuse/overuse be considered an
addiction?

– Addictive trajectories: how to identify and try
to reverse them.

– How to articulate with the community
resources?

Unit 9: Mental Health

– What is the “normal” adolescent behavior?
What is not “normal”? What is a variant of
the normal?

– Common signs of mental health disorders in
adolescents.

– Initial assessment and management of com-
mon causes of admission to hospital due to
psychological distress (e.g., self-harm, suici-
dal attempt, and somatization).

– Management of common emotional and
behavioral problems (e.g., depression, anxi-
ety, and conduct disorders).

– Disorders of cognition, learning, and attention.

– Management of ADHD (attention-deficit/
hyperactivity disorder).

– The role of the health professional in dealing
with bullying and school refusal.

– Suicidal ideation and attempt.
– Suicide prevention.
– Indications of commonly used psychotropic

medications appropriate for use in
adolescents.

Unit 10. Eating Disorders and Obesity

– Epidemiology of eating disorders in young
people.

– The normal range of adolescent body shape.
– Unhealthy eating patterns and behaviors in

adolescence.
– Cultural and social influences on body image.
– The emotional dimensions of eating.
– Characteristics of common eating disorders

and how to assess and diagnose them.
– Principles of a developmentally appropriate

treatment plan for a young person with an
eating disorder.

– Epidemiology, etiology, prevention of, and
long-term complications of obesity.

– The impact of obesity on growth, develop-
ment, health, and well-being.

– Interventional strategies involved in weight
reduction (based on theoretical frameworks,
such as the trans-theoretical model of change,
motivational interview, positive youth devel-
opment, and resilience).

Unit 11: School Health

– Impact of school functioning and dynamics
on the adolescent development.

– The educational process across the second
decade of life.

– Implementation of an effective management
plan in collaboration with the school and the
family when appropriate.

– Effectively handle conflict/sensitive situations
between adolescents/family and the school.
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Unit 12: Physical Activity

– Positive impact of physical activity (PA) on
physical and mental health.

– Physical and sedentary activity assessment.
– PA prescription (different modalities).
– Specific PA interventions in the field of eating

disorders and obesity.
– Theoretical frameworks for promotion of PA

in contexts of prevention and intervention
(e.g., Self-determination theory).

– Assessment for sports practice.
– Common sports injuries.

Methodology for Delivering Course
Material

– Interactive lectures.
– Case scenario discussions including

adolescents.
– Problem- and task-based learning.
– Experiential and reflective learning.
– Small-group, self-instructional, and

project-based learning.
– Peer evaluation and learning contracts.
– Role-play techniques with simulated adoles-

cent patients including video-recording for
training of the clinical interview.

– Discussion and writing of scientific articles.

Course Evaluation

• Formative assessments including informal
techniques (written reflections and checks for
understanding) and formal techniques
(in-class activities, class deliverables).

• Summative assessments including tests at the
end of some of the units, papers, projects, and
presentations.
So far, three courses have been held, with 36

participants in total, coming from diverse back-
grounds. Among the students who took the
course, there were 15 pediatricians, 4 Pediatric
Residents, 4 gynecologists, 1 family doctor, 2
psychologists, and 2 nutritionists. Nine of them
have already received their Master Diploma in

Adolescent Health, 3 are in the process of
developing the research project, and the
remaining were only interested in the curricular
part of the program, successfully completed the
first year, and were awarded a title of specialized
studies. The largest majority of these students
went back to their communities and started
Adolescent Clinics; most of these clinics are
integrated into Departments of Pediatrics.

A few lessons can be learned from the experi-
ence of setting up a course of this nature. In the first
year, the classes took place every Friday in the
afternoon and all day on Saturday. As most people
who registerwere fromacross the country, traveling
to the university weekly was time-consuming and
expensive. As a result, classes were concentrated
and the classes were then taught once a month on
Thursday, Friday, and Saturday.

Only a third of the participants proceeded to
the second year of coursework and developed a
research project aiming at getting the Master
degree. This could be partially explained by
financial reasons and difficulty in managing
working time and formal class time. Further-
more, for some of the students, the main goal of
participating in the Master program was to
increase their knowledge and skills in the field of
Adolescent Health offered by the first-year cur-
ricular program.

Fellowship in Adolescent Medicine

Adolescent Medicine is a subspecialty that
focuses on the assessment, diagnosis, and man-
agement of complex health issues within the
context of the major biopsychosocial events that
define the transition to adulthood. This subspe-
cialty, which does not exist in Europe so far, will
have the potential to generate and disseminate
new knowledge and best practices in adolescent
health care.

In July 2014, the first 2-year fellowship pro-
gram in Adolescent Medicine was launched at
the Department of Pediatrics, Adolescent Medi-
cine Unit, Hospital de Santa Maria, Faculty of
Medicine of Lisbon (Program Coordinator:
Helena Fonseca MD, MPH, PhD). The two-year
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fellowship program has the objective of provid-
ing advanced training in adolescent health care to
pediatricians who elect to broaden their capacity
in caring for adolescents. This program is rec-
ognized and supported by the Paediatric Board of
the Portuguese College of Physicians. Therefore,
in contrast to what happens in other countries,
physicians coming from specialties other than
Pediatrics currently are not accepted.

Uponcompletion of training, the fellowwill be an
expert in Adolescent Medicine capable of assuming
a consultant’s role in the subspecialty. The fellow
must acquire an expert knowledge of the theoretical
basis of the subspecialty, including its foundations in
the basic medical sciences and research.

To become a medical expert in Adolescent
Medicine, capable of assuming a consultant role
in the subspecialty, fellows must demonstrate the
requisite knowledge, skills, and attitudes neces-
sary to provide effective adolescent health care to
a diverse population. Box 7 describes the
objectives of the Fellowship training.

Box 7: Objectives of the Fellowship
Training
Upon completion of the program, the fel-
low should be able to:

– Demonstrate effective clinical and
autonomous problem-solving and
judgment to address adolescent prob-
lems, including interpretation of avail-
able data and integration of information
to generate differential diagnoses and
management plans.

– Effectively address challenging com-
munication issues (e.g., addressing
anger and misunderstanding, delivering
bad news).

– Provide clear and culturally sensitive
explanations of diagnosis, investiga-
tions, and management to adolescents
and to their families (if appropriate).

– Develop a common understanding on
issues/problems with adolescents and
their families, in order to develop a
shared plan of care.

– Effectively convey written information
and present verbal reports of clinical
encounters and discuss them with the
team.

– Maintain clear and appropriate written
paper/electronic records of clinical
encounters and prepare accurate and
timely written documentation (e.g.,
progress notes, discharge summaries).

– Demonstrate proficiency in working in
an interdisciplinary team.

– Effectively develop an integrated plan
for provision of care and/or transition of
care.

– Effectively link with the primary
healthcare services, other Pediatric
subspecialties, and the adult services (if
appropriate).

– Autonomously prepare a scientific
presentation.

– Demonstrate basic biostatistics and
epidemiological skills and master the
basic clinical research methodology.

– Effectively plan a research project rel-
evant to young people.

Competency-Based Curriculum Goals
and Objectives

The following are considered core knowledge
(K) and skills (S):

I. Adolescent Growth and Development
(K)

1. Normal adolescent psychological, emo-
tional (development of self-identity and
self-image, psychological separation from
the family, peer-group influence), and
cognitive development (formal opera-
tional thought, late maturation of the
prefrontal cortex).

2. Physical changes of puberty (pubertal
staging, growth spurt, changing labo-
ratory parameters).
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3. Variations and disorders of puberty
and growth.

4. The impact of normal and abnormal
growth and development on adolescent
well-being.

II. Role of the Family (K)

1. Impact of family functioning and
dynamics on the adolescent
development.

2. Impact of the adolescent physical and
mental problems on family functioning.

3. Evolving nature and organizational
diversity of the concept of family.

III. Legal and Ethical Issues (K)

1. Laws and concepts of confidentiality
and informed consent as applied to
one’s own practice.

2. Legal frameworks pertaining to ado-
lescent health.

IV. Interview Techniques and Theoretical
Frameworks in Adolescent Care (K)

1. Motivational model.
2. Trans-theoretical model of change.
3. Resilience theory.
4. Positive youth development.

V. Nutrition and Physical Activity (K)

1. Nutritional needs (calcium, iron).
2. Impact of sedentary behaviors and

physical activity on physical and
mental health.

3. Assessment and prescription in specific
situations.

VI. Eating Disorders Including Obesity (K)

1. The spectrum of presentations.
2. Prevention and risk factors.
3. Developmentally appropriate treatment

strategies.

VII. Sexuality (K)

1. Developmental aspects.
2. Epidemiology of adolescent sexual

behavior.
3. Impact of chronic conditions on

sexuality.

VIII. Gynecology (K)

1. Contraception.
2. Sexually transmitted conditions

including HIV.
3. Diagnosis and treatment of menstrual

disorders.
4. Indications for a pelvic examination in

the female adolescent and obtaining
appropriate specimens.

IX. Adolescent Pregnancy (K)

1. Epidemiology.
2. Physical, psychosocial, and economic

implications.
3. Range of options available to pregnant

adolescents.

X. Sports Medicine (K)

1. Assessment for sports practice.
2. Common sports injuries.

XI. Medical Conditions in Adolescents (K)

1. Epidemiology, clinical features, diagno-
sis, and management of common
organ-specific conditions that present or
worsen during adolescence.

2. Functional and somatic disorders.
3. Sleep disorders.

XII. Chronic Conditions (K)

1. Impact of chronic conditions on the
development and emotional well-being
of adolescents and their families.

2. Special healthcare needs.
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3. Adherence to treatment regimens:
challenges and enhancement.

4. Transition models of care from the
pediatric to the adult setting.

XIII. Mental Health (K)

1. Epidemiology, clinical features, diag-
nosis, and management of common
mental health disorders.

2. Psychotherapeutic and pharmacologi-
cal indications.

3. Indications for referral to a mental
health professional.

XIV. Substance Use, Misuse, and Abuse (K)

1. Epidemiology, prevention, risk factors,
identification and evaluation of alco-
hol, tobacco, and illicit drugs.

2. Impact on health and well-being.
3. Indications for referral.

XV. Develop Rapport and Ethical Thera-
peutic Relationships with Adolescents
and their Families (S)

1. Establish positive, understanding,
nonjudgmental, respectful, and
empathic therapeutic relationships with
adolescents and their families and
be able to deal with confidentiality
issues.

2. Demonstrate appropriate interviewing
skills, listen effectively, being aware
and responsive to nonverbal cues.

3. Respect diversity, including the impact
of gender, cultural beliefs, and religion
on decision-making.

4. Use distinct strategies to engage the
reluctant adolescent in the therapeutic
process (motivational interviewing,
systemic approach).

5. Assessment of competency and
capacity of the adolescent in treatment
decision-making within a develop-
mental context.

6. Respect the adolescent’s right to con-
fidentiality, privacy, and autonomy
within a developmental context.

7. Provide clear explanations of investi-
gations, diagnosis, and management to
adolescents and when appropriate to
their families.

XVI. Perform a Complete Assessment of an
Adolescent and his/her Family (S)

1. Conduct a complete history and
physical examination that reflects a
biopsychosocial approach.

2. Conduct an assessment of growth
and development including weight
and height, BMI, plotting on a
growth curve, and sexual maturity
rating (Tanner stages).

3. Conduct a psychosocial assessment,
selecting and using an appropriate
screening tool (such as
HEEADSSSSS, CRAFFT).

4. Assess family function and dynamics.
5. Effectively handle conflict situations

between adolescents and their
families.

6. Conduct effective short-term counsel-
ing for adolescents and their families.

7. Demonstrate effective clinical prob-
lem judgment and solving to address
the most prevalent adolescent prob-
lems, including interpreting available
data and integrating information to
generate differential diagnoses.

8. Be able to select and interpret labo-
ratory tests and assess benefit–risk
balance of therapeutic interventions.

9. Recognize and manage emergency
conditions effectively resulting in
appropriate management.

10. Implement an effective management
plan in collaboration with the ado-
lescent, their family, and school
when appropriate.

11. Use preventive and therapeutic
interventions effectively.
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XVII. Participate Effectively in Interdisci-
plinary Healthcare Teams (S)

1. Demonstrate proficiency in working
in an interdisciplinary team, including
assessment, planning, and provision of
integrated care for adolescents.

2. Manage effective communication
within the team, collaborating effec-
tively in supporting adolescents and
family needs.

XVIII. Accurately Convey Relevant Informa-
tion to Adolescents, Families, and other
Professionals
– Effectively communicate information

and treatment plans to adolescents and
their families (if appropriate) in a sen-
sitive manner and in such a way that it
encourages participation in
decision-making.

– Verbally present cases and share rele-
vant information with colleagues and
other professionals in a professional
manner.

XIX. Effectively work with other health pro-
fessionals (S)
– Seek appropriate consultation from

other health professionals.
– Prepare written documentation (pro-

gress notes, discharge summaries, and
consultation letters).

– Convey effective oral and written
information about medical encounters
based on clear and accurate clinical
records.

– Provide for appropriate follow-up care
services and collaborate with commu-
nity resources (including schools) and
other professionals working with
adolescents.

Evaluation of Program

At the very beginning of the program, the indi-
vidual fellow’s needs are assessed and the cur-
riculum is adapted to meet these needs.
Evaluation methods that measure instructional
effectiveness have been developed. Every
6 months, fellows are provided with evaluation
of performance with feedback on:

– Medical knowledge.
– Procedural skills.
– Practice based on the specialty-specific

milestones.
– Practice-based learning and improvement.
– Communication skills.

At the end of the program, the fellows have to
pass an examination comprising the discussion of
the portfolio and the presentation and discussion
of a clinical encounter (clinical interview, phys-
ical examination, interpretation of available data,
and integration of information to generate dif-
ferential diagnoses and the management plan).
The objective is to ensure that fellows, upon
completion of the program, have acquired the
core competencies that will enable them to
practice without supervision.

The Clinical Competency Committee, com-
posed of three members of the program faculty,
is responsible for the evaluation. Annually, the
program must evaluate faculty performance as it
relates to the educational program, including
confidential evaluations by the fellows. This kind
of evaluation implies an active involvement of
fellows and is crucial for planning, developing,
and implementing further educational activities.

Ways Forward

The accumulated experience with both the Mas-
ter Course in Adolescent Health and the Fel-
lowship in Adolescent Medicine indicates that
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postgraduate training programs in adolescent
health care can be developed for healthcare
providers who wish to broaden their skills for the
sake and well-being of adolescents.

What has been left over? In Europe, and
Portugal is no exception, there is evidence that
health professionals in general and pediatricians
in particular need to get further extended
knowledge in adolescent health care and pro-
motion. Surveys of graduates from Pediatric
residency programs in the USA reported
that training in health supervision and
well-child/adolescent care was deficient in
quality and quantity compared with other expe-
riences during residency (Spencer and Jordan
1999). This includes developmental surveillance,
behavioral issues, anticipatory guidance, and
health promotion, which are core Adolescent
Medicine competencies. The inclusion of ado-
lescent health contents and clinical exposure in
the curriculum as part of the “common trunk
training” will significantly add up to the
knowledge and skills of pediatricians.

Currently at the University of Lisbon, Ado-
lescent Health coursework has expanded from
undergraduate (elective course, integrated Ado-
lescent Health component in the Pediatric disci-
pline) to postgraduate training (Master and
Fellowship). However, the Adolescent Medicine
content is still largely unavailable in the Pediatric
residency curriculum. Trying to address this, the
European Academy of Paediatrics and the Pae-
diatric Board of the Portuguese College of
Physicians have been working together in order
to develop a core training curriculum in Ado-
lescent Health that could enable all Pediatric
Residents to acquire the basic medical knowl-
edge, clinical skills, and attitudes needed for an
effective provision of adolescent care.

Next steps will be to (1) extend this strategy to
other healthcare professionals who are dealing
with adolescents, such as general practitioners/
family doctors (GP/FD) and nurses, using the

core competencies model (WHO 2015); and
(2) develop a formal Adolescent Health course
for Continuing Medical Education (CME).
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18Assessing Adolescent Capacity
for Decision Making in Clinical Care:
The Practical Application of Bioethics
and Human Rights Principles

Pierre-André Michaud

Introduction

Ethics in health care comprises four principles:
(1) respect for person, (2) beneficence,
(3) non-maleficence, and (4) proportionality/
justice. There are several reasons why health
professionals should be aware of these principles
and their application to the health care of ado-
lescents. One reason is linked with the fact that
more and more doctors and allied professions
tend to openly discuss with their patients the
different options regarding imagining, laboratory
testing, surgical procedures, and therapeutic
strategies in a “shared decision” approach (Bailly
2010; Jones et al. 2014; Schneider et al. 2006).
Even among adolescents or even children,
involving the patient in the process of decision
making is now almost universally recognized.

A second reason lies in the importance of
confidentiality in taking history, especiallywhen it
comes to tackling sensitive issues such as sub-
stance use or sexual and reproductive health con-
cerns. Finally, including the adolescent patient in
all decisions regarding health is not only a way to
improve the search for autonomy, it is a right,
which is clearly stated in the Convention on the
Rights of the Child (CRC) (UNICEF 1989). This

convention, a seminal document currently ratified
by all countries of the world except the USA, aims
to protect and promote the rights of children up to
18 years of age. It sets out 54 articles covering the
basic human rights of children and adolescents. It
covers core principles such as non-discrimination,
respect of the best interests of the child, right to
life, survival, development, and the right to be
heard.

Among other topics, the CRC states that “the
more the adolescent knows, has experienced and
understands, the more the parent, legal guardian
or other persons legally responsible for him or her
have to transform direction and guidance into
reminders and advice, and later to an exchange on
an equal footing” (General comment No. 12/84).
The CRC is a legally binding international human
rights instrument that addresses all aspects of
children’s rights and provides standards in health
care, social services, and education. It has been
influential in driving many societies to give
children and adolescents a greater degree of
autonomy in the decisions affecting their health
and lives. The CRC underlines the importance of
the concepts of capacity of discernment, confi-
dentiality, informed consent, and protection.

The application of these rights, however, is
difficult when it comes to involving adolescents
in research projects (Burke et al. 2005; Modi
et al. 2014; Ryan and Murrie 2005) and in
complex clinical situations such as those which
involve young people suffering from terminal
diseases (Freyer 2004; Pousset et al. 2011;
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Rosato 1996). It is also difficult in situations that
require confidentiality about prescription of oral
contraception or other matters related to sexuality
(Cook et al. 2007). It is also problematic when
young people refuse hospitalization while suf-
fering from severe anorexia (Tan et al. 2003;
Turrell et al. 2011). Testing the presence of
psychoactive substances in urine is another dif-
ficult situation that threatens the relationship
between the healthcare provider and the adoles-
cent (Warner et al. 2003). Indeed, the response to
these challenging issues is complex and depends
not only on the legal and cultural context, but
also on the complexity of the clinical situation
and on the biopsychosocial development of the
adolescent. Healthcare providers face the chal-
lenge of balancing, on the one hand, the ado-
lescent’s right to autonomy and, on the other
hand, the respect of the principle of beneficence
and of providing protection. The purpose of this
chapter is to shed light on the legal, moral, and
ethical framework which healthcare providers
must keep in mind when offering guidance. In
addition, when health providers address ethical
problems they should take into account the
adolescent’s stage of development, the family,
and their social and cultural environment.

Bioethics: The Basic Concepts

In 1979, the Belmont Report defined three major
ethical principles which still guide healthcare
professionals in their everyday work (Beau-
champ and Childress 2001). Although these
principles were at that time mainly focused on
the conditions at which research on human sub-
jects should be conducted, they apply as well to
the clinical care of the patient and can even be
used in the design of preventive interventions
(Rendtoff 2002; Michaud et al. 2009):
• Respect of the person’s autonomy—the duty

to respect the self-determination and choices
of autonomous persons, to protect persons
with diminished independence, and funda-
mentally to respect persons, which is the basis
of any interaction between a professionals
and clients;

• Beneficence—the obligation to secure the
well-being of persons by acting positively and
maximizing the benefits that the client can
attain;

• Non-malfeasance—the obligation to mini-
mize harm to persons, and wherever possible,
to remove causes of harm altogether;

• Proportionality/justice—the duty, when tak-
ing actions involving the risk of harm, and to
balance risks and benefits so that actions have
the greatest chance of resulting in the least
harm and the most benefit to persons directly
involved.
More recently, several bioethicists have

expanded the list of important ethical principles
on which to base the practice of bioethics in a
clinical setting, such as dignity, integrity, and
vulnerability (Callahan 2003; Fox et al. 1995;
Kemp et al. 2000; Partners in the BIOMED-II
Project 1998). All these principles can apply to
any ethical situation, regardless of the age or
situation of the patient. All the same, it can easily
understand that issues such as integrity, auton-
omy, and vulnerability are important, as far as
minor adolescents are concerned.

The Application of Ethical Principles
Within the Legal and Normative
Framework

Three concepts drive the application of ethical
principles to the clinical care of minor adoles-
cents (Larcher 2005; Michaud et al. 2009).

(1) Confidentiality refers to the fact that com-
petent people have the right to demand that
their healthcare provider does not divulge
any information that has been disclosed
without the patient’s consent (Hester 2004).
Thus, competence is the condition for
accessing the adolescent’s right to confiden-
tiality. The right to confidentiality includes
both matters of competence and of legisla-
tion (Berry 2005; Ford et al. 2004; Sanci
et al. 2005). In most parts of the world,
confidentiality is automatically granted to
individuals at a certain age (Paxman 1978),
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usually the age of majority. Moreover, in
several countries, confidentiality is granted to
any individual who is considered to be
competent, even before the age of legal
majority (Feuillet-Liger et al. 2012). There
are exceptions to these principles. In many
regions of the world, the rule of confiden-
tiality has to be broken when someone is
threatening his/her own or someone else’s
life, or in cases of physical or sexual abuse
(British Medical Association 2000). Under
these circumstances, the physician may be
authorized or even legally compelled to
break confidentiality.

(2) Competence refers to the fact that people are
able to understand the issues linked with a
situation requiring a decision and are con-
sidered capable to decide about their own
health care, and do not require a third party
authorization. In most countries, young
people, who have attained the age of
majority according to their country’s legis-
lation, are legally considered to be adults.
Therefore, by definition, they are competent
(unless they suffer from a severe psychiatric
disturbance). With some exceptions, a
majority of countries define a minor as a
person under the age of 18. It should be
noted that the age for marriage usually
coincides with the age of majority in most
countries but not all. In Turkey, Uzbekistan,
and in Thailand, one can marry by age 16 or
17, under a special court decision. In India
and Bangladesh, the limit is different for
females and males (respectively 18 and
20 years of age) (Nelke 2001).

(3) Informed consent refers to a “competent”
person’s right to make both judgments and
decisions about any health issue, whether
undergoing a laboratory test, being pre-
scribed a medication, undergoing surgery,
participating in a preventive intervention, or
participating in research (Hester 2004;
Schachter et al. 2005).

The notion of competence is therefore central
to autonomy, which in health care is expressed
through the right to confidentiality and informed

consent. Conversely, limited autonomy is
expressed by a requirement of a third party
authorization, and disclosure of personal infor-
mation to parents, guardians, and legal authori-
ties. While the legal framework automatically
grants young people “competency” in specific
areas, in many countries a minor adolescent can
be granted both the right to confidentiality about
their healthcare decisions and informed consent
related to health procedures.

Some countries thus define these competent
adolescents (under the age of majority) as “ma-
ture minors” (Bartholome 1995; Ecoffey and
Dalens 2003; English 2006; O’Donovan 1996). It
is thus the responsibility of the healthcare pro-
vider to assess the young patient’s competency
and to what extent, in any given situation,
patients can make informed decision about their
health. This evaluation must be conducted within
a structured step-by-step procedure that will
allow making decision(s) in the best interest of
the adolescent, which is the ultimate goal of any
ethical approach.

A Developmental View
of Decision-Making Abilities

During the past two decades, a large number of
research papers, clinical surveys, and guidelines
have been published, based on studies that have
attempted to analyze the cognitive and affective
aspects of reasoning and how they evolve during
adolescence (e.g., Alderson 2007; Alderson et al.
2006a; Bolt and van Summeren 2014; Diekema
et al. 2011; Geist and Opler 2010; Gibson et al.
2011; Michaud et al. 2009; Miller et al. 2004;
Shaw 2001; Weller et al. 2012). Indeed, the
assessment of adolescents’ decision-making
abilities is complicated by two factors:
• First, the pace of cognitive and affective

development varies among teenagers (Obra-
dović et al. 2006; Shaw 2001). The timing of
puberty and the physical development also
differ (Michaud et al. 2006; Steinberg 2005).
The complexity of decisions also varies a
great deal, which makes the definition of age
cutoffs for decisions regarding health
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decisions as a challenge. As stated by Fis-
chhoff (2008), “competence varies by indi-
viduals and by decisions, leading to
domain-specific policies and interventions,
affording teens as much autonomy as they can
manage.” In other words, the level of com-
petence of the young patients depends not
only on their stage of cognitive and affective
development, but also on the complexity of
the situation in which they are involved.

• Second, we have increasing evidence from
neurodevelopmental research that the capac-
ity to foresee long-term consequences of a
decision is, under certain circumstances,
hampered by the relatively slow growth and
maturation of the prefrontal cortex (Giedd
2008; Steinberg 2013). As functional con-
nectivity of the brain, including the prefrontal
cortex, increases with age, greater
socio-emotional maturity can be expected
(Geier et al. 2009; Giedd 2008). Additionally,
adolescents more than adults react in a vari-
able manner, depending on their emotional
state. Some authors describe it as an “ana-
lytic” reasoning process versus a “heuristic”
reasoning process (Evans 2008; Klaczynski
2004). This can also be understood as a cold
versus hot cognition (Steinberg 2005). Hot
cognition referring to decisions made under
conditions of high emotional arousal while
cold cognition refers to non-stressed decision
making. This is why it is important for the
healthcare provider to assess the adolescent’s
emotional state, and create conditions that
promote optimal decision-making ability and
“cold cognition.” All these comments apply
to adolescents’ participation in research as
well.
The assessment of an adults’ competence

(e.g., when they suffer from a severe psychiatric
disease or a cognitive deficit) is often conducted
using a structured interview instrument. In the
case of adolescents, it is usually difficult to rely
on a structured set of questions, which will cor-
rectly and comprehensively address all the fac-
tors involved in the evaluation of a growing
adolescent’s capacity for reasoning.

The most well-known structured interview
instrument is the MacCAT-T (Grisso and
Appelbaum 1998; Appelbaum et al. 1997).
Developed to assess adults, the MacCAT-T is
untested with adolescent. Given the heterogene-
ity of adolescents’ cognitive and psychological
development, and the varying complexity of
clinical situations, it is unclear whether the
MacCAT-T can reliably determine an adoles-
cent’s capacity for reasoning. Certainly, some
authors have attempted to adapt existing instru-
ments to the assessment of minors’ competence
(Hein et al. 2012, 2014) but often not quite
successfully (Viljoen et al. 2009).

The following sections will thus focus on
three main postulates:

1. It is the responsibility of the professional in
charge of a situation with ethical challenges
to assess the competence and
decision-making capacity of a minor adoles-
cent patient.

2. Establishing a trustful cooperative partnership
with the young patient is a prerequisite for
any ethical deliberation with a young person.

3. The different aspects of the decision(s) should
be debated following a step-by-step proce-
dure, involving the adolescent, other mem-
bers of the care team, and stakeholders
outside the field, such as the parents and
siblings, social workers, teachers, and close
friends.

Assessing the Adolescent’s Capacity
for Autonomous Decision Making

There are many situations which require an
assessment of a minor’s capacity for autonomous
decision making (legally named “competence”)
(Dickens et al. 2006).

The case of Sabina,
Think of Sabina, a 15 years old girl who pre-

sents to her school nurse, requesting a pregnancy
test but who does not want her parents to know
about it. She said she has been sexually active for
four months with several partners, without any
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protection or contraception. The pregnancy test is
negative. Then, Sabina asks for a prescription for
an oral contraceptive, which she wants kept con-
fidential. Although she admits that she may not be
totally compliant in the future. The reason why she
does not want her parents to know about her sit-
uation is that they are highly engaged in the reli-
gious community and will certainly, she thinks,
disapprove of her behavior. The question thus
arises whether she deserves confidentiality or
whether the doctor should deny her request for
confidentiality; and let her parents know about the
situation. Traditionally, it is the parents right to
protect their children from risky behaviors and
socially unacceptable behavior.

The extent to which the young person should
have control over the decisions that will be made
depends obviously on the legal framework of the
country, and some questions (as summarized in
Box 1) must be first addressed before any
assessment is conducted. If the young patient is
not legally granted competence, then the pro-
fessional should conduct an evaluation to decide
to what extent the minor adolescent can be
considered to be able to make autonomous
decisions. Such an evaluation must follow a
procedure based on a trustful therapeutic rela-
tionship. The following four issues (see Box 2)
are adapted from the evaluation instrument, the
MacCAT-T tool (Grisso and Appelbaum 1998).

Box 1 Questions and issues about the
legal context

What is the age of majority in the country
(in principle age at which individuals are
automatically considered competent)?

Are current ethical approaches of the
institution/the state aligned with the prin-
ciple of the CRC?

Are minor granted specific autonomy
regarding consent to healthcare procedures
and if yes does the law provide age limits
or not?

Do the institutions/the state provide an
official body which can, if needed, or must
assist the healthcare provider in gauging
the young person’s autonomy regarding
specific decisions?

Are healthcare providers aware of the
existence and content of the CRC, espe-
cially comment Nb. 12 on the right of
children to be heard?

Box 2 A deliberative assessment of the
adolescent’s autonomous decision-making
capacities is as follows:

1. Check the adolescent’s understanding
of the different facets of the situation.

2. Evaluate the adolescent’s reasoning
about their present situation, health
condition, and therapeutic options.

3. Assess the adolescent’s deliberation on
various options.

4. Make sure that the adolescent is able to
express a choice.

Assess the Adolescent’s
Understanding of the Different Facets
of the Situation

Information regarding the different clinical facets
of the disease and the issues should be delivered
by the healthcare provider in a simple, accessible
language, and the explanation should be com-
prehensive. Sabina should know about the effec-
tiveness and potential side effects of oral
contraception. She needs to know about the risk of
acquiring a sexually transmitted infection. She
also needs help exploring her own beliefs and
values. She needs help thinking through her
underlying assumptions, which guide her behav-
ior (Fischhoff 2008). In many instances, it is
important to review with the adolescents, their
opinion regarding their situation, their disease,
and its impact on their life. Questions can be asked
such as, “What do you know about your dis-
ease?”; “Explain what the effects of the treatment
are?”; “Let them know what happens or what
would happen if you don’t take your medication”;
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“How do you see your future?” Finally, and it is
important in the case of Sabina, the climate within
the family, and the nature of the relationship with
parents or caregivers is important to understand an
adolescent’s perspective.

Evaluate the Adolescent’s Reasoning
About Therapeutic Options

Evaluating an adolescent’s ability to understand
and make reasoned decisions about therapeutic
options is an important but difficult task (Albert
and Steinberg 2011; Fischhoff 2008). First, the
person conducting the assessment has to evaluate
the adolescent’s mood and mental state and make
sure that severe anxiety, depression, or even
delusions do not alter the young person’s cog-
nitive ability. Second, the professional should
review how the adolescent patient applies logic
to clarify information. How they verify facts,
justifies change of, or persistence in their opin-
ions. And, how they handle beliefs based on
newly acquired or existing information. Different
hypotheses can be tested, related to their meaning
and their impact on the teenager’s psychological,
educational, and social life. In the case above,
Sabina could be asked whether she considers an
alternative to oral contraception, including the
regular use of a condom or the use of an IUD
(intrauterine device) and what these alternatives
mean for her. Also, the professional could
investigate with her what it would mean for her
and for her parents, if they found out about her
sexual behavior. On a more general level, any
situation implying therapeutic decisions can be
explored in addressing a variety of questions
such as “What do you understand about the
consequence of this procedure,” or “Are you
aware of the potential complication of this
operation?” If the answer is “yes,” ask the ado-
lescent to explain “What do you think could
happen if…”; “Now that you know the risks of
this course of action, what would you do differ-
ently?” It is also worth it to explore how the
adolescent feels about their parents, guardians’ or
relative’s views and preferences. Then explore

with the adolescent how the opinions of their
family and extended family would affect their
choice and decision.

Assess the Adolescent’s Deliberation
on Various Options

Assessing the young patient understanding of the
medical options available, ask the adolescent to
discuss the different consequences linked with the
choice that has to be made to balance the
respective risks and benefits. A specific difficulty
of adolescents, at this stage, is to foresee the
consequences of any choice they make. The
capacity to reason in the abstract and develop a
time perspective is typically limited (Johnson
et al. 2014). Likewise, the interviewer must be
very careful in guiding the adolescent in this
process without putting pressure in one direction
or another. Suitable questions could be, “Can you
explain why you think that this option is better
than the other one?”; “Can you compare these two
options and list the risks and benefits of each?”
and “For your future, which risks and benefits are
the most important in making your decision?”

Make Sure that the Adolescent Is Able
to Express a Choice

After this careful, respectful deliberation, the
adolescent is asked to express clearly the pre-
ferred choice and then to justify it in light of the
discussion(s) which took place before. An ado-
lescent with a cancer facing a choice between
two therapeutic options, each with their own side
effects and with different potential outcomes,
needs a lot of support and time to address such a
situation. Undeniably, some adolescents may be
unable to express a choice during the first
encounters because they feel too ambivalent.
They may just have to think about the issues for
a while. The interviewer should thus wait until
the adolescent has come to a conclusion based on
the information available, or at least give an
opinion.
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Establishing a Trustful Cooperative
Partnership with the Young Patient

Many authors have attempted to outline how
stakeholders should assess adolescent’s autono-
mous decision making (e.g., Bolt and van Sum-
meren 2014; Dickens et al. 2006; Diekema et al.
2011; Fisher 2004; Geist and Opler 2010; Griffith
and Tengnah 2012; Larcher and Hutchinson
2010; Miller et al. 2004; Viljoen et al. 2009;
Weller et al. 2012). However, with some
exceptions they tend to stress the process of the
evaluation itself and do not sufficiently empha-
size the adolescent’s experience with health and
disease (Alderson et al. 2006a; Geist and Opler
2010; Shaw 2001). The importance of the setting
and of the relationship established between the
adolescent and the healthcare provider cannot be
overlooked. As a general rule, the healthcare
provider with the best relationship with the
adolescent should be in charge of the assessment
of the adolescent’s competence (see Box 2). As
stated by Alderson and colleagues “criteria for
competence have moved from age toward indi-
vidual experience and understanding” (Alderson
2007). In other words, as expressed by the same
authors (Alderson et al. 2006a, b) even young
adolescents, if considered as partners, display
“hidden abilities,” a much better understanding
of their situation than adults would expect. This
is especially true, when they suffer from a
chronic disorder with which they have learned to
live. It is thus essential that the professionals
involved in the assessment are able to gauge both
the developmental and psychological status of
the adolescent (Levetown 2008).

In most situations, the evaluation of the ado-
lescent patient’s competence should not be del-
egated to a “specialist” (for example,
psychologist or psychiatrist) but should stay in
the hand of a member of the clinical team (doctor
or other healthcare professional) who knows the
adolescent and his/her social contexts. This is not
to exclude the opinion of parents, other relatives,
or stakeholders who are familiar with the ado-
lescent (e.g., teacher/educator or social worker).
Nonetheless, the assessment needs to be com-
pleted with a high degree of objectivity, free of

pressures, or coercion. Additionally, when an
adolescent suffers from a severe psychological
disorder or psychiatric disease, the opinion of a
psychiatrist or other mental health professional
should be sought.

Involving practitioners who know the ado-
lescent to assess competence, and conducting the
interview in an empathetic, safe, and calm envi-
ronment will improve the adolescent’s
decision-making ability by providing an envi-
ronment that enables a “cold” (rather than hot)
cognition process. Such an assessment takes time
and should be carried out ideally on two or more
separate occasions.

Facing Ethical Dilemmas
in the Clinical Setting:
A Step-by-Step Deliberative
Approach

The previous section outlined the considerations
for assessing adolescent capacity for autonomous
decision making. It stresses the fact that provi-
ders have the responsibility to contribute to
developing the adolescent’s capacity for decision
making. Furthermore, by providing adequate,
appropriate, and clear information, the adoles-
cent’s ability to make an informed choice is
enhanced.

The “process” of understanding the nature of
the risks, understanding alternatives associated
with a medical procedure or treatment and their
implications for health and other aspects of an
adolescent’s life. This is, therefore, a shared
journey between the adolescent and the provider.
In addition, in some circumstances, the adoles-
cent will be assessed as having limited capacity
for autonomous decision making. In these cases,
the provider will be responsible for making a
decision. Consequently, this common “journey”
is crucial for both the adolescent and the
healthcare provider.

It is not possible to make sound ethical deci-
sions following rigid procedures. In particular,
this is true with adolescents. The healthcare
provider must take into account cultural influ-
ences, legal framework, the educational
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background, and the healthcare system. For
instance, it may prove more difficult for a
healthcare professional to guarantee autonomy
and confidentiality to Sabina in a social context
which firmly condemns sexual exchanges among
minors, or in societies dominated by some form
of male chauvinism or sexism. Along the same
lines, in patriarchal societies, it may prove diffi-
cult for physicians to comply with a young
patient’s therapeutic choice, when the parents
oppose it. Finally, in rare instances, the health-
care provider may agree to adolescent patient
confidentiality related to a therapeutic choice,
which is in principle illegal (e.g., an abortion).

Adolescent Health: Addressing
Ethical Issues

Many authors have proposed a structured delib-
erative approach (see Box 3) to address ethical
dilemma in the care of minor adolescents
(Benaroyo 2006; Callahan 1995; Michaud et al.
2010). It is a contextualized, prudent process,
which prevents anyone from immediately jump-
ing to obvious answers and conclusions, too
frequently based on emotional and biased per-
sonal judgments.

Box 3 The different steps of the delibera-
tion are as follows:

1. Review the different options and the
decisions which have to be made, as
well as the main ethical issues linked
with the situation

2. Assess the medical/health and psy-
chosocial consequences of each option
under consideration

3. Identify the significant people who can
potentially contribute to the delibera-
tion, besides the adolescent
himself/herself

4. Recognize the ethical values which are
emphasized by each option

5. Make a judgment reflecting on the best
options and why, and then make a
decision

A Step-by-Step Procedure with Young
Patients in Decisions Affecting Their
Health

1. Review the different options and the decisions
which have to be made, as well as the main
ethical issues linked with the situation.
Faced with any situation posing an ethical
dilemma, the health professional should ask
what kind of options are involved in the
decision and what the main ethical issues are.
For instance, in some cases, the practical and
ethical issues are numerous, pertaining not
only to the type of procedure or treatment
propose but also who is involved in the
decision and how they are involved.

2. Assess the medical/health and psychosocial
consequences of each option under
consideration.
One should reflect on all the medical conse-
quences linked with each option. For
instance, in the case of an unplanned preg-
nancy, the healthcare providers must consider
the medical risks linked with performing an
abortion, which can vary depending on the
quality of care, as unsafe abortion is a fre-
quent cause of death in low-income countries
and in countries where it is illegal. Although
we have evidence that legally induced abor-
tion does not pose physical health problems
for women in most instances (Charles et al.
2008), the short- and long-term potential
medical and psychological consequences
need to be considered an adolescent deciding
to undergo an abortion versus to carrying the
pregnancy to term. Such a discussion is also
of utmost importance when it comes to
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deciding between therapeutic options such as
choosing one of the several different medi-
cations with their potential side effects or
choosing between medication and high-risk
surgery for the treatment of a chronic condi-
tion. While older adolescents are in general
able to anticipate the impact of such decisions
on their future life, younger adolescents may
lack the capacity to project themselves into
the future. Thus, younger adolescents should
be assisted in making a decision about what is
in their best interest (Alderson 2007; Alder-
son et al. 2006b).

3. Recognize the ethical values which are
characterized by each option
The ethical deliberation must not only focus
on the medical and psychosocial aspects of
the situation. The ethical debate must reflect
how ethical principles are respected in each of
the various options that the adolescent and the
health professional face. What is in the best
interest of the young patient? How can the
healthcare professional assist the young per-
son in preserving autonomy, while at the
same time assuring protection and dignity? It
is often not sufficient to weigh the respective
role of the classical Belmont’s values of
autonomy, beneficence, and equity (Beau-
champ and Childress 2001). In particular
among minors who lack the cognitive skills,
the physician should take into account the
adolescents specific vulnerability and try to
preserve their dignity. A young adolescent
using an illegal substance (e.g., using canna-
bis in a recreational way) may feel betrayed,
and experience a loss of dignity, when a
healthcare provider discloses to the parents
that the adolescents used cannabis. For some
minor adolescents, undergoing an abortion,
even in certain instances without the parents
knowing, may highlight their sense of
autonomy, of dignity, and of self-confidence,
which can contribute to their psychological
development. In some cultures, abortion may
result in rejection by the family and com-
munity. While in other cultures, it would be
problematic if the pregnancy is carried to

term. It is important, therefore, to understand
how social and individual contexts may effect
each option with respect to ethical principles.

4. Identify the significant people who can
potentially be involved in the deliberation,
besides the adolescent.
The deliberative process in ethical decision
making includes, if possible, the gathering of
the perspectives of other relevant stakehold-
ers, who each can potentially contribute with
their own viewpoint to clarify the ethical
matters related to the situation. The decision
to involve the parents can often be a partic-
ularly difficult one. On the one hand, the
privacy and autonomy of the adolescent have
to be respected. On the other hand, the par-
ents or the caregiver has a right and respon-
sibility to participate in the discussion. In
most instances, the professional should pri-
marily respect the adolescent’s wish regard-
ing such involvement. In some situations, the
professional may have the duty, in the best
interest of the young patient, to convince the
patient that the parent’s participation may
ultimately be beneficial. If the parents are
consulted, the professional has to make sure
that they do not put too much pressure on the
adolescent or threaten their child. Actually,
when the parents disagree with the decision of
their offspring, and if the adolescent is con-
sidered competent to make a health decision,
in many countries, the choice of the adoles-
cent should be respected (Larcher 2005;
Larcher and Hutchinson 2010).
There are other potential stakeholders who
can be consulted or involved in the discus-
sion: A teacher, a psychologist, a social
worker, a close friend can be invited to give
his/her opinion regarding the adolescent’s
competence or to the type of solution which is
in his best interest. In some instances, the
professional can be assisted by a religious
leader and/or the leader of the local commu-
nity (this can be done anonymously if the
adolescent asks for confidentiality) in making
a sound judgment taking into account the
cultural and religious background of the
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patients. This is especially relevant in coun-
tries with a high multicultural migration rate.
For practical reasons, it is often not possible
for the physician to obtain or use all these
stakeholders’ opinions. Even then, however,
the ultimate guiding principle for the physi-
cian faced with tough ethical decisions is not
to make the decision alone. Rather, involve
one or more colleagues, who are less emo-
tionally involved. This is what is meant by a
“deliberative approach.”

5. Make a judgment reflecting on which are the
best options and why, then together with the
young patient make a reasoned decision.
Once all the values associated with the
potential options have been highlighted, it is
helpful for the health professional to reflect
and share with the adolescent patient, his
opinion and the opinions of stakeholders who
have been consulted. The healthcare provider
and the adolescent have to understand that
some options are related to specific ethical
values, while other options will highlight
different ethical issues. Balancing the judg-
ment between various options can be done
within a group discussion, or by the profes-
sional and the adolescent, using all of the
information available.

The procedure described above is challenging,
especially in complex situations requiring more
than one decision and having long-term potential
medical, psychological, and social implications
the young patient may experience. It calls for
sophisticated communication skills. It requires
the provider to be aware of the potential biases
that are linked with his or her own prejudices,
especially when a personal prejudice may inter-
fere with the ability to provide a neutral assess-
ment of the young patient’s competence. This
bias may arise, for example, from the practi-
tioner’s own judgment of who should be con-
sidered competent or the belief that the
professional is better able to make a decision
based on prognosis. A recent research study
shows how different pediatricians react to a
potential refusal of treatment, depending on the
perceived prognosis of the condition.

Deliberation within a team is the best way to
identify and deal with errors in judgment. In most
parts of the world, however, practitioners do not
have the luxury of working in a team. Particu-
larly, in some low- and middle-income countries
where a practitioner often works alone, they
should be encouraged and provided communi-
cation resources to find at least one colleague not
emotionally involved in the situation with whom
to share their concerns.

In many instances, making decisions regard-
ing health procedures and treatment as applied to
minor adolescents can be difficult. Most of the
comments that are made in this chapter do apply
to the involvement of adolescents in research
(Burke et al. 2005; Giesbertz et al. 2014;
Stevens-Simon 2006). Also, it can be understood
from this chapter that even adolescents who
cannot be considered as fully competent should
be involved in the process (a participation often
referred to by the concept of “assent”) (Bartho-
lome 1995; Lee et al. 2006; Whittle et al. 2004).
An adult’s judgment of what is in the best
interest of the adolescent, even if correct, cannot
override the obligation to respect the adolescents
right to be included as a participant in the dis-
cussion of their health. The assessment of com-
petence and a careful review of all the medical,
psychosocial, and ethical issues with the ado-
lescent are the heart of a respectful approach to
adolescent health care. This process is a
responsibility of the health professional in charge
of the patient. The health professional in charge
of the young patient is responsible for seeing this
process is carried out with integrity.

This global analysis of the situation should, as
much as possible, involve the parents and other
members of the healthcare team. There might be
situations (e.g., refusal of potentially lifesaving
treatment, obvious psychological symptoms)
where “protection” factors affecting a child (e.g.,
which may imply limitation or restriction of
rights) need to be assessed in relation to mea-
sures of “empowerment” (which implies full
exercise of rights without restriction). In other
words, one has to balance the need for the
patient’s autonomy and protection (Miller et al.
2004).
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Because of legal constraints, in certain rare
situations, despite the adolescent’s competence, it
may be necessary for the physician in charge to
decide against the will of the adolescent (Michaud
et al. 2009). However, in most of the cases, pro-
vided the assessment of decision making is car-
ried out according to the principles outlined
above, the healthcare provider and the patient will
be able to find an informed solution that reflects a
commonsense judgment that is in the adolescent’s
best interest, a so-called “shared decision.”

Implications

It can be easily understood that the assessment of
any minor’s competence, as well as the respect
for the rights of adolescents to participate in
decisions affecting their health, especially when it
comes to making a difficult choice between two or
several options, is not a fixed process that derives
from the mere application of principles. Indeed, in
each situation, the healthcare provider or health-
care team must establish a climate which allows
for a thorough exchange with the young person.
The process must be flexible, respectful, and it is
time-consuming; and the provider must take into
account the developmental stage of the patient as
well as the young person’s social environment. It
follows that, for healthcare providers to acquire
the skills needed to assess the adolescent’s
autonomous decision making, members of the
teaching institution must provide the curriculum
and expertise required to develop these skills
(Downar et al. 2012; Levetown 2008; London
and Baldwin-Ragaven 2008). Indeed, the World
Health Organization has recently issued a guid-
ance describing the content in the area of ado-
lescent health training at the pre-service levels.
The guidance stresses the importance of com-
munication skills when working with young
participants (WHO 2015). With the advancement
of medicine and technology, with more and more
patients surviving critical conditions or events;
with the advancement of genetics and predictive
medicine, healthcare professionals will be more
and more often faced with critical decisions
requiring skills in the field of ethics and medical

humanities. It is to be hoped that schools and
faculties who train health professionals become
aware of this challenge.
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19Financial Protection for Adolescents’
Health Care

Catriona Waddington and Claudia Sambo

Introduction: Universal Health
Coverage, Financial Protection,
and Adolescents

Previous chapters have discussed adolescents’
health and their service requirements. This
chapter explores how health services for adoles-
cents are paid for, and how this affects both the
supply of services and the extent to which ado-
lescents access them. In this chapter, the term
universal health care (UHC) is used to describe a
healthcare system where everyone (regardless of
their, race, age, preexisting conditions, or gender)
has access to health services without the risk of
financial hardship. The chapter is intended for an
audience from a variety of disciplines with an
interest in adolescent health and is not written
solely for economists.

In previous chapters, the specific health
needs of adolescents have been discussed
including sexual health needs, reproductive
health needs, mental health treatment, and
treatment for traumatic experiences. The par-
ticular social challenges facing adolescents
have also been discussed. Adolescents may still
be dependent on their parents financially, but
emotionally want some independence. They

may face strong cultural pressures, particularly
about adolescent sexual behavior. It is gener-
ally assumed that adolescents’ compliance with
healthcare protocols is worse than that of the
average adult (e.g., regarding the recommended
number of antenatal visits or adherence to HIV
treatment) although there is not always evi-
dence to substantiate this assumption. Finally,
as with all large groups, generalizations mask
many differences: Not all adolescents live with
their parents; some are employed and some
not; some are particularly stigmatized because
of issues such as substance abuse or their
sexual behavior.

Against this background of the particular
needs of adolescents, this paper is structured
around three main questions:
• Which adolescents are covered by a pooled

funding arrangement (insurance or
tax-based)?

• How are adolescents affected by direct pay-
ments for health services?

• What services tend to be included in pooled
funding arrangements (tax-funded or insur-
ance)? Do they meet the needs of all
adolescents?

Review of the Literature

We conducted a review of both academic and
gray literature. Our methods were informed by
two assumptions: (a) That the literature on this
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topic would be limited and (b) that the age group
10–19 years old defined as “adolescents” is
referred to in a variety of ways (e.g., children,
teenagers, young people). Therefore, we sear-
ched as broadly as possible in order to “tease
out” the maximum possible amount of relevant
material.

Search Strategy

After a brief review of key background docu-
ments on adolescents, we conducted both struc-
tured and unstructured searches in a number of
databases and Web sites, as well as on Google
and Google Scholar. We started with broad
searches on Google, followed by more targeted
ones on PubMed. On Google and Google
Scholar, we used a combination of keywords and
phrases including adolescents, teenagers, young
people, young women, children, youth, health,
universal health coverage, healthcare expendi-
tures, health insurance, user fees, user charges,
equity, cost-sharing, financial barriers, primary
health care, out-of-pocket expenditures, risk
pooling, catastrophic expenditures. When sear-
ches yielded results mainly from the USA, we
added the terms “Africa” and “Asia,” and “Latin
America” to refine results. For each search, we
scanned 10 pages of search results to identify
potentially relevant documents (based on the title
and short description). On Google Scholar, we
used the “related articles” function to identify
further studies and verify that key papers had not
been omitted.

On PubMed, we started by looking at all the
“related citations” for two relevant articles
we had identified.1 We then searched the database
using a combination of Medical Subject Headings
(MeSH) terms (adolescent, teenager, young adult,
adult children, insurance, health/economics,
health services/utilization, health/utilization, uni-
versal coverage/economics, developing countries,
and exemption/tax). We also conducted free text

searches, using the Google search strategy
described above (Table 19.1).

We searched a number of Web sites, data-
bases, and individual journals including the fol-
lowing: European Observatory on Health
Systems and Policies; Health Systems Evidence
database (McMaster University); ADOLEC;
UNICEF; International Labor Organization
(ILO); Organization for Economic Co-operation
and Development (OECD: health); International
Network Health Policy & Reform archives;
National Bureau of Economic Research; Joint
Learning Network on UHC (a platform that
aggregates information about UHC); Equitable
Health Financing (a tool to navigate the evidence
on different health financing methods in low- and
middle-income countries); GEFF platform (Glo-
bal Extension of Social Security); The Com-
monwealth Fund; Kaiser Family Foundation;
International Journal of Adolescent Health;
Journal of Adolescent Health; Health Policy
Journal; Health Policy and Planning; WHO
Maternal, Newborn, Child and Adolescent
Health; and The World Bank. We also supple-
mented the searches with expert advice from key
informants.

Criteria for inclusion. We included both
articles in peer-reviewed journals and gray liter-
ature (e.g., policy reports) but excluded any type
of opinion pieces. We excluded non-English
language documents, with the exception of those
with an abstract in English. We used 1990 as an
arbitrary cutoff point.

Table 19.1 For illustration only, the table below shows
the volume of articles from selected searches

Search terms (MeSH) Filter No. of
articles

Adolescent and health
insurance

– 5439

As above Last 10 years 2505

As above USA 1721

As above Developing
countries

7

– Latin
America

3

Teenager, utilization, and
health services

– 01Nguyen and Knowles (2010) had 164 related citations;
Hampshire et al. (2011) had 115 related citations.
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We screened all material by title and
abstract/description in search engines. For the
analysis, and largely due to the scarcity of liter-
ature, we grouped the articles by origin (USA,
other developed/OECD countries, and develop-
ing countries).

As confirmed by a previous review by Meng
et al. (2011), the majority of studies come from
the USA. In order to maintain geographic bal-
ance, we only included a limited selection of
these. Given the significant recent changes in US
health insurance arrangements, we concentrated
on recent publications. We also focused on
comprehensive reviews rather than on specific
references about particular aspects of adolescent
health.

As the overarching framework for inclusion of
documents and journal articles, we considered
the relevance to the key dimensions of universal
health coverage (UHC) for adolescents, around
which the paper is structured:

1. Which adolescents are covered by a pooled
funding arrangement (insurance or tax-based)?

2. How are adolescents affected by direct pay-
ments for health services?

3. What services tend to be included in pooled
funding arrangements (tax-funded or
insurance)?

Do They Meet the Needs of All
Adolescents?

A key finding from our searches is that the
literature on health financing and adolescents is
very scattered. There is relatively little work
specifically about the topic. Most references
were about health financing issues in general
(i.e., for all ages), or about health services for
adolescents, with passing reference to health
financing concerns. There is certainly no body
of global research specifically about health
financing and adolescents. For this reason, this
paper is not a systematic review. Instead, it uses
available literature to explain and illustrate the
financial challenges related to UHC for
adolescents.

Universal Health Coverage
(UHC) and Financial Protection:
An Introduction

The way in which health services are funded is
an important aspect of UHC (WHO 2010).2 In
almost all countries, there is some form of direct
payment for services (also called cost-sharing).
As a general rule, the poorer the country, the
higher the proportion of total healthcare funding
which is raised through direct fees from the
user/patient. Reducing dependence on direct
payments requires governments to encourage risk
pooling and prepayment so that individuals are
financially protected. This entails payments made
in advance of an illness (as insurance premiums
or taxes), with the money pooled in some way
and used to pay for health services for everyone
who is covered.

To achieve UHC (or as close to full achieve-
ment as is possible) progress needs to be made
with three crucial aspects of financing:
• The number of people covered by a pooling

arrangement (i.e., they have insurance or are
eligible to use facilities which are financed
from pooled funds)

• Reductions in fees (direct payments)
• The range of services covered by the pooling

arrangements (e.g., Are drugs and inpatient,
outpatient and preventive services all
included?).
This is illustrated in Fig. 19.1, the so-called

health financing cube. It shows the situation in a
hypothetical country where about half the pop-
ulation is covered for about half of the possible
services, and about half of the cost of these ser-
vices is met from pooled funds. To get closer to
universal coverage, the country would need to
extend coverage to more people, offer more ser-
vices, and/or pay a greater part of the cost with
pooled funds. In terms of the “cube,” the greater
the shaded-in area, the closer the country is to
UHC. The shaded-in area equates to the area of
financial protection.

2The financing concepts in this section are drawn directly
from the World Health Report 2010.
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Figure 19.1 can be used to think about the
funding of health care for adolescents:
• For the horizontal axis, the question is

“Which adolescents are covered by a pooling
arrangement (insurance or tax-funded
system)?”

• For the vertical axis, the question is “How are
adolescents affected by direct payments for
health services?”

• For the third dimension, the questions are
“What services tend to be included in pooled
funding arrangements (tax-funded or insur-
ance)? Do they meet the needs of all
adolescents?”
This study addresses these questions in the

context of adolescents and their healthcare needs.
It then concludes by considering how health
financing as a whole impacts on the availability
of health services which are appropriate and
accessible to adolescents.

Which Adolescents Are Covered
by a Pooling Arrangement?

“Pooling arrangements” refer to health insurance
and to health systems that are funded directly by
the government from taxation. Payments are
made in advance of an illness and pooled in some
way by an insurance fund or government. The
pooled money is then used to pay for services for
everyone who is covered by the fund. Pooling is
a necessary part of financial protection.

Although insurance- and tax-based systems are
in some ways very different, they both involve
providing eligiblemembers/citizenswith a package
of services which are available at no, or highly
subsidized, cost at the time of using the services.
They both protect people from potentially catas-
trophic out-of-pocket payments for health care.
Box 1 illustrates how adolescents can benefit from
being covered by family health insurance in the
words of two young women from Ghana.

Box 1 Adolescents can Benefit from
Family Insurance Coverage: Examples
from Ghana

The doctor requested a laboratory test and
then prescribed some drugs for me. I did
not pay money because of the NHIS
(National Health Insurance Scheme). I was
also confident going through the process
because of the NHIS. The scheme has
allowed more children to go to health
facilities alone, because the authorities will
not ask you to pay for the service. It is a
good scheme for us children. (15-year-old
urban female)

I have had the (NHIS) card for two years.
I have used it twice. My mother keeps the
card, but I know where she keeps it, so I
can take it if I need it. So that day I took my
card…and went to the hospital. I explained
all to the doctor, who prescribed some
drugs. I was not afraid because I have the
NHIS card, so I know I will not have to
pay…Once you have the card, you don’t
fear illness: you can just take the card and
go. There is no need to worry about money.
(11-year-old urban female)

Source Hampshire et al. (2011).
In every country, there are some people who

are too poor to contribute to pooled health funds
through income taxes or insurance premiums.
They need to be subsidized from some pooled
fund, normally government revenue. This can
take the form of direct access to
government-financed services or subsidies to
insurance premiums (WHO 2010).

Fig. 19.1 Three dimensions to consider when moving
toward universal coverage. Source Reproduced from
WHO (2010)
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The term “adolescence” is rarely used in the
health financing literature; references are gener-
ally to “children,” which is usually (but not
always) defined as aged 18 or below. Children
can be part of a pooling arrangement in three
main ways:
• They are a member of a family which has

insurance cover that includes some or all of
the children in the family.

• They are entitled to use health services which
are funded by the government. This may be
because they live in a country where most
services are directly provided by government
(such as the UK) or because they are entitled
to government-funded services that comple-
ment insurance-funded services (such as in
Armenia for certain categories of vulnerable
children, see Table 19.2).

• They have their own individual insurance
coverage, either paid for by their parents/
guardians or among older adolescents who
have a job, they buy their own insurance
coverage.
The situation for children in many countries is

mixed. Children from richer families or with a
parent in a formal sector job (e.g., the civil ser-
vice) may be covered by health insurance. Chil-
dren may also pay lower fees than adults in
public health facilities, though the quality of
these facilities may be very poor and some
children will live a long way from a health
facility, which limits their access. The situation
for children in these cases mirrors the situation of
the family as a whole in terms of their socioe-
conomic status and where they live.

Table 19.2 illustrates the variety of arrange-
ments available for children/adolescents. In some
countries, governments pay insurance premiums
for all children (e.g., the Netherlands). Other
governments pay the premiums of some children
(e.g., for children in families below the poverty
line in Andhra Pradesh, India). No co-payments
are levied for children in Sweden, or there are
fewer co-payments than adults pay, such as in
Switzerland. Some governments complement
health insurance by funding services for some
children directly (e.g., Armenia for certain cate-
gories of vulnerable children). The age range of

young people who are entitled to these types of
benefits varies from country to country: The most
common cutoff age is 18 years, but it is 17 in
Uzbekistan, 19 in Switzerland, 20 in Sweden,
and 21 in the Philippines. Children in
high-income countries are more likely to be part
of a pooled arrangement than children in middle-
and low-income countries. In a summary of 27
countries with social health insurance schemes in
Asia and Africa, UNICEF found that only eight
countries had schemes where children up to age
17 had mandatory coverage (O’Connell 2012).

Table 19.2 has shown the variety of arrange-
ments available for children and adolescents. The
following examples from Vietnam and the USA
illustrate, in more detail, efforts to improve ado-
lescents’ financial protection by expanding
pooled funding schemes.

Vietnam adopted social health insurance in
1992 (Nguyen and Knowles 2010). There are
two types of schemes: compulsory and volun-
tary. The main groups covered by compulsory
insurance are civil servants, employees of private
firms, retired people, and some poor and vul-
nerable population groups who are eligible for
government-paid insurance. Although in theory
any uninsured person can join a voluntary
scheme, in practice voluntary insurance is over-
whelmingly dominated by students. Voluntary
insurance is typically sold through existing
organized groups because there is no established
mechanism for selling it to the general public. In
practice, the only scheme that expanded was the
students’ scheme, which extended to include a
significant number of members. Attempts to
develop voluntary insurance programs for other
organizations (e.g., Farmers’ Unions) were not
successful.

The Vietnam Social Security entity delegates
promotion and sales of insurance membership to
schools and universities. This was key to the
success of the scheme. In 2005, 45 % of students
had voluntary health insurance. Within the
overall student body, health insurance coverage
increases with schooling level and is particularly
high among upper secondary school students.
Poorer families, those with a less educated head
of the family and ethnic minorities, are less likely
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Table 19.2 Examples of health insurance coverage for adolescents*

Country Status of adolescents in the main national health financing scheme Source

Armenia All patients falling into a socially vulnerable group are eligible to
receive a comprehensive package of services, which is funded by
government and is reviewed annually. In 2004, vulnerable groups
included children/adolescents under the age of 18:
– with disabilities
– with a disabled parent
– from a single-parent household
– without family
– under regular medical care

Hakobyan et al. (2006)

Czech Republic The Ministry of Finance pays social health insurance contributions
for certain economically inactive people (e.g., children, students,
unemployed, asylum seekers). In 2008, the ceiling for co-payments
was lowered for children and adolescents. Children up to 18 are
exempt from user fees for doctor’s visits

Bryndová et al. (2009)

France Children are exempt from cost-sharing payments for some
services:
– Pharmaceuticals: Children under the age of 16 and disabled
children

– Outpatient care: MMR vaccines for children under 13
– Inpatient care: disabled children

Hossein and Gerard (2013)

Germany Children under 18 years of age are exempt from cost-sharing for
pharmaceuticals, outpatient care, and inpatient care

Hossein and Gerard (2013);
Blümel (2013)

Kazakhstan Children, adolescents, and women of reproductive age are entitled
to free medicines (i.e., the main type of benefit requiring
co-payments)

Katsaga et al. (2012)

Iceland Children under the age of 18 are exempt from cost-sharing.
General health care provided in schools, teenagers’ visits to
general practitioners, preventive information services, and
maternity care are also provided free of charge

Thomson et al. (2013)

India
(Andhra
Pradesh)

The Rajiv Aarogyasri scheme covers care for all residents below
the poverty line. This is mainly tertiary care, but also primary and
secondary. The scheme is paid for by the state (not federal)
government. Everyone in a household can be included on the
Health Card (i.e., head of the family, spouse, dependent children
and dependent parents). The Health Card captures the family’s
data and pictures of each family member. It is presented by
beneficiaries when they arrive at a health facility to identify them.
There is no deductible or co-payment for seeking care, and because
the system is entirely cashless patients are admitted, treated, and
discharged without exchanging any money

Joint Learning Network for
UHC Web site (n.d.b)

The
Netherlands

Children under the age of 18 are insured free of charge, but they
must be included in one of the parents’ policies. The nominal
premium for children is paid by the government.
Although basic health insurance is compulsory, not every citizen is
insured. In 2008, 171,000 persons were uninsured—of these,
35,000 were children. If seeking health care, the uninsured risk a
penalty for the period they were not covered. Children under 18 do
not have to pay the penalty, but there is no reimbursement for their
healthcare costs. The main reasons for children being uninsured
are because they are illegal immigrants or because of family
religious beliefs/philosophy of life

Schäfer et al. (2010)

(continued)
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to have a child in upper secondary school.
Insurance coverage was very strongly correlated
with household income. Boys were much more
likely to be insured than girls.

Although data on age is not available (edu-
cational years were used instead), it is reasonable
to assume that the majority of members of this
voluntary scheme were adolescents. This exam-
ple shows us that schemes targeted at adolescents
can be successful in attracting members, but that
the targeting does not necessarily avoid the
inequalities of the wider society (in terms of
wealth, ethnicity, gender, education).

Vietnam is clearly not the only country to use
schools and colleges as convenient bases for
expanding insurance membership. In the 1990s,
the Egyptian government started a subsidized
insurance system for school children. The school
health insurance program significantly improved
utilization and reduced the overall cost of health
services for many children. While in many ways
the program was successful, it nevertheless

widened the differential in access between
school-going children and those not attending
school (Yip and Berman 2001).

The literature on health financing for children
and adolescents is dominated by studies from the
USA. Because of this—and because the US
experience has lessons for many other countries
developing universal health insurance—the
American example is described here in some
detail.

In 2013, 7.6 % of children (18 years old and
younger) in the USA were uninsured: a decrease
from 9.7 % in 2011. The uninsured rate among
young adults (19–25 years old) was 22.6 %
(Majerol et al. 2015)3 in 2013, down from
27.9 % in 2011. Insurance in the USA is gener-
ally received as part of an employment package
or through a government scheme such as Medi-
care, Medicaid or the Children’s Health

Table 19.2 (continued)

Country Status of adolescents in the main national health financing scheme Source

Norway There is a cost-sharing ceiling, set each year. Certain groups are
exempt from cost-sharing. Children under the age of 16 receive
free physician treatment and access to essential drugs in the
formulary, and those under the age of 18 receive free
psychological and dental care

Johnsen (2006); Lindahl
(2013)

Philippines Enrollment in PhilHealth is by family, so the premium paid covers
the member, spouse, eligible children (those less than 21 years of
age), and eligible parents (60 years and above depending
financially on the member). Given that enrollment is by family,
documentation of proof of marriage and birth(s) is required. This is
a problem for the indigenous population, as they usually do not
have marriage and birth certificates

Joint Learning Network for
UHC Web site (n.d.a)

Sweden There are user charges, but in almost all county councils children
and young people (under 20 years of age) are exempt from fees for
health care and dentistry

Anell et al. (2012)

Switzerland Out-of-pocket spending on covered services is capped. The cap for
minors under 19 years of age is about half of the adult cap. Minors
are exempt from co-payments for inpatient care

Camezind (2013)

Uzbekistan Children and adolescents up to the age of 17 are exempt from
paying for pharmaceuticals (which are not included in the basic
benefits package) and inpatient meals

Ahmedov et al. (2007)

*In these examples, we deliberately kept the terminology used in the sources (e.g., adolescent, child, minor) to show the
variety of terms and age groupings

3Information on the uninsured in the USA is taken
predominantly from the Kaiser Commission Primers
about uninsured people.
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Insurance Program. Being uninsured affects both
access to healthcare and financial security.
Uninsured people in the USA are less likely to
receive preventive care and more likely to be
hospitalized for preventable conditions. Medical
bills can be devastating for uninsured families
and can quickly lead to debt. Uninsured children
are significantly more likely to delay accessing
health care or to have unmet medical needs than
children with insurance. Some of the effects of
being uninsured are illustrated in Fig. 19.2.

Medicaid and the Children’s Health Insurance
Program (CHIP) are government schemes that
cover four main categories of low-income indi-
viduals: children, their parents, pregnant women,
and individuals with disabilities. Federal law
requires states to cover all school-aged children
whose family is at or below the poverty level,
and all preschool children whose family is at or
below 133 % of the poverty level. Medicaid is
the largest insurer of children in the USA, with
31 million non-disabled children enrolled in
2009. CHIP covers almost 8 million additional
children in families with low or moderate
incomes, but too “wealthy” to qualify for Medi-
caid. Medicaid and CHIP between them cover
one-third of all children in the USA and more
than two-thirds of children in families below the
poverty level.

Despite the size of Medicaid and CHIP, there
remains a significant problem of non-enrollment.
In 2011, 53 % of uninsured children were eligi-
ble for Medicaid or CHIP, but not enrolled (a
reduction from the 2009 level of 65 %). This is

over 3.1 million children who are eligible for
benefits from these schemes but are not enrolled.
For some families, this was a matter of knowl-
edge about eligibility for the schemes; for others,
the enrollment and renewal procedures were too
burdensome or confusing. Policy steps such as
express lane eligibility and streamlined renewal
processes would be likely to increase enrollment
(Kenney et al. 2011).

Broad Medicaid and CHIP eligibility for
children has helped maintain coverage for chil-
dren despite the economic downturn and slow
recovery. Inspite of the economic conditions, the
percentage of children who are insured actually
increased slightly between 2007 and 2011. This
is in contrast to the worsening situation for adults
(Fig. 19.3). In general, children are more likely
to be insured than adults.

The Affordable Care Act (ACA) of 2010 aims
to reduce the numbers of uninsured. While
mainly targeted at adults, it does help children
who have had difficulty obtaining health insur-
ance because of health problems. The ACA
prohibits insurance plans from denying children
cover because of preexisting medical conditions
or from excluding preexisting conditions from
the coverage package.

Non-US citizens, whether legal or undocu-
mented, are about three times more likely to be
uninsured than citizens. Until recently, states
were not allowed to use federal money to provide
Medicaid or CHIP coverage to legal immigrants
who had been in the USA for less than 5 years.
This changed in 2009. By the end of 2011, 24
states had chosen to eliminate the waiting period
for lawfully residing immigrant children.

Fig. 19.2 Children’s access to care by health insurance
status, 2013: Less health care for the uninsured. Source
Majerol et al, Kaiser Commission (2015)

Fig. 19.3 Uninsured rate for non-elderly adults and
children, 2007 and 2011. Source Kaiser Commission
(2013)
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Undocumented immigrants remain ineligible for
federally funded health coverage.

Young people aged 19–25 years old are
almost three times more likely to be uninsured
than children and adolescents (22.6 % of young
adults were uninsured in 2013, down from
27.9 % in 2010). Much of the decline in the
numbers of uninsured young adults was because
the ACA allows young adults to remain on a
parent’s private health plan. Higher insurance
coverage rates for young adults have accounted
for about 40 % of the overall improvement in
insurance coverage in recent years. Nevertheless,
young adults continue to have a very high
uninsured rate, largely because of their low
incomes. More than half of the uninsured young
adults are from families with at least one
full-time worker, but their low incomes make it
difficult to afford health insurance.

In the USA, legislation has been used to
improve coverage for adolescents. Different
government schemes fund health services for
various groups of vulnerable adolescents, such as
those in families below the poverty line. It is
striking, however, that there are over four million
children (many of whom will be adolescents)
who are eligible for government support but are
not enrolled. A major reason for this lack of
enrollment is lack of awareness. In the USA in
2001 more than 80 % of low-income parents said
they would enroll their uninsured adolescents
aged 13–17 in a government program if they
knew that their adolescents were eligible. Only
43 % of parents of low-income uninsured ado-
lescents believed their adolescents were eligible
for coverage: a much lower percentage than for
the parents of young children (Lawrence et al.
2009).

Table 19.2 and the examples from Vietnam
and the USA help answer the question posed at
the start of this section: which adolescents are
covered by pooling arrangements?
• Where insurance coverage depends on a

combination of employment status and
income, some adolescents are covered,
mainly as part of a family plan belonging to a

parent. This generally covers children up to
age 18, though there is some variation in this
and in the USA, it has been extended to age
26.

• It is possible to increase coverage among
adolescents by targeting groups to which they
belong (e.g., students in the Czech Republic
and Vietnam). Many adolescents attend
school: Working with schools can be one
efficient way to increase enrollment among
adolescents.

• Some governments pay insurance premiums
for children. This may be for all children
(e.g., the Netherlands) or for particular groups
(e.g., children below the poverty line in the
USA).

• Older adolescents (particularly 19-year-olds)
seem particularly likely to be uninsured for a
variety of reasons. They are less likely to be
students in Vietnam; in the USA, they are
likely to be in low-income jobs where health
insurance cover is not a viable option; and
many schemes for children end at age 18
(e.g., Armenia, Germany, Iceland).

• Schemes targeted at children or adolescents
do not necessarily avoid the inequalities of
the wider society (in terms of wealth, eth-
nicity, gender, and education).

• Even when adolescents are eligible for a
scheme, many may not actually join. This
may be because of the cost (e.g., Vietnam),
lack of information, burdensome enrollment
procedures (USA), or because it is thought
that adolescents are generally healthy and do
not require cover.

• Some children and adolescents can be ineli-
gible for even quite large schemes (adoles-
cents not in school in Vietnam;
undocumented immigrants in the USA; chil-
dren without birth registration in China)
(O’Connell 2012).

• As for all age groups, some adolescents have
multiple vulnerabilities: They may live away
from their parents, work under very poor
labor conditions and misuse substances, for
example.
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How Are Adolescents Affected
by Direct Payments for Health
Services?

In almost all countries, there is some form of
direct payment for services. Direct payments can
take the form of a fee that covers the whole cost
of a service (e.g., for an uninsured consultation
with a private doctor); a fee that covers part of
the cost in, for example, a government-
subsidized clinic; or an insurance co-payment.
A co-payment is when an insured patient is
required to pay a fee at the time of using a health
service. The difference between the co-payment
and the total cost of the service is then covered
by the insurance. Co-payments and partial cost
fees are also known as “cost-sharing.”

Direct payments threaten financial protection
because they can mean that services are not used
purely because of the money required. For ado-
lescents, there are two issues related to payments:
the level of payment (is it affordable to the ado-
lescent and his/her family?) and the adolescent’s
access to money (is it their own money or that of
another family member?).

The Level of Payments: Reducing Costs
Through Exemptions and Vouchers

As a general rule, the poorer the country, the
higher the proportion of total healthcare funding
which is raised through direct fees. In 2007, there
were 33 countries, mostly low income, where
direct fees represented more than 50 % of total
health expenditure (WHO 2010).

Some direct payments can be catastrophic:
They involve a very large proportion of a
household’s available income and cause the
household to fall into poverty. It is estimated that
as many as 178 million people could suffer
financial catastrophe each year as a result of
direct healthcare payments (Yardim et al. 2010).
How this affects adolescents in particular is not
known. What is known, however, is that in some
countries (e.g., China and Turkey) households
with preschool children are generally better
protected from catastrophic payments than

average. In Turkey, one contributing factor to
this is the availability of free maternal and child
primary health care (Li et al. 2012; Yardim et al.
2010).

In 2009, a survey of 50 high-mortality coun-
tries (39 in Africa and 11 in Asia) found that only
six did not have any form of user fees in the
public sector (Witter 2010). Of the countries with
fees, all but two offered a range of exemptions,
mainly focusing on communicable diseases, but
also targeting vulnerable groups such as the poor.
Key respondents stated that there were exemp-
tions for the poor (54 % of respondents said
“yes” to this category); TB (54 %), HIV (53 %),
immunization (42 %), children (35 %), leprosy
(35 %), maternal conditions (35 %), orphans and
vulnerable children, malaria, the elderly (17 %
each), ex-servicemen (10 %), the disabled
(6.5 %), civil servants (6.5 %), the unemployed
(3 %), and adolescents (1 %).

In the first decade of the 2000s, many
high-mortality countries reformed their policies
about fees: The main change was exemptions for
deliveries, but several countries also exempted
children, though this tended to be children under
five years of age. Even when there were
exemptions, the survey recorded a certain
amount of skepticism about how effective this
was: In practice, many facilities seemed to con-
tinue to charge exempt groups.

Moving away from high-mortality states,
many countries have reduced or removed direct
payments for using health services (fees or
insurance copayments). Table 19.2 in the previ-
ous section includes several examples of children/
adolescents having to pay lower co-payments than
adults, or no co-payment at all (e.g., Czech
Republic, Germany, Kazakhstan, Iceland, Nor-
way, Switzerland, and Uzbekistan). Box 2 shows
the impact on utilization in Norway when
co-payments for adolescents aged 12–16 years
were abolished.

Box 2 The Abolition of Co-payments for
Adolescents Aged 12–16 Years

In Norway, co-payments for
12–16-year-olds were abolished in 2012.
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Figure 19.4 shows that both 13- and
15-year-old adolescents who were exemp-
ted from co-payment visited the general
practitioner more than adolescents who had
to pay. The difference is significant at
p value < 0.005. These were the only two
ages for which a direct comparison was
possible, because there were no 9–
11-year-olds in the study who had ever
had to pay a co-payment, and no
17-year-olds who had ever been exempt.
Figure 19.4 also shows the rise in primary
care utilization as young adolescents
become older (particularly after the age of
13) meaning that older adolescents bene-
fited more frequently from an exemption
than younger ones. Adolescent girls of all
ages are in general more frequent users of

primary care than adolescent boys (Zerat-
sion 2013).

Another way in which direct payments can be
removed is to provide vouchers, which can be
used to access care at no charge. In Nicaragua, a
project distributed vouchers to 16,850 adolescent
females aged 12–20 in disadvantaged areas of
Managua. Voucher receivers had a significantly
higher use of sexual and reproductive health care
(34 % of a random sample of just over 3000
female adolescents) compared with non-receivers
(19 %, see Fig. 19.5). A study concluded that
“voucher receipt can be considered the main
causal factor for improved use of services,
knowledge, and use of contraceptives and con-
doms” in this study population (Meuwissen et al.
2006a). Qualitative work confirmed that the
removal of the fee (on average about US $6) was
an important reason for the effectiveness of the
vouchers, but that the open access (i.e., no
appointment needed), guarantee of confidential-
ity, and information about clinic location and
opening times that accompanied the voucher
were also important (the acceptability of services
to adolescents is discussed in more detail in the
next section of this paper.) Of those who received
vouchers, the utilization of health services
increased the most among girls who were

Fig. 19.4 Comparison of GP contacts of paying
and exempted adolescents by age. Source Zeratsion
(2013)

Fig. 19.5 Impact of
vouchers on use of sexual
and reproductive health
care by subgroups.
Legend: NVR Not a
voucher recipient; VR
voucher recipient; Y-axis
percentage of randomly
sampled female adolescents
(n = 3009). Source
Meuwissen et al. (2006a)
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sexually active, who were neither mothers nor
pregnant, and who wanted access to contracep-
tives (Meuwissen et al. 2006a, b).

Adolescents’ Access to Cash: Their
Own and Their Family’s

There are many ways in which adolescents
access resources for health care. Many adoles-
cents, especially younger ones, rely on their
family. Many adolescents, however, use health
care without consulting their adult caretaker. For
example, a study in western Kenya found that, of
all the medicines taken by school children aged
11–17 during a study period of 30 weeks,
two-thirds were provided or facilitated by adults,
while one-third were taken by the children
themselves without adult involvement (self-
treatment). At all ages, boys self-treated more
than girls, with the proportion of illnesses which
were self-treated rising with the age of the boy.
On average, the proportion of Western pharma-
ceuticals (as opposed to herbal medicines) used
for self-treatment was 52 %. This increased with
age and was considerably higher in boys than
girls. Boys and older children had greater access
to Western pharmaceuticals because of their
greater income earning opportunities: However,
their incomes were generally very low and many
medicines were bought in incomplete dosages
because of the cost (Geissler et al. 2000). These
findings were then compared with a survey of
adolescents in eastern Uganda (Geissler et al.
2001). Ugandan children, who generally had less

direct control of money, were much more likely
to involve an adult in decisions about their health
care, and to depend on an adult for payment.

Similarly, in Ghana, 25 % of surveyed
children/adolescents aged 8–18 reported their
most recent visit to a health facility had not been
accompanied by an adult (Hampshire et al.
2011). Fifty percentage of visits to a drugstore
for over-the-counter medicines were unaccom-
panied by an adult, as were 30 % of hospital
consultations. The unaccompanied rate increased
with age: 13 % of 8–11-year-olds, 21 % of
12–14-year-olds, and 41 % of 15–18-year-olds
had not been accompanied at their last visit. In
many instances, adolescents used their own
money for unaccompanied consultations. They
obtained this money in a variety of ways:
sometimes by working (manual laboring for boys
and petty trading for girls) and sometimes by
diverting money intended for school fees or
meals. The young people confirmed that direct
payments were a significant deterrent to access-
ing health care. Of the 922 young people (age 8–
18 years) interviewed, 36 % said that high fees
were a barrier and that fees were a greater
obstacle than transport (see Table 19.3).

The extent to which adolescents are a priority
for scarce family resources varies across the
globe. Box 3 shows how different cultures pri-
oritize paying for adolescents’ health care dif-
ferently compared to care for younger children.

In short, there is a great variety in the extent to
which adolescents access health care indepen-
dently, depending on their age, access to cash,
gender, location, family structure, and culture.

Table 19.3 Difficulties
reported by young people
(8–18 years) in accessing
health services, Ghana
(n = 922)

Settlement type Percentage reporting difficulty

Travel:
too difficult

Travel:
too expensive

Fees
too high

Any
difficulty

Urban (%) 4.0 5.3 27.8 34.8

Peri-urban (%) 7.4 12.0 35.3 56.8

Rural/services (%) 27.2 22.6 36.4 66.5

Remote rural (%) 34.7 32.9 45.1 72.2

All settlements (%) 16.8 17.0 36.5 56.6

p (chi-square) p < 0.0005 p < 0.0005 p < 0.0005 p < 0.0005

Source Hampshire et al. (2011)
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Box 3 Prioritizing Paying for Adoles-
cents’ Health Care Compared with
Younger Children: Cultural Variations

We know that fees affect adolescents’
access to health care. We also know that
the nature of the influence varies from
country to country. One relevant consid-
eration is the prioritization of health care
for adolescents compared with other family
members.

In Burkina Faso, the main determinants
of healthcare use and expenditure were
severity of illness and the age of the sick
person. Children under 10 years of age
were less likely than older people to be
taken to a modern health facility and also
less likely to be taken to a traditional
healer, even though their illnesses were
perceived as significantly more severe than
in older people. Children below 10 were
treated within the household in 67 % of
cases, whereas the figure for children over
10 years of age was 45 %. This is because
health care is seen as an investment in
maintaining household productivity and
adolescents spent almost as many hours on
household production as adults under
60 years of age. Health expenditure was
concentrated on productive members of the
family, including adolescents whether male
or female. In the language of economics,
demand for child health care in rural
Burkina was very price-elastic, while
demand for adult care (including adoles-
cents) was relatively inelastic. Households
in Burkina highly valued treatment for
productive adolescents and were willing to
pay considerable sums for health care.
Levels of demand for health care for chil-
dren were much more sensitive to price
(Sauerborn et al. 1996).

Some 16 years later and in a very dif-
ferent country, Tomini et al. (2012) found
the same phenomenon in Albania: The age
of a child was positively correlated with
the amount of out-of-pocket payment.
Households spent more on older than

younger children, probably because of the
ability to generate an income.

However, the opposite has been found
in other countries. In Vietnam, for exam-
ple, older children (aged 6–15 years) used
private health services significantly less
than younger children (0–5 years) (Ha
et al. 2002).

Both the Level of Payments
and Adolescents’ Access to Cash
Affect Utilization

The level of payments and access to cash both
influence adolescents’ use of health services.
This is illustrated in the following examples of
services which are important to adolescents (see
next section for a discussion of priority services).

A study of induced abortions among adoles-
cent women in rural Maharashtra, India, found
that cost was the most commonly mentioned
factor that determined their choice of provider
(Ganatra and Hirve 2002). While 29 % of ado-
lescent women mentioned cost as a significant
determinant, cost considerations were regarded
as important by only 12 % of older women. This
meant that adolescent women were more likely
to use the services of untrained, cheaper provi-
ders. Older women had greater autonomy to
make decisions within the household and greater
access to cash; they were also more mobile.
Adolescent women, whether married or not, had
little control over household resources and hence
in practice had less choice of provider. Similarly,
cost was a significant reason for adolescents in
Tanzania having abortions induced by an
unskilled person because their fee was half the
cost of an abortion in a district hospital or private
clinic (Rasch and Silberschmidt 2008).

A review of 13 studies from sub-Saharan Africa
concluded that “cost is consistently found to be a
major barrier to uptake of [male] circumcision in
traditionally non-circumcising communities”
(Westercamp and Bailey 2007). The review was
predominantly about circumcision of adolescents.
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The authors concluded that in communities where
male circumcision is the norm, families know in
advance that they will be incurring costs (some-
times very high) at the time of a boy’s circumcision
and to a large degree view these costs as
unavoidable. In communities which are tradition-
ally non-circumcising, however, circumcision is
regarded as an elective procedure which has to
compete with other uses of family income.

This section has addressed the question, how
are adolescents affected by direct payments for
health services? Key findings are as follows:
• In many countries, particularly middle- and

high-income ones, there are exemptions or
reduced co-payments for children/
adolescents.

• Direct payments do deter some adolescents
from accessing services. Removing or
reducing payments can increase utilization
even in high-income countries. Exemptions
from payments can be helpful, but are not just
a matter of setting a policy; there needs to be
careful monitoring that the policy is imple-
mented. Healthcare vouchers given to ado-
lescents are another way of improving access.

• There is great variety in the extent to which
adolescents access health care independently,
depending on their age, access to cash, gen-
der, location, and culture. Similarly, there is
great variety in the extent to which adoles-
cents have access to cash and in how they are
prioritized for scarce family resources.

Conditional Cash Transfer
(CCT) Programs

Conditional cash transfer programs are a different
way of tackling the fact that direct payments
deter utilization of priority services. CCT pro-
grams provide money to households on condition
that they comply with a set of behavioral
requirements. These are typically about school
attendance, preventive health, and nutritional
interventions. A systematic review concluded
that CCT programs can increase the use of health
services and improve nutritional outcomes and
preventive behaviors in situations where there is

adequate health service provision (Lagarde et al.
2007). Available results tend to be about young
children and mothers: It is not known how
effective CCTs could be for adolescents.

What Services Tend to Be Included
in Pooled Funding Arrangements
(Tax-Funded or Insurance)? Do They
Meet the Needs of All Adolescents?

For the third dimension of the health financing
cube, the questions are “What services tend to be
included in pooled funding arrangements (tax-
funded or insurance)? Do they meet the needs of
all adolescents?”

Public or private agencies spend pooled funds
either to provide services directly or to purchase
services for their beneficiaries. Large-scale pur-
chasers are typically Ministries of Health, social
security agencies, district health boards, and
insurance organizations. Purchasing can be
either passive (paying bills when they are pre-
sented or following predetermined budgets) or
strategic (deliberately seeking priority services,
better quality, and/or lower prices). Managed
care institutions (such as health maintenance
organizations, HMOs) are strategic purchasers
because they integrate insurance coverage and
health service delivery to facilitate access to the
most appropriate, cost-effective care. This gen-
erally entails a focus on holistic primary care and
on prevention, in order to improve health status
and reduce costs (English et al. 1998).

Purchasers can pay for services in a variety of
ways (Health Systems 20/20 2012). Mechanisms
include:
• Central government budgeting.
• Capitation: A predetermined amount of funds

allocated per year for each person enrolled
with a given provider or resident in a catch-
ment area.

• Usually there is a defined package of services
covered in a capitation scheme.

• Case-based: a set payment depending on the
condition (diagnosis) of the patient.

• Passive payment: generally paying for all
items included in the provider’s bill.

386 C. Waddington and C. Sambo



In some countries, development assistance is
also an important source of financing. The same
issues apply in this situation: Programs can be
designed using any of the above payment
mechanisms.

Table 19.4 lists priority health service inter-
ventions which are recommended for adoles-
cents, covering the areas of nutrition, tobacco
control, mental health, reproductive health,
maternal care, violence, injury prevention, HIV,
and vaccination. There is great variety in the
services which are included in various risk-
pooling prepayment schemes. For example,
specialist mental health services for adolescents
are funded through taxes and/or insurance
premiums in some countries, whereas in other
countries they may be nonexistent or available
only on a full fee-for-service basis.

Table 19.4 identifies some of the main health
financing considerations for services, which are
important to adolescents. The table was con-
structed by asking: Is this service likely to be
included in the service entitlement as part of a

risk-pooling, prepayment scheme? In other
words, is it likely to be funded from taxes and/or
insurance premiums?

The first and second columns in Table 19.4
are the priority areas for adolescents. The third
column is based on the authors’ application of
these economic questions to the priority services
for adolescents. The table aims to identify the
main considerations to think about in a particular
context: It is not possible in a table such as this to
identify all the issues, especially as these differ
from one context to another. The table as a whole
shows that some services which are particularly
important for adolescents are generally main-
stream to the health service as a whole (e.g., care
during childbirth); some services can be cultur-
ally sensitive and may be regarded as undesirable
in general, or specifically for adolescents (e.g.,
contraceptive provision); other services are very
specific and are likely to be included only if they
are recognized as important in a particular
country (e.g., needle/syringe exchange programs,
opiate substitute therapy).

Table 19.4 What services are likely to be included in the pooled funding arrangement (tax-funded or insurance)?

Health area Intervention/package of services Likelihood of being included in a pooled
funding arrangement

Nutrition Intermittent iron supplementation in preschool-
and school-aged children and menstruating
women in settings where anemia is highly
prevalent

Most likely funding is from government if it
regards this as a public health priority
May be included in some insurance schemes,
particularly if payments on a capitation basis

Tobacco
control

Counseling about dangers of tobacco use, tobacco
cessation advice, and prescriptions

Unlikely to happen systematically unless
there is some incentive for the provider: This
could be a specific payment (by government
or capitation-based insurance) for providing
this service

Mental health Psychosocial treatment and support services Pooling arrangements vary greatly in extent
of mental health problems and interventions
covered

Sexual and
reproductive
health (SRH)

Counseling about safe sex, sexually transmitted
infection (STIs) and legal grounds for abortion

Governments differ in the extent to which
they regard Reproductive Health (RH) as a
public health priority (and hence the extent to
which services are subsidized). In general,
RH is very likely to be included in a pooled
arrangement, but with a great variety in
quality and in the scope of exactly what
services is included
Quantity and quality of counseling depend on
how the provider is paid (see tobacco control)
Contraceptive use by adolescents is very
sensitive to insurance rules (and price): see
USA example below the table

Provision of contraceptives

HIV counseling and testing; ARVs and care for
people living with HIV/AIDS

Screening and management for STI

Pregnancy detection services

Safe abortion services

Diagnosis and management of complications of
unsafe abortions

(continued)
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The details of exactly what services are pro-
vided for adolescents out of pooled funds are
important. The following example shows how
the scope of contraceptive provision can vary
from scheme to scheme, and the affect this has on
adolescents.

Contraception for Adolescents
in the USA

In the US, contraception for adolescents is gen-
erally paid for in one of three ways: insurance
(usually the parents’, which may be employer-
based or privately bought); a government-funded
program such as Medicaid; or self-payment. Laws

about insurance and contraception differ from
state to state. In 28 states, insurers must fund all
federally approved contraceptives. One state
specifically excludes minors (under 18) from
contraceptive coverage. Twenty states allow
insurers to refuse coverage based on moral or
religious beliefs. A survey of 50 employment-
based schemes in 2004 revealed that 81 % cov-
ered oral contraceptives; 40 % covered the cost of
an IUD device, 42 % paid for IUD insertion and
35 % for removal of the device.

Cost is a major barrier to contraceptive use by
adolescents (and other age groups) in the USA
(Eisenberg et al. 2013). The high up-front costs of
contraceptive—especially long-acting reversible
contraceptives (LARCs)—deter uptake by clients

Table 19.4 (continued)

Health area Intervention/package of services Likelihood of being included in a pooled
funding arrangement

Maternal care Basic antenatal care Governments differ in the extent to which
they regard maternal health as a public health
priority (and hence the extent to which
services are subsidized). Very likely to be
included in a pooled arrangement, but with a
great variety in quality and in the scope of
exactly what services are included. Quantity
and quality depend on how provider paid
(especially antenatal and postnatal care)

Care during childbirth

Postpartum and postnatal care

Prevention of mother to child transmission
(PMTCT)

Violence Health education on gender-based violence
(GBV); screening for management of
signs/symptoms of domestic violence and sexual
assault

Financing of screening only likely in very
comprehensive schemes or in situations where
gender-based violence is a particular concern
Mass health education campaigns likely to be
funded from government’s public health
budget (or in the case of GBV, another
ministry (e.g., women’s affairs) or NGO)

Injury care Availability of essential trauma care (including in
relation to attempted suicide)

Some trauma care likely to be included, but
there will often also be some direct payment,
either as a fee or insurance co-payment. Risk
that a trauma could lead to catastrophic
payments

HIV Needle and syringe programs; opiate substitution
therapy

Many cases will not be part of an individual
entitlement program. More likely to be part of
a government-funded public health program

Voluntary medical male circumcision Whether or not this service is provided out of
pooled funds depends on local culture and
epidemiology

Vaccine 3 doses of tetanus toxoid or Td (diphtheria
containing)

Immunization often fully covered by pooling
arrangement (because of cost-effectiveness
and population effect) but variation about
which immunizations are included

Rubella-containing vaccine

HPV vaccine
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with no insurance coverage. The total bill for a
patient to start a LARC method is generally more
than USD $1000. Provision of no-cost contra-
ception through government-funded schemes and
changes in insurance packages has significantly
increased the uptake of contraception in general,
and of the effective LARCs in particular. This in
turn has reduced the teenage birth rate and rates of
abortion and repeat abortion. Government-funded
schemes are particularly important for adolescents
—women under age 20 accounted for 25 % of
their family planning clients.

Several of the priority interventions for ado-
lescents listed in Table 19.4 are to do with
“health-compromising behaviors” such as
smoking, sexually risky behavior, and violence.
A study comparing the USA and Switzerland
argues that there are more opportunities for pre-
ventive interactions in primary care for older
adolescents (16–20 years) in a system with uni-
versal insurance coverage (Haller et al. 2008).
This is because a higher proportion of this age
group comes into contact with the primary
healthcare provider in the system with universal
coverage. Building on the opportunity of primary
care consultations to develop preventive health
services is an important feature of adolescent
health care.

In addition to the types of service likely to be
financed as part of a pooled funding arrange-
ment, another important issue is how the services
are organized: Are they acceptable to adoles-
cents? Pooled funding schemes tend to be large
institutions, which adhere to national laws and
norms about issues such as sexual behavior,
drug-taking, and parental rights to information
about their children. This can mean that services
are not provided in a way that is acceptable to
adolescents, for example, by showing strong
disapproval of under-age or premarital sexual
activity.

Inclusion in a parent’s insurance scheme can
also pose problems to adolescents, as the parent
may receive paperwork about a consultation
which the adolescent would prefer remained
confidential. For example in the USA, even when

adolescents are legally allowed to receive some
services without parental consent, itemized bills
sent to parents can invalidate any attempts to
maintain confidentiality (Rainey et al. 2000).

This section has looked at the questions: What
services tend to be included in pooled funding
arrangements (tax-funded or insurance)? Do
they meet the needs of all adolescents?

Key points are as follows:
• Adolescent health needs cover a broad range

of types of service and the health financing
situation differs for different services. In the
crucial areas of reproductive health and
maternal care, pooled arrangements generally
fund some services, though there is a great
variety in the scope of exactly what is inclu-
ded. Some other interventions of importance
to adolescents are much more specific (e.g.,
tobacco counseling for all primary care cli-
ents) and may not be seen as a priority,
especially if a scheme is new or not wealthy
enough to fund a comprehensive package of
interventions.

• The nature of the way in which a service is
financed also affects the extent to which it
meets adolescents’ needs. For example, con-
fidentiality is important to adolescents for
much of their health care. Anything that
requires others (often parents) to fund this
care breaches that confidentiality.

This chapter now moves on to bring the
various aspects of financial protection toge-
ther to consider the quality of services avail-
able: Are they appropriate for adolescents?

Services Which Are Appropriate
for Adolescents

WHO (2009) has developed a definition of
adolescent-appropriate health services. This rec-
ognizes the particular needs of adolescents,
especially (but not only) in relation to their
reproductive health needs. Adolescents are less
likely to use a service if it makes them feel
unwelcome or embarrassed, or if they have
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doubts that important issues which they regard as
private will be kept confidential.

To be considered appropriate for adolescents,
a service should have the five characteristics:
equity, accessibility, acceptability, appropriate-
ness, and effectiveness. Health financing is sig-
nificant to all five characteristics. Services are
inequitable and inaccessible if some adolescents
cannot use them because they are not covered
by a pooled funding scheme and direct pay-
ments are unaffordable. The availability of ap-
propriate services depends on public or private
agencies spending pooled funds on services that
meet the needs of adolescents. This may not
happen if, for example, adolescents are not a
strong lobby group and they are not seen as a
priority in a cash-strapped system, or if there is

not a strong commitment to providing services
related to potentially sensitive issues such as
premarital sex or drug abuse. Services funded
through insurance or taxation may not be
acceptable if they do not offer privacy or con-
fidentiality; private health care may offer more
privacy and confidentiality, but can be expen-
sive and/or unregulated. Cheaper forms of pri-
vate care are more likely to be provided by
untrained, non-competent practitioners, leading
to concerns about effectiveness.

Table 19.5 shows the five characteristics with
one aspect of each as an example. As in
Table 19.4, there is then a column about the main
health financing considerations. The final column
gives one example: Several of these examples are
described in more detail in the paper.

Table 19.5 Adolescent-appropriate health services and health financing

Adolescent-appropriate
characteristics, with one example

Health financing issues Example

Equitable
Policies and procedures are in place
that do not restrict the provision of
health services on any terms (e.g.,
age, sex, social status, culture
background, ethnic origin, disability)

All health financing mechanisms
discriminate in some ways to ration
health care, but systems vary in the
make-up and size of restricted groups

In the Netherlands, great efforts have
been made to remove financial
barriers to access for children. Basic
health insurance is compulsory and
children under the age of 18 have
their premiums paid by government.
Even so, 35,000 children were
uninsured in 2008, though this is a
tiny percentage of the approximately
3.8 million under 18 (see
Table 19.2.)

Accessible
Policies and procedures are in place
that ensure that health services are
free or affordable to adolescents

Accessibility can be improved by
reducing or removing payments for
adolescents. Adolescent rates of
enrollment in insurance can be
increased, for example, by targeting
educational facilities and by
changing laws about the age when a
young person can no longer be
included in a parent’s insurance
cover

Removing cost-sharing in Norway
for 12–16-year-olds resulted in their
increased utilization of primary care
(see Box 2)

Vietnam Social Security successfully
encouraged schools to enroll
adolescents in the insurance scheme

Acceptable
Policies and procedures are in place
that guarantee client confidentiality.
(relates to registration, consultation,
record-keeping, and disclosure of
information to others)

Services financed from pooled funds
are likely to follow national laws
about, for example, a parent’s right
to know about their child’s health
care

An advantage of the voucher scheme
in Nicaragua was that the services
were confidential and available as a
walk-in, with no appointment
required
In the USA, itemized bills sent to
parents can invalidate any attempts
to maintain confidentiality

(continued)
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Conclusions

We conclude with a summary of the findings
around the three questions this chapter has
explored.

Which adolescents are covered by a pooling
arrangement (insurance or tax-funded system)?

Maximizing the number of people covered by a
pooling arrangement (insurance-based or
tax-financed) is an important step toward achiev-
ing UHC. The challenges are in many ways the
same for adolescents as for the general population,
though adolescents fall between two groups which
receive a lot of attention and policy focus (young
children and the working population).
• As for all age groups, adolescents in

high-income countries are more likely to be
part of a pooled arrangement than adolescents
in middle- and low-income states.

• Where insurance cover depends on a combi-
nation of employment status and income,
some adolescents are covered, mainly as part
of a family plan belonging to a parent. This
generally covers children up to age 18,
though there is some variation in this age
limitation. In the USA, it has been extended
to age 26.

• It is possible to increase coverage among
adolescents by targeting groups to which they
belong. Many adolescents attend school:
Working with schools to generate demand
and facilitate enrollment can be one efficient
way to increase coverage among adolescents.

• Some governments pay insurance premiums
for children. This may be all children or for
particular groups (e.g., children below the
poverty line in the USA).

• Older adolescents (particularly 19-year-olds)
seem particularly vulnerable to be uninsured,

Table 19.5 (continued)

Adolescent-appropriate
characteristics, with one example

Health financing issues Example

Appropriate
The required package of health care
is provided to fulfill the needs of all
adolescents, either at the point of
health service delivery or through
referral linkages

Purchasers from pooled funds—
whether Ministry of Health, social
security agency, or insurance
organization—may well not
prioritize services for adolescents:
This depends on the perceived
importance of adolescents as a client
group

Provision of family planning advice
and contraception immediately after
childbirth is advantageous for
adolescents. Many US insurance
schemes do not cover all forms of
contraceptives, and even ones that do
sometimes do not include
contraception as part of a lump-sum
payment for inpatient delivery. In
this case, adolescents have to make a
separate visit for their contraception
after discharge from the maternity
ward, which is often after they
resume sexual activity. The
opportunity to provide an effective
intervention (immediate postpartum
contraception) is thus missed
because of the nature of the financing
mechanism (Eisenberg et al. 2013)

Effective
Healthcare providers have the
required competencies to work with
adolescents and to provide them with
the required health services

Untrained providers are likely to be
cheaper and hence may be more
attractive to uninsured adolescents

Kenyan adolescents buy incomplete
doses of drugs from local shops;
Tanzanian and Indian adolescents
pay untrained providers to induce
abortions. These ineffective services
are used because they are cheaper for
the adolescents than better regulated
care
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for a variety of reasons. They are less likely to
be students; they are likely to be in
low-income jobs; many insurance schemes
for children end at age 18.

• Other categories, which are less likely to be
insured, are migrants (legal and illegal) and
adolescents from families with particular
religious beliefs/philosophies of life.

• Insurance schemes targeted at children or
adolescents do not necessarily avoid the
inequalities of the wider society (in terms of
wealth, ethnicity, gender, and education).
Even when adolescents are eligible for health
insurance, in practice many may not actually
be enrolled, because of the cost, lack of
information about eligibility and benefits, the
belief that adolescents have few healthcare
needs, or burdensome enrollment procedures.
In short, adolescents are less likely to benefit

from a pooling arrangement if they are from a
low-income household and/or country, not in
school, or aged 19.

How Are Adolescents Affected
by Direct Payments for Health
Services?

Reducing or completely removing fees and
insurance co-payments is another step toward
UHC. Many adolescents have very limited access
to cash and may be reluctant or embarrassed to
ask their parents and others for money for health
care, which may be of a sensitive nature.
• In many countries, particularly middle- and

high-income ones, there are exemptions or
reduced co-payments for children and
adolescents.

• Direct payments do deter many adolescents
from accessing services; removing or reduc-
ing payments can increase utilization.
Exemptions from payments can be helpful,
but are not just a matter of setting a policy;
facilities need to be visited to monitor that the
policy is actually being implemented.

Healthcare vouchers given to adolescents can
be another way of improving their access.

• Many adolescents access services without a
parent’s knowledge. The extent to which they
access health care independently depends on
the reason for seeking care: age, access to
cash, gender, location, and culture. There is
great variety in the extent to which adoles-
cents have access to cash and in how they are
prioritized for scarce family resources.
What services tend to be included in pooled

funding arrangements? Do they meet the needs of
all adolescents? Even if an adolescent is entitled to
access services financed with pooled funds, the
right kind of services may not be available. Ado-
lescence is a time of physical change and sexual
awakening: Adolescents will use services less if
they feel that healthworkers are judgmental or will
not maintain confidentiality. This is particularly
true for services which have a relatively high
proportion of adolescent clients: sexual and
reproductive health, mental health, counseling,
trauma, and services for addiction.

The health needs of adolescents cover a broad
range of services: The health financing situation
differs for different services. Some services
which are particularly important for adolescents
are generally mainstream to the health service as
a whole (e.g., care during childbirth); some ser-
vices can be culturally sensitive and may be
regarded as undesirable in general, or specifically
for adolescents (e.g., contraceptive provision);
other services are very specific and are likely to
be included only if they are recognized as
important in a particular country (e.g.,
needle/syringe programs). In the crucial areas of
reproductive health and maternal care, pooled
arrangements generally fund some services,
though there is a great variety in the scope of
exactly what is included. Some other interven-
tions of importance to adolescents are much
more specific (e.g., alcohol brief interventions,
tobacco cessation counseling). These services,
however, may not be seen as a priority, espe-
cially if an insurance scheme is new or not
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wealthy enough to fund a comprehensive pack-
age of interventions.

The way in which a service is financed also
affects the extent to which it meets adolescents’
needs. For example, confidentiality is important
to adolescents for much of their health care.
Anything that requires others (often parents) to
fund this care breaches that confidentiality.

To attract adolescents, a service should have
the five characteristics: equity, accessibility,
acceptability, appropriateness, and effectiveness.
Health financing is significant to all five charac-
teristics. Services are defined as inequitable and
inaccessible if some adolescents cannot use them
because they are not covered by a pooled funding
scheme or direct payments are unaffordable. The
availability of appropriate services depends on
public or private agencies spending pooled funds
on services that meet the needs of adolescents.
This may not happen if, for example, adolescents
do not have a strong political lobby to represent
their needs; or if they are not seen as a priority in
a cash-strapped system; if (as is commonly the
case) there is little awareness or information
available about adolescents’ health needs; or if
there is not a strong commitment to providing
services related to potentially sensitive issues
such as premarital sex, substance abuse, or
mental health. Services funded through insurance
or taxation may not be acceptable if they are not
confidential; private health providers may offer
more privacy and confidentiality but can be
expensive and/or unregulated. Cheaper forms of
private care are more likely to be provided by
untrained, non-competent practitioners, leading
to concerns about effectiveness.

While there is relatively little literature
specifically about health financing for adoles-
cents, we can conclude that the challenge (mak-
ing universal health coverage a reality for the
world’s one billion plus adolescents) is in some
ways the same as for other age groups: Society’s
poor and marginalized are the hardest to reach.
Adolescents, however, with their limited access
to cash and the need for confidential health care,
bring their own special challenges which need to
be accommodated by pooled funding healthcare

schemes, whether they be insurance-based or
tax-financed.

Adolescence is a time of physical change and
sexual awakening. Adolescents need health ser-
vices but can encounter a range of barriers to
access, some of them simply because they are
between the two categories of “child” and
“working adult.” Unmet health needs in adoles-
cents can have an impact on the rest of their
lives: Improving the financing arrangements for
adolescents’ health care is not just the bureau-
cratic exercise it may appear: it is about
improving the lives of millions of people.
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20Alice in Wonderland: Adolescents
and Digital Technologies

Pierre-André Michaud and Caroline Free

Around the developing world, digital technology,
mobile communications and social media are
connecting young people as never before – not
only to one another, but to the world of informa-
tion and ideas – and inspiring them to find inno-
vative ways to improve their own lives.
Anthony Lake, Executive Director (UNICEF

2012).

Introduction: Adolescents
and Digital Technologies

There is no doubt that the information and
communication technologies (ICTs) have had a
considerable impact on the everyday life of
young people—as well as for adults—and will
continue to do so in the future. The purpose of
this chapter is to review the various uses that
young people make of ICTs, the potential posi-
tive and negative consequences of these uses,
and how to address them. In a second part, the
chapter will highlight how ICTs can be used
within the health care of adolescents, as well as
in the area of prevention and health promotion.
Three general comments should be kept in mind
while targeting ICTs.

First, as stated above by the executive director
of the United Nations Children’s Fund (UNI-
CEF), digital technologies has a profound effect
on the lives of young people in low- and
middle-income countries (LMIC). For instance,
according to a recent report from UNICEF
(2012), one out of two 15–24-year-old boys and
a third of 15–24-year-old girls in Palestine used
the Internet in the previous 12 months.
Two-thirds of Brazilians of the same age had also
used the Internet in the previous 12 months.
Even though the rates of Internet use are much
higher in industrialized counties, wireless tech-
nology will narrow the technological gap that has
long existing between low- and high-income
countries. It is indeed much easier, cheaper, and
more effective to install Internet antennas than a
big network of old-style wires. Likewise, more
and more adolescents from LMIC have thus
access to social media, worldwide news, and
information, which will greatly affect their edu-
cation system, as well as make “The Global
Village” a reality (McLuhan and Powers 1989).

Second, the pace of the technological progress
and transformation becomes faster and faster,
and it is extremely difficult to predict where the
technology will be in just a few years. Young
people tend to quickly adopt the latest version of
various media. The designers of Internet pro-
grams and tools have an immediate impact on the
use of Internet by young people. This rapid
development can be observed in the fluctuation
of stocks values of online social networking
service such as Facebook, WhatsApp, Twitter,
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and Instagram. Thus, parts of this chapter
may/will be outdated in a few years.

Third, adults, the so-called digital migrants,
tend often to exaggerate the risks linked with the
use of ICTs by adolescents, denying the numer-
ous positive aspects of Internet which will also
be described in this chapter. Professionals who
work with adolescents, teachers, educators,
social workers, lawyers, health professionals, and
even parents should have a balanced view of
what the profits and pitfalls of ICTs are in
counseling the younger generation. In other
words, it is both naïve and impossible to dream
of a world without Internet, and the older gen-
eration should strive to follow-up the evolution
of such technologies to be able to assist the
younger in using them optimally.

Subsequently, ICTs constitute a good illus-
tration of what has been rightly envisioned by
Margaret Mead as a post-transitional society.
That is, a society in which part of the knowledge
is not only transmitted by older to younger
individuals, but in which the more adaptable and
flexible younger generation can teach the older
generation. This provides a unique opportunity to
give the new generation a venue for participating
in the shaping of the future of the information
society (Prensky 2004).

The Use of Internet Around
the World

Outside industrialized countries, we have little
valid data on the use of Internet and similar tools
by the population. A recent document, however,
issues by the International Telecommunication
Union (ITU), especially Chap. 4, shed some light
on the use if ICTs by young people worldwide. It
should be noted that the numbers date back to
2010 or 2012 and may have changed since then.
Nevertheless, in 2013, there were 6.8 billion
mobile phone subscriptions, which is almost as
many subscriptions as there are people in the
world (7.1 billion) (International Telecommuni-
cation Union 2013). In many high-income
countries, the number of mobile phone sub-
scriptions outstrips the population. Worldwide,

the number of mobile phone subscriptions is 89
per 100 inhabitants. Access to the Web is lower
than mobile phone ownership with just under
40 % of people having access to the Internet
worldwide. People between the ages of 16–24,
however, are almost twice as likely as other age
groups to access the Web (International
Telecommunication Union).

Based on the percentage of the world popu-
lation, which uses ICTs, as a group the saturation
among adolescents is extremely high. In one
study, The Pew Internet Project’s research on
teens found that 94 % of adolescents 13–
17 years old in the USA go online daily or more
often (Lenhart 2015). There is not alas, good data
for younger using ICTs, but it can be assumed
that the Internet saturation is fairly similar among
10–12-year-old individuals.

There are different definitions of “digital
natives.” Prensky (2004), however, provided the
following definition, “the generation of young
people who are all native speakers of the digital
language of computers, video games, and the
Internet.” In other words, they are the first gen-
eration to have grown up with this new tech-
nology, having lived their entire lives surrounded
by and using tools and toys of the digital age.
This means that, among those who currently use
new technologies, only a minority can be con-
sidered to have lived with them during infancy
and childhood; it follows that less than a third of
the world’s young people today are real digital
natives.

The absolute number of digital natives can be
found in large countries such as India and China,
although the proportion within the population is
not that high. The countries with the highest
proportion of digital natives, according to the
ITU report, are by order of rate: Iceland, New
Zealand, Korea, Malaysia, Lithuania, and the
USA with rates between 13 and 14 % of the total
population. Not surprisingly, African countries
such as Congo, Niger, Eritrea, or Central African
Republic exhibit among the lowest percentages
(0.2 and 0.3 %) (International Telecommunica-
tion Union 2013). Obviously, the proportion of
digital natives is closely related to the socioeco-
nomic level of a given country, even if there are

398 P.-A. Michaud and C. Free

http://dx.doi.org/10.1007/978-3-319-40743-2_4


some variations within rich countries. One strong
factor which influences the proportion of digital
natives is the access to Internet, which is virtually
ubiquitous in rich country but restricted to urban
areas in others. The same applies to accessing
tools such as computers, mobile phones, and
video games. The ratio of young people using
Internet compared to the overall users also
depends on the proportion of young people in a
given country (Prensky 2004). Indeed, in coun-
tries with high rates of individuals below
24 years of age, usually low-income countries
such as Egypt, the proportion of digital natives
among Internet users is higher.

Finally, education is an important correlate
with Internet use. The more the enrollments in
the school system, the more the digital natives
will be. It can be easily understood that, as one
can refer to health literacy for people who gain
expertise in how to deal with health problems
and disorders, “Internet literacy” (Livingstone
et al. 2005). It is also a kind of expertise that can
be promoted within the school environment.
According to the ITU report, while primary
school enrollment is a critical factor for increas-
ing a country’s rates of digital natives, it is ulti-
mately by enhancing the level of secondary and
tertiary school enrollment that one improves the
degree of digital nativism.

ICTs, the Adolescent Brain,
and Cognitive Development

The extent to which the exposure to Internet and
ICTs impacts the development of young people
is still opened to debate. The media often refers
to the younger generation as a “y” generation,
which masters multitasking but lacks an adequate
attention span. The reality is that we probably
still lack good evidence for this assumption. In a
fairly recent paper, Giedd (2012) reviewed the
recent neurobiological aspects of the adolescent
development, and Giedd stressed the fact that the
brain, during this period of life, is still highly
adaptable and retains full capacities for plasticity.
According to Giedd, the greatest benefit of the
digital revolution lays not so much in a direct

effect of Internet use on the adolescent brain, but
rather to a higher and quicker access to infor-
mation. He emphasizes, however, the fact that
many youngsters nowadays lack the capacity to
critically analyze the quality of the available
content of the Internet. He also stresses the fact
that multitasking has a “cost,” which means that
in performing two tasks at the same time
(working for the school and chatting with
friends) diminishes the memory retention. The
extent to which, with proper training, young
people may master the capacity to switch from
one task to another is still not known.

According to Mills (2014), it is still not
known whether Internet use creates a generation
with fundamentally different cognitive skills.
Indeed, some recent work suggests that the use of
Internet-linked social networks have a limited
effect on situations that require analytical rea-
soning (Rahwan et al. 2014). In other words,
“being part of highly connected networks can
help individuals solve problems by facilitating
the propagation of correct information”, but that
these networks do not propagate the cognitive
strategies needed to obtain correct information on
one’s own (Rahwan et al. 2014).

ICTs: A Resource
for the Development of Adolescents

As mentioned before, Internet and ICTs consti-
tute a tremendous resource for young people and
has a potential to improve their literacy, their
capacity to integrate social networks, and their
capacity to develop a vision of their future in our
changing world. It is indeed striking how the
medical literature tends to focus on the risks
linked with Internet use and tends to ignore its
positive aspects (Bailin et al. 2014).

Many younger adolescents and children have
access to Internet games, which are enjoyable
and stimulate thinking and concentration.
Nitendo® and other similar resources provide
many programs that invite younger adolescents
to explore new worlds, construct hospitals, cities,
and so on; and thus, encourage them to develop
interest in various topics and subject matter. In a
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book dedicated to the use of Internet by children
and adolescents, Tisseron and associates (2012)
stress the positive aspects of games which
enhance curiosity and thinking on various visions
of the world. Even online games, whose use is
potentially addictive, may at the same time
improve the capacity to interact with other players
in a constructive way and create a teamwork
atmosphere that has the potential to impact on
how youngsters interact positively in the real life.
Although attention deficit hyperactivity disorder
(ADHD) may represent a risk factor for Internet
addiction, the use of computer games can also
potentially improve some of the symptoms or
attention problems which these patients face in
their everyday life (Wentz et al. 2012).

Internet also constitutes an outstanding
resource in terms of information and immediate
access to any information through search engines
such as Google® or dictionaries such as Wiki-
pedia®, as well as video portal such as You-
Tube® allowing young people to improve their
knowledge in a quick and effective way, pro-
vided, of course, that they are well supported in
how to differentiate valid and less valid resources
(which indeed, represent a real challenge for
educators and teachers). In a recent Swiss poll,
more than 40 % of adolescents used the Internet
to search for information on a daily basis (Will-
emse et al. 2014).

The use of Internet in schools and universities
clearly constitute a challenge for the future, as it
may well be that textbooks, dictionaries, and
other similar tools will become outdated at least
in some areas. Internet-based e-learning tools
such as the massive open online courses
(MOOCs) are but an example of such recent
developments. It is beyond the scope of this
chapter to review the advantages of e-learning
tools, but they clearly represent part of the future
of education and may, to some extent, improve
the health literacy of young people living in
remote areas of their country with limited means
of transportation.

The use of Internet exchanges and networking
is another important evolution in ICTs. The
emergence and widespread use of tablets and cell
phones has created a new environment for the

social life of young people. In a recent compre-
hensive review, Hamm et al. (2014) recognize
that it is still difficult to disentangle the positive
and potentially harmful effect of media net-
working. Adults, however, have to keep in mind
that whatever they think of these devices, young
people will use them more and more. In the
already-cited Swiss poll (Willemse et al. 2014),
nearly 100 % of the 12–19-year-old participants
(N = 1086) had access to a cell phone and a
computer. Virtually all of them used their devices
daily, to access to Internet, hear music, or call
their friends. The average time spent on the
Internet was around 2 h a day (3 h a day during
the weekend). Three quarters of those adoles-
cents used social media tools to communicate
with their peers on a daily basis. Interestingly,
younger adolescents (12–14 years old) used
social media even more than their older coun-
terparts, with no difference between girls and
boys.

Contrary to a wide spread belief, young peo-
ple who use the Internet to connect with their
friends also tend to have more real-life contacts
with them. In other words, the risk of isolation
for adolescents who chat a lot with their peers
online is low (Belanger et al. 2011; Michaud and
Belanger 2010). It has also been suggested that
participation in exchanges on the Internet, such
as blogs, and forums improves one’s capacity to
develop his or her identity (Boyd 2007). Also,
for many youngsters, posting videos and selfies
on the Web via YouTube®, Instagram® and
Facebook® can be a very rewarding activity in
which they demonstrate their creativity, their
sensibility, and their sense of humor, improving
at the same time their self-confidence.

The use of Internet to access to health infor-
mation is not new (Michaud and Colom 2003)
and represents probably a very effective way to
improve health literacy; some of these sites are
very much used, such as the “Go Ask Alice” site,
managed by collaborators of Columbia Univer-
sity, USA (http://www.goaskalice.columbia.edu/
), the French site “Globule” (http://globules.com/
2013/) the Swiss site “Ciao” (www.ciao.ch), or
the Web site “NetDoctor” in the UK (http://
www.netdoctor.co.uk/teenagehealth/).
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In summary, as stated by O’Keeffe and col-
leagues (2011), there are several positive aspects
of Internet use, by young people, which should
be kept in mind:
• Enhancement of individual and collective

creativity;
• Growth of ideas from the creation of blogs,

podcasts, videos, and gaming sites;
• Expansion of one’s online connections

through shared interests to include others
from more diverse backgrounds;

• Fostering of one’s individual identity and
unique social skills.

ICTs: A Risk for the Heath
and Development of Adolescents

As stated earlier, the number of publications
pertaining to the risks linked with Internet use is
impressive (O’Keeffe et al. 2011). They pertain
mainly to somatic burden, mental health prob-
lems, unplanned and harmful sexual experiences,
and exposure to violence and racism, including
online solicitation.

The potential negative effects of Internet
overuse on physical health, such as sleep prob-
lems and back pain, which have been described
in several publications (Belanger et al. 2011;
Hakala et al. 2006; Suris et al. 2014). The most
controversial consequence of excessive use of
ICTs is the one of overweight and obesity:
indeed, some food companies reach young peo-
ple to increase their consumptions of food high in
energy (“junk food”) through Facebook pages
(Freeman et al. 2014). Several studies suggest a
relation between time spent on the Internet and
BMI (Lajunen et al. 2007; Yen et al. 2010), but it
may also well be that obese adolescents, because
of their weight, tend to use Internet more than
nonobese youngsters because physical exercise
for them is more difficult.

One potentially detrimental effect of ICTs is
on mental health. There are evidences of a link
between Internet overuse and depression
(Belanger et al. 2011; Jelenchick et al. 2013).
Even so, a firm causal link is still difficult to
establish. It is not unusual for depressed

adolescents with low self-esteem turning to
online activities as a way to escape their distress.
Interestingly, it has been suggested that adoles-
cents who have no or very few Internet activities
may as well be depressed in a higher proportion
than those engaging in “usual” Internet exchan-
ges. In some instances, the access to a special
Web site may increase mental health problems,
in providing young people with suggestions as
how to self-harm and commit suicide. Seem-
ingly, other Web sites offer advices to adolescent
suffering from anorexia on how to lose weight.

The most damaging aspect of the use of social
media, however, is the one of deliberate postages
via Internet blogs and social networking Web
sites of messages, images, and videos aiming at
harming or harassing other people. Cyberbully-
ing has been the subject of numerous publica-
tions over the last decennia (Moreno 2014;
Moreno et al. 2011; Sticca and Perren 2013). In
high-income countries, where data are available,
cyberbullying affects between 20 and 40 % of
adolescents. It has severe short-term and
long-term impacts on the development and
mental health of victims. It is suggested that
many individuals who are bullied via Internet are
also bullied during their day-to-day life. Cyber-
bullying is another approach to the spread of
mockeries and disrespectful messages that can
have a major impact within a small real-life
school community (Sticca and Perren 2013).
School professionals as well as parents should be
alerted as how to react to such situations and
adolescents should be warned about the negative
consequences of such behavior, as they tend to
underestimate the impact of what often is looked
at as jokes or comic pictures and videos (Bor-
owsky et al. 2013; Gini and Pozzoli 2009; Hong
et al. 2014; Kowalski and Limber 2013).

Still another negative consequence of ICTs
overuse is the risk of developing a dependence
on computers and computer games, a situation
often referred to as “Internet addiction” (Lam
2014; Van Rooij et al. 2010). According to the
American Society of Addiction Medicine,
addiction is “characterized by inability to con-
sistently abstain, impairment in behavioral con-
trol, craving, and diminished recognition of
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significant problems with one’s behaviors and
interpersonal relationships, and a dysfunctional
emotional response.” Although a fair amount of
older adolescents and young adults may use ICTs
in a way which impairs their social life and
education, not all of them are really addicted in
the real meaning of the word: In particular, dur-
ing early and middle adolescence, individuals
can engage in such behavior over a limited per-
iod of time and then suddenly change their mind
and quit. Also, in many instances, as far as
adolescents are concerned, Internet addiction is
more a symptom of a dysfunctional family or of
personal psychological problems than a disease
in itself. The frequent involvement in the “mas-
sively multiplayer online role-playing games”
(MMORPGs) clearly constitutes a risk factor for
addiction, as the success accomplished during
such games is often proportional to the time
spent, and also because the team-based approach
of such sessions requires some loyalty to
partners.

In the area of sexual life, three issues deserve
comment: online pornography, sexting, and
grooming. Pornography can be defined as the
representation in any media (books, magazines,
photographs, films, etc.) of scenes of erotic sex-
ual behavior designed to arouse sexual interest. It
goes from Top Shelf images to depiction of
sexual intercourse and even images of violent
behavior and abuse. Pornography has for a long
time attracted the interest of a fairly large pro-
portion of adolescents—especially boys—at
some stage of their psychosexual development,
and for most of them this does not pose a psy-
chological challenge (Livingstone et al. 2005;
Luder et al. 2011). Indeed, according to the
recent Swiss poll already cited (Willemse et al.
2014), two out of five 12–19-year-old adoles-
cents have received and visualized pornographic
images or videos, a percentage similar to the one
cited by other similar surveys (Bailin et al. 2014;
Van Ouytsel et al. 2014). As expected, the rate is
higher among boys than among girls, and for
some of them, the exposure to pornographic
images was not voluntary. There are, however,
studies, which suggest that adolescents who
explicitly search for pornographic content may

be at higher risk of deviant sexual behavior such
as sexting or unprotected intercourse (Doorn-
waard et al. 2014; Van Ouytsel et al. 2014).

Sexting is defined as the postage of sexually
explicit messages (mainly images and videos)
through mobile phones. It includes a large range
of situations, from adolescents’ own account of
sexual experiences, the exchange of messages
between partners, the postage of particular sexual
expectations, or the installation on the net of
images and videos without the consent of the
exposed individual or even with the explicit aim
to psychologically harm the person. Sexting
involves probably no less than 10 % of adoles-
cents (Livingstone et al. 2005; Mitchell et al.
2012; Willemse et al. 2014). The psychological
consequences of sexting for those who are
unwillingly involved can be devastating and are
actually similar to those of adolescent being
bullied. It is, however, difficult to control such
situations, which frequently the young authors of
such postage do not necessarily foresee its con-
sequences, as they ignore the extent to which
such content circulates quickly and widely on the
net.

Grooming is defined as befriending and
establishing an emotional connection with a
child, and sometimes the family, to lower the
child’s inhibitions for child sexual abuse. As far
as Internet use is concerned, grooming is a pro-
cess in which so-called cyberpredators, usually
adults (frequently using fake identities and pre-
tending to be younger), identify vulnerable ado-
lescents through Internet. They manipulate their
victims into various sexually explicit acts (de-
nuding, masturbation, etc.) or ask to meet clan-
destinely (Pujazon-Zazik et al. 2012; Smith et al.
2014; Wolak and Finkelhor 2013). In the Swiss
poll, 25 % of girls and 11 % of boys reported
that they had been contacted online by a person
who asked for sexual undesirable gestures or
dating. The victims who often naively accept
such invitation find themselves sexually abused
or raped. Risk factors for such situations include
low self-esteem and need for affection, lack of
parental control, and sexual disinhibition (Web-
ster et al. 2012). Parents and adults caring for
young people need to recognize that these online
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behaviors, pornography, sexting, online dating,
and grooming are intertwined and can result in
calamity.

Education, Prevention, and Policies:
What Can Be Done?

During early adolescence, parents should be
advised to monitor their child’s use of Internet,
with some flexible rules such as when and for
how much time he/she could use any screen or
device. The French Society of Pediatrics has
adopted and widely disseminated Tisseron’s
3-6-9-12 rule (http://www.sergetisseron.com/3-6-
9-12/) to provide parents with some simple
advice and rough guidelines for child and ado-
lescent use of ICTs. A child psychiatrist, Serge
Tisseron, suggests children under the age of three
do not benefit from frequent exposure to ICTs.
Video games should not be introduced to chil-
dren less than six years of age. At that age, there
is a risk that video games can absorb too much of
the child’s attention to the detriment of other
activities. Children under nine years of age
should not use the Internet unsupervised. Ado-
lescent Internet use should be supervised until
they are 12 years old. Even then parents should
use parental controls available on the computer,
search engines, Web sites, and on other ICT
platforms.

Indeed, for parents, it makes sense to actually
learn from their children about the many and
quickly evolving tools available in the world of
Internet. If they feel that the way their child is
using the Web is problematic, they should not
hesitate to ask for an evaluation by a trained
physician or psychologist. Several companies
offer filter devices which are supposed to limit
the access of young people to violent or sexual
Web-based content. Even if they are relatively
effective, they constitute by no means real pro-
tection, as young people have access to such sites
in other setting than in their home, and some of
them are skilled enough to bypass such tools. It is
thus rather more effective for parents to get
interested and involved in how their younger

adolescents use the Internet and to gradually
allow them more freedom of access as the ado-
lescent demonstrates their Internet competency.

Given these phenomena, primary care pro-
fessionals have a role to play. There are no single
accepted methods to evaluate Internet use by
adolescents (Greydanus and Greydanus 2012).
An assessment should take into account the
developmental stage of the child or adolescent, as
well as the social context in which the child and
adolescent use ICTs.

Indeed, the amount of time spent on the
Internet is certainly not the only criteria to eval-
uate the use of the Web by adolescents. Rather,
one should focus on the profile of utilization, as
well as the motivation of young people while
spending time on their mobile phone or com-
puter. Tisseron et al. (2012) propose an
approach, which is mainly based on the rela-
tionship established by the adolescent with ICTs.
He distinguishes several motives that may
increasingly put the young person at risk (e.g.,
addiction, bullying, or grooming):
• The ones who have pleasure in experimenting

with new tools, explore the world through
forums and Google Search.

• The ones who search for social exchanges
and who are as well involved in real-life peer
events.

• The ones who play to win and to satisfy their
need for strong sensation (“sensation-seeking”).
While the first two profiles do not put children

and adolescent Internet users at risk, the third one
is obviously linked with a higher risk to become
involved in overuse. The lack of social connec-
tion, an underlying psychopathology, and the
absence of parental control are further risk fac-
tors, which the health professional should take
into account in investigating the lifestyles of the
young patient. The assessment of the use of ICTs
should systematically be included in the assess-
ment of adolescents’ health needs and lifestyles,
while at the same time respecting the adolescent
need for privacy and confidentiality.

We have very limited evidence of what type
of preventive initiative work on a larger scale,
especially in the school setting (Worthen 2007).
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The experience suggests that young people
should be formally educated on how to use the
Internet and how to avoid risky situations from
an early age. Undeniably, the use of ICTs is now
part of the life of most young people, and they
should be educated like they are in other areas
such as orthography and mathematics.

E-Health and M-Health
for Adolescents and Young People

E-health is a relatively recent term in healthcare
practice supported by information and commu-
nication technology (ICT), while M-health refers
to the use of mobile ICTs in health care and
public health. Increasingly E- and M-health
overlap; for example, Web-based applications
are available on smartphones, as well as on
desktop computers and laptops.

It has been suggested that E- and M-health
have huge potential to improve health through
increased access to health-related information,
improved ability to monitor diseases, timely and
more actionable public health information,
improved access to health care, and expanded
access to education and training for healthcare
workers. Among adolescents and young people,
interventions have been used to provide infor-
mation and support healthy behaviors regarding
alcohol and drugs use, and sexual behavior. It
has successfully been used to support
self-management of diseases such as asthma or
diabetes by patients in the community (Free et al.
2013).

The features of E- and M-health interventions
that may particularly appeal to young people
include the ability to receive interventions con-
fidentially and with anonymity, 24-h availability
of information and support, and ease of access.
Interventions can be personalized according to
user characteristics or needs, and it can be
interactive (with content pushed to users or
pulled by users according to what is most rele-
vant to them). Many E- and M-health interven-
tions have aimed to raise awareness of health
issues and thus only provided health-related
information. There is the potential, however,

for interventions to be designed to support
healthy behavior by including a range of
behavior change techniques (Free et al. 2011).
Mobile phone-based delivery allows participants
to reflect on content and share messages with
others (L’Engle 2015). In qualitative interviews
with recipients of SafeTxt (a UK safer sex
intervention delivered by text message to young
people at high risk of STI) recipients reported
that they valued the ability to re-read messages,
assimilate content at their own pace, and reflect
on content in their own time. They also reported
being able to easily share messages with friends
and younger siblings when they wished to do so,
thus enhancing the educational reach of the
intervention. Importantly, sharing messages with
a partner enabled some women to negotiate
condom use (French et al. 2014).

Rapidly evolving technologies and fluctuations
in the use of specific functions or services such as
Facebook pose a potential challenge for those
designing adolescent health programs, but there is
relative stability in the potential formats for com-
munication. These include short written messages
(SMS), audio, video, graphics, and animation.

The relative stability of different formats for
communication has important implications for
intervention design. While specific delivery sys-
tems or platforms such as Facebook may become
outdated relatively quickly, intervention content,
which has been found to be effective, can be
delivered via the most popular current technol-
ogy. For instance, young people continue to
communicate with each other using SMS, which
flash upon their phones and can be viewed
instantly. Since the 1980s, the technology behind
the delivery of SMS has evolved from text
messaging and now includes instant messaging
or private or public social media messaging. As
adolescents use messages delivered by different
technologies in a similar way, an intervention
delivered by text messaging and SMS that was
shown to be effective, would be easily adapted
for delivery by instant message, or whatever
technology delivering SMS evolves into in the
future.

Where high reach is achieved by effective
interventions delivered by (mobile) ICT, there is
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the potential for important health benefits for
adolescents. A number of existing E- and
M-health interventions for adolescents have
shown considerable success. M4RH (mobile for
reproductive health) was developed to raise
awareness of reproductive health issues (contra-
ception and sexual health) (L’Engle 2015). It
aimed to provide accurate information addressing
misconceptions about contraception and preg-
nancy. The intervention has been made available
in Tanzania, Kenya, and Rwanda with some
programs specifically adapted for adolescents.
By 2012, over 70,000 people had accessed the
program. Evaluation of the program demon-
strated that the intervention increased correct
knowledge regarding contraception (L’Engle
2015). In India a “safety cricket” game available
on mobile phones, reached 10.3 million game
sessions in 15 months. The “safety cricket” game
targets sexual attitudes and behaviors by drawing
analogies between the game of cricket and real
life. They use analogies such as no helmet/no
cricket, and no condoms/no sex; a risky shot in
cricket can bowl you out, while risky sex can
bowl you out in real life. An evaluation of this
type messaging suggested there were improve-
ments in knowledge and behavior (Quraishi and
Quraishi 2013). In the USA, Youth Tech and
Health (YTH) (http://yth.org/) have developed
two M-health projects that use text messages to
target alcohol use and sexual health. They also
developed a smartphone app called “circle of 6”
aimed at reducing gender-based violence among
young people. The intervention prompts adoles-
cents to preprogram their phones with the phone
numbers of six people they could rely on in an
uncomfortable situation; or before the situation
escalates to sexual assault of gender-based vio-
lence. The intervention also provides access to
telephone help lines at the touch of a button. The
app has been downloaded 80,000 times (www.
circleof6app.com).

There is also considerable Internet- and social
media-based health promotion activity, little of
which is documented in the scientific literature.
Internet-based support groups for young people
with specific diseases have been popular,
including those for young diabetics and those

with cystic fibrosis. Internet-based support
groups for young people with specific diseases
can result in moderating an adolescent’s behavior
and accepting input from trained individuals.
This type of intervention has the potential for
impacting unhealthy behaviors and changing it to
be normative within groups. There is, for exam-
ple, the potential for unhealthy eating habits to
become normative in a group of anorexics
resulting in negative effects on health. There is
also considerable health promotion activity on
social media for adolescents. Gold and col-
leagues (2011) conducted a systematic exami-
nation of sexual health promotion on two social
networking sites (Facebook and Myspace) and
Twitter. They identified 179 sexual health pro-
motion activities and groups. The majority was
instigated by not-for-profit organizations and
targeted young people with and provided sexual
health information. The health promotion activ-
ities and information was not evaluated.

Evidence from randomized controlled trials
regarding interventions to date suggests inter-
ventions can result in modest increases in
knowledge and small benefits in behavior. Sys-
tematic reviews of randomized controlled trials
show that E-health interventions targeting sexual
health can increase knowledge (pooled SMD
0.72, 95 % CI 0.27 to 1.18), and an increase in
safer sexual behaviors (pooled OR 1.75, 95 % CI
1.18–2.59) (Bailey et al. 2010). M-health inter-
ventions targeting sexual health have increase
STI testing in some trials (Lim et al. 2012).
Interventions targeting diabetes self-management
in young people have had modest benefits on
some self-management processes, but have not as
yet demonstrated clinically important benefits in
objective measures of diabetes control (Franklin
et al. 2006). Trials are required to evaluate the
effects of providing support for asthma
self-management on clinical outcomes in 16–
24-year-olds (Mosnaim et al. 2008). In other
areas such as smoking cessation, M-health
smoking cessation interventions delivered via
text message are effective (10.7 % txt2stop
smoking cessation support versus 4.9 % control,
relative risk [RR] 2.20, 95 % CI 1.80–2.68;
p < 0.0001), but few participants have been aged
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16–24. As yet few M-health interventions tar-
geting alcohol reduction in adolescents have
been evaluated by randomized controlled trial
(Wetzel et al. 2007).

Health and health behavioral benefits from
interventions to date may be small due to limi-
tations in the design of interventions. Existing
interventions have often been developed without
any evidence (Eldredge et al. 2011). Many
interventions, which aim to influence behavior,
have not been developed using a systematic
approach. The framers of these interventions
have not taken into account either existing evi-
dence regarding the factors influencing behavior
or behavior change theory; thus, many interven-
tions incorporate few behavioral change tech-
niques (Abraham and Michie 2008; Eldredge
et al. 2011).

For example, the effective txt2stop and
STOMP (both are smoking cessation applica-
tions) employed 18 different behavioral change
techniques. Nonetheless, in a systematic review
of interventions delivered by mobile ICTs
designed to support behavioral change, the
median number of behavior change techniques
employed in behavior change interventions was
six (Free et al. 2013).

Young people play a key role in developing
interventions that are acceptable and relevant to
them. This is essential for engaging adolescents
with interventions and a prerequisite for achiev-
ing high levels of utilization and benefits in
knowledge, positive health behaviors, and better
health. The development of a sexual health
intervention in the UK illustrates the important
role that young people have in generating content
of interventions. Intervention messages were
written and adapted based on young peoples’
preferences expressed in focus groups. Young
people had clear views about the circumstances
in which they would and would not want to
receive messages regarding sexual health, the
type of content they would be happy to receive
by text message, and the number and timing of
messages wanted. These types of messages
approved by participants have a nonjudgmental
and credible tone. They tend to be short mes-
sages written in a positive style and provide

practical information regarding what needed to
be done, why it needs to be done and how to do
it. Young people wanted messages that were easy
to understand, avoided slang, and avoided
exclamation marks (which were experienced as
patronizing). They wanted no more than four
messages a day and wanted the message fre-
quency to decline after the first two weeks. While
effective face-to-face interventions have included
content on gender roles, sexual pleasure, and
relationships, these topics were considered too
personal and too intrusive when delivered via
short messages. They were removed from the
intervention (Free et al. 2014; Shain et al. 2004).
In a qualitative study with young people, the
recipients of the intervention reported that the
tone, language, content, and frequency of mes-
sages were appropriate. Messages reportedly
increased knowledge and confidence in how to
use condoms and reduced stigma, hence, the
knowledge enabling them to tell a partner about
STIs. Sharing messages with their partner
enabled participants to negotiate condom use
(French et al. 2014).

Ultimately, however, mobile ICT interventions
will be limited. The effect of interventions on
health outcomes or health behaviors was due to
limitations in the capacity of (mobile) ICTs to
address important determinants of health behavior
and health outcomes. ICTs have increased access
to information, but while knowledge may be
necessary, it is often insufficient to alter behavior.
Nevertheless, the correlations between knowledge
and behavior are weak because a wide range of
factors influences health behavior. These factors
include knowledge, attitudes, behavioral skills,
and cognitive skills such as planning behaviors,
social influences, and environmental factors.

Conclusion

Interventions delivered by ICTs, which have
been shown to be effective, have addressed
knowledge, some skills, attitudes, and some
aspects of social influences. These interventions
provide examples of positive health behavior
outcomes, and examples of how other
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adolescents have achieved these behavioral goals
(Free et al. 2011). Conversely, it is beyond the
scope of such interventions to address important
environmental influences on behavior (such as
building environments that promote physical
activity). Such interventions do not have the
capacity to address important determinants of
health outcomes relating to service provision and
the availability of resources such as medicines.

In sum, because of its wide reach and low
cost, mobile ICT interventions intended to
improve adolescent health potentially have an
important role in promoting adolescent health.
Such interventions need to be a part of the
broader health improvement strategies and pro-
grams if we are to achieve a major positive
impact on adolescent health.
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21Medical and Social Support
to Adolescents in the Russian
Federation

Aleksandr Kulikov, Karina Vartanova and Pavel Krotin

The Priority Health and Development
Needs of Young People

Today, three main tendencies are noted: (1) a
drastic deterioration of health in this age-group,
(2) an increased interest of youth in health mat-
ters, and (3) decreased availability of medical
services for teenagers (Levina and Kulikov 2006).

Social importance of adolescents is deter-
mined by the fact that they represent the future
labor, defense, and reproductive and intellectual
potential of society. The Russian Federation
faces a demographic crisis, with an average
population decrease of 700,000 people per year.
The number of Russian children and adolescents
from 0 to 19 years of age decreased from 36.5

million in 2002 to 22.9 million in 2013 (Federal
State Statistics Service 2014).

In 2005–2010, mortality rate among Russian
adolescents aged 15–19 years was in the range
108–120 per 100,000 population in this age. This
figure is 3–5 times higher than that in most
countries in the European region (Albitsky et al.
2010). In 2012, the mortality rate (total deaths
per 100,000 average relevant population) among
15–19-year-olds was in Slovenia—25.2; the
Czech Republic—35.8; Lithuania—59.0; and
Russian Federation—81.2 (TransMonEE 2014).

Analysis of adolescent mortality reveals that
75 % of all deaths are preventable, for they are
caused by accidents (34 %), suicide (30 %),
chronic diseases (20 %), substance misuse/
poisoning (6 %), alcohol poisoning (5 %), and
unknown causes (5 %). The major groups of
diseases leading to the high mortality rate in this
age-group are determined by adolescent risky
behavior (Ivanova et al. 2011; Albitsky et al.
2010; UNICEF and Rosstat 2010).

Morbidity

Negative tendencies in the dynamics of adoles-
cent’s health status have been observed in Russia.
Based on the data of the Research Center of Chil-
dren Health of the Russian Academy of Medical
Sciences, no more than 3–10 % of children and
teenagers are considered healthy. General morbid-
ity incidence increased by 26.6 % from 2000 to
2010 among children up to 14 years of age
and by 97.8 % among adolescents 15–17 years of
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age. The number of pediatric malignancies, hema-
tology and immunity illnesses, and digestive,
musculoskeletal, and urogenital system disorders
increased twofold. There is evidence indicating that
the level of physical development of children in
Russia is deteriorating. During the past 10 years,
the number of boys and girls with normal
body weight has decreased by 16.9 and 13.9 %,
respectively.

In recent years, problems from being over-
weight and obese have been gradually increas-
ing, especially among boys and young men (i.e.,
10–11 % early-stage obesity). The reasons for
this are physical inactivity and an unbalanced
diet. At the same time, mostly among girls, there
is a high frequency of girls who are underweight
(20 %). The basis of this phenomenon is more
dissatisfaction with her body and deliberate
restriction of caloric intake (Baranov et al. 2010).

Youth mental health remains a serious con-
cern for Russia. There are around 200,000 teen-
agers officially registered in psychoneurological
clinics (Federal State Statistics Service 2009).
The prevalence rate for depression among young
people approaches 19 %, and the level of suicide
among teenagers in Russia is one of the highest
in Europe. In 2012, suicide death rate among 15–
17-year-olds (total deaths per 100,000 average
relevant population) was in Armenia—1.3;
Hungary—2.4; the Czech Republic—4.5; Mol-
dova—10.4; Russian Federation—11.4; and
Lithuania—12.8 (TransMonEE 2014).

In the period of 1993–2010, incidence of
mental disorders among adolescents increased by
91.5 %, and at the same time, there was a
decrease in mental disorders among children by
3.2 % and among adult population by 6.4 %
(Sabgayda and Okunev 2012).

Protection of young people’s reproductive
health is also crucial. While the government has
identified young people’s reproductive health as
a priority, healthcare and education systems are
not yet properly equipped to address their
specific needs. This is important because the
quality of children’s and adolescent’s reproduc-
tive health has a direct influence on national
demographic processes.

More than 30 % of boys and girls demonstrate
puberty delay. Frequency of menstrual function
disorders among girls between 15 and 17
increased from 2001 to 2008. Prevalence of
inflammatory diseases of female pelvic organs
(N70-N77, ICD 10) among girls increased by
46.2 % during this period (Baranov et al. 2010).

More than 50 % of adolescents have diseases
that can limit their reproductive functions in the
future. About 20 % of girls have gynecological
diseases, and 75–80 % have somatic diseases,
which limit fertility such as renal failure and
endocrine, nutritional, and metabolic diseases of
the liver (MHRF 2001; Kulikov 2007). The sit-
uation is not any better regarding the reproduc-
tive health of male teenagers. The prevalence of
andrological diseases in school students is
12.6 %, and 2.2 % of school-aged boys require
surgical treatment for phimosis, varicocele, and
hydrocele (Mirskiy et al. 2003).

The level of abortions, among adolescents in
the 15–19-year-old age-group, in Russia is about
11.5 per 1000 teenagers (2013), a rate that is one
of the highest in the world. Despite a decrease in
the absolute number of abortions in the 15–
19-year-old age-group over the past 5 years, this
age-group accounted for 3 of every 10 abortions
in Russia (MHRF 2014).

Young people are also at a great risk of
acquiring STIs. According to the Ministry of
Health, more than 52,000 patients under 17 years
of age were registered in 2003 as having STIs. In
2012, 1293 cases of syphilis and 1420 cases of
gonorrhea were registered in this age-group
(MHRF 2013). Prevalence of some STIs, such
as chlamydia infection, is still very high in Rus-
sia. Female chlamydial pelvic inflammatory dis-
ease was found in every third sexually active girl
aged 16–18 (Tikhomirov and Sarsaniya 2005).

Rate of HIV infection among Russian ado-
lescents improved in recent years (Simbirtseva
2010). In 2000, 24.7 % of all HIV cases identi-
fied were among the age-group of 15–20-
year-old young people. Due to the decrease in
the number of infected people, in 2013 this
age-group represented only 1.4 % of all HIV
cases (Federal Scientific and Methodological
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Center for Prevention and Control of AIDS
2014). Today, adolescents with HIV infection do
not exceed 2–3 %, although in 2000 it was 25 %.
A high level of HIV prevalence is still found
among people over 20 years of age. The number
of children born to HIV-infected mothers is
growing steadily.

Health-Related Behaviors

Early sexual activity of adolescents and its con-
sequences has become one of the most important
social issues in Russia. About one half of all
school children 16–17 years of age have engaged
in sexual activity. Early sexual activity was
considered inappropriate by only 5–12 % of the
boys. Young people are often not physically or
psychologically prepared for sexual activity.
They do not have enough knowledge about
sexually transmitted infections (STIs), abortion,
or the potential negative outcomes of early sex-
ual activity (Kulikov et al. 2010).

According to the World Health Organization
(WHO), the level of sexual activity of girls at the
age of 15 in Russia is lower than the average level
of sexual activity for the same age girls in Europe
(18 % vs. 23 %), although the boys in Russia are
more sexually active than their European coun-
terpart (37 % in Russia vs. 29 % in Europe and
North America). It is important to note that in
2005, the number of sexually active Russian girls
was 24 % but dropped down to 18 % in 2009,
and the number of sexually active boys dropped
from 44 % in 2005 to 37 % in 2009 (World
Health Organization 2012) (see Fig. 21.1).

Risky behavior among Russian adolescents
also declined in recent years. Some 12 % of
15-year-old adolescents report daily smoking,
while 15–19 % report weekly smoking that cor-
responds to the average cigarette use among
European adolescent (see Fig. 21.2).

The percentage of 15-year-olds drinking beer
at least once a week was 8 %. The percentage
drinking stronger alcohol (4 %) is significantly

less than the average European adolescent (WHO
2012). At the same time, the number of
11-year-olds who have been drunk at least twice
reached 6 % (HBSC average is 2 %) (WHO
2012).

The number of psychoactive substance users
in Russia among those 10–14-year-olds is 217.1
per 100,000 of population of corresponding age.
There has been a sharp increase in the number of
users who are 15–17-year-olds (8.9 times higher
in urban and 10.3 times higher in rural areas).
Among all users of psychoactive substances, the
number of males is 4.9 times higher than females
(Mikhaylova et al. 2014).

A survey to explore values and attitudes in
adolescents with high-risk behavior was carried
out in 2003 in St. Petersburg and included 147
boys. The first sample (mean age 17.5 years)
included boys who did not have a sexual expe-
rience, denied smoking, using alcohol, using
drugs, or toxic substances. The second group
(mean age 19.1 years) included persons who had
sex before the age of majority and consumed
alcohol more than 1–2 times a week. Half of
these young people also smoke and use drugs.
The survey found that youth risk-taking behavior
often is complex, when the same teenager has
2–3 different damaging health behaviors. The
greatest life values, for teenagers who participate
in risk-taking behaviors, are freedom and inde-
pendence (76.9 %). At the same time, those who
do not belong to the risk-taking category, most
valued family (68.8 %).

Even in the group with socially approved
behavior, about a third do not see anything
wrong with early sexual activity. As can be seen,
teens that maintain a healthy lifestyle, in fact, are
as interested in risky behavior as the risk-taking
adolescents (Kulikov and Boyeva 2003).

In fact, high-risk behavior is considered by
many to be a normal part of adolescence. To
eradicate risky behavior completely is more or
less impossible. Prevention is required, however,
to address the special target groups on the basis
of their medical-social characteristics. Thus,
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prevention programming should differentiate in
accordance with those characteristics.

National Programs Aimed at Health
and Social Well-Being of Adolescents

In general, the current Russian Federation legis-
lation is favorable to meeting adolescents’ and
young people’s health needs and enabling
delivery of various services and interventions. It
guarantees that comprehensive assistance is
provided to the adolescents and young people of
Russia to protect their health, including the
aspects of reproductive and mental health needs.
In addition, the state guarantees that adolescents
and young people will receive, on a level equal to
that of older adults, free, accessible, voluntary,
and quality support in family planning, contra-
ception, and the diagnosis and treatment of STIs
(including HIV infection).

The most important regulatory documents in
relation to adolescent health and youth-friendly
health services are summarized below.

The Russian Federation Law no. 5487−1, on
Protecting Citizens’ Health, dated 22 July 1993,
Article 61. Confidentiality and medical secrets.

The general rule is that the contents of a
child’s medical record are a medical secret; the
information therein may be transmitted to no one
without the patient’s consent (i.e., the consent of
a child of 15 years and over, or the consent of the
parents or legal representatives of a child under
the age of 15 years).

The Russian Federation Law no. 5487−1, on
Protecting Citizens’ Health, dated 22 July 1993,
Articles 32–34. Consent to medical intervention.

Minors of 15 years and over have the right to
give voluntary informed consent to, or to refuse,
medical intervention, including the right to
demand that the doctors provide information on

Fig. 21.1 Proportion of boys and girls age 15 who have ever had sex. Source WHO (2012). Health Behavior in
School-aged Children (HSBC) Study

Fig. 21.2 Proportion of boys and girls age 15 who report smoking cigarettes weekly. Source WHO (2012). Health
Behavior in School-aged Children (HSBC) Study
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the state of their health. The same articles guar-
antee the right of adolescents of 15 years and
over to abortion services without parental or legal
representatives’ consent.

Order of Russian Federation Ministry of Health
no. 154, dated 5 May 1999, On Improving Medi-
cal Assistance to Adolescent Children.

In the Russian Federation, government
healthcare agencies develop and manage medical
and social services for children and adolescents.
In recognition of the need to change the system
of health care for young people, and of the need
to take special measures to protect the repro-
ductive health of adolescents, the Ministry of
Health of the Russian Federation issued this
special decree in 1999. This served as an
important entry point in developing a system of
medical and social support services for adoles-
cents that aimed to bridge the gap between
adolescents’ health needs and the Russian Fed-
eration’s existing healthcare services.

Russian experts and politicians have been
guided by the European strategy for child and
adolescent health and development. The strategy
went from resolution to action in 2005–2008
(WHO 2008). As a result, the Strategy of Ado-
lescent Health and Development in Russia
(2010) was a harmonization with European and
Russian approaches to theory and practice of
adolescent health. This document was developed
by the Federal State Institution “Scientific Centre
of Children Health” under the Russian Academy
of Medical Sciences and supported by the Min-
istry of Health and the Ministry of Education and
Science of Russia.

Box 1: The Strategy of Adolescent
Health and Development in Russia
This strategy is based on the following
provisions:
• The current healthcare system is not

tailored to meet the current realities of
the Russian teenagers: increased ado-
lescent sexuality and related problems—
risk behavior, HIV/AIDS, STIs,

reproductive health deterioration,
unwanted pregnancies amongminors, as
well as increased level of adolescents’
physical and mental developmental
disorders.

• There are substantial differences among
the Russian Federation regions in ado-
lescents’ health status and access to
health services.

• Poor and marginalized groups, families
of migrants, and internally displaced
persons are particularly at risk, thus
experiencing health problems and con-
tributing to social instability.

The aim of this strategy is to orient legislative
and executive authorities of the Russian Federa-
tion so that they can develop their own policies and
programs. It identifies the main challenges in the
area of adolescent health and development and,
most importantly, provides a guide to action based
on evidence and experience gained in recent years.
It is alleged that investing in the healthy develop-
ment of young people today will, by definition,
contribute to economic prosperity tomorrow.

An important stage in the development of
medical care for adolescents is the:

Presidential Executive Order of 01.06.2012 N
761. On the National Strategy for Action on behalf
of Children from 2012 to 2017.

This document emphasizes that adolescents
aged 10–18 years are not always considered as a
state priority. The difficulties they face in this
challenging age sometimes lead to the most tra-
gic consequences. Russian adolescent suicide
prevalence is one of the highest in the world, and
the infant mortality rate is significantly higher
than that in other European countries. There is a
strong need to pay special attention to teenage
alcoholism, including “beer drinking” (the con-
sumption of an excessive amount of beer), drug
and substance abuse, non-medical use of narcotic
drugs, and psychotropic and other toxic
substances.
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Box 2: Actions to be Implemented
• In accordance with the Strategy of

Adolescent Health and Development in
Russia, the following actions have to be
implemented in the near future:

• Further development of adolescent
health care, youth- and
adolescent-friendly health clinics, and
healthy lifestyle promotion;

• Support AFHC already established and
successfully functioning in the regions
of Russian Federation;

• Create and develop existing financial
support mechanisms, including the fund
to support children in difficult situa-
tions, non-governmental foundations,
and other relevant organizations active
in the field of children’s health.

Box 3: Expected Results
• Reducing the number of children and

adolescents using tobacco and alcohol,
drugs, and psychotropic and other toxic
substances;

• Reducing the number of children and
adolescents with HIV infection, viral
hepatitis B and C, and tuberculosis,
including those infected in healthcare
facilities;

• Reducing the number of teenage
suicides;

• Creating a system of ongoing monitor-
ing and evaluation of children’s partic-
ipation in making decisions affecting
their interests.

The national strategy is implemented in con-
junction with the Concept of long-term socio-
economic development of the Russian Federation
for the period until 2020, Concept of Demo-
graphic Policy of the Russian Federation until
2025, and priority national projects. Coordinat-
ing body is formed under the president of the
Russian Federation Coordinating Council.
Achieving the objectives of the National Strategy

strongly requires establishing of consolidated
budget for children and adolescents.

The government of the Russian Federation on
November 29, 2014—N 2403-p approved State
Youth Policy of the Russian Federation up to
2025. Fundamentals of State Youth Policy are
aimed at the integration of young people into the
national socioeconomic and sociocultural life.
The policy was designed to create the favorable
conditions for realization and effective mecha-
nisms to support civic education and patriotism.
It promotes the development of youth initiatives
and supports talented youth. It supports the for-
mation of values of a healthy lifestyle and the
family institution. Lastly, the policy supports
developing a culture of interethnic communica-
tion and respect for people of other nations.

Currently, the Ministry of Education and
Science of Russia is developing an action plan
for the framework implementation, involving all
authorities and public institutions. The main
purpose of the State Youth Policy is to improve
the socioeconomic situation of young people of
the Russian Federation and to increase their
involvement in social and economic life of the
country. Operational mechanism of State Youth
Policy implementation envisages financial inputs
from the federal, regional, and municipal bud-
gets, as well as attracting funds from non-
budgetary sources.

Health System Context and Health
Services Available for Young People
in Russian Federation: Organization
of Health Care

Primary Care Services

Until 1999, children were treated at children’s
outpatient polyclinics until the age of 15. Then,
they were moved on to adolescent departments of
adult clinics. One of the first decisions made by
the Ministry of Health, as part of the reform of
the provision of medical services for young
people, was to keep children at children’s
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polyclinics until the age of 18. These children’s
polyclinics provide free services for the children
and adolescents living in the catchment area,
provided they have valid compulsory medical
insurance. Children’s polyclinic doctors (i.e.,
neuropathologists, oculists, ear, nose, and throat
specialists, urologists, surgeons, children’s and
adolescents’ gynecologists, cardiologists, and
endocrinologists) diagnose and treat acute dis-
eases and monitor the health of children with
chronic pathologies. Polyclinics also perform
laboratory analyses for children, including for
HIV infection.

The transfer of 15–18-year-olds to the pediatric
network essentially did not alter the situation in
relation to adolescent reproductive health. Pedia-
tricians in local children’s polyclinics provide
health care for adolescents, but their counseling
approaches tend to be tailored toward the needs of
young children.With an average of 12–15 min for
each patient, doctors are not able to address the
adolescents’ specific counseling needs.

School Health Services

School medicine, as part of the primary health
care, is supposed to provide (in close cooperation
with children’s polyclinics) a range of preventive
services for children and adolescents of school
age. In reality, however, the overwhelming
majority of school medical units has a deficit of
medical professionals and, as a rule, is staffed by
paramedical personnel who deal mainly with
vaccination and monitoring the quality of school
food. The need to restore effective school health
service in Russia is no longer in doubts (Kuchma
2012). School may and must become the main
health-saving environment.

Specialists, at the Russian Society of School
and University of Medicine and Health, con-
ducted research aimed at developing the system
of preventive and recreation activities in schools.
They state that the suggested system requires
insignificant financial investments. Certain aca-
demic and practical training about learning

environments is required of medical personnel
and educators related to the matters of preventive
measures, recreation, and compliance with sani-
tary requirements. A special program for school
health personnel training (two-week duration) for
the level of postgraduate education was devel-
oped by the Russian Society of School and
University of Medicine and Health in 2012.

Development of a new system of school
medicine was approved by, Order of the Ministry
of Health of Russia, No. 822n dated November 5,
2013—On Approval of Procedure of Healthcare
Delivery to the Underage Including the Period of
Training and Education at Educational Estab-
lishments, has become a logical end of this pro-
cess. The system of primary medical assistance
to children anticipates establishment of school
medical units.

Medical unit includes a room for the school
doctor and a treatment room located on the pre-
mises of the educational organization. Normative
staffing level is as follows: one pediatrician per
1000 students, one specialist in hygiene for
children and adolescents per 2500 students, and
one nurse per 100–500 students.

Box 4: Medical and Disease Prevention
Services for School Children
The following scope of assistance is
provided:
• Control over sanitary requirements to

school: learning environment, physical
exercises, and catering;

• First medical assistance to school
children;

• Organizing and carrying out work on
immunization;

• Organizing and carrying out annual
screenings and periodic medical exam-
inations of school children;

• Medical and psychological adjustment
of students;

• Analysis of health of school children;
• Disease prevention of the underage and

promotion of healthy lifestyle;
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• Bullying prevention; and
• Extension of the out-of-school activities

including prevention programs, physi-
cal exercise programs, psychological
and social adaptation of school children
programs, and developing a mutual
understanding between teachers and
school children.

Medical and Social Care Adolescent
Health Units

Experience shows that the most effective inter-
actions between medical personnel and adoles-
cents are achieved in specifically designed units
for adolescents. In the Russian Federation,
activities related to developing medical and
social care for children and adolescents are the
responsibility of the government healthcare
agencies in accordance with Decree No. 154 is-
sued by the Ministry of Health of Russia in 1999.

According to the Ministry of Health order,
every children’s polyclinic is supposed to estab-
lish a medical and social care adolescent health
unit for children and adolescents. This unit
should have implemented sociomedical activities
taking into consideration significant peculiarities
of adolescents and aimed at preservation and
promotion of adolescents’ health, their social and
legal protection and support, preventive mea-
sures, and reduction of disease incidence and
healthy lifestyle promotion.

Box 5: Primary Objectives of Units
The stated primary objectives of the
medical and social care unit are as
follows:
• Provide medical and social support

(home visits) for families; identify ado-
lescents with social risk factors, as well
as adolescents in need of medical atten-
tion and social protection and support;

• Rendering of medical and psychologi-
cal assistance;

• Activities for preservation and promo-
tion of reproductive health of girls and
boys;

• Sanitary (including sexual) education
and support of activities for youth’s
preparation for future family life;

• Healthy lifestyle promotion;
• Individual or mediated social and legal

assistance to children, adolescents, and
families in compliance with the appli-
cable legislation.

Staffing of Adolescent Medical
and Social Care Units

Adequate staffing for an adolescent medical and
social care unit includes more than medical per-
sonnel. These units function more effectively
when a psychologist, pediatric physician, ado-
lescent physician, and a social worker also pro-
vide services. To meet the objectives in the area
of reproductive health, obstetrics, gynecologists,
and urologist services need to be available. And,
services provided by a legal advisor also need to
be available. Unfortunately, for a majority of
children’s polyclinics, the Ministry’s decree has
remained a vain wish. The responsibility to
organize primary care including its financing is
with the local health authorities that may not
recognize the importance of having a dedicated
adolescent health unit within primary care or may
have difficulties financing a unit. At the same
time, youth in need of medical services often
faces difficulties in obtaining them from ordinary
healthcare establishments.

Adolescents who have had long-term rela-
tionships with their local pediatricians are often
embarrassed to discuss difficult issues such as
contraception or sexually transmitted infections
(STIs) and may also worry about breaches of
confidentiality.
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Specialized Services

Adolescents can access specialized reproductive
and sexual health services in a number of state
health institutions: dispensaries (e.g., derma-
tovenereological and narcological), maternity
clinics (reproductive health, pregnancy, and
childbirth services), family planning and repro-
duction centers, and AIDS and infectious disease
prevention centers. Despite their offer of free
testing and diagnostic and treatment services,
these health institutions are not attractive to the
majority of adolescents and young people
because of judgmental providers and lack of
confidential services.

Socially vulnerable categories of young peo-
ple (drug users, commercial sex workers, and
unsupervised and street children) have the same
rights as other groups of the population. In
reality, however, they have very limited access to
health services, with the exception of those pro-
vided by NGOs.

In general, the healthcare system, as it is
today, is not equipped to address the specific
needs of adolescents and young people in the
area of reproductive and sexual health, mental
disorders, or risky behavior. Available health
services are mainly disease-oriented, and there
are no comprehensive primary care-level services
that address both prevention and treatment. The
inability of health services to meet the adolescent
health needs often results in adolescents failing to
seek necessary treatment or counseling, because
they are unwilling to expose themselves to crit-
icism or stigma.

Youth-Friendly Clinics

Acknowledging the failures of mainstream ser-
vices to meet the needs of adolescents, the
so-called youth-friendly clinics (YFC), was
established. They were first established over
15 years ago in St. Petersburg and Novosibirsk,

and subsequently, many counseling centers for
young people were created in other regions
(MHRF 2001). These services can be provided at
“adolescent- and youth-friendly clinics” (Var-
tanova et al. 2010).

Models of youth-friendly clinics range from
small rural service centers to large adolescent
health centers. The Yuventa Center, based in St.
Petersburg, is the largest youth-friendly facility
in Russia. It employees the services of 160 spe-
cialists who provide sociomedical assistance
and preventive services to adolescents. Youth-
friendly health services may be provided by a
stationary clinic, a mobile clinic, or a combina-
tion of both. Mobile clinics are still not common,
but they appear to be an effective model for
serving large rural territories.

The institutions that provide medical and
social services to adolescents can have different
legal and organizational forms. Youth-friendly
health services can be a subdivision of municipal
health care, a social protection institution, or they
can be provided by independent organizations.
A youth clinic can be housed in a larger clinic or
provide services as a stand-alone clinic. It is
preferable that a youth-friendly health service is
housed in a separate building, or at least has an
independent, separate entrance from those used
by adult clients. The separation of services is an
effort to make sure that adolescents feel com-
fortable when seeking medical services.

Most youth-friendly health clinics are subdi-
visions within municipal health care or social
protection institutions such as family planning
and reproductive health centers, AIDS centers,
maternity consulting centers, maternity hospitals,
children’s polyclinics, dermatology and venere-
ology dispensaries, narcological dispensaries,
centers for social support to children and fami-
lies, social rehabilitation centers, and psycho-
logical support centers.

There are several official status designations
listed in the Ministry of Health state register of
health institutions, which are used by
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youth-friendly health services, including “ado-
lescent reproductive healthcare center,” “depart-
ment of medical and social services for
adolescents,” and “consultative and diagnostic
center.” In most cases, however, the youth clinic
is an integral part of the host institution and does
not require any special status.

YFC Principles of Operation

YFC provides services that, for various reasons,
cannot be provided at other medical facilities.
YFC is a program providing comprehensive
medical-psychological-social services to solve
health-related issues typical of the adolescent
period of development. The services are volun-
tary, accessible, friendly, and trustworthy.
The YFC idea is to provide help to adolescents
and youth through understanding of their specific
problems and jointly seeking ways to change
behavior to maintain health (Krotin et al. 2006).

YFC differs from other healthcare organiza-
tions in the following way:

(1) YFC offers a wider range of services, and the
patient receives comprehensive services (not
only medical, but also psychological and
social);

(2) Preventive measures are dominant in YFC
operations;

(3) YFC operates on principles of voluntariness,
accessibility, friendliness, and trust.

YFC Objective

Maintain the health and secure favorable condi-
tions for socialization of adolescents.

YFC Tasks

Treatment and rehabilitation;
Prevention of diseases, problems, and their
recurrences;
Provision of information and counseling; and
Creation of a psychologically conducive envi-
ronment for each adolescent is constructed in
order to facilitate the treatment and resolve
health, social, and psychological problems.

Implementation of YFC Principles

I. Accessibility—adolescents should have real
opportunities to obtain services: simple reg-
istration procedures, guaranteed free-of-
charge or affordably priced medical ser-
vices, comprehensive services, availability
of all required information, and availability
of assistance at the time of the visit.

II. Friendliness—the service providers’
“highly friendly attitude” should be based on
an understanding and acceptance of specific
features of adolescents. Service providers
must show respect and tolerance, maintain
the adolescent’s confidentiality, and
encourage adolescents to express their ideas.
The staff understands and accepts their
lifestyle.

III. Trust—develops from friendly approach of
service providers, strict adherence to confi-
dentiality principles, and respect of young
people’s personality.

IV. Voluntariness—motivation of a young
person to independently seek healthcare
services, not only to cure an illness, but for
preventive reasons. And, it includes an
expression of a willingness to follow the
recommendations of the YFC specialists.

YFC provides the right to choose a specialist
or service (such as different methods of exami-
nation, contraception, cure, prevention, and
other).

The patients need to make their own con-
scious informed decisions based on the infor-
mation about advantages and disadvantages of
each method. To implement this principle, it is
important that adolescents communicate with the
specialist to help them make a conscious choice.
Participation, of young people in YFC opera-
tions, is voluntary.

YFC is not an alternative and should not
replace the existing services, such as children’s
walk-in clinics. The services will contribute to
each other in reaching the common goal of
securing the health of the younger generation.
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YFCs, as adolescent medical-social service units,
can be an integral part of children’s medical and
preventive facilities.

Over 150 facilities providing youth-friendly
services, created with the support of UNICEF,
are successfully operating in the Russian Feder-
ation within the system of health care, social
protection, and education government institu-
tions. They provide reproductive, sexual, and
mental health services to approximately 1.5
million young people.

A typical youth-friendly clinic is designed to
serve 20,000 adolescents. Such a facility uses the
services of 8–10 professionals, including a
gynecologist, an andrologist, a psychologist, a
social worker, a lawyer, and an obstetrician. This
medical facility provides a wide range of medical
and sociopsychological services related to vari-
ous health problems associated with adolescence.

Given the limited financial resources of
municipal health institutions, this model has
proven popular, as it does not require any addi-
tional investments in staff and facilities and can
be implemented simply through making neces-
sary structural adjustments within an institution.

Evaluation of Efficiency of Medical
and Social Assistance Provided
at Youth-Friendly Clinics
in the Russian Federation

The majority of established clinics have demon-
strated their social effectiveness by showing
positive changes in attitudes of the youth
regarding their health. Programs have also
developed effective approaches for working with
young people. These programs take advantage of
the established clinics to render complex, medi-
cal, psychological, and social assistance at one
establishment. Another important component
was a team-based method of working with the
adolescents, which improved outcomes. Among
other positive results is an increased recognition
by decision-makers and medical specialists
regarding the need to work with adolescents;
increased cross-sectorial interaction; and
increased responsibility among the young people

themselves for their health and their level of
increased adolescent participation in clinics
activities.

According to the data from St. Petersburg, a
city with an established full-scale network of
youth clinics, the overall number of visits is
about 420,000 patients per year. The number of
adolescents living in St. Petersburg is about
250,000.

Over the 10-year period (2004–2013), the
number of voluntary requests for information on
healthy lifestyles from healthy adolescents
increased sixfold and exceeded 11,000 visits per
year. The annual number of calls to the “hotline”
increased to 6000. The number of consultations
on contraception increased from 1200 to 13,000.

Over the 10 years, the number of abortions
among underage girls in St. Petersburg decreased
fourfold from 1092 to 265. The number of
underage patients suffering from sexually trans-
mitted diseases decreased sixfold. In 2006, the
number of registered adolescents 15–17 years
with syphilis was 40, and in 2012, there were 7
cases, and cases of gonorrhea dropped from 52
cases to 7 cases.

Visits to youth-friendly clinics caused by
mental health problems and difficulties with
social integration, experienced by adolescents,
remain frequent. The nature of the visits to
YFHCs in 2007 in St. Petersburg among teen-
agers 10–17 years was as follows: gynecological
at 75.4 %, andrological at 14.4 %, and psycho-
logical at 10.2 %.

Over the last five years, the situation with
HIV/AIDS infection epidemic has been stabiliz-
ing in St. Petersburg, especially among teen-
agers. According to the Center for Prevention
and Control of AIDS in St. Petersburg, incidence
of HIV among 15–17-year-olds dropped from
27.6 per 100,000 relevant population in 2007, to
12 per 100,000 relevant population in 2011.
Additionally, adolescents’ awareness of the
negative impact of risky behaviors has improved
considerably (Simbirtseva 2010). We understand
clearly that this is not only the result of YFHS,
but also a result of a whole number of compo-
nents, including some major alterations in social
terms. However, we believe that we have made a
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considerable contribution to the improvement of
the HIV epidemic situation.

Youth-Oriented Information Web site

In recent years, the consulting and prevention
assistance to adolescents has been provided
through a special youth information portal www.
teen-info.ru, which is supported by specialists of
the consultation and diagnostic center Yuventa
(St. Petersburg). Every day, about 240 people
visit the Web site. Up to 60 people are constantly
on the site and communicate in the chat room.
Web site serves as an important youth-oriented
information-sharing mechanism facilitating the
implementation of prevention activities by
youth-friendly clinics. In addition to information
materials designed directly by young people,
adolescents can gain access to online counseling
with experts on any problems of concern to them.

The Web site provides detailed information on
the youth clinic. One may schedule an appoint-
ment and choose the doctor in advance. It
ensures availability and enhances confidence in
the medical and the prevention treatment facility.
Communication with peers accomplishes its
information function. The Web site also seeks
adolescent’s opinion on the quality of the cen-
ter’s work. The Web site also helps motivate
adolescents to visit the youth center and to apply
for a consultation not only from a peer, but also
from a specialist.

The 10-year experience of youth clinics’
operation in Russia is summarized in the col-
lected volume: Youth-Friendly Health Services
in the Russian Federation: the Initiative, Experi-
ence, Result, Cooperation, Focus on the Future
(Korsunskiy et al. 2010), which was presented at
the meeting of WHO Regional Office for Europe
in 2009 (Vartanova et al. 2010).

Quality Management

In 2007, the Russian Training and Methodolog-
ical Center of YFHS (with UNICEF support) was
founded in St. Petersburg. Its major objectives

included the following: methodological assis-
tance in arrangement and support of newly
established YFHS both in Russia and in the
Commonwealth of Independent States
(CIS) countries; certification and accreditation of
YFHS; efficiency monitoring of YFHS; and
arrangement and participation in training of
YFHS specialists.

The comprehensive analysis of the
youth-friendly health services’ model has been
well documented. Based on this model, guidelines
were developed that were designed to meet the
practical needs of the service provider. The
guidelines provide data on existing best practices
in the Russian Federation and abroad. In addition,
methodological documents on youth-friendly
health services have been developed. These
guidelines on youth-friendly health services
(published in 2006) are designed for health ser-
vice providers and managers who provide medical
and social services for adolescents and young
people. The guidelines feature the history of
health services for adolescents in Russia and
worldwide. The guidelines include international
criteria, characteristics, and standards of
youth-friendly health and social service facilities.
The guidelines also include criteria, principles of
operations, and prerequisites for the creation of
similar services in Russia. The youth-friendly
health services’ quality and coverage measure-
ment package was published in 2008. These
guidelines are devoted to a comprehensive
analysis of YFHS programs. They also provide
standards of care and training for health admin-
istrators, obstetricians, as well as professionals
involved in providing prevention interventions,
health care, and social services for adolescents. It
also includes an action plan for health program
administrators, who wish to apply for certification
as a youth-friendly clinic. The guidance contains
international standards and criteria of adolescent
healthcare provisions and principles of
youth-friendly health services’ functioning in the
Russian Federation.

To ensure sustainability and promote further
development of youth-friendly health services in
the Russian Federation regions, the Ministry of
Health with UNICEF support has initiated a
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process aimed at improving the quality of exist-
ing services provided for adolescents and young
people through youth-friendly health services’
accreditation. A clinic has to demonstrate its
compliance with the basic principles and criteria
of youth-friendly health services through self-
assessment, expert assessment, learning by
experience, and other methods. Service programs
can use the process and its evaluation instru-
ments to review and assess its current status.
Based on the evaluations, necessary improve-
ments and adjustments can be made, which will
lead to increased quality of youth-friendly health
services and make them more attractive to ado-
lescents and young people.

Facts and data, which were obtained in the
course of the self-evaluation process (carried out
at 23 youth-friendly clinics in St. Petersburg),
have been analyzed. Additionally, data were
collected during the accreditation of 20 youth-
friendly clinics in different Russian regions
(Kulikov and Vartanova 2011). The fidelity
assessment (based on the principles of youth
clinics) was conducted by specially trained
experts who were familiar with the problems of
providing adolescent medicine and knowledge-
able about YFHS. External experts collected
information about the activities and the imple-
mentation of the principles of youth clinics. Were
services voluntary, accessible, friendly, and
trustworthy? Information was gathered from the
self-evaluation data of the youth clinics, the
clinic’s “action plan,” and the clinic’s application
for status as a youth-friendly clinic. Data were
also collected from questionnaires and interviews
with administers, staff, and visitors to the clinic
and from direct observation of the work of the
youth clinic.

Based on these data from each clinic, a
composite score was calculated for each clinic.
The scores represent the degree to which each
clinic meets specific parameters and indicators.
Each indicator corresponds to one or more
questions on the questionnaire. Each indicator is
measured on a scale from 1 to 5.

Table 21.1 below presents the outcome scores
based on the evaluation of the activity of youth

clinics in St. Petersburg. The range is 1–5 with 5
being the highest score (Table 21.2).

The creation of sustainable, highly popular,
and efficient youth-friendly services within the
current system of government healthcare insti-
tutions is a fairly realistic goal. The model has
proven to be cost-effective and flexible. On the
whole, the youth-friendly health services existing
today meet clients’ expectations. Expert evalua-
tions showed that all clinics implemented a care
delivery system that meets the primary needs of
teenagers. At these clinics, service providers
were welcoming and friendly, and needed ser-
vices were accessible. The weak link is still the
implementation of the principle of trust.

Adolescents are involved in YFHS as volun-
teers. They want to promote a healthy lifestyle.
These teenagers also can make proposals for
improvement of the YFHS. They also participate
in evaluations of the YFHS.

The concept of youth-friendly health services
is more than the health and medical needs com-
mon in adolescents. It is more than the medical
assistance provided to adolescents and young
people. Youth-friendly health services include a
whole range of social, psychological, legal,

Table 21.1 Typical health care for adolescents com-
pared to YFC

Typical medical facility
for adolescents

YFC

1. Help is provided
mostly to sick people

1. Help is provided to
sick and healthy people

2. Treatment 2. Dealing with
problems, prevention,
and cure

3. Narrow specialization
in service provision
(medical treatment)

3. Comprehensive
services (medical,
psychological, social,
and legal)

4. “Traditional”
problems, first and
foremost, cure of somatic
diseases

4. “Non-traditional,”
specific problems of the
growing age, with which
people do not refer to a
normal clinic

5. Directive model—
decision is made by the
specialist

5. Cooperative model—
patient participates in
decision making

21 Medical and Social Support to Adolescents … 423



referral, rehabilitation, and other services that
young people may need at various periods of
their lives, especially when they happen to find
themselves in difficult circumstances.

Building Capacity of Healthcare
Providers

To further build capacity of service providers,
working in the area of adolescent health, the
adolescent health Web site for service providers
—adolesmed.szgmu.ru—was developed and
launched in 2008. This is the first Russian Fed-
eration methodological Web resource that focu-
ses on issues around adolescent health, including
a special section on youth-friendly services. Web
site resources include information on an inven-
tory of international and Russian Federation
training, “best practice” examples, a user-friendly
methodological package for practitioners based
on the WHO methodology, and tools for mea-
suring the quality and extent of youth-friendly
health services.

Box 6: On-going YFHS Evaluations
The Russian Training and Methodological
Center and the Yuventa Center in St.
Petersburg carry out monitoring of youth
clinics’ activities, including surveys of
clinic visitors. These ongoing evaluations

facilitate the continuous improvement of
prevention services provided to adoles-
cents and to evaluate youth-friendly clin-
ics’ activities on the whole. To train teams
of specialists capable of dealing with
YFHS problems, the training and method-
ological center was established within the
Northwestern State Medical University in
St. Petersburg and named after I. I. Mech-
nikov. This training and methodological
center is a Russian-based unit of
EuTEACH—European Training in Effec-
tive Adolescent Care and Health Program
(EuTEACH 2015). The center uses new
training technologies for CIS (Common-
wealth of Independent States) specialists
such as simultaneous training of all experts
working at a youth clinic as a team of
like-minded colleagues. The clinic’s effi-
ciency depends largely on its success in
selecting and training the staff. Deep pro-
fessional knowledge does not guarantee
successful work with adolescents. YFC
professional must know physiology and
pathology of adolescents, social pediatrics,
and youth sociology; meet personal
requirements; and be willing to work with
adolescents.

A two-stage training option looks to be
the most promising. During the first stage,
every specialist receives thorough training

Table 21.2 Operating efficiency of youth clinics (by score)

Indicator Assessment

Visitors Staff
members

Administrative
authorities

Experts

Simplicity of accessing the facility 4.6 4.8 4.8 5.0

Ease of obtaining necessary information 4.7 4.9 5.0 5.0

Possibility of having same-day appointment 4.0 4.5 4.8 4.5

Convenient hours of operation 4.3 4.6 4.7 5.0

Friendly attitude and respect for adolescents 4.6 4.8 4.8 5.0

Personnel’s skills to render assistance and support 4.7 4.4 5.0 5.0

Qualification of the YFHS personnel 4.9 4.6 5.0 5.0

Youth involvement in the planning, work, and
evaluation of YFHS

3.9 4.1 4.7 4.5
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in his/her area of specialization, preferably
with the focus on adolescents’ age-specific
needs. During the second stage, all YFHS
professionals (doctors, paramedical per-
sonnel, psychologists, sociologists, and
preferably lawyers) study together. The
objective is to provide targeted compre-
hensive training, which increases the
awareness of issues related to adolescent
health care, ability to work with adoles-
cents, and ability to work in a team.

Maintaining Consistency of Initiatives
on Medical and Social Services
for Adolescents: Unresolved Problems

A clear definition of adolescence as a transition
period is needed to better understand and meet
the healthcare needs of young people. In present-
day Russia, persons between 10 and 18 are for-
mally recognized as adolescents, provided that
their regulatory documents indicate “children at
the age of adolescence.” Application of the term
“children at the age of adolescence” in the Rus-
sian healthcare system is rather problematic as it
actually denies objective existence of adolescents
as a clearly defined population. Adolescents are a
population with their own specific biologic,
medical, and social peculiarities. Adolescence—
a period of development when there is an
increase in socialization skills, and the formation
of individual morals and ethics emerge.

Legal Status During Adolescence

To realize the promised benefits from youth-
friendly clinics, it is necessary to formalize in
legislation the concept of adolescents as a
specific medical and social population group.
The fact that in present-day Russia, there is no
clear definition of the transition period between
childhood and adulthood denies the fact that

adolescents have their specific rights, as well as
duties and responsibility, including responsibility
for their health and social well-being. Lacking
legislation, the current legal definition promotes
legalized “immaturity” of young people.

Without a clear definition and differentiation
of the rights and responsibility of the child and
adolescent, further development of adolescent
health care may reach a standstill. If the adoles-
cent is considered to be a child, then the resulting
assumption is that there is no need to develop
youth clinics (i.e., YFHS). In Russia, pediatric
health care at a primary level is supposed to
ensure universal health coverage to all children.
It is implied that any adolescent may apply to the
children’s polyclinic without any difficulties and
receive services free of charge. But the children’s
polyclinic has no capacities to solve all problems
related to adolescent’s transition into adulthood,
which include formation of his/her reproductive
function.

The lack of recognition of the special status of
adolescents will hinder the development of new
and modern approaches to health care for ado-
lescents (i.e., an approach based on the involve-
ment of adolescents in the strengthening of their
own health).

Inadequate cross-sectorial interaction of
medical and social services for adolescents and
schools in preventive activities needs to improve.
Russian schools are noted for their conservatism.
Currently, there is a lack of adequate inclusion of
healthy lifestyle promotion in education pro-
grams. YFHS’s personnel are only allowed to
conduct primary prevention programs during
out-of-school activities, with parents’ authoriza-
tion. Training of volunteer teams from school
students with a focus on prevention activities
may become an acceptable alternative program to
meet the prevention goals. Volunteer student
teams trained by YFHS staff using standard-
ized curricula and programing would increase
consistency and provide measureable outcome
data.

Training of specialists in the area of adoles-
cent medicine needs to improve. In the Russian
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Federation, there are 47 medical universities and
institutions with a capacity of around 25,000
graduates each year. Although some aspects of
adolescent health are covered in pediatric cour-
ses, there is no special “adolescent medicine”
training course. Opportunities to access post-
graduate education in adolescent medicine are
also very limited.

There is only one adolescent medicine
department in the Russian Federation, based at
the Northwestern State Medical University in St.
Petersburg. It is named after Ilya Ilyich Mech-
nikov (in 1908, he and Paul Ehrlich were awar-
ded the Nobel Prize for physiology or medicine
for his pioneering work to develop the field of
immunity.) This department offers two special
courses: “medical and social services for ado-
lescents” (72 academic hours) and “adolescent
reproductive health and sexuality” (72 academic
hours). Consequently, the majority of the 55,000
pediatricians in the Russian Federation, as well
as other medical specialists dealing with adoles-
cents and young people, have extremely limited
postgraduate training opportunities in adolescent
health (Krotin et al. 2006).

In addition, an effort to improve the adoles-
cent health content in preservice training is nee-
ded. WHO recommends that every graduate of a
medical school/college should have core com-
petencies in adolescent health and development
(WHO 2015). Core competencies include
knowledge and skills in basic concepts of ado-
lescent health and development, effective com-
munication skills, and the ability to apply policy
and meet quality standards and competencies to
effectively manage adolescent clients in specific
clinical situations (WHO 2015). As noted above,
adolescent health training is not readily available
in professional education. Therefore, improving
the structure, content, and quality of the adoles-
cent health curricula is very important. Making
competency-based education in adolescent
healthcare mandatory in preservice curricula
and postgraduate education is one of the key
actions needed to develop an adolescent health-
competent workforce (WHO 2014).

Sustainability Mechanisms
for Adolescent Medical and Social
Services

Financial Support of Medical and Social Ser-
vices for Adolescents. The Russian Federation
medical system is mostly free and is available to
anyone who has the so-called Mandatory Medi-
cal Insurance (MMI). The system of MMI covers
most of the state medical institutions. Any citizen
of the Russian Federation can receive MMI in the
district of his/her permanent residence.

In Russia, units for sociomedical assistance to
adolescents at children’s polyclinics (and at
almost all YFHS clinics) are structural units of
the state healthcare establishments. This provides
the YFHS clinics with a stable system of
financing. Change in the economic situation,
however, may affect the activity of YFHS to the
extent it affects other healthcare establishments.

Belonging to a YFHS in a state healthcare
system provides certain advantages: Funds cov-
ered by out-of-state budgets and MMI funds are
the primary source of financing. Confidence in
state-run YFHS clinics and confidence in the
quality of services rendered by staff are, in part,
based on the state-guaranteed benefits to YFHS
employees (i.e., retiring pension, vacation leave,
sick pay, and maternity leave).

YFHS may raise extra-budgetary resources
from grants, charity funds, and fee-based ser-
vices. Herewith, new opportunities for extending
the sphere of services are available. There are
opportunities to get involved in project activi-
ties and use new technologies and approaches,
and extension of social guarantees for the
personnel.

The caveat is funding. The lack of or shortage
of financing from MMI alone can reduce the
scope of services available to adolescents. For
instance, free HIV and STI testing is availabile
only within budget financing and is mainly pro-
vided by specialized institutions that are not
considered attractive by young people. Conse-
quently, the concern is that this arrangement
reduces or delays testing.
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Vulnerable Adolescents

Among adolescents as a group, there are sub-
groups of adolescents and young people who are
at-risk because of social vulnerability (e.g.,
commercial sex workers, homeless children and
adolescents, and drug users). These are cate-
gories of the adolescent population that normally
do not visit health institutions. Many of these
vulnerable adolescents remain beyond the reach
of health services. This is not helped by a MMI
policy that makes it difficult to observe the
principle of anonymity in dealing with patients
who want to be tested for STIs and HIV. Con-
fidentiality is extremely important to adolescents.
Testing services can be provided free of charge
to patients who present their passport, have an
insurance policy, and testify that they are a res-
ident or studying in the district covered by the
given institution. In the absence of these docu-
ments, services can only be provided on a pay-
ment basis. The same factors also reduce the
coverage and scope of assistance provided to
children from socially disadvantaged popula-
tions. These children and adolescents often lack
the necessary documents or money and are not
covered by district treatment and prevention
institutions.

YFHS’s Priorities. An analysis of services
provided by youth clinics in different regions of
Russia shows that the goals of YFHS are at
different levels of development. Experience has
demonstrated that if the principles of YFHS are
followed, adolescents increase their utilization of
an YFHS clinic. Adolescents look for health
clinics where the staff are friendly, where the
staff respect adolescents, and where staff are
aware of the health social needs of young people.
A priority is to increase fidelity with the YFHS
model among youth clinics throughout Russian
Federation.

For some, it is remarkable that the clinic’s
location, its design, and working hours of spe-
cialists are not so important for adolescents.
Thus, for a youth clinics to succeed, one com-
ponent is specifically selected and trained

personnel that can work with adolescents. Staff
who respect the adolescent client are more
important than the building or location (Kulikov
and Vartanova 2011). The vast majority of
Russian adolescents value their health. If
required, many adolescents are ready and willing
to pay a reasonable fee for additional services,
which are not covered by the Program of State
Guarantees for Provision of Free Medical
Assistance.

Constant Stimulus is Essential for Youth
Clinic Development. Results from youth clinics’
accreditation documents show that after a few
years, some of the YFHS clinics stopped or
reduce their focus on adolescent-friendly health
principles. The initial enthusiasm and initial
interest in the new ideas tend to fade aftertime.
Work becomes a routine. Often aftertime, there is
little desire to implement new technologies,
extend the range of services, or analyze devel-
opmental prospects. A weak team component
can substantially limit YFHS’s effectiveness
(Kulikov and Vartanova 2011).

A good youth clinic has to continue to
develop. The clinic’s stability depends on the
presence of a dynamic leader, informal commu-
nication with employees, professional growth
opportunities, personnel’s participation in scien-
tific work and research, and continuous training
of the personnel. Client satisfaction may be
achieved by initial orientation and ongoing
training of personnel. Clinic personnel, even the
most qualified, are ready to advance their
knowledge and skills.

Establishment of a professional association
for YFHS personnel may be a significant source
of support for youth clinics. For example, the
Association of Youth Services in St. Petersburg
unites employees from more than 20 YFHS
clinics. The association is aimed at stimulating
development of the existing clinics, support, and
follow-up of newly established youth services.
Members share best practices and cooperate with
similar organizations in Russia and abroad,
advance training of specialists working with
youth clinics, and work on the quality of the
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services for youth. The achievements, prospects,
and research are discussed at annual conferences
of the association.

Ways Forward

Youth-friendly health services are very popular
with adolescents. The need to continue to
develop promising model for delivering medical
and social assistance to the young generation is
noted in the Presidential Executive Order
No. 761 dated June 1, 2012—National Strategy
for Action on Behalf of Children in the years
2012–2017.

Today, the need for YFHS’ programs and
services has become obvious. The objective to
improve the sexual health of adolescents was
very successful in the early stages of develop-
ment. However, at first, the level of abortions and
sexually transmitted infections significantly
decreased; then, the decline cases of STIs stop-
ped declining and stabilized. This lack of con-
tinued progress coincided with the decline of the
initial enthusiasm for YFHS clinics, which
resulted in less focus on YFHS principles such as
adolescent friendly.

Given the current levels of YFHS clinic
operation, further improvements of adolescent
sexual health will be low-yielding and cost-
demanding. Effective primary prevention cover-
ing all adolescents is required in order to continue
to reduce the number of abortions and cases of
STIs. It is more rational to solve this task in
educational establishments, such as schools,
where youth clinics staff work with educators to
promote healthy lifestyles, and provide informa-
tion and programming about adolescent health.

The reproductive health of adolescents by
itself requires more attention. Incidence of
gynecological and andrological diseases is still
extremely high. There continues to be a high risk
for sexual and reproductive health disorders and
severe chronic diseases. Moreover, too many
adolescents who need medical and social ser-
vices are not applying to YFHS clinics. Maxi-
mum rapport and cooperation of pediatric service

and YFHS is required to stabilize the reproduc-
tive potential.

Youth clinics that are in-demand, for example,
because of adolescent-friendly reproductive
health care, not only protect the reproductive
health of adolescents but also can attend to all
aspects of adolescent medicine. Social services,
social and legal support, and programs, for
example, promoting responsible parenthood
promotion are just some of the services that
could be provided at in-demand YFHS centers.
This service will improve the general health of
adolescents and young people.

A good practice is developing youth clinics
that have elements of a youth club in their setups.
Today, YFHSs need to be considered by adoles-
cents to be a youth-friendly establishment. If it is,
it could be a core for adolescents’ socialization.

Reasserting YFHS Principles

Accreditation studies of youth centers showed
that kindness is one of the most significant criteria
for adolescents, when providing medical care and
social services to adolescents. That is why it is
important that all personnel working with ado-
lescents receive training about YFHS’s philoso-
phy, principles, and goals. In addition to clinical
staff, it should be the goal to train all support staff
from the record keeper to the unit head.

Today, “confidence” is the YFHS’s activity
principle that should be treated as a three-party
process. It means confidence in the doctor by the
adolescent, confidence in the adolescent by the
doctor, and confidence of parents in the youth
clinics. Operation of youth clinics must be
transparent. Parents entrust health of their chil-
dren to medical personnel and they must be sure
that no harm will come to their children.

In the operation of YFHS, it is important to
pay a special attention to developing relations
with parents’ associations and school adminis-
trations. It will facilitate transferring a part of
prevention work directly into educational estab-
lishments. It seems important to develop relations
with communities of believers, representatives of
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the Russian Orthodox Church, and other religious
organizations. In spite of difference of opinions
on some problems, a constructive dialogue may
and must be developed.

Young Adolescents

These days, not only adolescents between the age
of 15 and 18 require attention, but the younger
adolescents also need special attention. A partic-
ularly alarming situation is observed among
adolescents in the group of 10–14-year-olds,
according to health behavior in school-aged
children (HBSC) study (WHO 2012). While
Russian 15-year-old adolescents smoke less and
drink less alcohol compared to West European
and American peers, Russian 11-year-old ado-
lescents smoke more and drink more alcohol
compared to West European and American
11-year-old adolescents. At the same time, in this
age-group, there is nobody who is involved in the
prevention of risk behavior. Parents do not pay as
much attention to them as they pay to their
younger-aged children. And, these young ado-
lescents are not yet integrated into the peers’
environment. Actually, these adolescents are left
to their own devices, which as it turns out are
television and the Internet.

The level of psychosocial maladjustment of
11-year-old school children is extremely alarm-
ing. Russian adolescents have an extremely low
level of satisfaction with life. They are very
unsatisfied with school, the training process, and
classmates. They have difficulties making
friends. They are exposed to violence at school,
much more often than young adolescents in other
countries. When asked, they also mention serious
problems communicating with parents.

It is obvious that school, in particular, must
become a main source for the distribution of
health services. School activities will also need to
include preventive programs, physical exercise,
and programs for the psychological and social
adaptation of school children. Developing an
understanding between teachers and children

about a healthy lifestyle will be a good counter-
balance to aimless pastimes that are sometimes
dangerous to the adolescent’s health.

An organization of effective volunteer ser-
vices at school is necessary to promote a healthy
lifestyle among young adolescents. Involvement
of young adolescents in modern health protection
strategies is indispensable. Youth participation is
essential in programs that promote adolescents’
health protection, schools promoting health, as
well as partnership of youth and adults promot-
ing a healthy lifestyle that is essential (Korsun-
skiy et al. 2010).

Maximum integration of YFHS and the chil-
dren’s polyclinic into the basic medical and social
care departments may be a possible solution that
will attract younger adolescents (10–14-year-olds).
This change is possible because of the Order of
the Ministry of Health of Russia, No. 822n dated
November 5, 2013, Procedure of Healthcare
Delivery to the Underage including the Period of
Training and Education at Educational Establish-
ments and transition of the healthcare system.

Better Financial Protection

A study by WHO found that very often older
adolescents do not benefit from financing poli-
cies targeted to improve healthcare coverage for
children. Adolescents between 18 and 19 years
of age are particularly vulnerable (WHO 2014).
Similarly, in the Russian Federation, youth over
18 years of age may be also considered as
deprived of full-scale access to medical and
social services. Youth over 18 years of age may
apply at YFHS, if they pay for services. Medical
establishments for adults do not provide pre-
ventive services for this population group. This is
why recognition of adolescents as a special
medical and social population group is deemed to
be an urgent situation. As a result, children’s
polyclinics shall be renamed as polyclinics for
children and adolescents.

It also seems reasonable to extend adoles-
cent services to include people who are between
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18 and 24 years of age. In such a case, establish-
ment of separate medical and social services for
youth (for adolescents and youth from the age of
10 to 24) on the basis of cross-sectorial coopera-
tion should be considered (Kulikov 2014).

The priority for developing medical and social
assistance should include a number of basic
components. Development of a standard training
system and curricular for the personnel who work
in these units is essential. Mandatory certification
of YFHS programs and staff is needed to help
insure competence. Establish the all-Russian
standard model of YFHS in the medical and
social service departments of children’s poly-
clinics. Search for methods to involve youth in
the activities of YFHS programs. Continue to
incorporate new forms of preventive activities,
taking into account the influence of different
forms of risk behavior (i.e., smoking, alcohol,
drugs, sexual activity, and deviant behavior).

To ensure that adolescents feel comfortable
coming to these institutions for help, it is very
important to take young people’s views into
account when setting up YFHS programs. And, it
is especially important to collect regular feed-
back from the clinic’s adolescent clients, so as to
improve services and activity, and to be sure that
the services provided meet adolescents’ needs
and wants.

Today, YFHS activities comprise elements of
a youth club. Furthermore, young people who
volunteer work with the staff on these programs,
which boost the clinic’s appeal to other young
people. Each YFHS program should have a room
for adolescent socialization and communication,
and a hall, which is equipped with video equip-
ment and information materials for prevention of
events and trainings. The goals of such clubs
include the creation of conditions for personality
development and formation of positive approa-
ches to life.

Conclusion

The experience of developing youth-friendly
health services in the Russian Federation has
proven that adolescents and young people in all

regions of the country need medical, social, and
psychological services that address the issues
specific to their age. Timely provision of these
services from qualified professionals is a major
factor contributing to the protection of their
health. There is a clear and confirmed demand for
youth-friendly health services in the Russian
Federation and they should be further developed.

The Ministry of Health of the Russian Federa-
tion has recognized the value of youth-friendly
approaches in delivering age-appropriate services.
Furthermore, the ministry has endorsed the
guidelines developed for youth-friendly health
services. In general, the Russian Federation is
incorporating youth-friendly health services into
the system of state health care, ensuring their
sustainability.

The YFHS model has proven to be
cost-effective and flexible. It can easily be inte-
grated into existing medical service infrastruc-
tures. Participating medical services are able to
become self-financing, either from their incep-
tion, or shortly after. Even though no special
cost-effectiveness studies have been conducted
local health authorities’ feedback on investments
(needed to launch youth-friendly health services)
suggests that the model is efficient and
does not require massive financial investments,
which increases the attractiveness of YFHS to
administrations.

The concept of youth-friendly health services,
as it has been formulated and implemented by the
Ministry of Health (and partners in cooperation
with UNICEF), includes the provision of medical
assistance and the provision of the whole range
of social, psychological, legal, and referral
rehabilitation and other services that young
people may need at various periods of their lives,
especially when they happen to find themselves
in difficult circumstances.

At present, YFHS is expanding the scope of
its function by including and widening the social
component. For example, YFHS promotes
responsible parenthood. They provide young
motherhood support. They are working with
educational institutions to provide prevention
programs that involve young people in their own
health protection. In fact, these new forms of
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medical and social support contribute both to
improvements in health and social well-being
and to full-fledged socialization of young people.

There is a strong need to recognize the special
medical and social needs of adolescents. Based on
these realities, it also becomes important to widen
the age parameters for this group. As well,
expandingYFHSservices by including adolescents
of 10–14 years of age and young adults would
improve the health and well-being in these groups.

Close cooperation between pediatric, medical,
and social services, and incorporation of YFHS
principles into routine activities of children
polyclinics, is extremely important for improving
young people’s health care. The priorities should
include the establishment of a close working
relationship between YFHS and school systems.
It is also necessary to initiate a curriculum that
addresses the issues of adolescent medicine for
medical students and for postgraduate training of
all pediatricians. The immediate objectives
include more intensive involvement of adoles-
cents in the activities of youth-friendly services
and the need to promote healthy lifestyles.
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Guillermo E. Sanhueza, Hilary Jones and Jorge Delva

Introduction

Chile, a democratic country, bases its legal sys-
tem on the Civil Law, inspired by Napoleonic
Law, in turn informed by Roman Law. On the
other hand, the US legal system is based on the
Common Law. The Civil Law is a codified legal
system that establishes a unitary, orderly, and
systematic set of rules and legal principles. The
Civil Law commands, for instance, that crimes or
civil rights must be explicitly written in order for

the judge to decide cases based on these codified
provisions. This legal system implies that to
implement a public policy, this policy should be
based on a codified law, and any legal transfor-
mation is required by law (Frase 1990). Many of
the laws passed in Chile in the last 15 years have
transformed the policies aimed at the well-being
of children and adolescents. Therefore, we posit
that to understand Chile’s approach to the
development of public policies that impact chil-
dren and adolescents, it is necessary to under-
stand the impact of different legal instruments in
the Chilean society, such as the United Nations
Convention on the Rights of the Child
(UNCRC), as well as various laws that have been
influenced by the UNCRC.

The purpose of this chapter is to describe and
discuss the deep impact that Chile’s signing of
the United Nations Convention on the Rights of
the Child (UNCRC) in 1990 had on the country’s
policies involving social services for children and
adolescents, and for those who come into contact
with the juvenile justice system. Despite these
progressive policy changes, youth continue to
experience a number of problems. In this chapter,
we focus on two of these problems by describing
the extent to which youth homelessness and
juvenile delinquency impact Chilean youth and
the larger society.

C. Reyes-Quilodrán � L. Guerra-Aburto
School of Social Work, Pontificia Universidad
Católica de Chile, Santiago, Chile
e-mail: claudiar@uc.cl

L. Guerra-Aburto
e-mail: ldguerra@uc.cl

G.E. Sanhueza
School of Social Work, Universidad San Sebastián,
Santiago, Chile
e-mail: guillermo.sanhueza@uss.cl

H. Jones
Catholic Community Services of Western
Washington, Seattle, USA
e-mail: hillarybjones@hotmail.com

J. Delva (&)
School of Social Work, University of Michigan,
Ann Arbor, USA
e-mail: jdelva@umich.edu

© Springer International Publishing Switzerland 2017
A.L. Cherry et al. (eds.), International Handbook on Adolescent Health and Development,
DOI 10.1007/978-3-319-40743-2_22

433



Chile Signs the United Nations
Convention on the Rights
of the Child: Policy and Service
Delivery Implications

In 1990, Chile signed the United Nations Con-
vention on the Rights of the Child (UNCRC),
which sought to profoundly modify the way
societies treat and view children socially, cul-
turally, legally, and economically (UNICEF
2004). In Chile, signing the UNCRC had par-
ticularly important legal implications for chil-
dren. Prior to signing the UNCRC, Chilean laws
affecting children were based on the premise that
these existed to defend and protect minors. There
was not, however, a way for the law to distin-
guish between, for example, a child who needed
protection from abuse versus a youth that broke
the law. In both cases, the law would allow for
deprivation or restriction of freedom and did not
have a time limit on the sentence, and despite
their differences, cases were seen by the same
courts. Furthermore, the child did not have the
ability to exercise his/her rights, because the
child had no rights.

The Judge for children and adolescents prac-
ticed in Minors Courts, played a parental role,
and was the person who decided what was best
for the child. In fact, children and adolescents
were understood as “objects of rights” versus
“subjects with rights” (Oyarzún et al. 2008). That
is, under an “objects of rights” perspective,
workers in the social services and judicial sys-
tems saw the need to interpret the children’s
needs and opinions by an adult who then deter-
mined what needed to be done with the child.
This perspective placed children’s voices in a
passive and irrelevant position in legal proceed-
ings. At the time, children in the legal system
were referred to as “minors in irregular situa-
tions” whereby the authorities needed to look
after the well-being of the child. With the signing
of the UNCRC, this concept was criticized and
authorities were called upon to envision children
in terms of “subjects of rights.” Under the
“subjects of rights” perspective, children are to
be considered people, not objects, and may
therefore exercise rights, and perhaps more

importantly, society must ensure that their rights
are maintained. As a result of these discussions,
suggestions were made to create Family Courts
with the expectation that the children would not
only have rights but also that the law would look
after the family as a whole as opposed to dis-
parate individuals with compartmentalized
problems.

Family Courts, however, were not created
until 2006. This means that up until only a dec-
ade ago, matters such as divorce, family vio-
lence, adoption, abuse, and parental visitation,
for example, were seen by different courts, such
as Civil Courts and Minors Courts. This meant
that children and their families experiencing
some or all of these problems had to present
themselves to different judges and regularly had
to tell their stories and relieve the pain of their
experiences. Furthermore, different judges han-
dling the different problems could, and actually
would, make decisions that were contradictory
further tearing families apart. Finally, in 2006,
Law No. 19.968 (Biblioteca del Congreso
Nacional de Chile [BCN] 2016a) was passed,
which created Family Courts. The purpose of
Family Courts was to ensure that all of the
children’s matters would be attended by consid-
ering the family as a whole. In addition, under
this new legal approach, the term “minor” was no
longer used. Instead, the individual became to be
referred to as “child” or “adolescent,” language
that is more consistent with the UNCRC
framework.

Legal changes did not stop in 2006. In 2007,
Chile implemented Law No. 20.084 (BCN
2016b), which created a new legal system and
programs for youth whose rights have been vio-
lated versus those who break the law. Family
Courts continued their responsibility on civil
matters that affected families including attending
infants, children, and adolescents whose rights
have been violated. On the other hand, youth
between 14 and 17 years of age who broke the law
would be seen by the Criminal Courts (Juzgados
de Garantía, in Spanish) in a room specifically set
aside for juveniles. The new law transferred the
responsibility of 14- to 17-year-old youth who
broke the law to the criminal juvenile system and

434 C. Reyes-Quilodrán et al.



recognized the youth as “subjects of rights”where
the punishment is “based on the principles of
equality and protection, the different legal and
social situations of the adolescent’s life and as a
person in the process of development becoming
worthy of greater legal protection of their rights”
(Berríos 2011, p. 164). Prior to Law No. 20.084,
older adolescents were treated as adults and
therefore in amore punitive manner. That is to say,
adolescents who committed a crime would be sent
to Minors Court (later on called Family Court) at
which time the judge would decide on the youth
based on an analysis conducted by a psychologist
regarding the extent to which the youth had acted
with discernment or his/her ability to use good
judgment. The concept of discernment was
applied exclusively to adolescents between the
ages of 16 and 17, where the rest of the children
who were under the age of 16 were considered
unfit to plead (or punish); that is, they were not
responsible before the law.

If it was determined that an adolescent had
acted with discernment, the adolescent would be
processed through the adult criminal justice sys-
tem and the case would be sent to the Adult
Criminal Court. In cases where it was determined
that the adolescent had acted without discern-
ment, the adolescents was sent to a juvenile
detention center or probation program. One of the
serious deficiencies of this system is that juveniles
could not count on having a public defender, so
the case would fall into the hands of the Family
Judge who would determine the sentence.
Moreover, detention centers and probation pro-
grams did not have clear and uniform guidelines
regarding the type of intervention for the juvenile.
This lack of uniform guidelines resulted in con-
siderable variation between adolescents with
similar cases. Therefore, new legal reforms came
to provide solutions to these problems.

Social Services for Children
and Adolescents After UNCRC

Chile has approximately 16,634,603 habitants
(INE 2012) where 26 % are children between 0
and 17 years of age. Only about 2.2 % of the

children are in the child welfare and juvenile
justice programs. The National Service of Minors
(SENAME or Servicio Nacional de Menores, in
Spanish) is a state agency that was created in
1979, under the Ministry of Justice, and is in
charge of financing and supervising the child
welfare and juvenile offenders’ programs. Its
mission is to “contribute to the promotion, pro-
tection, and restitution of children and adoles-
cents whose rights have been violated, as well as
accountability and social reinsertion of adoles-
cents who violated the law through programs
directly implemented or through service agency
collaborators” (SENAME 2016). SENAME’s
mission involves three areas: (1) Area of Pro-
tection of Rights (Law No. 16.618) (BCN 2016c)
is in charge of advocacy, protection, and resti-
tution of children and adolescents whose rights
have been violated; (2) Area of Adoptions (Law
No. 19.620) (BCN 2016d) is responsible for
matters involving adoptions; (3) Area of Juvenile
Justice (Law No. 20.084) (BCN 2016b) is
responsible for the accountability and social
reintegration for juvenile offenders. Each
department seeks to enforce the laws that are
related to their particular area of responsibility.

SENAME serves over 93,000 children and
adolescents of which approximately 15 % cor-
responds to law violators and the remaining
85 % corresponds to those whose rights were
violated (SENAME 2014). SENAME funds,
through grants, private nonprofit organizations to
provide services to these youth. SENAME itself
has 19 detention centers, 17 semi-closed centers,
and 6 centers of specialized reparation. In other
words, the state of Chile has outsourced and left
in the hands of private companies the care and
supervision of children and adolescents—whose
rights have been violated. This includes precau-
tionary measures with adolescents who have
violated the law and are under probation or
community services.

Today, SENAME’s structure defines two main
approaches to attend to the childhood and ado-
lescent social demands based on the two groups:
Children whose rights have been violated
(e.g., child abuses, youth homeless) and adoles-
cent who have broken the law. SENAME has the
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direct administration of CREAD; however, most
of the child protection programs are only super-
vised by SENAME, because these programs are
run by nonprofit agencies. Different laws and dif-
ferent courts cover these two groups of children
and adolescents. Figure 22.1 displays the current
flow of a child or adolescent through the social
service system in Chile.

In the last 10 years, Chile has faced deep
changes in the legal system and the ways by
which the state understands children and ado-
lescents’ needs. Nevertheless, these transforma-
tions have not been sufficient to prevent children
and adolescents from experiencing significant
problems. Figure 22.2 shows the corresponding
flow through criminal judicial system of a child
or adolescent who breaks the law. Youth home-
lessness and juvenile crime are two such prob-
lems that we discuss next.

Youth Homelessness in Chile

According to UNICEF, in 2006 there were 40
million homeless youth in Latin America (UNI-
CEF 2006). In Chile, in 2004, the SENAME
published a study that estimated there were 1039
homeless youth in the country (SENAME 2004);

the majority are found in the Metropolitan Region
(where the capital, Santiago, is located). In a 2013
study conducted by the Metropolitan Observatory
for Street Children and Youngsters in Santiago,
Chile, approximately 785 youth were identified to
be living on the streets, 303 in the capital, Santiago
(Águila 2011; Pino 2013; Valenzuela Vergara
et al. 2013). The first step in acknowledging and
identifying these street youth is to have a standard
definition of what the term “street youth” signifies.
In 1983, a group of Inter-NGOs in Switzerland
classified the most commonly used definition of
“street youth” (Dryjanska 2014). Their definition
states that a street child or youth is “any girl or boy
who has not reached adulthood, for whom the
street (in the broadest sense of the word, including
unoccupied dwellings, wasteland) has become her
or his habitual abode and/or sources of livelihood
and who is inadequately protected, supervised, or
directed by responsible adults” (Valenzuela Ver-
gara et al. 2013). While this definition serves a
broad purpose for defining street youth,many have
contested this definition for its lack of acknowl-
edgment on the child’s ability to choose his or her
own path of life. Furthermore, standard definitions
have distinctly separated “children on the street”
from “children of the street.” “Children on the
street” refers to those who earn their living on the
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street, through begging or various forms of work,
but return to their families at night; on the other
hand, “children of the street” are those homeless
children who both earn their living on the street
and sleep in the streets, while not relying on their
family for any form of assistance (UNICEF 2007).

In Chile, nearly half of all street youth main-
tain daily contact with their families but still
sleep on the streets. While these children remain
in contact with their family members, the family
typically does not offer the youth much protec-
tion or assistance. Interestingly, street youth will
often return to the family home when important
events arise, such as a baptism or graduation
(Pino 2013; Valenzuela Vergara et al. 2013).
Because of this phenomenon, the Metropolitan
Observatory for Street Children and Youngsters
in Santiago, Chile, which oversees outreach to
these youth throughout the country, has agreed to
use the definition that states, “a child or adoles-
cent who lives on the street as one who spends
the night on the street at least four times per
month” (Valenzuela Vergara et al. 2013).

The outward appearance of street youth does
not fit the stereotypical image of a homeless
youth (Pino 2013). They are hard to distinguish
from other children because they try to wear nice
clothing in order to escape discrimination
(Águila 2011). Nor do these children often sleep
in one specific area of the streets. For example,
51 % of the youth surveyed slept in more than
one place over the last month, including friends’
homes and abandoned houses, or stores on the
sides of highways (Águila 2011). Roughly 74 %
spent at least one night in their own home in the
past month, while only 26 of the 303 children
spent more than 15 days of the past month
sleeping on the street (Pino 2013; Valenzuela
Vergara et al. 2013).

Half of street youth left their homes due to
experiencing abuse with 14 % experiencing sex-
ual abuse within the home (Pino 2013; Valen-
zuela Vergara et al. 2013). Other reasons include
emotional and economic deprivation, absence of
a caregiver, discrimination in the family, occur-
rence of a traumatic family incident, or a process
of identification with peer drug users (Valenzuela
Vergara et al. 2013). Specifically, many of the

children leave their homes as a form of escape
from what they experience on a daily basis.

Most homeless youth are 14–17 years of age
and male (66 %). About 35.5 % of this popula-
tion comes from single parent households (ma-
jority consisting of a single mother) and 18.5 %
from two parent households. Roughly 64 % have
1–3 siblings and 35 % 4 or more siblings.
Interestingly, 81 % of these siblings are not
homeless (SENAME 2004). Homeless youth
have much less education than non-homeless
youth. This is of great concern given that with
less education there exists a higher probability
that the young person will commit theft, be
vulnerable to commercial sexual exploitation,
and will engage in begging to survive (Ossa
2005). In this population, school dropouts occur
mostly between 12 and 14 years of age, with a
higher percentage in 5th and 6th grades. Only
36.5 % of homeless youth are connected to the
educational system (Ministry of Justice 2014).
The consumption of drugs is also a common
occurrence in this population. More than 50 % of
homeless youth who were provided services by
specialized programs consumed marijuana and
alcohol; 20 % pasta base (an unprocessed form
of cocaine), and 12 % consume solvents, inha-
lants, and/or cocaine (Ministry of Justice 2014).

If we compare the numbers of registered
homeless youth in Chile to those of other Latin
American countries, the incidence of homeless
youth in Chile is small. Nevertheless, the smaller
magnitude of the problem does not reduce its
complexity or the pain that these youth experi-
ence (Méndez 2010). The situation of homeless
youth involves various dimensions so that any
attempts to create a common profile would only
result in confusion (Lucchini 1996; Méndez
2010). Studies on the subject tend to associate
the homeless situation with normal living stan-
dards that are progressively deteriorating both in
families and in the communities that children live
in. Additionally, the existence of social protec-
tion systems, which have not developed at the
required speed in order to deal with the social
contact, and an uncertain economy makes very
difficult for the children and their families
(Alexandrescu 2002). Moreover, they are
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vulnerable to all forms of exploitation and bad
treatment. For these adolescents and their fami-
lies, it is a situation of social exclusion. Conse-
quently, fundamental services such as education
and health care are currently not equipped to
serve and support these families and adolescents.
Thus, these adolescents cannot be easily pro-
tected, which threatens their capacity to fully
participate as members of society. The exclusion
of these children can come from their families,
the school, the community, the government, civil
society, the media, and the private sector (UNI-
CEF 2006). The characterization of this popula-
tion suggests that homeless youth tend to have
low self-confidence and are impulsive and dis-
trustful. They are, however, adolescents who
quickly develop the skills to survive on the
streets (Méndez 2010).

Often times, the resentment that develops
from this level of deprivation and inequality
aggravates feelings of violence, which results in
aggressive behavior. These adolescents show a
tendency of being emotionally unstable and, on
occasion, depressed. Frequently they utilize their
fantasy, boosted by the use of drugs and alcohol,
as a way of avoiding reality; nonetheless, and
despite the harm to their physical and psycho-
logical health, they have a high capacity to
recover from their problems. Nevertheless to
better understand their situation, descriptions of
these children and adolescents must be read
having the contextual elements in which the
children have developed in their previous stages,
and the limited opportunities they have had to
resolve crisis in their young lives (Guerra 2010).

The problem of these homeless youth is a
result of social marginalization (Mansilla 1989).
Homeless youth have made the streets their pri-
mary habitat, having cut or significantly reduced
ties with their family. In some cases, their fami-
lies have abandoned these children. In other
cases, they are subjects of a process of
self-expulsion, which is to say, they have decided
to leave their homes because they have been
pushed or forced out because of specific cir-
cumstances (Ordóñez 1995). It has been found
that in these children’s homes, there is a lack of
basic living necessities (e.g., food, water, shelter,

clothing). If the family cannot provide the nec-
essary support to maintain the family, it is con-
ceivable to imagine that the child would perceive
life in the street as being better than home. For
these children, their family of origin represents a
“no place,” a space in which the internal
dynamics, structure, and conformations make
live unbearable for the adolescent and a place
where they no longer wish to be (SENAME
2004; Ordoñez 1995). Not all children, however,
with similar stories decide to leave their homes;
making the decision of self-expulsion depends on
the individual characteristics of each child and
how they perceive their situation (Méndez 2010).

The family system of the homeless child is
often characterized by high levels of conflict;
sexual, physical and emotional abuse, economic
insecurity, substance abuse by parents, separa-
tion, and lack of communication. In general,
homeless children’s families present characteris-
tics of life situations that are complex and fitting
a definition of “multiple problem families.” The
social context in which they are immersed are
characterized by psychosocial risk factors and
chronic sociocultural deprivation, which rein-
forces the cycle of marginalization. The crisis
that these families are in is mainly marked by
situations of economic and cultural poverty.

It should be noted that a child does not go out
into the street overnight. The steps taken when
moving from the house to the street suppose a
process where there is a combination of diverse
characteristics: (a) family difficulties; (b) the
spatial/social movement of the family or resi-
dential changes; (c) characteristics of the urban
space which means the distance between the
home and the place where the child spends the
day and the efficiency and cost of public trans-
portation; (d) street pressures (meaning the dan-
gers and possibilities of survival in the presence
of other children); (e) the initiative of the child
and the balance of their experience in the street;
and finally (f) the relationship with the street and
the image the child has of the street, which is not
the same in every society, cultures, and social
layers. For the homeless youth, this is a com-
ponent of their everyday life (Guerra 2010;
Lucchini 1996; Guerra et al. 2011).
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Because poverty, history of abuse, and school
failure are associated with drug use, it is impor-
tant to adequately diagnose the level of drug
consumption by homeless youth given the drug’s
effects on the central nervous system. For
instance, the chronic use of inhalants, which
continues into adulthood, causes medical and
psychiatric damage. The consumption of drugs is
a product of situations of social stress, emotional
and contextual, and encouraged by peer pressure.
The circumstances form a group of reference,
which is really strong for homeless youth, espe-
cially in the setting where the family bonds are
absent and the need for mutual defense and
protection is high. Use inhalation in a group of
peers strengthens their bonds and confirms their
sense of belonging. Although the consumption of
drugs forms part of the practices utilized by the
homeless children, according to Lucchini (1996),
“it would be foolish to underestimate the playful
dimensions and the challenge to adults who have
the collective consumption,” meaning the con-
sumption of drugs as a practice is also used to
affirm their collective identity and as the means
of social integration into the group (Forselledo
2001).

Lastly, it is important to emphasize that this
group is generally vulnerable to sexually trans-
mitted diseases, a product of the consumption of
drugs and unprotected sexual activity used as a
mechanism for survival (Ossa 2005; Rew and
Horner 2003). Commercial sex is a way to obtain
refuge, food, drugs, and money. The possibility
that the youth have participated in sexual activ-
ities increases when they have been victims of
physical and sexual abuse, when they have been
a part of criminal acts, and present with suicide
attempts. Investigation suggests that the majority
of homeless youth have been victims/survivors
of sexual violence in multiple occasions while
being in the streets, showing up more frequently
with women (Kudrati et al. 2008).

Specialized Programs for Homeless
Youth

The state’s answer to this societal problem has
been to create specialized programs for the pro-
tection of homeless youth as established by
Article 4 of Law No. 20.032 (BCN 2016e). These
programs are directed to design interventions to
repair the harm these youth have experienced. In
the case of homeless youth, it is SENAME that is
responsible for generating policies that affect
them. Presently, homeless youth are cared
through seven specialized programs, six of which
are located in the Metropolitan Region and one in
the Region of los Lagos, south of Chile. The rest
of the attention to homeless youth is provided by
non-governmental organizations.

Programs aimed at homeless youth focus on
the implementation of family prevention tech-
niques within the homes of high-risk youth to
finding those youth already on the streets more
stable living situations. Since its institution in
2007, the Metropolitan Observatory for Street
Children and Youngsters has organized and
unified multiple organizations throughout Chile
to focus on improving the living conditions of
the country’s street youth. Some of these orga-
nizations include the state agencies and nonprofit
private organizations (Pino 2013; SENAME
2014). Under the direction of the Metropolitan
Observatory for Street Youth, these organiza-
tions have combined to provide a unified effort
toward decreasing the prevalence of street youth
throughout Chile. Their focus is not only on
helping youth already living on the street, but
also on providing families with tools to prevent
youth from seeking refuge on the street.

In the public governmental sector, the two
entities involved with the Observatory include
the National Minors Service (SENAME) and the
Ministry for Social Development (Valenzuela
Vergara et al. 2013; SENAME 2014). Both
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organizations keep the well-being of the disad-
vantaged at the forefront of their work in the
Chilean society. Within SENAME, the Rights
Protection Offices work with the idea to cultivate
a culture within Chilean society that recognizes
and respects the rights of childhood (SENAME
2014). Similarly, the Ministry of Social Devel-
opment includes a mission statement that desires
to contribute to the design and application of
policies and programs regarding social develop-
ment, especially those designated to eradicate
poverty and offer social protection to vulnerable
people and groups, while promoting their social
mobility and integration (“Nuestra Misión”).
Each of the entities involved with the
Metropolitan Observatory for Street Children
seeks to protect those most vulnerable in the
society to a high standard, and for this, they are
well suited for developing and maintaining an
effective intervention to lower the rates and stop
the growth of the street youth population
throughout Chile.

Within the non-governmental organizations
(NGOs), the following organizations have joined
the movement with the Metropolitan Observatory
for Street Children: Hogar de Cristo Foundation,
Don Bosco Foundation, SERPAJ, and the Aso-
ciación Chilena Pro Naciones Unidas (ACHNU)
(Valenzuela Vergara et al. 2013). Each of these
organizations has a common theme of dedicating
their work to the development and advocacy of
vulnerable and impoverished populations in Chile
(Nonprofit Enterprise and Self-sustainability
Team, NESsT 2000; Salesian Missions 2013;
SERPAJ Chile 2015). For instance, Hogar de
Cristo maintains the mission statement of pro-
viding assistance to the marginal poor, including
abandoned children and youth (Nonprofit Enter-
prise and Self-sustainability Team, NESsT 2000).
Specifically for their programs for abandoned
children and youth, Hogar de Cristo contracts
with the national government, SENAME, to off-
set the cost of its programs provided for 1385
children. Hogar de Cristo gives the homeless and
abandoned children served through their pro-
grams shelter, food, clothing, and education
(Nonprofit Enterprise and Self-sustainability
Team, NESsT 2000). The NGO SERPAJ

promotes the promotion and defense of peace and
human rights through using the methodology of
Active Nonviolence for the Resolution of Con-
flicts, as well as guaranteeing the dignity, justice,
and liberty of people, especially those who are
marginalized and impoverished (SERPAJ CHILE
2015). For those children who have experienced
the devastating impacts of trauma, Don Bosco
Foundation provides counseling, meals, housing,
and schooling (Salesian Missions 2013).

Many of the organizations listed above work
directly with street youth, specifically NGOs that
provide services to street youth on a daily basis.
For example, Hogar de Cristo, located in Santi-
ago, offers numerous programs for vulnerable
adults and children, and they offer specific pro-
grams for those children at risk of living on
streets (Hogar de Cristo 2011; Nonprofit Enter-
prise and Self-sustainability Team, NESsT
2000). They especially focus on the prevention
of violence and abuse against children. Of the
various programs they offer, many ate intended
to stabilizing the life of a child living on the
streets including a foster care program, a
community-based prevention program that
includes sports, arts, and the whole family, as
well as a crisis intervention program. Lastly, as a
direct outreach to the street youth themselves,
Hogar de Cristo seeks to end their stay on the
streets by promoting their rights and developing
their protective factors. Hogar de Cristo looks to
provide a child with a stable home life, prefer-
ably in their family and community of origin in
order to give them a more healthy development
within the same networks in which they grew up.

Similar to Hogar de Cristo, the Don Bosco
Foundation of Chile seeks to help families
recover from traumatic situations they have
encountered, while many of the programs have
the goal of keeping street youth unified with their
families (Salesian Missions 2013). The Don
Bosco Foundation is a nonprofit organization that
stems from the Salesian Congregation of Chile
(Flores et al. 2009). The Foundation works
directly with high-risk youth and families dealing
with high vulnerability or social exclusion. Many
of the children in the programs offered by the
organization have issues with drugs or parental
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instability and violence and have most likely
spent some time living on the streets (Flores et al.
2009).

The Don Bosco Foundation offers eleven
different programs intended to help stabilize and
maintain the family structure. Among these
programs are family counseling opportunities,
regular meals, housing, and schooling for the
children so the families have a foundation on
which to rebuild their lives after the traumatic
event (Salesian Missions 2013). Many of the
families involved in the programs are of high risk
who may have the possibility of losing their
children to life on the streets (Flores et al. 2009).
The Foundation also distributes between 1000
and 2000 meals per month in the school system
for youth most in need. For the street youth
specifically, the organization runs three houses
throughout the metropolitan area that house and
feed approximately 120 children and youth every
month. The Don Bosco Foundation has a strong
presence in the metropolitan community and is
well recognized for its work with disadvantaged,
high-risk families and street youth.

As the final example of a direct practice
organization working with street youth in Santi-
ago, Chile, the ACHNU or the Chilean Associa-
tion for the United Nations provides a strong
network of programs that reach out to street youth
in the area. This organization hopes that in addi-
tion to providing services for the street youth,
they can help reconceptualize the meaning of the
term “street youth” (Asociación Chilena Pro
Naciones Unidas 2014). By changing the term
from “niños de situación de la calle” (children in
street situation) to “niños callejeros” (street chil-
dren), the organization feels they are better able to
embody the difficulties faced by the children and
their families on a daily basis without the negative
connotation of the previous term. The goal of the
organization is to protect, promote, and defend
the rights of youth in Santiago according to the
standards set by the United Nations.

As for programs offered by ACHNU, it offers
a wide variety of programs for at-risk youth and
youth living on the streets aimed at protecting the
rights of youth by intervening on unhealthy
family dysfunction that may be causing the youth

to flee to the streets (Asociación Chilena Pro
Naciones Unidas 2014). ACHNU offers family
development programs that teach parenting skills
as well as looks to rebuild the familial bond
between parent and youth. Furthermore, for
children and youth who no longer have a net-
work of people to return to after life on the
streets, the organization attempts to help them
build a network within the local community so
they can eventually achieve an independent
lifestyle of autonomy. Within the community,
ACHNU works to strengthen and build up the
local resources and programs that affect street
youth. These help to strengthen the protective
factors surrounding a youth’s success in society
(Asociación Chilena Pro Naciones Unidas 2014).
Lastly, in November of 2014, ACHNU partnered
with Nokia to implement a program titled
“Conéctate” (“Connect Yourself” in English)
(Nokia 2014). The Conéctate program works
with young people who have limited resources to
help them “find employment and reach their
potential” (Nokia 2014). With this program, in
addition to those directly aimed at improving the
situations of the street youth, ACHNU has the
capacity to reach a large number of street youth
in the Santiago area, while also helping to
develop the local resources and organizations to
give them hope for a better future.

Youth Violence and Delinquency
in Latin America and Chile as Public
Health Problem

According to the 2013 United Nations against
Drug and Crime (UNODC) report, violence lead
the causes of death among persons between 15
and 44 years of age in Latin America, commit-
ting close to 157,000 murders a year, occupying
a sad first place as the most violent region on the
planet. The majority of these deaths occurred in
cities and was the result of interpersonal violence
(not of armed conflicts or guerrilla warfare).
When examining the 2013 homicide rates (most
recently available data for most countries in Latin
America) (amount/number of homicides per
every 100,000 residents), the country with the
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largest rate was Honduras with 84 deaths for
every 100,000 residents, followed by Guatemala
and Venezuela (each 40/100,000), Belize
(45/100,000; 2012 data), and El Salvador
(39.8/100,000). In contrast, Chile reported 3.6
deaths for every 100,000 residents (United
Nations Office on Drugs and Crime 2015
[UNODC]).

According to the Pan-American Health
Organization, a “normal” crime rate varies
between 0 and 5 homicides for every 100,000
residents; a “sensitive” rate would be between 5
and 8 homicides for every 100,000; and an
“epidemic” rate would exceed 8 (Kliksberg
2007). From this perspective, the situation in
Latin America is critical and indicates an epi-
demic problem of homicides and regional crime.
Even though intra-regional variations exist, when
the levels of violence, crime, and rates of homi-
cide are reported, it is possible to confirm that the
violence and crime are important health problems
in Latin America. According to the Regional
Human Development Report 2013–2014 (PNUD
2013), Chile is listed as the country with the
lowest homicide rates in the region and low
levels of victimization by theft. A discussion of
the between-country differences that may explain
these differing rates of violence in general, and
homicides in particular, is beyond the scope of
this chapter.

Social Violence and Social Exclusion
and Its Impact on the Chilean Youth

Although the magnitude of crime and violence
can be estimated by the “rate of homicides,” this
indicator fails to show how violence has been
established in the region and how it is a part of
the everyday life in large urban Latin American
landscapes. The urban growth process and
modernizations performed by governments in
Latin America during the 1980s and 1990s, of
which Chile did not escape, primarily impacted
youth and adolescents (Imbusch et al. 2011),
through underemployment, lack of social net-
work, mistrust, and illegal drug trade (Auyero
et al. 2014). Although those who were

adolescents during those years have grown and
become adults, the impact of that time has
resulted in a generation of marginalized neigh-
borhoods and a legacy of deteriorating living
conditions.

Now, Chile is one of the countries in Latin
America where the problem of violence and
crime are of a lower magnitude: according to
UNODC, Chile is found within the countries of
the region with the lowest homicide rates (3.1 per
100,000) (UNODC 2013). As well, when juve-
nile delinquency is measured in numbers or
arrest for minors versus the total number of
detentions, it does not have disproportionate
quantities; according to data from the District
Attorney’s Office, there were 13,914 detention or
juvenile offender, which represent less than 10 %
of total detentions in the country. Statistics from
2014 show that 49,131 juvenile offenders were
entered in the Attorney General’s Office, fined
under Law 20.084, which reflects a decrease of
5 % when compared to rates of 2013 which were
51,273 (Defensoría Penal Pública 2013, 2014).

When Chile addressed juvenile delinquency
prevention, they have done so by prioritizing
universal prevention strategies (Blanco and
Varela 2011), which have resulted in being less
progressive since less than 1 % of the youth
population under 18 years of age has been in
conflict with the law. On the contrary, studies in
developing countries and in Chile have demon-
strated that juvenile offenders usually come from
families that have experimented socioeconomic
struggles and that live in precarious urban areas
with high-risk factors (Farrington 1997) and thus
strategies focused on prevention could be more
effective in preventing juvenile delinquency.

As previously mentioned, the ratification of the
UNCRC forced the Chilean authorities to revise
the laws concerning infancy, childhood, and
adolescence to reflect a model where the penal
code for youth emphasizes minimum intervention
and maximum social well-being. This aspect
implies that once the youth is arrested, the public
prosecutor presents charges in the Criminal Court
in a specialized room for juvenile offenders.
According to the law, this room should have a
judge, public prosecutor, and defense attorney
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specialized in juvenile crime. Unfortunately, the
caseload has prevented this principle from being
fully implemented and most of the time the
juveniles face regular judges from the Adult
Criminal Court (Santibáñez and Alarcón 2009).
This shortcoming turns more complex when the
youth characteristics are examined, because these
adolescents are affected by several psychosocial
problems. Most juvenile offenders have been
expulsed from school, present with 3–4 years of
school delay, and consume drugs and/or alcohol
(Reyes 2014; Instituto de Sociología 2007; Met-
tifogo and Sepulveda 2005). The most painful
aspect is that 7 out of 10 children, who are in
juvenile prison, have been victims of child abuse
(Reyes 2014). Moreover, the actual juvenile
criminal system, like the adult system, focuses on
the seriousness of the crime and prior records to
apply sanctions, regardless of the psychosocial
needs of the adolescents. Judges from Criminal
Courts do not have a psychosocial team that
provides them with advice about the adequate
sentence for the youth as the judges from Family
Courts have. Sadly, the criminal juvenile justice
system does not consider the youth psychosocial
needs in the sentence.

The same law indicates where the juveniles
must serve their punishment ordered by the
Criminal Court, which can be juvenile detention
centers, centers semi-closed, and probation pro-
grams. The most severe sentence cannot exceed
10-year prison term. In probation modality, there
are regular probation programs, special probation
programs, community service, and alternative
release. SENAME is responsible for the direct
management/administration for only the closed
and semi-closed centers in the country. Youth
who must serve their sentence in a probation
program of an ambulatory nature must do so
under programs run by private nonprofit organi-
zations. These instances are monitored and fun-
ded by SENAME.

When reviewing the technical guidelines
issued by SENAME, its suggested interventions
lack specificity based on the characteristics of the
juvenile delinquent population. For example,
there is no differentiation between a youth who
perpetuates sexual abuse from a youth who gets

arrested shoplifting. Neither do the guidelines
explain the difference between intervening with a
youth with severe psychiatric disorders from one
who does not present with mental health prob-
lems of such magnitude. The intervention for a
youth who has committed a homicide does not
seem to vary much from those for juveniles who
commit other crimes. Attention to sex and gender
issues is also practically nonexisting even though
the circumstances under which male and female
adolescents commit crimes differ (Larrain et al.
2006; Reyes 2014). The lack of specialized
knowledge implies the adoption of a model of
intervention without the technical or scientific
knowledge that supports it. This means that
during the time the law has been implemented it
has relied significantly less on technical expertise
and more on political wills and as such lacks a
long-term vision.

Discussion

SENAME’s division into each legal body has
influenced how in administrative terms issues
that affect childhood and infancy are addressed
which has been through a compartmentalized
vision about the social problems that affect
families. Although children are visualized in a
familial context, the intervention focuses on the
children and adolescents and not the whole
family. A clear example can be seen in the case
of family violence where programs focus on the
partners and not on the child abuse that exists
within the family dynamic. In this context, the
adults are on one side, mainly the women, who
might receive psychosocial support, whereas the
children may or may not receive attention from
specialized programs offered by the SENAME.
This occurs because for children to receive ser-
vices, an order from Family Court is needed.
Furthermore, while the victims may receive ser-
vices from these programs, programs tailored to
perpetrators are practically nonexistent. And
while experts on family violence state that
domestic violence is a relationship problem that
affects each and every family member, public
policy responds by offering care that is split
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among family members rather than comprehen-
sive holistic care for the whole family.

SENAME’s compartmentalization has resul-
ted in lack of communication among its entities
with a corresponding gap in knowledge and in
interventions to prevent at-risk youth from
engaging in risky behaviors. The absence of
dialogue within the same service is even worse
when it comes to communicating with other
governmental entities.

Unfortunately, the country has undertaken a
palliative approach toward addressing problems
children experience. Families are clearly alone in
the educational process and upbringing of their
children, and feel strongly criticized by public
authorities when they seek help. This is not the
best approach to take when the complexity of
juvenile delinquency and youth homeless require
that agents/workers from different entities, the
public and private systems, collaborate to suc-
cessfully reduce violence and help families with
the social reintegration of the adolescent.

Only in 2014 did SENAME obtain funding to
provide specialized training to vocational per-
sonnel yet there still is a lack of appropriate
infrastructure that would allow the adequate
implementation of programs as required by law.
Sadly, 4 of each 10 juveniles that completed their
sentence in closed centers, semi-closed centers,
and probation programs received a new penalty
by the justice department within the 12 months
of their graduation (Espinoza et al. 2012).

Conclusion

The UNCRC produced profound legislative
changes in Chile, which overtime has contributed
to deep changes in public policy for children and
adolescents. However, as we show in this chap-
ter, despite these changes, many social problems
affecting Chilean children and their families
remain to be properly addressed. In the Chilean
culture, it is expected that families are able to
solve their own problems resulting in circum-
stances where the most vulnerable social groups
are overstressed with the demands of caring for
their children while also facing considerable

economic challenges. Today, Law No. 20.084
(juvenile offenders) and Law No. 16.618 (child
rights protection) are under review. We expect
legal modifications will include the biopsy-
chosocial approaches to understand the com-
plexity of the youth behavior to guide their social
reintegration.
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23Adolescent Issues in India: Toward
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Introduction

India has the largest population of adolescents in
the world. Worldwide, of the 1.2 billion adoles-
cents, who are 10–19 years of age, 243 million,
roughly 20 %, live in India. The population of
India is very young with about one-fifth in the
age group of 10–19 years. About 200 million in
2000 were in the adolescent age group of 15–
19 years. The adolescent population is growing
rapidly and is expected to stabilize at a peak level
of 215 million in 2020.

In 2000, Hindus accounted for about 80 %,
Muslims about 13 %, Christians approximately
2 %, and the rest accounted for religions such as
Buddhism, Jainism, and Sikhism. As the majority
of the population is Hindu, the social context of
the problems experienced by a majority of ado-
lescents in India is deeply influenced by the cul-
tural and religious practices among the Hindus.

Becoming an Adolescent in India:
The Sociocultural Context

In India, the period of adolescence has not been
precisely determined. In spite of legal definitions
of adolescence, which state a precise age interval,
the demarcation between childhood and adoles-
cence remains culturally undefined. Adulthood is
preceded by a prolonged period of childhood.
Childhood is idealized as a playful, carefree stage
of development. Ancient Indian texts such as the
Ramayana and Mahabharata, for example, por-
tray the epic heroes as being childish, yet cog-
nizant of Dharma, being able to distinguish right
from wrong. Folklore on Lord Krishna narrates
in great detail the mischievous nature of the child
in the presence of forgiving mothers and female
adults. However, on occasions when the com-
munity is threatened, the child Lord Krishna rises
to save the community from the effects of evil so
that ‘righteousness’ may prevail.

In the Ramayana, there is an extensive section
titled the ‘Balkhand,’ which describes Rama’s
childhood. It describes Rama, as being obedient
and respectful toward his parents and teachers,
and that there is very little sibling rivalry. As
Rama grew, he spent much of his time under the
tutelage of great teachers. Apart from the refer-
ences in Indian epics to the period of adolescence,
unfortunately there are very few folk narratives
that describe in detail an ideal adolescence. In
particular, for young girls the brief period of
transition to adulthood marked by the onset of
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‘menarche’ was seen as a time of learning and
preparation for marriage and motherhood. In the
great Indian legal text ‘Laws of Manu,’ a young
girl is supposed to obey her father. In the social
control of adolescent sexuality, both mother and
father took active roles.

Against the backdrop of an ideal adolescent
stage indicated above, Indian children grow up in
a collectivistically oriented culture and are also
socialized by members of the extended family
(Kakar 1981). When they are infants at home,
older children may spend a considerable amount
of time caring for them (Nuckolls 1993). Age also
plays a crucial role. Older members have more
authority within the family than do younger ones.
Because of a collective orientation, the magnitude
of sibling rivalry among children appears to be
low (Beals and Eason 1993). Several factors such
as the collective orientation, involvement of the
extended family in familial affairs, and age gra-
dation in authority with respect to socialization,
facilitate an environment for strict disciplining of
children. Almost all adult family members,
especially female adults, are involved in the
supervision and socialization of children.

Male children especially are often disciplined
using corporal and other forms of harsh punish-
ment. Nagging, swearing, and scolding are very
commonly used (Ross 1961). Reward and pun-
ishment strategies are less frequently used than
physical punishment. The style of parenting is
therefore mostly authoritarian (Saraswathi and
Datta 1990). Throughout the course of social-
ization, children are often told the distinction
between right and wrong behaviors. Subse-
quently, as children reach adulthood, they
develop a strong sense of righteous duty, super-
vised, enforced, and maintained by a network of
extended family. Topics related to sexual devel-
opment are never raised. Children are socialized
to regard sexual thought as unnatural and that it
should be avoided as much as possible. Strict
socialization with regard to sex is imposed more
on girls than on boys.

Sexual restraint and virginity are believed to
be important for entry into marriage. With the
decline in the number of child marriages, the
period between age at menarche and marriage is

one of strict control and supervision in order to
restrict the possibilities of sexual contact. Even in
urban areas the likelihood of premarital sexual
contact is limited. Thus, it appears that premarital
adolescent sexual activity is less of a problem in
India than it is in other countries. In India, per-
haps less than 10 % of adolescent pregnancies
occur outside of marriage. Because of social
control and lack of social interaction between the
sexes, the incidence of premarital sex appears to
be negligible. When a girl becomes pregnant out
of wedlock, she is often ridiculed and ostracized
(Pal et al. 1997). A social survey conducted by the
Osmania University School of Education found
that the average age at the start of menstruation
was 13.1 years. This is based on responses from
only 43 of the 50 respondents. They found very
little evidence of premarital sexual activity.
However, the extent of supervision and social
control over sexually mature children is likely to
diminish with low socioeconomic status.

Low socioeconomic status is more likely to
contribute to decreasing control over child
socialization in urban areas than in rural areas.
Issues of parental control over sexual socializa-
tion of female adolescents are compounded by
changes in the age at marriage. Early marriage
and motherhood considerably increases the like-
lihood of several health and economic risks that
adolescents face in both the short and long terms.
In the next section, we examine selected social
problems faced by adolescents in India.

Adolescents: Selected Social
Disadvantages

Perhaps one of the most conspicuous social
problems facing adolescents in India today is
early marriage and parenthood. Until the middle
of the last century, the Hindu practice of child
marriage was very common. Marriages some-
times occur, even today, among toddlers. The
cultural reasons for early marriage range from
concerns about chastity and social stigma related
to unwed motherhood (Pati 2004). Honor killings
for violation of the norm still prevail in some
parts of the country.
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The average age at marriage for females
increased from 16.1 in 1961 to 19.7 in 1998–
1999 (Desai and Andrist 2010). On the one hand,
an increase in age at marriage is accompanied by
an increase in the time interval between age at
menarche and age at marriage. With the increase
in this duration over the past 50 years, parental
responsibilities for supervision and sexual
socialization have also increased. On the other,
even at the current age at marriage (nearly 20) for
most young Indian women, the transition to
motherhood takes place in their teens (Seiter and
Nelson 2011). In the state of Assam, one-third of
all girls below the legal age of 18 years for
marriage are married. The birth rate among
adolescent girls at 45 per 1000 is contributing
significantly to the current high birth rate in
India. Adolescent birth rates vary between rural
verses urban and between the poor and the rich
wealth quintile populations (IIPS 2007). The
richest 20 % of the population when compared to
the poorest 20 % is more likely to have skilled
attendants at birth (UNICEF 2012).

Anemia Among Adolescent Girls

Adolescent girls suffer from a high incidence of
malnutrition. Girls are more at risk of anemia
than boys. Kalaivani (2009) reported that nearly
76 % of adolescent girls in India suffer from mild
to severe bouts of anemia. As expected, the
incidence of anemia is significantly higher
among the lower social strata than the rest. Pre-
malatha et al. (2012) found that female students
from nuclear families with poorly educated
mothers had significantly higher risk of anemia
compared with other groups.

HIV/AIDS Among Adolescents

India is among the 12 high-burden countries like
South Africa, Nigeria, and Tanzania that are home
to the 2.1 million adolescents living with HIV in
2012 (Mothi et al. 2012). AIDS-related deaths
among adolescents between the ages of 10 and 19
increased by 50 % between 2005 and 2012, rising

from 71,000 to 110,000. A large proportion of the
adolescents were unaware that they were infected.
Investments to the tune of $5.5 billion (USD) will
be required to prevent an additional 2 million
adolescents, particularly girls, from becoming
infected by 2020. Of the total of 2 million
adolescents at risk, 1.2 million are females.

Mental Health and Adolescents

Adolescents in India are more prone to mental
health diseases than adolescents from developed
countries. Reddy et al. (2012) found that
10.36 % of the participants studied were likely to
suffer some degree of a mental health illness. In
particular, a high proportion of school-going
boys compared with girls in urban areas suffer
from mental health morbidity (Dhuria et al.
2008). Several studies in India have reported
similar findings (Bhola and Kapur 2003; Mal-
hotra et al. 2002; Saraswathi 1999) and have
come to the conclusion that social and health
risks facing adolescents in India are both gender
and class based. There appears to be greater
continuity in the transition from child to adult
roles among girls compared to boys, and in the
lower class when compared with those from the
upper classes (Saraswathi 1999).

Even though there was an overall increase in
adolescent literacy levels during 2000–2011
intercensal period, there was little change in the
relative girl disadvantage in terms of literacy
(Census of India 2011). A large proportion of
adolescent girls face double jeopardy stemming
from disadvantages associated with both gender
and socioeconomic class. This phenomenon is
clearly marked among adolescent girls from
scheduled castes and scheduled tribes of India
(UNDP 2000). There is also significant regional
variation in adolescent literacy levels. In the state
of Kerala, almost 100 % of adolescents are liter-
ate. At the other end of the spectrum, there are
several states such as Bihar, where only half the
number of adolescents are in school (Chudgar
2009; Govinda and Bandopadhyay 2008). In
addition, there is an urban and rural divide as
well. In the urban region, there is a 10 %
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difference in literacy between male and female
adolescents with the difference almost doubling
in the rural regions (Census of India 2011).

Mitigating Disadvantages: A Rights
Perspective

Mental and physical health problems along with
educational needs facing the adolescents today
are among the most serious obstacles against
building capacities for a satisfying life. In the
presence of overwhelming empirical evidence of
adolescent disadvantages, governmental pro-
grams and policies should form the first line of
defense in preserving adolescent health and dig-
nity (Chitnis 2005). The governmental response
to the welfare of adolescents may be grouped
under three categories: (1) laws and regulations
enacted, (2) government-sponsored programs,
and (3) youth policies. We describe six laws in
the following section followed by a description
of selected youth policies and
government-sponsored programs.

The Young Persons (Harmful
Publications) Act, 1956

(http://education.dewsoftoverseas.com/vakilno4/
youngpersonsact/introduction.htm)

The objective of the act is to prevent the
production and circulation of publications con-
taining stories that glorify crime, violence, and
vice. The Young Persons (Harmful Publications)
Bill was passed by both Houses of Parliament
and received the assent of the President on
December 28, 1956.

The Child Labour (Prohibition &
Regulation) Act, 1986

(http://www.whatishumanresource.com/the-
child-labour-prohibition–regulation-act-1986)

By virtue of this act, employing a person who
is under the age of 14 is illegal. Children should
not be allowed to work in any occupations or

workshops mentioned in parts A & B of the
schedule, which contains almost all occupations.
The Child Labour (Prohibition & Regulation)
Act 1986 empowers police to arrest persons
employing children and present them before
honorable courts. Except in occupations and
workshops mentioned in parts A & B of the
schedule, children are allowed to work. Children
are not permitted to work overtime between 7 p.
m. and 8 a.m. Every employed child is allowed
to have a holiday once a week for a whole day.
Every employer of a child should inform the
inspector, appointed by the government, within
30 days from date of employment of child.

The Child Marriage Restraint Act, 1929

(http://wcd.nic.in/cmr1929.htm)
The objective of the act was to eradicate child

marriage. The act extends to the whole of India
except the State of Jammu and Kashmir, and it
applies also to all citizens of India within and
beyond India. The penal provisions do not
invalidate the act of marriage. Punishment for
child marriage is imprisonment, which may
extend to 15 days, with or without a fine. In
addition, those who perform or direct child
marriage are liable. They face fines and 3 months
of imprisonment.

Persons with Disabilities Act, 1995

(http://www.childlineindia.org.in/Persons-with-
Disabilities-Act-1995.htm)

On January 1, 1996, the Government of India
passed the Persons with Disabilities (Equal
Opportunities, Protection of Rights and Full
Participation) Act 1995. In this act, disability is
defined as blindness, low vision, leprosy-cured,
hearing impairment, locomotor disability, mental
retardation, and mental illness. The act calls for
the government to take necessary steps to ensure
the prevention of disabilities. In accordance with
this agenda, the government must screen all
children at least once a year to determine risk
factors that lead to disability and attempt to
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protect the child from such factors. It is also
necessary for the state to take measures to reduce
risks to prenatal and postnatal mothers and
children.

Children with disabilities are to be provided
free education by the appropriate government.
The government must take steps to integrate
children with disabilities into regular schools, but
also make space for special schools that cater
expressly to the needs of these children. In
addition to the basic education schools, govern-
ments are also required to develop nonformal
education programs for disabled children that
help attain literacy, rejoin school, impart voca-
tional training, and provide them with free books
and educational material. Teachers need to be
specially trained to educate and see to the chil-
dren’s needs. The government must also set up
schemes that provide children with disabilities
grants and scholarships and also provide funds
for making buildings disabled friendly. Educa-
tional institutions are also required to provide
students with visual disabilities and challenges
aides who can take notes for them.

The government is also responsible for mak-
ing the general environment nondiscriminatory
toward people with disabilities by adapting and
adding to railways, buses, road signals pavement
slopes, warning signals, building ramps, Braille
signs, auditory signals, etc. The act also provides
for nondiscrimination of people with disabilities
in employment that can be taken up by them, in
government and nongovernment offices. Institu-
tions that aid people with disabilities are required
to be registered by the government, and the
government is also required to set up a number of
institutions to cater to the needs of people with
severe disabilities.

The Medical Termination of Pregnancy
Act, 1971

(http://tcw.nic.in/Acts/MTP-Act-1971.pdf)
The Indian Parliament passed the MTP Act on

August 10, 1971, legalizing abortion all over
India, except the State of Jammu and Kashmir,

which adopted the act in 1980 (WHO 2003). The
act stipulates the conditions under which a
woman may seek abortion. The act also specifies
who is qualified to perform the procedure. The
nature of the place where the abortion is per-
formed is also specified by the act. Abortion may
be performed in a hospital that is established or
maintained by Government, or a place for the
time being approved for the purpose of this Act
by Government.

According to the act, a woman can terminate
an unwanted pregnancy if conception is the result
of contraceptive failure or rape and, in some
cases, if it proves to be a threat to the woman’s
life or on eugenic grounds, as when there is a risk
that the child, if born, would suffer from defor-
mity or disease. A woman can legally undergo an
abortion up to twelve weeks of pregnancy;
however, a second doctor’s opinion is required if
the woman is between twelve and twenty weeks
of pregnancy. The law also stipulates the criteria
and procedures for approval of an abortion
facility, procedures for consent, keeping of
records and reports, and ensuring confidentiality.

Pre-Conception and Pre-Natal
Diagnostic Techniques Act, 1994

(http://radiopaedia.org/articles/preconception-
and-prenatal-diagnostic-techniques-act)

Pre-Conception and Pre-Natal Diagnostic
Techniques (prohibition of sex selection) Act
(PCPNDT) is a statute enacted to stop female
feticide, which had resulted in declining female
sex ratio in India. As per the Census of India
2011, the adult sex ratio in India is 943 females
per 1000 males and the child sex ratio is 919
females per 1000 males. The act enforces abso-
lute prohibition of sex determination/selection.
The act specifies that no communication can be
made about the sex of the fetus in any manner
and that the procedure, if permitted, must be
conducted by qualified persons only. Every
center/institute conducting these tests must be
registered under the act. Before conducting the
test, appropriate forms must be completed.
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All records (including referral slips) must be
maintained. Every center/institute must display a
notice delineating that sex determination/
selection is prohibited under law.

Juvenile Justice Act, 2006

(http://www.legalservicesindia.com/article/article/
salient-features-of-juvenile-justice-act-2006-1449-
1.html)

The Union Parliament, providing a uniform
law on juvenile justice for the entire country,
passed the first central legislation on Juvenile
Justice in 1986. The Juvenile Justice Act was
passed to provide care, protection, treatment,
development, and rehabilitation of neglected or
delinquent juveniles and for the settlement of
certain matters related to the disposition of
delinquent juveniles. The Act is basically drawn
from all the national and international standards
pertaining to children wherein a strong impetus is
given to the fulfillment and protection of the
child’s rights. Emphasis is also laid on reinte-
gration of the child into the family system to
ensure proper care and protection from all kinds
of exploitative situations. The Juvenile Justice
Act 1986 was repealed and the Juvenile Justice
(Care and Protection of Children) Act 2000 was
passed, taking into consideration all the Interna-
tional standards prescribed as per the Convention
on the Rights of the Child, the Standard Mini-
mum Rules for the Administration of Juvenile
Justice, 1985 (Beijing Rules). The UN Guideli-
nes for the Prevention of Juvenile Delinquency
called the Riyadh Guidelines, 1990, and the
United Nations Rules for the Protection of
Juveniles Deprived of their Liberty (1990). The
innovation the law makes with respect to chil-
dren in need of care and protection is the con-
ceptualization and restoration of the child as
being the focal point, with restoration being
conceptualized as restoration to parents, adopted
parents, or foster parents (Sec39). The law out-
lines four options for the restoration for children
in children’s homes and special homes, which

include adoption, foster care, sponsorship, and
aftercare.

Immoral Traffic Prevention Act, 1986

(http://www.childlineindia.org.in/Immoral-
Traffic-Prevention-Act-1986.htm)

In 1950, the Government of India ratified the
International Convention for the Suppression of
Immoral Traffic in Persons and the Exploitation
of the Prostitution of others. In 1956, India pas-
sed the Suppression of Immoral Traffic in
Women and Girls Act, 1956 (SITA). The act was
further amended and changed in 1986, resulting
in the Immoral Traffic Prevention Act also
known as PITA. The PITA addresses trafficking
only in relation to prostitution and not in relation
to other purposes of trafficking such as domestic
work. The first section of the act has provisions
that outline the illegality of prostitution and the
punishment for owning a brothel or a similar
establishment, or for living off earnings of pros-
titution as is in the case of a pimp. Section five of
the act states that if a person procures, induces, or
takes a child for the purpose of prostitution, the
prison sentence is a minimum of 7 years but can
be extended to life. To ensure that the people in
the chain of trafficking are also held responsible,
the act has a provision that states that any person
involved in the recruiting, transporting, transfer-
ring, harboring, or receiving of persons for the
purpose of prostitution is guilty of trafficking. In
addition, any person attempting to commit traf-
ficking or found in the brothel or visiting the
brothel is punishable under this law.

If a person is found with a child in a brothel, it
is assumed that he is detaining the child there for
the purpose of sexual intercourse. Hence, the
person can be punished by a prison term of
7 years up to life imprisonment, or a term that
may be as long as 10 years along with fines. If a
child is found in a brothel, and after a medical
examination, it is determined that the child was
sexually abused, it is assumed that the child was
held for the purpose of prostitution.
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Selected Aspects of the National Youth
Policy, 2003

(http://www.youth-policy.com/Policies/India
NATIONALYOUTHPOLICY2003.pdf)

The National Youth Policy, 2003, reiterates
the commitment of the entire nation to the com-
posite and all-round development of Indian chil-
dren. It seeks to establish an all-India perspective
to fulfill the youths’ legitimate aspirations so that
they have the capacity to successfully accomplish
the challenging tasks of national reconstruction
and social changes that lie ahead.

The first National Youth Policy was formu-
lated in 1988. The second, a revised National
Youth Policy, was passed in 2003. This Policy
covers all the youth in the country in the age
group of 13–35 years. It is acknowledged that
since all the persons within this age group are
unlikely to be one homogenous group, but rather
a conglomeration of subgroups with differing
social roles and requirements, this age group may,
therefore, be divided into two broad subgroups,
viz., 13–19 years and 20–35 years. Youth
belonging to the age group of 13–19 years, which
is a major part of the adolescent age group, will be
regarded as a separate constituency.

Objectives of the National Youth
Policy

The objectives of the National Youth Policy are
to instill in the youth, at large, an abiding
awareness of, and adherence to, the secular
principles and values enshrined in the Constitu-
tion of India:

• To instill unswerving commitment to patrio-
tism, national security, national integration,
nonviolence, and social justice;

• To develop qualities of citizenship and dedi-
cation to community service among all sec-
tions of the youth;

• To promote awareness in the fields of Indian
history and heritage, arts, and culture;

• To provide the youth with proper educational
and training opportunities;

• To facilitate access to information in respect
of employment opportunities and to other
services, including entrepreneurial guidance
and financial credit;

• To facilitate access, for all sections of the
youth, to health information and services to
promote a social environment which strongly
inhibits the use of drugs and other forms of
substance abuse, and wards off disease (like
HIV/AIDS);

• To ensure measures for de-addiction and
mainstreaming of the affected persons; and
enhance the availability of sports and recre-
ational facilities as constructive outlets for the
abundant energy of the youth;

• To sustain and reinforce the spirit of volun-
teerism in order to build up individual char-
acter and generate a sense of commitment to
the goals of developmental programs;

• To create an international perspective and to
involve them in promoting peace and under-
standing; and the establishment of a just global
economic order; to develop youth leadership in
various socioeconomic and cultural spheres;

• To encourage the involvement of
non-governmental organizations, co-operatives,
and non-formal groups of young people;

• To promote a major participatory role in the
protection and preservation of nature,
including natural resources;

• To channel their abundant energies in com-
munity service so as to improve the environ-
ment and foster a scientific, inquisitive
reasoning, and rational attitude in the younger
generation; and,

• To encourage them to undertake such travel
excursions as would better acquaint them
with cultural harmony, amidst the diversity,
in India, and overseas.

The government agencies that look after the
interests of youth including adolescents in India
is ‘The Ministry of Youth Affairs and Sports,’
which was formed by reorganizing and enlarging
the Department of Sports established in 1982.
The Ministry sponsors a number of youth
programs though several Ministry-affiliated
organizations such as the Nehru Yuva Kendra
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Sangathan (Nehru Center for Youth—NYKS).
None of the youth programs are specifically tar-
geted at adolescents as a category.

NYKS provides health education, trains
young men and women for jobs, holds camps to
promote national integration, runs campaigns to
sensitize the youth on environmental issues, and
organizes the annual National Youth Festival.
NYKS often partners with international agencies
such as the UN or other ministries to cater to
more than 4,200,000 members of some 125,000
village youth clubs in 501 districts.

The National Service Scheme (NSS) focuses on
the personal development of college and university
students through community service. When it was
launched in 1969, the birth centenary of Mahatma
Gandhi, the scheme covered 40,000 students in 37
universities. Now it has more than 3.2 million
student volunteers. Students attend camps on vari-
ous themes, such as environment, personal health
and hygiene, and literacy campaigns, and are
required to contribute 120 h for NSS-related
activities over a period of two years to be eligible
for a certificate. Over the years, volunteers have
been involved in providing relief to those affected
by natural disaster, polio immunization programs,
deforestation, and other calamities.

The Ministry manages about 70 youth hostels
in India. They have been built in places of his-
torical and cultural significance and heavy tourist
spots. In the financial year 2011–2012, nearly
$192,000 (USD) was released for the renovation
of 21 of these hostels.

In southern India, the Ministry established the
Rajiv Gandhi National Institute of Youth
Development. The institute engaged in both
training and launching a variety of youth pro-
grams. The institute’s programs are: Training
Orientation and Extension; Research, Evaluation
and Documentation/Dissemination; Panchayati
Raj and Youth Affairs; International Centre for
Excellence in Youth Development; Social Har-
mony and National Unity; Adolescent Health and
Development; and Gender Studies.

In spite of the programmatic and policy efforts
by the Ministry of Youth Affairs and Sports, there
has been very little effort to evaluate the effec-
tiveness of their programs at the grass root levels.

There appears to be a lack of perspective with
respect to the overall goals of youth development;
unified vision is needed: one, which would inte-
grate various age groups involved, including the
adolescents. In the light of this, we offer a per-
spective for understanding youth development
with implications for culturally sensitive strategies
aimed at adolescent welfare in India.

Adolescent Health and Welfare:
A Rights Perspective

A cursory evaluation of programs, policies, and
laws that look after the well-being of adoles-
cences in India suggests that there is a lack of
appreciation for the vulnerabilities that are suf-
fered by adolescents as a category. In most
instances, adolescents are grouped in with other
older youth groups with whom adolescents share
very little in terms of their status, accessibility to
resources, and ranking on social and economic
indicators of well-being. We argue that adoles-
cents have to be better defined, targeted, and
catered to as a group.

A rights approach is particularly useful when
dealing with vulnerable groups as it calls for a
rich understanding of the nature of their vulner-
abilities. Rights may be conceptualized as
undeniable guarantees that are accorded to a
group of people in an effort to improve their
capacity to achieve goals and objectives of their
choosing while minimally interfering with the
rights of others. Rights are interdependent, indi-
visible, equal, and nondiscriminatory. There has
been some level of understanding of the impor-
tance of the rights approach in catering to the
well-being of the youth in India. This is espe-
cially the case in terms of acknowledgement that
education is a right.

The Right to Education bill was passed by the
Indian legislature on July 2, 2009. The law came
into effect except in the State of Jammu and
Kashmir on April 1, 2010. All children now
enjoy the right to free and compulsory elemen-
tary education in a school located in their
neighborhood. The government is obliged to
ensure that every child between 6 and 14 years of
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age receives free elementary education. In doing
so, the government is responsible for ensuring
compulsory admission, attendance, and comple-
tion. The law specifies the role of the local
government, local authority, and parents in pro-
viding free and compulsory education, and the
sharing of financial and other responsibilities
between the central and state governments. The
Education bill also specifies and lays down pro-
cedural and infrastructural norms such as pupil–
teacher ratios, buildings and infrastructure, and
school-working days.

Right to health and adequate nutrition is
another facet of adolescent life, which needs
immediate attention. As mentioned elsewhere,
nearly 70 % of adolescent girls in India suffer
from mild to severe bouts of anemia. In addition,
the incidence of anemia remains significantly
higher among the lower social strata than among
the rest. Attributes such as health and education
are interrelated with several other capacities
needed to achieve individual-level objectives and
goals. Subsequently there needs to be a concep-
tual development with respect to improving
choices within the context of rights that are
needed to safeguard adolescent well-being.

Bourdieu (1990) offers a theoretical frame,
which offers a holistic view of the utility of rights
within the socioeconomic and cultural context of
engagement with populations such as adoles-
cents. His is a broad approach to rights, which
addresses aspects of adolescent’s social status, a
key to power required to acquire resources.

Bourdieu (1990) presents three interrelated
concepts useful for the analysis of the social
world. The first of this concept is ‘Habitus.’ The
concept of Habitus incorporates the notion that
several aspects of social life cannot be explained
by examining individual levels of actions. He
proposes that social life at any given moment is a
product of a shared past, however small or long it
may be, of history, traditions, and customs. Much
of social action is therefore an outcome of
information gained through imitation and itera-
tive learning and performed almost uncon-
sciously. In the case of Indian adolescents, their
vulnerabilities stem from the inferior status
accorded to them through cultural socialization

processes, as well as what they learn in peer
group settings.

The second Bourdiean concept is ‘Capital.’
Though the Bourdiean concept of capital
includes ‘economic capital,’ the emphasis is on
culture and symbolic capital. Capital is directly
related to the amount of power individuals have
to engage in exchanges that improve their social
status within the group. Bourdieu’s concept of
cultural capital includes symbolic elements such
as tastes, clothing, mannerisms, and credentials.
These symbolic elements provide cues with
respect to the relative power individuals enjoy
while fueling social inequality. In the case of
adolescents, from the Bourdiean perspective, it is
necessary to take account of the cultural com-
position of adolescent groups in order to effec-
tively facilitate their enjoyments of adolescent
rights. For example, in the Indian context, the
Right to Education Act was challenged.

In 2014, the court ruled thatminority schools are
not required to provide free and compulsory ele-
mentary education to children who were not
members of the minority community, which had
established the school. The rationale behind this
exemption is that such a requirement would inter-
fere with the right of minorities guaranteed by the
constitution because of their cultural backwardness
and disadvantages stemming from discrimination
and marginalization. The implementation and
protection of rights need to be informed by the
cultural rights of adolescents as a group.

The third concept of ‘field’ refers to a number
of macro-level and social structural aspects that
influence activities of social life. It includes a
number of structures, authorities, and institu-
tions, which relate to actions individuals engage
in to achieve desired goals and objectives. The
field at any instance is a set of dynamic interre-
lationships influenced by actions of individuals,
as well as the reactions of existing structures. The
structures are thus influenced by individual
actions. For Bourdieu, knowledge of the field is
essential for determining the direction of the field
prior to action. In building capacity among ado-
lescents, Bourdiean theory suggests that adoles-
cents will be influenced by organizational,
environmental, media, and social structural
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factors and therefore the call for an assessment of
the context prior to introducing laws is in support
of adolescent rights.

Even though all three of the Bourdiean con-
cepts are important for identifying interventions
for building capacities among adolescents in
India, the concept of ‘Habitus’ is immensely
useful for getting acquainted with ‘adolescents’
as client. Adolescent groups in India hail from
different cultural settings. In the rural setting,
these groups are likely to be homogeneous. This
homogeneity is crafted and obtained through a
number of caste-related rules and village-level
norms regarding social distances among groups.
These norms include or exclude people in public
spaces while also defining the intensity and
extent of contact among various groups. Children
learn local rules and norms and internalize them
to the extent that goal-directed acts are effort-
lessly performed (Oettingen et al. 2000). Acts are
repeated when they are followed by positive
rewards in a variety of situations, and when these
rewarding situations present themselves, acts are
repeated and performed effortlessly. Thus, the
learning of a set of rules and norms and acquiring
knowledge of a number of social situations elicit
reactions and behaviors that are performed
almost unconsciously. They are adolescent
habits, much of which may be shared when
adolescents are socialized under similar rules and
norms of social and economic institutions, which
constrain access to various types of social and
economic capital.

Social interventions usually involve changes,
which call for modification of the ‘Habitus.’
Habits are goal oriented though they manifest in
actions that appear effortless. When
individual-level goals and objective change,
‘habitus’ is likely to change as well (Bourdieu
1977). It is also likely to change when adoles-
cents are located in a different socioeconomic
context. An intimate knowledge of the ‘habitus’
informs us a great deal about the ‘taken for
granted actions’ and associated reward systems.
One consequence of this approach is that pro-
grams and activities for ‘planned change’ should
relate to adolescent’s ‘taken for granted actions’
and extend their current goals and objectives by

improving realistic choices available in the
direction of planned change. This may not be
achieved in culturally insensitive social contexts,
which call for abrupt change in the ‘habitus.’
Several examples of this approach exist in the
literature on family planning for adolescents.
This approach has been used for improving
contraceptive use among adolescents through
peer group education. Access to birth control
methods is made available under the supportive
guidance of peers from the field. Current pro-
grams sponsored by the Ministry of Youth
Affairs and Sports target large heterogeneous
groups of adolescents across cultural boundaries.
A Bourdiean perspective calls for the reevalua-
tion of this approach.

Conclusion

This chapter has attempted to discuss the status
of adolescents in India from a social rights per-
spective. Nearly 22 % of the Indian population is
in the age range of 10–20 years, constituting a
very large segment of the Indian population.
Though adolescents remain a very strong social
category, they have not received their due
attention from governmental agencies. Much of
the discussion in the governmental literature on
adolescents focuses on the youth including ado-
lescents. However, the failure to clearly recog-
nize adolescents and young adults as separate
social categories results in poor identification of
social problems confronting young people as a
whole. From a socioeconomic perspective,
problems of adolescence are different from those
of young adults (Dasen 2000). Adolescents are in
a state of transition often with uncertain access to
resources. In comparison, young adults enjoy
economic power as a large proportion of them
are employed in either the formal or informal
sectors of the Indian economy. They command a
great deal of social and economic independence.

The efforts of theMinistry of Youth Affairs and
Sports lack not only a clear focus on adolescent
issues, but also the widespread coverage (spatial)
needed to help young adolescents to successfully
transition into adulthood. The current programs
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assume a great deal of independence among
socioeconomic problems confronting the youth.
Insufficient recognition of the interrelationship
between problems leads to wastage of valuable
resources and also duplication of efforts.

From a rights perspective, in this chapter, we
have focused on a few selected adolescent issues
and have attempted to document the level of
response to them by the government, a major
agency with resources. A rights approach toward
mitigating selected problems calls for precise
identification of the subpopulation whose interest
is being targeted. Second, the interventions are
necessary to enable a targeted population to
access resources and acquire capacities necessary
for achieving desired goals and objectives. In this
paper, we have attempted to apply a Bourdiean
perspective useful for identifying subpopulations
and identifying strategies of intervention.

In this end, adolescents are our hope for the
future. Addressing adolescent problems is
essential to sustainable development. Developing
and identifying suitable perspectives to address
adolescent issues should remain an important
concern for researchers as well as policy makers
in India.
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24Pairing Children with Health
Services: The Changing Role
of School Health Services
in the Twenty-first Century

Valentina Baltag and Elizabeth Saewyc

Introduction

School is perhaps the only institution that reaches
the majority of adolescents almost every day.
Therefore, school health services are particularly
well placed to reach the majority of adolescents
with preventive interventions. In 2012, the global
average of primary gross school enrollment ratio
was 108.4 %, and secondary gross school enroll-
ment ratio was 73 % (World Bank 2012). Impor-
tantly, in many countries the trends for both
indicators are positive.

There are many reasons why school health ser-
vices are well placed to contribute to adolescent
health and development. First, they operate where
most young people are, and they have access to
families. They overcome barriers such as transport
issues, limited community services, and inconve-
nient location or appointment systems, and can also

act on the multiple determinants of health, including
public health interventions, and environmental
change strategies (Clayton et al. 2010). Second,
they are free at the point of use; they appear to have
cost benefits in terms of adolescent health and
society as a whole, by reducing health disparities
and attendance at secondary care facilities
(Mason-Jones et al. 2012). Third, they are highly
valued by students, parents, and communities. They
also can provide a comprehensive and
non-stigmatizing health service and can provide
links between schools and communities
(Mason-Jones et al. 2012; National Research
Council and Institute of Medicine 2009). Fourth,
school health services provide basic health care to
the underserved, low-income, and high-risk popu-
lations for which they often constitute the sole
source of care (National Research Council and
Institute of Medicine). When school nurses are
removed, referrals for children from ethnic minori-
ties and for conditions that require early identifica-
tion such as speech problems quickly dry up (Caan
2009). Fifth, they demonstrate the capacity to
address the critical needs of the adolescents they
serve; a wide range of essential health services are
usually provided to meet the physical, mental, and
social needs of adolescents (National Research
Council and Institute of Medicine 2009). Moreover,
there is evidence to suggest that broad-based,
holistic service models of school-based health care
offer the strongest basis for protecting young peo-
ple’s privacy and confidentiality, countering
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perceived stigmatization when, for example, a nar-
row range of sexual and reproductive health or
mental health services are present (Owen et al.
2010).

For these reasons, school health services con-
stitute a common way of organizing services for
adolescents in educational institutions. They exist
in some form in at least 102 countries and terri-
tories, in the majority of cases as a form of routine
service provision (Baltag et al. 2015). However,
among the scientific and political advances that
the adolescent health agenda witnessed during the
last few years (Independent Expert Review Group
2013; Interagency Youth Working Group 2011;
Patton et al. 2014; UNFPA 2012; UNICEF 2011;
Williamson 2013), the role of school health ser-
vices has not been adequately addressed.

There is little reflection in the literature and in
the global health policy discourse on how best
school health services can contribute to adoles-
cent health and the development of priorities. In
addition, lack of knowledge regarding SHS
practices and the variability of SHS organization
in different countries inhibits cross-country
experience sharing, identification of best prac-
tices, and critical reflections on practices in use
(Baltag et al. 2015). This chapter aims to fill the
gap and provide decision makers, researchers,
and other stakeholders with a basis for reflection
on how the role of SHS can address health and
developmental priorities of adolescents.

Historical Perspective and Changing
Paradigm

Since its inception, school health services mir-
rored events and developments in society. The
section below makes an attempt, in a very
schematic way, to describe the development and
main phases of school health services.

School Medical Police

School health services were born at the end of the
nineteenth century out of concerns over poor

sanitary conditions in schools and to promote
infection control (see Table 24.1). Medical
inspections of children to detect unhealthy or
diseased children and medical inspections of
buildings were the focus. School health services
were acting like “medical police,” and the strat-
egy to control epidemics was simple—excluding
sick children from school or closed the school
(de Knecht-van 1994).

Public Health Nursing

Influenced by the ideas of the Enlightenment
about engineering a better human society
through education, health, and social welfare,
the attention of medical officers shifted to the
improvement of the school environment beyond
epidemic control (de Knecht-van 1994). For
example, the Pedagogic Hygiene Congress held
in Mexico City in 1882 debated what are the
best hygienic conditions for schools including
workload, classroom space per student, lumi-
nosity, ventilation, and construction materials
(Carrillo 1999). The Congress proposed a pre-
school medical examination, the importance of
gymnastics, reduced workload, and homework
(de Knecht-van 1994; Fernandez 1998; Seip
1994).

School nursing originated in Europe and
North America. School nursing was based on
public health nursing, a model of practice
more independent and interdependent than that
of hospital nurses (Hawkins et al. 1994). Very
early, the work of medical officers extended
beyond medical inspections of buildings and
children, to becoming counselors and advisors
with knowledge of school routine and the
requirements for health (Gardner 2008; Zaiger
2000). The role of the school nurse was
broad. They could treat minor illnesses or
injuries of children at school. They conducted
screenings and health examinations to manage
infectious disease, provided health education to
children in school, offered follow-up care, and
provided health education in the home setting
(Zaiger).
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School Health Services Under
Colonial Rule

In developing countries, school health services
developed a few decades later due to the fact that
mass education systems developed later. In
Africa, for example, the first schools were
implanted under the colonial rule between 1870
and 1920s when Africa gave way to the sys-
tematic colonization by European powers. Thus,
school health services usually followed the
models of the colonizing power at the time. In
Puerto Rico, for instance, school health units
were created after the Alabama model in the
1920s. The school nurses were part of the
municipalities’ public health unit, which was in
charge of soil contamination control, quarantine
in case of outbreaks, health education, school
health, and medical inspections of adults. Start-
ing with the first unit in Río Piedras, by 1930, all

municipalities wanted such units, and public
health units became the backbone of the island
health system (Maldonado 2015). In African
countries, SHS were established in 1940s as
medical inspections (Frikha et al. 2004). In
Tunisia in 1941 and in Senegal in 1942, school
health services were instituted with the service of
medical inspections in charge of disease pre-
vention, environmental control, nutrition control
in boarding schools, and control of students’
physical conditions during sport activities.

The Beginning of the End of Mass
Screenings

At the inception of school health services, mass
screenings were concerned with detecting sick
children and sending them back home so they
would not contaminate other students. With the

Table 24.1 Key dates of the inception of school health services in selected countries

Year Country Note

1799 Chile School health was born as school hygiene, based on the work of a German physician
Peter Frank that lays out the hygiene norms in his work, Complete System of Medical
Police (Sirebrenik 2003)

1866–
1868

Norway School doctors appointed in some private schools (Seip 1994)

1896 School doctors appointed in public schools

1870 England “Necessary officers” were appointed in 1870 to control epidemics (Gardner 2008)

1882 Mexico The Pedagogic Hygiene Congress lays out the norms for hygiene in schools

1896 First medical school inspectors were allowed to enter schools (Carrillo 1999)

1888 Argentina School health medical staff was instituted

1892 Germany First school doctors began their work in Leipzig focusing on hygiene-oriented tasks
(Hahn 1993)

1897 The USA Medical inspections of schools in New York City

1902 First school nurse was appointed (Hawkins et al. 1994)

1902 Cuba School hygiene inspections were instituted (Fernandez 1998)

1904 The
Netherlands

School physicians were appointed in an increasing number of municipalities (de
Knecht-van 1994)

1912 New
Zealand

In 1912, the first school medical inspectors were appointed within the Department of
Education. In 1917, nurses were appointed to the School Health Service, which
transferred from the Department of Education to the Department of Health in 1921,
became part of the District Health Nursing Service in 1930, and then joined the Public
Health Nursing Service in 1953 (Alcorn 2001)
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eradication of poverty, improvement of sanitary
conditions, and implementation of vaccinations
programs, it became necessary to redefine school
health services. It changed in two ways. First, the
service became “medicalized,” with mass
screenings at the core of the service, and the role
of school nurses shrunk in many school systems
to that of dispenser of bandages and aspirins
(Hawkins et al. 1994). Nursing services in
schools changed from a focus on the public
health nurse to a nurse-teacher with emphasis on
classroom health education (Zaiger 2000). Sec-
ond, the focus of the medical checkup shifted.
Instead of infectious diseases, it was replaced by
detecting musculoskeletal and sensorial condi-
tions that were likely to interfere with the child’s
ability to learn. Screening for scoliosis, growth,
and visual and hearing impairments was the
backbone of school health services until the
1950s.

Improved living conditions meant that the
majority of children were free from defects or
disability, and it became increasingly clear “the
inspections were a tedious waste of doctors’
time” (Gardner 2008). To exacerbate the prob-
lem, the wealth of data amassed during these
mass examinations was poorly, if ever, used.
Either doctors used a wide variation in the
recording of data and standards of entry in
medical forms so data from different schools
could not be compared or aggregated (Gardner
2008); or, there was no system to act on the
findings of the screenings, or the referral system
was underdeveloped. It was clear that school
health services were overly focused on detecting
various problems without taking the necessary
steps to act on the findings (Michaud 2006).

In addition, it is not uncommon in developing
countries, that screenings are conducted in
groups rather than individually. Typically, a team
of healthcare providers examines several students
at a time in the same space (Frikha et al. 2004).
When students undress in front of their peers and
several members of the health inspection team,
however, it is difficult to ensure the basic respect
for privacy and confidentiality, and it is difficult

to develop a trustful atmosphere that is so
important in adolescent health care (see Box 1).

Box 1: Confidentiality and the “cohort
medical examinations”
One student “We (the whole class or sev-
eral classes) go to a medical facility,
receive a list of examinations/specialists to
go to. Then, we enter into the office (i.e.,
Ob&Gyn) in groups of five, stand around
the doctor, and he/she asks us, one by one:
“any complains? Do you have sexual
relationships?” etc. How on earth can I tell
him/her, if I am a 13-year-old boy, that I do
have sexual relationship if I have another
four classmates listening? We do have a
medical office in the school, but there is
nobody most of the time. How we see it
should be organized, is to have a health
provider permanently in the school health
office, so we may come when we need.”

Source Young people from a Kyrgyzs-
tan, July 2008

By the mid-twentieth century, some countries
started to question the usefulness of routine
universal medical checkups, and either abolished
them, or decreased their frequency (Borup and
Holstein 2004; Gardner 2008). Interestingly,
while in many countries the number of screening
has been reduced, in some countries they are
expanding (Shung-King 2013).

School Health Dialogue
and Comprehensive School Health
Initiatives

In 1991, a WHO report on comprehensive school
health education returned to a wider focus of
school health services beyond just screening and
first aid. WHO endorsed the incorporation of a
comprehensive curriculum of health education,
increased physical education, continued
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preventive services, as well as changes to school
environments (WHO/UNESCO/UNICEF 1992).
It was based on the realization that the old clin-
ically oriented paradigm did not reflect the epi-
demiological transition, and SHS therefore
lagged behind the changing needs of students.
New morbidities—such as HIV, mental health
problems, obesity, chronic conditions, and vio-
lence—required a new approach that paid more
attention to social determinants of health and
individualized health promotion, and less focus
on screening procedures (Frikha et al. 2004;
Michaud 2006). Called Health Promoting
Schools in Europe, and the Comprehensive
School Health Program in North America, it was
promoted as an intersectional approach to better
engage school staff and school health profes-
sionals in changing the school environment,
policies, curriculum, and services to promote
healthy growth and develop, and to prevent dis-
ease (Deschesnes et al. 2003). The initiatives
called for multidisciplinary teams made up of
school staff and school health professionals to
work together.

This increased focus on school health pro-
motion efforts resulted in a wave of reforms of
school health services in European countries
(WHO Regional Office for Europe 2010a) and
has become a key priority in several jurisdictions
in Canada and the USA (Deschesnes et al. 2003).
In Denmark, in 1995 health dialogue was intro-
duced to reduce routine screening procedures of
the students’ height and weight, hearing, and
vision (Borup and Holstein 2004). In Croatia,
since the reforms in 1998, school health services
began providing exclusively preventive health-
care measures. In Belgium, in 2002, a law
changed the school medicine system to a school
health promotion system (WHO Regional Office
for Europe 2010a). A common feature of these
reforms was the increasing importance of the
need for an individual health dialogue with stu-
dents. The system where the school nurse deci-
ded when and for what reason to see the student
was replaced by a system where the students
have the possibility, in addition to scheduled
medical examinations, to drop into the nurse’s

office when they need it. At the same time, the
focus on whole-school health promotion initia-
tives also meant that school nurses or school
doctors might lead a School Wellness Commit-
tee, whose members include teachers, adminis-
trators, student representatives, and in some cases
even parents, in examining school policies and
programs to promote a healthy lifestyle.

Many reforms in school health services were
driven by structural reforms in health systems
(Seip 1994). The transition to family medicine
and the strengthening role of the general practi-
tioner, the trends toward decentralization, and the
changing modalities to finance health care
affected school health services in many countries.
Chapter 25 provides case studies from Albania,
Republic of Moldova, Ukraine, and Tajikistan on
how structural reforms triggered school health
services reforms.

While many countries look afresh at the scope
and the role of school health services, many still
operate on the old infection control paradigm and
see the school nurse as the “medical police.” As
one stakeholder from the education sector told us
in 2008: “I tell you the truth why I need a school
nurse: when I have a sanitary inspection I need
someone to be responsible for whatever defi-
ciencies will be found.” In developing countries,
SHS were born about 4–5 decades later than in
most industrialized countries, and some are only
now undergoing the process of paradigm shift
from “infection control” to “social care” para-
digm. Yet, other developing countries probably
have not started this shift.

The focus on hygiene is still very relevant in
developing countries because the lack of access
to clean drinking water, running water, and
functioning toilets is not a reality everywhere,
especially in rural areas. New morbidities—
mental health, violence, obesity—however
require urgent attention, and the need to reorient
health services is voiced in developing countries
as well. In Tunisia, for example, 25 years after
the establishment of school health services, a
new ministry policy redefined the principles of
school health services to include mental health
and health education (Frikha et al. 2004).
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School Health Services in the Era
of Gatekeeping, Evidence-Based
Medicine, and Fiscal Austerity

From the inception of school health services, the
medical community was vigilant in stopping
medical treatments as a part of their functioning
(Maldonado 2015). Gardner (2008) describes the
Borough of Kidderminster’s instructions to its
new School Medical Officer in 1905. Its direction
to the officer demonstrates the medical commu-
nity influence. The officer may discover the need
for glasses, but cannot prescribe; may notice a
heart murmur but can only notify the general
practitioner. Gardner (2008) describes that when
Surrey County Council eagerly appointed 12
Medical Officers of Health to cover 182 schools
to monitor disease outbreaks, “local doctors
already in Situ were both anxious and even
jealous of the powers and influence that these
new school doctors might have—fears that con-
tinued to dog the service. In 1905, medical sen-
sitivities became deeply involved in the politics
of setting up the School Medical Service. The
Government’s Interdepartmental Committee,
which was charged with progressing school
inspections, recognized that the role of a School
Medical Officer could clash with that of local
General Practitioners and recommended restrict-
ing the work of school medical officers.”

One hundred years later, this conflict between
the role of the general practitioners and school
health personnel is still not resolved. As descri-
bed in the next chapter in 2004 in the Republic of
Moldova, school nursing was close to being
shut down because the newly founded National
Health Insurance company could not figure out
what school nurses do in addition to what the
general practitioner is supposed to do (WHO
Regional Office for Europe 2010b). Even today,
the division of roles and responsibilities between
school health personnel and general
practitioners/family doctors is one of the most
commonly reported challenges (Baltag et al.
2015).

As the next sections of this chapter show,
there are a limited number of studies that have

assessed the effectiveness of interventions by
school health services. This poses challenges in
times of increasing accountability on how public
funds are spent, and fiscal austerity. We are in an
era when healthcare services are not merely
provided, but commissioned. Commissioning is
an outcome-driven form of healthcare planning
or purchasing, which aims for a sustainable
improvement in the health of a specified popu-
lation (Caan et al. 2015). Defining the outcomes
for commissioning school health services might
be difficult, but not defining them is risky. It has
been reported that school health personnel are
dismissed to decrease the financial costs of ser-
vices (Zaba and Bukartyk-Rusek 2002). And,
this is more likely to happen when the value of
the services is not well articulated. Good school
nursing operates within the all-school approach,
and teamwork between a range of actors (e.g.,
teachers, health visitors, parents) is involved. To
distill the role of school nursing/school health
services in this wider environment is difficult.
Earlier we have proposed a school health ser-
vices performance assessment framework based
on health systems outcomes of effectiveness,
equity, responsiveness, and efficiency (Baltag
and Levi 2013). There is a global need to develop
evidence-based indicators of adequate services,
which are needed to monitor the performance of
school health services, and to inform purchasing
decisions.

The rest of the chapter describe school health
services globally, based on data from 102 coun-
tries, and reflect upon the future of school health
services.

Organizational Models of School
Health Services

There is a great diversity in how school health
services are organized around the globe.
School-based health clinics or centers, increas-
ingly common in the USA, focus on the provi-
sion of individual care. Another common model
is based on having a school nurse, whose role
includes not just individual clinical services, but
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a combination of group-based health promotion,
prevention, infectious disease control, screening,
individual health treatments, case management
for chronic conditions, and referrals for further
health services (American Nurses Association &
National Association of School Nurses 2011;
Barnes et al. 2004; Lee 2011; Notara and
Sakellari 2013; The Welsh Assembly Govern-
ment 2009).

Some information about how school health
services are organized in various countries is
available in a recent publication that provide an
overview of school health services based on data
from 102 countries (Baltag et al. 2015). While
this chapter summarizes the key characteristics of
each organizational model, the reader can find
more detailed information in that publication.

Depending on the site of service provision
(school premises or off-site), and the type of
personnel (dedicated or not), five models could
be identified (see Fig. 24.1).

School-based provision appears to be the most
common, found in 97 out of 102 countries
including 24 countries where services were pro-
vided both on school premises and in healthcare
facilities (Baltag et al. 2015).

School-based health services by on-site
personnel. This model is characterized by the

availability of school health professionals that are
permanently or at least based in the school
part-time, and is the most common (51 countries)
(Baltag et al. 2015). This model is common in
many European countries, but also found else-
where (Baltag and Levi 2013). In Korea, for
instance, school health services to students are
provided by a school nurse and psychologist who
are based in school full time. Usually, in each
school, there is a special room for consultations
(WHO 2013b). In New Zealand, in a represen-
tative sample of that country’ schools, it was
shown that 88.6 % of schools provided some
level of school-based health service, with the
majority of schools (54.5 %) employing on-site
nursing services (Denny et al. 2012).

School-based health services by visiting
personnel. This is the second most common
model, found in 45 out of 102 countries (Baltag
et al. 2015). The visiting personnel may be
dedicated school health personnel (the UK and
the Netherlands), or primary care providers from
the circumscribed facilities (Republic of Srpska,
Bosnia and Herzegovina). They visit schools
according to a schedule for regular health
screenings in predefined grades of students.
A variation of this model is when services are
provided by visiting (mobile) teams. In

Combined 
provision School based AND facility based provision

Facility-based school health services 

School-based 
health 

services  by 
on-site 

personnel 

School-based 
health 

services by 
visiting 

personnel

School-based 
health centers

Off-site 
provision 

On-site 
provision

Fig. 24.1 Organizational
models of school health
services
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Singapore, as an example, mobile health teams,
called school health services field teams, travel to
the schools to conduct health screening and
immunization for students. The mobile team
consists of a doctor, registered nurses, and
enrolled nurses. The team spends an average of
eight days per year in each school, depending on
student enrollment (WHO 2013a). In Flanders,
Belgium, services are provided by teams from
specialized Centers of School Health Care rep-
resented by a social worker, a psychologist, a
nurse, and a school doctor (WHO Regional
Office for Europe 2010a).

School-based health centers are common in
the USA and parts of Canada. These are health
clinics located inside the school building or on
the school campus. Students receive care in
school-based health centers from a multidisci-
plinary team of professionals. Typically, a med-
ical assistant supports a nurse practitioner or a
physician assistant. More than half of the centers
provide mental health services, most frequently
through a master’s level social worker, psychol-
ogist, or substance abuse counselor. A part-time
pediatrician or family physician may also be part
of the staff. A center may have access to other
part-time professionals, including nutritionists,
health educators, social services case managers,
dentists, dental hygienists, substance abuse
counselors, and others, depending on the needs
of the students and the resources available in the
community. This model of school-based health
care is resource-intensive, and funding was
reported as a potential constraint on their growth
(National Research Council and Institute of
Medicine 2009).

Facility-based school health services are
when students are invited for health screenings to
local healthcare facilities or school health offices
which are not based in schools. This was found
to be the case in 26 countries of 102 countries
(Baltag et al. 2015). In the Netherlands, school
health personnel can either visit periodically
students in the school premises, or students are
invited to visit the public health service

depending on local preferences. In the UK and
some communities in Denmark, school nurses
are performing regular visits to schools but stu-
dents can also “drop-in” at the nurse’s office
when they feel the need (WHO Regional Office
for Europe 2010a).

These models are not a clear-cut; many
countries or individual schools will have a
combination of school-based and facility-based
provision of health services by both on-site and
visiting personnel. In Singapore, in addition to
visiting mobile teams that provide screening and
immunization, there are 11 registered nurses that
provide on-site services to 12 secondary schools
and two post-secondary schools. They conduct
counseling and administer intervention programs
such as weight management and
smoking-cessation programs for students. In
New Zealand, about half of schools employ both
visiting health personnel and an on-site nurse. In
the European region, many countries (i.e.,
Tajikistan and Albania) have on-site nursing
services, and there are also visits by healthcare
providers from the circumscribed facilities
(WHO Regional Office for Europe 2010a). As
shown above in the examples of the UK, Den-
mark, and the Netherlands, school-based service
provision may be combined with drop-in
services.

School Health Personnel

The majority of countries that have one or
another form of school health services employ
dedicated school health personnel, only when the
provider does not serve other population groups.
In the majority of cases, the dedicated personnel
are based on school premises (51 of 102 coun-
tries) (Baltag et al. 2015). Most often, it includes
nurses, school doctors, psychologists, dentists,
social workers, and counselors. The
non-dedicated personnel most often included
general practitioners/family doctors, psycholo-
gists, psychiatrist, and nurses.
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Target Population for School Health
Services

The target group for school health services in the
published literature ranges from 1.5- to
26-year-olds (Baltag et al. 2015). The target
group could be defined based on school grades
(e.g., first to twelfth grade) (Baltag and Levi
2013) or their subgroups (e.g., primary, middle,
and secondary school) (Ministère de la Santé
Burkina Faso 2008), characteristics other than
age and grade (e.g., adolescents and children
with chronic conditions), or a combination of age
with a factor of vulnerability (e.g., war-affected
10- to 13-year-old children, 7- to 18-year-old
children with special needs) (Barry et al. 2013).
Sometimes the target group is defined by sex, but
usually it is broadly defined as “all students” or
something similar.

Normative Staffing Level

The normative staffing level varies a lot between
countries, and countries use different modalities
to express it. Common indicators include the
following: (1) nurse-to-student ratio,
(2) nurse-to-student with special needs ratio,
(3) number of nurses per one school, (4) number
of teams per number of schools/students,

(5) doctor-to-student ratio, and
(6) dentist-to-student ratio.

The Package of School Health
Services

Chapter 15 of this book presented the leading
causes of mortality and ill health in adolescents.
These are largely preventable causes: road traffic
injury, mental health problems including suicide,
HIV, lower respiratory infections, interpersonal
violence, iron deficiency anemia, and maternal
causes in 15- to 19-year-old females globally
(WHO 2014).

An important question is therefore how school
health services today respond to these causes.
A review based on data from 102 countries
identified that school health services are usually
provided in 16 health areas, including infectious
diseases, mental health, nutrition, sexual and
reproductive health, dental health, vision, hear-
ing, emergency care, substance use, chronic ill-
nesses, musculoskeletal disorders, violence,
endocrinology, neurology, and other services.
Figure 24.2 shows the most popular
interventions.

With the exception of mental health inter-
ventions that are often part of a project, other
interventions are usually provided routinely.
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Available data seem to suggest that important
causes of mortality and ill health in adolescents
such as: mental health problems, violence, inju-
ries, and chronic conditions are neglected in
school health services (Baltag et al. 2015).

Organizational Issues

There are many organizational challenges, which
countries have in common when implementing
and maintaining school health services. In low-
and middle-income countries and high-income
countries, the issues of shortage of human
resources, poor coordination, inadequate financ-
ing, low community involvement, equity, and
inadequate policies to support the services are
common (Baltag and Levi 2013; Baltag et al.
2015).

Evidence of Effectiveness for Various
Outcomes

The impact of school health services ultimately
will depend on the effectiveness of interventions
applied. There are two facets to this question:
One is “What interventions by school health
services have been proven effective for certain
outcomes?” and another is “What do we know
about the effectiveness of interventions com-
monly applied in school health services?”

There are a limited number of studies that
have assessed the effectiveness of interventions
by school health services. Of these, most have
actually focused on the effectiveness of staffing
ratios or amount of hours school staff are present
in addressing specific health issues. So, for
example, Guttu et al. (2004) conducted a study
across several school districts in one region of
the USA. They compared nurse-to-student staff-
ing ratios and the amount of vision screening,
diabetes and asthma monitoring, and health
counseling that was provided to students; and
whether referrals for health concerns resulted in
actual access to healthcare services. They found
schools with lower ratios (closer to 1 nurse per
750 students) had more screening and health

services provided, and better referral and
follow-up compared to other health services.
Similarly, a national study in New Zealand, after
controlling for potential differences between
schools in regions across the country, found that
schools which had a school health staff ratio of
10 h of care or more per 100 students per week
had much lower teen pregnancy rates among
sexually active students than those schools with
lower staffing (Denny et al. 2012). These were
observational studies, however, not randomized
trials.

Nurse case management of students with
chronic conditions such as asthma is an area of
intervention with some research evidence. One
study, a longitudinal observational comparison of
outcomes among students with asthma who had
at least one nurse visit compared to those without
any visits, found that students with visits were
more likely to have asthma medications at school
the following year, and to have a reduced asthma
severity (Taras et al. 2004). Another study
involved a group-randomized control trial of a
school nurse case management intervention for
students with asthma, compared to usual school
nursing practice in the control schools (Levy
et al. 2006). This study found schools students
with asthma in the schools with the asthma case
management had fewer days absent, fewer
emergency department visits, and fewer hospi-
talizations than those in the usual care group.

Other interventions with randomized trial
evidence involved individual one-on-one care,
group interventions with students, families, and
staff, as well as interventions strictly at the school
environment level, all clear examples of public
health practice. These include a smoking-
cessation intervention (Pbert et al. 2006), a
school-level nurse-directed intervention to
increase physical activity and reduce obesity
(Wright et al. 2013), as well as a school nurse
toilet inspection program to improve hygiene
supplies in schools (Ramos et al. 2011).

All of the following studies were conducted in
the USA. One is a randomized trial of a brief
intervention by the school nurse using scripted
cognitive behavioral techniques in four visits of
smoking-cessation counseling, compared to
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controls who received the same number of visits
but neither got pamphlets nor an opportunity to
ask the nurse questions (Pbert et al. 2006). Stu-
dents in the intervention group reported lower
amounts and frequency of smoking at three
months post-intervention. This was nearly twice
as many students abstaining at three months,
compared to those in the control group. Wright
et al. (2013) found that their nurse-managed
program led to reductions standardized BMI
scores at 12 months post-intervention. The
intervention involved six weeks of physical
activity sessions, nutrition classes, a
whole-school wellness initiative, professional
development for teachers, newsletters for par-
ents, and policy changes around healthy foods at
school, increased physical activity, participation
in formal physical education classes, and reduced
sedentary TV watching.

Finally, the school nurse bathroom inspection
program showed regular nurse inspections and
follow-up with school administration and jani-
torial staff led to increased consistency of hand
washing supplies in elementary school toilets
compared to control schools whose nurses con-
ducted the inspections but only reported to the
Department of Health (Ramos et al. 2011). These
are but a few of the types of interventions school
health staff practice to promote the health of
students in schools; clearly, more research is
needed to evaluate the effectiveness of school
health services beyond the USA.

We do not seem to know much about the
effectiveness of other interventions commonly
applied in school health services. Figure 24.2
presented the most common interventions. While
the effectiveness of vaccinations is well resear-
ched, the evidence base for other common
interventions is weak. For example, visual
screening is the third most common intervention,
popular in both high-income countries and low-
to middle-income countries. However, reviews
that intended to evaluate the effectiveness of
vision screening programs carried out in schools
found no trials were conducted (Powell et al.
2005; Powell and Hatt 2009). Hearing screening,
another popular intervention, was found

beneficial in newborns (Nelson et al. 2008), and
with 55- to 74-year-old adults (Davis et al. 2007).
There are no systematic reviews or randomized
controlled trials on the acceptability, benefit, and
costs of screening for hearing disability in
school-age children.

Mental health screening (which included
screening for depression, anxiety, general
well-being, and externalizing behavior problems)
is the fourth most popular intervention. Studies
that investigated the use of screening in the
context of depression in the general population
found it was associated with a modest increase in
the recognition of depression by clinicians,
although the effect depended on how the
case-finding instruments were administered
(Gilbody et al. 2008). Finally, screening of
children for hypertension was argued necessary
in the context of type I diabetes (Nambam et al.
2014), but the purposes for carrying out this
screening in countries that have it part of school
health services are not clear (Baltag et al. 2015).

Although counseling is a very popular inter-
vention, very rarely are cognitive behavioral
therapy, problem-solving approaches, or moti-
vational interviewing—approaches that have
good evidence of effectiveness—mentioned as
part of school health services. When there is a
regular checkup in place, the opportunity of
contact between the healthcare provider and the
student is not used in order to have a health
dialogue (Irwin et al. 2009).

Despite the fact that contraceptive service
provision is an effective intervention to reduce
pregnancy before the age of 20—a public health
concern for many countries in the world (WHO
2011)—only very few countries indicate a policy
for contraceptives to be dispensed in schools:
Burkina Faso, New Zealand, the UK, and the
USA (Anderson and Lowen 2010; Denny et al.
2012; Owen et al. 2010; Ministère de la Santé
Burkina Faso 2008; Richardson-Todd 2006a, b).
At the same time, interventions that violate
human rights, such as mandatory pregnancy
testing, have been reported in some countries
(Olum 2010; Center for Reproductive Rights
2013).
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Ways Forward

School health services evolve over time in an
attempt to align their scope with the changing
health and developmental priorities. Many
countries have been, and still are, in the process
of a school health services reform
(Guerrier-Sagnes et al. 2006; Baltag and Levi
2013). Cyprus, Denmark, Hungary, and Northern
Ireland reported an ongoing reform in 2009, and
another 17 countries reported that some kind of
revision of school health services took place
within five years prior to 2009 (WHO Regional
Office for Europe 2010a). Between 2008 and
2011, Albania, the Republic of Moldova and
Ukraine undertook situation analyses of national
school health services and developed roadmaps
to improve their relevance to present-day priori-
ties (Baltag et al. 2015).

Among the important aspects of school health
services that have changed or have been
reformed, the common features are as follows:
• Moving from classroom health education to

effective individual counseling techniques;
• Moving from a traditional focus on sensorial

and musculoskeletal deficiencies to address-
ing new concerns (mental health, chronic
conditions, violence);

• Moving from visits scheduled by providers
(when it is convenient to the providers) to
visits when the student needs it. Many
countries have systems in place where
scheduled visits are planned, but students also
have the possibility to drop-in at the school
nurses’ office whenever they have a concern
or need advice;

• Moving from a focus on individual clinical
assessments to family-level or school-wide
health promotion interventions coordinated
by the school health personnel;
To improve the responsiveness of school

health services to modern priorities, the follow-
ing areas for future research, policy, and practice
are recommended (Baltag et al. 2015):
• Better alignment between priority health and

development issues in adolescence in school
health services content.

• Strengthen the evidence base for most com-
mon interventions and service delivery mod-
els, as well as the evidence base of the best
value for money of school health services in
various epidemiological and health systems
contexts.

• Accelerate knowledge translation from
research to school health practice so that
interventions successfully applied in other
fields, settings, and population groups become
part of school health services portfolio.

• Improve the collection, analysis, and use of
data on school health services to inform
policy

• Develop and implement service standards to
reduce variability and ensure a minimal
required level of quality in school health
services, to enhance accountability and to
advocate for necessary resources. Regional
(WHO Regional Office for Europe 2014) and
global standards (Nair et al. 2015) might
accelerate this process.

• More active engagement in global, regional,
and national advocacy so that school health
services are increasingly recognized as
important contributors to adolescent health
and development and good investment of
public funds.
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Introduction

Albania, the Republic of Moldova, Tajikistan,
and Ukraine share a very similar socioeconomic
and health system context in which school health
services evolved, which explains the similarities
between the current state of school health ser-
vices in these countries. After independence,
they faced common challenges such as a con-
tinued emphasis on a very traditional “medical”
model for school health services including the
routine use of interventions with weak evidence
base. Overall, these services did not reflect sig-
nificant changes within health and education
relating to Health Promoting Schools approach.

Structural challenges pertained to the poor legal
and normative support for quality improvement,

funding, staffing, and infrastructure; lack of, or
poorly implemented, structural mechanisms to
ensure adequate workforce capacity and prestige of
the profession; and fundamental lack of multia-
gency working. With the support of the WHO
Regional Office for Europe, the four countries
undertook a systematic revision of their national
school health services. Experience of this under-
taking and our reflections as first-hand observers
are described in this chapter to help those planning
similar work in other but comparable settings.

Background

Three countries—the Republic of Moldova,
Tajikistan, and Ukraine—are members of the
Commonwealth of Independent States (CIS), and
all four are countries from the former socialist
block. They all inherited from the former Soviet
Union in the 1990s the Semashko model of
healthcare organization. It was state-owned and
state-controlled and brought enormous advances
in population health in the former Soviet Union
by ensuring universal coverage with basic
healthcare services. The system was compre-
hensive but inefficient. It was highly specialized,
with an emphasis on curative and inpatient care,
while primary care has been neglected (Khodja-
murodov and Rechel 2009; Lekhan et al. 2010).

Preschool and school units in these countries
emerged following an experiment in 1968 in
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Leningrad when for the first time school health
services were organized. This form of health care
organized for children was then acknowledged
and widely spread throughout the former USSR
(Ministry of Health of Tajikistan 2011).

In Albania, many medical experts were trained
in the Soviet Union and other Eastern European
countries and despite the country’s break with the
Soviet Union in later years, many aspects of
healthcare policy and planning continued to follow
the Semashko model (Nuri 2002).

After independence in the early 1990s, the
healthcare systems in these countries faced major
financing problems (Khodjamurodov and Rechel
2010; Lekhan et al. 2010). Health, education, and
social protection ceased to be considered priori-
ties so received only “residual” funding. At the
same time, funding assigned to the healthcare
system was used inefficiently. In the Republic of
Moldova, for example, only 20 % of the total
value of healthcare expenditure was assigned to
services provided to 80 % of patients in primary
health care (Tarus 2010). In Tajikistan, the situ-
ation was aggravated by the consequences of the
civil war; informal out-of-pocket payments
became the main source of revenue, with par-
ticularly severe consequences for the poor
(Khodjamurodov and Rechel 2010).

Not surprisingly, there was simultaneous and
perhaps even more severe underfunding of school
health services in the period after independence,
with severe exodus of school health personnel.
School health services were reduced to providing
only immunization services and compulsory annual
pupil medical examinations (Tarus 2010). The
attrition of school health personnel was a reflection
of the major reduction in the number of nurses—a
trend witnessed throughout the CIS and one which
ran counter to developments in countries of the EU
(Lekhan et al. 2010). Staff were unequally dis-
tributed, both functionally and geographically
(Atun et al. 2008; Lekhan et al. 2010; Khodja-
murodov et al. 2010; Nuri 2002).

Consequently, countries were undergoing a
complex transition toward new forms of

management, financing and healthcare provision
including reorientation toward primary care with
the family doctor/general practitioner as a key
player. In the Republic of Moldova, the reform
also resulted in the successful introduction of
mandatory social health insurance (Atun et al.
2008).

Another trend was toward decentralization. In
the Republic of Moldova, conditions were cre-
ated for rural health centers to operate as finan-
cially autonomous health institutions (Atun et al.
2008); in Ukraine, the centralized financing was
replaced by extreme decentralization with func-
tional subordination to the Ministry of Health,
while managerial and financial subordination to
the regional and local self-government (Lekhan
et al. 2010).

The process of decentralization posed further
challenges to school health services—neglected
as they were during the process of reforms, the
access to school health services become extre-
mely uneven within countries (Ministry of
Health of Tajikistan 2011; Ministry of Health of
the Republic of Moldova 2008; Ministry of
Health of Ukraine 2009).

The rest of the chapter describes briefly the
history of school health services in four coun-
tries, their common features and challenges, the
process of reforms, and main achievements to
date.

School Health Services in Albania

Healthcare services in the educational institutions
(nurseries, kindergartens, and primary schools)
were developed around 1979 in line with the
Political Bureau decision aiming at prevention as
the main goal of the Albanian health system, and
more specifically at infectious diseases preven-
tion, and screening for physical and psychologi-
cal risk factors.

Over the next 20 years, the Albanian system
introduced a number of very specific regulations,
which direct the nature and focus for school
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health services and linked services. Currently,
based on the 1992 law and the 1998 act no. 2560,
health care is organized and run by the district
Directorate of Public Health in cooperation with
the District Board of Education and the Kinder-
gartens and School Directorates. As of 2008, the
school health team was composed of one pedia-
trician or General Practitioner for 1200–1500
children, and one nurse for 500–700 children.

School Health Services
in the Republic of Moldova

The services were established in the Republic of
Moldova during the 1960s and 1970s as part of
the Soviet Union’s five-year plans, with orders
issued by the Soviet Ministry of Health. The
main focus as reflected in several regulatory acts
of the time was to offer pupils prevention ser-
vices, health screenings, immunization, nutrition,
and supervision of sanitary conditions. Special
subdivisions, “school/preschool units,” were
established under the municipal children’s poly-
clinics and district children’s clinics (Tarus
2010).

Over the next 30–40 years, the Republic of
Moldova system introduced a number of very
specific regulations, which direct the nature and
focus for school health services and linked ser-
vices. A joint order of the Ministry of Health and
Ministry of Education in 1989—raised for the
first time—the issues of sexual education for
pupils, prevention of alcoholism, drug addiction
and smoking, and the promotion of healthy life-
styles. The order contained an approved list of
medical equipment and medications for school
healthcare consulting rooms, and heads of
healthcare institutions were instructed to include
specialists such as psychologists and career
guidance experts among the staff of the
school/preschool units (Tarus 2010).

A 1995 joint order of the same ministries for
the first time included the job description of
school physicians and nurses and introduced the
annual reporting of morbidity rates with analysis
of morbidity in school pupils. The order also
included hygienic requirements and standards for
organizing the education process in schools, and
the definition of criteria for the yearly certifica-
tion of schools.

An important change occurred in 2002 when a
joint order of the Ministry of Health and the
Ministry of Education changed the source of
funding for school health services, which from
then on was to be provided from the education
budget of local public authorities (Tarus 2010).

School Health Services in Tajikistan

In Tajikistan, school health services were orga-
nized following the Leningrad experiment in
1968. Preschool/school units were established
under the “district and municipal” policlinics.
They were specialized divisions involving the
pediatricians and nurses of preschool (i.e., nurs-
eries, kindergarten) and school educational
institutions including boarding schools. Each
school had health stations with school-based
personnel. The staffing standards were as fol-
lows: one pediatrician per 2000–2500
schoolchildren; one psychiatrist per 300 students
with special needs; and one nurse per 700
schoolchildren and per 300 students with special
needs.

The years of civil confrontation (1990–1997)
had a severe impact on school health services.
Many schools were ruined and health stations
closed down due to lack of personnel. Since
1998, the country has been implementing a
family medicine model on a pilot basis. Conse-
quently, in the capital Dushanbe and some dis-
tricts, family doctors started to serve the schools.
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All other schools are presently served by the
assigned pediatrician from the local outpatient
health facilities.

School Health Services Ukraine

Although no reference document is known to us,
it is safe to assume that school health services in
Ukraine were established about the same period
as they were in the Republic of Moldova and
Tajikistan, in the 1960s and 1970s as part of the
implementation of the five-year plans, and shared
similar features.

A specific feature in Ukraine is that the
national Nomenclature of medical specialties
preserved the specialty of “Adolescent Medi-
cine,” a specialty that existed in the former USSR
but was abolished in most of the Newly Inde-
pendent States. This is perhaps why the Ukrai-
nian regulatory framework pays much more
attention to postgraduate training of healthcare
personnel involved in school health services than
we found in other countries.

Shared Characteristics and Triggers
of Recent Reforms

Since the inception of school health services, in
each country a range of bureaucratic systems
have evolved to try and manage a very complex
system across the country. The legal and nor-
mative framework was quite developed, and in
all four countries, it declared the orientation
toward health promotion. However, the job
description of school health personnel found in
national normative documents had a very clinical
focus. As a result of this, generic health promo-
tion and multiagency working in line with
WHO’s Health Promoting Schools approach has
been limited.

Another noticeable similarity is that at some
point, special “school/preschool units” were

established within municipal children’s poly-
clinics and district children’s clinics. Health care
to pupils in educational institutions was provided
by pediatricians jointly with school-based health
personnel. Their main tasks included immuniza-
tions and periodic checkups of pupils according
to a predefined schedule. After independence this
model was lost, and during a decade or two the
attrition of school-based personnel was quite
important.

When the family medicine reform accelerated
pace, the intention was to involve the family
doctor in school health services provision. By
that time, many of the schools would not have
dedicated school personnel, while the capacity of
newly retrained family doctors in adolescent
friendly service provision was (and is still) very
low. Moreover, the widespread practice of con-
ducting the checkups in cohorts (see Box 1 in
chapter) left little opportunities to discuss confi-
dentially sensitive issues.

An important evolution happened in the 1980s
to early 1990s when a joint ownership of school
health services by the health and education sector
was instituted. We found that despite its progres-
sive nature, the good intentions behind this policy
have not yet materialized as expected. Genuine
health promotion and multiagency working, pro-
moted in documents, were not happening in prac-
tice. Moreover, in some ways the already
precarious situation was worsened by the fact that
the new owner—the education sector—did not
honor some of its obligations such as to ensure
continuous professional development of school
health personnel. A range of reasons why this
might have happened are discussed next.

The accumulation of unresolved issues
inherited from the Semashko centralized
state-owned model of healthcare organization
and management, exacerbated by certain aspects
of healthcare reforms after independence as
described above, triggered the need for reforms.
Some imminent threats accelerated the process
(see Box 1).
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Box 1: Reform to Survive In the
Republic of Moldova, compulsory health
insurance was introduced in January 2004.
While it brought positive changes in many
aspects such as financial protection of vul-
nerable groups, it has also had unforeseen
consequences for the School Health Service
(SHS). At certain points, their very survival
has been endangered (Tarus 2010). The
framework of the compulsory health insur-
ance made it clear that health personnel
based in institutions that do not belong to the
Ministry of Health (MoH) cannot be
financed by the health insurance company. It
was proposed that a family physician and
his/her team take over all activities per-
formed by school-based healthcare workers.
This in fact meant the abolishment of
school-based health services. The MoH and
the MoE actively opposed this happening
because they assumed that children from
disadvantaged communities with no family
doctor around would be underserved.
Besides, the MoH and the Ministry of Edu-
cation (MoE) believed that family physicians
would not be able to meet all children’s
health care and development needs if the
service was reduced to annual checkups.

This prompted the two ministries to
work together to defend the need for “ad-
ditional” services to what the health
insurance company financed through fam-
ily doctors. Furthermore, the case was
made that school nurses were contributing
to the education process, thereby justifying
the remuneration of healthcare workers by
local public authorities from the education
budget. This resulted in corresponding
amendment in the legislation to enact the
provisions on additional services from the
budgets of education institutions (Tarus
2010). By the same amendment, the MoH
was charged to develop jointly with the
MoE the nomenclature of additional

services to be approved by the government.
At this point, WHO support was sought.

In Ukraine, in 2008 the MoH expres-
sed its concern about the quality of school
health services in Ukraine and its willing-
ness to undertake a reform to enhance its
performance and effectiveness. It was at
the time when media and society attention
was incited by the death of an adolescent
coincidental with a vaccination episode,
and another death of a pupil during the
physical education lesson. In August 2008,
the WHO Country Office in Ukraine
received an official letter from the Mohr
requesting the support for a service revi-
sion and to develop a plan for its further
reorganization. The request was made
because it was known that WHO had
supported the Republic of Moldova in a
similar endeavor. Based on this request,
WHO Regional Office for Europe sup-
ported a situational analysis followed by
the implementation of other steps (Stronski
et al. 2009).

The Process of Reforms

With the support of WHO, countries followed a
step-by-step approach to plan the reform of school
health services and referrals. It was a combination
of a semi-structured process and supporting tools
that facilitates the evidence-informed revision of
school health services with the identification of
priority problems and actions and supports the
implementation of selected components of the
reform (see Fig. 25.1). The approach is based on
the same philosophy that underpins evidence-based
policy development elsewhere, and includes situa-
tion analysis (what the problems are), identification
of policy options (analysis of the evidence on what
works in general to address similar problems, and
what is likely to work in the country specific
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context in particular), and identification of the steps
required to make the change, as well as potential
barriers and actions to overcome them.

The workshops organized as part of this pro-
cess were attended by representatives of the
MoH, the MoE, regional health authorities,
teachers, school health staff, and pupils (Stronski
2009, 2011; Stronski et al. 2009). After about
one year from the start of the process, it became
apparent that the practical application of the
concept of multiagency working was not entirely
clear to the national teams. To see how it was
done in other countries, a valuable addition to the
process was the introduction of study visits to
Scotland. Moldovan and Albanian teams bene-
fited from these visits.

Scotland was chosen because of its long his-
tory of school health services and well-developed
tradition of intersectoral collaboration, and policy
documents specifically directed at school health

services. Also, NHS Health Scotland is a WHO
Collaborating Centre, and country support was
part of the mutually agreed work plan.

Common Challenges

The analyses that countries conducted to inform
the process identified common challenges (see
Table 25.1).

Among the countries mentioned, collaboration
with the educational sector and the low prestige of
school nurse is a big challenge. The situation
described by a provider from the Republic of
Moldova applies to some extent to other countries
as well: “Because school is an entity of the edu-
cation sector, we (school nurses) are listed in the
staff lists under the category ‘other staff’—along
with janitors and auxiliary staff. The same with the
salaries—we do not benefit from salary bonuses

Identification of 
the problem 
(priority health 
problems of 
school age 
children, 
problems with 
SHS organization 
and provision)

Analysis of the 
evidence on what 
works and 
development of 
shared vision and 
objectives of SHS

Identification of 
reform content 
and developing 
tools to guide the 
reform:

• Package of 
services to be 
delivered by 
SHS

• National quality 
standards for 
SHS

• Developing the 
plan of action 
to overcome 
health systems 
bottlenecks and 
a plan of the 
implementation 
of standards

• Develop a 
shared 
understanding 
on essential 
competencies 
for school 
health 
personnel

Implementation:

• Develop and 
implement 
competency-
based training 
programmes

• Other aspects

Fig. 25.1 A step-by-step
process to school health
services reform in Albania,
Republic of Moldova,
Tajikistan, and Ukraine
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Table 25.1 Common challenges as identified in situation analyses

Legal and normative constrains Poor legal and normative support:
• Lack of a legal framework for school health services
• Discrepancies among various regulations
• School health personnel are not aware of existing regulations
• Services provided are very heterogeneous, depending more on
persons than on any standards

• Lack of alignment with family medicine principles
• Outdated norms for sanitary-hygienic conditions

Low/uneven access and quality of service provision

Undeveloped mechanisms for monitoring, evaluation, and quality
improvement

Outdated paradigm Extensive use of ineffective screening strategies, poor referral, and
information transfer systems

Lack of proper orientation toward health promotion

Cumbersome and inefficient reporting/documentation system

Lack of structural support for funding, staffing, and
infrastructure

Low funding for SHS in general and low salaries of SHS personnel

Shortage of school health personnel in some areas/schools

Adequate staff-to-pupil ratios

Absence of SHS offices in many schools

Inadequate equipment, water, and sanitation supply

Lack of poorly implemented structural mechanisms
to ensure adequate workforce capacity

Poor training and professional development opportunities for school
health personnel

Poor planning and referral for in-service training opportunities for
school nurses by the education institutions and little recognition of
specific training requirements for different professionals within SHS

Lack of professional identity and low prestige of the profession
School nurses are disadvantaged in many aspects compared to medical
staff working in health institutions. For instance, school nurses are not
united within a professional association; they do not have a network of
information sharing, experience exchange, tutorial supervision, and
support (Tarus 2010)

Fundamental lack of multiagency working Insufficient collaboration with education sector
There is a fundamental lack of understanding of the Health Promoting
School approach; there is little recognition of the importance and
value of multiagency/disciplinary working (Stronski et al. 2009)

Low cooperation with community and social services
The role of school health personnel as a liaison between pupils,
teachers, families/caretakers, and community is not clearly defined,
and the personnel is not trained to perform this role

Poor coordination with local public health institutions and healthcare
centers

Poor differentiation between the functions of family doctors/primary
care providers and SHS personnel

Inadequate cooperation with teaching personnel and families, low
pupils’ involvement

Perception of the school nurse by pupils, teachers, and parents as the
distributor of head-ache pills or giving sick leave certificates (Stronski
et al. 2009)
Only from 25 to 32 % of interviewed parents were aware that there is
a doctor or nurse in school. The interviewed pupils did not know how
much time the nurse spends at their school (Ministry of Health of
Albania 2009)
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that apply to the education sector staff, nor do we
benefit from the salary increase scheme that is
applied in the health sector, because we are not
employed by the latter.”

The school nurse was a “writing nurse” not a
“nursing nurse.” We found that a lot of school
nurse time is dedicated to filling reporting forms
and keeping records. In Tajikistan, school health
personnel are supposed to keep up-to-date 15
separate reporting documents; data is transmitted
to the municipal or district policlinics (Ministry
of Health of Tajikistan 2011). Yet, despite this
work, we could not find evidence in any of the
countries that such reporting was used for plan-
ning or quality management purposes.

Another common challenge was a discon-
nection between priority health problems and the
content of school health services. In all four
countries, both school health services staff and
officials from the MoH recognized the imbalance
between the traditional clinical areas of work,
such as screenings and immunizations, and the
need to address emerging concerns such as
mental health, violence, nutrition, sexual and
reproductive health, and chronic conditions.

Interestingly, in all countries there was quite a
huge discrepancy between sometimes progres-
sive content of existing regulations and the actual
practice. For instance, health promotion was
declared at the core of school health services in
all four countries. However, the actual
day-to-day routine of school health services
personnel had little orientation toward health
promotion. The disconnect often started within a
single document—while stating in the preamble
that health promotion is important, most of the
tasks listed under the functions of both nurses
and doctors were about infection control and
reporting. We found that the school nurses were
very often perceived as “medical police,” rather
than as facilitators and team members. On the
other side, the nurse is a “scapegoat” for school
administration in case of sanitary deficiencies
found during inspections. As noted in previous
chapters, infection control is an important task in
settings where access to running and clean

drinking water and functioning toilets are not a
reality, especially in rural areas. Nonetheless,
responsibility for these issues lies with the MOH
and MOE. And, unless they are addressed across
sectors in a whole community approach, they
will fundamentally undermine the effectiveness
of the proposed reforms.

In Albania, a specific problem was lack of
data to identify priority health problems and their
determinants. Especially, this was true in the area
of mental health, sexual, and reproductive health
including HIV and substance use (Stronski
2009). The prohibition for parents to enter school
premises was also quite unique to Albania and
explains the very low awareness of parents about
school health personnel.

Achievements to Date

The applied process was effective in many ways. It
stimulates a comprehensive situation analysis with
the identification of main challenges and priority
health problems and generated consensus and
shared multiagency vision for school health ser-
vices development in a country. In addition, it
prompted the implementation of selected compo-
nents of the reform such as development of training
programs for school health personnel.

The approach facilitated the understanding of
what it looks like when multiagency are working
together, and the value it has for providing for
school health services. It did not however, in
itself, ensure that a shared sustainable multia-
gency vision was established among representa-
tives of the health and education sector. In our
observation, the successful involvement of the
representatives of the MoE, depended not as
much on the country’s structural mechanisms for
involvement (often non-existent) but on personal
relationships between individuals. Because of
this, we think that this component of the reform
will be the most difficult to implement and will
require time. In Box 2, we present some reflec-
tions on the difficulty in multiagencies working
together.
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Box 2: Working Together de jure but
not de facto De jure, joint ownership and
running of school health services by the
health and education sector was pro-
claimed in 1980s and early 1990s. Thus, by
the time of reforms described in this
chapter, in principle countries have had
more than 20 years of joint responsibility
to develop a multiagency working culture.
We found, however, that multiagency
working was one of the weakest aspects of
school health services. We think that fac-
tors that may have contributed to such a
lack of progress are related to limited pre-
vious experience of multiagency working
for health, an underdeveloped culture of
team work, and an outdated perception of
school nurse as the one for injections and
controls. This perception is shared not only
by the education sector, parents, and
pupils, but also within the health sector—
there is a lack of clarity in tasks division
and professional respect between doctors
and nurses, and the nurse is often consid-
ered to be just an assistant to the doctor and
not a practitioner with autonomous tasks.

One positive spin-off of the application of the
step-by-step approach was the empowerment of
school nurses throughout the process. In all
countries, school nurses were extremely positive
regarding their involvement in the process:
“never before was I asked what I think about
how it should be done,” “finally they remem-
bered us,” we could see how their level of par-
ticipation gradually increased throughout the
process. We think that contributing factors were
the clear assignment of tasks to school nurses in
line with the goal of school health services and
the emphasis of the role of school nurse as
negotiator between health, educational sector,
and the community.

The applied process has had a positive impact
on the national policy development. In the
Republic of Moldova a revision of the list of

health services provided to children in educa-
tional institutions was approved by a Govern-
ment Resolution No. 934 of 4 August 2008.
Later, quality standards and criteria for them
were approved by a MoH ordinance in 2012. In
Ukraine, the process contributed to the develop-
ment of the national concept of school health
services, which was developed by the MoH and
shared with other agencies for feedback in Jan-
uary 2012. In Albania, a memorandum of col-
laboration was signed between the MoH and the
MoE to support the reform of school health ser-
vices. National quality standards were agreed,
and competencies for school health professionals
were defined. The competencies informed a
training package that was subsequently devel-
oped by Albanian professionals. Tajikistan was
the last country to start the process and as of
2012 was in an early phase of rejuvenating its
school health policy.

Conclusion

The historical analysis shows that in all countries
concerned school health services emerged and
were for a long time regulated or informed by
USSR regulations—a top-down process impos-
ing obsolete practices—most of them being
limited to infection control. In the four countries
discussed here, school health services were born
about 5 or 6 decades later than in most indus-
trialized countries. And, they are only now
undergoing the process of a paradigm shift,
where they move from focusing on infection
control and clinically oriented tasks to social care
paradigm. This is a shift that occurred in the
developed countries in Europe in the 1980s and
1990s.

By applying a goal-oriented, yet very flexible
structure and a step-by-step process for change,
countries created a shared multiagency vision for
school health services development. A shared
vision, informed by a comprehensive situation
analysis, started the process of reform. These
countries developed measurable quality stan-
dards and criteria for school health services, and
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competency-based training programs. To sustain
the progress, however, will depend on the
establishment and maintenance of a shared sus-
tainable multiagency commitment to reform.
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26School Nursing: Making a Difference
in Adolescent Health and Well-Being

Wendy Nicholson and Gillian Turner

Introduction

In England, there are nine and a half million
young people 5–19 years of age (Office for
National Statistics 2015). This equates to 17 %
of the population. Young people face a range of
challenges due to the changes in the way they
lead their lives and the families or communities
in which they live. The health and well-being of
our children and young people matters, and
school nurses are key professionals in supporting
children and young people in their developing
years (5–19) to have the best possible health and
education outcomes. Access to good services is
crucial to support health and well-being; school
nursing services in England are a key workforce
in supporting adolescent health.

This chapter will explore health issues and
emerging trends for young people in England
and outline the key drivers for improving chil-
dren and young people’s health, and why the
school nurses should lead the delivery of public
health services. Finally, the provision, evalua-
tion, and impact of school nursing services will
be examined.

The Health of Children and Young
People Living in England

Children are shaped by the way they live their
lives, both within their immediate family or care
setting, and also their interaction with the wider
community. This includes their interface with the
health and education system. Childhood, partic-
ularly adolescence, is a complex and critical
period, in terms of developing health behaviors
and laying down the foundations for future health
and well-being. It is therefore important to
understand the issues and challenges, so that
services can be shaped to meet children and
young people’s needs, at times when they need it
most.

Data from the Health Behaviour in School-
aged Children (Brooks et al. 2015) and Key Data
in Adolescent Health (AYPH 2015) provides
evidence and insight into adolescent health and
well-being in England.

In England, 86 % of young people describe
their physical health as good or excellent (Brooks
et al. 2015). Additionally, we are seeing
encouraging trends of decreasing levels of par-
ticipation in risk-taking behaviors. Rates have
fallen for smoking, drinking, and drug taking
over the pass few years; however, the impact of
legal highs and e-cigarettes on adolescent health
is unclear (Brooks et al. 2015).

Rates of conception, among girls 18 years of
age and younger, have not been this low since
1969 (Office for National Statistics 2016).
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Even so, England still has a relatively high rate
of births among 15- to 19-year-olds compared
with other countries.

There are many indices of disadvantage that
can, and indeed do, impact young people’s health
and well-being. For healthcare professionals, it is
important to understand the challenges facing
young people, in order to focus efforts to address
inequalities and improve life chances during
adolescence.

Nearly two million young people, 10–19
years of age, live in the most deprived areas of
England. More than one in ten of those 19 and
younger are living in situations of low income,
with one in eight young people under 15 living in
households where no one holds a job (AYPH
2015). There are emerging negative trends that
will impact young people’s health now and
potentially impact their health significantly as
they progress to adulthood.

In England, around 14 % of state-funded
secondary school pupils receive free school
meals (Department for Education 2015). Enti-
tlement to free school meals can be used as a
proxy measure of affluence. In 2014, 13 % of
children in state-funded schools reported receiv-
ing free school meals (Brooks et al. 2015).

Only 19 % of young people meet the Chief
Medical Officer recommended guidelines for
physical activity (Department of Health 2011c).
Generally physical activity is declining across
adolescence, particularly among females.

Diet and nutrition remains an issue, with only
46 % of young people meeting the government’s
recommendations of five portions of fruit and
vegetables a day, some 22 % eating sweets daily,
and 17 % eating at fast food outlets weekly
(Brooks et al. 2015).

Childhood obesity is increasing. One in five
pupils 10–11 years of age are obese (Brooks
et al. 2015; AYPH 2015). The National Child
Measurement Programme (Public Health Eng-
land 2015a, b) measures the height and weight of
children in reception class (4–5 years of age) and
school year six (10–11 years of age) to assess
overweight and obesity levels in children in pri-
mary schools. The Health and Social Care
Information Centre (HSCIC 2015) data can be

used at a national level to support local public
health initiatives and inform the local planning
and delivery of services.

Emotional well-being and mental health are
important issues for young people; half of all
mental illnesses start by the age of 14, and three
quarters of all mental illness starts by the age of
24. And, while suicide rates are falling in Eng-
land, in 2014 41,921 young people 10–24 year
of age were hospitalized for self-harm by poi-
soning or other methods (AYPH 2015). At least
10 % of young people 10–19 years of age
experience mental health issues. Yet, only 1400
per 100,000 of children and young people
between 0 and 19 years of age are referred for
specialist child and mental health services
(AYPH 2015). Over a fifth (22 %) of young
people reported not having enough sleep to be
able to concentrate at school during the day
(Brooks et al. 2015).

At least 15 % of 11- to 15-year-olds have a
long-term health condition or additional health
need, including a disability. Approximately
800,000 teenagers suffer from asthma, 63,000
young people under 19 have epilepsy; 35,000
live with diabetes, 2500 children and adolescents
under 17 develop arthritis, and 2200 young
people are diagnosed with cancer each year.
Sadly, around a quarter of young people with a
long-term health conditions or disability said
their condition affected their schooling or school
participation (Brooks et al. 2015). There is a need
therefore to consider how they are supported at
home, within school settings, and within their
local communities. The Department for Educa-
tion and, Special Educational Needs and Dis-
ability (SEND) reforms came into effect in 2015,
and this offers an opportunity to ensure support is
individualized and connected across agencies.

The health and well-being of parents is an
important factor. Some 22 % of young people
under 16 (2.6 million) live with a hazardous
drinker and 335,000 children live with a
drug-dependent parent (Manning et al. 2009).
Consequently, more young people are taking on
the role of caretakers.

Young caretakers include children and young
people under 18 who provide regular and
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ongoing physical, emotional, and social support
to a family member who is physically or men-
tally ill, disabled, or misuses substances.
National census data show that there are 166,463
young caretakers in England (Office for National
Statistics 2011). Nine percent of the 166,363
young caretakers in England provide care 50 h a
week or more (Office for National Statistics
2011). Eighty percent of young caretaker provide
care from 1 to 19 h per week, and 11 % provide
care from 20 to 49 h per week (Department of
Health 2014b).

Screen time and use of computers is funda-
mental to the way young people lead their lives.
Increased screen time has provoked cause for
concern (Action for Children 2016). Fifty-nine
percent of young people reported using a com-
puter or electronic device for two hours or more
everyday (Brooks et al. 2015); 35 % of young
people report that they play computer games at
least once a week, while 89 % of young people
12–15 years of age own a smartphone (Ofcom
2013). Technology, such as social media, is
attractive to young people. It provides an
opportunity to engage with young people, to
raise awareness of health and well-being, and
increases active engagement.

Policy Drivers

As with any modern society, health challenges
change and thus priorities change. In England,
we have seen sustained and significant focus on
the health and well-being of children, young
people, and families. However, challenges
remain and new issues have emerged; conse-
quently, there is increasingly more recognition of
the importance of evidence-based public health
delivery and prevention or early help delivery
models (Local Government Association 2013).
A range of policies have set out the case and
actions for improvement.

Health and Wellbeing Boards lead a ‘Joint
Strategic Needs Assessment’ to determine local
priorities for the Health and Wellbeing Strategy
to inform service commissioning. The health and
well-being priorities for children and young

people was one of the products of the needs
assessment (see Box 1).

Box 1 Health and Wellbeing Priorities for
Children and Young People

Leading and Delivering the Healthy
Child Programme 5–19 (Department of
Health 2009)
• assessing and determining local needs
• providing information to inform the

Joint Strategic Needs Assessment
• using evidence from neuroscience to

inform practice
• building capacity, for example, sup-

porting healthy schools
• early identification and intervention for

emotional and mental illness
Improving:
• readiness for school and reducing

school absences
• emotional well-being of looked after

children
• vaccination coverage
Reducing:
• tooth decay in children under 5 years of

age
• excess weight in 4- to 5- and 10- to

11-year-olds
• hospital admissions due to intentional

or deliberate injuries (under 18)
• under 18 conception rates
• diagnoses of chlamydia in 15- to

24-year-olds
• smoking prevalence in 15-year-olds,

and drug misuse

Systematic review of outcome measures is
essential and provides an opportunity for deter-
mining effectiveness and a re-focusing if services
are not meeting local needs.

The Healthy Child Programme: From 5 to
19 (Department of Health 2009) sets out the
universal prevention and early intervention pub-
lic health program for children and young people
from 5 to 19 years of age. School nurses were
recognized as the lead profession in terms of

26 School Nursing: Making a Difference … 491



coordination and service delivery. The Healthy
Child Programme (HCP) provides an invaluable
opportunity to support the health and well-being
of children and young people within a universal
framework, while identifying families that are in
need of additional support, and children who are
at risk of poor outcomes.

The HCP identifies the school nursing service
as pivotal in the effective delivery of evidence-
based support and the importance of children and
young people being able to access the expertise
of school nurses and their teams.

The HCP sets out to assist local areas to:
• ensure services are based on a robust needs

assessment;
• utilize effective practice and prioritize

evidence-based programs; and
• make best use of their workforce.

School nurses have a lead role in helping to
develop local approaches to public health ser-
vices and provide links between public health,
the NHS, schools, and a leadership role in pro-
moting good health and addressing inequalities
(Department of Health 2010).

Healthy Lives, Healthy People (Department
of Health 2010) provided an opportunity for a
radical shift in tackling public health challenges
and addressing lifestyle-driven health issues
including sexual health, smoking, alcohol, and
obesity. The report emphasizes the need for
system change nationally and locally; giving
every child in every community the best start in
life is a central concept in the report. There is a
clear commitment to addressing child poverty
and tackling inequalities.

Early Help: Munro (Department for Educa-
tion 2011) emphasized the importance of early
help at any stage in a child or young person’s
life. Failure to meet the health needs of children
and young people can lead to difficulties in the
future and have a profound impact on their adult
health. Munro highlighted the value of providing
help at the earliest opportunity as soon as a
problem emerges to prevent the situation wors-
ening. School nursing services are crucial for
identifying need, providing a response, and
working with partners, thus ensuring effective
early help is available.

You’re Welcome Quality Criteria (Depart-
ment of Health 2011b) sets out non-mandatory
standards for delivering friendly health services
to young people. These standards are designed to
be used by health services to assess how well
their provisions meet the needs of young people.
The engagement of young people in the process
is a fundamental component; young people
review and verify compliance with the standards.
The World Health Organization (WHO) en-
dorsed the standards in 2011. The standards and
the accreditation process are currently being
reviewed, with the intention of refreshing the
standards and streamlining the accreditation
process.

In 2013, Public Health England was estab-
lished to focus on public health, support local
innovation, help provide disease control and
protection, and disseminate information and
innovation. Included in the Public Health Eng-
land role is creation of a system to empower
individuals to make healthier choices and to
equip local communities with the tools and evi-
dence to address their own particular health
needs.

The Children and Young People’s Health
Outcomes Strategy (Department of Health
2013c) is a whole system health reform model.
The Children and Young People’s Health
Outcomes Forum informed the development of
the strategy, embracing all of children and
young people’s health care across all ages. Its
first report (Department of Health 2012b)
identified indicators to improve the health
outcomes of all children and the systems and
structures needed within the NHS to achieve
them.

Chief Medical Officer report: Our children
deserve better—prevention pays (Department
of Health 2013a) focused on the high mortality,
morbidity, and inequalities in England and
clearly articulate the need to improve outcomes
for children and young people. The report brings
together evidence for early action and a clear
economic argument for why this is important.
The report made three key recommendations: a
focus on public health, early intervention, and
strengthening the evidence base.
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From Evidence into Action (Public Health
England 2014) focuses on creating and protect-
ing health, in addition to treating ill health. The
report outlines the priorities for the next five
years to determine where it can most effectively
focus its efforts. The seven priorities are as fol-
lows: (1) tackling obesity, (2) reducing smoking,
(3) reducing harmful drinking, (4) ensuring every
child has the best start in life, (5) reducing
dementia risk, (6) tackling antimicrobial resis-
tance, and (7) reducing tuberculosis.

Five Year Forward View (NHS England
2014) sets out direction for the NHS for the next
five years, showing what change is needed and
what it would look like. The report outlines the
challenges and change required of the NHS
working in partnership with local communities,
local authorities, and employers. There is a focus
on narrowing three key gaps: health and
well-being, care and quality, and funding and
efficiency. Public health, prevention, and
self-care are fundamental in terms of delivering
the change required and narrowing the gaps.

Future in mind (Department of Health
2015a) emerged from the Children and Young
People’s Mental Health and Wellbeing Task-
force. It was set up to consider ways to make it
easier for children, young people, parents, and
caretakers to access help and support when nee-
ded and to improve how children and young
people’s mental health services are organized,
commissioned, and provided. Consequently,
significant governmental funding has been pro-
vided to improve mental health services for
children and young people (Department of
Health 2015b).

Policy, Action, and Impact

The national Teenage Pregnancy Strategy
(Department for Children, Schools and Families
2010) is a good example as summarized below.

Teenage Pregnancy

Teenage pregnancy is an issue of inequality
affecting the health, well-being, and life chances
of young women, young men, and their children.
Consequently, high levels of teenage pregnancy
are of concern to an increasing number of
developing and developed countries. The UK
Labour Government’s Teenage Pregnancy Strat-
egy for England was one of the very few
examples of a nationally led, locally imple-
mented evidence-based strategy, resourced over
a long period of time. There has been an asso-
ciated reduction of 51 % in the under-18 con-
ception rate from the baseline in 1998. All 150
local government areas have showed reductions,
in conception, births, and abortions.

The numbers are quite dramatic. Conception
rates among English girls 15 through 17 years of
age declined from a height in 1998 of over 46 per
thousand girls to slightly over 25 girls per
thousand by 2014. Maternity rates for this group
of girls were above 25 per thousand in 1998 and
then dropped to slightly over 10 per thousand
girls in 2014. Abortion rates went from 20 per
thousand in 1998 to 10 per thousand girls by
2014 (see Fig. 26.1).

Local areas with better reductions had devel-
oped their strategies fully in line with the national
guidance(s), involved all agencies, and had
strong senior leadership to prioritize the strategy,
harness resources, and monitor progress. The 10
key characteristics required for a successful local
strategy are as follows:
• Senior leadership and accountability
• Strong use of data for commissioning and

monitoring of progress
• Sex and relationships education in schools
• Youth-friendly contraceptive/sexual health

services and condom schemes
• Targeted prevention for young people at risk
• Support for parents to discuss relationships

and sexual health
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• Training on relationships and sexual health
for health and non-health professionals

• Advice and access to contraception in
non-health youth settings

• Consistent messages to young people, par-
ents, and practitioners

• Dedicated support for teenage parents—in-
cluding SRE and contraception (Hadley et al.
2016).

Service Organization in England

National policy shapes local priorities, enables
more effective use of resources, and enables
services to respond to needs more effectively
through robust commissioning.

Delivery Within a New Commissioning
Framework

Commissioning requires assessment of local
need and the planning and securing of services to
meet those needs. In 2012, the commissioning
arrangements for health and social care in

England were subject to significant change and
as a result involve multiple commissioners. The
commissioning responsibilities are set out for
local authorities, clinical commissioning groups,
and NHS England for health and well-being of
children 0–19 years of age. Those doing the
commissioning need to work together to assure
local improvements.

Changes in legislation in the Health and
Social Care Act 2012 led to local authorities
being responsible for improving the health of
their local population including statutory duties
for children, including:
• Establishing arrangements to reduce child

poverty and promote the interests of chil-
dren in the development of health and well-
being strategies; joining up commissioning
plans for clinical and public health ser-
vices with social care, and education to
address identified local health and well-
being needs;

• Provide leadership to partners and the public
to ensure children are safeguarded and their
welfare promoted;

• Driving the high educational achievement of
all children; and
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• Leading, promoting, and creating opportuni-
ties for cooperation with partners to improve
the well-being of young people.
Local authorities are responsible for commis-

sioning public health services for children from 0
to 19 years of age; this includes a school nursing
provision. The new arrangements present
opportunities for bringing together a robust
approach for improving outcomes for children
and young people across both health and local
authority-led services, including enhanced
delivery between health visiting and school
nursing services.

In times of austerity, there will be challenges
for commissioners and service providers. Even
so, austerity will also present new opportunities,
for instance, co-commissioning between health
and schools to maximize resources.

Delivering Public Health—A New
Model for School Nursing

Delivering public health evidence-based pro-
grams, such as the HCP 5–19, requires specialist
skills and adaptability to respond to individual,
family, community, and population needs.
School nurses and their teams are well equipped
to lead and deliver the complex and extensive
public health agenda (see Box 2) needed to
address the health and well-being of children and
young people.

Box 2 Public Health Agenda and the
School Nurse Contribution

School Nurses in England are
Expected to:
• Lead and deliver the universal HCP

5-19, including assessment of need by
appropriately qualified staff, providing
health promotion advice, screening and
surveillance, engagement in health
education programs, providing inte-
grated services linked to primary and
secondary care, and educational
settings;

• Deliver public health intervention sup-
port to all children and young people,
and to keep children and families safe,
while addressing the health needs of
priority groups;

• Work with the community and local
commissioners to identify population
health needs, ensuring health promotion
strategies are integrated with sexual or
reproductive health services, for exam-
ple, teen pregnancy and substance
misuse prevention;

• Evidence that the experience and
involvement of families, caretaker’s
children, and young people will be
taken into account to inform service
delivery and for making improvements;

• Champion and advocate culturally
sensitive and non-discriminatory ser-
vices, which promote social inclusion,
dignity, and respect; and

• Build on resilience, strengths, and pro-
tective factors to improve autonomy
and self-efficacy based on best evidence
of child and adolescent development—
recognizing the context of family life
and how to influence the family to
support the positive outcomes for
children;

• Build personal and family responsibil-
ity, laying the foundation for an inde-
pendent life.

The agendum is vast and the public health
challenges are increasing. In England, the school
nurse workforce is relatively small in number.
There are 9.5 million children from 5 to 19 years
of age (Office for National Statistics 2015) and
1200 full-time equivalent school nurses (HSCIC
2016b).

School nurses have a responsibility to deliver
universal population approaches and targeted
individual interventions. This is accomplished by
a support team of skilled workers that include
registered nurses, nursery nurses, and support
workers. This equates to approximately 2400
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additional full-time equivalent staff (HSCIC
2016b). The skill mix will vary depending on
local health needs identified within the Joint
Strategic Needs Assessment and workforce plans.

School nurses coordinate services and dele-
gate work within the team to maximize use of
available skills and resources. The skill mix in
the team strengthens capacity and reflects the
local need in an area. For example, one area
implementing the National Child Measurement
Programme found that school nurses were
spending a lot of time responding to concerns
and complaints about weight in response to the
program. The skill mix team now proactively
contacts the parents of children who are very
overweight by telephone to offer reassurance,
support, and posting signs about weight man-
agement programs.

Nonetheless, there are challenges for school
nurses delivering comprehensive services to the
populations they serve relating to heavy work-
loads, lack of time, inadequate staffing, and dif-
ficulty fulfilling the wide range of activities the
role demands (Ball 2009).

In 2010, the government invested significantly
in the Health Visiting Programme to transform
the early help offer and support for children (0- to
5-year-olds) and families (Department of Health
2011a). Subsequently, a similar program to
support school nursing services followed. This
mobilized the profession, enabling the develop-
ment of a new vision and model, and signifi-
cantly raising the profile of the profession.

Developing a New School Nurse
Model

Over an 18-month period, the Department of
Health, worked with key stakeholders including
school nurse leaders, practitioners, and impor-
tantly children and young people to develop a
model to standardize delivery of services, offer
clarity of the nurse’s role, and support the ser-
vices that are responsive to local health needs.

The development process was iterative and
far-reaching. Effective partnership working with
key experts including British Youth Council

(2011), Young Carers, Youth Focus North West,
and National Children’s Bureau fostered
authentic co-production with children and young
people.

What Did Children, Young People,
and Parents Tell Us

The views of children, young people, and parents
all contributed to the vision and the model. This
included testing key findings and emerging
themes. A number of common themes emerged
from the consultation with children, young peo-
ple, and parents, which are summarized in
Fig. 26.2. Findings of the consultation (British
Youth Council 2011) shaped the vision and have
led to further co-production.

Given the feedback from young people and
parents, it was important to ensure they under-
stood the service being provided. Figure 26.3
outlines the service model for school nursing
services and what children, young people, and
parents can expect to receive.

The model (Department of Health 2012a)
emphasizes the strength-based approaches read-
ily used by school nurses, building on their
non-dependent relationships to enable efficient
working with their population (children, young
people, and families), to support behavior change,
promote health protection, and maintain safety.

The vision and model defines the school
nursing services based on four levels of inter-
vention: community, universal, universal plus
(short-term early/additional help), and universal
partnership plus (long-term multidisciplinary
support; e.g., with social disadvantage, illness/
disability, safeguarding). The four levels are a
continuum of support in which the child’s needs
are met through robust coordination by the
school nursing service. These are described in
detail below.

Community—School nurses have an impor-
tant public health leadership role in the school
and wider community. For example, school
nurses contribute to health needs assessment, and
designing services to reach young people wher-
ever they are. They provide services in
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community environments, and working with
young people and school staff to promote health
and well-being within the school setting. In
particular, school nurses work with others to
increase community participation in promoting
and protecting health, thus building local capac-
ity to improve health outcomes.

Universal Services—School nurses provided
leadership, coordinate, and provide services to
deliver the HCP to the 5- to 19-year-olds. They
provide universal services for all children and
young people as set out in the HCP, working
with their own team and others including health
visitors, general practitioners, and schools. This
includes health checks, health promotion, and
delivering the immunization program.

Universal Plus—School nurses are a key part
to ensuring children, young people, and families
get extra help and support when they need it.
They offer ‘early help’ (e.g., through care

packages for children with additional health
needs, for emotional and mental health problems,
and sexual health advice) through providing care
and/or by referral or posting signs about other
services. Early help can prevent problems from
developing or worsening.

Universal Partnership Plus—School nurses
are part of teams providing ongoing additional
services for vulnerable children, young people,
and families requiring longer-term support for a
range of special needs for disadvantaged children,
and young people with a disability. This includes
those with mental health problems and those with
substance misuse problems, and risk-taking
behaviors. School nursing services also form
part of the high-intensitymulti-agency services for
children, young people, and families where there
are child protection or safeguarding concerns.

The model offers flexibility within a struc-
tured system. This means providing a service at
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Fig. 26.2 Commissioning of services for children and young people 0–19 years of age
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four levels with safeguarding being a core part of
each level of service, from universal services
education about protective behaviors to working
as part of a team providing high-intensity ser-
vices where these are needed.

The school nurse role has progressed. They
are addressing complex, highly sensitive, and
convoluted health needs. With this in mind, a
suite of supporting professional guidance for
practitioners and commissioners has been
developed (Public Health England 2016).

Defining the delivery model, and offering
role clarity, has indeed supported a more con-
sistent approach; however, the breadth of school
nursing delivery remains extensive. The 4-5-6
model was developed, which provides an
opportunity for service providers and

commissioners to focus on key areas of delivery
where they will have significant impact and
contribute to improved outcomes for local
children and young people. The 4 levels of
service are emphasized, 5 key opportunistic
contact points identified, and 6 high impact
areas identified. The high impact areas are based
on evidence of where these services can have
significant impact (for all children, young peo-
ple, and families and especially those needing
more support) and reducing impact of health
inequalities (see Fig. 26.4). A bundle of indi-
cators are already available to measure perfor-
mance and outcomes (Department of Health
2013b), and this is currently being improved by
using maternity and child datasets, which will
be available in 2017 (HSCIC 2016a).

Safeguarding

Universal 
Services

Community

Universal Plus

Universal 
Partnership 

Plus

Your Community describes a range of health 
services (including GP and community services) 
for children and young people and their families. 
School nurses will be involved in developing and 
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Universal Services from your school nurse team 
provides the Healthy Child Programme to ensure a 
healthy start for every child.  This includes 
promoting good health, for example through 
education and health checks and protecting health 
e.g., by immunizations and identifying problems 
early 
Universal Plus provides a swift response from 
your school nurse service when you need specific 
expert help, which might be identified through a 
health check or through providing accessible 
services that you can go to with concerns.  This 
could include managing long-term health issues 
and additional health needs, reassurance about a 
health worry, advice on sexual health, and support 
for emotional and mental health wellbeing.
Universal Partnership Plus delivers ongoing 
support by your school nursing team as part of a 
range of local services working together and with 
you/your family to deal with more complex 
problems over a longer period of time

•

Fig. 26.3 The service model for school nursing
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Role of the School Nurse

School nurses are:
• The single biggest workforce specifically

trained and skilled to lead and deliver public
health services for school-aged children (aged
5–19);

• Clinically skilled in providing holistic, indi-
vidualized, and population health assessment,
with a broad range of skills for universal and
community-based health interventions

• In a unique position within the community
and educational settings to support multidis-
ciplinary teams, with relationships in primary
and secondary care.
In particular, skills in assessment are viewed

as essential to enabling provision of appropriate
support services (Streeting 2010; Streeting 2015;
Department of Health, n.d.).

Education and Professional
Standards for School Nurses

Qualified school nurses in England are also
known as Specialist Community Public Health
Nurses (SCPHN). They are highly skilled pro-
fessional nurses who have undertaken additional
specialist graduate or postgraduate level educa-
tion in community health and the health needs of
school-aged children and young people. SCPHN
is distinct from general nursing because of the
responsibilities to work with individuals, com-
munities, and populations without having direct
contact with every individual.

The program of education to develop SCPHN
standards of proficiency is centered around four
domains of practice: (1) the search for health
needs, (2) stimulation of awareness of health
needs, (3) influence on policies affecting health,

School nurses work with children, young people and families to improve access, experience, outcomes and 
reduce health inequalities
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assessment

10-11 year old  health needs 
assessment

12-13 year old health needs 
assessment

School leavers – post 16

Transition to adult services 

Building resilience and supporting 
emotional wellbeing

Keeping safe – managing risk and 
reducing harm

Healthy lifestyles

Maximising learning and 
achievement 

Supporting complex and additional 
health needs

Seamless transition and preparing for  
adulthood

Visible Accessible Confidential

Fig. 26.4 4-5-6 model 5–19 school nursing
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and (4) facilitation of health-enhancing activities
(NMC 2004).

Access to training and development supports
effective school nursing practice and increases
confidence in delivering interventions (Squires
2013; Jones and MeEwan 2012; Pryjmachuk
et al. 2011).

Putting Policy into Practice

School nurses deliver support and evidence-
based interventions for school-aged children,
young people, and their families in and out of the
school setting including clinics, family homes,
and other community venues. They use their
knowledge and skills to assess local need, plan
and deliver interventions to respond to those
needs, and evaluate effectiveness of the inter-
ventions delivered.

The You’re Welcome Quality Criteria
(Department of Health 2011b) are applied to the
interventions they deliver. They work with the
whole family to develop good social, psycho-
logical, and lifestyle choices to empower adop-
tion of healthier behaviors. Much of the work of
school nurses is delivered in partnership with
other professionals and agencies as part of a
wider multidisciplinary team. This includes
schools, social care, educational welfare, youth
services, other health professionals, and volun-
tary organizations. For example, school nurses
and health visitors work together closely with the
child and family to achieve seamless transition
and integrated support to ensure readiness for
school (Public Health England 2015a).

Although interventions are delivered in the
setting most appropriate to the individual, schools
are the main delivery vehicle for the interven-
tions. Evidence from Brooks et al. (2015)
strongly suggests that when young people are
supported at school, this provides an opportunity
to address health and well-being.

Schools as health-promoting organizations are
well recognized (WHO2016). School nurses work
closely with schools to develop whole school
approaches to promoting emotional and physical
health and well-being. This includes helping

schools build a supportive environment with
strong positive relationships with young people
and families, which is essential to create a sense of
belonging to the school, a feeling that they are
connected and that teachers care for them as a
person. These are important factors in building
resilience, developing social and emotional com-
petence, achieving academically, and enabling
young people to thrive. Delivering Personal,
Social and Health Education (PSHE) in schools
can help reduce risk-taking behavior (Brooks et al.
2015). PSHE is considered part of the national
curriculum; however, it is not mandatory.

Public Health Priorities

Public health activities are a vital part of the work
that school nurses do to promote and protect
health and well-being, and preventing ill health.
School nurses use analytical skills to identify
individual and population health needs in order
to coordinate evidence-based approaches
required to improve health and well-being, and
longer-term cost efficiency. Key areas of work
include the following.

Promote
health

• Provision of school-based PSHE to
promote good health and lifestyle
choices relating to drugs, alcohol,
smoking, sexual activity, and
relationships

• Promotion of good emotional health
and well-being to prevent mental
health disorders such as anxiety and
depression

Protect
health

• Routine immunization programs in
primary and secondary schools and
the community to protect against
diseases such as meningitis, cervical
cancer, and influenza (NHS 2016)

Prevent ill
health

• NCMP to identify and address
childhood overweight and obesity
(Public Health England 2015b)

• School-based sexual health services
to reduce conception rates and the
prevalence of chlamydia among those
under 18 years of age

(continued)
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Early Help and Early Intervention

School nurses build close relationships with
individuals and communities through universal
support, which is key to the identification of
those who require additional early support to
prevent health issues from worsening. They are
skilled in assessing need, identifying issues and
potential risks, and providing early intervention.
To support the transition of children from pri-
mary to high school, school nurses carry out a
health assessment to identify any concerns so
that they can be addressed swiftly.

The provision of community-based clinics in
a variety of settings where young people can
‘drop-in’ without an appointment enables them
to access health information, advice, and support
and referrals to other services that they may need.
Through therapeutic communication skills (such
as motivational interviewing), school nurses
support behavioral change and positive health
choices when young people are developing
self-determination and autonomy.

Early Help and Safeguarding

An independent review of child protection in
England recommended that there should be
identification and provision of early help for
children whose needs do not match the criteria
for receiving children’s social care services
(Department for Education 2011). School nurses
can rapidly respond to improve the life chances
of young people who are at risk of abuse or
neglect. This includes children who are not in an
educational setting, children in care, young
caretakers, home educated, young offenders, and
young people at risk of becoming involved in

gangs, youth violence, sexual exploitation, or
harmful practices such as female genital
mutilation.

Local Children Safeguarding Children’s
Board have a statutory responsibility to arrange
how agencies will cooperate with one another to
safeguard and promote the welfare of children
and ensure statutory guidance is implemented
(HM Government 2015). This means work is
carried out in partnership with local authorities,
children’s social care, police, probation services,
youth offending services, voluntary, and com-
munity services contributing to a multi-agency
team to support young people and families who
have multiple problems.

School nurses play a significant role in safe-
guarding children and young people, and as
public health practitioners. School nurses work
across the continuum from preventive work with
whole populations through targeted support for
children at high risk of maltreatment, while
providing interventions to reduce the recurrence
of abuse (Barlow and Calam 2011).

Additional and Complex Health Needs

Schools have a duty to make arrangements to
support pupils with additional and complex
health needs, special educational needs (SEN),
and disability (Department for Education &
Department of Health 2015). For those with SEN
and disability, the provision of a coordinated
assessment process between health, education,
and social care professionals enables the devel-
opment of a 0- to 25-year Education, Health and
Care plan that focuses on support to enable
young people to succeed in their education and
make a successful transition to adulthood.

School nurses lead the support for young
people who have health issues, long-term health
conditions, or disability to access education and
leisure activities. For example, school nurses can
manage the impact of health issues on a child’s
education so that physical and emotional health
needs are supported, so that these children can
achieve their full potential. This may involve
coordinating or providing support for young

• School nurses Make Every Contact
Count (NHS Future Forum 2012) by
taking every opportunity to start
conversations about good health,
provide behavioral change
interventions, deliver key health
messages, post notices, and refer on
to other services and organizations
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people with additional health needs, developing
care plans, and training for education staff to
help these children manage those needs in
school. The services always involve the young
person, their parents, or caretakers, and service
providers in the development and review of the
service plans. The plan should make provision
for good quality family life and support the
seamless transition of young people into adult
services. Support ranges from managing asthma
to supporting complex needs, special educational
needs, and learning disability.

Confidentiality and Consent

An important part of school nurse services is
their ability to work confidentially with young
people (NMC 2015). Although young people
are encouraged to discuss their concerns with
their parent or caretaker, they can speak to the
school nurse in confidence about their health
issues. The nurse would always seek consent
prior to disclosing confidential information but
has a duty to break confidentiality if the safety
or welfare of the young person or others would
otherwise be put at risk (Royal College of
Nursing 2014).

Access to School Nursing Services

Every school and college have a named school
nurse. Nursing services are also provided to
children being home educated. This ensures that
every young person has access to services that
are informed by the particular needs of young
people to ensure the health facilities and systems
are youth-friendly, and school nurses respond
effectively, appropriately, and with sensitivity
(Department of Health 2011b). The school nurse
typically covers one secondary school and two or
three primary schools. However, this varies by
area, local need, and staffing arrangements, and
can be up to a maximum of one secondary and
six primary schools. Some school nurses cover
primary schools only.

School nurse services operate on an
open-referral system from the young person,
parents/caretakers, schools, health professionals,
and social care and other services. Typically,
school nurses are based in community clinics
rather than individual schools and are supported
in providing services by their team.

Perceptions and understanding that young
people, parents, and professionals have of the
school nurse role can vary. In a recent review of
the evidence base on school nursing in England,
Turner and Mackay (2015) found that relation-
ships with teachers and other professionals can
be inconsistent relating to lack of awareness of
services, turnover of staff, and previous experi-
ences. In addition, children and parents are not
always clear about the services available
(Department of Health 2012a). It is essential that
school nurses recognize the central role of rela-
tionships with young people and families to
improve communication and optimizing early
help (Munro 2011).

Developing Partnerships with Young
People and Families

In order to have a maximum impact on improv-
ing youth health and to support access to ser-
vices, school nurse service delivery takes into
account the views of young people in order to
have a maximum impact on improving youth
health. In 2011, the British Youth Council
worked with young people to identify what they
wanted from school nursing services. The young
people were clear, their health was important to
them, and they wanted services that are visible,
accessible, and confidential. Similarly, consulta-
tion with parents highlighted that school nurses
need to be more visible in schools and to parents
by introducing themselves, describing the ser-
vices they offer, and providing contact details
directly through clear letters and leaflets
(Department of Health 2012a). In response to
these findings, school nurses work to raise
awareness of their service and become well
known to young people and parents.
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Using Technology to Improve Access
and Support

Advances in technology have enabled school
nurses to change the way they deliver services.
They are responding to what young people have
said they want. Texts, Skype, Apps, and Face-
book have improved access to services. This
approach encourages the reluctant user; in par-
ticular, boys have indicated that they like the
anonymity of this approach for their first contact
with the service. Confidentiality is also promoted
by giving young people a choice of access
through the use of text messaging, email, and
phone calls. Using this approach, adolescents do
not have to speak to a member of school staff to
be able to contact their school nurse.

Importantly, young people’s contribution goes
beyond provision of their views and feedback on
their experience regarding the school nursing
service, and their feedback also influences
ongoing improvements in the services provided.
They are co-producers, delivering public health
through their support of peer education pro-
grams, and of social learning through digital
badges (see Fig. 26.5).

Measuring Impact and Evidence

School nurse contacts provide an opportunity for
interventions with young people, yet evidence
suggests that there needs to be more robust evalu-
ation of the outcomes of these interventions (Turner
and Mackay 2015). Evaluation is an essential pro-
cess to establish whether an intervention has been
effective, cost-effective, and successful. Therefore,
effective service planning should include a thor-
ough evaluation phase (Whitehead 2010). The new
commissioning arrangements require evidence of
effectiveness against key performance indicators
(Department of Health 2016). This presents an
opportunity for developing a strengthened
approach, which can improve quality of care and
secure future investment.

Evaluation activity often includes numerical
monitoring of attendance, contacts, time, and
activities (Chase et al. 2011). Complex health
initiatives such as those delivered by school
nurses must incorporate a combination of activ-
ities to evaluate both process and outcomes. Use
of quantitative and qualitative measures will
gather information about not only whether an
intervention has worked to change health status,
but also participants’ views of an intervention
and broader changes that may occur (Ellard and
Parsons 2010; Mackay 2010).

The Public Health Outcomes Framework for
England (Department of Health 2013b) has as its
overarching aim the improvement of health out-
comes and reduced health inequalities. The
framework sets out specific national outcomes
across the life course, while local commissioners
and providers are required to achieve these
outcomes.

Dissemination of evaluation findings provides
an opportunity for others to learn from the
delivery of an intervention and enables them to
consider how it may be applied within their
practice (Dennison et al. 2010). Intervention
evaluation will contribute to the evidence-based
interventions incorporated in school nurse prac-
tice only if it is shared (Mackay 2010). Conse-
quently, dissemination of evaluation findings is
vital if school nurses are to deliver evidence-
based interventions that improve health and are
cost-effective.

Evaluation and dissemination can be a chal-
lenge for school nurses due to a capacity and
resource issues, and uncertainty about evaluation.
It is important that they have access to practical
support for evaluation, impact measurement, and
sharing of findings. Evidence suggests that
national guidance should be developed to pro-
vide a framework for evaluation of practice
(Turner and Mackay 2015; Chase et al. 2011).
The government has recently commissioned
work to examine evidence of good practice in
evaluation and to develop a toolkit for evaluation
of school nurse practice.
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Health 
Champion
How to promote 
healthy living 
within your 
school, family 
and local 
community.

School Nurse
Learn how 
school nurses 
can help you to 
stay healthy

Stress Buster
What causes 
stress and what 
to do to help
yourself if you 
are stressed

Stress Buster 2
Learn about where 
to find out about 
support for people 
suffering with 
stress and how 
they can be helped.

Healthy Teeth
Learn how to 
look after your 
teeth and how 
to spread the 
word about the 
importance of 
healthy teeth

My oral health
Learn the 
science behind 
healthy teeth 
and your 
responsibilities 
for your own 
oral hygeine

Flu
Get the 
lowdown on 
germs and how 
they spread, 
what to do to 
stop their spread 
and how to fight 
flu

Seasonal flu
Learn about the 
science behind 
germs, how they 
spread, how to 
stop them 
spreading and 
how to fight flu.

Fig. 26.5 Public health messaging. These digital badges are an innovative approach to addressing key public health
issues with children and young people. School nurses, teachers and wider community services including youth workers
can work together to promote health and wellbeing through safe social media. Further badges are currently being
developed, for more information visit www.makewav.es
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Making a Difference—Improving
Outcomes for Children and Young
People

Outcomes Frameworks

School nurses need to demonstrate to commis-
sioners that evaluation of their services and out-
comes impacts their work. This is supported
through national policy requiring measurement
of outcomes against key indicators in the NHS
Outcomes Framework and the Public Health
Outcomes Framework (Department of Health
2013b, 2014a), for example, immunization cov-
erage, provision of sexual health services, and
delivering PSHE. It is recognized that measuring
and publishing information on outcomes can
improve quality of delivery through the identifi-
cation of priorities for improvement.

Experience

Young people and parents report satisfaction
with the interventions school nurses deliver.
They also have encouraging perceptions of the
nurses’ skills and attitudes. Young people
appreciate nurses being non-judgmental,
approachable, caring, and empathic listening
(Pryjmachuk et al. 2011; Kelly et al. 2005;
Attwood et al. 2012).

Access and Engagement

Access and engagement of young people with
school nursing services has been increased,
including through the use of technologies such as
text messaging, websites, Facebook, and more
traditional methods such as clinics and school
assembly (Bhardwa 2013; France 2013; Butler
2013; Chilvers 2011; Atherton 2009; Clapp
2009; Department of Health, n.d.).

Positive Lifestyle Choices

School nursing has a positive impact in relation
to lifestyle issues such as smoking (Thomson
2012), alcohol (Rose 2013), teenage pregnancy
(Triggle 2014; Lynch 2008; Department of
Health, n.d.), and intention to carry out self-
examination (Atherton 2009).

Emotional and Mental Health

From the evidence (Brooks et al. 2015), emo-
tional health and well-being is an important issue.
School nurses have an important role in facili-
tating early help and access to specialist services.

Outcomes relating to emotional and mental
health have also been positively impacted, for
example, emotions and conduct (Buckland et al.
2005), and anxiety and self-esteem (Attwood
et al. 2012; Stallard et al. 2007).

School Attendance

School nurse interventions can lead to positive
outcomes for schools regarding pupil absence
and Ofsted (Office for Standards in Education,
Children’s Services and Skills) attendance rating
(Sprinks 2011). Emotional health interventions
can lead to a more supportive classroom culture
(Stallard et al. 2007).

Responding to Need: Innovation
and Patient Experiences

The following case studies illustrate young peo-
ple’s experience of services, while demonstrating
the complexity of the school nurse role and
provide a rich picture of the impact of their work
to compliment the numerical data on outcome
measures.
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Emotional Health in Hertfordshire

School nurses work closely with Step2 Early
Intervention Child and Adolescent Mental Health
Service to provide young people with good
quality support for mental health issues such as
anxiety and depression. Step2 provide specialist
mental health training to school nurses and in
partnership, they work with schools and other
services to ensure that difficulties are identified
early and the right support is provided at the right
time, including an increase of appropriate refer-
rals to specialist mental health services. School
nurses work with a range of specially designed
resources such as the ‘Emotional Wellbeing Fit-
ness Prescription’ and ‘The Brain Box’™ to
empower young people and their families to take
ownership of their difficulties while breaking the
stigma of mental health in young people and
professionals.

Migrant Health in Birmingham

The school nurse visited a new family from
Libya, in their home, in response to concerns
about the children’s poor school attendance.
Through a holistic assessment and the use of
excellent communication skills, the school nurse
enabled the parents to share their experiences of
violence and use of weapons for survival in their
home country. They expressed concerns about
the impact on their three sons’ behavior and
current friendship group. Together, they devel-
oped a plan to support the boys so they would
feel safe and could begin to deal with the expe-
riences they had witnessed. The boys consented
to a referral so that they could receive counseling
to address their emotional health and well-being
issues, and to help them adjust to school and
living in England.

Technology and Health
in Leicestershire

ChatHealth is a texting service that was
co-designed by school nurses and young people

to provide access to timely, age-appropriate,
and confidential help. Young people no longer
have to wait for a clinic appointment or ask a
teacher’s permission to attend. Students just send
a discreet SMS text message at any time and
get 1:1 support from a school nurse. The service
incorporates quality assurance mechanisms
through a computer-based risk management
system. Evaluation of ChatHealth is novel; it
uses focus groups, surveys, mystery shoppers,
and peer review of conversation transcripts.
Student contacts with school nurses have
increased considerably, with half of the contacts
being anonymously. Young people’s experiences
and outcomes have been improved including
reduced stigma and improved self-confidence.
ChatHealth successfully reaches male users
with double the number accessing support
by text, through the traditional face-to-face
methods.

Complex Health Needs in Hampshire

Asha was diagnosed with juvenile idiopathic
arthritis shortly before starting high school.
Asha was experiencing difficulty coping with
fatigue, pain, limited movement, having a new
peer group, and coming to terms with her
diagnosis. This led to absence and lateness in
her new school. Asha’s situation was made
more difficult because of parental uncertainty
about what help was available and how to get
help from school.

The school nurse worked in partnership with
Asha, her parents, the medical team, and school
to assess need, and develop an individual
healthcare plan, which included pain manage-
ment. The school nurse acted as an advocate for
Ash, helping school personnel to understand the
implications of her condition. Together, they
found practical solutions to her need to move
about school with her belongings. Although
Asha still has significant health problems, she has
now settled in. Her attendance has improved. She
is better able to participate in lessons. And
importantly, she has access to ongoing emotional
support from the school nurse.
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Health of Young Caretakers in London

Sara aged 15 is a young caretaker for two
younger siblings and her mother, who is suffer-
ing from depression. Sara attended her school’s
‘nurse drop-in session’ many times before she
disclosed her caretaker responsibilities. She had
not said anything previously because she was
embarrassed (due to the stigma) about her
mother’s depression. The school nurse worked
with Sara and her mother on a holistic psy-
chosocial health assessment. The assessment
identified that Sara had issues with isolation,
sleep, money worries, falling attendance, and
poor academic performance. Together, they were
able to identify support for Sara and her mother.
Sara accepted a referral to a ‘Young Caretakers’
group. This was important for Sara. She learned
how depression affects her mother and her entire
family. She also became involved in more
activities with the group, made new friends, and
became more resilience. Sara was also empow-
ered to talk with her mother’s general practitioner
if she notices her mother’s depression starts to
worsen.

Sara regularly attends the school’s ‘nurse
lunchtime drop-in’ sessions. Her self-confidence
continues to grow. Most recently, Sara began to
run in after-school competitions.

Conclusion

There is an increased focus on public health and
the prevention agenda both nationally and locally
in England. The emergence of new structures
such as Public Health England and the shift in
commissioning have supported local needs-led
provision and evidence-based practice delivery.
However, there are increasing challenges for
young people and the way they lead their lives;
while there is evidence to suggest health is
improving, particularly with risk-taking behav-
ior, new health issues are emerging. Emotional
health and well-being, together with rising rates
of obesity, is a cause for concern. School nurses,
as highly skilled specialist practitioners, and
leaders of public health delivery are well placed

to improve health and well-being outcomes. The
structured school nurse model provides a robust
framework for local delivery, which offers clarity
and role definition. This will ensure partner
agencies such as schools and importantly young
people understand the service and where school
nurses can make a difference.

The changes to the commissioning arrange-
ments and austerity present both challenges and
opportunities. There is an opportunity to work
differently and maximize resources to achieve the
greatest impact. Evaluation of outcomes is an
essential element of service delivery and future
planning. School nurses and commissioners need
to work together to determine priorities and to
identify where they can make the biggest
improvements. The advances in technology pro-
vide opportunity for school nurses to engage
more readily with young people and to find
creative ways to address key public health issues.
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Introduction

Adolescents may not regularly visit healthcare
providers unless required for sports, camp
physicals, or urgent matters. The one consistent
place they do frequent, however, is school.
School health services (SHS) programs meet
adolescents where they are, and provide the care
and health prevention they need for adolescents
to stay in school, graduate and become produc-
tive, healthy citizens. Interventions in schools
impact adolescent behavior (Busch et al. 2013).
This chapter will explain current SHS in the
USA, as well as challenges and future initiatives
to address the needs of adolescents.

The purpose of SHS in the USA has always
focused on the health needs of students and fits
within the larger schema of where education and
health meet. During the early 1980s, the Coor-
dinated School Health Model, a three-pronged
approach, was introduced to meet student health
needs by providing health education, health ser-
vices, and a healthy environment (Lewallen et al.
2015; Institute of Medicine 1997). This idea was

not new and was the implicit emphasis of SHS
since it was developed in the late 1800s.

The Coordinated School Health Model was
expanded in 1987 to include a comprehensive
eight-pronged approach of essential public health
principles of school health (Lewallen et al. 2015).
This comprehensive model included the follow-
ing: (1) health education, (2) physical education,
(3) nutrition services, (4) school health services,
(5) counseling and psychological services,
(6) staff promotion, (7) healthy school environ-
ment, and (8) parent/community involvement.
The model illustrates how each of these areas
works together to meet the needs of the student.

In 2014, the US Centers for Disease Control
and Prevention (Center for Disease Control and
Prevention) and Association of Supervision and
Curriculum Development (formally known as the
Association of Supervision and Curriculum
Development) introduced a new model that
incorporated new evidence and knowledge
developed since the 1980s (Lewallen et al. 2015).
The new model, ‘The Whole School, Whole
Community, Whole Child (WSCC)’, expanded
the comprehensive model to include 10 compo-
nents (see Fig. 27.1). The 10 components include
the following: (1) health education; (2) physical
education and physical activity; (3) nutrition
environment and services; (4) health services;
(5) counseling, psychological, and social ser-
vices; (6) social and emotional climate;
(7) physical environment; (8) employee wellness;
(9) family engagement; and (10) community
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involvement. Throughout the various models of
school health, SHS has remained an important
component of student health.

The purpose of SHS is to address actual health
problems by providing first aid or emergency care,
or management of chronic conditions, as well as to
address potential health problems (Center for
Disease Control and Prevention & Association of
Supervision and Curriculum Development 2014,
2015). SHS includes screenings, health promotion
and preventive care, and ensuring access to
healthcare providers (including insurance). SHS
also work with the community to ensure adequate
resources to address both student and school staff
needs, as well as address the emotional stressors of
students and staff. SHS staff may include school
nurses, dentists, nurse practitioners, physicians,
physician assistants, health educators, and allied
health providers.

Brief History of SHS

SHS have served schools since the 1800s.
Schools were used as an extension of public
health efforts to control and prevent communi-
cable disease outbreaks (Institute of Medicine

1997). Medical doctors provided medical
screenings/inspections in the schools, excluding
infected students from school. Yet due to poor
sanitation, close living quarters, and large
immigrant populations who spoke a variety of
languages, students were continually reinfected
and missed long periods of school, which con-
cerned the boards of education. In 1902, Lillian
Wald suggested nurses be utilized in New York
City to return students to school. Lina Rogers
was chosen for this experimental program in four
schools with the greatest rates of absenteeism.
Nurse Rogers addressed sanitation needs, edu-
cated families regarding student infections, and
assisted the families obtain medical treatment, so
the students could recover and return to school.
Within one year, 98 % of students who had been
excluded for health concerns were back in school
(Rogers 1908). School nursing was born, and by
1911, 102 cities had employed school nurses.

During this same time period, medical and
dental clinics were also introduced, usually in
poverty-stricken and immigrant populations
where free care was offered. Visiting teachers
(forerunners of school social workers) were also
introduced to help immigrant families adjust to
America and obtain the resources needed (Insti-
tute of Medicine 1997). Rural America also
lacked access to care and suffered outbreaks of
communicable diseases. The American Red
Cross (through the Visiting Nursing Services)
and Frontier Nursing Service brought nurses to
rural schools to address as well as prevent future
health concerns.

Beginning with World War I, military recruits
were found to be underweight, and so increased
emphasis was placed on school health programs
to provide lunch programs and expanding other
health services (Institute of Medicine 1997).
However, in the 1920s and 1930s medical doc-
tors began lobbying for school health services to
be eliminated, along with efforts to discourage
universal health coverage, calling SHS ‘social-
ized medicine.’ Medical associations pushed for
care to be given by individual physicians outside
of school. Yet the onset of World War II and
underweight draftees once again put the empha-
sis back on school health programs (Woodfill

Fig. 27.1 Whole school, whole community, whole child
model. Source Center for Disease Control and Prevention
& Association of Supervision and Curriculum Develop-
ment (2014)
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1986). By the 1940s, schools were invested in
not just instructing students but in the general
health and well-being of students.

The investment in school health as a compo-
nent of the education system led to a change in
funding support of school nurses. Originally,
school nurses were predominantly employed by
public health and community organizations.
However, by the 1940s school nursing services
were primarily funded with education dollars.
School nurses’ responsibilities addressed the
current needs of the time, focusing on health
screenings, and education on topics such as
hygiene and nutrition. Over time, school nurses
also focused on prevention of communicable
disease through immunizations as well as
addressing chronic conditions and high-risk
behaviors (Institute of Medicine 1997). Budget
restraints and competing educational priorities
impacted the number of school nurses funded
and the extent of SHS at various times during the
twentieth century.

During the 1960s due to an increased under-
standing of how students’ physical, mental, and
emotional well-being influenced academic suc-
cess and a race to increase the graduation of
science- and math-oriented students who could
influence the space program, additional educa-
tion dollars were devoted to school support ser-
vices. This led to increased funding for school
health services programs including mental health
workers and school nurses (Paisley and McMa-
hon 2001; Woodfill 1986).

During the 1970s, federal legislation such as
Individuals with Disabilities Act and the 1973
Rehabilitation Act, focused on educating stu-
dents with disabilities in the least restrictive
school environment. However, cuts in education
budgets and shortages of nurses led a decrease in
school health services during the 1980s–1990s. It
was not until 1999 when the Supreme Court
ruled in Cedar Rapids versus Garrett that boards
of education had a responsibility to support and
fund services for students who require skilled
nursing care in order to attend school. This
strengthened the need for nurses in the schools.

As well, during the 1970s, advanced practice
nurses (nurse practitioners) were beginning to

become available to provide primary care for
children and students (physician assistants began
in the 1960s to meet a physician shortage). With
mid-level providers in the community, neigh-
borhood clinics expanded. School-based health
centers housed directly in the school for easy
access were proposed and piloted. The first
school-based clinic was in a high school in
Minnesota, which focused on reproductive health
needs of students to decrease teen pregnancy
(Berg et al. 1979). The clinics in the school were
controversial due to the focus on reproductive
health, and soon clinics were providing other
services. Elementary school clinics were estab-
lished where reproductive health services were
not included. Clinics were often funded through
donations of healthcare systems and non-profit
organizations, but also billed insurances for
individual student visits.

US Healthcare Structure

In order to understand SHS, it is important to
understand that in the USA, access to health care
has not traditionally been a universal right
(Department for Professional Employees 2014).
The structure and culture of the US healthcare
system support individualized care, not the role
of school nurses as population-based care pro-
viders. The US healthcare system is based on
employers providing private healthcare coverage
for employees and their families; and is focused
on reimbursement of individual services, or ‘fee
for service.’ During the 1960s when the ‘War on
Poverty’ programs such as Medicaid were
established, which funds health care for all
members of very low-income families. Legisla-
tion in the 1990s expanded to include publicly
funded individual health insurance coverage for
children whose parents were unable to afford
health insurance. Population-based health care is
not covered within the US healthcare system.

In addition, the traditional ‘culture’ of the US
healthcare system is based on sickness and cur-
ing, rather than prevention and wellness.
The USA spends more than any other nation for
health care, with emphasis on developing new
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technologies and medications to cure disease
(Department for Professional Employees 2014).
Although there has been a shift in attention on
and importance of prevention and health pro-
motion, the structure of the US system does not
support this approach. The passage of the Patient
Protection and Affordable Care Act (ACA) in
2010 provides incentives to change this culture,
but spending and emphasis on sick care is so
ingrained and accepted by both providers and
clients, it will take time for a complete shift to a
focus on well care and disease prevention.

The structure of the US government also
defers health and education funding and delivery
decision making to state governments. Thus,
state and local laws and guidelines govern
mandate activities, the role of nursing practice,
and if certain procedures can be delegated to
non-nursing personnel. The 2015 Every Student
Succeeds Act (ESSA) allows even more local
control of plans to address local needs. The
structure of the system at the local/state level has
created flexibility in how SHS are conducted in
schools.

Current Health Concerns of Children
in the USA

Nearly 14 % of the US population is between the
ages 10 and 19 years (US Census Bureau 2013).
The leading causes of death of US adolescents
(aged 15–19 years) include unintentional
injuries/accidents, suicide, homicide, all of which
are preventable (Heron 2016). There are also
racial and ethnic disparities, especially among
low-income youth in many chronic health con-
ditions, not limited to teen pregnancy, oral
health, and obesity (US Department of Health
and Human Services 2016). Adolescents are
developmentally more at risk for choices and
behaviors that endanger health. Population health
problems that peak during the adolescent years
are homicide, suicide, motor vehicle accidents,
substance abuse (drugs, tobacco, alcohol), sexu-
ally transmitted infections, and unplanned preg-
nancies (US Department of Health and Human
Services 2016).

The Youth Risk Behavioral Surveillance Sys-
tem (YRBSS) is conducted in secondary schools
throughout the USA every other year that asks
youth to self-report behaviors related to injury,
violence, substance use, diet, physical activity,
and sexual activity. The 2013 survey reports that
47 % of high school students have had sexual
intercourse, with 6 % prior to age 13 years and
15 % with four or more partners (Center for
Disease Control and Prevention 2013a). Despite
high levels of sexual activity, 41 % did not use a
condom during last sexual intercourse and 14 %
did not use any method of birth control during
their last sexual intercourse (Center for Disease
Control and Prevention 2013a, b). Although
tobacco use is decreasing, 15.7 % of teens cur-
rently smoke cigarettes (Center for Disease
Control and Prevention 2013d). Most teens
(66.2 %) have ever used alcohol, with 34.9 %
currently drinking, 18 % started drinking before
age 13, and 20.8 % reported binge drinking in the
previous 30 days (Center for Disease Control and
Prevention 2013c).

Chronic health conditions affect a significant
proportion of adolescent youth in the USA.
Parents report that 18 % percent of adolescents
have at least one moderate or severe chronic
condition (Child and Adolescent Health
Measurement Initiative 2014). Those chronic
conditions include asthma (13 %), overweight
(31 %), and obesity (14 %). While the overall
prevalence of diabetes is low, from 2001 to 2009,
the prevalence of type 1 diabetes increased 21 %
among all children, and the prevalence of type 2
diabetes increase 30 % among youth ages 10–19
(Dabelea et al. 2014). The National Institute of
Mental Health reports approximately 13 % of
children 8–15 years old have mental health
problems, which include attention-deficit/
hyperactivity disorder (ADHD) (8.5 %), mood
disorders (3.7 %, and major depression 2.7 %)
(Perou et al. 2013). Adding to the burden, ado-
lescents with chronic conditions are more likely
to suffer from low self-esteem and negative
self-image than their peers (Yeo and Sawyer
2005). They often struggle with frustration from
the self-care and management required of the
condition. Adolescents do not typically adhere to
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the program of care prescribed by their health
professionals, causing concern and conflicts with
their parents. Adolescents are at a pivotal point in
their lives where lifestyle, unhealthy choices, and
risky behaviors can lead to early death or lifelong
health preventable conditions.

SHS Activities in the USA

The Centers for Disease Control and Prevention
(Center for Disease Control and Prevention)
conducts a regular School Health Policies and
Practices Survey (SHPPS) that tracks the SHS
provided at the state, district, and local elemen-
tary and secondary (middle and high) schools
(Center for Disease Control and Prevention
2015b). For the SHPPS study, elementary
schools are defined as schools that include
kindergarten through grade 4; middle schools are
defined as schools that include grades 7 and 8;
and high schools are schools that include grades
10, 11, or 12. Although SHPPS does not indicate
who provides the service, it acknowledges a
registered nurse ideally carries out school health
services. Table 27.1 highlights SHS provided by
school level.

SHPPS found that 9.6 % of schools have at
least a part-time physician providing services
(15.1 % of high schools and 8.8 % of middle
schools). School districts may contract for a
medical provider to provide oversight or con-
sultation for the health of students in the district.
The Center for Disease Control and Prevention
(2015b) SHPPS found this to be true for 35.7 %
of schools (34.5 % middle school; 42 % high
school). School nurses were identified as the
most common provider of SHS. School-based
health centers (SBHCs) were also reported. Each
of these models and specific activities they per-
form, as well as new emerging SHS models will
be described below.

School Nurses

School nurses are registered nurses (RNs) who
provide health services to the entire school

community and include programs that prevent
disease, educate about and promote health,
manage acute and chronic health conditions, and
mitigate emergencies. There are over 65,000
practicing school nurses (US Department of
Health and Human Services, Health Resources
and Services Administration 2013), with 82 % of
all schools (and 78.4 % of middle schools and
78.4 % of high school) reporting access to at
least a part-time school nurse (Center for Disease
Control and Prevention 2015b). A 2015 survey
indicated that 45.3 % of respondents had a
bachelor’s degree (BS) in nursing and 11.5 %
had a master’s degree (MS/MSN) (Mangena and
Maughan 2015).

School nurses have traditionally been
employed and funded by education dollars, with
83 % of school nurses employed by public edu-
cation and 90 % of the funding for their position
comes from education dollars (Mangena and
Maughan 2015). Over half (57 %) of school
nurses report their employer bills US
government-funded Medicaid for some services
provided to low-income children. Nearly
three-fourths (73.0 %) of school nurses reported
partnering with a health department, and 41.2 %
partner with community clinics.

Many models of school nursing practice exist.
Some school nurses work in just one school;
other school nurses may cover multiple schools.
School nurses may work with licensed
practical/vocational nurses (LPNs/LVNs) and
healthcare aides to deliver care. In all models,
98 % of school nurses reporting they provide
direct services to students.

School nurses provide a variety of services for
students and staff in the school based on their
assessment of the school population and indi-
vidual assessment of students with chronic con-
ditions or at risk concerns. Most school nurses
have an open door policy for students to visit
them without appointments, yet school nurses
may also set aside time for facilitating support
groups and education. Most US school districts
do not allow students, especially those in ele-
mentary school, to self-medicate. Medication that
is regularly prescribed or needed to address
symptoms or discomfort must be administered by
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a provider (74 % of the time a school nurse;
21 % by healthcare aides) in the school health
office (Center for Disease Control and Prevention
2015b). Students must leave their classrooms,
often multiple times a day, to be given medica-
tion required for chronic health conditions.

The National Association of School Nurses
(NASN) has developed a framework for school
nursing practice in the twenty-first century. The
Framework includes 5 non-hierarchal principles
of practice for school nurses: Care Coordination,
Leadership, Quality Improvement, Public Health,

Table 27.1 Results from Center for Disease Control and Prevention SHPPS, percentage of schools providing specific
health services (Center for Disease Control and Prevention 2015a, b)

Services Elementary Middle High

Administration of medication 98.0 96.8 97.0

Alcohol or other drug use treatment NAa 16.6 33.3

Alcohol or other drug use prevention 26.5 27.7 54.8

Assistance enrolling in Medicaid or state Children’s Health Insurance 47.5 37.4 48.3

Case management for students with chronic health conditions 73.2 71.6 77.3

Contraceptives NA 3.6 11.0

Counseling for emotional or behavioral disorders 77.3 71.7 76.4

HIV counseling, testing, and referral NA 18.0 40.2

HIV prevention NA 17.7 47.2

Identification of emotional or behavioral disorders 79.2 69.2 83.9

Identification of or referral for eating disorder NA 18.0 40.2

Identification of or referral for physical, sexual, or emotional abuse 87.2 82.0 83.9

Identification or school-based management of acute illness 73.1 62.7 68.4

Identification or school-based management of chronic health conditions 86.1 76.9 80.3

Identification or referrals for oral health problems 65.4 53.8 58.0

Identification, treatment of, or referral for STD NA 21.9 53.8

Injury prevention and safety counseling 45.0 34.1 43.0

Instruction of self-management of chronic health conditions 73.3 66.7 69.2

Nutrition and dietary behavior counseling 35.9 35.1 42.1

Pregnancy prevention NA 16.5 41.3

Referrals for chronic health conditions 67.7 66.3 74.2

Season influenza vaccine 17.0 15.0 16.5

Services for gay, lesbian, or bisexual students NA 20.2 34.6

STD prevention NA 18.6 44.7

Stress management 60.8 52.2 61.5

Suicide prevention 41.4 36.7 64.5

Tobacco use cessation NA 19.4 39.2

Tobacco prevention 21.9 27.7 44.0

Tracking students with chronic health conditions 83.2 76.6 81.1

Violence prevention (bullying, fighting, dating violence) 68.5 60.1 66.5

Vision screening conducted 91.5 81.7 58.7

Weight management 35.3 25.7 42.7
aNA not asked in elementary schools
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and Standards of Practice. Each principle
includes various practice components that help
explain activities of a school nurse. The list is not
all encompassing but rather provides guidance of
major practice activities. A large focus of school
nurses is to identify students where social
determinants and health disparities impact health
outcomes (National Association of School
Nurses 2016).

A 2013 NASN survey asked school nurses
how they spent the majority of their time by
identifying their top five activities (National
Association of School Nurses 2013). The activ-
ities were not distinguished for elementary or
secondary schools but still provide insight into
school nursing activities. Close to 100 %,
96.4 % of school nurses address illnesses and
94.1 % address injuries. Care coordination of
chronic conditions is also a large component of
school nursing activities, with 83.5 % manage
chronic health conditions (National Association
of School Nurses 2013).

Although many adolescents are able to
understand their condition and manage it with
independence, the adolescent years bring new
concerns. Many school nurses indicate that often
students rebel and make choices not optimal for
managing their health condition (Yeo and Saw-
yer 2005). Youth do not want to be ‘different’
than their peers and they may be frustrated about
their situation, or they want to be in control of
their bodies and health. Whatever the reason,
school nurses help students manage the condi-
tions and empower youth. Nurses prepare stu-
dents for the transition to young adulthood and
full independence.

School nurses also conduct group meetings
for adolescents to discuss their concerns, obtain
peer support, and learn more about their condi-
tion (Newman 2012). These groups are often
specific to a chronic condition such as asthma
and diabetes, or medication management.
Whereas healthcare providers usually only see
adolescents with chronic conditions every few
months, school nurses are with students daily and
make a difference in health outcomes. In an
emerging trend, school nurses use electronic
health records (EHRs) that are interoperable with

other healthcare providers to communicate
healthcare plans and progress for all parties
involved. The EHRs also allow for school nurse
to track students with chronic conditions and
evaluate the student’s response to the treatment
plan.

NASN, along with the National Association
of State School Nurse Consultants (NASSNC),
are working on a joint initiative to develop a
minimum data set for all school nurses to collect
specific data points the same way (Maughan
et al. 2014). The data set will eventually include
data points critical to adolescent health, but at
this time more universal data such as workforce,
chronic conditions, and health office disposition
are the focused collection points (Bergren et al.
2016).

School nurses perform many screenings for
depression, substance use, and other health con-
cerns. School nurses also spend much of their
time addressing behavioral health (72.6 %) and
mental health concerns (59.9 %) (National
Association of School Nurses 2013). School
nurses build relationships with students, so youth
will trust the nurses when sensitive health con-
ditions arise. School nurses are perceptive of
youth at risk who are hesitant to seek services.
School nurses may use motivational interviewing
or individualize education to address student
needs (Sypneiwski 2016).

Although only 31.3 % of school nurses indi-
cated the majority of their time was spent
addressing substance/alcohol abuse, 70.7 %
would like to spend more. A growing number of
school nurses are being trained in Screening,
Brief Intervention, and Referral to Treatment
(SBIRT). SBIRT is evidence-based interventions
that identify students with potential substance
abuse concerns, provides a brief intervention,
and then assists them receive further treatment
(Substance Abuse and Mental Health Service
Administration 2016).

Although only 27.3 % schools address vio-
lence as one of their top five activities, 74.1 % of
school nurse reported that they would like to
prioritize interventions for violence. Only 34.8 %
of school nurses spent a majority of their time
managing or preventing pregnancy, compared to
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60 % who would like to spend the majority of
their time on those issues (National Association
of School Nurses 2013). Misunderstandings by
educators as to their role and workload were
reasons school nurses currently do not devote the
time they would like on these concerns. Other
literature indicates school nurses appropriately
identify students at risk for many behaviors
including self-harm and suicide and appropri-
ately intervene (Russell and Hartung 2016). They
also have effectively used evidence-based inter-
ventions that focused on protective factors to
improve outcomes for students with disabilities
(Vessey and O’Neill 2011).

School nurses effectively address chronic
absenteeism, oral health, obesity/weight con-
cerns, and provide other individual and group
health teaching on substance use (tobacco, alco-
hol, and other drugs). In fact, in 30.5 % of
schools (29.7 % of middle schools; 31.4 % of
high schools), nurses deliver content as instruc-
tors during health education classes (Center for
Disease Control and Prevention 2015b). School
nurses also conduct individual and group classes.
They also use social media to connect with stu-
dents, staff and colleagues to bring about changes
in self-care or healthy behaviors (Wysocki 2015).

School nurses prevent communicable disease
by ensuring children who attend school have
received mandatory vaccinations. Ninety-five
percent (95 %) of school nurses track or provide
immunizations for vaccine-preventable diseases
(National Association of School Nurses 2013).

School nurse address physical, social, or
emotional needs of students so they can stay in
school ready to learn. Researchers report school
nurse efforts successfully impact the academic
and health outcomes of students. School nurses
decrease absenteeism and early dismissal of
students so students stay in school ready to learn
(Hill and Hollis 2012; Pennington and Delaney
2008; Telljohann et al. 2004). School nurses also
assist students manage chronic conditions to
improve outcomes and decreased attendance due
to illness (Engelke et al. 2011; Moricca et al.
2013). In addition, schools with school nurses
have better immunization rates and assist stu-
dents lose weight, stop smoking, improve mental

health, and avoid pregnancy (Bohnenkemp et al.
2015; NASN 2015; Salmon et al. 2004).

School nurses provide a persuasive return on
investment. Wang et al. (2014) found that for
every dollar spent on school nursing in Mas-
sachusetts, the community saved $2.20. Addi-
tionally, the study did not measure the value of
school nurses’ prevention activities. Baisch et al.
(2011) found a school nurse saved principals
nearly one hour and clerical staff approximately
46 min every day.

Satisfaction

Satisfaction surveys are not routinely conducted
for school nurse services and often focus on input
of parents’ and teachers’ perspectives. These
surveys indicate overall satisfaction with school
nurses who are professional and members of the
school health team (Maughan and Adams 2011).
In situations where there is not a full-time school
nurse, staff often express the need for additional
nurses (Winland and Shannon 2004; Biag et al.
2015). Yet, many parents do not understand what
school nurses do, focusing on their role provid-
ing first aid and immediate care instead of the
school nurse’s role in health population-based
prevention (Kirchofer et al. 2007). Educators and
school administrator often misunderstand the role
school nurses as well (Green and Reffel 2009).

US healthcare has placed increased to
emphasize on ‘patient-focused’ care. The focus
of patients has been on those who are sick, but
for SHS it is critical that preventative care and
case management for all students are integrated.
The National Association of School Nurses was
awarded a grant in 2015 from Patient-Centered
Outcomes Research Institute (PCORI) to develop
partnerships with students with special healthcare
needs, their caregivers, and other SHS and
community health providers in order to identify
and address the needs of students and their
families. The grant focuses on research, but the
case management techniques are being adopted
by other school nurses, especially the techniques
related to approaching students and their families
for the best healthcare outcomes.
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School-Based Health Centers

School-based or linked health centers are medical
clinics that provide primary care to students
enrolled in the center utilizing a multi-
disciplinary team. School-based health centers
(SBHC) are located within the school, whereas
school-linked health centers are located near by a
school for easy access. SBHCs are found in both
rural and urban areas. According to the latest
2013–2014 census, there are nearly 2315
school-based or linked health centers in the USA
(School-based Health Alliance 2015) with 3 % of
middle schools and 7.7 % of high schools report
having SBHCs (Center for Disease Control and
Prevention 2015b). Of these centers, 94 % of the
centers were in schools, with 23.4 % serve high
schools, and 8.8 % serve middle schools. An
additional 27.9 % serve pre-k through grade 12.
Well over half (66 %) of SBHC serve traditional
public schools. Although they may also serve
private/parochial schools, charter schools, and
community schools, three percent (3 %) of SBHC
are mobile centers, which are clinics in vans or
large vehicles that travel to different locations.

Many SBHC also receive reimbursement from
students’ insurance (often Medicaid). SBHC,
however, are not sustainable from reimburse-
ments. Funding of SHBCs comes from multiple
sources including hospitals, public health, private
donations, and state tax dollars. Recent federal
legislation, including the Affordable Care Act
(ACA), has also provided funding for SBHC
(Keeton et al. 2012).

SBHC operate as primary care provider offi-
ces. Students enrolled in the SBHC receive
health care at the center. Some SBHCs require
appointments; others allow walk-ins. Parents
provide signed permission for their youth to go to
the clinic at enrollment, at the beginning of each
school year.

Many SBHC provide prevention and manage
chronic conditions including mental health, with
67.2 % of SBHCs being staffed by primary care
provider and a behavioral health provider
(School-based Health Alliance 2015). Over 75 %
of SBHC provide screenings for depression
and 71 % provided screening for anxiety.

Some SBHC may administer immunizations,
provide dental service, health education, and
conduct health fairs for the schools where they
are based. Over 70 % of SBHC in middle/high
schools provide prevention counseling on sub-
jects such as substance abuse, violence preven-
tion, suicide prevention, dating violence, as well
as, positive youth development. In addition,
80 % of SBHC provide abstinence counseling,
while 80 % provide pregnancy testing, and close
to 70 % provide sexually transmitted infection
testing. Yet, 90 % of SBHC indicate district
policy restricts them from dispensing contracep-
tives. Many adolescents report high levels of
satisfaction using SHBCs (Keeton et al. 2012).

A systematic review of the literature found
that SBHC deliver positive student academic and
health outcomes (Community Preventive Ser-
vices Task Force 2015). Students who were
enrolled in SBHC, especially those from
low-income areas, progressed in school with an
average 11 % increase in grade promotion than
those not participating in SBHCs. In addition,
students’ immunization rates increased by a
median of 15.5 %, while emergency department
visits for asthma decreased by 15.8 %, while
non-asthma hospitalizations decreased by
51.6 %. SBHC who provide preventive services
have effectively decreased alcohol and other
substance use by a median of 14.8–27.2 %.
Contraceptive use increased by 7.8 %; while
pregnancy rates decreased by 40 %.

Having a SBHC does not replace the need for
a school nurse. SBHC serve the students who
enroll in their clinic and provide primary care.
School nurses provide care for all students within
the school. School nurses can triage students and
help those who need care to enroll in the SBHC
or to locate a primary healthcare provider. In
some schools, the school nurse’s office is housed
within the SBHC. Working together SBHCs and
school nurses provide comprehensive SHS.

Other Emerging Models

With the increased use of technology, new
models of SHS have arisen that use telemedicine
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or telehealth in the schools to address health
concerns from chronic disease management to
health education. Telehealth in the schools may
include web cameras, telephones, or videocon-
ferencing, along with other technology to con-
nect school nurses with primary health providers,
or to connect with a school nurse in schools
without a full-time school nurse on site.

Models vary but outcomes are promising
because telehealth allows increased communi
cation/collaboration, improves convenience of
services, while also decreasing absenteeism, and
it is cost-effective (Reynolds and Maughan
2015). In some schools, school nurses triage
students and then use the telehealth technology to
consult on particular students with healthcare
providers in other areas. They may have stetho-
scopes or otoscopes that transmit images to the
remote healthcare provider. SBHCs may also use
telehealth to connect with a remote provider.
Telehealth may also be used by an instructor to
provide group health education to staff, and
individual students, or groups in a remote loca-
tion. Like SBHCs, telehealth is not sustainable
from insurance reimbursement. Additional
funding comes from grants, non-profit organiza-
tions, and hospital systems (Reynolds and
Maughan 2015). Participants are satisfied with
telehealth services and appreciate the time saved
by not having to travel long distances.

Future Challenges

One of the biggest challenges of SHS for ado-
lescents is to focus on the current needs of ado-
lescents versus traditional services. Adolescents
are not just ‘bigger kids.’ School nurses and
other providers of SHS for adolescents require
specialized training to work with adolescents.
Outreach to vulnerable youth and those at highest
risk are critical. As racial and ethnic diversity
increase among adolescents, it is also critical for
SHS to become increasingly culturally sensitive,
while also identifying and addressing social
determinants and health equities. In addition
increased evidence shows that improving youth
protective factors (such as positive home, school,

and community environment) assist to reduce life
stressors, which often decrease risky behaviors
(Center for Disease Control and Prevention
2015a). SHS need to apply these principles and
focus on the whole child in their practice.

The average age of school nurses is 57 years
old, which means most will be retiring in the next
10 years. The profession of school nursing will
be losing great wisdom and experience, and so
developing mentorship programs and providing
professional development for school nurses will
be critical to meet the need of adolescents and
ensure practice is evidence-based. At the same
time, a new generation of nurses with current
skills in population health and evidence-based
practice have a lot to offer for innovative delivery
models and financing strategies.

Many other programs and organizations exist
who are stakeholders in adolescent health. With
new SHS models coming into the schools, it is
important that activities and resources are coor-
dinated and do not duplicate existing SHS.
Schools are inundated with requests by often
outside agencies that wish to conduct programs
targeting youth. Yet, these programs may not
understand existing SHS or district policies. In
addition, the programs that are in the schools
should be sustainable beyond a research project
and so it is important to coordinate with existing
SHS for long-term sustainability. Keeping the
focus of activities on the needs of the individual
adolescent and the population in that school and
not the individual goals of outside agencies is
critical.

A challenge beyond the schools is how to
connect the larger healthcare system of the USA,
university researchers with good intentions, the
public health departments, and other groups so
that resources are coordinated and efficiently
used. Technology and the use of EHR may help
improve communication between providers, but
only if the programs are interoperable and rela-
tionships are protected.

The USA is going through a healthcare
funding revolution. It is critical for SHS and
advocates of adolescent health to be part of the
discussions related to care across the continuum,
value-based funding, population-based funding,
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accountable care organizations, and other
discussions related to funding of SHS. It is crit-
ical that school nurses, public health, SBHCs,
and others interested in adolescent health work
together to advocate for models that meet the
needs of adolescents. The teens themselves may
have creative solutions that could be directed to
meet their personal needs and empower them to
improve their generation’s health and academic
outcomes. They are our future.
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