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The Association for Young People’s Health produces Key Data on Young
People. The 2021 edition is the first to be published as an online resource,
in our new Youth Health Data Hub. It provides a wealth of data on
different aspects of young people’s health and lives over recent years.
This ‘Overview and policy implications’ report accompanies the
Youth Health Data Hub and highlights the main themes and ‘take home’
messages.
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Reasons to invest in the health
of 10-24 year olds
Good health for young people is central to their wellbeing, and forms the bedrock for good health in later
life. Key Data illustrates a number of critical reasons for investing in young people’s health including:
1. Risk factors for later mortality are laid down in the teens and early 20s. In high income countries the
major risks factors contributing to mortality are tobacco use, alcohol use, obesity, high blood pressure,
high blood glucose, physical inactivity, high cholesterol, illicit drugs, workplace risks and low fruit and
vegetable intake (WHO, 2009). If we can get prevention and early intervention right at this age, many
of these risk factors can be tackled. Adolescence is a time when risk taking behaviours begin and
life-long health behaviours are set in place. Data on smoking, drinking, drug use1 and obesity2 all
demonstrate this. (Key Data, Public health outcomes)
2. There is a lot of concern about widening health inequalities and the data show an increase in, for
example, obesity among 10-11 year olds in areas of multiple deprivation.3 (Key Data, Public health
outcomes)
3. The first signs of many serious long-term conditions emerge at this age. It represents the peak age for
diagnosis of Type 1 diabetes4 and young people are more likely than other groups to be diagnosed with
asthma5. Getting help and learning how to manage these conditions is a critical task in the teens and
early 20s. (Key Data, Physical health)
4. Good services for young people are central to improving their health but more needs to be done to
make them accessible and youth friendly. Data suggest there are big treatment gaps in child and
adolescent mental health, and that young people can feel less satisfied with health care than other age
groups.6 (Key Data, Use of health services)
5. Positive trends in young people’s health behaviour need continued support in order to continue, such
as falls in teenage pregnancy.7 (Key Data, Sexual health and identity)
6. Many deaths of 10-24 year olds fall into ‘preventable’ categories, including accidents and self-harm.
More needs to be done in the teens and early adulthood to reduce these deaths.8 (Key Data,
Population size and overall health)
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About Key Data on Young People

The Key Data on Young People series
Key Data on Young People is a regular resource produced by the Association for Young People’s Health (AYPH), a
UK based charity. AYPH is an independent voice for young people’s health. We believe that young people have a
right to good health and high quality accessible healthcare.
One of AYPH’s central aims is to promote evidence-based practice by making research findings more accessible.
Key Data on Young People collates publicly available data, extracting what we can find that is directly relevant to
the 10-24 age group. The Key Data series has been running since 1997, providing nearly a quarter of a century of
information about young people’s lives. Previous editions have been hard copies or on-line PDFs; 2021 is the first
edition to be presented as a web resource, at the core of AYPH’s youth health data hub.
Key Data brings together statistics about youth health and information about how to use them in your work. The
data were gathered in the summer of 2021, and each page indicates when the data were last updated. Over 100
charts and infographics are available online for download and use in your own work. We have just shared a small
selection in this summary. To learn more about the sources for the charts and the underlying data, please visit the
Key Data on Young People website. Although we will be making minor amends, a major refresh of the data is not
planned until 2023.
This summary report accompanies the 2021 online resource, and highlights the main themes and ‘take home’
messages. We hope that this informs the priority areas for improvement in the youth health policy and practice
sector.
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Data sources and quality
Data are drawn from national surveys, administrative data, research studies, data dashboards, and other sources.
Examples of resources include repeated national surveys such as the Census, the Health Survey for England, the
Scottish Health Survey, the Labour Force Survey, and the Annual Population Survey, administrative data such as
Hospital Episode Statistics and government data on exam results, research studies such as the UK national
longitudinal studies, the Health Behaviour in School Aged Children study or the Smoking, Drinking and Drug Use
surveys, and other sources such as reports from regulators such as Ofcom. Key Data aims to be UK wide but we
recognize the challenges in data availability and comparison between the four countries.
The main sources we rely on have to meet some quality criteria. Where possible they should draw on a significant
sample size, result in generalised results to a known population, use reliable and valid survey instruments, and
adhere to the standards of ethical research methods. However, where there are gaps in national level data we
have occasionally drawn on research undertaken with smaller sample sizes or in limited geographical areas. The
text makes clear reference to the sources in all cases and we say if we have reservations about generalising from
the data.
Following standards set by the World Health Organisation and others (Diaz et al, 2021), we try to report data in
five year age bands, the most relevant for us being 10-14, 15-19 and 20-24. However, data are often not broken
down fully by age and can include, for example, all children and young people under 18, or all adults 18 and over.
We regularly raise this in our work as a limitation to understanding young people’s particular health needs as they
go through adolescence and into adulthood.
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Key Data on 10-24 year olds and their overall health
In order to understand the lives of young people in the UK we need to know some basic descriptive
information about their age group as a whole. To illustrate this we’ve selected some data on the
demographics in relation to young people, and some overall measures of population health such as mortality.
See the full section on the data hub for more information.

Population
Young people aged 10-24 form a significant proportion of the UK
population. In 2019 there were 7.6 million 10-19 year olds and 11.8
million 10-24 year olds. In total 10-24 year olds account for nearly 1 in
5 of the whole population.
One of the key characteristics of this age
group in the UK is that it tends to include
a higher representation of people from
ethnic minorities than older age groups, although it has to be said that the data are
out of date until the new 2021 census data are available. This difference is partly due
to an increase in mixed ethnicity. It means that the burden of racism and
discrimination may land disproportionately on young people.
The numbers in the population shift with baby booms. We currently have more young
people in their mid–teens than we did 10 years ago, and more are following them as
there is still a population bulge in the 5-9 year olds to work its way through. This is an important context for
discussions about funding for the age group; funding to youth services, for example, has substantially reduced in
recent years (YMCA, 2020).

Mortality
Adolescence is a generally healthy age period and relatively few young people die between the ages of 10-24. The
number of young people dying each year in this age group in the UK in recent years has generally been between
2,000 and 3,000 (Office for National Statistics, 2020). This represents a very small proportion (less than 1%) of all
deaths each year.
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The most common UK causes of death of 10-24 year olds are classified as external as they are not caused by
illness. The most common external causes of mortality for 10-24 year olds are accidents, followed by intentional
self-harm (suicide). Other external causes include traffic accidents, exposure to noxious substances, assault,
drowning and falls. The pattern is similar for males and females although rates of death are higher in young men.
Deaths from intentional self-harm among young men in the 20-24 age range are a particular worry, as they have
increased in England and Wales in recent years.
It is worth noting however that young people have been much less likely to die from Covid-19 than other age
groups. By June 2021 there were 152,490 deaths attributed to Covid-19 on death certificates, and 128,048 deaths
within 28 days of a positive test. By June 2021 there had been a total of 96 deaths in 10-24 year olds, with 60 of
those falling in the 20-24 age group. Covid-19 did not contribute to excess mortality in the 10-24 age group across
in 2020 (Ladhani et al, 2020).

Overall health and burden of disease
The years 10-24 are usually a time of good health. However young people do experience a range of health
problems. Approximately 1 in 10 young people in this age group experience a long term condition that limits their
day-to-day activities. The issues that contribute most to the burden of disease in adolescence in the UK are
mental health problems, and somatic (physical) symptoms such as pain and headache, injuries and long-term
physical health conditions (eg, Ward et al, 2021). Some of these are the focus of a substantial amount of attention,
particularly mental health problems. Other more ‘everyday’ issues that affect the age group and reduce quality of
life such as headaches and pain have received much less consideration, particularly in terms of data collection and
research.
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Key findings
In the full Key Data on Young People resource we present a wide range of statistics about young people’s
health organized into topics such as physical, mental and sexual health.
In this summary we have taken a different approach and have identified some important cross cutting themes and
messages, drawing on the full range of data presented across the hub. We have indicated where to go in the main
resource to find more information on all the points made.

There are many positive trends in young people’s health
There is plenty to celebrate in youth health. Smoking rates in 11-16 year olds have been falling and are now
persistently low year on year.

In 2018 rates in this age group were down to 2%. Taking just the 15 year olds, rates of
regular smoking are similar across the UK; 9% in Wales, 7% in Scotland and 5% in
England. There is clearly still room for improvement, but the rates are much lower
than they were in the 1980s and 1990s.
Older young people – in the age range 16-24 – have higher rates than the younger
teenagers. The trends were also going in the right direction until about 2016, but it is
not quite so clear that these falls are being maintained as they have fluctuated more
in recent years, although levels are still lower than they were 20 years ago. Around
one in five young men and one in six young women of this age now smoke regularly
(at least once a week). Again, there is clearly still room for improvement, but the fact that levels are lower than
they used to be is encouraging.
In 2003, nearly half (49%) of 15 year olds in England drank alcohol in the last week, but by 2018 this was down to
less than a quarter (23%). There has also been a long term fall in the proportion of 16-24 year olds drinking more
than 14 units every week.
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Another positive trend is represented in recent data showing the lowest ever
recorded rates for under-18 conceptions across all of the 4 nations of the UK.
Despite improvements, not all areas of youth health behaviour have improved as
much as we might have wanted. On average under half of 10-16 year olds in
England achieve recommended daily physical activity. And very few young people
manage to eat five portions of fruit and vegetables every day.

Social factors are critical to youth health
AYPH has a longstanding interest in health inequalities. We know that social
inequalities can lead to health inequalities (Marmott et al, 2012, 2020; Pearce et al, 2019). We also know that
social factors account for about half of the variation in health outcomes (Buck and Maguire, 2015). Health
inequalities happen across the whole life course, but there has been less attention looking specifically at what
matters most for young people. However we do know that without equal access to resources and support, some
young people are put at a disadvantage in terms of being able to live a
healthy life (Viner et al, 2012).
We have presented data on a range of important issues that we know
are related to health outcomes for this age group, including rates of
poverty. For example, in 2019 obesity prevalence for 10/11 year olds in
England was over twice as high in the most deprived areas (27.5%) as in
the least deprived areas (11.9%).
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In addition to the effects of deprivation and poverty, some groups of
young people experience health inequalities as a result of other social
circumstances and the environment in which they live. It is important to
keep track of the numbers of young people who are, for example, care
experienced young people, young people living in deprived areas, young
carers, young people not in education, employment or training, young
people from ethnic minority backgrounds, LGBTQ+ young people, or
people experiencing adverse childhood experiences.
What seems to be happening
is that while some groups are
doing OK, others are very much not. A considerable amount of
variation in impact sits below the ‘average’ effects for children and
young people as a whole. In particular, young people already facing
challenges in their lives (such as those living in poverty, living with a
disability or in challenging family situations) seem likely to have poorer
health outcomes on a range of issues.
We have not presented a full review of these health inequalities on the data hub yet, but will be adding a new set
of data specifically on this issue early in 2022.

There are serious concerns about young people’s mental health

It will be no news to anyone that there have been increasing concerns about young people’s mental health in
recent years. Before the pandemic the 2017 sweep of the NHS Digital survey of children and young people’s
mental health in England showed rises in mental health disorders in the 11-15 age group for both girls and boys
since 1999. This survey used a robust measure of diagnosable conditions and can be relied on. It is worth noting
that the absolute increase was probably not as high as is commonly thought, going up by only a couple of
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percentage points. But any increase is worrying, and proportionally this represented an increase of 19% in the
11-15 year age group.
ONS data have also shown similar rises in the 16-24 age group in anxiety and depression over the last decade in
the UK (ONS Understanding Society study).
NHS Digital repeated a form of their survey in July 2020, in the middle of the pandemic. It is important to note
that the measure was different. Because of the conditions under which the survey took place (in between
lockdowns), the survey gives us rates of ‘probable’ mental health problems, not definitely diagnosable levels.
Compared to the baseline data from 2017 the numbers showed an increase overall, but this was a summary result
for a wide age range and wide range of disorder types, and may reflect a continuation of an established trend for
rising problems that was already in place before the pandemic. Probably mental health disorders for 11-16 year
olds rose from 12.6% to 17.6%. For 17-22 year olds, rates were 20% overall and 27% for young women.
Assessing trends in community rates of self-harm is always difficult, but we also keep track of hospital admissions,
and note again that the trends are not positive and levels are higher than they have been in recent years. This may
be for a number of reasons, including reduction in stigma related to seeking help.

We are also concerned about evidence that suicide rates among 15-24 year olds have begun to rise again in
recent years; how the pandemic affected this is not clear yet. This time the concern is particularly with 20-24 year
old young men.
As always, there have been problems in providing the level of mental health
services that young people clearly need. There is no sign that the treatment gap
in child and adolescent mental health services is reducing; the most recent NHS
CAMHS Benchmarking exercise showed again that only around 1.9% (19 in 1,000)
of the age group are being seen at any given time by community mental health
services. This is very low given what we know about rates of problems in the
general population.

11

Visit ayph-youthhealthdata.org.uk for the full Key Data on Young People resource

We can do more to reduce youth mortality
Mortality rates in young people fell consistently across the UK until 2015, but over the next four years the trends
was less clear.
Compared to other Organisation for Economic Co-operation and Development (OECD) countries we have average
mortality rates for 10-24 year olds. However, as we noted in the section on youth mortality, most of the deaths in
this age group are preventable. This means that we have to continue to work out what more can be done to lower
the rates further. This is particularly important when viewed through the lens of income inequality, where young
people in their early 20s living in areas of higher deprivation are more likely to die than their peers living in more
affluent circumstances (Windsor-Shellard, 2020).
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Young people need youth friendly health services
It always seems important to us to point out two things in relation to
young people and health service use. The first is that their actual
patterns of use may be different to the general assumptions made
about them. For example, it is often thought that they do not use
primary care services very much. The second is that their needs for
services can be different from other age groups. All the evidence
suggests that the more youth friendly services can be, the more able
they will be able to reach all young people including those who
experience more marginalization and exclusion, and who thus might be
most in need of help. Youth friendly services include those that fit around young people’s daily commitments (to
education, for example), that are flexible and approachable, that understand and respect confidentiality and
consent guidelines, and that include practitioners trained in communicating with young people.
In relation to their patterns of use, we frequently draw attention to the data showing that young people go regularly
to their GP. The average young woman goes to her GP about four times a year, young men twice a year. Primary care
is a critical part of the health care landscape for them, but policies and practices within primary care can prioritise
older people and long term conditions rather than the regular issues many young people present with – including,
for example, mental health problems. In addition, experiences of using primary care in this age group can influence
their trust and likelihood of returning and engaging throughout life. Young people are more likely than other age
groups to feel uneasy when they visit the GP, and to feel inhibited talking about personal problems.
On the other hand, young people in their late teens and early 20s are often associated with rises in A&E attendances,
particularly for incidents relating to alcohol use. We present data showing that they are not behind the rise in A&E
attendance, with 15-19 year old attendances being consistent over the last six to seven years. In addition, young people
form the minority of attendances for alcohol related problems, the majority of these being by people in middle age.

We also know that young people are more likely than other age groups to use community based services such as
sexual health clinics.
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Policy change makes a difference to youth health
Our regular sweeps of the data remind us of the power of policy to change youth health outcomes.
This is no short-term fix; most policies takes years to have an effect on outcomes. However, it is important
to celebrate the successes.
The first of these is undoubtedly under-18 conception rates. It is hard now to recall the tone of the moral panics
around teenage pregnancy in the late 20th century, although this is well documented (Brown, 2021). The last two
decades have witnessed a significant fall in teenage pregnancy. In England, the Teenage Pregnancy Strategy ran
from 1999-2010, over which time there was reduction of 24% in conception rates. Reductions have continued in
the intervening years since the strategy ended. The most recent data have shown yet another reduction, and
although larger global trends may have been at work, the strategy clearly played a part (Hadley et al, 2016;
Toynbee, 2013). However, differences remain in conception rates by areas of deprivation, signaling the story is
not yet complete.

Youth smoking is another policy success story. We have demonstrated the clear downward trend. Scotland had
already banned smoking in public premises and workplaces in March 2006. Wales and Northern Ireland followed
in April 2007, and England followed in July 2007. In addition there have been changes to packaging, increased
pricing, and consistent public health messaging. School interventions have a growing evidence base (eg, Bonell et
al, 2020). Tobacco displays at the point of sale have been prohibited in supermarkets and large shops in England
since April 2012 and in small shops since April 2015.
Sugar consumption from soft drinks is another good example. We present data showing that sugar consumption
from soft drinks has been falling for young people of all ages, and the UK’s ‘sugar tax’ will undoubtedly have
played a part in this. Manufacturers of soft drinks containing more than 5g of sugar per 100ml have had to pay
extra levies to the Treasury since the tax came into force in April 2018. As a result many soft drinks have been
reformulated to contain less sugar. However, much still needs to be done, as – despite an overall trend for falling
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consumption – young people are still consuming more sugar than they should, and consumption rates
are highest in 11-18 year olds. The difference between consumption levels and the recommended daily
levels remains shocking.

The huge upheaval to education, employment and social connections
as a result of the Covid-19 pandemic will likely have an impact on
young people’s health in the years to come, including impacts on their
wellbeing and mental health now. As an example of a policy that
perhaps did not work as intended, but has clearly had an impact on
young people’s health, the Covid-19 lockdowns and school closures,
while protecting some aspects of young people’s health, resulted in a
sharp fall in the rates of HPV vaccination among Year 9 girls in England.
This is critical, as we have solid evidence that the HPV vaccination in
this age group protects against cervical cancer (Lei et al, 2020).
Another area where we are concerned that a policy change may have negative consequences relates to the data
on reductions in investment in youth services. It is good to see the 2021 Spending Review has a commitment at
least to funding new youth clubs. However, we know that at least 750 youth centres have closed since 2010
(YMCA, 2020) so the announcement for 300 more will not provide adequate cover to ensure that all young people
have access, and funding needs to be targeted in ways that help to reduce health inequalities.
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We still do not have all the data we need
Every time we undertake a new edition of Key Data on Young People we realise again the distance between what
is measured versus what is important to young people in terms of their health. Different pressures are at play.
What gets measured depends to a certain degree on the costs and activities of the health service. Certain
conditions that are part of monitored health service activity have good quality data collection, such as asthma,
diabetes and epilepsy. But many of the various NHS ‘mandated’ national data collections and data sets were not
set up with children and young people’s health outcomes in mind. As a result, national outcomes measures for
young people’s health are disproportionately lacking, with – for example – only eight out of 70 measures in the
2019/2020 Quality Outcome framework relating to children and young people (NHS Digital, 2020). Where children
are the focus – such as the maternity care services data set – our age group is not at the centre.
As a result, some common and distressing health issues that affect significant proportions of young people are
simply invisible. For example, although the Global Burden of Disease study has shown that headaches are a key
cause of burden to our age group (eg, Ward et al, 2021), there are no data on the rates, types or consequences of
persistent headaches in this age group.
In addition, some researchers have started to explore the complexity that exists for a significant minority of young
people. Whilst the common perception is that young people are generally healthy or have a single health condition, it
is more recently being acknowledged that there is a more
complex interplay of health and social need presenting to health
services, but these data are not easily collected or presented
from our current data sets. We see this reflected, for example, in
our infographic showing that 20% of young women report chronic
pain, indicating a significant ongoing need for health support in a
population generally considered to be healthy.
One of our concerns is that there has been no recent overview of the conditions with which young people present
to health services (the last one in relation to primary care was Churchill’s study in 2000). This means services,
commissioning and training in young people’s health may not reflect the reality of young people’s needs. As the phrase
goes, “What gets measured, gets managed”. Other areas where we need to be cautious about the data include the
quality and extent of ethnicity data collection in health data for our age group, how we measure socially complicated
issues like insecure housing for young people, and how we reflect swiftly changing topics such as sexual identity.
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Conclusions and implications
We’ve presented an overview of some of the main themes emerging from the 2021 edition of Key Data on
Young People. We’ve highlighted some of the key charts and infographics, and indicated where to go to get
more information.
Overall, there is much to celebrate in young people’s health. Young people in the UK are generally healthy
between the ages of 10 and 24. Many traditional ways of measuring their health – such as rates of smoking,
drinking and teenage pregnancy – are all at lower levels than they were two decades ago. Overall young people
rate their own levels of wellbeing as quite high. Young people generally report good experiences of their doctors.
However, population averages can mask some important trends and issues. We have a number of concerns. We
have emphasized the importance of understanding the impact of young people’s social environments and life
experiences on their health. This includes, for example, the association with challenging living circumstances,
living in areas of deprivation and homelessness with outcomes such as obesity and under-18 conceptions. We’ve
also noted falls in some areas of funding that may impact disproportionately on the health of our age group, such
as reductions in youth clubs. This is an area of ongoing focus for AYPH and we will be adding new data on health
inequalities to the Youth Health Data Hub early in 2022.
We are also concerned about trends in young people’s mental health problems, including the importance of
improving access to mental health support and youth friendly services. We noted relatively high rates of
intentional self-harm and suicide in some groups of young people, where we still do not completely understand
the drivers or the solutions. Most deaths in adolescence can be attributed to ‘external’ or preventable causes,
meaning more needs to be invested in prevention in this age group.
We also noted the shortfalls in the data, so that what is available to us does not completely reflect what we think
we need to know, or what young people tell us is important.
There are many messages for practice and policy. Taken as a whole, the Key Data on Young People resource
presents a powerful argument for investing more in the health of our age group. Some specific areas where we
feel the data indicate the need for more activity include:
● Broadening the discussion around healthy habits: Young people’s health behaviours include more than

drugs, alcohol, smoking and sexual behaviour. Much investment to date has been in ‘risk reduction’ rather than
in the promotion of positive behaviours in adolescence and early adulthood. We would like to see more
discussions around how to promote better nutrition and food availability, more imaginative responses to
encourage adolescent exercise, and more nuanced approaches to managing social media impacts for this age
group. This could be, for example, by broadening young people’s health assessment to include more on these
topics, and expanding the capabilities of staff working with young people – health care staff, but also youth
workers, teachers, police etc – so that they can cover these issues in health conversations. It also means
understanding more about how healthy habits are shaped and framed by the environments in which they live
– access to healthy food and green spaces are more limited in areas of deprivation.
● Promoting health literacy and health empowerment among young people: Given the potential for a high

return on prevention activities in this age group, the new personal, social, health and economic education
(PSHE) curriculum introduced by the Department for Education presents an important opportunity. There are
also more opportunities for opportunistic education in waiting rooms, through improved social media
campaigns and by ensuring that this age group is included in policy development. Investing in more health
advocate models for this age group may bear fruit – peer to peer mentoring for health and wellbeing, for
example, similar to peer to peer mental health support networks being developed in pockets of the UK
(Theodosiou et al, 2020). All of this kind of activity has to be underpinned by communication and coproduction with young people themselves, in order to get it right.
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● Improving access to health services and professionals: We have stressed in various places in Key Data that

we view access to services (health and social) as a major way of limiting the impact of inequalities on youth
health. We need to do everything we can to make services more accessible for young people from all
backgrounds. This includes opening hours that allow for the demands of education, taking services to young
people as well as asking them to come to us, understanding the different access needs for certain groups of
young people, and improving language and communication support. Again, we can only get this right if it is
underpinned by youth engagement.
● Improving cross services planning and integrated working: We need to ensure young people with complex

needs and complex living circumstances have barrier free access to the combination of professionals who
could help reduce health inequalities. Integrated services are also important in the transition from child to
adult services for those with long-term conditions. The aspiration to do this exists; in practice it is harder to
achieve and needs more investment.
● Increasing advocacy for youth health: This is at the core of AYPH’s work, and Key Data provides us with

ammunition and focus. However, we need a broad coalition in order to have impact. Some key targets include:
developing social and health policy initiatives that focus specifically on 10-24 year olds; advocating for a better
understanding of young people’s experiences of health inequalities; improving investment in mental health
services and understanding of recovery from mental health problems in this age group; promoting cross
departmental approaches to the major issues in youth health (such as mortality prevention, reducing health
inequalities, and improving mental health), potentially by extending public health intervention models
currently focused on reducing youth violence.
● Improving the evidence base on youth health: There are many ways this can be done. This includes how

monitoring and audit data are collected on young people’s health, but also improving the evidence base on
techniques for health promotion and direct intervention for this age group. A clearer shared understanding
about what we should be measuring in adolescent health would help; this has been a target of World Health
Organisation work that AYPH has been involved in (Newby et al, 2021). In the UK this might involve, for
example, reigniting a renewed focus on appropriate outcome measures in young people’s health alongside the
ONS and the RCPCH and other national leaders in youth health data. Improving data integration and sharing
between systems, particularly between education, social care and health, is also critical, so that we could get a
more holistic view of children and young people’s lives.
Compiling Key Data reinforces for us that we need to improve understanding around young people’s health.
Increasing awareness about the issues young people face helps to reduce the stigma of physical and mental health
issues in this age group. It enables professionals to respond to young people in need without pathologizing
adolescence. It helps to promote services that are a genuine match between young people’s needs and what we
know works. Good data on 10-24 year olds are a key part of improving their health outcomes and reducing health
inequalities.

“

As young people ourselves, we were often
surprised that the data were different to our
perceptions of certain issues and topics. Hence,
we are excited to share KDYP 2021 and help
provide a narrative of young people that is
based on the most recent data.

”

Eva and Lucy, Key Data 2021 Youth Interns
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More information
Key Data for Young People: The full resource
Visit the AYPH Youth Health Data Hub for the full Key Data on Young People 2021
resource. The charts and data presented in this summary and in the on-line resource
are available to download and use in your own work, with appropriate citation to the
original source or to AYPH. Throughout the hub you will find hyperlinks to other
resources, and the facility to download Excel spreadsheets containing the original
data on which the charts are based.
We’re very interested in what you think of this as a resource, or any information you
might have about additional data sources that might be relevant. Please do email us
at any time with comments, suggestions and feedback.
To cite: Hagell A, Wortley L, Ross L and Whitaker E (2021) Key Data on Young People
2021: Overview and policy implications. London: Association for Young People’s
Health
Association for Young People’s Health
AYPH is the leading independent voice for young people’s health in the UK. To find
out more about our work visit www.youngpeopleshealth.org.uk
@AYPHcharity

