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Early to late adolescence


	Age group
	12-18


	Key transition
	From early to late adolescence.


	Setting
	Lower and/or upper secondary schools, depending on organisation of educational system in relevant countries.
Interventions will be implemented in schools, although they may not apply, or not in the same way, to all classes.
Interventions will also be deployed at the individual level. 


	Actions involved
	Class-based activities; changes in school environment; resources and services for individual use.
The intervention approach will be consistent with WHO’s guidelines on Health Promoting Schools, and with EuroHealthNet’s Schools4Health programme. Inclusiveness and sustainability will be key pillars of the intervention approach.


	Implementation countries
	Norway 
Spain, Basque Country (TBC)
+ 1

	Intervention domains


	1. Health and digital literacy
	Co-creation of health and digital literacy programme with youth and relevant local stakeholders. Involvement of school health services and community nurses (where relevant). Start from needs assessment, then develop an intervention plan, comprising of health literacy materials and resources, and a plan for interactive, class-based sessions.
Components may include the following:
a) TUTCH (Teenagers understanding and taking control of their health) educational approach, developed by the CHOICE Foundation (SE) based on training medical students to deliver health literacy sessions to adolescents on mental health and addictions. [EU Best practice]
b) Digital literacy sessions, focusing on access to health information through digital media. Understanding how AI algorithms affect the health-related information young people access. Managing exposure to misinformation through pre-bunking and inoculation. A component of the digital literacy programme will be designed to support domain no. 2 in the intervention package, described below. [Evidence on misinformation management] 


	2. Self-management of digital media use
	Individual-level intervention component, requiring children (and their families) to volunteer to modify their social media settings in ways that will limit their exposure to “attention grabbing” and potentially addictive features of digital media use. These interventions will include the following:
a) Content access management tool, hindering “infinite scrolling”. This feature would prevent children from excessive exposure to social media content and from spending exceeding amounts of time on screens and digital media, thereby reducing exposure to potentially harmful health-related content.
b) Sleep duration and attention controls, which would trigger a hard stop (not amenable to manipulation) on social media use at given times of the day and night.
c) Notification frequency reduction tool, which would reduce the frequency of notifications, another key “attention grabbing” feature of digital media use, by delivering them in batches, thereby reducing the frequency of device pick-up and time spent on digital devices.


	3. Healthy school environments and nudges
	School-level intervention component aimed at creating a health promoting environment. The focus will be on the three health issues at the centre of the proposal (obesity, mental health, and addictions), as follows:
a) Strong evidence, and WHO policy guidelines and recommendations, exist on school food environments. WHO guidelines relate to direct food provision; nutrition standards; and nudges (portion size, nutrition information, food presentation and positioning). While not all schools would have canteens or directly provide full meals, there is probably sufficient scope for implementing food environment interventions that would have a meaningful impact on children’s dietary intakes.
b) Food environment interventions can be combined with physical activity interventions in addressing the first critical health area (overweight and obesity), provided that the required infrastructure investment is affordable and sustainable.
c) Smartphone-free schools, following an increasing number of jurisdictions preventing children from taking their smartphones to school or using them while at school. The Z-Health framework assumes that reducing exposure to digital media and digital content would have benefits in all of the project’s three critical health areas.


	4. Resources and services
	Environmental interventions aimed at empowering children to request and obtain safe advice and counselling from trained staff on health issues they may be experiencing or may be concerned about.
The priority area in this domain is probably mental health, and the intervention may rely on transferring and adapting the NIJZ approach developed in Slovenia with the “To sem jaz” mental health counselling website to other countries. Potentially, an AI-assisted version of NIJZ’s tool could be considered, for efficiency of deliver, while maintaining trained staff in control of the answers provided. The AI support algorithm could be trained using a database of questions asked and advice provided over the years (if available) in Slovenia. 




