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Abstract

Introduction With the recent emergence of the Healthy People 2030 goals there is a need to understand the role of
SDOH on health inequalities from an upstream perspective. This review summarizes the recent body of evidence on
the impact of SDOH across adolescence and youth health outcomes by race/ethnicity using the Health People 2030
Framework.

Methods A systematic, reproducible search was performed using PubMed, Academic Search Premier, Psychinfo, and
ERIC. A total of 2078 articles were screened for inclusion. A total of 263 articles met inclusion criteria, resulting in 29
articles included for final synthesis.

Results Across the 29 articles, 11 were cross-sectional, 16 were cohort, and 2 were experimental. Across SDOH
categories (economic stability, education access and quality, health care access and quality, neighborhood and built
environment, and social and community context), 1 study examined self-efficacy, 6 educational attainment, 10 behav-
ior, 5 smoking, 11 alcohol use, 10 substance use, and 1 quality of life. The majority of outcomes represented in this
search included health behaviors such as health risk behavior, smoking, alcohol use, and substance use. Across the

29 articles identified, significant differences existed across outcomes by race/ethnicity across SDOH factors, however
magnitude of differences varied by SDOH category.

Discussion SDOH differentially affect adolescents and youth across race/ethnicity. The lived adverse experiences,
along with structural racism, increase the likelihood of adolescents and youth engaging in risky health behaviors
and negatively influencing health outcomes during adolescence and youth. Research, public health initiatives, and
policies integrating SDOH into interventions at early stage of life are needed to effectively reduce social and health
inequalities at a population level.
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around the world [5], which over the life course, con-
tribute to the development of chronic illnesses, often
among those most vulnerable [5-7]. The Healthy Peo-
ple 2020 Framework for SDOH established a foundation
for examining the role of SDOH across health and well-
being, fostering a substantial gain in knowledge regard-
ing the contribution of SDOH on health and well-being
of adults, including racial/ethnic disparities in SDOH [2,
4, 8-10]. With the recent emergence of the Healthy Peo-
ple 2030 goals to “create social, physical, and economic
environments that promote attaining the full potential
for health and well-being for all” there is a need to under-
stand the role of SDOH on health inequalities from an
upstream perspective, specifically the presence of SDOH
in early life [11], that may contribute to adult morbidity.

Adolescence as a phase of development begins at age
10 and transitions to youth at age 19 through age 24,
according to the WHO [12]. This period of develop-
ment presents a unique time of transition, with increased
awareness of social processes and vital brain develop-
ment [12-14]. This transition is marked by development
of new behaviors, influenced by societal contexts, result-
ing in positive or adverse health outcomes and ultimately,
inequalities as adolescents age and transition into adult-
hood [12, 14, 15]. Evidence shows that SDOH and social
risk factors such as access to care, health insurance, food
security, access to transportation, neighborhood depri-
vation, and economic disadvantage have been found to
negatively impact outcomes for racial/ethnic minority
adolescents [16-22], lending to racial/ethnic health dis-
parities across health indices. For example, higher rates
of obesity and behavior problems, poorer cardiovascular
and oral health, and lower rates of health-related quality
of life [16-19, 21, 22].

While the existing body of evidence provides identifi-
cation of key SDOH factors that lend to health disparities
across adolescent and youth outcomes, systematic evalu-
ation of the existing evidence for how SDOH impact the
health, well-being, and the development of adolescents
and youth across racial/ethnic groups has been limited
[15, 23]. To address SDOH factors that lend to health ine-
qualities for adolescence and youth, an in depth under-
standing of how SDOH contribute to health outcomes in
adolescence and youth across racial/ethnic groups must
first be established. This scoping review therefore aims
to evaluate and synthesize the existing evidence for the
role of SDOH on adolescent and youth health outcomes
within the United States, and to summarize similarities
and differences found across race/ethnicity. Specifically,
using the Healthy People 2030 Framework as a guiding
framework, the literature was searched matching terms
to the SDOH domains of economic stability, educa-
tion access and quality, health care access and quality,
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neighborhood and built environment, and social and
community context, to evaluate and summarize existing
evidence for the role of SDOH on adolescent and youth
health and well-being across a broad spectrum of health
indicators.

Methods

Information sources, eligibility criteria, and search
PRISMA Guidelines were used for identifying, screen-
ing, and study selection for final synthesis. No protocol
was prepared for this review. Articles were chosen based
on eligibility criteria listed below, established a priori by
the authors. A reproducible search strategy was used to
identify articles investigating the impact of SDOH on the
health outcomes of adolescents and youth 10-24years
of age, based on the WHO definition [12]. Four different
databases were utilized to ensure the inclusion of a robust
set of articles. Articles published between 2014 and 2021
were searched using PubMed, Academic Search Premier,
PsychInfo, and ERIC. This date range was chosen a pri-
ori to maximize applicability and relevance of evidence.
Medical Subject Heading (MeSH) terms representing
SDOH based on the Healthy People 2030 Framework
were used, see Table 1, along with additional inclusion
criteria (listed below, and Table 2).

Eligible articles were included based on the follow-
ing inclusion criteria: 1) published in English, 2) based
in the United States, 3) study design: cross-sectional,
cohort, clinical trial, quasi-experimental, or pre-post
study design, 4) outcomes demonstrated across at least
two racial/ethnic groups showing outcomes were exam-
ined by race/ethnicity. Additionally, one or more of the
following outcomes had to be included: 1) self-efficacy,
2) educational attainment, 3) psychological resilience, 4)
health risk behavior, 5) smoking behavior, 6) alcohol use,
7) substance use, 8) quality of life. Health risk behavior,
including high risk sexual behavior, delinquent behavior,
and health promoting behavior including physical activ-
ity and dietary intake. Outcomes were chosen based on
the evidence of health behaviors during adolescence and
youth impacting morbidity and mortality in adulthood,
as well as the potential impact of moderators, such as
self-efficacy, educational attainment, and psychological
resilience, throughout the life course on health outcomes
[24-26].

Study selection and data collection

Study selection was based on an initial title and abstract
review by PM and MH. Studies were evaluated for inclu-
sion using a checklist that included eligibility criteria.
Studies not meeting eligibility criteria were excluded.
After the title and abstract review, full text articles that
met initial inclusion criteria were included for full text
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Table 1 Search terms
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MeSH Terms - SDOH

MeSH Terms — Outcomes

MeSH Terms - Characteristics

Social determinants of health
Health social determinant
Health social determinants
Socioeconomic factor
Socioeconomic status
Socioeconomic gradient
Socioeconomic position
Low income

Poverty

Trauma

Psychological trauma
Stress

Social support

Social disparity

Social environment

Social exclusion

Social factor

Social gradient

Social position

Social cohesion

Self-efficacy

Educational achievement
Psychological resilience
Behavior, health risk
Smoking behaviors

Alcohol drinking

Substance abuse detection
Health related Quality of life

Race factors

Minority health

Health status disparities
Adolescent®

Young adult®

2 searched as Boolean/phrase

Table 2 Inclusion, exclusion criteria

Inclusion

Exclusion

« At least one or more outcomes must be included as an outcome evaluated in study:

o Self-efficacy

o Educational attainment
o Psychological resilience
o Behavior, health risk

o Smoking behavior

o Alcohol use

o Substance use

o Quality of life

« Racial/ethnic differences in outcomes must be presented
« Type of study:

o Cross-sectional

o Cohort

o Clinical trial

o Quasi-experimental

o Pre-post

- English language

- Disease specific focus

« Population age:

o Younger than 10years

o Older than 25years

- Type of study:

o Systematic reviews

o Meta-analysis

o Scoping review

- Protocol, design, or rationale papers

synthesis. Initial and full text review of studies were
done separately with oversight provided by JAC and
LEE. The checklist ensured consistent decision-making
processes were followed for each paper reviewed. After
full text synthesis by PM, MH and JAC, articles not
meeting inclusion criteria were excluded with reasons.
Please see Fig. 1 for PRISMA guidelines with details of
studies excluded and retained at each phase. The arti-
cles included for data extraction are shown in Table 3.
Data extraction included the study design, SDOH cate-
gory, and outcomes assessed. Data quality was assessed
using the JBI critical appraisal checklist [27]. JBI provides
checklists by study design. This review used the appro-
priate checklist for the appropriate design in each paper.

Final article decisions were made by PM, JAC, and LEE
based on the checklists and included articles meeting all
criteria to ensure quality across articles summarized in
this review.

Results

Study selection

Figure 1 shows the PRISMA diagram with the results for
study identification, screening, eligibility, and final syn-
thesis. After searching PubMed, Academic Search Pre-
mier, Psychlnfo, and ERIC, 2124 studies were identified.
An additional 5 articles were found after completing a
hand search. After duplicates were removed, 2078 arti-
cles remained for title and abstract screening using the
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Fig. 1 PRISMA Flow Diagram

inclusion criteria listed above. Articles that met inclu-
sion criteria included 263, and an additional 234 were
excluded with reasons (i.e. outside age limit, study out-
side of the United States, and not including at least two
racial/ethnic groups). A total of 29 articles were included
for final synthesis.

Study characteristics and outcomes of studies

The results of each study are shown in Tables 3 and 4.
Table 3 summarizes results by study design and outcome.
Across the 29 studies, 11 were cross-sectional [30, 31,
35, 40, 42, 46, 49, 52-55], 16 were cohort [22, 28, 29, 32,
33, 36-38, 41, 43-45, 47, 48, 50, 51], and 2 were experi-
mental [34, 39]. There were no quasi-experimental study
designs that met the eligibility criteria for inclusion in
this review.

Table 4 summarizes results by the five SDOH catego-
ries and outcomes. Across the 29 studies, 1 study exam-
ined self-efficacy [40], 6 educational attainment [28, 29,
32, 36, 42, 50], 10 health risk behavior [30, 34, 38, 39,
43, 44, 47, 48, 52, 53], 5 smoking [35, 37, 39, 47, 51] 12

c
S Records identified through Records identified through hand
g database searching search 10/17/2020
£ (n=2,124) (n=5)
]
S
A4 A 4
. Records after duplicates removed
(n=2,078)
(Y]
£
c
] y
5
Co Records screened Records excluded
(n=2,078) d (n=1,815)
y
Full-text articles assessed Full-text articles excluded,
F for eligibility » with reasons
3 (n=263) (n=234)
o
i )
) Studies included in
quantitative synthesis
3 (meta-analysis)
o (n=29)
]
=3
£

alcohol use [29, 30, 33, 35, 39, 41, 45, 47, 49, 51, 54, 55],
10 substance use [28, 29, 31, 33, 35, 38, 39, 46, 51, 54], and
1 quality of life [22]. There were no studies that included
psychological resilience as an outcome.

Social determinant of health

The Healthy People 2030 Framework categorizes SDOH
into five key areas: economic stability, education access
and quality, social and community context, healthcare
access and quality, and neighborhood and built envi-
ronment. These five key areas span a variety of topics
subsequently used to identify objectives and evidence-
based strategies to address public health issues [56]. The
majority of the articles included for final synthesis in this
review included the SDOH within the social and commu-
nity context. Out of the 29 articles included for final syn-
thesis, a total of 18 articles were categorized within the
social and community context [28, 30, 32, 33, 36, 38—41,
44-49, 51, 53, 55]. Four out the 29 articles were catego-
rized as neighborhood and built environment [31, 35, 37,
50], and 7 as economic stability [22, 29, 34, 42, 43, 52, 54].
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No articles included for final synthesis included health
and health care and education categories of SDOH.

Discussion

This scoping review is one of the first to our knowledge
to provide a summary of recent evidence on the role of
SDOH across 9 health outcomes in US adolescence and
youth aged 10-24 [12] by race and ethnicity. A reproduc-
ible search across four databases yielded 2124 articles of
which 29 were included for final synthesis and extraction
based on inclusion criteria.

Summary of evidence by social determinant of health
category

Economic stability

Economic stability refers to employment, food insecu-
rity, housing instability, and poverty [56]. Of the 29 total
studies, 7 studies examined the role of economic stabil-
ity [22, 29, 34, 42, 43, 52, 54]. Outcomes examined across
all studies included educational attainment, health risk
behavior, alcohol and substance use, education, and qual-
ity of life. All 7 studies demonstrated racial differences
in health outcomes among adolescents who were found
to be economically disadvantaged. For example, eco-
nomically disadvantaged African American women who
participated in community-based programming, signifi-
cantly decreased sedentary time and increased physical
activity, compared to Hispanic women of the same age
group [34].

Lindberg et al. [52] found that African American men
whose mothers did not have a college degree were more
likely to engage in sexual activity prior to the age of 13,
compared to any other racial/ethnic and maternal edu-
cation combination. For adolescents and youth who were
homeless, Santa Maria et al. [54] found increased use of
alcohol, marijuana, synthetic marijuana, and stimulants
for those living on the street compared to those who
had unstable housing or living in a shelter. These find-
ings varied by race/ethnicity. For example, non-Hispanic
white adolescents and youth had the highest lifetime
use of alcohol during adolescence, synthetic marijuana,
stimulants, and opioids, with significant past month use
of marijuana by Hispanic and “other” race/ethnicity ado-
lescents and youth [54]. Additionally, for adolescents
and youth who were homeless and who had higher rates
of adverse childhood experiences, increases were found
in past use of alcohol, synthetic marijuana, and opioids,
though not significant for marijuana or stimulants [54].
For adolescents and youth who experienced foster care,
racial and ethnic differences were identified for rates of
early pregnancy or parenthood [42]. Specifically, Ameri-
can Indian women and men had higher rates of early
parenthood compared to those who did not identify as
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American Indian. Similarly, Hispanic women had sig-
nificantly higher rates of early pregnancy compared to
non-Hispanic women, though Hispanic men demon-
strated no significant differences [42]. When considering
economically disadvantaged teen fathers, Assini-Meytin
et al. [29] found that African American teen fathers had
lower rates of substance and alcohol use in adolescence
and youth compared to non-Hispanic white and His-
panic teen fathers. By young adulthood, a greater pro-
portion of African American and Hispanic teen fathers
had not completed high school compared to non-His-
panic white teen fathers, though the difference was not
significant [29].

Wiallander et al. [22] found racial and ethnic differences
in health-related quality of life among non-Hispanic
white, African American, and Hispanic adolescents and
youth, especially within early adolescence, ages 10—13.
Non-Hispanic white adolescents had consistently higher
quality of life, with Hispanic adolescents reporting the
lowest quality of life across three grade periods, 5th, 7th,
and 10th [22]. However, when adjusting for SES, dif-
ferences between non-Hispanic white adolescents and
African American adolescents were no longer present,
though differences between non-Hispanic white and
Hispanic, and African American and Hispanic remained
[22]. Docherty et al. [43] examined the role of economic
disadvantage on the risk of gun-carrying between Afri-
can American and non-Hispanic white adolescents
and did not find any racial/ethnic differences. Findings
showed that peer delinquency was a stronger predictor
of gun carrying at higher levels of neighborhood disad-
vantage, with aggression as a stronger predictor at lower
levels of disadvantage [43]. African American adolescents
had higher rates of neighborhood disadvantage, with
a stronger predictor of peer delinquency, compared to
non-Hispanic white adolescents [43].

Social and community context

Social and community context refers to civic participa-
tion, incarceration, discrimination, and social cohesion
[56]. The majority of articles, 18, included in this review
included the social and community context [28, 30, 32,
33, 36, 38—41, 44-49, 51, 53, 55]. Among these articles,
13 articles referred to social cohesion, 4 to discrimina-
tion, 1 to incarceration, and none to civic participation.
The outcomes examined within the 18 articles included
educational attainment, substance use, health risk behav-
ior, alcohol use, self-efficacy, and smoking behavior.
Overall, 13 of 18 articles found racial or ethnic differ-
ences in outcomes. For example, after juvenile detention,
non-Hispanic white women were twice as likely to attain
education compared to Hispanic or African American
women [28].



Monroe et al. BMC Public Health (2023) 23:410

Examining discrimination, adolescents and youth of
color exhibited differing rates of negative health behav-
ior related to alcohol, smoking, sexual risk behavior,
and delinquent behavior when subjected to societal
discrimination [51], discrimination at school [38, 53],
and fear of police bias [55]. Both Leventhal et al. [51]
and Respress et al. [53] found when either subjected
to teacher discrimination [53] or having an increase
in concern for societal discrimination [51], racial/
ethnic minority adolescents and youth participated
in smoking and risky sexual behavior at higher rates.
Specifically, Leventhal et al. [51] found experiences of
societal discrimination was associated with signifi-
cantly more smoking days within the past-month for
African American and Hispanic adolescents compared
to other racial/ethnic groups. For students who identi-
fied as “other” race, teacher discrimination increased
the likelihood for engaging in risky sexual behavior by
nearly 2.2 times [53]. Chambers et al. [38] also found
the more inclusive school environment, the less delin-
quent behavior, such as involvement in violence, was
demonstrated by African American students compared
to non-Hispanic white students. As the number of Afri-
can American students and staff increased, and the per-
ception of teacher discrimination decreased, the lower
number of delinquent behaviors were demonstrated
[38]. However, the greater amount of perceived peer
inclusion, the rate of delinquent behavior increased for
African American students compared to non-Hispanic
white students [38]. Additionally, Wade & Peralta [55]
found fear of race biased policing decreased odds of
heavy episodic drinking among racial/ethnic minor-
ity adolescents. Finally, while discrimination was a risk
factor for depression in Native American women com-
pared to non-native women, it did not have a direct or
indirect effect on alcohol use [49]. Overall, Komro et al.
[49] found no significant differences in alcohol use for
non-native and Native American women with simi-
lar predictive and protective factors, including alcohol
access, parental communication, and best friend’s alco-
hol use.

Related to discrimination, demographic marginaliza-
tion within schools was found to impact racial/ethnic
differences in outcomes. Demographic marginaliza-
tion refers to the proportion of students with dissimi-
lar backgrounds [33]. For adolescents experiencing
racial/ethnic marginalization within schools, ability
to experience school attachment was lower, leading
to more depressive symptoms, ultimately leading to
higher levels of alcohol or substance use [33]. Addition-
ally, African American students who experienced only
racial/ethnic marginalization or both racial/ethnic and
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SES marginalization were found to have lower school
attachment and educational attainment compared to all
other races/ethnicities [32].

Finally, social cohesion was the most common category
within the social and community context. Types, inten-
sity, and length of time of social cohesion factors were
associated with adolescent health outcomes. Parenting
style and background, determined by acceptance and
control, were found to contribute to racial/ethnic differ-
ences in substance use [41]. Specifically, Clark et al. [41]
found no significant differences for parenting style and
not engaging in heavy episodic drinking (HED) between
non-Hispanic white and African American adolescents.
However, for adolescents who did report HED, permis-
sive and authoritarian parenting were risk factors for
African American adolescents. Authoritarian parenting
style was in turn beneficial for African American ado-
lescents who did not report HED at age 12 [41]. Overall,
higher parental socio-economic status was protective for
both racial groups, with access to alcohol in the home a
greater risk for African Americans [41]. Religiosity was
found to be a buffering effect to alcohol and binge drink-
ing for non-Hispanic white adolescents, compared to
non-White adolescents [45].

Social interactions, both positive and negative, among
peers was shown to impact health outcomes for adoles-
cents. Chong et al. [40] found that racial/ethnic minor-
ity adolescents with greater involvement in Gay-Straight
Alliances had greater race-related self-efficacy, the abil-
ity to address diversity, compared to non-Hispanic
white adolescents. For both non-Hispanic white ado-
lescents and racial/ethnic minority adolescents, having
close friends who identified as racial/ethnic minorities
increased self-efficacy. Furthermore, participation in
discussions related to racial issues increased racial self-
efficacy for non-Hispanic white adolescents, but only
increased for racial/ethnic minority adolescents if discus-
sions were frequent [40]. Gerard & Booth [44] considered
the impact of individual, family, and school variables on
the involvement in aggressive or delinquent behavior by
non-Hispanic white and all minority adolescents. School
connectedness was found to have a significant relation-
ship with behavior for non-Hispanic white adolescents,
not minority adolescents [44]. Hatchel & Marx found
that school belongingness served to significantly medi-
ate the relationship between peer victimization and drug
use, also noting that while non-White adolescents expe-
rienced greater levels of victimization, there was not
higher engagement in drug use [46]. In addition, Hussong
et al. [47] found no racial/ethnic differences when consid-
ering social integration and depressive symptoms on sub-
stance use across varying time-points in adolescents. For
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adolescents who experienced bullying, physical violence,
or sexual violence, differing responses of health risk
behavior were found across race/ethnicity. For example,
Champion et al. [39] found Mexican-American women
with a history of violence were three times more likely
to report substance use compared to African American
women with similar histories. While Baiden et al. [30]
found African American adolescents experiencing bully-
ing or personal violence had 33% lower odds of suicidal
ideation compared to non-Hispanic white adolescents
when controlling for other demographic factors. How-
ever, when controlling for all predictors, these differences
did not remain [30].

For adolescence and youth who have experienced abuse
or neglect, racial/ethnic differences were found across
outcomes. Cage et al. [36] found when considering race/
ethnicity alone, there were no significant differences in
educational attainment. However, when considering both
race/ethnicity and gender, significant differences were
found. Non-Hispanic white men and women, along with
Hispanic women were over twice as likely to complete
high school or obtain GED compared to African Ameri-
can men. Additionally, King [48] found Hispanic women
had the highest rates of adolescent births compared to
all other race/ethnicities, with non-Hispanic white and
Asian-Pacific Islander with significantly lower birth rates.
Type and occurrence of abuse, as well as time in foster
care predicted the rates of early birth across all racial/
ethnic groups [48]. For non-Hispanic white women, time
in foster care and age of abuse were significant predic-
tors, with reoccurrence and physical abuse significant
predictors for African American and Hispanic adoles-
cence respectively [48].

Neighborhood and built environment

Neighborhood and built environment refer to access
to foods that support healthy eating patterns, crime
and violence, environmental conditions, and quality of
housing [56]. Overall, 4 articles included in this review
examined racial differences in neighborhood and built
environment for adolescence [31, 35, 37, 50]. Three out-
comes examined within these articles included substance
use, smoking, and educational attainment. Differences
in outcomes among racial/ethnically diverse adolescents
were mixed. Bares et al. [31] found non-Hispanic white
adolescents who lived on farms had higher rates of opioid
use compared to African American and Hispanic ado-
lescents who live on farms and across all races/ethnici-
ties living in the country or city. Considering change in
past 30-day prevalence of marijuana use after retail sales
became legalized, Brooks-Russell et al. [35] did not find
any significant change across all racial and ethnic ado-
lescents. Camenga et al. [37] found similar results after
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exposure to e-cigarette advertising, no racial differences
were found in e-cigarette use.

Kucheva [50] found racial/ethnic differences when
considering two different subsidized housing: public and
privately managed [50]. For example, African American
adolescent men in private subsidized housing and pub-
lic subsidized housing were less likely to become teenage
parents [50]. However, African American women were
less likely to graduate high school if they lived within a
privately managed subsidized housing, compared to non-
Hispanic white men and women and African American
men [50].

Limitations

While this review provides a summary of recent evidence
on racial/ethnic differences in SDOH and outcomes
among adolescents and youth, there are several limita-
tions that should be considered. First, the search for this
review included only articles written in English, thus
excluding articles that may have been relevant to under-
standing SDOH and adolescence published in another
language. Second, studies that were disease specific or
targeting a sub-population of adolescence and youth were
not included, for example adolescents living with a pre-
existing chronic or mental health condition. Therefore,
SDOH that may contribute to specific disease occurrence
or outcomes may vary from what has been presented in
this summary. Finally, this review is considered narrative
and cannot speak to any causal relationships.

Implications for Public Health Education & Programming
for adolescence and youth

Review of the literature demonstrates the role of mul-
tiple factors on adolescent and youth health outcomes
based on the Healthy People 2030 SDOH Framework.
While significant differences in outcomes were found
across race/ethnicity, intersectionality of adolescent and
youth identities is a critically important influence to
consider for future work [57-59]. Interactions of social
and structural factors, often outside the control of ado-
lescents and youth, create a multi-dimensional under-
standing of adolescent and youth health behavior [57].
This review demonstrates the limited number of stud-
ies focused on SDOH domains outside of the social and
community context. Identifying the impact of barriers
within each domain, especially the inequitable influ-
ence across adolescent and youth populations, is crucial
to addressing positive health outcomes for health dur-
ing adolescence and youth. These aspects of adolescents’
and youth lives, along with structural racism [60] and
disadvantage [61-63] increase the likelihood of engag-
ing in risky health behaviors and ultimately leading to
negative health outcomes during adolescence and youth
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and future adulthood [61, 63]. Therefore, to effectively
address health and well-being, researchers, practition-
ers, and public health educators should consider a mul-
tidimensional and structural lens [57] when studying and
developing programming for adolescent youth health [64,
65].

Public health initiatives and policies should also
address social inequities to limit the accumulation of
disadvantage throughout the life course [63]. School
based public health initiatives in areas of sex educa-
tion, safe and supportive environments and school
policy improvement have been successful in address-
ing health inequities among adolescents [66]. Current
adolescent and youth surveillance systems focus on risk
behavior and school policies and practices but are lim-
ited in the inclusion of SDOH. Review of the literature
demonstrates the limited data on SDOH factors, espe-
cially education and health care, relative to adolescence
and youth health outcomes. SDOH indicators should
be included in public health surveillance of adolescents
and youth. For example, additional data related to food
insecurity, housing instability, discrimination, and crime
and violence could provide needed context to effectively
dismantle structural barriers to positive health out-
comes for adolescent and youth. Policies and programs
can be tailored to specific needs of addressing adoles-
cent and youth health equity. In addition, collaboration
among the community, public health organizations,
healthcare institutions and school districts is essential
in addressing this multifaceted issue [67]. Finally, future
research should be innovative and interdisciplinary to
capture the intersectional identities of adolescence [57],
health behavior, and health outcomes.
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