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ABSTRACT

Taking a life-course approach, this paper outlines the key health equity issues for young adults, their social
determinants and how policy-makers can act to reduce them. Chapter 1 discusses young adulthood as a
significant - yet overlooked - life-course stage for health equity. Chapter 2 describes the key health issues for
this group and how the social determinants of health impact on health inequalities during young adulthood.
Chapter 3 outlines policies that could reduce health inequalities among young adults, including outlining
specific indicators to measure change within different policy areas and highlighting country examples. Chapter 4
outlines Member State commitments that give policy-makers the mandate to take action on young adults’ health,
alongside European priorities and policy drivers. Chapter 5 outlines the key stakeholders and partners needed to
reduce health inequalities, arguing that intersectoral action to improve health is crucial for young adults.
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Introduction I

Introduction

This short paper sets out the key health equity issues for young adults and how policy-makers can act
to reduce them. Health inequalities are defined in it as (1):

systematic differences in health between different socioeconomic groups within a society.
Because they are socially produced they are potentially avoidable and widely considered
unacceptable in a civilised society.

The paper also notes gender differences in health from social norms (2) and the intersection of
different elements of social inequality (such as socioeconomic status, gender, ethnicity, sexuality
and disability) (3).

A life-course approach to understanding health inequalities is adopted. The life-course perspective
highlights the role of the accumulation of disadvantage over the life-course, combining the amount of
time someone has spent in more/less disadvantaged circumstances (4). Health inequality is therefore
a result of inequalities in the accumulation of social, economic and psychological advantages and
disadvantages over time (4), meaning young adults’ experiences and opportunities affect their future
health outcomes.

Lower socioeconomic status (SES) (determined by, for instance, low income, low occupational status
and low educational achievement), gender and other axes of social inequality in young adulthood
shape life-course health trajectories through exposure to the social determinants of health (such as
access to health services, living conditions, personal and community capabilities, working conditions,
unemployment and social protection) (5). These inequalities might not be apparent in health outcomes
duringyoungadulthood, but will manifestin future years. Policies therefore need to address specifically
those being left behind during the formative years of young adulthood.

This introductory chapter defines young adulthood as a life-course stage (with a specific focus on those
not in education, employment or training, or so-called NEETs) and provides a description of the main
health inequalities apparent at this stage.

Young adulthood as a life stage

Young adults aged between 16 and 25 years® are at a key life-course stage, during which time they may
leave compulsory schooling and transition into the labour market or higher education.? They may also
leave home and the family. This period is characterized by change, waiting, and periods of uncertainty
and insecurity (6). This unsettling time can be plagued by long periods of temporary employment, low
pay, poor-quality work, unemployment or other inactivity. Social transitioning makes the examination
of socioeconomicinequalitiesamongyoungadults difficult: people aged 18-25 years are just developing
their own social status, but most data sets use parental indicators (such as parental occupation).

! Some data sets define young adulthood as age 15-24, others as 16-25. Data presented in this report therefore
vary a little in terms of age boundaries.

2 The age at which young people leave compulsory schooling varies greatly across the WHO European Region
- approximately a third of countries (2,4) allow young people to leave before they are 16 and a fifth require
education to continue until aged 18/19.
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The acronym NEET is used widely to refer to young adults between the ages of 15 and 29 (7-10).
Societal costs of NEETSs relate to lost productivity, taxes, and welfare and public service costs (11). More
significant, though, are the effects on young adults, which may last throughout the life-course and
centre on social exclusion, marginalization, lower income, and poorer health and well-being (12-16).
Both young men and young women are at risk of NEET status (13). Many NEETS are in the informal
labour market, and therefore are not captured in official statistics (17).

Fig. 1 shows the percentage of young adults who are NEETs across the WHO European Region in 2018.
The rate ranges from 42.2% in Tajikistan to 4.2% in the Netherlands. Twenty-seven countries have a rate
of over 10%, including the United Kingdom (10.5%), France (11.1%), the Russian Federation (12.4%),
Spain (12.4%), Greece (14.1%) and Italy (19.2%).

Fig. 1. Percentage of young adults (aged 15-24) not in employment, education or training, 2018 (latest
available data)
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2 No data available for Andorra, Azerbaijan, Georgia, Monaco, San Marino, Turkmenistan and Uzbekistan.

® The International Labour Organization defines NEETs as: the percentage of the population of a given age group
and sex who is not employed and not involved in further education or training.

Source: International Labour Organization (18).

Key health equity issues for young adults

Health inequalities by SES (education, occupation orincome) and gender differences in health from social
norms begin to become evident in young adulthood both between and within the countries of the WHO
European Region. By way of example, data from 2017 for all European Union (EU) Member States (EU28)
(19) suggest that the proportion of young adults (between 16 and 24) experiencing “good” or “very good”
self-rated health was 92.3% (ranging across EU28 countries from 83.7% to 98.1 %) (Fig. 2). Self-rated
health across the EU28 consistently is slightly higher in young men than young women (93.1% and 91.4%
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respectively), and also slightly higher for young adults living in households with the highest incomes
(95.6% living in high-income households compared to 90.0% living in low-income households).

Fig. 2. Self-rated health for young adults (aged 16-24) across the EU28, 2017
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2 Self-rated health as reported by young adults with health rated as “good” or “very good”.
Source: Eurostat (19).

Health and health behavioursinyoungadulthood are also affected by gender normsand theintersection
of social characteristics (including SES, gender, sexuality, ethnicity and migrant status) (3). EU data
highlight inequalities in rates of obesity for young men and women by income quintile, with the lowest
rates among those from the highest income backgrounds (20).

Mortality in young adults

Table 1 provides a summary of the leading causes of death for young men and young women (aged
15-29) in the WHO European Region. Self-harm and road injuries are the top-two causes of death
for men and women. Interpersonal violence is also common, while drug disorders and HIV/AIDS are
important for men and women respectively.

Inequalities in self-harm and mental health

Poor mental health is a significant problem for many young adults, particularly young women. Twenty
per cent may experience a mental health problem in any given year (24) and approximately half of
mental health problems are established by the age of 14 (75% by the age of 24) (25).

Socioeconomic inequalities in mental health and gender differences among young adults are high in
all European countries. Recent analysis of European data (20 EU countries) found a social gradient in
health for depression across the life-course (26), with people with lower education reporting a higher



Transition to independent living - young adults

prevalence of depression compared to those with higher secondary and tertiary education. Research
has also found clear gender differences in depression, anxiety and self-harm across the life-course in
the EU (27). These inequalities in mental health are also evident in young adulthood (28).

Table 1. Top-five causes of death for men and women aged 15-29% in WHO European Region, 2016 (latest
available data), with crude death rates given per 100 000 per year®

Men Women
1 Self-harm (19) Self-harm (5)
2 Roadinjury (17) Road injury (4)
3 Drug-use disorders (6) HIV/AIDS (2)
4 Interpersonal violence (5) Interpersonal violence (1)
5 Drowning (4) Lower respiratory infections (1)

2 No specific data available for 16-25-year-olds.

b A total of 849 individuals were reported to have died due to AIDS-related causes during 2016 in 29 countries of
the EU/European Economic Area. Nevertheless, AIDS-related death reports have consistently been decreasing
since 2007 due to improvements in care and treatment (21). Death rates may relate to the fact that only 96% of
people diagnosed with HIV receive antiretroviral treatment (22) and around 12% of the total number of people
living with HIV are undiagnosed. Twenty-one per cent of new HIV diagnoses in 2016 in the WHO European Region
were among people originating from outside the reporting country (21).

Source: WHO (23).

There are new and emerging challenges for the mental health of young adults, such as the rise in
incidence of online bullying and grooming, which are often targeted at young people in deprived
communities, particularly young women (29). Evidence links gambling (online and in betting shops
and other outlets) with deprivation and adverse mental health outcomes (30).

Road injury

About 1.3 million people die each year on the world’s roads and a further 20-50 million sustain non-fatal
injuries (31). Most road fatalities involve men between the ages of 10 and 19 (31), with the highest
casualtiesfound in the central Asian states. In Kazakhstan, for example, there are 24.2 deaths per 100000
population per year, and in Kyrgyzstan, 22.0 deaths per 100 000. The lowest rates are found in western
Europe (2.8 and 2.9 deaths per 100 000 per year in Sweden and the United Kingdom respectively).

WHO research suggests that driving under the influence of drugs is one of the five main causes of
accident-related injuries (32,33). There is evidence that road injuries are higher among people from
lower SES backgrounds (34-37). People from lower socioeconomic areas are almost twice as likely to
be involved in a motor vehicle collision compared to people from high socioeconomic areas (37,38).
Alcohol consumption is often a contributory factor in road accidents (39). Evidence from southern
Europe demonstrates that women have a higher risk of road-traffic injury than men, but severity is
worse among men (40); this in turn is linked to differences in risk exposure related to gender norms
(41,42).

Violence and gender-based violence

Interpersonal violence (family and intimate-partner violence, and community violence) particularly
impacts on young adults (43). More than 15 000 young Europeans are murdered each year, over 40%
with a knife (44), and many more are hospitalized from their injuries. Young men account for over 80%
of these deaths (45).
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Men are much more likely to be perpetrators of violence and women are much more likely to be victims,
a finding that is related to traditional masculine gender norms (2). Sexual violence and gender-based
violence and bullying are significant issues for young women. Up to 24% of women surveyed in the
WHO multi-country study on women’s health and domestic violence against women (46), for example,
reported that their first sexual experience was forced.

Human trafficking for the sex trade is an increasing issue across the WHO European Region, with young
women being sent from poorer parts of the Region to richer parts for the purpose of sexual exploitation.
Itis a form of gender-based violence that disproportionately affects women - 95% of registered victims
of trafficking for sexual exploitation in the EU are women or girls (47).

International reviews consistently have shown an association between deprivation and risks of being
both a perpetrator and a victim of violence (43,48). A study in the United Kingdom (England) found
that in males aged between 17 and 19, violence accounted for 20% of the difference between the most
and least deprived quintiles in all-cause emergency hospital admissions (49). Violent crime increases
psychological distress, reduces quality of life, has financial costs to the judicial system and leads to lost
productivity (50-52).

Sexual health

HIV incidence in the WHO European Region nearly doubled between 2000 and 2013, from 3.5 per
100 000 to 6.7 (53). Rates are much higher in the east of the Region (21), but deaths from HIV/AIDS have
decreased significantly since 2007 due to improved access to antiretroviral treatment (21). Increased
prevalence of HIV has been accompanied by a larger number of Chlamydia trachomatis infections
reported in countries of the EU and European Economic Area (54). Three quarters of all chlamydia
infections in Europe are detected in the young adult age group (15-24 years) (54) and there is strong
evidence of socioeconomic inequalities in sexually transmitted disease. An international systematic
review, for example, found that disadvantaged young people across multiple axes of disadvantage,
including lower educational attainment, lower occupational class and residence in deprived areas,
have an increased risk of having chlamydia infection (55). Girls and young women aged 15-20 have
twice the chlamydia prevalence of boys (56), which is attributed to girls having older sexual partners.

HIV is strongly associated with social disadvantage, including injecting drug use, homelessness and
migration status (21,57,58). In 2016, over 160 000 people in the WHO European Region were newly
diagnosed with HIV, 9% of whom were young people aged 15-24. Most of these cases (69%) were young
men (21).

Inequalities exist across the Region in unmet need for family-planning services, with women from more
affluent countries and backgrounds having better access (59).

Drug use

Young adults may experiment with illicit drugs such as cannabis, cocaine, amphetamine and ecstasy,
during the transition to adulthood. This can disrupt future education, employment and other life
circumstances (60).

Data from the European Monitoring Centre for Drugs and Drug Addiction highlight drug prevalence
rates across Europe (61):

® cannabis use ranges from 0.4% in Turkey to 22.1% in France

® cocaine use ranges from 0.2% in Greece and Romania to 4.2% in the United Kingdom
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® ecstasy use ranges from 0.1% or less in Italy and Turkey to 3% in Czechia and the United Kingdom

® amphetamine use ranges from 0.1% or less in Romania, Italy and Portugal to 2.5% in Estonia.

Young adults from lower SES backgrounds are more likely to use drugs and experience related health
(including drug-related death) and social harms (62). Addiction rates are lowest among young adults
from higher socioeconomic backgrounds (60,63,64), while low income and unemployment have a
strong association with addiction at all ages (64-66). Drug use also varies by gender: data from the EU
and neighbouring countries for young adults (between the ages of 15 and 34 years) show consistently
higher rates of cannabis use by young men (range 0.4% to 21.5%) than young women (range 0.1% to
15.5%) (67).
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Evidence

This chapter outlines the key social determinants of health that negatively impact on health
inequalities during the young-adult life-course stage. It includes discussion of the economic cost of
inequalities and the economic benefits of health equity.

Social determinants of health among young adults

The WHO Commission on Social Determinants of Health (5) defined the social determinants of health
as:

the conditions in which people grow, live, work and age and the systems put in place to deal
with illness ... The conditions in which people live and die are, in turn, shaped by political,
social, and economic forces.

The following key social determinants are examined: access to health services; living conditions;
personal and community capabilities; working conditions; and unemployment and social protection.

Access to health services

Access to health care isimportant for young adults, particularly those who have pre-existing conditions.
Universal and free access to health care is vital to reducing health inequalities across the life-course,
but provision of health care is less in countries and regions that have higher health need - the so-called
inverse care law (68).

Across the life-course, people from lower SES backgrounds are less likely to access and use health-care
services than those in higher SES groups with the same health need (69,70). Inequalities in access to
health care for young adults arise from issues of accessibility (due to geographic, legal and information
barriers, and privacy) and affordability (service costs and the lower purchasing power of young adults)
(71). The transition from paediatric to adult care can be particularly difficult for young adults with
chronic conditions. Unplanned transfers may affect education, work and health and result in patients
being lost to follow-up, poor treatment adherence and more frequent hospitalization (72). How this
transfer is managed, and whether adolescent-only facilities are available, could directly affect young
adults’ care and health outcomes (73).

Living conditions

Housing is an important determinant of health inequalities (74). People living in lower-quality, or
insecure, accommodation have poorer health than others (75). Expensive rents and high housing
costs can have a negative effect on health, as expenditure in other areas (such as diet) is reduced (76).
Housing costs may also impact negatively on health through the burden of debt involved in home
ownership or high rents leading to anxiety and worry (77). Low housing quality (such as damp homes,
poor safety or sanitation, or overcrowding) also have negative impacts on health (manifested in, for
instance, increased rates of respiratory disease).

Insecure housing tenure (such as short-term rental contracts) have negative psychosocial impacts
on health, particularly mental health (78). Young adults are particularly likely to be exposed to poor
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housing as they are more likely to be renting, have lower incomes and less security of tenure (79). Young
adults are also more likely to experience homelessness (80). Migrants (most of whom are younger
adults) are at risk of poor living conditions due to discrimination, unemployment and poverty (with
young women migrants being particularly vulnerable). Migrant householders are three times less likely
to be homeowners; the overcrowding rate among those born outside the EU and aged 20-64 stands at
25% (compared with 17% for nationals), and the housing-cost overburden rate for non-EU citizens of
working age is 30% (compared to 11% among nationals) (81).

Personal and community capabilities

Personal and community capabilities have a strong association with health inequalities across the
life-course. Disadvantage in young adulthood can lead to worse outcomes in the future (82). Lower
rates of individual and community social capital (83),% and levels of control, resilience and trust are
associated with poorer health outcomes (83,84).

Social networks and supportive personal relationships are also important for health inequalities. Social
isolation and loneliness are associated with poorer health outcomes, including lower life expectancy
(85). Access to good-quality education and lifelong learning are associated with better health outcomes
(86,87), as is volunteering and participation in communal social activities (such as faith groups or youth
associations (88)).

Literacy and health literacy are important for health (in relation to, for example, accessing services
and the labour market), particularly among women living in lower-income communities and countries
(89-91). Teenage pregnancies affect education and training opportunities as well as future earnings,
leading to worse health outcomes over the life-course both for parents and their children (92). Young
men and women from deprived backgrounds are more likely to become single parents (92). Young adults
from low socioeconomic backgrounds are also more likely to be carers for family members with health
problems or disabilities (93,94). This adversely affects their educational outcomes and employment
opportunities, and their mental health (93).

Health behaviours influenced by the commercial determinants of health (alcohol, smoking, physical
activity rates, nutrition, gambling and drug use) are very strongly socially patterned among young adults
and are associated with adverse health outcomes (53,95-99). Personal and community capabilities are
also socially patterned, with lower levels among more socioeconomically disadvantaged people and
communities having an impact on health inequalities across the life-course (100-102).

Employment and working conditions

The work environment is an important determinant of health and health inequalities across the
life-course. As a result of their labour-market position, young adults from low SES backgrounds are
more likely to be in health-damaging jobs (including temporary or insecure work, working longer
hours, being in more physically demanding work and/or on lower wages), which over the life-course
is associated with poorer health outcomes. EU data from 2017 suggest the percentage of temporary
employees among young adults (15-24) is 44.0%, compared to only 14.4% for the whole working-age
population (15-64) (103). These occupational exposures accumulate over their working life, leading
to inequalities in health in later life (104). They can also contribute in the short term to inequalities in
mental health among young people.

3 Social capital refers to reciprocity, trust, civic identity, civic engagement, feelings of belonging and community
networks.
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The health problems associated with the physical work environment (such as noise, heavy loads and
exposure to chemicals) are more prevalent among manual than non-manual workers (104). European
working conditions survey data show that the lowest occupational groups (manual workers or those
in low-paid insecure work) have 50% higher exposure to most physical hazards than the highest
occupational groups (managers or professionals) (104).

People in lower-status jobs also experience higher exposure to adverse psychosocial working
conditions (including time pressure, monotonous work, social reciprocity, job control and autonomy,
fairness, work demands, job security and social support (104)) that results in an increased risk of
stress-related morbidity, including coronary heart disease (105), adverse health behaviours (such
as unhealthy food habits, physical inactivity, heavy drinking and smoking) (106), obesity (107),
musculoskeletal conditions (108) and mental health problems (109).

Flexible or precarious employment (informal work, temporary or fixed-term work, uncontracted hours
(zero hours), part-time work and other less regulated forms of labour), which are more common among
women, are also associated with adverse mental and physical health outcomes (59). Adverse working
conditions make it harder to access health-care services due to the constraints of irregular working
hours or because health insurance is tied to employment contracts. This isimportantin the EU, but also
for other countries in the WHO European Region, where informal jobs account for a growing proportion
of the workforce. In the Russian Federation, for example, informal jobs account for 16% of the national
workforce, but with substantial regional inequalities ranging from less than 5% in the affluent cities of
Moscow and St Petersburg to over 20% in the poorer Southern and North-Caucasus regions (110-112).

Disability leads to exclusion from employment (113). Gender segregation in jobs based on traditional
gender norms is also an issue. The extent of this varies across the Region. Young women from low
socioeconomic backgrounds are increasingly more likely to be in low-skill, low-paid jobs, contributing
considerably to the gender pay gap between men and women (114). They are also more likely to
work part-time, reducing their overall earnings and lowering their pension contributions, which may
contribute to poverty in later life (114).

Income and social protection

Social protection* can mitigate the consequences of unemployment and/or precarious employment
(104). In general, there is evidence that providing income protection for people who are unemployed
or experiencing sickness, old age or other situations of need (such as lone parenthood, inactivity
or underemployment) is associated with better population health outcomes (as measured by, for
example, lower infant mortality rates, better child health and well-being, and lower mortality rates for
all age groups and across all socioeconomic groups) (115). A further issue exacerbating inequalities is
the decline in wages and reduction in the share of wealth that goes to workers that has been seen since
the 1970s (116).

Health inequalities among young adults are affected by unemployment, low income and social
protection policies in a variety of ways. For example, young adults may receive less financial benefits
than older people due to eligibility criteria (117). In 2015, for instance, the United Kingdom severely
restricted access to housing benefits for 18-21-year-olds (118) and to income-related benefits for single
parents (92). Similarly, benefits in social insurance systems are often linked to prior work history and

4 Social protection refers to a bundle of state-provided income-support entitlements in different adverse
circumstances, such as sickness benefits, unemployment compensation, pension plans and lone parenthood.
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previous wage levels, both of which are usually lower for young adults. Unemployment protection for
young adults in the Nordic countries has been reduced, now covering only 10% of unemployed young
Swedes and Finns and 45% of unemployed Norwegians aged 24 or younger (119). Outside the EU, social
protection tends to be less generous across all age groups: in the Russian Federation, for example,
unemployment benefits are fixed for 12 months (120-122).

Low, or reduced access to, benefits may lead to an increased risk of homelessness among young
adults. The impact of low social protection is acutely felt by one-parent families. There have been
significant reductions in the support available to lone parents across Europe since the early 2000s,
which particularly affects young women (123).

Unemployment is another important determinant of health inequalities among young adults.
Unemployment increases the chances of poor health (25), including an increased likelihood of
mortality (26), poor mental health and suicide (27), self-reported poor health and life-limiting
long-term illness (28), and risky health behaviours (29). Social protection policies can mitigate the
effects of unemployment on health (16). People from lower SES groups are disproportionately at risk
of unemployment (31), and unemployment rates are higher among young adults than other groups
(as noted in terms of NEETs). Research has demonstrated that NEET status in early adulthood has an
independent effect on the development of later labour-market opportunities for both young men
and young women (124), and that NEET status is a mechanism for social exclusion (124).

Economic costs of health inequalities

This section discusses the economic cost of inequalities and the economic benefits of health equity.
Health inequalities result in unnecessary premature deaths, entailing large economic costs in terms
of lower productivity and higher health-care and welfare costs (125). Better health and lower health
inequalities improve productivity, reflected in higher labour-market participation rates, better working
hours, and higher rates of consumption and efficiency (126-128).

It has been estimated that the costs of SES inequalities in health across the EU amount to 9.4% of gross
domestic product (GDP) (125). Annually, 700 000 deaths per year in the EU are attributable to inequality,
accounting for 20% of total costs of health care and 15% of total costs of social security benefits (126).
Increasing the health of the lowest 50% of the European population to the average health of the top
50% would improve labour productivity by 1.4% of GDP each year, meaning that EU GDP would be
more than 7% higher within five years of these health improvements being introduced. Data from the
United Kingdom (England) in 2012 suggest that over 250 000 excess hospitalizations are associated
with inequalities in health (129), with an estimated cost to the health-care system of £4.8 billion per
year (130).

Inequalities in unhealthy behaviours also incur economic costs. For example, the total cost of smoking
- health spending on treating smoking-attributable diseases and smoking-related productivity losses
- are estimated to have cost the EU €7.3 billion in 2009 (131). Similarly, the global costs attributable to
alcohol represent from 1.3-3.3% of GDP (132,133). This amounted to between €200 and €500 billion in
the EU in 2017 (134).

The economic burden associated with unhealthy diets and low physical activity rates is also large. It was
estimated that the cost of obesity to the EU in 2012 was more than €80 billion per year (135), of which
diabetes amounted to €883 million for France, Germany, Italy, Spain and the United Kingdom alone
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(136). While much of these costs appear later in life as health inequalities become starker, prevention
interventions are needed across the life-course, including at the crucial stage of young adulthood.

There is clear evidence of return on investment in terms of interventions that target early-years and
school-aged children (137), but there is little evidence on return on investment for interventions
targeted at young adults or NEETs (13). This is something that should be addressed in future research.

11
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Transition to independent living - young adults

Policies

This chapter outlines policies that could reduce health inequalities among young adults by acting on
the social determinants, including outlining specific indicators to measure change within different
policy areas and highlighting country examples.

Policies to reduce health inequalities among young adults

Tables 2-6 describe the policies that could reduce health inequalities among young adults across each
of the key determinants, alongside a summary of supporting evidence.



Policies

san|igesip yum 3uial) ojdoad

x 10} A})IqISS9I0E SSISSe 0} Jipne aJed-yjjeaH
A $919geIp pa1i0odal-}]9s JO U eAdld
% sisojnaJagny
}99M B 90U ISes] 1e

% 9dUB)SISSE JO 2Jed JewJojul 3uipirold a1doad
x Sd00 2iydouyseie)
x S400 3uiysuanoduw|
x (sd00) sasuadxa 39%d20d-}0-1n0
uonejndod

x 000 00T 42d suoIssiwpe d)qeploAy
A2 (1e21A432) ujuaalds
A13unod e ul S321AJSS B4eD Yljeay 03 syuesdiw

% Jeuoneu-uou jo s3ysu 3uidaod saidijod
9B|NWLIOJ UOI1BI0] e 92IN0S3

% 2Jed-y3jeay jeuoneuqgns jo yuswdo)anag
(93e Aq)

A 9Jed Yy3|eay 40} Spasu 3pwun payiodal-§|as
A aJed yyeay ui A&yjjenb panisauad-)as
% Sjueyqeyul 000 00T J2d S10300p 40 sueldIsAyd
d@o jo a3ejuadiad

x se y1jeay o1ignd uo ainypuadxa 211gnd
ddsjo

x  93ejusdtad se yyjeay uo ainyipuadxa d1jgnd
x aJnjipuadxs jedIpaw 93eAlld
A Koueydadxe 9)1
(2-91

A a3e) syinpe 3unoA ui y3jeay payiodal-j9s

«S3S Aq
a|qejiene

ejeq

a8ueyd ainseaw o3 s103ed1pui £d1)0d

spaau s,91doad

3unoA pue sjusdsajope 03 aAIsuodsal
9Je $921AJ9S 24ed Atewnd pue Ajpusiiy
-y3noA aJe sadIAJ9S Yijesy Suilsixy
S9DIAJIDS SS90k 0} d)ay |ediydeld pue
Je1dueuly aAey sallljiqesip yim ajdosd
159Y31Y S| poaU 3U3YM SIIAIDS
Jeuonippe yum ‘sadinias uoluanaad
Ayjenb-y3iy jo uoisinoad jestaniun
sdnoJ3 a]qeJau|nA yHm 3Jom yoeauino
pue yels waishs-yijeay Joy Sutuiel|
159431y S| poaU 3U3YM SIIAIDS
Jeuonippe yum ‘uonejndod syj ssoioe

S913]198) WISAS Yljeay Jo |9A9) a3enbapy

951N02-941] Y3 SSOJIJE BJED
1e120s pue yyjeay Aieips) pue Aiepuodss
‘frewnad Jo uoisinoid jesianiun

seaJe uonuanidjui L1104

aJed yyeay
9)gepJoye pue Ayjenb-y3iy ssedde 0}
9133n.3s Aew sanijigesip yam ajdoad
(S921AJ9S Y1jeay |enxas pue yijeay
]eausW jo swd} ul Ajje1oadsa) sadinIas
uonuanaid Ayjenb-y3iy o3 ssaxoe
JesJaniun apinoid pjnoys aued yyeaH
SaW0231n0 y3eay Jaiood

01 3uIpea] ‘way} UlYIm UoljeulwLIdSIp
9oualadxa Aew 10 S921AJISS Yyjesy
yam age3us 03 Juerdnias ag Aew
spunoJ3yoeq Ayouiw d1uy3d

Jo panudap wouy synpe 3unoj
Jauuew Ajpwin

e uj aJinbas Aay3 aued je1dos pue yiyeay
Kaeipuay 4o Arepuodss ‘Aiewrid ayy ¥o9s
ued synpe 3unoA 3ulinsus ‘uonejndod
B J9A0D 0} JUBIDIYNS 3q pNOYs
sjeydsoy pue siauoioesd jesausn
Kyjerow pue Aypigiow

‘sasoudelp a3e] 03 3uipea) ‘1502 0}

anp sjeuoissajoud yyeay 3uisas

WwoJ} (Spunoidyoeq S3S-Moj wody
Ajejnoiied) synpe SunoA adesnodsip
Kew adueinsul yyeay sienlid

92UdpINg

saidijod ssadde ased-yjjeaH ‘'z qel

Kenb
aJed-yjeay
pue ss320y

si03oe} ysiy

13



Transition to independent living - young adults

"ejep 1e3soing pue sepyy yyjeaH Suisn pauiwiaiap SIS Aq eyep o3e8a483esip 3ey3 si03edipul A2110d «

x 9)doad 3unoA jo ssauisip |e2130]0ydAsd e
yeam Aq 64-GT pade uswom snyeys
x 10} s921n9s Suluue)d Ajlwey o) pasu lawun «  uonesSiwwi jo ssa)piesal Juswieal) 99y
% sappueusaid papussuiun «  PUe sisou3elp yjjeay jenxas snowAuouy o
; ; SDIAJDS Y3jeay |eruaw uo 3uipuads aJopy o
Ua1eam Aq 6-5T pase uauwom S9JIAJSS U3|eay pue sjooyds
% 40} S921AJ9s Suluueld Ajiwey Joj paau pwun e Ul uoisinold y3jeay [esuaL payesdaiy]
(6T-GT sa8e uswom 159y31y s1 pasu
x 000 T 42d syuiiq) o1ed A11)1142) JUSDSI|OPY «  2I9YM SIIAIDS |EUOIIPPE YIIM ‘SDIIAISS
193pnq |e103 jo uoiodoad uonuanaid yijeay |enxas pue jejusw
x e se sad1A8s aAuanald uo juads Asuopy « Ayjenb-y3iy jo uoisinoid jesianiun -
sdnoJg ajqeauinA Yam 34om ydeatino (s@ls) saseasip
* 59181 Q1S IO PUE A - pue je1s wasAs-yyeay oy 3ulutel] «  papiwsuel) Ajjenxas o ¥su y3siy e ae S9IAIDS
A UOI3OBYSI3eS 3y » 159Y31Y SI paau a49ym ‘S35-mo] Ajienoiied ‘synpe Sunop . yeay
P 2185 SUISG-|]OM [E3USIN 3U10d-3AT) OHM * S92IAJ9S JeuolIppe yum ‘uoneindod ¥S14 Je 9soy3 jealy lenxas pue
; i - SS0.0E S9131]198) W3SAS yijeay pue Ajizuapl 03 9)33n.43s Aew SaIAIDS yyeay
138pnq |e303 jo uoisodoud ]ENX3S puk [ejusW JO |9A3)] d3enbapy o aJed-yjjeay pue swajqosd yyeay Jejuaw jo
* € se y3jeay jejuaw uo Juads Asuop - paau 03 a3euoijiodoud - Sa21AIBS Y3jeay ]e3uaw Jo ysu y31y 3e aJe ‘usw 3unoA uoisinoad
x 9)doad 3unoA 3uowe 23eJ BPIDING «  |ENXS pUB |eIUBW JO UOISIA0ID [BSIDAIUN o S3S-Mmoj AlJejnonJed ‘syinpe 3unop e ayenbapy
Kanfur
A ul 3unynsaJ yuapidoe ue guiodal 9)doad e
(98e Ag) wa)qoud yyjesy
A Jo ssau)) 3uipueys-3uo) e 3uiney a1doad e
(93e
Aqg) swa)qo.d yijeay 03 anp salliAlzde |ensn
% ul suoneyiwi) Suipuels-3uo) paniadsad-j9s o
% y3eay jo suondadiad ynop o
% SS3J1S YINOA *
% S31}]e1e) WIBY-§]3S YINOA o
% S9pIdINS paydwiane pue SapIdINS JO JaquINN e
Sal|IqesIp yum
x  9]doad 4o} ssadoe 3uinoadwi uo Juads ASuop e

«S3S Aq
ajqejiene

eyeq

aSueyd ainseaw 03 si103ed1pui Ad110d

seaJe uoijuanidjui £o10d

9DUIPIAT

si03oe} ysiy

p3uod Z 3)qer

14



Policies

>

aduemojje
Suisnoy 8uini@dal spjoyasnoy jo aieys

uoljejues ajesun 0}
anp (sA1va) sieak-a41) paisnipe-Aigesia

9)doad 3unoA 1o} a3el SuIpMOIDIBAQ

3uIpmoJ2Jan0 UISNOH

SIS %] %

JUSWIUOIIAUD SUIAL Y3IM UOIDR)SIIeS

b3

s1y3u Apadoud/ainua)
Jo A&314n2as 3uidajoud syysu Aioiniels

awoy jeay Ajayenbape 01 Ayljiqeu|

das
Jo @3ejuadiad se saijuawe Ayunwwod

pue 3uisnoy uo 3uipuads d1jqnd

3uIpmoidIanQ

awoy jeay Ajayenbape 01 Ay1jiqeu|

91doad
3unoX jo ajes uoneAldap jelia3ew a1aAS

21el uonjeaLidap uisnoy a1anss

a)iuinb

y1jeam Jo jesnt/ueqsn Aq paredaiddesip
‘S9D1AI9S UOoljeNUES padeuew A|ajes 4o
s1seq ym uonejndod jo a8ejuadiad

9J1uinb

yyjeam Jo jesnt/ueqsn Aq paie3ai3desip
‘924N0S JO UOI}BDO] PUB SDIINIDS

J93em padeuew A1ajes Jo adudjendld

9)doad
3unoA 10} 91k UBPINGIINO 1S02-3UISNOH

s3is Aq
d)qejiene

eleq

9}eJ USpINgJano 3502-3uiSnoH

aSueyd ainseaw 03 si03esipui £3110d

paJnsua

UOI1e]1IUSA pUR uolle}ues ‘@auelsul
Joj ‘o3 uonejas ui Suisnoy jo Ayjend
3uisnoy jusuewJad ajow 0} uolyisuely
03 Joddns pue a)doad ssajswoy 10y
UOIIEPOWIWOIDE. pUB S)33SOY JUBIDIHYNS
uone|nN3aJ 81nud} pue Sj0JIU0D JUDY
(9due3sul Joy ‘suondadsul

pue uoie|n3aJ elA painsud) pJepuels
poo3 e aJe sawoy pajual A|a1eAlld
Auadoud

pling 01 S419d012AdpP 0} PaJBYO SBAIIUDU|
3uisnoy |e1nos ayenbapy

seale uoljuanIui Ao1od

awoy ay3 ui syuspidoe pue Ajddns

Jayem ‘uone|nuan ‘3unesy ayenbspeul 0y
payul) Sulag-]]am pue yijeay |e1dos pue
1ea1sAyd ‘jejusw uood Jo ¥si 9y} asealdul
ued spiepuels 3uisnoy Aljenb-mon
ssaussajpwoy pue Ayjenb

JaJ00d ‘53502 Y31y 40 ¥SlI pasealdul

18 wayy 3uines) ‘Apiadoud pajual
K121enid ui aq 03 A)oy1] 10w aJe ‘SIS

MO] J0 3soyy AJje1dadss ‘syinpe 3unop s

2Juaping

sapijod suoipuod-SuIAl] *€ 31qeL

3uisnoH

si03oe} ysiy

15



Transition to independent living - young adults

K3undasul poo4

sjuated J1ayl yum 3uinl) ajdoad Sunop

JuUdWUIAA03G Jo suondadiad Yyinox

3uydiyesy uewny

9DUD]0IA |eu0osIadIdIUl YINOA

Sa111|e3ey peOJ YINOA

°©SN 020eq0] YinoA

S)}Jejje Jua|OIA J0j suolssiwpe _mp_n_mOI

R R[S || %% %|%[>

(Jeyej-uou pue |eiey) a1eu wie)d JU3|0IA

(Apoom
1se3] 1e) uondwnsuod joyodje Jejn3ay

2o1d jie3ad
J0 93ejua2Jad e se xe)} 3S|ox9 020eqo]

Joyodje uo (1A) Xey pappe-anjep

awoy
UMO JNOA Ul WD Woly ajesun Suljaa4

yJep Jaye punode upjjem ajesun uijaa4

Modsueuy o11gnd 03 sS920y

9oeds uaal3
3uissadoe Aynoiyip 3usodal a3ejusdiad

J1e 33 Ul SUOIIRIIUDIUOD
(‘ON) apixoip usgo.yiu aesane jenuuy

sy1esp peoy

auidua jo azis pue
A313us Jojow Jo adA} Aq ‘ssed 1a3uassed

wid]qo4d |eIUSWUOIIAUD JBY30
/awd/uonnijjod 3uipiodal a3ejuadiad

s3s Aq
a|gejiene

ejeq

uonnjjod Jie 03 anp sA1vA

aSueyd ainseaw 03 si03esipui £2110d

SIUSWUOJIAUD
uequn apesddn pue Auanod
P91EJ3U3dU0D 92NPaJ 0} SUOIFUDAIDIU| o
3unod
pajusiio-wa)qoid pue AHunwiwo)
sapijod 3uiseyaind
pue 3uUISudd1] W.eally DAIFIIIISIY e
s3nup jo
95N |njwJey dy3 92nNpaJ 0} SUCIFUSAIDIU| e
(sooe)d
211gnd ul joyodje Sujuueq Jo 3uisiianpe
022eq0} 3ujuueq se Ydans) sinoireyaq
Ayyeayun a3einodsip 03 uoie|n3ay «
(Jjoyooje
pue 022eqo} Se Yons) sadueisqns
Ayyjeayun xey 0 saydeosdde ane|sida o
sjuelnjjod o1 ainsodxs
}lWwi] pue sinoineyaq Ayjjeay a3einodua
1eY3 S3npe 3unoA Joj SJUSWUOIIAUD
Ning Ayjenb-y3iy 03 ssaddy

seale uonuaniIdui Ad1od

3ujows pue

Joyooje ‘spooy Ayyeayun wodij swiey
woJy paydazosd ag pinoys synpe 3unoi
saoud

9)gepJoye e podsuesy ongnd Ayjenb
-poo3 pasu a10ja.49y3 pue Jodsuely
a1enLid pJoye jou Aew a)doad 3unoi
92U3]0IA 0} pasodxd
A}21eU01I0dO0UdSIp Bk S} INpe SunoA
(ewud pue

uonnjjod Jie ‘@duesul 1oy ‘03 pasodxa
wiay3 3uiAea]) SJUBWUOIIAUD }jIng AYljenb
-100d 03 pasodxs aq Aew SalUNWWOD
panudap ul Sulal) synpe 3unop

9DUIPIAT

JusWwiuoJIAug

si03oe} ysiy

p3uo> € 3)qel

16



Policies

% a8ejuaniad ‘(4Z-8T) s1onea) Alue3
93ejuadniad
‘(-0 .Q32SI) 19A3] JUBWUIRKE JRUOIIEINPD SuOIeZIURS10 9DIAISS PUE |BIIUYDS) JO uoISN|IXd
X MO] YlIM Spjo-1eak-67-07 40 uoiodold a3ueJ e uj saniunyoddo diysadnuaiddy e pue ew3is 01 spea) sniels 133N o
% uona)dwod Aiepuodas-1addn spunoi3dyoeq $3S-Moj wolj synpe sqol pied-mo) saoueyd
3 3 3unoA/uaip)iyd Joj Suipuny paseasdu| «  /audwAojdwaun 0} Suipes] Quawuiene  3uluies)] pue
x uol3esnps uo sulpusds dljqnd juswdolanap pjiyd pue 3ujuies) Jeuonieonpa Jasood aney spunoidyoeq uonednps
x Koe19}1] Yinoa 3uoy-a41) Sutpn)oul ‘sapdrjod uoneonpy e S3S-MO] WOJ§ SWOD OYM S}npe Sunop « Jood
% JuawWuIaN03g jo suondadiad yinox
% 921440 pa3o9)d Sulpjoy 40} 33y
x Konod yinop
UoIl_UIWLIDSIP JO ddUSE
x pue me] 8y} Japun Juawieasy jenb3
% uodnuiod Juswulan0S jo suondadiad
ol
%X S,9U0 JOAO |0JIUOD puE 310D JO WOPadi
% d]ayJojyse 03 auoawos aney oym a)doad
9)doad SUOIJUSAIDIUI
x 3unoA ur poddns jerdos payiodal-jj9s 2Jed-1e|d0s pue aJed-yjjeay ‘uoiednpa
sangea)|0d J0 SAAIR]DI ‘SpUdLIY y3nouyy ssaued 3unof ioj poddns
x yum Ajjerdos Suiesw jo Aousnbauy pa3esnodud 3uldAUN|OA
SJ9Y30 Ul 3snu HHESU-LL PUE UiESYS
4 Yo urisnit Suipnjpui ‘uoisn)oul pue saijiqeded  siaued aq 03 A]9y1] 240w ase Spuno3ydeq
A soiHjod aousnjjul 03 Aljiqe panladiad ‘92usl|ISa4 p]IiNg 0} SAIHAIDE YydeanQ panLdap wouy synpe Sunop «
4do paseaJdul SUoISIdap JONO (suonerdosse yinoA pue
40 98eUa2I9d se sanIUdER ANUNWILIOD uonediyed puejoiuod Aunwwo) «  sdnoud yiey se yons) Juswadesus JIAID
% pue Suisnoy uo Suipuads 11qnd pJeay 9q 0} SMAIA J19Y3 J0} pue Suaaun|oA ul JuswadeSus Yyinop - jendes
e - n_ . : sanunyoddo aJe a19y} 994 pue soijod paseatdsp sey SuoI3d9]d Ul Jnousny Ayunwwod
* $dN0Jg JIAR Ul uoRedpRJed LINOA ul padegdua aJe ajdoad 3unoA Agaiaym pue ‘saiped jediyjod jo diysiaquiaw jo pue |e1dos jo
A sal}IAI}de Aiepunjon ul uoijedidijied ‘pareatd Juswamodws Jo ainyn) . SWLI9) Ul paJnseaw Juawa3e3us YINoA «  S]9AS] MOT]

s3is Aq
aqejiene

eleq

aSueyd ainseaw 03 si03esipui £3110d

seale uoljuanIui Ao1od

2Juaping

saiM)iqedes Ayunwwod pue jeuos.iad *v djqeL

si03oe} ysiy

17



Transition to independent living - young adults

"uol1edNPJ JO UOIILDIHISSE]D pJepuURlS |eUORUISIU| :dTDS] «

A (93e Aq) xapul ssew Apog
x uonjedpiyed gnpd spods o
193pnq |e30} jo uoiodoud pauueq 3ulsiHaAPe 020eqO] *
% B SesSadIAIS anlleIuanaLd uo Juads Asuopy o 131p 9)enbape Joj swodu| ¢
(uoryessad upjows se yans)
% Ayanoasul pood
S92IAJ9S UO[IUDADI 0] SS3DJE |BSIDAIUN *
a uaJp)iyd ut Ayanoe jedishyd - uonowoud yyesy pue 119M 183 pue aande AjeaisAkyd aq  syueujwisep
P WSomiano/Ayisaqo - UOIEINPS Yijeay jesiaaiun Kyenb-ysiy 01 A}9y1] SS9] a4 s}npe 3unoA S3IS-MOT o |BIDIDWLIOD
_ : sao10yd Ay3eay azowoud S9143UN0d 3soW U] synpe 3unoA pue
+ _ (s8uiq pue Jen3ai) uondwinsuod joyodly - pue sinoireyaq Ayyeayun agesnodsip S3S-mo] Suowe Jay3iy aJe (joyodie sinoineyaq
A uondwnsuod 020eqo} Yinop « 01 sayodeosdde jedsyy pue Aiojeindasasn ¢ ‘upjows se yons) sinoiaeyaq Ayeayun e yyesH
dao jo a3ejuadiad se saipijod
% 19)Jew-inoge] aA1de uo puadsongnd .
% yJom Joy uiyoo] 00T Jod syuedidiied .
'y 91el Loeay o
Suluiesy pue uonesnpa jew.oy
x -uou pue Jew.oy ul 9es uoneddiued .
sojjewaylew
pue 3uipeaJ uj 3uaijoad Ajjewiuiw
x 9)doad SunoA/ua.p)iyd jo a3ejuadiad o
% sojeJ 3nodoup |ooyds o
% s3uneJjooyds - S3DIAJIS |BUOIIRDIOA
suonesijijenb Arepuodss pue jeuoneonpa yum ;33N Hoddns
% poo3 3uinsiyde synpe 3unok joJaquinN e leruajod 113y} 2A31ydE SUBPNIS pue
sal)iwey d]ay 03 SI31Y0 Uos|el] JooydS
% UOI1BINPS Y}IM UOIIDRJSIIES YINOA * seale paaudap
uonedsnps Asefsa} 3ua)dwod asoyy ul syinpe 3unoA pue uaJpjiyd 950y} 40}
x  Judyemspun sdiyssonuaidde josaquinN o Ajjeidadss e Joy Suiyoesy Suipueising e

s3s Aq
a|gejiene

ejeq

aSueyd ainseaw 03 si03esipui £2110d

seale uonuaniIdui Ad1od

9DUIPIAT

si03oe} ysiy

p3uod 7 3)qer

18



Policies

siaydom awiy-Jed pakojdwaispun

yaam Jad sinoy ot jo
$S92X® Ul 3UIJOM SJ1aYJom jo uoliodold

ainsodxs Jeuoyedndd0 03 anp sA1VA

uoI}puUOd
yijeay paiejas-jiom payodal-flas

b3

93eJ AJIsuap uolun aped]

(9%) 934 934900 3UjUlRSIR] BAIID]]0D

9)doad pakojdwa 000 0T
Jad si03dadsuj snoge] o Jaquinu s3elany

(9%) 914 93eJ9A0D SUjulRSIRq 9AIDD]|0D

b3

s3uiuiea/sa3em adesany

adem wnwiuiw Ajyuow
ss043 jeuiwou A1oiniels

de3 juswAojdwa Ayjigesiq

Y40M ]e SJUopIddY

uieJis qor

103095 Aq yuswAhojdw3

uoisuad ojul SuiAed s19340M JO SIBQUINN

s3uluiea/sadem adesany

SI% | R %[>SS]| %] %

jJuswAojdwa Yyinox

AJsuaiul yaom moj Auan
yum spjoyasnoy ui 3uial) a)doad 3unoi

a3e pue xas Aq 9)doad
3unoA 1oy a1es Ay1an0d-}J0-¥S1I-18 HIOM-U|

s3is Aq
aqejiene

eleq

(Aresodway ‘qusuewdad) adAy Aq siox1opm

aSueyd ainseaw 03 si03esipui £3110d

suoindues pue 3uliojiuow ‘uofiesi3da)
y3nouyy ded Aed uspuagd paonpay
yoeauq ui aJe
OUM 9SO0U3} 10} SUOIIDUES UM UOo131e|SI33]
yoam-3uiyJom jeuorreu 3uidiojud
y3nouayy paydsloid sduejeq a41)/HIOM o
pasJ0jud pue ade|d ul S1 uolIe|sI3a)
Kyajes pue yyeay jeuonednddQ e
SIdyJoMm |je Joy 93em UIAI Y o
uoisuad pue
9AB3] X2IS QUaW)HIUS Aepljoy 03 SSadde
siayJom Aresodwal aAI3 0} uoe|n3ay «
S]0BJIUOD UNOY-0J3Z 10} Ue( dAIR|SISDT »
soakojdws se uaas Ajjeuonipesy
10U 3SOY} 40} SUOIUN 0} SSIIJY »
pa240jua aJe siayom Aresodws)
10} s3y3u pue uone|si3a) JuswAhojdwy o

seale uoljuanIui Ao1od

SpunoJ3yoeq
S3S-MO] WoJ4 uswom ZunoA uo syedw

Aejnoipied de3 Aed sspuad ay| o

duejequul a41)/540m Jo

¥S1J 1918243 je aJe synpe 3unoA S3IS-Mo e

Kyanod pue Aed mo) jo

¥S1J 1918243 je aJe synpe 3unoA S3IS-Mo e

sgof a1ndasuj pue ajgeisun aney

01 A}9y1] 2Jow aJe synpe 3unok $35-moT

(Jewuoyul ‘Aresodway
‘aundasul) sqol Ayjenb-iai00d ui aq 0y

K)ay1) 210w a4e synpe 3unok S3S-MoT «

2Juaping

SuoI}puod SUnjIoM °S 3qeL

juswhojdws
jo Ayjenb
JELINY

si03oe} ysiy

19



Transition to independent living - young adults

(1u19) A&yjenbaul swodul Jo J01edIpU]| .

de3 Auanod Ajigesiq ¢

Kyanod yiom-u| o

Auanod jo ysu ye a)jdoad Sunoy,

K| R[S >

s3s Aq
d)qejiene

eyeq

Kanod o

aSueyd ainseaw 03 si03edipui £3110d

uo13e2NPS SWII-||NJ JO PUS BY3 J1I3UN
anuiuod syuswAed yypusq piiyd Auy
S11Jouaq 40} 9]1q131)9 aJe synpe Suno, e
S1Joua(q o 1d19031 J0) BLISILID PaXe|ay o
uo1dajoid |e1dos uo duipuads paseatdu| e

seale uoljuanIui Ad1od

3uin) Jo psepuess ayenbape
ue apinosd wop)as Ay 3ey3 0s paposd
u29q aAeY S]aAd] U0IId}04d |BID0S
uoiajoid |erdos
W 0.} POPN]IXd USYO e S}npe Sunop o
y1jeay o Jueuiwialap
juepodwi ue s| uoi3da30.d |BID0S .

92UapINg

uonpaoid
1e150S

si03dej ysiy

uoi3r330.d je1d0s pue Juawiojdwaun *9 3jqeL

JuswAojdwa-}19s YINoA

soakojdwa
JO Jaquinu |e303 3y} jo a3ejuadiad

se saakojdwa Aiesodwa) Sunoyp

£ 3

9)doad 3unoA Joj uswAojdwa 101 Y3

Jo 93ejuadiad e se JuswAojdwa awil-Jed o

b3

9)1doad SunoA

J0 uswAo)dws awiy-}ed 10} SUOSeas Ulely e

9)doad 3unoA JojuswAojdwa
awn-yed |e101 ayy jo adejuadiad e se

juswAhojdws swn-ped Aieyunjonu| «

XapUl UOINBIDSIP PUE S|IIYS

b3

aned)

lenuue pied 03} JUSWSIIUS WNWIUIN

Suiyaas 10U Inq yJom 03 3)qejiene d)doad «

b3

s3s Aq
a|gejiene

ejeq

d)qe)iene

Aj21eIpawiWI 10U Inq YJom Suiyaas a)doad e

aSueyd ainseaw 03 si03esipui £2110d

seale uonuaniIdui Ad1od

9DUIPIAT

si03oe} ysiy

p3uod g 3)qer

20



Policies

SEEN
Ul SI9YjoW 0} a]qe]ieAe aAed) dJed-awoy
pue jeyuased ‘Ayuialew pied jo yiduan

d@o jo a3ejuaduad se saipijod
19)Jew-Inoge] aAi3de uo puads d1jqnd

awwesdosd Agq SUOIIUSAUOD
uoajo.d |edos uoeziuediQ
JnogeT |euoiyeualu] Jo uoiedlyizey

sawwelSoid adue3sisse |e1d0s Jo
foenbape pue aduapidul Jijauaq ‘93eian0)

aJnypuadxa uoi3dazoud |e1dos

91eJ uonedidiied 92104-1noqe

saakojdws A1esodway Jo aleys

pakojdwaun wis3-3u0) jo aJeys

91el Ajinndeu|

ainypuadxa yieay |eiol jo
98ejuadiad e se ainypuadxs yijeay doo

X

syjuow
ui ‘aanua} jo sieak omy je Aed Aouepunpay

b3

Yeay
10} sd00 Suiysuanodwi pue diydosisere)

dao jo a3ejuadiad

e se (2oue)sisse |e1dos jesauad Suipnjoul)
ade Supjiom jo ajdoad Joj syijauaq uo
aJn)ipuadxa uoidajoud |e1dos d1gnd

sw)sAs uodayoad |eidos
Kq paJano0d a1doad Jood jo uoniodold

s3is Aq
a|gejiene

eleq

s3ujuiea snoinaid
Jo aJeys se syyauaq JuswAo)dwaun
03 Suirow woJy s3uluies Jo Sso

a8ueyp ainseaw 0} si03edipui £d1)0d

spjo-1esA-Gz-9T 4oy Aniqidng -
9411 Ayyeay e 1o} axenbape
2Je A3y} 0S pasies S|aAd) Jjauag o

seaJe uonuanidjui Lo10d

2dUapIng

si0)oe} ysiy

21



Transition to independent living - young adults

(%) (4210 pue € .q3DSI) 19A9] JUBWIUIERE
Jeuoneanps (yz-0g) a)doad Suno,

b3

(uonejndod jo
a8ejuadiad) 6z-Gz pue z-GT pade ajdoad
3unoX jo oneu uoneindod-oyjuswAoldwy .

uoneindod | 33N ay3 jo uoisodwo) e

\

(uonejndod jo a3ejuadiad)
snjels 19yJew-inoqge) Aq (yZ-ST) @3ed 133N »

(62-Gz pue yz-GT
uonejndod jo a3ejusdiad) 93ed 1IN

X

spouad sydadsoud yJom aininy
3uo) Joj pakojdwaun yinoA adejuadiad anoJdwi 03 padesnodus SuLadUN|OA

b3

(a8e pue sajel JuswAojdws Moj yim seale ojul

x9s Kq) (yL-G7) onel JuswAojdwaun ynpe JuswWiIsanul 91eAld pue d1gnd paseasdu|
01 (yZ-ST) ones JuswAojdwaun YInNoA sawweJ3oid }9yJew-Inoge] aAIY

\»

2WOodUI ISeq |esIanIun

¥Z-GT ‘(%) onel JuswAojdwiaun yno, sinpe 3unok je 03 papuaixe

$7-ST ‘(%) 91e4 JuswAojdwaun Ynop 19U A}9)eS |eID0S B Se u0132a30.d |eId0S

synpe
3unoA 3uowe y3iy aJe sajes s]3IN ¢
SSauUSsajaWoY
pue Auanod Jo ¥si je aiow synpe JuswW
3unoA saoe|d yuswAojdwaun «  -Aojdwaun

b3

(s13ysuesy uondayod
Jedos pue sagem) 4o 40 a4eys Jnoge

(eyep aadsy) sswwesdoud
2oue)sisse |e1dos Jo Aoenbapy

(eyep au1dsy) sswwesdoud
9DUR)SISSE |B[20S JO 9dUBPIDU|

(eyep auidsy)
sawwel30.d aoue)SISSe |e120S JO 93eI9N0D

syyauaq Ajusslew Suindal
SUIOQMAU Y}IM SIaYIoW JO 93e31U8d49d

s3s Aq
a|gejiene

ejeq

SYIIM Ul SIBY3e} 10} PIAIDSAI SARI)
Jeyuased pue Ayuiazed pied jo yiduaT

aSueyd ainseaw 03 si03esipui £2110d seale uonuaniIdui Ad1od

9DUIPIAT  SsJ0}Ie) sy

p3uod 9 3)qer

22



Policies

"UoI31BdNPT JO UOIILDI}ISSE]D pPJRpUR)S |RUOIBUISIU| :IDS] .

91eJ AJIA13dB U] DJWOU0D]

91eJ JuawAoljdwas wial-3uo] YInop

91eJ JuswAojdwaun wus3l-3uUo] YINop

dao jo a3ejuadiad se saipijod
19)Jew-inoge] aAl3de uo puads d1jqnd

s3ujuiea snoinaid
JO aJeys se syyauaq yuawhojdwaun
01 Suinow woJy sso) s3ujuled

saakojdws A1esodway Jo aJeys

suyauaq Jusawhojdwaun
3uin1ada1 pakojdwaun jo uontodoud

b3

(s49ysueuy uonoayoud
1e120s pue sagem) 4go Jo aJeysanoge

\

(%) (8-€ @32SI) parenpesd Aj3uadal

(¥€-02) sjenpialpul jo saes Juswkojdwy

\&

sas Aq
a|gejiene

eleq

(%) (4910 pue € a30SI) 19A9)
Juswulene |euoneanps (¥z-0z) Yo

a8ueyp ainseaw 0} si03edipui £d1)0d

seaJe uonuanidjui Lo10d

2dUapIng

si0)oe} ysiy

p3uo> 9 3)qer

23



24

] Transition to independent living - young adults

Examples of successful interventions, including country
examples

The most important interventions from Table 2 are highlighted in the policy basket (Fig. 3), colour-
coordinated by policy area. This section also provides an overview of the evidence base underpinning
the policy basket, with country examples. While presented as single areas for intervention, it should be
noted that holistic policy approaches drawing across the full policy basket are needed.

Fig. 3. Basket of policy interventions

Universal
healthcare

Working Health
conditions behaviour

Universal health care

Private health insurance, out-of-pocket payments and the marketization or privatization of health- and
social-care services increase health inequalities’ effects (138). Increased private insurance contributions
in France, for example, led to increases in inequalities in access to services (138). Evidence from Sweden
and the United Kingdom suggests that the marketization and privatization of health-care services also
have negative health equity effects, with those from the lowest income groups less likely to access
health-care services relative to need (138). This is important for young adults: a universal health-care
system, free at the point delivery and with supplementary targeted outreach policies, would enable
young adults to access health care in a timely manner and reduce inequalities across the life-course.

Access to good-quality housing

Improving neighbourhoods for communities and providing safe, secure, affordable, suitable, temperate
and energy-efficient housing for the most disadvantaged groups can improve health and reduce health
inequalities (75). In the United Kingdom, for example, internal housing improvements (such as warmth-
and energy-efficiency measures, rehousing and refurbishment) have had positive impacts on health,
particularly when targeted at vulnerable groups (75). Access to good-quality housing would benefit the
health and well-being of young adults given their higher exposure rate, thereby reducing inequalities
across the life-course.



Examples of successful interventions, including country examples

Personal capabilities

Young adults, among others, can also benefit from supportive and health-enhancing public health
polices to improve health behaviours and thereby reduce health inequalities (139). Effective
interventions include taxes on unhealthy food and drinks, food-subsidy programmes for low-
income women,* banning tobacco advertising, water fluoridation, a nutrition programme targeted
at low-income families to improve fruit and vegetable consumption, reproductive cancer screening
information campaigns and population-wide screening programmes. Evidence is emerging from
a community empowerment initiative in the United Kingdom (England) that increasing levels of
individual and collective control in low-SES groups and communities can improve health (140).

Working conditions

Increasing control at work is another way in which health can be improved (141). For example, there is
international evidence to suggest that workplace interventions that increase worker control and choice
(such as participation in management, control of tasks or self-scheduling of working hours) are likely
to have a positive effect on health outcomes (142,143), as suggested by the demand-control-support
model of workplace health. The hypothesis is that employee health may negatively be associated
with job demands and positively associated with control and social support in the workplace (see, for
example, Marmot et al. (106)). Given the higher prevalence of low-control jobs among low-SES young
adults, these interventions might reduce health inequalities across the life-course.

Unemployment and social protection

International evidence shows that increased unemployment-benefit generosity may improve
population mental health by reducing financial strain, poverty and insecurity (13). This would be
particularly relevant to NEETs, who are more susceptible to mental health problems. Evidence also
suggests that interventions to increase employment among NEETs can potentially improve health by
increasing income. A recent international evidence review, for example, found that multicomponent
interventions that used social skills, vocational or educational classroom-based training, counselling or
one-to-one support, internships, placements, on-the-job or occupational training, financial incentives,
case management and individual support led to a 4% increase in employment outcomes (13).

® Food subsidy programmes provide healthy foods, referrals to health and social services and nutrition

education to pregnant women and families with young children (139).
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Member State commitments

This chapter outlines Member State commitments that give policy-makers the mandate to take action
on young adults’ health, alongside European priorities and policy drivers such as:

European Pillar of Social Rights (144)
United Nations Convention on the Rights of Persons with Disabilities (145)
Copenhagen Consensus of Mayors: healthier and happier cities for all (146)

WHO Framework Convention on Tobacco Control (147).

WHO mental health action plan: core objectives

The core objectives of the European mental health action plan 2013-2020 (148) are that:

1.

everyone has an equal opportunity to realize mental well-being throughout their lifespan,
particularly those who are most vulnerable or at risk;

people with mental health problems are citizens whose human rights are fully valued, protected
and promoted;

mental health services are accessible and affordable, available in the community according to need;
and

people are entitled to respectful, safe and effective treatment.

WHO response to youth violence

WHO is committed to (149):

developing a package for schools-based violence-prevention programmes;
drawing attention to the magnitude of youth violence and the need for prevention;
building evidence on the scope and types of violence in different settings;

developing guidance for Member States and all relevant sectors to prevent youth violence and
strengthen responses to it;

supporting national efforts to prevent youth violence; and

collaborating with international agencies and organizations to prevent youth violence globally.

WHO global accelerated action for the health of adolescents

WHO published a major report, Global accelerated action for the health of adolescents (AA-HA!): guidance
to supportcountryimplementation (150),in May 2017. The AA-HA! guidance has drawn on inputs received
during extensive consultations with Member States, United Nations agencies, adolescents and young
adults, civil society and other partners. It aims to assist governments in deciding what they plan to do
and how they plan to do it as they respond to the health needs of adolescents in their countries. This



Member State commitments I

reference document targets national-level policy-makers and programme managers to assist them in
planning, implementing, monitoring and evaluating adolescent health programmes.

United Nations Convention on the Rights of the Child

The United Nations Convention on the Rights of the Child (151) is the most widely ratified human rights
treaty in the world. The Convention comprises all aspects of a child’s life and sets out the civil, political,
economic, social and cultural rights to which all children are entitled. Children up to 18 years of age are
included, so the Convention applies to young adults between the ages of 16 and 18.
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Stakeholders and partners to reduce health
inequalities among young adults

Fig. 4 outlines the key stakeholders and partners needed to reduce health inequalities. Intersectoral
action to improve health is crucial for young adults. Different agencies are responsible, and policies
across governments and elsewhere can be used to improve mental and physical health and reduce
exposure to risk factors.

Figure 4. Stakeholders
Health care

« Universal provision

Unified assessment
Adequate mental health provision for young adults @

Schools/college identify and train a designated senior leader who oversees the approach to
mental health and well-being
Local mental health support teams to address the needs of young people with mild-to-moderate i
mental health
Specialized residential care administered regionally aimed at young adults I I I
STAKEHOLDERS: government departments (health, social care and education), local public health,
|

third sector (families), religious bodies

Living conditions

Walfare policies (including parenting and family programmes, sickness benefit, and job-seeking

allowance)
Ensure eligibility of young adults for welfare benefits -
Green and play spaces 1T
Housing tenure and financial security (particularly for cared-for young adults as they transition (N ]
to independent living)
STAKEHOLDERS: government departments (local governement, social care, housing, recreation), @nﬂn_

third sector (families)

Personal and communitx caBabilities

Education policies including: life-long learning, child development, opportunities for high-
quality apprenticeships

Community projects providing opportunities for young adults to engage whithin their local area
Opportunities for young people to engage with local and national politics

The use of regulation, education and fiscal strategies to promote healthy behavioural choices

(and discourage negative ones)
STAKEHOLDERS: government departments (health, social care, education, treasury), community
and local government, local primary and public health, third sector (children and families, national

youth organizations, religious bodies)

Working conditions

Labour/workforce policies to ensure rights for young adults

Occupational safety and health legislation .

Disability legislation

Maternity and paternity working leave & g
Minimum/living income and working-time policies (which includes young adults)

UV M
Small/medium enterprises promote mental health and access for support for their young adult m_rlrw
=il n

employees

STAKEHOLDERS: employers, government departments (labour, business, trade, health, social
care), local public and primary health, third sector (children and families), trade unions, EU
Cohesion Fund, human resources (private and public)

Unemployment and social Rrotection

» Adeguate welfare benefits

« Inflationary increase in welfare payments

« Relaxation of welfare eligibility requirements for young adults

« NEET training programmes

STAKEHOLDERS: government departments (labour, finance, education) ﬁ
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