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1  Introduction to Emerging 
Adulthood

The path that individuals take from dependency in 
childhood to independence in adulthood is now a 
longer and more complicated one than at any 
other point in history (Arnett 2014). From the 
mid- to late twentieth century and extending into 
the twenty-first century, industrial societies have 
experienced a surge in the concept of individual-
ism and increased salience of self-realization and 
personal expression (Arnett 1998). Moreover, we 
have seen a dramatic increase in the number of 
youth seeking post-high school education, which 
is required for success as the economy transitions 
from an industrial to an information-based econ-

omy (Rifkin 2011). However, stagnation of wages 
for low-skilled workers and the lack of work 
opportunities for youth and young adults, com-
bined with the increased costs of education and 
independent living, have made the pathway to 
independence and adulthood prolonged, complex, 
and varied, creating a new stage in the life course 
that has been labeled emerging adulthood (EA). 
While not all life course or developmental scien-
tists agree that emerging adulthood constitutes a 
new developmental stage, there is agreement that 
social and economic forces have prolonged entry 
into adulthood and with significant role and devel-
opmental challenges beyond the traditional ado-
lescent years (Cote 2014).

At the beginning of this stage, 17–18 years of 
age, emerging adults are generally dependent, liv-
ing with their parents or caretakers, beginning to 
engage in romantic relationships, and attending 
high school. At the end of this stage, mid- to late 
20s, most emerging adults live independently, are 
in long-term relationships, and have clear career 
paths ahead of them. How they traverse this life 
stage is dependent upon the personal, family, and 
social resources they possess as they enter this 
stage of life, dynamic and reciprocal interaction 
between the emerging adult and their environment, 
and the supports they receive during this stage. The 
result is that there are many pathways that youth 
and young adults pursue through this stage to 
achieve stable adulthood. For example, 40% do not 
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pursue post-high school education. While 60% 
entered college immediately after graduating high 
school, many drop out or interrupt their college 
education with periods of work. Some 33% in this 
stage remain unmarried; however, 67% of them 
achieve stable domestic partners. Importantly, only 
a minority of emerging adults are employed in full-
time jobs, limiting the economic opportunities they 
experience (U.S. Census Bureau. American 
Community Survey 2006).

Emerging adulthood is considered to be the 
volitional years, as it offers the most opportunity 
for identity exploration in the areas of love, work, 
and worldviews (Arnett 2000). During this time, 
individuals begin to develop the characteristic 
qualities necessary for becoming self-sufficient, 
engage in mature, committed relationships, assume 
more adult roles and responsibilities, and obtain a 
level of education and training that sets the founda-
tion for work during the adult years. Characterizing 
emerging adulthood as a stage in the life course has 
proven to be beneficial to explain the social, cogni-
tive, and psychological development that occurs 
during this stage. Research demonstrating contin-
ued brain development into the late 20s provides 
further justification for viewing emerging adult-
hood as a stage in the life course (Spear 2000).

2  Conceptual Framework

The Life Course Health Development 
(LCHD) model posits that myriad factors (e.g., 
biological, psychological, cultural) on multiple 
levels (e.g., micro, meso, macro) interact simul-
taneously in a transactional fashion to influence 
an individual’s LCHD during each stage to 
determine a “health developmental” trajectory  
(see also Halfon and Forrest 2017). The Life 
Course Health Development (LCHD) model fur-
ther posits that transitions and pivotal points in 
an individual’s life have the potential to influ-
ence and alter an individual’s developmental 
pathways. EA is a life stage characterized by 
changes in person-context cognitive, emotional, 
physical, and social domains, and the ultimate 
pathway achieved by the emerging adults during 
this stage is determined by the ongoing, dynamic, 
and reciprocal interactions between the individ-

ual and their environment. The degree of agency 
and role exploration that characterizes EA results 
in the potential for growth in intellectual and 
emotional functioning (Arnett 2000). EA repre-
sents a broad and diverse but fundamentally 
important area of consideration by virtue of the 
multiple avenues through which an individual’s 
developmental trajectories and outcomes may be 
influenced. Important developmental challenges 
during EA include the continued formation of 
identity and values, which occur in the midst of 
frequent changes in personal relationships, liv-
ing arrangements, vocational and educational 
pursuits, and social roles (Shanahan 2000).

No stage in life, other than perhaps infancy, 
experiences such dynamic and complex changes 
on the personal, social, emotional, neuroanatomi-
cal, and developmental levels. For the 10 years 
between 18 and 28, the vast majority of emerging 
adults change living situation, change their pri-
mary relationships, complete education or voca-
tional preparation, get married, have children, 
and transition from adolescent/dependent roles to 
adult/independent roles. This occurs during often 
volatile emotional, neurodevelopmental, and 
social development. Increasing agency occurs at 
the same time as decreasing institutional and 
family supports. The theoretical framework 
developed by Learner and others to create the 
positive youth development theory nicely 
explains how the developmental trajectories that 
emerge during the period of EA are dependent 
upon multiple influential, bidirectional, person- 
context coactions. Individuals during emerging 
adulthood act as co-developers of their own 
developmental pathways, adaptively responding 
to different biological, social, cultural, and physi-
cal environmental contexts that they influence 
and are also influenced by (Learner and Overton 
2008). Successfully navigating the developmen-
tal challenges inherent in EA will likely, in large 
part, influence the developmental trajectory of 
adulthood because these challenges ultimately 
influence the important adult outcomes of inde-
pendent living, committed intimate relationships, 
and vocational and educational achievement. 
Youth and young adults with chronic disease or 
disabilities face additional challenges (disease 
management, disease complications, limitations 
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in opportunities, etc.) in the context of these mul-
tiple domains of growth and development, which 
impact their pathway through this stage.

The continued positive trajectory of the emerg-
ing adult’s mental health, identity formation, edu-
cation achievement, social relationships, and 
other developmental areas is somewhat depen-
dent on the degree to which there are matches or 
mismatches between the individual and his/her 
resources and the environmental challenges and 
supports. If the transition, such as school to work, 
provides a reasonable and developmentally 
appropriate challenge and the emerging adult suc-
cessfully navigates that challenge, then the devel-
opmental trajectory of the emerging adult will be 
enhanced. In contrast, if the same transition lacks 
supports or is an inappropriate match for the 
emerging adult’s abilities (e.g., an inadequate 
vocational program for an emerging adult with a 
learning disorder or lack of support for chronic 
disease management) and the emerging adult 
experiences failure, then the developmental tra-
jectory may be impaired, resulting in significantly 
less achievement or developmental progression 
across the lifespan. A major defining characteris-
tic of the stage of EA is that contexts are changing 
significantly (family to independence or romantic 
relationships, school to work or disconnected 
state, dependent living to independent living 
arrangements). The changes are so significant that 
emerging adults need substantial supports to navi-
gate the transition successfully. Emerging adults 
with disabilities or chronic health conditions 
require more support to maximize their potential 
development during EA (Table 1).

The above table outlines the seven principles 
of the Life Course Health Development frame-
work. These principles can be applied to the 
stage of emerging adulthood in a limited fashion 
due to the limited research literature focused on 
this life stage. However, conceptually, using the 
seven principles to view the stage of emerging 
adulthood can be instructive and can lead to 
additional research questions (see end of this 
article). For example, Principle 5 states that 
health development expressions are malleable 
and enable and constrain health development 
pathways and plasticity. According to Bogin’s 
reserve capacity hypothesis, prolonged child-

hood into adolescence and perhaps emerging 
adulthood leads to greater biologic and social 
resilience in adulthood, which leads to enhanced 
fertility and greater longevity (Bogin 2013). 
Principle 4 states that health development is sen-
sitive to life course timing and social structuring 
of the environment. As we described above, this 
is particularly true of emerging adulthood, where 
the interaction between age, personal develop-
ment, and environment (peers, schools, social 
institutions, etc.) leads to multiple pathways to 
identify formation and academic and social 
achievement during this stage (Benson and Elder 
2011; Benson et al. 2012).

Multiple factors can influence the life course 
during EA, including factors at the macro-level 
(historical and societal influences), meso-level 
(parent-child relationship, family environment, 

Table 1 Principles of the Life Course Health Development 
framework

Principle Brief description

1. Health 
development

Health development integrates the 
concepts of health and 
developmental processes into a 
unified whole

2. Unfolding Health development unfolds 
continuously over the lifespan, 
from conception to death, and is 
shaped by prior experiences and 
environmental interactions

3. Complexity Health development results from 
adaptive, multilevel, and 
reciprocal interactions between 
individuals and their physical, 
natural, and social environments

4. Timing Health development is sensitive to 
the timing and social structuring 
of environmental exposures and 
experiences

5. Plasticity Health development phenotypes 
are malleable and enabled and 
constrained by evolution to 
enhance adaptability to diverse 
environments

6. Thriving Optimal health development 
promotes survival, enhances 
well-being, and protects against 
disease

7. Harmony Health development results from 
the balanced interactions of 
molecular, physiological, 
behavioral, cultural, and 
evolutionary processes
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and socioeconomic status), and microlevel (indi-
vidual cognitive, personality, and emotional 
development). The timing of these exposures 
during EA, which we consider a critical or sensi-
tive period in the life course development, can 
significantly impact adult outcomes. For exam-
ple, an emerging adult that engages in criminal 
activity and is convicted of a felony will suffer 
repercussions that will greatly diminish their 
chances of achieving success in relationships and 
work. In the sections that follow, we review the 
macro-, meso-, and microlevel influences occur-
ring during EA for emerging adults generally. 
Next we explore the additional challenges faced 
by those with selected chronic health or develop-
mental conditions including mental illness or 
substance abuse, diabetes, chronic renal failure, 
and autism, to serve as case studies of the 
increased complexity faced by emerging adults 
with chronic disease. Finally, we finish up with a 
set of questions and issues that are research pri-
orities for developing an LCHD research agenda 
on the stage of emerging adulthood.

3  Macro-level Influences 
on the Trajectory 
of Emerging Adulthood

Emerging adulthood, like many other develop-
mental stages, is a period in the life course that is 
culturally constructed and not universal (Arnett 
1998, 2000). Thus, the very existence and trajec-
tory of EA are dependent on macro-level societal 
expectations and influences. For many years, it 
was theorized that an individual transitioned 
from adolescence (which begins in puberty and 
ends in the late teens) into young adulthood. Over 
history and cross-culturally, the length of time 
during which an individual spends in adolescence 
has been determined by the age at which the per-
son enters marriage or a committed relationship 
(Schlegel and Barry III 1991, Gilmore 1990). In 
fact, human life history posits that the life stage 
of adolescence came into existence about 
75,000 years ago due to changes in human societ-
ies and cultures associated with pair bonding and 
living in large groups (Bogin 2013). So massive 

culture and reproductive change led to a change 
in life history with the addition of a new period of 
development. It is theorized by those promoting 
emerging adulthood as a new life stage that the 
same kind of massive cultural and reproductive 
change is happening once again and new social 
and cultural demands of adult life necessitate a 
longer and more complex prologue to adult life.

Although the functional outcome of EA, caus-
ing a delayed transition to adulthood, appears 
relatively novel, this practice of prolonging the 
transition to adulthood may be dated back to 
early modern English society from the 1500s to 
1700s (Ben-Amos 1994). Similar to what gener-
ally occurs during EA today, individuals during 
that era took part in a “life cycle service” between 
their late teens and 20s, wherein they would 
engage in developing important vocational skills 
(e.g., a trade or craft) and marriage was often 
postponed until the late 20s for both men and 
women; adult roles and responsibilities for indi-
viduals during that era were provided only gradu-
ally, as each individual acquired the desired 
character qualities deemed appropriate by society 
(Ben-Amos 1994). It was not until industrializa-
tion in America began to emerge in the nineteenth 
century that the concept of individualism devel-
oped and strengthened (Rotundo 1994). The 
twentieth century marked the first time that an 
individual could obtain and gain control over the 
resources that would allow them to choose the 
timing of major life events and personal expres-
sion was valued in society (Modell 1991).

As we move forward into the twenty-first 
century, individualism in contemporary postin-
dustrial society continues to strengthen, while 
the age at which individuals marry continues to 
increase, and individuals increasingly seek to 
pursue other life course events (Modell 1991; 
Alwin 1988; Bellah et al. 2007). As a reflection 
of these trends, recent evidence indicates that 
contemporary postindustrial society considers 
marriage status of low importance in the deter-
mination of whether or not an individual has 
reached adulthood; rather, societies in devel-
oped countries appear to now consider the 
acquisition of certain character qualities as the 
most important indicator of having attained 
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adulthood, the top three character qualities of 
which include (1) accepting responsibility for 
oneself, (2) making independent decisions, and 
(3) assuming financial independence – all of 
which emphasize an individual’s ability to be 
self-sufficient (Scheer et al. 1996; Greene et al. 
1992; Arnett 1997, 1998).

4  Meso-level Influences of Life 
Trajectories 
During Emerging Adulthood

Earlier life experiences and family environment 
can impact one’s life trajectory from childhood 
through EA and into adulthood. Longitudinal 
studies that span early childhood through EA 
indicate that there is both continuity and discon-
tinuity of healthy and unhealthy paths and out-
comes. (Masten et al. 2006, 2005). In this section, 
we will be discussing the impact of the parent- 
child relationship, family environment, and other 
sociodemographic factors, such as socioeco-
nomic status (SES) and its influence in EA.

4.1  Earlier Parent-Child 
Relationships

The quality of parent-child relationships during 
EA is, in large part, a function of the history of 
early parent-child attachment experiences. 
Attachment theory suggests that positive bonding 
with an emotionally available adult during early 
childhood facilitates the development of the 
child’s capacity to bond with others and respond 
to stressful events. A history of positive attach-
ment experiences will ultimately provide a foun-
dation for positive interactions with others and 
foster secure, lasting relationships in EA which 
subsequently influence the LCHD (Mikulincer M 
and Shaver PR 2009), whereas insecure attach-
ments can result in mistrust or lack of security 
and reduced sense of self-efficacy and self- 
esteem. Simultaneously, social learning theory 
suggests that styles of family interactions learned 
in early and middle childhood are carried by 
emerging adults into adulthood (Whitbeck et al. 

1994). Familiar patterns of interaction help indi-
viduals deal with new situations and have a sig-
nificant influence on the emerging adult’s 
capacity to deal with the multiple changes that 
occur during EA. Alternatively, inadequate par-
enting, disrupted family bonds, and poverty are 
environmental risks for childhood-onset conduct, 
behavioral and emotional problems, and educa-
tional underachievement that can persist into 
adolescence and emerging adulthood (Moffit and 
Caspi 2001).

Adverse events experienced in childhood such 
as parental divorce or alcoholism or the experi-
ence of abuse are major risk factors for the lead-
ing causes of illness and death as well as poor 
quality of life in adults in the USA. Disruptions in 
the parent relationship (e.g., divorce) can have 
strong, negative effects on the parent-child rela-
tionship (Aquilino 1994) causing significant emo-
tional impact throughout the life course. Parental 
divorce may influence the emerging adults’ ability 
to form stable romantic relationships and their 
decision to marry early or may undermine the 
emerging adult’s financial ability to attend college 
(Jacquet and Surra 2001, Cherlin et al. 1998).

 Importantly, parental acceptance and support 
for independence have been linked to higher 
self- esteem, individualism, and feelings of wor-
thiness among emerging adults (Ryan and Lynch 
1989). Critical to the emerging adult’s achieve-
ment of independence are feeling connected, 
secure, understood, and loved in their families 
and having the willingness to call on parental 
resources for help in making choices in educational, 
relationship, living, and other changes that con-
front the emerging adult. Persistent connected-
ness to parents facilitates rather than undermines 
ongoing identity development in emerging 
adulthood (Grotevant and Cooper 1986; Ryan 
and Lynch 1989).

4.2  Childhood Socioeconomic 
Status

Socioeconomic status (SES), family supports, and 
the neighborhood environment all can contribute 
to the positive or negative life trajectory prior to 
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and during EA (Galobardes et al. 2008; Gilman 
2012; Gilman and Loucks 2012). Socioeconomic 
status has been identified as one of the most 
important health determinants throughout the life 
course (Miller et al. 2015). Low financial 
resources and all the other exposures that go along 
with poverty – poor schools, chaotic families, 
exposure to violence, and victimization – limit 
opportunities for growth or acquisition of other 
resources that enhance quality of life (Wadsworth 
et al. 2016; Kim et al. 2015).

In addition to being an important predictor of 
disease-specific morbidity and mortality in adult-
hood, early childhood poverty has been associ-
ated with lower adult educational attainment 
(Duncan and Brooks-Gunn 2000). Educational 
achievement has a major influence on the life tra-
jectory, including financial stability and health in 
EA and onward throughout adulthood. Seventy 
percent of emerging adults who grow up in pov-
erty delay enrollment in postsecondary educa-
tion, in comparison to 40% who grow up in 
household of higher SES. Furthermore, research 
has indicated that individuals who delay 
 enrollment past the age of 22 are less likely to 
ever enroll in postsecondary education and less 
likely to complete a degree (Feliciano and 
Ashtiani 2012). The result is that only 22% of 
young adults from low-income families earn col-
lege degrees, while 48% of young adults from 
higher- income families earn at least an associ-
ate’s degree. Earning a college education results 
in not only higher lifetime earnings but enhance-
ment of multiple aspects of psychosocial devel-
opment (Evans and Cassells 2014).

However, while SES has been found to be pre-
dictive of educational attainment, the impact of 
poverty can be mitigated by a number of factors 
such as individual characteristics of self-efficacy 
and hope. Students from poor families that have 
high self-efficacy and a similar concept of hope 
for educational attainment do equally as well in 
school as their higher SES peers (Osgood et al. 
2005). Recent research by Dweck and colleagues 
indicates that students’ mindsets are critically 
linked to resilience and achievement and that 
they can be changed through brief interventions, 
leading to substantial increases in measures of 

resilience and achievement (Yeager and Dweck 
2012). These studies suggest that in addition to 
SES, individual characteristics also have a large 
influence on outcomes of EA and that these char-
acteristics can be influenced through individual 
interventions. Individual characteristics and 
development are discussed in the next section.

5  Microlevel Influences 
on the Trajectories 
During Emerging Adulthood

As discussed in previous sections, individualism 
and the qualities of character have become 
increasingly important in the transition to EA and 
ultimately reaching full adulthood in postindus-
trial, developed societies. Studies have shown 
that the ability to accept responsibility for one’s 
self, make independent decisions, and assume 
financial independence are the top three most 
important factors in becoming an adult (Arnett 
2014). In order to achieve individualism and 
obtain these important qualities of character, one 
needs to reach some degree of cognitive and psy-
chological maturity, as well as possess some level 
of resilience. These individual factors are dis-
cussed in this section.

5.1  Cognitive Development

One of the identified qualities of character that is 
important in EA and reaching full adulthood is 
independent decision-making. While the ability 
to make independent decisions is a reflection of 
one’s psychological and moral identity, it also 
has to do with cognitive maturity and the ability 
to weigh a variety of considerations before decid-
ing on a choice. Recent neuroscience research 
indicates that brain development (particularly in 
the prefrontal cortex) continues well into the 
third decade of life, ultimately resulting in the 
integration and coordination of cognitions, emo-
tion and action, and strategic executive control 
(Luciana et al. 2005). The continuous unfolding 
and acquisition of specific neurodevelopmental 
capacities during adolescences and EA influence 
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the acquisition of goal directedness and future 
orientation that have been observed behaviorally 
during EA (Dahl 2004; Nelson et al. 2012; Nurmi 
1999; Steinberg et al. 2006). As new capacities 
emerge, they are available to solve problems, 
delay gratification, and filter unnecessary input. 
With maturation of these skills, emerging adults 
are also more capable of reflecting on the influ-
ence of their environment and on their internal 
state, regulate their emotions, and use problem- 
solving skills to effectively compromise, which is 
important for the development of meaningful 
social interactions and personal relationships as 
well as in the work environment. These skills also 
support an emerging adult’s capacity for opti-
mally interacting with the health-care system, 
managing their health-care needs, and making 
decisions that will influence their long-term 
health outcomes.

However, the preceding paragraph assumes 
that the individual has experienced optimal neu-
rodevelopment up to the point that they enter the 
stage of EA. Studies have demonstrated that 
exposure to chronic stress during childhood 
(e.g., poverty) or experiencing adverse child-
hood events (e.g., child maltreatment, neglect, 
parental divorce, parental substance abuse) may 
cause detrimental impact to the developing 
brain. For example, repeated exposure to stress-
ful events has been associated with structural 
differences in specific brain regions (i.e., amyg-
dala, hippocampus, and prefrontal cortex), which 
are in turn associated with functional differences 
in learning, memory, and aspects of executive 
functioning. Furthermore, preliminary studies 
go on to suggest that there may be sensitive peri-
ods of brain development with increased suscep-
tibility to the effects of stress and adverse events. 
These environmentally induced modulations in 
neurodevelopment can impact an individual’s 
cognitive development and their capacity to 
develop the necessary skills and relationships 
that will enable them to thrive.

An emerging adult, who has experienced 
chronic stress or adverse events earlier in child-
hood and adolescence and is cognitively imma-
ture, is more likely, through adverse interaction 
with their environment, to suffer secondary 

effects such as school failure, risky/impulsive 
behaviors, accidental injury, criminal activity, or 
substance misuse or overuse. These behaviors 
may in turn interfere with the ongoing develop-
ment of an optimal pathway to adulthood. 
Feelings of isolation and rates of substance abuse 
in individuals often peak during this period as 
emerging adults are faced with the stresses of 
having to navigate societal structures that are not 
adequately informed or equipped to address the 
needs of an emerging adult population – all while 
their brains have yet to reach full maturation 
(Spear 2000). An impulsive emerging adult 
fueled by alcohol and despair is at high risk for 
suicide. It is thus apparent that multiple factors 
related to an individual’s cognitive and emotional 
development may intersect and interact to multi-
ply the likelihood of adverse or positive health 
outcomes in EA. It is crucial for service providers 
to recognize the level of cognitive maturation an 
emerging adult possesses and tailor their inter-
ventions and supports based on this.

5.2  Identity Formation

Identity formation is a major developmental 
activity during EA. Identity development, occurs 
in a number of dimensions: (1) psychological 
dimension, or ego identity via a sense of temporal- 
spatial continuity and its concomitants; (2) the 
personal dimension, or a behavioral and charac-
ter repertoire that differentiates the individuals; 
and (3) the social dimension, or recognized roles 
within a community. These components come 
together during the stage of identity formation 
(adolescence and EA) and stabilization (EA and 
young adulthood), and once the identity is con-
sidered stable, this is when a relatively firm sense 
of ego identity is developed, behavior and char-
acter become stabilized, and community- 
sanctioned roles are acquired (2002).

Identity formation during adolescence was 
thought to be a critical milestone in adolescence; 
however, it has been recognized that in certain 
societal contexts, identity formation continues 
beyond adolescence. In the postindustrial soci-
ety, with the prolongation of educational and 
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vocational attainment, prolongation of identity 
exploration in the three main areas of love, work, 
and worldviews into the 20s has become the 
norm. Identity formation is critical in EA, as it 
has direct implications on psychological and 
moral identity and in achieving the three quali-
ties of character deemed as important in the tran-
sition to adulthood.

5.3  Resilience in Emerging 
Adulthood

Resilience is an individual’s capacity to adapt to 
change in healthy and flexible ways during stress-
ful events (Catalano et al. 2004). Resilience can 
be measured in various ways, including internal 
adaption (e.g., well-being, happiness, or self- 
concept) or external adaption (academic achieve-
ment, relationship development) to adverse 
circumstances, such as how well a person navi-
gates and achieves the developmental tasks pre-
sented by the external world (e.g., educational 
achievement, stable work/career, marriage, etc.). 
Resiliency in adolescence and young adulthood 
is higher among youth with higher intellectual 
resources, optimistic future orientation, the pres-
ence of caring relationships with positive adult 
role models, and opportunities to succeed and 
serve the community. Emerging adulthood is a 
particularly important stage in the life course to 
understand resilience because the important 
changes in functional capacity, educational 
achievement, and social roles are large and varied 
and have a significant influence on life course 
outcomes.

Key individual characteristics that predict 
resilience during EA are goal-directed motivation 
and planfulness about the future. In addition, 
adult support and mentorship are important fac-
tors that help promote resilience (Miller GE 2015; 
Masten et al. 2005; Arnett 2005). Furstenberg, 
Brooks-Gunn, and others studied young women 
who became pregnant during adolescence and 
found that a small proportion with positive adult 
relationships had dramatic change in trajectory 
for the better (Furstenberg 2002). Masten, study-

ing a cohort of low-income youth (beginning at 
ages 8–12) over a 20-year period, found that a 
number of factors predict competence in EA 
including higher intellectual capacity, higher par-
enting quality, and higher SES (Masten and 
Coatsworth 1998). When they examined resil-
ience between the 10- and 20-year follow-up, they 
found that youth doing well in EA was predicted 
from doing well 10 years earlier. In the context of 
high adversity, childhood IQ was particularly an 
important moderator and predictor of resilience. 
During EA, individuals who were doing well 
from high-adversity backgrounds had significant 
personal resources in intelligence and personal 
competence and a history of receiving high-qual-
ity parenting (Masten et al. 2004).

6  Trajectories 
During Emerging Adulthood 
for Emerging Adults 
with Chronic Health 
Condition

Chronic health conditions can significantly 
impact the developmental trajectory of emerg-
ing adults during this life stage. Many types of 
chronic conditions, including those that impact 
physical, intellectual, or emotional functioning, 
may undermine the assumption of adult roles by 
the emerging adult, undermine success in 
school, impair the transition to work, and make 
living independently more of a challenge. 
Eighteen percent of youth aged 12–17 in the 
USA are defined as having a special health-care 
need, meaning they have a chronic physical, 
medical, emotional, or developmental condition 
that requires a more intensive use of health-care 
and related services. Emerging adults with 
chronic conditions are at risk for a number of 
problems during transition to adulthood, includ-
ing experiencing gaps in needed medical and 
related services and gaps in health insurance 
(Lotstein et al. 2008, Reiss et al. 2005). Below 
we review the impact of several specific chronic 
conditions on the growth trajectory during 
emerging adulthood.
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6.1  Autism Spectrum Disorders 
(ASDs)

For youth with autism spectrum disorders (ASDs) 
and their families, the transition from adoles-
cence to emerging adulthood is a time of uncer-
tainty and loss of entitlement to many services 
that were available while in the public school sys-
tem under the Individuals with Disabilities 
Education Act (IDEA). In comparison to child-
hood, young adults with autism often experience 
a dearth of appropriate supports and opportuni-
ties. Leaving high school is associated with dete-
rioration in ASD symptom presentation, increase 
in maladaptive behaviors, and worsening family 
functioning (Taylor and Seltzer 2010, 2011a, b). 
Many persons with ASD are able to work suc-
cessfully within the community (Garcia- 
Villamisar et al. 2000; Mawhood and Howlin 
1999); however, the majority experience  difficulty 
securing meaningful employment (Eaves and Ho 
2008; Howlin et al. 2004; Newman et al. 2011). 
A recent study indicated that only 58% have ever 
worked for pay. In addition, it was found that 
only one in five individuals ever lived indepen-
dently (Roux et al. 2015). Even among those 
employed, their jobs tended to be low level and 
low income (Cimera and Cowan 2009; Eaves and 
Ho 2008; Howlin et al. 2004). Jobs often ended 
prematurely because of social or behavioral dif-
ficulties or other work-related difficulties 
(Mawhood and Howlin 1999).

Young adults on the autism spectrum are 
reported to experience difficulties in assuming 
other important adult roles and responsibilities, 
including attaining postsecondary education and 
living independently (Roux et al. 2015). A num-
ber of studies (Billstedt et al. 2005; Gillespie- 
Lynch et al. 2012; Howlin et al. 2004) have found 
that having an IQ of around 70 seemed to be a 
critical cutoff point for better outcome (e.g., level 
of independence). A number of comorbid condi-
tions can complicate the trajectory for youth with 
intellectual disability through adolescence and 
EA, such as seizure disorder, which substantially 
increase in prevalence from childhood through 
adolescence into adulthood. Adults with ASD 
and related conditions are more vulnerable to 

anxiety and depression which can require specific 
treatments (Skokauskas and Gallagher 2010; 
White et al. 2009). The majority of young adults 
with ASD remain dependent on parents for sup-
port in living, recreation, and occupational situa-
tions. The availability of appropriate resources, 
services, and supports for the individuals with 
ASD and their families is key for successful tran-
sition into adulthood and better outcomes 
throughout adult life. The following elements are 
important for high-quality transition services and 
associated with improved young adult outcomes: 
(1) individualized services that reflect the 
strengths of the individual, (2) positive career 
development and early work experiences, (3) col-
laboration and interagency involvement, (4) fam-
ily supports and expectations, (5) fostering 
self-determination and independence, (6) social 
and employment-related skill instruction, and (7) 
establishment of job- related supports. Therefore, 
outcomes for emerging adults with ASD could be 
improved if social and institutional supports 
available through adolescence continued into 
adulthood.

6.2  Type 1 Diabetes Mellitus (DM)

The study of emerging adults with type 1 DM has 
elucidated the potential challenges facing emerg-
ing adults with diabetes and other chronic health 
conditions that have significant self-management 
burden. Emerging adults with type 1 diabetes 
face extensive behavioral demands in order to 
maintain their health, including the necessity for 
precisely scheduled daily insulin injections, 
blood glucose monitoring, dietary monitoring, 
regular physical exercise, and the management of 
DM-related complications. In early adulthood, 
frequent changes in roles, living situations, edu-
cational routines, jobs, friendships, and romantic 
relationships are common and can undermine the 
routines and the resolve needed to maintain met-
abolic control (Anderson and Wolpert 2004).

The developmental tasks of emerging adult-
hood may be at odds with maintaining the inten-
sive self-care that is required of those with type 1 
diabetes and vice versa. For example, the tasks of 
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establishing autonomy and prevailing egocen-
trism may be associated with the emerging adult 
not wanting to follow medical advice or advice of 
his or her family (Masten et al. 1995). Heightened 
concern for peer acceptance or the establishment 
of intimate relationships is characteristic of this 
period of development. Emerging adults may be 
reluctant to admit to their significant others that 
they have type 1 diabetes or any other chronic 
condition that puts them at risk for being rejected 
(Madsen et al. 2002). Moreover, the major cogni-
tive developmental milestone during the stage of 
emerging adulthood is the ability to think 
abstractly (Erikson 1994). Those who have not 
yet reached this developmental milestone may 
struggle with taking responsibility to maintain 
good disease management and understanding the 
consequences of poor disease management. 
Lastly, increased rates of drinking, illicit drug 
use, or other high-risk behaviors may disrupt the 
emerging adults’ lifestyle and negatively impact 
self-care management of diabetes, resulting in 
(Madsen et al. 2002) lack of control of diabetes 
and the resulting physical and mental conse-
quences of hypo- or hyperglycemia, which 
undermine emerging adults’ abilities to perform 
in school, maintain relationships, or keep 
employment.

As has been demonstrated in other chronic 
childhood conditions, the transition from pediat-
ric- to adult-centered medical care for youth with 
DM is associated with a decline in DM control 
(Busse et al. 2007; Oeffinger et al. 2006). Adverse 
health-related outcomes documented in the 
young adult population with diabetes include a 
decline in disease self-care behaviors and an 
increased risk for diabetes-related complications 
(Bryden et al. 2001; Fredericks et al. 2010; Yeung 
et al. 2008). In addition, emerging adults with 
diabetes are at higher than average risk for psy-
chosocial morbidity including social delays and 
isolation, impaired social competence, and emo-
tional problems such as depression (Helgeson 
et al. 2007). As in the case in ASD, additional 
support for an emerging adult with DM during 
the transition to adult medical care has been 
shown to help decrease the adverse outcomes 
seen with usual practice. For example, DM tran-

sition programs that include introductions to new 
adult care providers or intensive care coordina-
tion have been found to be protective (Holmes- 
Walker et al. 2007).

6.3  Chronic Kidney Disease

Chronic kidney disease (CKD) is a condition 
characterized by disease progression, significant 
cardiovascular morbidity, growth failure, neuro-
cognitive impairment, and impaired quality of 
life changes (Sarnak 2003; Copelovitch et al. 
2011; Gerson et al. 2006; McKenna et al. 2006). 
CKD is divided into five stages based on glomer-
ular filtration rate, with stage 1 being the mildest 
form and stage 5 the worst form, also called end-
stage kidney disease (ESKD ), requiring renal 
replacement therapy (dialysis or transplant) 
(Hogg et al. 2003). The prevalence of pediatric 
CKD is unknown as it may be silent in early 
stages. The prevalence of pediatric ESKD is 15 
cases per million population (Saran et al. 2015). 
African-Americans and Latinos are dispropor-
tionately affected by CKD in part due to a higher 
incidence of glomerular conditions (Ferris et al. 
2006). While the 10-year survival for adolescent- 
onset ESKD is 80–85% (much higher than adult-
onset ESKD patients), this still represents a 
30-fold increase in mortality compared to the 
general US adolescent population. Survival is 
better for younger adolescents, males, Caucasians, 
Asians, and transplant recipients (2006). 
However, emerging adults with CKD achieve 
adult milestones (e.g., employment, marriage) 
less frequently than their healthy peers (Bartosh 
et al. 2003).

The burden of care directly correlates with the 
stage of CKD. Based on the mean number of 
unique medications, those with CKD stages 1–4 
take 6.2 ± 4 of medications, those with peritoneal 
dialysis (CKD 5) take 8.5 ± 2 medications, those 
with kidney transplant (CKD 5) take 9.7 ± 4.2 
medications, and those on hemodialysis (CKD 5) 
take 11.3 ± 2.1 (So et al. 2011). The complexity 
of care also include procedures such as self- 
catheterization several times per day, fluid and 
dietary restrictions, blood pressure measure-
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ments daily, and injections (erythropoiesis- 
stimulating agents once to thrice weekly, growth 
hormone daily, or insulin several times per day). 
The life course of pediatric-onset CKD-ESKD 
varies by etiology and age at onset of this condi-
tion, but once they reach ESKD, most patients 
share the same comorbidities (hypertension, ane-
mia, acidosis, metabolic bone disease, and 
growth delay). Patients with greater level of CKD 
have a decreased sense of self-worth, perceive a 
poor future, and feel limited in their physical and 
psychosocial capacities to have the same poten-
tial and opportunity as their healthy peers.

While most children and adolescent patients 
with ESKD will receive a kidney transplant, 
they likely will experience dialysis prior to 
receiving an organ. The most common cause of 
kidney transplant rejection in adolescents and 
emerging adults is treatment nonadherence 
(Andreoni et al. 2013). Adherence among ado-
lescents is compromised by poor understanding 
and poor consequence recognition leading to an 
inconsistent commitment to the treatment regi-
mens. Once the kidney transplant is lost, patients 
return to dialysis and likely will not receive 
another kidney transplant for many years. As in 
adult patients, cardiovascular disease (CVD) 
accounts for a majority of deaths in patients 
with pediatric-onset CKD, but unlike adults, 
pediatric-onset CKD patients rarely demon-
strate symptomatic atherosclerosis (Shroff et al. 
2011). Lastly, survivors of pediatric-onset CKD 
are at greater risk for malignancies and post-
transplant diabetes mellitus (Koukourgianni 
et al. 2010).

Patients who transfer to adult-focused ser-
vices without transition preparation and support 
appear to be at greater risk to lose their kidney 
transplant (Watson 2000, 2005). The interna-
tional societies of internal medicine and pediatric 
nephrology have published position statements 
and policies to promote health-care transition 
preparation (Watson 2005; Watson et al. 2011). 
Strategies to increase patient autonomy, health- 
care transition, and self-management are needed 
to achieve successful outcomes at the time of 
transfer to adult-focused providers.

6.4  Mental Health 
and Substance Use

Emerging adulthood is a time of increased exper-
imentation with tobacco, drugs, and alcohol 
(Schulenberg et al. 2004; Schulenberg and Maggs 
2002), increasing from rates of 12.2% in adoles-
cence to 40.2% in young adulthood for cigarette 
smoking, from 10.7% to 41.9% for binge drink-
ing, from 11.2% to 20.3% for illicit drug use, and 
from 2.6% to 14.9% for heavy alcohol use. While 
cigarette, alcohol, and drug use are normative 
during adolescence and emerging adulthood, a 
number of factors predict excessive use rather 
than experimentation including genetic (e.g., 
family history of alcohol abuse), biological (e.g., 
early puberty timing), family (e.g., low parental 
monitoring), school (e.g., low grade average, 
school failure), peer (e.g., peer substance use), 
and youth personality and psychopathology (e.g., 
depression) factors (Cicchetti 1999). However, 
the pattern of use/abuse of these substances is 
influenced by the experience during the stage of 
EA. For example, increasing responsibility, 
work, and marriage all are associated with 
decreased use of these substances (Masten et al. 
1999; Bachman et al. 2014). Again, there is great 
heterogeneity in the trajectories followed by indi-
viduals with regard to substance use during this 
period, all influenced by the multiplicity of fac-
tors listed above.

Among young adults, 13.7% experience seri-
ous mental illness such as major depressive disor-
ders, schizophrenia, and bipolar disorder 
(AmericanPsychiatricAssociation 2013). The 
neuropsychological pathology that has onset dur-
ing EA has many of the predisposing factors 
related to family adversities, such as social disad-
vantage, divorce, dysfunctional parenting, multi-
ple family changes/moves, and peer group 
choices. The expanded independence and self-
reliance during EA may be difficult to handle for 
youth with preexisting emotional or social chal-
lenges or poor attachment. The decrease in sup-
ports from school or family during EA may be 
even further destabilizing, leading to increased 
emotional and interpersonal difficulties. Young 
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people with serious mental health conditions have 
difficulty with impulse control and self- regulation 
(Walker and Gowen 2011). Their apparent imma-
turity reflects a delay in social and emotional 
development and undermines progress toward 
goals in education, relationships, independence in 
health, and health-care management.

Three-quarters of lifetime cases of mental, 
emotional, and behavioral disorders begin by age 
24 (Kessler et al. 2005). In emerging adults with 
social, emotional, and behavioral disorders, 
much higher risk is associated with onset in early 
adolescence versus onset in late adolescence 
(Mofitt and Caspi 2001). Dysfunctional family 
environments and participation in deviant peer 
group increase the likelihood of early-onset 
delinquency followed by a long trajectory of 
social, emotional, and behavioral problems. 
Youth with later onset of social, emotional, and 
behavioral problems are more commonly from 
relatively healthy family backgrounds and more 
likely to desist from delinquency by age 23 
(Roisman et al. 2004). Similar patterns can be 
seen for major psychiatric disorders such as 
depression, with early-onset mood disorders 
being representative of more severe recurrent 
forms of mood disorders arising from increased 
severity and complexity of family and biologic 
risk factors (Fergusson and Woodward 2002) and 
later-onset disorders reflecting lower levels of 
risk factors in childhood.

7  Protective and Risk Factors 
That Impact Emerging 
Adulthood

The supports, opportunities, and experiences that 
occur during the stage of EA greatly influence the 
ultimate outcome of this stage and the ensuing 
life trajectory into young adulthood. As discussed 
in this chapter, critical influences during EA 
include mentoring relationships, socioeconomic 
supports, and educational and vocational oppor-
tunities. Emerging adulthood typically is accom-
panied by an increase in agency/independence 
and decrease in social and institutional support 
(e.g., schools and family), such that most indi-

viduals have more choice in day-to-day activities 
and life decisions. This increase in choice may 
result in greater success which will likely con-
tribute to well-being. However, increased free-
dom can result in poor choices (e.g., drug use, 
criminal activity) that have a negative impact on 
the developmental trajectory as well (Schulenberg 
and Maggs 2002; Schulenberg et al. 2004). For 
example, many relationships and other aspects of 
life are so unstable during EA that important and 
powerful negative experiences can occur such as 
date rape, school failure, and substance addic-
tion. These experiences can have a lasting, if not 
lifetime, detrimental impact on the developmen-
tal and mental health trajectory of the emerging 
adult. Similarly, many potential powerful posi-
tive influences can occur during this period in life 
(e.g., marriage, educational achievement, men-
toring) that can enhance the developmental and 
mental health trajectory. Therefore, experiences 
both distal (early childhood) and proximal (dur-
ing emerging adulthood) can influence, either 
positively or negatively, the developmental and 
mental health trajectory of the emerging adult 
(Miller et al. 2015). 

Practical supports during EA provided by 
families include financial support for education, 
transportation, independent living, health insur-
ance, and other necessities. The primary deter-
minant of parental support are the level of 
parental resources. Emerging adults with wealth-
ier parents and those with fewer siblings receive 
more financial support for education (Steelman 
and Powell 1991). Divorced parents provide less 
financial support than parents with intact mar-
riages (Cooney and Uhlenberg 1992). Support 
from families by parents and grandparents dur-
ing EA is also provided in the form of guidance 
or advice, information, and emotional support. 
Parents of emerging adults may also help the 
emerging adult negotiate the health-care system, 
formulate and carry out educational and voca-
tional goals, and acquire leases for apartments 
and even provide advice for intimate relation-
ships. In short, continued social and financial 
connection to parents with adequate emotional 
and financial resources can be a very significant 
factor in the positive life trajectory during 
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emerging adulthood (Aquilino 2005). Previous 
studies have found a high correlation between 
improved EA outcomes and adolescent hope in 
the future (Bennett 2014). Hope is a form of per-
sonal capital that protects youth from social, 
emotional, and behavioral disorders and corre-
lates with and predicts the rates of many out-
comes, including academic achievement, delay 
of initiation of early sexual activity, and lower 
likelihood of violent behavior. Hope requires a 
sense of self- efficacy and knowledge of alternate 
outcomes. Hope is reflected in adolescent and 
young adult goals as they reflect and make ongo-
ing assessments of their current and future 
selves. Individual goals and aspirations relate to 
the sense of control an individual feels in rela-
tion to a particular domain.

Positive youth development (PYD) programs 
are approaches that provide supports to 
 adolescents and emerging adults to achieve 
social, emotional, behavioral, and moral compe-
tence, foster self-efficacy, a clear and positive 
identity, and belief in the future; and reinforce 
pro-social norms (Catalano et al. 2004). Positive 
development approaches involve a paradigm shift 
from targeting the risk factors to enhancing the 
assets and protective factors. The emphasis on 
hope, empowerment, and well-being resonates 
with youth and mental health professionals. The 
PYD approach outlined above suggests that 
effective programs to support EA would include 
an individualized approach supporting young 
people to identify and move toward personally 
meaningful goals. This begins with envisioning a 
positive future identity (“Who do I want to 
become?”). Pursuing goals promotes a sense of 
purpose, and making progress toward those goals 
contributes to building feelings of efficacy, 
empowerment, and self-determination, enhanc-
ing the individual’s ability to act as the primary 
causal agent in pursuing personally meaningful 
goals (Silbereisen and Lerner 2007).

A PYD perspective further suggests that youth 
and emerging adults will benefit from learning 
specific strategies for increasing and maintaining 
interpersonal support from positive peers, family, 
providers, and people in the community (Guerra 
and Bradshaw 2008). Young people can learn 

specific steps and skills that can help them 
increase the quality and the extent of their inter-
personal networks, as well as the amount of emo-
tional, instrumental, and informational support 
available to them. Using a PYD perspective sug-
gests that the development of assets is an impor-
tant recovery-oriented outcome in and of 
themselves, as well as a mediator of longer-term 
outcomes related to education, employment, 
mental health, and general quality of life. Indeed, 
a review of the available research on community- 
based programs and interventions for EA reveals 
a common focus on personal asset building 
(Lerner 2014). Also consistent with the PYD per-
spective is that many of the programs and inter-
ventions include a focus on changing the 
meso-environment of youth so that it encourages 
young people to develop or express strengths and 
assets.

8  Services and Supports

As we better understand the limits of and issues 
related to EA, it is imperative that we review and 
revise policy and current social and medical ser-
vices and supports so they optimally address the 
current and future needs of individuals during 
this life stage. Current medical, mental health, 
and social service delivery models are geared 
toward either child or adult populations. In other 
words, individuals generally seek child-serving 
services between the ages of 0 and 18, and they 
are subsequently transferred directly to adult- 
serving services. However, the various biobehav-
ioral and sociocultural factors discussed above 
make this direct transition from child to adult- 
centered care ill-suited for optimally addressing 
the nuances and challenges that individuals may 
face during EA. For example, an adult-centered 
medical doctor may regularly treat patients with 
fixed habits and lifestyles, who may already suf-
fer from a variety of chronic health conditions. 
However, many such chronic health conditions in 
adults represent a culmination of experiences 
from an individual’s earlier years, which may not 
yet be apparent during EA. It is thus strongly rec-
ommended that EA service providers reorient 
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themselves using a prevention-based paradigm 
and familiarize themselves with the possible 
antecedents to social, emotional, and medical 
conditions so that they may make health-care or 
social service recommendations to minimize risk 
factors and to maximize strengths and assets to 
facilitate development along optimal health tra-
jectories. EA presents a unique opportunity for 
service providers to intervene and influence an 
individual’s LCHD before significant social, 
emotional, and medical pathology fully develops, 
utilizing existing knowledge of the skills and 
capacities associated with EA to inform services 
and interventions.

In addition to training service providers to 
reorient their approach to care and become more 
sensitive to antecedents of chronic health condi-
tions in adulthood, the multifactorial nature of 
the LCHD model suggests that it would be 
important for service providers to consider hori-
zontal (i.e., cross sector) and longitudinal (i.e., 
across the lifespan) service integration. 
Specifically, the current model posits that myriad 
factors (e.g., biological, psychological, cultural) 
on multiple levels (e.g., micro, meso, macro) 
interact simultaneously in a transactional fashion 
to influence an individual’s LCHD and overall 
health trajectory. However, most current training 
models which emphasize specialization in their 
independent fields and opportunities for cross- 
disciplinary case conceptualization and collabo-
ration with regard to service delivery – particularly 
with respect to preventive care, which may be of 
special importance when considering EA as a 
sensitive period of development – tend to be rare. 
Such specialization in service delivery may result 
in service fragmentation. Additionally, adult ser-
vice providers generally do not work in tandem 
with child service providers as individuals transi-
tion from one care setting to the next, conse-
quently resulting in potential gaps in service 
delivery and care, which may be exacerbated as 
individuals work to rebuild rapport with their 
new service providers. Moreover, health, mental 
health, social service, and education profession-
als rarely collaborate to create comprehensive 
models across the EA stage. Clearly, the current 
service delivery infrastructure does not ade-

quately support the needs and challenges unique 
to emerging adult populations. It is thus impor-
tant to recognize emerging adults as a unique 
population requiring additional and specialized 
skills of service providers and the creation of spe-
cific pathways for transition which support conti-
nuity of care.

The larger sociopolitical and cultural contexts 
may also facilitate or create challenges which 
impact service and intervention efforts directed at 
emerging adults. The majority of individuals in 
developed nations transitioning through EA, for 
instance, may be classified as “digital natives,” 
individuals who have been brought up in environ-
ments where exposure to digital technology may 
be normative and who are therefore familiar with 
computers and the Internet. As emerging adults 
increasingly turn to digital and mobile solutions 
to support and enhance their daily routines, it 
behooves service providers to creatively explore 
ways of engaging emerging adult populations 
using technology. Use of social networks, such as 
Instagram, Twitter, and Facebook, to advance 
primary prevention efforts, increase awareness of 
public health issues, and provide basic health and 
psychological education affords service provid-
ers the opportunity to outreach to unprecedented 
numbers and populations. Use of text messaging 
may also be effective as a way of engaging with 
digital native emerging adult populations and 
promoting engagement and adherence by emerg-
ing adults or to promote youth development pro-
grams. Also, as service providers keep pace with 
technological advancements, they may even 
begin to explore novel methods of service deliv-
ery and intervention using digital or Internet- 
based platforms, which may increase “buy-in” 
and potentially preventive service utilization, 
among digitally native emerging adult popula-
tions. For example, service providers might 
potentially leverage the data that digitally native 
emerging adults might collect as part of the 
“quantified self” movement (e.g., pedometer 
information, weight, blood pressure, etc.) in an 
effort to inform their ongoing care efforts.

On the other hand, due to clinical billing prac-
tices and regulations, as well as patient privacy 
concerns and regulations (e.g., Health Insurance 
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Portability and Accountability Act, HIPAA), cur-
rent service delivery models often tend to operate 
in a fragmented and siloed fashion, which in turn 
may limit the ability of service providers to 
develop a holistic treatment plan to address each 
individual’s needs. Further complicating this 
fragmentation is the restricted access to health 
records once an individual turns 18 years of age, 
when parents who may have been primarily 
responsible for managing their child’s health- 
care needs no longer are able to access their 
child’s medical records (unless explicit permis-
sion is granted by the child, who is now an emerg-
ing adult). Depending on each family’s cultural 
context and the relationship between the emerg-
ing adult and his or her parents, this transition 
may be a cause for significant stress and/or strife 
between family members as they work to renego-
tiate previously familiar boundaries. Mothers of 
children with diabetes, for example, have indi-
cated feeling increased stress as their children 
transitioned from pediatric to adult care, particu-
larly if they perceived that their children were not 
managing their health-care condition as well as 
they had been when it was previously under 
greater parent control (Allen et al. 2011). Such 
stress might result in familial conflict and dys-
function which could subsequently interfere with 
the emerging adult’s willingness or ability to 
adequately access services. One potential solu-
tion to overcoming the issue of patient privacy 
may be to implement public health programs and 
tools to educate and empower individuals with 
respect to managing and taking an active role in 
their own care. However, it is important to under-
score the need for larger, overall systems to 
change in order to support service providers in 
working together with individuals and their fami-
lies to ensure continuity and comprehensiveness 
of services and health-related information during 
the transition.

Finally, the implementation of health-care 
policies may have important implications for 
service and intervention delivery with an emerg-
ing adult population. With the introduction of the 
Patient Protection and Affordable Care Act of 
2010 (ACA), for example, individuals may now 
remain on their parents’ health insurance plans 

until they turn 26 years of age. While this theo-
retically affords emerging adults the opportunity 
to develop the necessary skills for interacting 
with the health-care system and managing their 
own care, research indicates that emerging adults 
frequently perceived themselves as being at 
lower risk for health problems and the financial 
burden of health insurance as lacking in value. 
Consequently, emerging adults may opt for high- 
deductible catastrophic insurance which gener-
ally costs less compared to other health insurance 
plans, but translates to fewer opportunities for 
interaction with the health service sector and 
fewer opportunities for service providers to 
intervene early during an individual’s LCHD tra-
jectory prior to the onset of chronic adult dis-
ease. Importantly, research indicates that despite 
preventive maintenance health visits being man-
datory under the ACA, emerging adults were 
less likely to request health maintenance visits. 
Thus, it may be important for public health 
efforts to determine the underlying factors asso-
ciated with this diminished utilization of health 
services by emerging adults and subsequently 
develop health literacy programs to promote pre-
vention mindedness and service utilization in 
emerging adults.

9  Recommendations 
for Research Priorities

The following is a list of issues in life course 
research that are critical for better understand-
ing the positive supports and challenges that 
influence the trajectory of development of 
emerging adults organized along the macro-, 
meso-, micro-framework.

Macro Issues

• What community supports in emerging adult-
hood enhance health development into adult-
hood and improve outcomes for an emerging 
adult with specific health, mental health, and 
developmental conditions? Is there an “early 
intervention model” to optimize outcomes for 
EA? What model should be used for an 
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emerging adult with chronic health, mental 
health, and developmental conditions?

• What are the historical, economic, and cul-
tural influences on the meaning of EA, adap-
tion, and maladaptation to the stage and 
expectations for normative transitions? How 
have these changed over time? How are they 
different for an emerging adult with social, 
health, mental health, and developmental 
problems?

• How have the delays in marriage/relationship 
commitment impacted adult life 
trajectories?

• What are the racial and ethnic differences for 
how these factors interact to support develop-
ment during EA?

• How has the information economy and the 
increased demands for education impacted the 
life course for youth in upper, middle, and 
lower socioeconomic strata? Are there 
regional variations in these outcomes and how 
can they be improved?

Meso Issues

• Earlier childhood development and family envi-
ronment are predictors of adult outcomes, but it 

is unclear how optimizing health development 
can be achieved with supports during EA.

• What is the interaction between health and 
social system supports, family supports, 
youth abilities, cognitive and psychological 
maturity, and EA outcomes for an emerging 
adult with and without mental or physical 
disabilities?

• How can the different support systems be inte-
grated to provide seamless services to youth 
and emerging adults with significant physical, 
mental health, or intellectual disabilities?

• Using the model below from the work of 
Masten et al. (2005), how do these different 
resources, supports, and personal characteris-
tics interact to promote optimal development 
during EA? (Fig. 1)

• What factors promote resilience for youth dur-
ing EA who lack family supports?

• What is the role of extended families in sup-
port for EA?

• How can studies of conditions and processes 
that influence development during EA inform 
educational/vocational/EA support policies?

• How can data be gathered across this stage in 
the lifespan given that emerging adults leave 
school and have many changes in living arrange-
ments, education, relationships, and work?

RESILIENCE IN EMERGING ADULTHOOD
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Fig. 1 Moving toward 
resilience: a model of 
positive change in 
emerging adulthood
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Micro Issues

• To what degree is cognitive, social, physical, 
moral, and spiritual development mediated 
during emerging adulthood? How are these 
developmental pathways impacted by chronic 
health, mental health, and developmental 
conditions?

• How can we optimize the person-context 
match to promote development during EA 
with and without chronic health, mental 
health, and developmental conditions?

• What is the impact of positive turning points 
in EA compared to early life stages on life tra-
jectories into adulthood?

• During EA, exploration of new experiences is 
normative. Is more exploration better or worse 
and for which activities is it better or worse? 
How is this equation different for an emerging 
adult with chronic health, mental health, and 
developmental conditions?

• Do emerging adults with particular health 
conditions, such as diabetes, spina bifida, 
solid organ transplant, or cancer survivorship, 
experience sharply downward trajectories dur-
ing EA, and what supports are effective to pre-
vent these sharply downward trajectories?

• How does brain development progress during 
EA? What is the impact of brain development 
on the factors that influence the developmen-
tal trajectory during EA such as executive 
control (planfulness, future orientation), moti-
vation, self-efficacy, and hope?
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