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EXECUTIVE SUMMARY
In the context of the COVID-19 pandemic response, WHO identifies
young people as a priority target audience with specific concerns,
experiences and behaviours. With behavioural evidence from
COVID-19 still emerging, evidence was sought from other health
domains to improve understanding of risk-taking behaviours of young
people. The aim of this policy brief is to provide relevant insights from
behavioural evidence and a set of behavioural considerations for those
designing initiatives promoting COVID-19 preventive behaviours
among young people.
A rapid and non-systematic review of evidence was conducted to
examine whether young people – broadly defined in the review as
individuals ranging from 15 to 30 years of age – are sufficiently
different from older age groups in their perception of risk and decisionmaking to warrant tailored approaches. The review concluded that
by the mid-teen years, young people’s cognitive decision-making
processes are similar to those of adults in many ways; however, some
behavioural factors that influence risky or unsafe behaviours are
particularly relevant to young people.
Programme managers may find it helpful to refer to the youth-specific
barriers and drivers identified in this policy brief and to consider
prioritizing these for testing when designing initiatives targeted
at young people. On the basis of the evidence available, this
policy brief suggests that knowledge-based efforts might not
be sufficient to influence the behaviours of young people,
and that programme managers would probably increase
the success of youth-targeted initiatives by addressing,
in their respective contexts, how to:

•
•
•
•
•
•

create an enabling environment;
establish positive social norms in peer groups;
promote feelings of empathy and prosocial motivation;
engage young people in communicating risk-prevention messages;
b
 uild young people’s confidence in their ability to act and to protect
themselves from risks; and
f acilitate safe social connections to reduce negative impacts
on mental health.
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1. INTRODUCTION
The COVID-19 pandemic has disrupted the lives of millions of young people
around the world. Stay-at-home policies, restrictions on social gatherings, closures
of schools, universities and businesses, physical distancing and other measures
slow the spread of the virus, but have far-ranging consequences for young people
who are going through a phase of exploratory learning and growth. As young
people struggle to meet their needs for social connection, fear of loneliness
and social isolation can potentially drive COVID-19 risk-taking behaviours (1,
2). For example, preliminary evidence suggests that, compared with the general
population, young people might be at greater risk of developing fears related
to the COVID-19 pandemic (3) and of suffering the negative effects of social
isolation and loneliness, which are the consequences of social distancing. (2, 4).
Additionally, across all regions and income levels, young people who work have been
hit particularly hard by the crisis, experiencing greater unemployment and loss of
income (5), while those who are studying or learning have been negatively affected
by poor or non-existent digital delivery (6). Young people have also reported greater
levels of stress, anxiety and depression than other segments of the population (7, 8).
In the context of the COVID-19 pandemic, WHO identifies youth as a priority
target audience, with a range of specific needs, concerns, experiences and
behaviours. To align with some of WHO’s upcoming COVID-19 youth initiatives
(e.g. the Global Youth Mobilization) this document broadly defines “young people”
as those aged between 15 and 30 years.1 This wide age range – encompassing
different stages of development, from adolescence to emerging and young
adulthood – was selected to ensure that findings can be relevant to a large
number of organizations working with young people.
Risk-taking behaviours such as not wearing masks or not respecting physical
distances increase potential exposure to the disease. Evidence on risk-taking
behaviours in other health domains was considered for this policy brief, to
explore what behavioural drivers may be relevant for young people in relation
to COVID-19. A rapid review of evidence was conducted by the American
Psychological Association (10); it concluded that while, by the mid-teen years,
the cognitive decision-making processes are similar to those of adults, there are
also several behavioural factors of particular relevance to young people. In the
summary of these findings, it is emphasized that the diversity within the wide age
range considered may warrant tailored approaches for specific age subgroups.

This age range differs from
WHO’s definition of young people
as those aged 10–24 years (9).
More generally, the different
sources of literature cited
throughout the document group
”young people” differently, while
falling within the 15–30 age range.

1

Although the review intentionally sought geographical diversity of studies, most
of the published evidence addressing the specific questions of the review came
from studies conducted in high-income settings. Whenever possible, studies
with global samples or those conducted in low- and middle-income settings
were prioritized. The evidence gathered was discussed and contextualized to
different regions and settings during two consultations held in February 2021
that involved TAG members and temporary advisers from 16 different countries,
WHO experts and representatives of young people from four WHO regions
listed in the Acknowledgements. More details on these consultations, including
the assessment of conflicts of interest, can be found in the Annex.
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2.	UNDERSTANDING RISK-TAKING
BY YOUNG PEOPLE
The period between the ages of 15 and 30 years is critical for human
development. During these years, young people seek ways to meet
their physical and emotional needs, and to build the competencies
necessary for their growth and development. Risk-taking can be seen
as a rite of passage that encourages young people to exercise their
agency and find their boundaries, and it can play a positive role in
the development of identity in a social context (11).
Although some behaviours (e.g. driving without a seat belt) are
objectively risky and only science can establish the actual magnitude
of risk, risk perception is a subjective construct that can be influenced
or distorted by biases and heuristics (12, 13). Many interventions
targeted at young people aim to increase awareness of health risks
through communications-based efforts, but often the main problem is
not a simple lack of information or awareness (14). In fact, risk-taking
behaviours are driven by multiple factors, such as motivation, emotion
and the social and physical environment (including socioeconomic
and family circumstances).

2.1
WHAT
INFLUENCES
THE
BEHAVIOURS
OF YOUNG
PEOPLE?

Although cognitive decision-making processes in young people were
found to be similar to those of adults in many ways, several youthrelevant drivers of behaviours have been identified (Fig. 1).

•

 oung people tend to be more attentive to the short-term
Y
consequences of their decisions than to the long-term ones (15).
This tendency (“present bias”) makes it difficult to discourage
young people from taking risks when the immediate benefits of
doing so are salient whereas the adverse consequences (e.g. illness
or disability) are delayed in time.

•

 articularly in their adolescent years, young people tend to be
P
sensitive to rewards (16, 17). This is particularly true for social
rewards derived from socializing with peers and acting in ways that
create a favourable impression with their friends.

•

In situations that are emotional or arousing, young people up
until their mid-20s are likely to have difficulty exercising selfcontrol (18,19). Despite being no worse than adults at perceiving
risks, young people tend to be influenced by social and emotional
pressures that lead them to act against their own better judgement
and to take more risks (20).
2

•

 oung people are particularly influenced by “social norms”
Y
emanating from their peers (21, 22). “Social norms” are
beliefs about how others behave and about what they approve
and disapprove. These beliefs influence risk-taking (23, 24).
In addition, young people’s confidence in their ability to act, also
known as self-efficacy, is particularly influenced by social norms
and emotions sparked by social interactions (25, 26).

•

 ocial networks and the ties within them (e.g. with peers, family
S
members and other role models) are important influences on
the behaviours of young people (27, 28). Emerging literature
suggests that online social peer networks are major sources of
health information (and of misinformation) and significantly affect
young people’s health risk behaviours (29, 30).

•

 doption of safe behaviours by young people depends on physical
A
and social opportunities and barriers in the environment.
Environments facilitate certain behaviours and constrain others;
for example, easy and free access to condoms can increase the
likelihood of safer sex (31). However, even when an enabling
environment is available, other barriers (e.g. embarrassment,
stigma or concerns about being judged) can interfere with desired
behaviour (32).

•

 ocioeconomic circumstances can be a strong influence on young
S
people’s risk-taking and decision-making. Scarcity of resources
(e.g. time, money, or family and social support) can influence
cognitive ability, resulting in poorer decisions about one’s own
health and welfare (33). Economic hardship and low levels of social
capital have been linked with higher levels of risk-taking behaviour
among young people (34, 35).

Fig. 1. Factors influencing the
behaviours of young people

Present
bias

Socioeconomic
circumstances

Reward
sensitivity

Social
norms

Enabling
environment

Social networks
and ties

Social and
emotional pressures
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2.2
WHAT
STRATEGIES
HAVE BEEN
USED TO
ADDRESS
RISK-TAKING
BY YOUNG
PEOPLE?

Because risky behaviours can lead to negative and long-term
consequences, many interventions and policies have tried to curb
risk-taking in young people. Although education and communication
are important for increasing awareness of health risks, often the
main problem is not a simple lack of information or awareness (14).
The following examples of behavioural strategies used to address
risk-taking in other health domains can provide insights useful for
the COVID-19 response.

•

 reating an environment where the safe behaviour is easy
C
or the unsafe behaviour is difficult to undertake. For example,
in HIV programmes, providing free access to condoms and testing
for HIV has led to significant reductions in sexually transmitted
infections (31). Likewise, tailored support for young people
delivered in a youth-friendly and non-judgmental manner has led
to greater uptake of safe sex behaviours (36).

•

C
 ommunicating information about social norms to shift
perception in favour of safer behaviours. Young people can
overestimate how often peers engage in risk-taking; correcting
this misperception of norms can influence their behaviour.
For example, interventions designed to inform youth that their
peers’ actual use of alcohol was lower than they thought led to
reductions in alcohol intake (37).

•

 raming messaging to convey the “gist” or the general meaning
F
of the risk information. Phrases such as “it only takes one instance
of reckless driving” exemplify gist-based thinking and some studies
indicate that they are more effective than providing descriptions
of risk probabilities and outcomes (38). Interventions that
primarily focus on providing descriptions of risk probabilities and
outcomes – without explaining how these connect to background
knowledge, mental models and cultural values – are likely to be less
effective (39, 40).

•

 uilding young people’s confidence in their ability to act
B
(i.e. their self-efficacy) to protect themselves from risks.
A review of sexual reproductive health and HIV education
programmes for young people found that skills-based programmes
– particularly those that make gender-specific considerations
(e.g. on decision-making and resistance to social pressure) –
were consistently more effective at changing behaviour than
programmes based solely on addressing knowledge gaps (41).

•

L everaging trusted sources including peers and adults to
communicate risk information. Peer-led interventions have shown
promise because peer educators are seen as credible sources of
information and can deliver education and support in a more
accessible way (42, 43). For example, training influential students
to communicate smoking prevention messages to their friends as
part of usual social interactions reduced smoking behaviours (44).

4

3.	COVID-19 PREVENTIVE
BEHAVIOURS AND YOUNG PEOPLE
In relation to COVID-19, risk-taking behaviours are those that increase
potential exposure to the virus; such risks can be addressed by
adopting behaviours recommended by WHO and those recommended
specifically by local authorities. Adopting and sustaining preventive
behaviours requires the population at large, including young people,
to change their habits in public, to create new routines or to learn
new skills. Such skills might include always remembering to carry a
mask and to wear it when appropriate; learning how to wear or clean
the mask; or learning how to estimate physical distance and how
to maintain it when performing daily activities, or how to improve
ventilation of indoor spaces.
Both traditional and social media have reported a lack of adherence to
behaviours aimed at reducing the risk of transmission of COVID-19
among young people. A recent multicountry survey reported lower
adherence to COVID-19 preventive measures among young people
than among older people; it also indicated that adherence to
preventive behaviours decreased over time, particularly among young
men (45, 46). The same survey revealed that although young people
are slightly less likely than adults to believe that COVID-19 would be
severe for them, on average, their perceptions of community severity
were higher. Community severity is a person’s concerns of the severity
of health consequences for their community. These same findings
are also supported by another multicountry survey (47), suggesting
that prosocial concerns might motivate young people to adhere to
COVID-19 preventive behaviours.
To reduce COVID-19 risk-taking behaviours among young people,
it is necessary to identify the barriers and enablers that operate within
this group. Table 1 summarizes barriers and enablers contextualized
to COVID-19, with examples from the emerging literature.
Although the factors and examples are relevant to young people
based on the behavioural factors identified in section 2.1 – and are
therefore important for the design of youth-targeted strategies – the
same factors may also be relevant for other age groups.

5

Table 1. Examples of youth-relevant behavioural factors

Youth-relevant
behavioural factor

Barriers that might discourage
the target behaviour

Enablers that might encourage
the target behaviour

Present
bias

Immediate negative consequences
such as peer rejection (48)

Immediate positive consequences
such as peer approval (49)

Reward
sensitivity

Lack of opportunities for social
interactions and rewards, as a
consequence of restrictions on
social gatherings (2)

Emphasis on prosocial benefits such
as protecting family members (49)

Social pressures for men to adopt
masculine norms such as toughness
(e.g. by not wearing masks) (50)

Positive peer pressure towards safer
behaviours (51)

Social
norms

Lack of observable social norms
for safe behaviour (e.g. staying
at home) (52)

Accepted norms of target
behaviour (e.g. mask wearing)
within the specific cultural
context (53)

Social networks
and ties

Lack of consensus among family
members, trusted adults and peers
on the seriousness of the disease (54)

Consistent parental rules or
recommendations by peers and
trusted community members (49)

Enabling
environment

Exposure to misinformation
and conflicting messages (55)

Access to up-to-date, accurate
information from trusted sources (56)

Socioeconomic
circumstances

Living in densely populated
conditions (57)

Ability to afford masks, soap
and water, and disinfectants (58)

Social and
emotional
pressures

6

Some of the factors in Table 1 operate at the motivational level, whereas
others operate at the social, cognitive and environmental levels.
This difference highlights how most behaviours among young people
might be influenced at more than one level, rather than just by
knowledge-based interventions.
When attempting to understand why young people may be unable to
adopt preventive behaviours for COVID-19, it is important to consider
that exposure to the risk of infection might not be a deliberate choice
for many young people and other age groups, but rather a behaviour
imposed by external conditions. For example, in some settings (e.g.
in informal settlements where residents live in close proximity) it may
be difficult to achieve physical distancing (57), whereas in others,
accessibility to and affordability of masks could be a barrier to mask
use (58).

7

4.	BEHAVIOURAL CONSIDERATIONS
FOR POLICIES OR STRATEGIES
TARGETING YOUNG PEOPLE
Risk-taking and decision-making behaviours in young people are
not dramatically different from those in adults; however, several
youth-relevant drivers of behaviours can potentially increase the
effectiveness of COVID-19 policies or strategies targeted at this
segment of the population. As with most behavioural interventions,
a thorough approach that addresses environmental, social, cognitive
and motivational factors will be needed to facilitate the adoption of
the desired preventive behaviours.
This section outlines behavioural considerations that could be taken
into account by those designing programmes targeted at young
people in the context of the pandemic (Fig. 2).
Create an enabling environment whereby safer behaviours
are easy to enact. An enabling environment includes easy and
convenient access to services necessary for protection against
COVID-19 such as running water, sanitizing stations and access to
equipment (e.g. masks), or provides cues (e.g. markers on the ground
or on chairs) to facilitate adherence to physical distancing,
or reminders to open windows in schools or workplaces. Creating an
enabling environment may make it easier for people of all age groups
to enact safer behaviours.
1

Establish positive social norms in peer groups. Given young
people’s susceptibility to social pressures (e.g. not wanting to
deviate from the “norm” or to look different in relation to mask
wearing), preventive interventions may be more successful if they
focus on establishing new social norms in the peer group and if the
new norm is communicated by influential peers (44, 59).
2

Promote feelings of empathy and prosocial motivation
towards others in the community. Epidemiological data
demonstrate that young people are less likely than the general
population to become seriously ill from COVID-19 (60); hence,
warning of the dire consequences of catching the disease may be
less effective in this population. Some studies and survey data
suggest that fostering prosocial motivation around the desire to
keep their family and community members safe can increase young
people’s motivation to adopt safer behaviours (61, 62).
3

Engage young people in communicating risk-prevention
messages on social media. Globally, young people are often
active producers and consumers of information on social media, and
can thus be engaged to deliver messages to those who trust them.
Across age groups, social media stories or images that contain a “gist”
message are more influential than those that do not (63, 64).
4

8

Build young people’s confidence in their ability to act to
protect themselves and their loved ones from risks.
As evidenced, incorporating skill-building within education
programmes – such as how to recognize and counter misinformation
online or how to protect oneself in crowded places that cannot be
avoided (e.g. markets and schools) – can increase self-efficacy and
complement knowledge-based efforts.
5

Facilitate social connections in safe ways to reduce negative
mental health impact. Evidence is rapidly emerging on the
need to balance adherence to COVID-19 preventive behaviours with
the mental health impact on young people, who need contact with
others as part of their social development (65). Therefore, it is
important to consider the need for maintaining the structure, quality
and quantity of social networks (including online) to help young
people experience social rewards, to feel part of a group, and to know
that there are others to whom they can look up to for support (66).
A harm-reduction approach, whereby harms associated with
socializing are reduced as much as possible (e.g. meeting only
outdoors while wearing a mask and observing physical distance)
rather than stopping the behaviour completely can allow young
people to lead their lives and meet their needs but reduce risks as
they do so (2).
6

1. Create
an enabling
environment

Fig. 2. Behavioural interventions
for young people

2. Establish
positive
social norms
in peer groups

6. Facilitate
social
connections
in safe ways

5. Build young
people’s
confidence in
their ability
to protect
themselves

4. Engage
young people in
communicating risk

3. Promote
feelings
of empathy
and prosocial
motivation
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4.1
ADAPTATION
When considering behavioural strategies or policies targeting young
people, or any age group, it is important to recognize that individual
behaviours and environments vary greatly, and that strategy options
should be tested and adapted to contexts based on age, socioeconomic
circumstances, gender and geography (both within and across countries).
In doing this, it is important to understand the multidimensionality of
factors that influence risk behaviours, and to enable safe behaviours
through a variety of coordinated and complementary strategies.
In fact, when used in combination, different policy options may be
complementary and even synergistic (67).
COVID-19 prevention programmes might also aim to mobilize
communities of young people and encourage them to make meaningful
contributions (68). Evidence suggests that behaviour-change
efforts targeted at young people may be most effective if they are
developed collaboratively with young people, to ensure that these
efforts are relevant to young people’s goals, resources and constraints.
Ultimately, when designing youth-targeted initiatives, it is critical to
think of young people not simply in terms of the problems that they may
cause through their behaviours, but in a more positive and constructive
way, taking into account their aspirations, need for exploration and
affiliation, sense of agency and empowerment, and willingness to be
elements of positive social change (69).
Owing to the limited behavioural evidence available on what works and
what does not work in enabling preventive COVID-19 behaviours among
young people, evidence from other health domains was considered for
this policy brief, as well as broad expert consensus. Although intended
to be a useful starting point, there are clear limitations to the policy
and strategy options outlined in this brief. Thus, these options should
continue to evolve as more evidence emerges, and they should be
complemented by context-specific local research, testing and validation
whenever possible.
Considering the impact of the pandemic on young people and the
importance of this group for an effective global response (70), more
youth-specific behavioural research is urgently needed to understand
how to empower young people, to help them protect themselves and
their loved ones while recognizing their specific needs, and to ensure
they have a role and that their potential is fulfilled in the fight against
COVID-19.

10
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ANNEX. METHODOLOGY
A rapid review of evidence for this policy brief was conducted by the
American Psychological Association (APA). It was conducted over
4 weeks in January 2021, and addressed eight thematic questions
pertaining to youth and young adults aged 15–30 years. The research
questions and areas included risk perception, decision-making, risktaking, cognitive bias, social influences and norms, self-efficacy,
environmental factors and behavioural interventions related to health
conditions. APA made a concerted effort to include studies from a
variety of regions and income settings.
A rapid expert consultation process was then conducted, modelled
on that of the National Academies of Sciences, Engineering, and
Medicine. The process started by consulting 40 leading psychology
experts across the eight areas. These experts included the presidents
of 10 relevant APA divisions in areas such as developmental
psychology, clinical child and adolescent psychology, health psychology
and addiction psychology. On the basis of their nominations,
11 psychologists were enlisted according to their expertise in relation
to the issues covered by the review and their availability. Each of the
psychologists conducted an independent review of the literature and
submitted a brief report related to one or two of the eight research
questions to a consultant hired by APA. To reduce the risk of conflict
of interest and biases among the experts, the recruitment process was
structured to ensure that each of the eight questions that guided the
review was addressed by two or three experts independently. When
discrepancies arose, consensus was reached after several rounds of
consultation.
To answer the questions, the experts drew on their knowledge of
published, peer-reviewed research, including review articles that they
or others had written. Their criteria for including or excluding studies
were relevance to the question (assessed subjectively) and date of
the publication. Studies published before 1995 and that had not been
peer reviewed were excluded. Contributors used key terms such as
risk perception, social norms, self-efficacy, risk-taking and systematic
review. Databases accessed were PsycInfo, PubMed and EBSCO
Host; university online libraries were also used. The report cited
112 research references from studies and review articles. The report
also emphasized consistent findings and conclusions, while noting
unresolved scientific issues. Further details on the methodology are
available in the report.1

Literature review report: youth risk perception and decision-making related to health
behaviours in the COVID-19 era. Washington (DC): American Psychological Association;
2021 (https://www.apa.org/topics/covid-19/youth-risk-perception.pdf).
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After the report was compiled, consultations were held with the TAG.2
The TAG met twice in February 2021 to discuss the evidence review, its
relevance to different regions and settings, and its specific relevance
to behaviours during the COVID-19 pandemic. As a result of these
meetings, the experts identified behavioural factors that are relevant
for youth and young adults aged 15–30 years, and that should be
considered when designing strategies targeted at young people. In
addition to the evidence review conducted by the psychologists, the
consultations with the TAG brought in complementary perspectives
from other disciplines, in particular those relating to social and
environmental factors influencing young people’s behaviours. After
several rounds of consultation, a core group prioritized the behavioural
factors and considerations for strategies. An additional literature
review was conducted to address gaps specifically identified during
the consultations. Consensus on the evidence to be cited and on
the policy brief was reached following several rounds of consultation.
Comments that were not supported by published evidence were
removed with the agreement of the TAG members.
The additional literature review focused on published studies relevant
to the context of the COVID-19 pandemic. Because the literature
on COVID-19 behaviours is recent, especially with respect to peerreviewed publications, few published studies were found by searching
key search terms: COVID-19, youth, young people, global, risk and
intervention. The published studies included in the literature review
were validated by the core drafting group.
There were several rounds of review involving a large number of
independent experts throughout the process, which enabled evidence
gaps to be identified and addressed, and a consensus to be reached.
Given the rapid nature of the review, there was no systematic strategy
to guide the review process.

The TAG members and temporary advisers submitted declarations of interest, which were
assessed in accordance with WHO procedures. No conflicts of interest were identified.
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Limitations of the methodology
This policy brief has several limitations. The selection and discussion of
evidence followed an expert-driven approach. Although biases in the
selection of the literature reviewed were controlled for by engaging
experts from different nationalities and disciplines, and by engaging
them independently, the influence of biases at the individual level in
the review that provided the basis for the consultations and the policy
brief cannot be excluded. Also, although studies from geographically
diverse settings were sought, most of the evidence to inform the
rapid review was from studies conducted in high-income settings.
Whenever possible, studies with global samples or those conducted
in low- and middle-income settings were prioritized. Because of time
and other constraints, only English-language sources were included.
Finally, while a wide age range (15–30 years) was considered in order
to make this policy brief relevant to more organizations working with
young people, there is significant variety within that age range that
may warrant tailored approaches for subgroups; this short document
does not allow for detailed considerations by segment. Findings that
are relevant to a particular subgroup are indicated as such in the
corresponding section. The wide age range also meant that most
studies cited had different age groupings. This document aims to
identify general behavioural considerations relevant to young people
and to seek commonalities, rather than making considerations specific
to a subgroup.
In the absence of peer-reviewed evidence on adherence to COVID-19
preventive behaviours, survey data and examples were included
from grey literature and non-peer-reviewed studies related to the
pandemic.
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The image above is a visual narration that captures key messages from the meeting held on 4 February 2021, during which
the group of experts discussed the factors influencing the behaviours of young people.
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