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GROWING UP UNEQUAL: GENDER AND SOCIOECONOMIC DIFFERENCES  
IN YOUNG PEOPLE’S HEALTH AND WELL-BEING
HEALTH BEHAVIOUR IN SCHOOL-AGED CHILDREN (HBSC) STUDY: 
INTERNATIONAL REPORT FROM THE 2013/2014 SURVEY

This book is the latest addition to a series of reports on young people’s health by the 
Health Behaviour in School-aged Children (HBSC) study. It presents findings from the 
2013/2014 survey on the demographic and social influences on the health of young 
people aged 11, 13 and 15 years in 42 countries and regions in the WHO European 
Region and North America. Responding to the survey, the young people described their 
social context (relations with family, peers and school), health outcomes (subjective 
health, injuries, obesity and mental health), health behaviours (patterns of eating, 
toothbrushing and physical activity) and risk behaviours (use of tobacco, alcohol and 
cannabis, sexual behaviour, fighting and bullying). For the first time, the report also 
includes items on family and peer support, migration, cyberbullying and serious injuries. 

Statistical analyses were carried out to identify meaningful differences in the prevalence 
of health and social indicators by gender, age group and levels of family affluence. The 
findings highlight important health inequalities and contribute to a better understanding 
of the social determinants of health and well-being among young people.

Through this international report on the results of its most recent survey, the HBSC study 
aims to supply the up-to-date information needed by policy-makers at various levels of 
government and nongovernmental organizations and professionals in sectors such as 
health, education, social services, justice and recreation to protect and promote young 
people’s health.

Data presented in this report can be accessed at the WHO Regional Office for Europe’s 
health information gateway (http://portal.euro.who.int/en/) and via the WHO European 
health statistics mobile application (http://www.euro.who.int/en/data-and-evidence/
the-european-health-statistics-app). 
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ABSTRACT

Health Behaviour in School-aged Children (HBSC), a WHO collaborative cross-national study, has provided information about the health, well-being, social 
environment and health behaviour of 11-, 13- and 15-year-old boys and girls for over 30 years. This latest international report from the study presents 
findings from the 2013/2014 survey, which collected data from almost 220 000 young people in 42 countries in Europe and North America. The data focus 
on social context (relations with family, peers and school), health outcomes (subjective health, injuries, obesity and mental health), health behaviours 
(patterns of eating, toothbrushing and physical activity) and risk behaviours (use of tobacco, alcohol and cannabis, sexual behaviour, fighting and bullying) 
relevant to young people’s health and well-being. New items on family and peer support, migration, cyberbullying and serious injuries are also reflected 
in the report. 
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PREFACE

The Health Behaviour in School-aged Children (HBSC) study is now in its 33rd year. It continues to grow not only as a source of 
reliable and valid data on the health behaviours of 11-, 13- and 15-year-olds, but also in its membership – 44 countries and 
regions across Europe and North America are now included. 

The European strategy for child and adolescent health, much of which is based on data from HBSC surveys, sets out a vision, 
guiding principles and priorities for countries to work across sectors and with partners to protect and promote the health and 
well-being of children and adolescents throughout the WHO European Region. It emphasizes how the health of children and 
adolescents is important for every society, now and for the future. It is within this context that HBSC sits, and to which it makes 
such an important contribution. 

HBSC focuses on a wide range of health, education, social and family measures that affect young people’s health and well-
being. Previous reports from the study have highlighted age, geographic and family-affluence factors, and social determinants 
of health. This sixth international report, which presents data from the 2013/2014 survey, focuses on the effect of gender and 
socioeconomic differences on the way young people grow and develop.   

But while gender issues are central to the report, they are not its only focus. As is the case with previous HBSC reports, the 
effects of age and socioeconomic status are also reviewed, building on the latest HBSC data and other scientific evidence to 
offer recommendations to policy-makers in countries and regions. The report adds to the growing body of evidence for effective 
interventions to tackle the pervasive effects of social and health inequalities, which are widening between and within countries.  

In particular, it provides a lens on two areas that present threats to children and young people’s health and well-being, one 
very old – migration – and the other very new – cyberbullying. At a time when Europe is witnessing unprecedented patterns of 
migration, we must remain alert to the health and well-being risks all immigrants, but perhaps particularly children and young 
people, face when leaving what was once home and moving to a new country. And while technological developments offer 
children and young people wonderful opportunities for personal development and growth, to stay in close touch with friends 
and families, and to have fun, they also present challenges that can lead to severe and lasting effects on health and well-being. 
Technology is unquestionably a positive presence in all our lives, but we must remain vigilant to the threats it poses to children 
and young people. 

Once again, HBSC provides us with strong evidence to support positive policy action in countries and regions. It offers data that 
are of value to sectors beyond health as governments and their partners seek to develop and refine policies to promote and 
protect the health and well-being of children and young people.

HBSC supports the achievement of one of the main tenets of the European strategy for child and adolescent health – that children 
and adolescents have a right to be seen and heard. It is their voices that speak through the HBSC data. We all must listen. 

Jo Inchley Dorothy Currie 
HBSC International Coordinator HBSC Deputy International Coordinator
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The Health Behaviour in School-aged Children (HBSC) study demonstrates unequivocally the importance of adolescence to the 
short-, medium- and long-term health and well-being potential of girls, boys, women and men. That is why HBSC is such a valuable 
resource. It explains how social determinants and health behaviours in childhood and adolescence lead to ongoing physical and 
mental health problems in adulthood and, more important, points us to interventions that support the development of positive 
health behaviours and well-being in children and young people that can become lifelong. 

Despite the considerable advances made in the WHO European Region over the decades in improving the health and well-being 
of young people and recent actions to reduce the health inequalities many of them face, some remain disadvantaged from birth by 
virtue of their gender. That disadvantage, which spreads across the life-course of girls and women in social, educational, employment 
and welfare spheres, has an early and lasting impact on health and well-being.  

A recent report from the WHO Regional Office for Europe looking at women’s health in Europe across the life-course shows that 
opportunities are present during childhood and adolescence for evidence-based actions to prevent future ill health and fully realize 
girls’ health and well-being potential. But inequalities in health linked to gender and social factors, such as place of residence, 
maternal/family socioeconomic status, ethnicity and migrant status, persist for girls across the Region.

Gender issues arising in childhood and adolescence also affect the long-term health and well-being prospects of boys. Many of the 
health behaviours and habits that lead to illness, disability and premature death in adult men – cardiovascular disease, diabetes, 
cancer and mental health problems – have their roots in the adolescent period.  Evidence from throughout the Region shows us that 
men die earlier and live considerable portions of their lives in poor health: HBSC helps us to understand why.  

Addressing child and adolescent health and well-being requires whole-of-government and whole-of society approaches that reach 
far into the fabric of communities and societies to change entrenched attitudes and behaviours.  The European policy for health and 
well-being, Health 2020, lays the foundations for intersectoral action that can serve to promote improvement across all the areas 
that affect the health and well-being of children and young people – education, welfare, transport, leisure and social protection, to 
name but a few. 

The HBSC study takes its place among a rich trove of resources developed through the Regional Office, which includes Health 2020, 
the review of social determinants and the health divide in Europe, and the European strategy for child and adolescent health. The 
strategy for child and adolescent health in particular offers countries an invaluable tool to promote and nurture the positive health 
behaviours in childhood and adolescence that lay the foundations for healthy adulthoods.  

Growing up unequal, the title of this sixth international report from the HBSC study, serves as a call to action to all of us involved 
in protecting and promoting the health and well-being of children and young people in Europe. HBSC invites children and young 
people to tell it like it is and highlight the issues that are important to them. Those issues must also be important to us.  

Zsuzsanna Jakab 
WHO Regional Director for Europe

FOREWORD
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HEALTH BEHAVIOUR IN SCHOOL-AGED CHILDREN (HBSC) STUDY

HBSC, a WHO collaborative cross-national study, asks 11-, 13- and 15-year-old boys and girls about their health and well-being, 
social environments and health behaviours every four years using a self-report survey. Full contact details for the international 
survey and national teams can be found on the HBSC website (1). 

HBSC uses findings at national and international levels to:
• gain new insight into young people’s1 health and well-being
• understand the social determinants of health
• inform policy and practice to improve young people’s lives. 

The first HBSC survey was conducted in 1983/1984 in five countries. The study has now grown to include 44 countries and 
regions across Europe and North America. The table shows the growth in the international network over the nine survey rounds. 

RESEARCH APPROACH
HBSC focuses on understanding young people’s health in their social context – at home, school, and with family and friends. 
Researchers in the HBSC network are interested in understanding how these factors, individually and collectively, influence 
young people’s health as they move into young adulthood. Data are collected in all participating countries and regions through 
school-based surveys using a standard methodology detailed in the HBSC 2013/2014 international study protocol (2). 

Each country or region uses random sampling to select a proportion of young people aged 11, 13 and 15 years, ensuring that 
the sample is representative of all in the age range. Around 1500 students in each HBSC country or region were selected from 
each age group in the 2013/2014 survey, totalling almost 220 000 (see the Annex for further details). 

Of the 44 countries and regions that are HBSC network members, 42 completed the 2013/2014 survey and met the guidelines 
for publication of data in this report. Those not included were unable to conduct the survey. Fieldwork took place mainly 
between September 2013 and June 2014, except in four countries, where an extended fieldwork period was necessary to reach 
the required sample size. Further information on the survey design, consent and fieldwork is given in the Annex, and a more 
detailed description of the research approach is set out in the HBSC 2013/2014 international study protocol (2). Methodological 
development of the study since its inception is described by Roberts et al. (3). 

IMPORTANCE OF RESEARCH ON YOUNG PEOPLE’S HEALTH
Young people aged between 11 and 15 years face many pressures and challenges, including growing academic expectations, 
changing social relationships with family and peers, and the physical and emotional changes associated with maturation. These 
years mark a period of increased autonomy in which independent decision-making that may influence their health and health-
related behaviour develops. 

Behaviours established during this transition period can continue into adulthood, affecting issues such as mental health, the 
development of health complaints, alcohol and tobacco use, physical activity levels and diet. HBSC’s findings show the changes 
in young people’s health as they move from childhood through adolescence and into adulthood. They can be used to monitor 
young people’s health and determine the effectiveness of health improvement interventions. 

HBSC RESEARCH NETWORK
The number of researchers working on HBSC across the 44 countries and regions now exceeds 340. Information on each national 
team is available on the HBSC website (1). The study is supported by two specialist centres: the International Coordinating Centre, 
based at the Child and Adolescent Health Research Unit, School of Medicine, University of St Andrews, United Kingdom (Scotland); 

1 This report uses the terms young people and adolescents interchangeably to describe respondents to the survey.
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and the Data Management Centre, based at the Department of Health Promotion and Development, University of Bergen, 
Norway. It is led by the International Coordinator, Dr Jo Inchley, and the Databank Manager is Professor Oddrun Samdal. The 
study is funded at national level in each of its member countries and regions.

ENGAGING WITH YOUNG PEOPLE
The vision is to involve young people in all aspects of the HBSC study beyond completing questionnaires in the classroom, from 
identifying domains of inquiry to the dissemination of results. Youth engagement consequently has become a core and integral 
part of the work undertaken in the HBSC network. It represents a meaningful way of recognizing and including young people as 
critical stakeholders in the production of science and policy. 

Fundamental to the work is Article 12 of the United Nations Convention on the Rights of the Child (4), which enshrines the 
rights of children to have their views and opinions heard, respected and taken into account. Young people have a right to 
participate in issues that concern their lives and in the determination of decisions that are relevant to them. Their role in research 
has traditionally been as a resource, but participatory research engages them to do more than provide responses to research 
instruments designed by adults. Given that children and young people are experts in their own lives, their active engagement 
in research that is relevant to them is essential. 

The HBSC network has developed a range of methodologies to facilitate young people’s active engagement in the research 
process. The approach explicitly concerns power within the research cycle and the requirement for research to be both 
empowering and health-promoting. Participatory research approaches with young people have been employed in the HBSC 
study in relation to data generation, devising new research areas and related questions, and data analysis, interpretation and 
dissemination. 

There are countless examples of teams in the network embracing such approaches in their national projects, including those in 
Canada, Czech Republic, France, Ireland, Poland, Portugal, Scotland, Slovakia and United Kingdom (England) (5–7). Others aim 
to document the scientific evidence base on the benefits of involving young people in the development, implementation and 
evaluation of health-related programmes. 

While there is still much to do in terms of streamlining practice at international level, the HBSC work will drive the case for 
youth engagement as an international standard in adolescent health research. The aim is to capture data that are meaningful 
to young people and which reflect their current lifestyles, while also being of significant value to programme and policy design.

Quotations supplied by the HBSC Youth Engagement Group appear throughout this report, highlighting issues young people 
have identified as being important to them.

ENGAGING WITH POLICY-MAKERS
Data such as those presented in this report provide an essential, but not sufficient, basis for policy action to improve young 
people’s well-being. The HBSC network therefore works closely with external partners to maximize the impact of its findings 
and the reach of its experts. 

Through its long-standing partnership with WHO, the study has become an integral part of efforts to invest in young people’s 
health, such as the European child and adolescent health strategy for 2015 to 2020 (8), major publications on adolescent health 
(9), global adolescent health indicator coordination and the development of WHO collaborating centres2 specifically aimed at 
increasing the knowledge base on adolescent health (10). 

2 Current centres include: the WHO Collaborating Centre for International Child and Adolescent Health Policy (Scotland); the WHO Collaborating Centre for Health Promotion 
and Education (Norway); the WHO Collaborating Centre for Health Promotion Research (Ireland); and the WHO Collaborating Centre for Health Promotion and Public Health 
Development (Scotland).
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HBSC experts and data have been integral to the development, implementation and monitoring of strategies. This latest HBSC 
report, which is part of the WHO Health Policy for Children and Adolescents series established in 1999, represents an additional 
effort to raise the profile of children and young people’s health for policy-makers. 

One of the main aims of the HBSC network is to create and maintain active collaboration with health and education ministries, 
and other government entities responsible for the well-being of young people. The study has been at the forefront of making 
research relevant to policy and practice, while also engaging with policy-makers in identifying themes that should be included 
in the study. 

The WHO/HBSC Forum series (11–13) convened researchers, policy-makers and practitioners to analyse data, review policies and 
interventions and formulate lessons learnt about priority public health issues from the perspective of social determinants of 
health. HBSC members work nationally to encourage the inclusion and use of adolescent health indicators in relevant policy and 
implementation documents. 

The study has also built strong relationships with national and international stakeholders, such as other adolescent health 
surveys, lobbyists, and professional groups and networks, including the United Nations Children’s Fund (UNICEF), the European 
Commission, the Organisation for Economic Co-operation and Development, Eurochild, the Excellence in Pediatrics Institute 
and the Schools for Health in Europe Network. These organizations work strategically and practically to advance the rights and 
well-being of young people and benefit from the use and dissemination of HBSC data. HBSC data and experts have featured, 
for example, in a number of UNICEF report cards, including the forthcoming Report Card 13 that will be published in 2016. HBSC 
continues to explore innovative ways to engage with stakeholders interested in improving young people’s health and is willing 
to work with organizations and individuals seeking to advance this goal. 

SOCIAL DETERMINANTS OF HEALTH AND WELL-BEING AMONG YOUNG PEOPLE
Evidence gathered over the last few decades shows that disadvantaged social circumstances are associated with increased 
health risks (14–16). As a result, health inequalities are now embedded in contemporary international policy development. The 
WHO Commission on Social Determinants of Health claims that the vast majority of inequalities in health within and between 
countries are avoidable (17), yet they continue to be experienced by young people across Europe and North America. 

Young people are often neglected as a population group in health statistics, being either aggregated with younger children or 
with young adults. Less attention has been paid to inequalities related to socioeconomic status (SES), age and gender among 
this group. This report seeks to identify and discuss the extent of these inequalities and highlight the need for preventive action 
to, as UNICEF puts it (18), “turn this vulnerable age into an age of opportunity”. 

In general, young people in the WHO European Region enjoy better health and development than ever before, but are failing 
to achieve their full potential. This results in significant social, economic and human costs and wide variations in health. Health 
experience during the adolescent period has short- and long-term implications for individuals and society. Within a life-course 
approach (19), adolescence is critical in determining adult behaviour in relation to issues such as tobacco and alcohol use, dietary 
behaviour and physical activity. Health inequalities in adult life are partly determined by early life circumstances. 

Findings presented in this report can contribute to WHO’s European policy for health and well-being, Health 2020 (20), which 
aims to ensure an evidence-based and coherent policy framework capable of addressing present and future challenges to 
population health. It provides a clear common vision and roadmap for pursuing health and health equity across the European 
Region, strengthening the promotion of population health and reducing health inequities by addressing the social determinants 
of health. The data can also support implementation of the European child and adolescent health strategy (8), which calls for 
targeted action to break negative cycles in childhood and adolescence and give every child the opportunity to live a healthy 
and meaningful life. 
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Attempts to address health inequalities must include examination of differences in health status and their causes. The HBSC 
study has collected data on the health and health behaviours of young people since 1983, enabling it to describe how health 
varies across countries and regions and increase understanding of inequalities due to age, gender and SES. HBSC recognizes 
the importance of the relationships that comprise the immediate social context of young people’s lives and shows how family, 
peers and school can provide supportive environments for healthy development. Importantly, the study has shown that it is not 
only health outcomes that are differentiated by age, gender and SES, but also the social circumstances in which young people 
grow up. 

DIMENSIONS OF INEQUALITIES
Social inequalities in health are traditionally measured by examining differences in SES as defined by individuals’ (or, in the 
case of young people, their parents’) position in the labour market, education status or income. Gender, ethnicity, age, place of 
residence and disability are also important dimensions of social difference but have been insufficiently researched in relation to 
young people’s health outcomes. 

It has been argued that these determinants need to be researched in their own right to enable fully developed explanations  
of health inequalities to emerge (21). This is very important in policy terms, as evidence suggests that segments of the 
population respond differently to identical public health interventions. Researchers can therefore play an important role in 
advancing understanding of the individual influences of each of the dimensions of health inequalities and how they interact 
to affect health. 

This report contributes to developing a better understanding of determinants of, and inequalities in, young people’s health by 
presenting data from the HBSC 2013/2014 survey analysed in four dimensions: age, gender, country/region of residence and 
family affluence. First, however, it describes what is known about the relationship between social determinants and young 
people’s health and well-being. 

OVERVIEW OF PREVIOUS HBSC FINDINGS
A review of HBSC evidence presented through academic journals and reports which has produced key findings influenced by 
these dimensions of health provides a platform for the presentation of new data in this report. 

Age differences
Young people’s health choices change during adolescence. Health inequalities emerge or worsen and translate into continuing 
health problems and inequalities in the adult years (22,23). These findings have important implications for the timing of health 
interventions and reinforce the idea that investment in young people must be sustained to consolidate the achievements of 
early childhood interventions (18). This is vital for individuals as they grow, but is also important as a means of maximizing return 
on programmes focused on increasing investment in the early years and reducing the economic effects of health problems.

Gender differences
Previous HBSC reports have presented findings for boys and girls separately, providing clear evidence of gender differences in 
health that have persisted or changed over time. Boys in general engage more in externalizing or expressive forms of health 
behaviours, such as drinking or fighting, while girls tend to deal with health issues in a more emotional or internalizing way, 
often manifesting as psychosomatic symptoms or mental health problems (24).

Gender differences for some health behaviours and indicators, such as current attempts to lose weight (25) and psychosomatic 
complaints (24,26–31), tend to increase during adolescence, indicating that this is a crucial period for the development of health 
differentials that may track into adulthood. Targeting young people’s health from a gender perspective has considerable 
potential to reduce health differentials based on gender in adulthood.
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The magnitude of gender differences varies considerably cross-nationally. Gender difference in psychological and physical 
symptoms, for example, is stronger in countries with a low gender development index score (26). Similarly, the gender difference 
in drunkenness is greater in eastern European countries (31). These findings underscore the need to incorporate macro-level 
sociocontextual factors in the study of gender health inequalities among young people (27).

Socioeconomic differences
The HBSC study has found family affluence to be an important predictor of young people’s health. In general, cost may restrict 
families’ opportunities to adopt healthy behaviours, such as eating fruit and vegetables (32−34) and participating in fee-based 
physical activity (35,36). Young people living in low-affluence households are less likely to have adequate access to health 
resources (37) and more likely to be exposed to psychosocial stress, which underpin health inequalities in self-rated health and 
well-being (38). Many of these inequalities have persisted or increased over time (39,40). A better understanding of the effects 
may enable the identification of the origins of socioeconomic differences in adult health and offer opportunities to define 
possible pathways through which adult health inequalities are produced and reproduced.

The distribution of wealth within countries also significantly affects young people’s health. In general, young people in countries 
and regions with large differences in wealth distribution are more vulnerable to poorer health outcomes, independent of their 
individual family wealth (27,30,40–44). 

Country differences in health
Variations between countries and regions in patterns of health and its social determinants are seen. Over the 30 years of the 
HBSC study, it has been possible to monitor how young people’s health and lifestyle patterns have developed in the context of 
political and economic change. Between the 1997/1998 and 2005/2006 HBSC surveys, for instance, the frequency of drunkenness 
increased by an average of 40% in all participating eastern European countries; at the same time, drunkenness declined by an 
average of 25% in 13 of 16 western European and North American countries. These trends may be attributed to policies that, 
respectively, either liberalized or restricted the alcohol industry (45) and to changes in social norms and economic factors. 

The findings underline the importance of the wider societal context and the effect –positive and negative – it can have on young 
people’s health. While geographic patterns are not analysed in this report, the maps featured in Chapters 2–5 allow comparison 
between countries and regions. Future HBSC publications may investigate these cross-national differences.

SOCIAL CONTEXT OF YOUNG PEOPLE’S HEALTH 
There is some evidence to suggest that protective mechanisms and assets offered in the immediate social context of young 
people’s lives can offset the effect of some structural determinants of health inequalities, including poverty and deprivation 
(46–48). Understanding how these social environments act as protective and risk factors can therefore support efforts to address 
health inequalities.

Research confirms that young people can accumulate protective factors, increasing the likelihood of coping with adverse 
situations even in poorer life circumstances (12). The HBSC study highlights a range of factors associated with these broad social 
environments that can create opportunities to improve young people’s health.

Family
Communication with parents is key in establishing the family as a protective factor. Support from family equips young people 
to deal with stressful situations, buffering them against the adverse consequences of several negative influences (49). Young 
people who report ease of communication with their parents are also more likely to experience a range of positive health 
outcomes, such as higher self-rated health, higher life satisfaction (31) and fewer physical and psychological complaints (23). HBSC 
data show that ease of communication with mothers and fathers has increased in many countries in recent years (50). 
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The accumulation of support from parents, siblings and peers leads to an even stronger predictor of positive health: the higher 
the number of sources of support, the more likely it is that children will experience positive health (51). This suggests that 
professionals working in young people’s health should not only address health problems directly, but also consider families’ 
influence in supporting the development of health-promoting behaviours.

Peer relations
Developing positive peer relationships and friendships is crucial in helping adolescents deal with developmental tasks such 
as forming identity, developing social skills and self-esteem, and establishing autonomy. The HBSC study has identified areas 
across countries and regions in which having high-quality peer relationships serves as a protective factor, with the positive 
effects on adolescent health including fewer psychological complaints (52). 

Adolescents who participate in social networks are found to have better perceived health and sense of well-being and take 
part in more healthy behaviours (31). Peers are therefore valuable social contacts who contribute to young people’s health and 
well-being, but can also be negative influences in relation to risk behaviours such as smoking and drinking: this is a complex 
area (53,54).

School environment
Experiences in school can be crucial to the development of self-esteem, self-perception and health behaviour. HBSC findings 
show that those who perceive their school as supportive are more likely to engage in positive health behaviours and have better 
health outcomes, including good self-rated health, high levels of life satisfaction, few health complaints (55–59) and low smoking 
prevalence (60). These associations suggest that schools have an important role in supporting young people’s well-being and in 
acting as buffers against negative health behaviours and outcomes.

Neighbourhood
Neighbourhoods that engender high levels of social capital create better mental health, more health-promoting behaviours, 
fewer risk-taking behaviours, better overall perceptions of health (12,61) and greater likelihood of physical activity (62). Building 
neighbourhood social capital is therefore a means of tackling health inequalities.

This review of research findings stemming from the HBSC study provides an introduction to the latest empirical findings and sets 
the scene in terms of understanding their importance and relevance to current debates on adolescent health.

NEW TOPICS INCLUDED IN THE 2013/2014 REPORT
The HBSC study has a continuous process of item review and development to address current issues affecting young people’s 
health and well-being, and several new topics were introduced in the 2013/2014 survey. New topics presented here include 
peer and family support, serious injury, migration and cyberbullying. Data are included in the main chapters and/or the Annex. 

Peer and family support
Social support from peers and parents is an important protective asset and is critical for adolescent psychosocial well-being. 
New items from the Multidimensional Scale of Perceived Social Support (MSPSS) (63) measuring perceived social support from 
parents and friends were added to existing items on family and peer relationships to provide insights into the role they play in 
young people’s lives.

Serious injury
Three items on serious injury were included in the 2013/2014 survey: in the past 12 months, has the young person undergone 
a serious injury that needed medical treatment, such as stitches, a cast, surgery or overnight hospitalization; where were they 
when this happened; and what activity were they doing? 
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Serious injuries have important mortality and morbidity implications. Unintentional injuries (including traffic injuries, drowning, 
burns and falls) are the leading cause of death for children aged 10–19 years. Road traffic injuries alone are the leading cause 
of death among 15–19-year-olds and the second leading cause among those aged 10–14 (18,64). Severe injuries can require 
hospital treatment and cause lost school days, disabilities and physical and psychological wounds, with long-term consequences 
for the young person and substantial financial costs to the family and society. Consequently, monitoring and understanding 
serious injuries has been prioritized (65). Surveillance can allow the identification of more distinct patterns of occurrence of 
burdensome events and their potential causes, which can help to focus prevention strategies.

Migration
Recent years have seen growth in understanding of the vulnerability of immigrant adolescents and their susceptibility to reduced 
well-being and greater involvement in risk behaviours (66–69). Global migration and the increasing numbers of young people 
with immigrant roots (70) make the subject a critical public health issue. A mandatory question asking young people where they 
and each of their parents were born was introduced in the 2013/2014 survey: a summary table of results can be found in the 
Annex.

Cyberbullying
Two new mandatory questions on cyberbullying victimization were included, asking young people: if they had experienced 
being sent mean messages, emails, texts or wall-postings, or someone had created a website that made fun of them; or 
someone had taken unflattering or inappropriate photographs of them without permission and posted them online. 

Constant access to internet and media devices has changed the way young people interact with and connect to each other. 
While this offers a wide range of benefits, it may also present the context for negative outcomes (71). 

Cyberbullying is typically defined as aggression that is intentionally and repeatedly carried out in an electronic context (through, 
for example, email, blogs, instant messages and text messages) against a person who cannot easily defend him- or herself (72). 
Exposure to cyberbullying has been related to a wide range of negative outcomes, including anxiety, depression, substance 
abuse, increased physical symptoms, dropping out of school and decline in school performance (73,74). The new questions allow 
monitoring of the prevalence of this new, relevant and worrying phenomenon and understanding of its relationship to other 
facets of adolescent lives such as well-being, social relationships, academic performance and risk behaviours.

Accessing data
Data presented in this report can be accessed at the WHO Regional Office for Europe’s health information gateway (75) and via 
the WHO European health statistics mobile application (76).
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UNDERSTANDING THIS REPORT

The report presents findings from the HBSC 2013/2014 survey across 42 countries and regions. Data are drawn from the 
mandatory component of the HBSC survey questionnaire, which was used in all countries and regions. 

In addition to presenting individual country/region prevalence for a range of health and health-related indicators, the report 
also describes cross-national patterns in magnitude and direction of differences in prevalence between subgroups. Statistical 
analyses are used to systematically identify meaningful differences in the prevalence of health and social indicators by levels of 
age, gender and family affluence. Findings are presented in Chapters 2–5, with further details on analyses performed provided 
in the Annex.

Data for some indicators were not available from specific countries and regions. Some, including Greenland and Norway, 
excluded items on sensitive topics such as sexual health. 

TYPES OF INDICATOR REPORTED

Chapters 2–5 consider four types of indicator:
• social context, relating to family, peers and school, which often serve as protective factors
• health outcomes, describing current levels of health and well-being
• health behaviour, relating to behaviours and activities seen as potentially health-sustaining
• risk behaviours, relating to those seen as potentially health-damaging.

Each chapter includes the following subsections:
• a brief overview of the importance of the topic and a summary of what is known about it based on scientific literature;
• descriptions of how the indicators have been measured;
• bar charts showing the relationship between family affluence and each of the indicators;
• bar charts showing country/region-specific prevalence by age and gender; 
• maps illustrating cross-national differences among 15-year-olds;
• a short summary of the cross-national associations with age, gender and family affluence for each indicator and a brief 

presentation of results;
• scientific discussion, interpreting the findings based on relevant scientific literature; and
• policy reflections, outlining where and how policy-makers could take action.

AGE AND GENDER
The rapid changes in physical and mental development that occur across adolescence mean that differences in reporting of 
health and well-being between age groups and boys and girls are to be expected. Bar charts present data for boys and girls in 
each age group (11-, 13- and 15-year-olds) separately for each country and region in descending order of prevalence (for boys 
and girls combined). The HBSC average presented in the charts is based on equal weighting of each country or region, regardless 
of differences in achieved sample size or population. Percentages in the charts are rounded to the nearest whole number.

Interpretation of differences is also based on rounded numbers, as they appear in the charts. A real difference of 10.3 will count 
as a 10 percentage-point difference and a difference of 10.6 as an 11 percentage-point difference. This affects the interpretation 
of differences: to have a difference of more than 10%, the rounded difference must be at least 11. 

It is important to avoid overinterpretation of the rankings. Frequently, few percentage points separate adjacent countries and 
regions and prevalence differences may not be statistically significant. Countries highlighted in bold in the charts are those in 
which there was a statistically significant gender difference in prevalence.
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FAMILY AFFLUENCE 
Family affluence is a robust determinant of adolescent health. A socioeconomic gradient in health in which health and well-
being improve as affluence rises is found in many cultures throughout the life-course (1). This social pattern emerges early in life 
and shapes future inequalities in social development, education, employment and adult health. Though the so-called healthy 
years of adolescence are not often a focus of health policy, a robust body of evidence shows that health and social inequalities 
in health track strongly from childhood and adolescence through to late adulthood.

Investigating social inequalities in young people’s health requires age-appropriate measures of socioeconomic conditions. The 
HBSC 2013/2014 survey used a six-item assessment of common material assets or activities: 
• Does your family own a car, van or truck? (Responses: no, one, two or more); 
• Do you have your own bedroom for yourself? (No, yes); 
• How many times did you and your family travel out of [insert country/region name] for a holiday/vacation last year? (Not at 

all, once, twice, more than twice); 
• How many computers do your family own? (None, one, two, more than two); 
• Does your family have a dishwasher at home? (No, yes); and
• How many bathrooms (rooms with a bath/shower or both) are in your home? (None, one, two, more than two). 

Responses are scored and summed to form a HBSC Family Affluence Scale (FAS) summary score (2–4). 

Responses to these items are used in the report to estimate relative socioeconomic position in society by comparing the 
individual’s summary score from the FAS to all other scores in the respective country/region. The ridit-based relative affluence 
score is then used to identify groups of young people in the lowest 20% (low affluence), middle 60% (medium affluence) and 
highest 20% (high affluence) in each country and region.

This approach to measuring health inequalities differs from previous HBSC survey cycles and international reports, in which 
uniform cut-point criteria were used to create groups of low, medium and high affluence. Due to the vast heterogeneity in 
country wealth in the HBSC network (in 2013, per capita gross domestic product ranged from US$ 2244 (the Republic of Moldova) 
to US$ 110 665 (Luxembourg) (5)), these absolute affluence groupings are unevenly distributed and therefore complicate the 
interpretation of health inequalities. By equalizing the distribution of low, medium and high relative family affluence, this report 
effectively disregards country/region differences in absolute poverty and material standards of living. Although percentages 
of young people in low-, medium- and high-affluence groups are equivalent across countries and regions, the distribution of 
material assets is not. The same summary score on the FAS may therefore correspond to medium affluence in a high-income 
country and high affluence in a low-income country. 

Interpretation of FAS bar charts 
Bar charts illustrate the relationship between family affluence and various indicators throughout Chapters 2–5. The charts 
show whether the prevalence of an indicator increases or decreases with higher family affluence, the extent of any difference 
corresponding to high and low family affluence, and whether there is a statistically significant linear trend in prevalence across 
low-, medium- and high-affluence groups. 

A sample bar chart including only six countries is presented below. It shows that the proportion of young people taking soft 
drinks daily in Armenia is higher among those from families with higher affluence, as denoted by the bars being above the 
0% line (that is, being positive). This positive linear trend is statistically significant in boys and girls, as shown by the bars 
being shaded blue for boys and red for girls. The height of the bars shows the extent of the difference between high- and low-
affluence groups only, but statistical significance is based on linear trend across all three family affluence groups. In this case, 
the proportion of boys taking soft drinks daily in high-affluence families is almost 15 percentage points higher than in those of 
low affluence. 
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Prevalence is also higher among those from high-affluence families in Estonia and the Russian Federation, but the differences 
in Estonia are small and there is no statistically significant linear trend. The increase in prevalence of taking soft drinks with 
family affluence in the Russian Federation is statistically significant only among girls. Bars shaded grey denote that there is no 
statistically significant linear trend across family affluence groups for the indicator (dark grey for boys, light grey for girls). 

The relationship is in the opposite direction in Denmark, Italy and Scotland, where prevalence of taking soft drinks daily is lower 
among young people from higher-affluence families, denoted by the bars lying below the 0% line (that is, being negative). The 
extent of the decline in prevalence with higher affluence in Scotland is particularly strong, with a decrease of more than 10 
percentage points between those from low- and high-affluence families. This difference is reflected in a statistically significant 
linear trend (the bars are red and blue). Although Denmark and Italy show the same pattern, it is statistically significant only 
among boys in Denmark.

GEOGRAPHIC PATTERNS
Maps of prevalence are presented for most health indicators. These show broad patterns of prevalence across Europe and North 
America and are useful in highlighting cross-national differences and patterning between genders. As with age and gender 
differences, care must be taken not to overinterpret small differences in prevalence. The cut-off points between colour bands are 
fixed: there may be only a few percentage points between two regions falling within different colour shades.
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“It’s important that there is someone you can talk 
to in case you have some problems such as being 
stressed or bullying/friendship problems.”

“I think it is very important that you can talk to 
your friends about your problems because that is 
what they are there for and once you tell them 
your problem, they can help you to deal with it. 
Sometimes, also, you don’t think your parents really 
understand you with some of your problems so 
it’s great to have someone there who knows and 
understands you.” 

“It is essential to have a good peer group that  
we can trust when life is tough.”

QUOTES FROM YOUNG PEOPLE ON SOCIAL CONTEXT
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Parental communication is one of the key portals through which the family functions as a protective health asset, equipping 
young people to deal with stressful situations and buffering them against adverse influences. Ease of communication between 
adolescents and their mother is particularly important for life satisfaction (1). Supportive communication with parents also 
moderates the negative effects of electronic media use on life satisfaction during adolescence (2).

Adolescents who report ease of communication with their mothers are less likely to be current smokers (3), frequent alcohol 
drinkers (4) or sexually active (5). Communication with parents also has protective effects on their dietary and physical activity 
behaviours (6).

Communication in the family is an indicator of social support and of the family’s connectedness (7). Easy communication with 
parents can facilitate self-disclosure, which can be a predictor of the most effective forms of parental monitoring (parents’ 
knowledge of the child’s whereabouts, activities and associations) and can prevent young people from participating in health-
risk behaviours (8).

MEASURE
Young people were asked how easy it is for them to talk to their mother about things that really bother them. Response options 
ranged from very easy to very difficult. 

Supplementary data on the quality of family communication are provided in the Annex.

FAMILY:
COMMUNICATION WITH MOTHER

GROWING UP UNEQUAL: GENDER AND SOCIOECONOMIC 
DIFFERENCES IN YOUNG PEOPLE’S HEALTH AND WELL-BEING

PART 2. KEY DATA | CHAPTER 2. SOCIAL CONTEXT

BOYS
GIRLS

SIGNIFICANT
TRENDS

Pe
rc

en
ta

ge
-p

oi
nt

 d
iff

er
en

ce
 in

 p
re

va
le

nc
e

be
tw

ee
n 

LO
W

 a
nd

 H
IG

H
 fa

m
ily

 a
ff

lu
en

ce
 g

ro
up

s

Pr
ev

al
en

ce
 d

ec
re

as
es

w
ith

 h
ig

he
r f

am
ily

 a
ff

lu
en

ce
Pr

ev
al

en
ce

 in
cr

ea
se

s
w

ith
 h

ig
he

r f
am

ily
 a

ff
lu

en
ce

15

20

25

10

–15

–20

–25

–10

–5

0

5

D
en

m
ar

k

Ca
na

da

G
re

en
la

nd

Sc
ot

la
nd

W
al

es

Ire
la

nd

Ru
ss

ia
n 

Fe
de

ra
tio

n

Fr
an

ce

Es
to

ni
a

En
gl

an
d

Po
rt

ug
al

La
tv

ia

M
KD

a

Bu
lg

ar
ia

G
er

m
an

y

N
or

w
ay

N
et

he
rla

nd
s

Sw
ed

en

Be
lg

iu
m

 (F
le

m
is

h)

Ic
el

an
d

Cr
oa

tia

Cz
ec

h 
Re

pu
bl

ic

A
us

tr
ia

Sp
ai

n

Re
pu

bl
ic

 o
f M

ol
do

va

Lu
xe

m
bo

ur
g

Li
th

ua
ni

a

Is
ra

el

Sl
ov

ak
ia

H
un

ga
ry

M
al

ta

Be
lg

iu
m

 (F
re

nc
h)

Fi
nl

an
d

Sl
ov

en
ia

Po
la

nd

U
kr

ai
ne

Sw
itz

er
la

nd

G
re

ec
e

A
rm

en
ia

A
lb

an
ia

Ro
m

an
ia

Ita
ly

Associations between family a�uence and indicators of health, by country/region and gender:
finding it easy or very easy to talk to mother

HBSC survey 2013/2014

a The former Yugoslav Republic of Macedonia. Note: low- and high-a�uence groups represent the lowest 20% and highest 20% in each country.  ◆ means less than +/-0.5%.
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 RESULTS
Findings presented here show the proportions who reported 
finding it easy and very easy to talk to their mothers. 

Age
A significant decline among boys and girls between ages 
11 and 15 was found in almost all countries and regions. 
The biggest negative differences in percentages of boys 
was detected in England and Lithuania (between 11- and 
13-year-olds) and in France, Greece and Scotland (13- and 
15-year-olds). Very high negative differences were found in 
girls between 11 and 13 and 13 and 15 in Belgium (Flemish), 
England and France. Two exceptions were found: a small 
increase was identified between 11- and 13-year-old boys in 
Ireland and between girls of 13 and 15 in Greenland.

Gender
Differences in prevalence were small and no clear patterns 
were found. Although some differences were significant, none 
was greater than 10 percentage points. 

Family affluence
Comparable percentages of boys reported easy communication 
with their mother across affluence groups in most countries 
and regions. There was a positive relationship with family 
affluence in 12, with boys from high-affluence families being 
most likely to report easy communication. In girls, associations 
were found in over half of the countries and regions. As with 
boys, girls from high-affluence families were most likely to 
report easy communication with their mother. Italy was a 
notable exception, with easy communication being higher 
among girls from low-affluence families.

a The former Yugoslav Republic of Macedonia.
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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85% or more
80–85%
75–80%
70–75%

No data

15-year-old boys who find it easy or very easy to talk to their mothers

HBSC survey 2013/2014

Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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15-year-old girls who find it easy or very easy to talk to their mothers

HBSC survey 2013/2014
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FAMILY:
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PART 2. KEY DATA | CHAPTER 2. SOCIAL CONTEXT

A positive father–child relationship is associated with child well-being. Ease of communication with their father has a protective 
role in maintaining young people’s emotional well-being, self-esteem and positive body image, particularly for girls (9–13). 

Communication with a father-figure appears to influence and affect boys and girls in distinct ways (14). Communication difficulties 
with fathers are associated with internalizing problems, especially in girls (15), but perceived closeness, paternal attachment and 
open communication reduces girls’ engagement with health-risk behaviours (16).

The quality of the relationship with a father-figure has been found to be predictive of the development of negative emotions 
such as aggression in boys and emotional difficulties in girls (12,17).

MEASURE
Young people were asked how easy it is for them to talk to their father about things that really bother them. Response options 
ranged from very easy to very difficult. 

Supplementary data on the quality of family communication are provided in the Annex.
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Associations between family a�uence and indicators of health, by country/region and gender:
finding it easy or very easy to talk to father

HBSC survey 2013/2014

a The former Yugoslav Republic of Macedonia. Note: low- and high-a�uence groups represent the lowest 20% and highest 20% in each country.
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a The former Yugoslav Republic of Macedonia.

 RESULTS
Findings presented here show the proportions who reported 
finding it easy and very easy to talk to their fathers.

Age
Ease of communication with father declined with age for 
girls in all countries and regions and around 80% for boys. 
The change with age was more than 10 percentage points in 
around half for boys and almost all for girls. 

Gender
Boys at all ages in all countries and regions were more likely to 
report ease of communication with their fathers. The gender 
difference was greater than 15 percentage points in almost 
all at ages 13 and 15. Between 70% and 90% of 13-year-
old boys in almost all reported easy communication, but this 
percentage was reached in only a few for girls. 

Family affluence
Easy communication with fathers was associated with higher 
family affluence in three quarters of countries and regions for 
girls and one half for boys. The difference in prevalence was 
more than 10 percentage points in most for girls but in less 
than a quarter for boys. 
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 Note: indicates significant gender difference (at p<0.05).
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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No data

15-year-old boys who find it easy or very easy to talk to their fathers

HBSC survey 2013/2014

Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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Supportive family relationships play a fundamental role in adolescent development, socialization, health and well-being (18,19). 
A high level of perceived family support is related to better mental health (20) and lower levels of risk behaviours (21,22). Parental 
support is also a protective factor for children in adverse environments (23).

MEASURE
Family support was measured using the MSPSS (24). Young people were asked if they feel that their family really tries to help 
them, that they can get emotional support from them when they need it, they can talk to their family about problems, and if the 
family is prepared to help them make decisions. Response options ranged from very strongly disagree to very strongly agree.
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Associations between family a�uence and indicators of health, by country/region and gender:
feeling high family support

HBSC survey 2013/2014

a The former Yugoslav Republic of Macedonia. Note: low- and high-a�uence groups represent the lowest 20% and highest 20% in each country.
No data were received from Canada, Denmark and Lithuania.
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BOYS (%)
GIRLS (%)

Note. No data were received from Canada, Denmark and Lithuania.
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a The former Yugoslav Republic of Macedonia.

 RESULTS
Findings presented here show the proportions who scored 5.5 
or more on the MSPSS, categorized as high perceived family 
support (25,26). 

Age
A significant age difference was found among boys and 
girls in almost all countries and regions (except Armenia 
and Bulgaria for both genders and Estonia and Romania for 
boys). Generally, the percentage who perceived their families 
as highly supportive decreased with age, but a different age 
pattern was detected in some countries and regions. 

Gender
Significant gender differences in the youngest age group 
were found in only nine countries and regions, with higher 
proportions of girls reporting high family support in six. A 
reverse relationship was found in three (Belgium (Flemish), 
Greece and Greenland). Gender differences were more 
pronounced among 13- and 15-year-olds, with significant 
differences in 20 for 13-year-olds and 14 for those aged 15. 
Boys were more likely to report high family support in most 
but a reverse relationship was found in Albania, the Republic 
of Moldova and Ukraine in 13-year-olds and in Bulgaria for 
those who were 15.

Family affluence
Family affluence was associated with perceived family support 
in around two thirds of the countries and regions among 
boys and girls. Prevalence was higher for girls and boys from 
more affluent families. Differences between high- and low-
affluence groups were more than 10 percentage points in 
around one third for both genders. 
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Note. No data were received from Canada, Denmark and Lithuania.
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Note. No data were received from Canada, Denmark and Lithuania.
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 Note: indicates significant gender difference (at p<0.05).  
No data were received from Canada, Denmark and Lithuania. 
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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HBSC survey 2013/2014

Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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FAMILY

FAMILY:
SCIENTIFIC DISCUSSION AND POLICY REFLECTIONS

SCIENTIFIC DISCUSSION
The findings suggest that most young people feel their parents are interested and engaged with them, although parental 
engagement and support are significantly related to family affluence. Gender and age are strongly associated with effective 
parental communication and support.

The quality of parental communication can be influential in the development of pro-social values, provides young people with 
an important resource for managing stressful situations (27,28) and helps them navigate adverse influences that lead to health-
risk behaviours such as smoking, substance use and aggressive behaviours (29,30). Open family communication on sexual issues 
corresponds with less high-risk sexual behaviours in adolescence (31). Findings relating to lower levels of reported ease of 
communication with parents for many young people traversing adolescence consequently have important implications for their 
health and well-being and actions to address health-risk behaviours.

Subjective life satisfaction is an important indicator of overall well-being. Young people during late childhood to mid-adolescence 
who report good communication with their parents or guardians have higher overall life satisfaction and report fewer physical 
or psychological complaints (32). Girls who find it easy to talk to their fathers, for example, report higher life satisfaction and a 
more positive body image (33). Findings raise particular concerns about the way older girls and young people with lower family 
affluence experience parental communication.

Parental support and strong family bonds are linked to positive emotional well-being in adolescence and reduced prevalence of 
engagement in health-risk behaviours. Findings in relation to family affluence highlight the significance of a social-determinants 
approach to understanding how disadvantage and inequality is constructed in adolescence (34).

POLICY REFLECTIONS
Consideration of how parenting influences child development has tended to give primacy to the early years. The effects of 
family dynamics on life chances and the nature of external relationships during adolescence have recently been highlighted 
by research, particularly the family’s role in maintaining emotional well-being and health behaviours during mid-childhood 
and early adolescence (34): stability and sense of belonging within a family, for example, has been linked with young people’s 
life satisfaction (28). How best to support families during adolescence, particularly those from disadvantaged backgrounds, 
represents a key challenge for policy-makers, as intervention in family life often cuts to the heart of ideological tensions 
concerning the role of government in the private lives and domains of its citizens.

Research has brought into question the displacement theory, which suggests that parents’ influence on adolescents’ lives wanes 
over time and peers and communities assume greater importance. Parents clearly have a key role as a protective health asset 
for young people in the successful navigation of adolescence and into early adulthood. 

WHO’s Early Years, Family and Education Task Group has highlighted the importance of all sectors and professionals working 
together to support young people to develop self-efficacy and agency (35). Its report stresses the importance of schools working 
directly with children and other services to provide parents with support and advice on parenting strategies during the later 
years of childhood.
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Perceived peer support has a critical impact on adolescents’ physical and mental health (1). Adolescents who perceive their friends 
as supportive experience higher levels of psychological well-being and have better social competences and fewer emotional 
and behavioural problems (2,3). Peer support can be protective in the face of stressors and has a direct positive association with 
well-being (4,5). It is therefore critical to understand how peer relationships (and other socializing agents) influence adolescents’ 
well-being and identify factors that promote peer support (6).

MEASURE
Peer support was measured using the MSPSS (7). Young people were asked if they perceive that their friends really try to help 
them, that they can count on them when things go wrong, if they have friends with whom they can share their sorrows and joys, 
and if they can talk to them about their problems. Response options ranged from very strongly disagree to very strongly agree.
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Note. No data were received from Canada and Denmark
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a The former Yugoslav Republic of Macedonia.

 RESULTS
Findings presented here show the proportions reporting 
an average score of 5.5 or more (high peer support) on the 
MSPSS (7). 

Age
Comparable percentages of boys reported high levels of peer 
support across ages in most countries and regions, but there 
was a decreasing trend by age in 10, with smaller percentages 
of older boys reporting it: the most pronounced differences 
were between 11- and 13-year-olds. An opposite trend was 
detected in five countries and regions, with older boys more 
likely to report high levels of support.

Similar patterns were identified for girls, with no significant 
age differences in most countries and regions. Peer support 
decreased with age in 10 and the opposite trend was observed 
in five. 

Gender
Reporting high levels of social support from peers was more 
common among girls in almost all countries and regions and at 
every age. Gender differences tended to be most pronounced 
among 13-year-olds.

Family affluence
Affluence levels were positively associated with perceived 
peer support in most countries and regions. Girls and boys 
from high-affluence families were more likely to report 
high levels of support. Differences between high- and low-
affluence groups exceeded 20 percentage points in Israel 
(girls and boys) and Greenland (girls only). 
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 Note: indicates significant gender difference (at p<0.05). No data were received from Canada and Denmark. 
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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Adolescence is a significant period of social transition. As family relationships change, adolescents begin to spend less time with 
parents and more with peers (8), either through direct or online relationships (9). Spending time with friends is therefore very 
important for adolescents, who turn to them in times of need (10) to access emotional support and a safe environment in which 
to explore their identities. At the same time, however, several studies have found a positive association between time spent 
with friends and risk behaviours such as (binge) drinking and risky sexual behaviours (9,11).

MEASURE
Young people were asked how often they meet friends outside of school time before 8 o’clock in the evening. Response options 
ranged from hardly ever or never to daily.

Supplementary data on meeting friends after 8 o’clock in the evening are provided in the Annex.
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HBSC survey 2013/2014

a The former Yugoslav Republic of Macedonia. Note: low- and high-a�uence groups represent the lowest 20% and highest 20% in each country.  ◆ means less than +/-0.5%.
No data were received from Greenland, Ireland and Spain.

PEERS:
TIME WITH FRIENDS (BEFORE 8 PM (20:00))
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BOYS (%)
GIRLS (%)

Note. No data were received from Greenland, Ireland and Spain
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a The former Yugoslav Republic of Macedonia.

 RESULTS
Findings presented here show the proportions who reported 
meeting friends daily. 

Age
Comparable percentages of boys and girls across all ages 
reported meeting with friends before 8 o’clock in the evening 
every day in approximately half of the countries and regions. 
Prevalence increased with age in 13 for boys and 16 for girls, 
but the opposite trend was observed in a few, particularly in 
northern Europe. 

Gender
Meeting friends every day was more common among boys in 
most countries and regions and at all ages. Girls were more 
likely to report it in Iceland (11- and 13-year-olds), Latvia 
and the Russian Federation (13-year-olds only). The biggest 
differences across age groups were observed in Albania, 
Austria and Malta, where the percentages for boys were 
around double those for girls.

Family affluence
Affluence was positively associated with spending time with 
friends in around half of countries and regions, with the highest 
prevalence among high-affluence groups. Associations were 
statistically significant in 17 countries and regions for boys 
and 12 for girls. Girls in one country (United Kingdom (Wales)) 
showed the opposite relationship. 



2

43HEALTH BEHAVIOUR IN SCHOOL-AGED CHILDREN (HBSC) STUDY:  
INTERNATIONAL REPORT FROM THE 2013/2014 SURVEY

BOYS (%)
GIRLS (%)

Note. No data were received from Greenland, Ireland and Spain
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 Note: indicates significant gender difference (at p<0.05).  
No data were received from Greenland, Ireland and Spain. 
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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No data

15-year-old boys who spend time with friends every day before 8 pm

HBSC survey 2013/2014

Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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Electronic media communication (EMC) has become an integral part of adolescent life and is an important predictor of adolescent 
health and well-being. 

Increases in EMC (12) mean that the contexts of adolescents’ interactions with peers have expanded from the physical (offline) to 
the virtual (online) world (13,14). EMC has become a central component of young people’s lives and how they communicate with 
one another. It also plays an important role in learning, entertainment and socialization (15).

A substantial body of research suggests the emergence of positive (social competence and well-being) and negative (substance 
use, sleeping habits, dietary behaviour) effects on teenagers’ lives (12,16–20) over and above those associated with face-to-face 
interactions with friends (9,19). Similar results have been found for screen-based media use, which is to some extent related to 
EMC (21,22). 

EMC is associated with general life satisfaction but shows a distinctive pattern in which adolescents who report very low or 
very high levels also report the lowest life-satisfaction scores. The frequency of EMC associated with the highest life-satisfaction 
score differs by country/region, gender and age group (23).

MEASURE
Young people were asked how often they contact their friends using various social media outlets. Response options ranged from 
hardly ever or never to daily.

Supplementary data on daily contact via texting/SMS are provided in the Annex.
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Note. No data were received from Belgium (French) (11-year-olds), Finland (11-year-olds), France (11-year-olds),
Austria (11- and 13-year-olds), England (11- and 13-year-olds),Switzerland (11- and 13-year-olds),

Greenland, Lithuania, Slovakia and Spain.
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a The former Yugoslav Republic of Macedonia.

 RESULTS
Findings presented here show the proportion who reported 
daily EMC contact via social media. 

Age
A significant age effect was found in most countries and 
regions, with older adolescents using social media more 
frequently. A significant increase between age 11 and 15 was 
seen in 26 countries and regions for boys and 29 for girls. 
The largest age differences were in Luxembourg (boys) and 
Greece and Ukraine (girls), where prevalence increased by 
over 30 percentage points. 

Gender
Significant differences between boys and girls were found 
in around half of countries and regions and across all age 
groups. There was no clear trend at age 11, with boys being 
more frequent users in some countries and regions and girls 
in others. In contrast, where a significant difference was found 
at ages 13 and 15, girls generally reported more frequent use. 

Family affluence
In general, a positive association was observed between 
family affluence and daily social media contact. This was 
significant in 22 countries and regions for boys and 26 for girls. 
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Note. No data were received from Belgium (French) (11-year-olds), Finland (11-year-olds), France (11-year-olds),
Austria (11- and 13-year-olds), England (11- and 13-year-olds),Switzerland (11- and 13-year-olds),

Greenland, Lithuania, Slovakia and Spain.
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Austria (11- and 13-year-olds), England (11- and 13-year-olds),Switzerland (11- and 13-year-olds),

Greenland, Lithuania, Slovakia and Spain.

28
32HBSC average (gender)

30HBSC average (total)

48

40

35

35

40

38

40

37

37

36

36

31

34

31

28

28

39

27

30

31

25

25

28

27

25

17

24

22

18

17

11

11

10

4

45

48

52

50

44

41

34

36

36

35

34

39

33

34

36

36

24

36

31

29

32

32

29

27

24

31

22

24

25

25

15

15

14

4

MKDa

Bulgaria

Ukraine

Russian Federation

Ireland

Luxembourg

Wales

Norway

Greece

Italy

Scotland

Belgium (Flemish)

Croatia

Finland

Canada

Netherlands

Albania

Sweden

Belgium (French)

Hungary

Poland

Estonia

Denmark

Malta

Armenia

Latvia

Germany

Iceland

Slovenia

Israel

Republic of Moldova

Portugal

Romania

Czech Republic

13-year-olds who
have daily social media

contact with friends

HBSC survey 2013/2014

GROWING UP UNEQUAL: GENDER AND SOCIOECONOMIC 
DIFFERENCES IN YOUNG PEOPLE’S HEALTH AND WELL-BEING

PART 2. KEY DATA | CHAPTER 2. SOCIAL CONTEXT 
PEERS: ELECTRONIC MEDIA COMMUNICATION – SOCIAL MEDIA

 Note: indicates significant gender difference (at p<0.05). No data were received from: Greenland,  
Lithuania, Slovakia and Spain (all ages); Belgium (French), Finland and France (11-year-olds); and Austria, 

England and Switzerland (11- and 13-year-olds). 



HEALTH BEHAVIOUR IN SCHOOL-AGED CHILDREN (HBSC) STUDY:  
INTERNATIONAL REPORT FROM THE 2013/2014 SURVEY

48

Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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15-year-old boys who have daily social media contact with friends

HBSC survey 2013/2014

Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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SCIENTIFIC DISCUSSION
Findings are in line with the literature on perceived social support in adolescence: girls and adolescents from high-affluence 
families tend to report higher levels of social support (24). Gender differences in social support are generally interpreted as 
deriving from gender role socialization. The feminine role is widely considered to be warm, supportive, nurturing, sensitive to 
the feelings of others and emotionally expressive (24), although it is constantly changing and varies across cultures. In relation to 
SES, economic hardship can hinder the creation of supportive ties by reducing access to social events and time to nurture social 
relationships. 

Results on time with friends are also in line with the literature, showing that boys tend to spend more time in this pursuit. Girls’ 
parents might set more restrictions on their independence during adolescence and exert a higher level of parental monitoring. 

Although observed in only around a quarter of countries and regions, findings show a positive association between age and 
time spent with friends. Adolescents become more independent as they grow older and begin to spend less time with parents 
and more with peers (8). The association between family affluence and time spent with friends was observed in only a minority, 
underlining that economic factors might not be the primary driver.

Findings on EMC are in line with the literature (15,25). Older and high-affluence adolescents use EMC more frequently. Older 
adolescents have higher levels of autonomy, greater opportunities (with more frequent access to EMC devices) and increased 
levels of unsupervised time, so are able to explore a broader social context more freely. Those with high affluence tend to have 
more opportunities to use EMC through, for example, access to a smartphone (25). 

Girls are more frequent users of social media among older age groups. Again, this is in line with the literature (25) and can be 
associated with a commonly described gender difference (26,27). Girls tend to be more verbal and network- and connection-
oriented; their friendships are associated with stronger interpersonal engagement, extended dyadic (one-to-one) interactions, 
greater disclosure and more effective and emotional exchanges. Boys tend to focus more on agentic (self-directed actions 
aimed at personally chosen goals) and status-oriented goals; their friendships are characterized by being together in larger 
groups doing something of similar interest, such as organized play.

POLICY REFLECTIONS
Reflecting the importance of peer support to adolescents’ well-being, programmes that foster the creation of supportive ties 
should be promoted. Boys and young people from low-affluence families, who tend to experience lower levels of support 
from friends, require particular attention. Collaborative teaching methods, for example, should be adopted in schools and 
opportunities for interactions in local communities that might promote supportive ties with friends encouraged. Ecological 
programmes that include local neighbourhoods among the contexts of interventions (such as local events and common spaces) 
can increase opportunities for young people to get to know and interact with peers and develop more supportive networks.

Policies should aim to promote the establishment and maintenance of supportive friendships among adolescents by, for instance, 
providing them with adequate opportunities to interact with peers in safe, (semi-)supervised and structured settings. Parents 
and educators should be informed about the false and misleading notion that time spent solely with peers may lead to risk-
taking and offending: it very much depends on the conditions under which these interactions take place (28).

Young people commonly communicate through electronic means, so teaching them about healthy and responsible interactions 
with peers online is important in preventing problems such as addiction and cyberbullying (15). It is useful to include in adolescent 
prevention programmes the negative consequences of online activities (such as the unlimited retention of information posted 
online) and the potential inaccuracy and one-sidedness of peers’ online activities (perhaps presenting a rose-tinted picture of 
their lives). Such programmes will help adolescents and parents to become informed users of the internet.
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Children and adolescents spend a substantial amount of time in the school setting. School therefore constitutes a significant 
influence on children’s cognitive, social and emotional development (1,2). 

A positive school experience is considered a resource for health and well-being, while a negative one may constitute a risk factor, 
affecting mental and physical health. Liking school consequently has been identified as a protective factor against health-
compromising behaviours, and not liking – or not feeling connected to – school is associated with health-risk behaviours, low 
self-rated health and increased somatic and psychological symptoms (3).

MEASURE
Young people were asked how they feel about school at present. Response options ranged from liking it a lot to not liking it at all.
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Associations between family a�uence and indicators of health, by country/region and gender:
liking school a lot 

HBSC survey 2013/2014

a The former Yugoslav Republic of Macedonia. Note: low- and high-a�uence groups represent the lowest 20% and highest 20% in each country.  ◆ means less than +/-0.5%.
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a The former Yugoslav Republic of Macedonia.

 RESULTS
Findings presented here show the proportions who reported 
liking school a lot.

Age
The highest proportion was found among 11-year-olds, with a 
decrease by increasing age. 

Boys in 36 countries and regions showed a significant decrease 
with age. A difference of 10 or more percentage points 
between ages 11 and 15 was seen in 29, with the difference 
being greater than 20 in 13. 

For girls, 39 countries and regions showed a significant 
decrease with age. The difference between 11 and 15 years 
was 10 or more percentage points in 36 and greater than 
20 in 22. Liking school increased with age in two countries 
(Hungary and Slovenia). 

Gender
Overall, girls were more likely to report liking school a lot at all 
three ages, but especially at age 11. The difference between 
boys and girls was less than 10 percentage points in most 
cases and decreased with age. Two countries (England and 
Sweden) had higher prevalence among boys at age 15. 

Family affluence
No general pattern was seen for boys or girls. Only a few 
countries and regions showed significant associations with 
family affluence.
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 Note: indicates significant gender difference (at p<0.05). 
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.

Less than 10%

40% or more
30–40%
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10–20%

No data

15-year-old boys who like school a lot

HBSC survey 2013/2014

Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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15-year-old girls who like school a lot

HBSC survey 2013/2014
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Studies focusing on young people’s academic achievement and health show significant links between low academic performance 
at school and low self-rated health and well-being (4,5). Some longitudinal studies have also found that academic achievement 
functions as a predictor of future health (6). 

MEASURE
Young people were asked what, in their opinion, their class teacher(s) thinks about their school performance compared to their 
classmates. Response options ranged from below average to very good.

SCHOOL:
PERCEIVED SCHOOL PERFORMANCE
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Associations between family a�uence and indicators of health, by country/region and gender:
good or very good perceived school performance

HBSC survey 2013/2014

a The former Yugoslav Republic of Macedonia. Note: low- and high-a�uence groups represent the lowest 20% and highest 20% in each country.
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a The former Yugoslav Republic of Macedonia.

 RESULTS
Findings presented here show the proportions who reported 
good or very good perceived school performance.

Age
Generally, the proportion decreased with increasing age, with 
a significant decrease in 40 countries and regions for boys and 
39 for girls. The difference between 11- and 15-year-olds was 
20 or more percentage points in around half. 

Gender
Girls were more likely to report good or very good perceived 
school performance at all three ages. Most of the differences 
between boys and girls were less than 10 percentage points. 
A significant difference was seen among 11-year-olds in 26 
countries and regions, 13-year-olds in 23 and 15-year-olds in 
14. The opposite trend (in which prevalence was higher among 
boys) was observed in three countries: Belgium (French) and 
Greenland (13-year-olds only), and Portugal (13- and 15-year-
olds). 

Family affluence
Prevalence was generally highest in those from high-affluence 
backgrounds, a finding observed in 29 countries and regions 
for boys and 30 for girls. 
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 Note: indicates significant gender difference (at p<0.05). 
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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No data

15-year-old boys who report good or very good perceived school performance

HBSC survey 2013/2014

Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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15-year-old girls who report good or very good perceived school performance
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School-related stress tends to be experienced by young people with higher levels of pressure at school and is characterized 
by increased compromising health behaviours, more frequent health problems (headache, abdominal pain, backache and 
dizziness) and psychological complaints such as feeling sad, tense and nervous (7,8). High levels of school pressure are also 
associated with lower self-reported health, life satisfaction and levels of well-being.

MEASURE
Young people were asked how pressured they feel by the schoolwork they have to do. Response options ranged from not at all 
to a lot. 
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Associations between family a�uence and indicators of health, by country/region and gender:
feeling pressured by schoolwork

HBSC survey 2013/2014

a The former Yugoslav Republic of Macedonia. Note: low- and high-a�uence groups represent the lowest 20% and highest 20% in each country.  ◆ means less than +/-0.5%. No data were received from Greenland.
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a The former Yugoslav Republic of Macedonia.

 RESULTS
Findings presented here show the proportions who reported 
feeling pressured by schoolwork some or a lot. 

Age
Proportions increased with increasing age, a pattern that was 
more apparent among girls. Compared with 11-year-olds, 
boys of 15 showed a higher prevalence in 33 countries and 
regions, with a difference of 20 or more percentage points 
being seen in 11. Among girls, there was an increase between 
11 and 15 years in 39 countries and regions, with a difference 
of more than 20 percentage points in 28. 

Gender
Gender differences changed with age. Boys were more likely 
to report being pressured by schoolwork at age 11 and girls 
at 15. Higher prevalence among 11-year-old girls was seen in 
three countries and regions and among boys in 13. Twenty 
countries and regions had higher prevalence among girls 
at age 13 and one among boys. Higher prevalence among 
15-year-old girls was seen in 36 countries and regions, with a 
difference of 10 or more percentage points in 27.

Family affluence
No general pattern was seen for boys and girls. Only a few 
countries and regions showed significant patterns by family 
affluence.
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Note. No data were received from Greenland
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 Note: indicates significant gender difference (at p<0.05). No data were received from Greenland. 
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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15-year-old boys who feel pressured by school work

HBSC survey 2013/2014

Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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15-year-old girls who feel pressured by school work
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Experiencing social support is central to child and adolescent well-being (9). Young people derive social support from a number 
of sources, such as parents and family, peers, classmates and teachers, with each source being associated with beneficial 
outcomes (10). Peer support may improve psychological well-being, self-esteem, achievement of academic goals and social 
adjustment to school (11), and support from classmates makes a significant contribution to realizing the basic need for relatedness.

MEASURE
Young people were asked to indicate their agreement or disagreement with the statement that most of the students in their 
class(es) are kind and helpful. Response options ranged from strongly disagree to strongly agree.
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a The former Yugoslav Republic of Macedonia.

 RESULTS
Findings presented here show the proportions who agreed or 
strongly agreed.

Age
The proportion was highest among 11-year-olds in most 
countries and regions. A significant decrease with age was 
seen among boys in 25 and an increase in two. For girls, there 
was a significant decrease in 30 and an increase in two. 

Gender
Gender differences were evident in only a few countries and 
regions and changed with age. Where there was a significant 
difference, girls tended to report higher classmate support at 
age 11 and boys at 15. Relatively few differences, however, 
were statistically significant. 

Family affluence
Around half of countries and regions showed significant 
patterns by family affluence in at least one gender. Of these, 
high classmate support was associated with high affluence in 
most. 
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 Note: indicates significant gender difference (at p<0.05). 
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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15-year-old boys who agree that their classmates are kind and helpful

HBSC survey 2013/2014

Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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15-year-old girls who agree that their classmates are kind and helpful
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SCIENTIFIC DISCUSSION
Older students generally seem to be more challenged by their school life, while younger age groups like school to a greater 
extent, feel less pressured by schoolwork and generally report better school performance. The perception of having kind and 
helpful classmates is also higher among younger students. 

Girls tend to like school to a greater extent and generally report better school performance. The picture for school-related stress 
is more complex, however, as the gender patterns change with age. Boys in the younger group in some countries and regions 
are more challenged by school pressure and report lower classmate support, but the situation is reversed among older students. 

School performance generally increases with increasing affluence, but no clear pattern by family affluence is seen for liking 
school, school pressure and classmate support. School should constitute a supportive environment irrespective of students’ 
family background. It is therefore positive that no marked SES differences are observed across countries and regions. 

POLICY REFLECTIONS
Children spend increasing time in school as they age. Positive perceptions of, and attitudes towards, school are therefore 
important to healthy child development. WHO continues to emphasize the significance of school as a setting in which to 
influence young people’s health and health behaviour. Empirical evidence demonstrates that school-based health-promotion 
programmes are effective, not least those that achieve changes in the school environment (12).

Certain programmes also increase the chances of academic achievement (13). Evidence-based, professionally guided health-
promotion activities are rare, however, with those advocating a whole-school approach even more so.

The findings suggest that gender-sensitive policies to bring boys’ perceptions of school closer to those of girls should be 
encouraged from an early age.
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“The future is unknown and we all care about  
what is going to happen to us. The academic  
future is the worst and gives us the larger worries. 
We have doubts such as ‘What can I study?  
Will I like it? Can I get a job in the end?’”

“It can be hard to find yourself, ‘who you are’.”

“As teenagers grow older, their problems grow much 
more complex, in school, homework, relationships 
and their perception of these.”

QUOTES FROM YOUNG PEOPLE ON HEALTH OUTCOMES
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Self-rated health is a subjective indicator of general health. In adolescence, it refers not only to the presence or absence of 
chronic disease or disability, but also to a more general understanding of self. 

Empirical studies have shown that self-rated health is an independent predictor of future morbidity and mortality even after 
controlling for other factors (1). Poor health in early childhood may result in long-term negative effects that can continue 
throughout adolescence into adulthood and may also influence use of health services (2). Adolescent self-rated health is 
influenced by a broad range of health indicators, including medical, psychological, socioenvironmental and behavioural (3,4), 
and wider social contextual factors such as family, peers, school and cultural status.

MEASURE
Young people were asked to describe their health (Would you say your health is ...?). Response options were excellent, good, 
fair and poor.
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 RESULTS
Findings presented here show the proportions reporting their 
health as either fair or poor.

Age
Older adolescents tended to report poor or fair health more 
often, with the effect being stronger among girls. Three 
quarters of countries and regions saw an increase of 10 or 
more percentage points in girls between age 11 and 15, but 
this increase was seen in only two (Finland and Wales) for 
boys. 

Gender
Girls reported fair or poor health more frequently across all 
age groups. Gender differences were significant at age 11 
in only a few countries and regions, but were significant for 
nearly all at 15. Differences increased with increasing age.

Family affluence
A significant association with low affluence was found in most 
countries and regions. A difference of 10 or more percentage 
points between high- and low-affluence groups was observed 
in 17 countries and regions for girls and seven for boys. 
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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15-year-old boys who rate their health as fair or poor

HBSC survey 2013/2014

Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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Life satisfaction is closely associated with subjective health and well-being (5). It is considered to be relatively stable over time, 
in contrast to spontaneous feelings related to immediate experiences (6). During adolescence, it is strongly influenced by life 
experiences and relationships, particularly in the family environment (7–9) and with peers (10). Family structure and psychosocial 
factors play a role, especially in relation to self-perception and self-esteem (11–13).

The school environment is also important to adolescent life satisfaction. Acquiring academic competence constitutes one of 
the developmental goals of adolescence (14). Academic success has a strong positive effect on life satisfaction (15), while other 
factors, such as bullying, pose a risk and are associated with low life satisfaction and subjective health status (16–18). Better life 
satisfaction may act as a buffer against the negative effects of stress and the development of psychopathological behaviour (5).

MEASURE
Young people were asked to rate their life satisfaction using a visual analogue scale. The Cantril ladder has 11 steps: the top 
indicates the best possible life and the bottom the worst. Respondents were asked to indicate the ladder step at which they 
would place their lives at present (from zero to 10).
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Associations between family a�uence and indicators of health, by country/region and gender:
 high life satisfaction

HBSC survey 2013/2014

a The former Yugoslav Republic of Macedonia. Note: low- and high-a�uence groups represent the lowest 20% and highest 20% in each country.

POSITIVE HEALTH:
LIFE SATISFACTION
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Note. No data available for Slovenia
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 RESULTS
Findings presented here show the proportion reporting high 
life satisfaction, defined as a score of six or more on the Cantril 
ladder. 

Age
Prevalence decreased with age in both genders. While the 
difference between age 11 and 15 was less than 10 percentage 
points for boys, it was 10 or more in 23 countries and regions 
for girls. Significant age differences were found for girls in 41 
countries and regions, but in only 16 for boys.

Gender
Boys generally reported higher life satisfaction across all age 
groups. Gender differences increased significantly by age, 
emerging in only nine countries and regions for 11-year-olds 
but in 35 for those aged 15.

Family affluence
A significant positive association with high affluence was 
found for both genders in nearly all countries and regions. The 
social gradient in life satisfaction was significant in nearly all 
(38 for boys and 39 for girls).
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 Note: indicates significant gender difference (at p<0.05). 
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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HBSC survey 2013/2014

Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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Having multiple health complaints is an important indicator for measuring subjective well-being, as it reflects individual burden 
and personal experience related to negative life events in the social context of family, school and peers (18–23). Multiple health 
complaints are highly prevalent among adolescents cross-nationally (24–27). 

Age and gender differences and socioeconomic inequality in multiple health complaints have been recognized (23,28–32). Their 
recurrence negatively affects adolescents’ everyday functioning and general well-being (33–39).

MEASURE
Young people were asked how often they had experienced the following symptoms in the last six months: headache; stomach 
ache; backache; feeling low, irritable or bad tempered; feeling nervous; difficulties in getting to sleep; and feeling dizzy. Response 
options for each symptom ranged from about every day to rarely or never. This presents a nonclinical measure of psychosomatic 
complaints and a sum-score scale that can be used for cross-national comparison (39).

Supplementary data on headache, stomach ache, feeling low, feeling nervous and sleep difficulties are provided in the Annex.
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Associations between family a�uence and indicators of health, by country/region and gender:
multiple health complaints more than once a week

HBSC survey 2013/2014

a The former Yugoslav Republic of Macedonia. Note: low- and high-a�uence groups represent the lowest 20% and highest 20% in each country.  ◆ means less than +/-0.5%.

POSITIVE HEALTH:
MULTIPLE HEALTH COMPLAINTS
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 RESULTS
Findings presented here show the proportions with multiple 
(two or more) health complaints more than once a week in 
the past six months. 

Age
Prevalence increased with age among girls in all countries and 
regions and in 14 for boys. The difference between girls aged 
11 and 15 was more than 20 percentage points in 16. 

Gender
Generally, girls were more likely to report multiple health 
complaints, with differences in prevalence increasing with 
age. Six countries showed no significant difference between 
gender groups at age 11, but gender differences were 
observed in all at ages 13 and 15.

Family affluence
A significant social gradient in at least one gender was found 
in 26 countries and regions (14 for boys and 23 for girls), with 
higher prevalence being associated with low family affluence.
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 Note: indicates significant gender difference (at p<0.05). 
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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30–40%
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No data

15-year-old girls who report multiple health complaints more than once a week

HBSC survey 2013/2014

Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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15-year-old boys who report multiple health complaints more than once a week
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POSITIVE HEALTH:
SCIENTIFIC DISCUSSION AND POLICY REFLECTIONS

SCIENTIFIC DISCUSSION
Significant age, gender and social inequalities emerge for all subjective health outcomes (self-rated health, life satisfaction and 
health complaints) among 11–15-year-old adolescents who attend mainstream education systems. 

Adolescents have many common health problems regardless of country or region of residence, but prevalence differs by country/
region, age and gender. The prevalence of poor subjective health outcomes increases with age and afflicts girls more than boys, 
with the gender gap also increasing with age. There is substantial cross-national variation in the prevalence of subjective health 
outcomes, especially for self-rated health and multiple health complaints. 

A consistent significant association emerges between low relative affluence and poor subjective health. Family wealth may have 
an indirect effect on health, however, and more proximal determinants should be investigated. 

The results confirm that the psychosocial dimension of health is very important in the second decade of life, when adolescents 
undergo many physical, social, psychological and cognitive changes that prepare them for adulthood. Resilience to constant 
change may differ depending on societal and cultural background.

Poor health outcomes may result in long-term negative effects on everyday functioning and general well-being, leading to 
social exclusion.

POLICY REFLECTIONS
The burden of deterioration in adolescent subjective health should be recognized in public health policy and practice, taking into 
account health needs according to age and gender. There is a need to go beyond the provision of services towards the creation 
of structural changes incorporated in health in all policies (HiAP) or as health impact assessment initiatives (40). 

Systematic social inequalities in adolescents (applicable to both genders and for all three subjective health outcomes) are 
found in eight countries and regions, and no social gradient in only one. Each country and region should review local policies to 
determine to what extent they address social determinants and how they should be tackled. 

Gender differences are found in all measures, with girls reporting lower levels of perceived health and life satisfaction and more 
frequent health complaints. These increase with age. Efforts need to be made to address this clear gender-difference issue. 

Screening and counselling for more sensitive mental health issues should be provided as part of routine preventive care to 
ensure a balance between physical and mental health (41). In addition to family wealth, other well recognized and interrelated 
social determinants of health in adolescence (such as access to high-quality education, developing personal skills, social support 
and safe neighbourhoods) should be addressed to increase understandings of pathways and mechanisms of inequity.
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MEDICALLY ATTENDED INJURIES

Injury is a public health concern in adolescence (1) and one of the leading causes of death among young people globally (1,2). 
Many established individual risk factors and correlates for adolescent injury exist: common examples include substance misuse 
(3), violence (4), time engaged in sport (5) and SES (6). Trend analysis over the past decade has not shown consistent changes in 
levels of morbidity despite advances in injury prevention (7).

MEASURE
Young people were asked how many times over the last 12 months they had been injured and needed to be treated by a doctor 
or nurse. Response options ranged from no injury to four times or more.

Supplementary data on prevalence of most serious injury requiring medical treatment, such as placement of a cast, stitches, 
surgery or hospitalization, are provided in the Annex.
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HBSC survey 2013/2014

a The former Yugoslav Republic of Macedonia. Note: low- and high-a�uence groups represent the lowest 20% and highest 20% in each country.  ◆ means less than +/-0.5%.
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11-year-olds who report at
least one medically attended

injury in the last 12 months

HBSC survey 2013/2014

a The former Yugoslav Republic of Macedonia.

 RESULTS
Findings presented here show the proportions who reported 
having a medically attended injury at least once in the last 12 
months. 

Age
Overall average prevalence for boys was around 48%, with 
levels remaining high at ages 11 and 13 and falling slightly 
by 15. A similar pattern was seen for girls, with an overall 
average prevalence of 38% and higher levels at 11 and 13, 
dropping slightly at 15. Prevalence increased with age in a few 
countries. Cross-national differences in prevalence were large.

Gender
Boys were injured more at all ages in almost all countries and 
regions.

Family affluence
Differences across affluence status were seen in almost all 
countries and regions for boys and girls, with injury prevalence 
associated with high affluence. 
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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15-year-old girls who report at least one medically attended injury in the last 12 months

HBSC survey 2013/2014

Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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MEDICALLY ATTENDED INJURIES:
SCIENTIFIC DISCUSSION AND POLICY REFLECTIONS

SCIENTIFIC DISCUSSION
Findings from the current survey show that boys sustain more injuries (8,9), levels decrease over the course of adolescence and 
injuries are more prevalent in those of higher affluence.

Levels have remained relatively constant since the last HBSC survey. Differences related to family affluence and gender may be 
due to greater involvement of boys and those of higher affluence in sports and better access to medical attention (3). 

The known relationship between injuries and involvement in other risk behaviours means the very high prevalence in many 
countries and regions raises public health concerns. Large cross-national differences in injury levels suggest a need to understand 
country/regional-level factors that may influence injury prevalence, such as young people’s physical activity levels and the 
availability of safety and prevention programmes. 

POLICY REFLECTIONS
Injuries are the leading cause of death among young people aged 5–17 years in the European Region (10). The frequency, 
severity, potential for death and disability, and costs of these injuries, together with the high success potential of prevention 
strategies, make injury prevention a key public health goal for improving adolescent health in the future.

Interest in reducing childhood injuries is a shared priority throughout Europe (11). Reports indicate that prevention capacity 
has improved in several countries and regions (1). Effective prevention strategies for young people include using car seat belts 
and wearing bicycle and motorcycle helmets, installing residential smoke alarms, reducing misuse of alcohol, strengthening 
graduated driver licensing laws, promoting policy change, using safety equipment in sports and leisure activities, and protecting 
adolescents in workplaces (12).

Main macro approaches to preventing injuries among young people include legislation modification, product and environmental 
adjustments to promote children’s safety, supportive home visits from trained professional visitors such as nurses (who can 
provide family support, suggest improvements in the home environment and offer education and training to parents), promotion 
of the use of safety devices (including helmets, seat belts and smoke alarms) and education programmes to promote skills 
development and behaviour change (13). It is important, however, that prevention efforts do not hinder children’s participation 
in physical activity.
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Childhood obesity, a multifactorial disease, is a global epidemic that poses a severe risk to the present and future health of 
young people (1). Children with a high body mass index (BMI) often become obese adults (2). Childhood obesity is associated 
with cardiovascular, endocrine, pulmonary, musculoskeletal and gastrointestinal complications and may have psychosocial 
consequences such as the development of poor self-esteem, depression and eating disorders (2–8).

MEASURE
Young people were asked how much they weighed without clothes and how tall they were without shoes. These data were  
(re)coded in centimetres and kilograms respectively to calculate the BMI (weight (kg) divided by height (m2)). 

Supplementary data using the international BMI standards for young people adopted by the International Obesity Task Force 
(IOTF) (the IOTF BMI cut-off points) (9) and rates of missing data per country or region are presented in the Annex. 
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Associations between family a�uence and indicators of health, by country/region and gender:
reported weight – overweight and obese

HBSC survey 2013/2014

a The former Yugoslav Republic of Macedonia. Note: low- and high-a�uence groups represent the lowest 20% and highest 20% in each country.  ◆ means less than +/-0.5%.
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a BMI is missing for more than 30% of age-group sample.  
b The former Yugoslav Republic of Macedonia. 

 RESULTS
Findings presented here show the proportion who are 
overweight or obese based on the WHO child growth curve 
standards (10). 

Age
Generally, overweight and obesity decreased with increasing 
age. 

Gender
Boys tended to have significantly higher prevalence in almost 
all countries and regions at all ages. The gender difference 
exceeded 10 percentage points in 11 countries. 

Family affluence
Increased prevalence was associated with low family affluence 
for boys in around half of countries and regions and about two 
thirds for girls. 
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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Body image is a psychological construct that is part of self-image. Its importance increases as young people become more body-
conscious with the physical changes associated with puberty. 

Poor body image among children and adolescents can have severe health-related implications, including reduced levels of 
physical activity (11), unhealthy eating behaviours (12) and mental health problems such as depression (13). 

Prevalence of negative body image increases through early and mid-adolescence and is linked to actual and perceived obesity 
(14,15). Protective factors include regular physical activity (16), acceptance by peers and family, and good social relationships (17).

MEASURE
Young people were asked about how they perceive their body. Response options ranged from much too thin to much too fat. 

BODY WEIGHT: 
BODY IMAGE
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HBSC survey 2013/2014

a The former Yugoslav Republic of Macedonia. Note: low- and high-a�uence groups represent the lowest 20% and highest 20% in each country.  ◆ means less than +/-0.5%. No data were received from Iceland.
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a The former Yugoslav Republic of Macedonia.

 RESULTS
Findings presented here show the proportions who reported 
perceiving their body to be too fat, defined as being a bit or 
much too fat. 

Age
Girls aged 15 were significantly more likely than 11-year-olds 
in almost all countries and regions to report that they were too 
fat. The difference in prevalence between 11 and 15 was more 
than 10 percentage points in most and 20 in a few. There 
was no clear patterning by age for boys, with some showing 
increased prevalence with age and others the opposite trend. 

Gender
Girls aged 15 had significantly higher prevalence in all 
countries and regions: this was also seen in almost all for 
13-year-olds and in most for those aged 11. The size of the 
gender difference tended to increase with age in most 
countries and regions.

Family affluence
More than half of the countries and regions showed no 
significant relationship with family affluence. Where an 
association was found, the perception of being too fat was 
more commonly associated with low affluence. 
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 Note: indicates significant gender difference (at p<0.05). 
No data were received from Iceland (11- and 13-year-olds). 
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Weight-reduction behaviour is prevalent in adolescence, especially among girls and overweight young people (18). Adolescents 
often try to lose weight through inappropriate methods that may result in negative health consequences, including nutritional 
deficiency, growth retardation, delayed sexual maturation, menstrual irregularities and osteoporosis in girls, poor self-esteem 
and body image, anxiety and disordered eating (19–21).

Excessive dieting is related to substance use (22), depression, and suicide ideation and attempts (23). It may also lead to eating 
disorders and obesity over time (20,24).

MEASURE
Young people were asked whether they are currently on a diet or doing something else to lose weight. Response options were: 
no, my weight is fine; no, but I should lose some weight; no, I need to put on weight; and yes. 

BODY WEIGHT: 
WEIGHT-REDUCTION BEHAVIOUR
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HBSC survey 2013/2014

a The former Yugoslav Republic of Macedonia. Note: low- and high-a�uence groups represent the lowest 20% and highest 20% in each country.  ◆ means less than +/-0.5%.
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a The former Yugoslav Republic of Macedonia.

 RESULTS
Findings presented here show the proportions engaged in 
weight-reduction behaviour, meaning they were on a diet or 
doing something else to lose weight.

Age
Prevalence increased significantly among girls from age 11 
to 15 in all but two countries and regions, with differences 
ranging from 7 to 23 percentage points. Significant trends in 
boys were evident in a quarter but the direction was opposite 
to that of girls, with decreases of 3–10 percentage points. 

Gender
Girls reported significantly higher prevalence in a quarter 
of countries and regions for 11-year-olds, in almost all for 
13-year-olds and in all for those who were 15. Generally, 
differences increased between 11 and 13 years and between 
13 and 15.

Family affluence
Significant differences were found in about one quarter of 
countries and regions, but no clear pattern was evident.
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 Note: indicates significant gender difference (at p<0.05).
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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BODY WEIGHT:
SCIENTIFIC DISCUSSION AND POLICY REFLECTIONS

SCIENTIFIC DISCUSSION
While overweight and obesity remain stable during adolescence or show a slight decrease with age, perceptions of overweight 
and dieting behaviour increase markedly in girls during this time. Clear gender differences are apparent, with boys tending to be 
more overweight in most countries and regions. Higher overweight prevalence is associated with lower affluence in some, but 
findings must be interpreted with caution due to the self-report nature of height and weight data used to categorize BMI status. 

Gender and age patterns in relation to body image and weight-reduction behaviour seem consistent with previous findings: 
girls are more likely to be discontented with their body weight regardless of country or region. Being female is a stronger 
predictor for self-perceived fatness and weight-reduction behaviour than BMI or family affluence. 

POLICY REFLECTIONS
The prevalence of overweight and obesity is not increasing but remains high in many countries and regions. WHO provides 
leadership, advocacy and evidence-based recommendations for international action to improve dietary practices and increase 
physical activity through its global strategy on diet, physical activity and health (25). It also promotes and supports research in 
priority areas to facilitate programme implementation and evaluation.

A systemic approach is needed to address high overweight and obesity rates and enable young people to have positive 
thoughts and feelings about their body as a means of improving well-being. Communities, families and individuals need to work 
together to address this issue. International and national support is needed to protect children and promote health through 
the provision of healthy and nutritious food, safe neighbourhoods, safe activities and opportunities for physical activity and 
sports participation. Identification of shared risk and protective factors for overweight and body dissatisfaction can support the 
development of relevant interventions for a broad spectrum of weight-related problems.
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“I see frequently young people that do not have 
breakfast and causes vary. Some of them are not 
hungry in the morning. For others, and this scares  
me, it is because they are on a diet because they  
feel overweight. It is not the right way to lose 
weight. And furthermore, why do we have to  
be slaves to a thin body image?”

“I think eating breakfast in the morning is really 
important, as in the day, you will get hungry,  
and have headaches and your brain won’t be  
able to work properly. In the mornings of school,  
it is even more important to eat breakfast for  
these reasons.”

“I have the telly switched on because I don’t want  
to feel lonely.”

QUOTES FROM YOUNG PEOPLE ON HEALTH BEHAVIOURS
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Cross-sectional and longitudinal studies show that breakfast consumption is inversely related to BMI and overweight in children 
and adolescents (1–5). Eating breakfast is thought to reduce snacking and consumption of energy-rich foods of poor nutrient 
density. Regular and healthy breakfast habits in childhood can track into adulthood (6–9). It is assumed that skipping breakfast 
can affect school performance, but this area requires further in-depth research (10).

MEASURE
Young people were asked how often they eat breakfast, defined as more than a glass of milk or fruit juice, on school days and 
at weekends. 

EATING BEHAVIOUR:
BREAKFAST CONSUMPTION
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Associations between family a�uence and indicators of health, by country/region and gender:
eating breakfast every weekday

HBSC survey 2013/2014

a The former Yugoslav Republic of Macedonia. Note: low- and high-a�uence groups represent the lowest 20% and highest 20% in each country.  ◆ means less than +/-0.5%.
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 RESULTS
Findings presented here show the proportions reporting 
eating breakfast every weekday. 

Age
In general, older children were less likely to eat breakfast daily. 
The highest rate across each age group for boys and girls of 
80% or more was found in the Netherlands and Portugal and 
the lowest of under 50% overall in Slovenia, although not 
among 11-year-olds.

Gender
Girls in most countries and regions were less likely to eat 
breakfast daily, and gender differences tended to increase 
with age. The largest differences were found in England (13- 
and 15-year-olds), France (15-year-olds), Greenland (13-year-
olds) and Wales (13- and 15-year-olds). 

Family affluence
Young people from higher-affluence families (especially boys) 
had higher consumption rates in most countries and regions. 
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 Note: indicates significant gender difference (at p<0.05). 
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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HBSC survey 2013/2014

Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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Fruit consumption is linked to positive health in the short and long term, with a well established decreased risk of chronic 
diseases evident (11–13). Recommendations on consumption vary across countries and regions, with eating five or more portions 
of fruit and vegetables daily tending to be advised (14). Increasing adolescents’ fruit intakes requires policy and environmental 
responses and targeted interventions at school and home. Dietary habits in adolescence track into adulthood (15).

MEASURE
Young people were asked how often they eat fruit. Response options ranged from never to every day, more than once. 

Supplementary data on daily vegetable consumption are provided in the Annex.
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HBSC survey 2013/2014

a The former Yugoslav Republic of Macedonia. Note: low- and high-a�uence groups represent the lowest 20% and highest 20% in each country.
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 RESULTS
Findings presented here show the proportions who reported 
eating fruit at least once a day. 

Age
Daily fruit consumption decreased with age among boys in 
38 countries and regions, with differences between 11- and 
15-year-olds of 3–24 percentage points (Iceland and Austria, 
respectively). It also decreased with age for girls aged 11–15 
in 32, with percentage-point differences ranging from 0.5 in 
Denmark to 20 in Hungary.

Gender
Overall, girls reported eating fruit more frequently. Gender 
differences were significant in two thirds of countries and 
regions in each age group. Frequency of intake was lowest in 
Greenland and highest among 15-year-old girls in Armenia.

Family affluence
Fruit consumption was higher among children from high-
affluence families in almost all countries and regions. It was 
lower among boys (significant in 33) and girls (significant 
in 36) from low-affluence families relative to those of high 
affluence.  
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 Note: indicates significant gender difference (at p<0.05). 
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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HBSC survey 2013/2014

Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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Intake of soft drinks among adolescents is a matter of concern (16,17) and is higher than in other age groups (17,18). It is associated 
with a greater risk of weight gain (19), obesity (20–22) and chronic diseases (23,24) and directly affects dental health by providing 
excessive amounts of sugars (25).

Consumption is correlated with taste preferences (26), high availability of products (27) and parents and peers’ attitudes (28–30). 
Soft drinks provide high energy intake in liquid form that contributes to increasing the simple-carbohydrate content of the diet 
and reducing other nutrients (31,32).

MEASURE
Participants were asked how often they drink sugared soft drinks, with response categories ranging from never to every day, 
more than once.

Supplementary data on daily sweets consumption are provided in the Annex.

EATING BEHAVIOUR:
SOFT-DRINK CONSUMPTION
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Associations between family a�uence and indicators of health, by country/region and gender:
daily consumption of soft drinks

HBSC survey 2013/2014

a The former Yugoslav Republic of Macedonia. Note: low- and high-a�uence groups represent the lowest 20% and highest 20% in each country.  ◆ means less than +/-0.5%.
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a The former Yugoslav Republic of Macedonia.

 RESULTS
Findings presented here show the proportions reporting that 
they consumed soft drinks at least once a day. 

Age
Daily consumption increased with age for boys in 23 countries 
and regions, with differences between 11- and 15-year-olds 
of 4–23 percentage points (Iceland and the Netherlands, 
respectively). For girls, it increased with age in 16: percentage-
point differences between 11- and 15-year-olds ranged from 
1 (Wales) to 22 (Greenland).

Gender
Boys generally reported greater daily consumption across all 
age groups, except for 11-year-olds in Ireland and 13-year-
olds in Israel (girls were more likely to report it). Gender 
differences in each age group were significant in more 
than half of countries and regions, with average differences 
increasing with age.

Family affluence
The relationship between family affluence and soft-drink 
consumption was not consistent across countries and regions. 
It was significantly associated for boys in 12: seven had a 
negative relationship (low affluence, high consumption) and 
five a positive (high affluence, high consumption). For girls, 
there was a significant association in 19, with consumption 
being higher among low-affluence groups in most. 
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 Note: indicates significant gender difference (at p<0.05). 
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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No data

15-year-old girls who consume soft drinks daily

HBSC survey 2013/2014

Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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Studies indicate that a regular family meal is associated with healthier diets for children and adolescents (33–38). Some have also 
found a positive dietary effect of family meals over time (39–41). 

Family meals may offer an opportunity for parents to provide healthy choices and present an example of healthy eating (42,43), 
or have a family conversation about food (34). In addition, they may contribute to the development of regular eating patterns, 
support young people’s positive psychosocial development (33) and help parents to notice whether or not their child is taking an 
adequate diet (44). 

MEASURE
Young people were asked how often they eat an evening meal with both or one parent.

Supplementary data on eating breakfast with mother or father every day are provided in the Annex.

EATING BEHAVIOUR:
EVENING MEALS WITH FAMILY
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Note: low- and high-a�uence groups represent the lowest 20% and highest 20% in each country.  ◆ means less than +/-0.5%.
No data were received from Slovakia and the former Yugoslav Republic of Macedonia.
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GIRLS (%)

Note. No data were received  from Slovakia (11– and 13–year–olds) and
the former Yugoslav Republic of Macedonia (11– and 13–year-olds). 

63
64HBSC average (gender)

63HBSC average (total)

86

81

78

75

75

73

76

77

74

75

75

73

68

70

74

69

67

68

70

61

64

63

59

56

56

53

55

56

57

56

51

53

53

54

47

45

43

43

45

39

88

83

81

82

78

80

76

75

76

74

72

73

78

75

70

74

75

69

68

66

63

61

63

61

58

61

58

57

53

53

58

55

53

51

49

45

45

44

38

33

Portugal

Italy

France

Albania

Greenland

Netherlands

Iceland

Switzerland

Belgium (French)

Spain

Luxembourg

Norway

Malta

Bulgaria

Denmark

Ukraine

Republic of Moldova

Sweden

Belgium (Flemish)

Lithuania

Romania

Germany

Canada

Latvia

Austria

Armenia

Russian Federation

Hungary

Wales

Scotland

England

Ireland

Croatia

Israel

Greece

Estonia

Slovenia

Czech Republic

Poland

Finland

11-year-olds who eat
evening meals with both
or one parent every day

HBSC survey 2013/2014

GROWING UP UNEQUAL: GENDER AND SOCIOECONOMIC 
DIFFERENCES IN YOUNG PEOPLE’S HEALTH AND WELL-BEING
PART 3. KEY DATA | CHAPTER 4. HEALTH BEHAVIOURS 
EATING BEHAVIOUR: EVENING MEALS WITH FAMILY

a The former Yugoslav Republic of Macedonia.

 RESULTS
Findings presented here show the proportions reporting 
eating evening meals with both or one parent every day. 

Age
Prevalence ranged from 88% of 11-year-old girls in Portugal 
to 13% of 15-year-old girls in Finland and Poland. A significant 
decrease with age was seen among boys in 35 countries and 
regions, with the largest difference between 11- and 15-year-
olds being 29 percentage points (Austria). It decreased 
significantly with age for girls in 39, the largest being 32 
percentage points (Austria, Hungary and Sweden). 

Gender
No significant difference was seen in most countries and 
regions. Among 11-year-olds, more girls reported family 
meals in nine countries and regions and more boys in two. 
By age 15, the respective numbers were five for boys and two 
for girls. 

Family affluence
Daily evening meals with parents tended to be more common 
among young people from high-affluence families. A higher 
prevalence was seen among high-affluence boys in 15, with 
the opposite relationship in only one. For girls, the respective 
figures were nine and three.
 



34

123HEALTH BEHAVIOUR IN SCHOOL-AGED CHILDREN (HBSC) STUDY:  
INTERNATIONAL REPORT FROM THE 2013/2014 SURVEY

BOYS (%)
GIRLS (%)

Note. No data were received  from Slovakia (11– and 13–year–olds) and
the former Yugoslav Republic of Macedonia (11– and 13–year-olds). 
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 Note: indicates significant gender difference (at p<0.05). No data were received from Slovakia  
(11- and 13-year-olds) and the former Yugoslav Republic of Macedonia (11- and 13-year-olds). 
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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SCIENTIFIC DISCUSSION
Skipping breakfast continues to be common among young people (45). Daily breakfast consumption is less frequent among girls, 
in families with lower affluence and in older children, which is consistent with the literature (1,45,46). Greater autonomy among 
older children and reduced family environmental influence may contribute to these findings (47,48). 

Fruit intake is higher among girls, those from high-affluence families and younger children; again, this is consistent with 
previous findings (49). Greater independence of food choice among older children may play a role (50). Gender difference might 
be attributable to girls choosing healthier diets (51) and family affluence differences may reflect food environments within and 
across countries and regions. 

Boys generally report greater soft-drink consumption, with intakes increasing significantly with age in just over half of countries 
and regions against just over a third for girls. Similar to other food and dietary items of interest, greater independence in food 
choice among older children may play a role (50). Determinants of soft-drink consumption include gender, dieting, accessibility 
and modelling, which may explain some of the findings (52). The relationship with family affluence is largely inverse for girls 
but mixed for boys. Food choice is influenced by a number of social and economic factors and luxury items (including soft 
drinks) may only be affordable in some countries and regions for families with greater material wealth (53). Patterning by family 
affluence in the Baltic states and eastern European region is consistent with previous HBSC reports (54). 

The decrease by age in having a daily evening meal with parents is clear. Gender differences are present in only a few countries 
and regions. High family affluence is positively associated with evening meals in one third for boys and a quarter for girls, which 
is consistent with findings on family meals (37). Family meal frequency and context is diverse across countries and regions.

POLICY REFLECTIONS
Food choice is determined by multiple factors, so approaches to improving dietary habits among adolescents must be diverse. 
Support from policy and practice at environmental, community, family and local levels is necessary, with multisectoral action 
being important. The socioeconomic gradient found in most indicators must also be addressed, ensuring that schoolchildren 
from all walks of life benefit from interventions. 

Policy actions have included food labelling, food-based dietary guidelines, school programmes (vending machines and fruit 
schemes), salt reduction/reformulation, restriction on marketing of food with high fat, sugar and salt content to children, and 
taxes on sugar-sweetened beverages. School fruit schemes, food-based guidelines and labelling have been implemented more 
successfully than other policy actions, some of which have been only partially implemented or not at all (55). 
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Oral diseases have a strong association with cardiovascular and respiratory disease, diabetes and cancer, and poor oral hygiene 
with cardiovascular disease, hypertension, diabetes and metabolic syndrome (1,2).

Twice-a-day toothbrushing is the main self-care method to remove plaque and prevent the most prevalent noncommunicable 
diseases, periodontal disease and dental caries (3). Toothbrushing frequency has increased among schoolchildren in many 
countries and regions but still lags far behind the recommended twice a day in most, especially among boys (4).

MEASURE
Young people were asked how often they brush their teeth. Response options ranged from never to more than once a day.
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a The former Yugoslav Republic of Macedonia.

 RESULTS
Findings presented here show the proportions who reported 
brushing their teeth more than once a day. 

Age
Prevalence was higher among 15-year-old girls than 11-year-
olds in around half of countries and regions. Toothbrushing 
tended to decrease with age for boys, with about half of 
countries and regions showing a significant decrease between 
11 and 15 years. 

Percentage-point differences between 11- and 15-year-olds 
varied from +6 to –16 for boys and +20 to –4 for girls. 

Gender
Girls brushed their teeth more than once a day more often 
than boys in most countries and regions. This gender 
difference was evident across all age groups and increased 
with increasing age. A difference of more than 15 percentage 
points was found in one country among 11-year-olds, 16 
among those who were 13, and 33 for 15-year-olds. 

Family affluence
Prevalence of toothbrushing was associated with higher 
affluence in almost all countries and regions, with the 
exception of three for boys and four for girls. 
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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SCIENTIFIC DISCUSSION
Results confirm earlier findings suggesting that girls brush their teeth more frequently across all age groups and in all countries 
and regions (4). Recent data show a positive trend, with improvements in toothbrushing frequency in many countries (4).

Older girls have better brushing habits, a finding that is reversed among boys (which again is similar to earlier findings (4)). 
Family affluence is strongly linked with toothbrushing frequency: brushing more than once a day is associated with higher 
affluence, reflecting findings from earlier work (5).

Toothbrushing frequency is lowest in eastern and southern European countries.

POLICY REFLECTIONS
Toothbrushing habits are established quite early in life (6,7), so the family plays an important role in determining behaviour (8). 
Once formed, habits are difficult to change (6,7). Interventions focusing on parents and young children are therefore required.

Recognizing that younger boys brush less regularly, many countries and regions have targeted this group for oral health 
promotion. It is encouraging that the toothbrushing habits of 11-year-olds have improved (4), which may in time lead to an 
increase in brushing in older adolescents and adults, but 15-year-old boys currently brush less often than 11-year-olds.

Boys have consistently shown lower toothbrushing frequency. Public health policies and campaigns should therefore address 
the specific health needs of boys and girls and disseminate gender-specific and gender-sensitive health messages (9).

Evidence suggests that poor toothbrushing habits are often accompanied by other health-detrimental behaviours such as 
regular smoking (10), unhealthy eating habits and low levels of physical activity (11), which are common risk factors for several 
noncommunicable diseases (12). Consequently, oral health promotion should be integrated within general health promotion (13).

HBSC findings highlight socioeconomic and sociodemographic inequalities in oral health behaviour (4,5). Socioeconomic 
inequalities also exist in the experience of oral diseases between and within countries and regions (13,14). Public health plans 
and actions for reducing social inequalities in oral health have been established in many (13), but greater political will is needed 
to ensure sufficient resources for implementation.

Oral diseases are highly prevalent worldwide and poor oral health is a severe public health problem (13). Investing more in 
health promotion and prevention of oral diseases will reduce prevalence and contribute to the overall health of children and 
young people (15).
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The benefits of moderate-to-vigorous physical activity (MVPA) to adolescents’ physical, mental and social health and their 
academic achievements are well documented (1,2). Globally, levels of MVPA were stable over the last decade, but only a minority 
of young people meet the current worldwide recommendation of 60 minutes per day (3,4). The establishment of healthy patterns 
of physical activity during childhood and adolescence is important as physical activity tracks moderately during adolescence 
and from adolescence to adulthood (5), but levels are declining among young people (4).

MEASURE
Young people were asked to report the number of days over the past week during which they were physically active for a total of 
at least 60 minutes. The question was introduced by text defining MVPA as any activity that increases the heart rate and makes 
the person get out of breath some of the time, with examples provided.

Supplementary data on participating in vigorous physical activity for two or more hours a week are provided in the Annex.
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a The former Yugoslav Republic of Macedonia.

 RESULTS
Findings presented here show the proportions reporting daily 
MVPA of at least one hour.

Age
Daily MVPA decreased with age among boys and girls. A 
significant decrease between ages 11 and 15 was observed 
among boys in 33 countries and regions, with a difference of 
up to 25 percentage points. A decrease was seen in 35 for 
girls, with a difference of up to 22 percentage points. The 
average difference was 9 percentage points for boys and 10 
for girls. 

Gender
Boys reported at least 60 minutes of MVPA per day more often. 
Gender differences were significant across all age groups and 
in nearly all countries and regions, with the largest being 
found among 13-year-olds in Ireland, Luxembourg, Portugal 
and Spain. 

Family affluence
High-affluence boys and girls were more likely to achieve 60 
minutes of MVPA daily in more than half of countries and 
regions. The difference between high- and low-affluence 
groups was 10 percentage points or less in most. 
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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15-year-old girls who report at least 60 minutes of MVPA daily

HBSC survey 2013/2014

Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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15-year-old boys who report at least 60 minutes of MVPA daily
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Engaging in screen-time behaviours such as watching television is an important sedentary behaviour, although it is 
acknowledged that non-screen-time behaviours (like passive travel, reading, sitting and chatting with friends and sitting in 
class) also contribute to total sedentary time (6,7). 

Watching television is often associated with a range of adverse psychosocial (depression and poor academic performance) and 
physical (lower physical fitness and more musculoskeletal pain) health outcomes independent of MVPA in children, adolescents 
and adults (8,9). Adolescents tend to spend a lot of time watching television, a behaviour that tracks moderately from childhood 
to adulthood (10). Current guidelines recommend that young people should limit their recreational screen time to no more than 
two hours per day (11,12).

MEASURE
Young people were asked how many hours a day in their free time they usually spend watching television, videos (including 
YouTube or similar services), DVDs and other screen entertainments on weekdays. 

Supplementary data on time spent playing computer games and using a computer for email, internet or homework on weekdays 
are provided in the Annex.

PHYSICAL ACTIVITY AND SEDENTARY BEHAVIOUR: 
WATCHING TELEVISION
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Note. no data were received from Greenland
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a The former Yugoslav Republic of Macedonia.

 RESULTS
Findings presented here show the proportions reporting 
watching television for two or more hours on weekdays.

Age
Daily television-viewing of two hours or more increased with 
age in both genders across almost all countries and regions, 
with an age difference (11–15 years) of up to 29 percentage 
points in girls and up to 26 in boys. The average difference 
was 13 for boys and 16 for girls.

Gender
At age 11, boys were more likely to watch television in over 
half of countries and regions. Gender differences were usually 
less than 10 percentage points across all age groups and 
tended to decrease with age. At age 13, television-viewing 
was higher among girls in two countries (Bulgaria and Israel). 

Family affluence
Boys and girls from low-affluence families tended to have 
higher prevalence. The difference was less than 10 percentage 
points in most countries and regions and was significant in 
about two fifths.
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 Note: indicates significant gender difference (at p<0.05). No data were received from Greenland.
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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PHYSICAL ACTIVITY AND SEDENTARY BEHAVIOUR: 
SCIENTIFIC DISCUSSION AND POLICY REFLECTIONS

GROWING UP UNEQUAL: GENDER AND SOCIOECONOMIC 
DIFFERENCES IN YOUNG PEOPLE’S HEALTH AND WELL-BEING

PART 3. KEY DATA | CHAPTER 4. HEALTH BEHAVIOURS 
PHYSICAL ACTIVITY AND SEDENTARY BEHAVIOUR 4

SCIENTIFIC DISCUSSION
MVPA levels are generally low and decline through adolescence, with screen-time activities such as watching television and 
using social media playing an increasingly prominent role in adolescents’ lives. Interventions that reflect age-specific needs and 
preferences should aim to promote MVPA levels and reduce screen-time behaviours.

Girls are less physically active in most countries and regions. The gender gap has not changed very much over time, suggesting 
that girls should be targeted with gender-sensitive approaches and interventions (4). 

Studies show that television-viewing has declined in the last decade, but the reduction is more than compensated by time spent 
with other screen devices (such as smartphones, tablet PCs and computers). Gender patterns for use of these devices differ, 
with girls tending to use computers for social purposes and boys for gaming. Consequently, interventions should reflect the 
complexity of screen-time behaviours (12). 

More research is needed to increase understanding of how physical activity patterns and sedentary behaviours are interrelated 
(13), and to learn more about the relationship between different screen-time and sedentary behaviours and their negative and 
positive health effects in adolescents (14).

POLICY REFLECTIONS
International strategies and interventions focusing on increasing physical activity and reducing screen-time behaviours in 
adolescents should take into account age, gender and socioeconomic differences and be focused on different levels of influence 
(intrapersonal, interpersonal, community and policy). Guidelines for adolescents should be complemented by similar support 
for stakeholders such as local and municipal representatives, head teachers, teachers and parents, and should reflect local 
environments and languages. Most important, they should advocate for a more active lifestyle.

The WHO European physical activity strategy (15) and other strategies should be supported by policy action at national, regional 
and local levels to tackle insufficient levels of MVPA. Action should be intersectoral, comprehensive, targeted at different 
environments (including schools, health care settings, transport systems and recreational facilities) and be linked to key 
stakeholders’ budgets (national, provincial and/or local). 
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RISK BEHAVIOURS
TOBACCO USE 
ALCOHOL USE 

CANNABIS USE 
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BULLYING



146 HEALTH BEHAVIOUR IN SCHOOL-AGED CHILDREN (HBSC) STUDY:  
INTERNATIONAL REPORT FROM THE 2013/2014 SURVEY

GROWING UP UNEQUAL: GENDER AND SOCIOECONOMIC 
DIFFERENCES IN YOUNG PEOPLE’S HEALTH AND WELL-BEING
PART 2. KEY DATA | CHAPTER 5. RISK BEHAVIOURS

“Bullying is hard to deal with.”

“If you are being cyberbullied and you don’t know 
who by, then it is awful because it could be anybody 
around you. That is a big problem and so I think 
people should be trying to come up with ways to 
stop people from cyberbullying each other.”

“There are too many taboos about this issue 
[sexuality] and that should not happen. Young 
people have to feel comfortable talking about 
sexuality to be able to control their future and  
assure a safer future.”

 QUOTES FROM YOUNG PEOPLE ON RISK BEHAVIOURS
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TOBACCO USE

Tobacco use is the most common preventable cause of premature loss of health worldwide, accounting for almost 6 million 
deaths annually (including more than 600 000 due to environmental tobacco smoke) (1). Tobacco use, particularly cigarette 
smoking, is the largest cause of health inequalities based on socioeconomic differences (2): in adolescence, smoking initiation 
seems to be higher among those from disadvantaged backgrounds (3).

Adolescence is a crucial age for initiation and development of tobacco use, so exact epidemiological data are necessary to 
support evidence-based preventive interventions (4).

Active cigarette smoking by adolescents has immediate adverse health consequences, including addiction, reduced lung 
function and impaired lung growth, and asthma (4).

MEASURES

Tobacco initiation
Young people were asked at what age they first smoked a cigarette, defined as more than a puff. 

Weekly smoking
Young people were asked how often they smoke tobacco. Response options ranged from never to every day.

Supplementary data on daily smoking and having ever smoked are provided in the Annex.
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Associations between family a�uence and indicators of health, by country/region and gender:
first cigarette smoked at age 13 or younger

HBSC survey 2013/2014

a The former Yugoslav Republic of Macedonia. Note: low- and high-a�uence groups represent the lowest 20% and highest 20% in each country.  ◆ means less than +/-0.5%.
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 weekly smoking

HBSC survey 2013/2014

a The former Yugoslav Republic of Macedonia. Note: low- and high-a�uence groups represent the lowest 20% and highest 20% in each country.  ◆ means less than +/-0.5%.
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Note. The question was asked only of a subset of 15-year-olds in Belgium (French).
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 a The former Yugoslav Republic of Macedonia. Note: indicates significant gender difference (at p<0.05). 
This question was asked only of a subset of 15-year-olds in Belgium (French).

 RESULTS

Tobacco initiation
Findings presented here show the proportions who reported 
first smoking a cigarette at age 13 or younger. 

Age
Only data for 15-year-olds are reported.

Gender
No gender difference in early onset was observed in more than 
half of countries and regions. It was more prevalent in boys in 
the 18 countries in which a significant gender difference was 
observed.

Family affluence
Family affluence was not significantly related to early onset 
in most countries and regions, but a significant association 
was observed for boys in eight: it was more prevalent in low-
affluence groups in five and high-affluence in three. For girls, a 
significant association was found in 11, with higher prevalence 
among high-affluence girls in four and low-affluence in seven. 
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 RESULTS

Weekly smoking
Findings presented here show the proportions who reported 
smoking at least once a week. 

Age
Prevalence of weekly smoking increased significantly by age 
in all countries and regions except in one for boys (Armenia) 
and three for girls (Albania, Armenia and Norway). The 
absolute difference in prevalence between 11- and 15-year-
olds was 15 percentage points or higher in eight (about one 
fifth). Prevalence of less than 5% in 15-year-olds was found in 
five countries (two of which were among girls only). 

Gender
Gender differences were observed in a quarter to a fifth of 
countries and regions across all age groups (eight for 11-year-
olds, 11 at age 13 and 10 at age 15), with boys having higher 
prevalence in most cases. More girls smoked weekly in only 
one country at age 13 and in three when 15. 

Family affluence
Lower family affluence was significantly associated with 
weekly smoking in boys in a quarter of countries and regions, 
but an opposite relationship was observed in one country 
(Denmark). A significant relationship among girls was found 
in 10, all of which showed higher prevalence among low-
affluence groups.
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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TOBACCO USE:
SCIENTIFIC DISCUSSION AND POLICY REFLECTIONS

SCIENTIFIC DISCUSSION
Large variations in tobacco initiation and weekly smoking are observed between countries and regions, but no gender differences 
can be seen in most. Where gender differences are present, more boys tend to report early onset and weekly smoking.

Smoking remains high in some countries and regions, but weekly smoking has declined in comparison to the previous HBSC 
survey in almost all (5). It should be noted, however, that the measures used in the survey do not distinguish between in-school 
and out-of-school smoking: research indicates that adolescents who use substances at school have higher risks of adopting 
other health-risk behaviours (6). 

The link between SES and smoking among adolescents is not uniform, unlike the situation in the general population, for whom 
SES plays a more important role (2,7). It seems that initiation and development of tobacco use during adolescence are only 
partially determined by SES.

POLICY REFLECTIONS
The combined effect of public awareness-raising interventions and stricter tobacco-control strategies implemented in many 
countries and regions (including tax and price increases, public smoking bans, and restrictions on advertising and selling 
sites) seem to be having an effect on adolescent smoking. The data show, however, that weekly smoking increases with age, 
especially in boys, who also start earlier. The challenge is to scale-up interventions that focus on preventing experimentation 
among young people and experimenters becoming weekly smokers as well as to develop policies to restrict their access to 
tobacco products through commercial sources (8). The WHO Framework Convention on Tobacco Control (9) addresses the issue 
of tobacco sales to and by minors. 

Interventions should be comprehensive (integrated), flexible and have sufficient reach (all young people), frequency (throughout 
the school curriculum, for example) and duration (sustainable over time). The challenge is to promote the creation of as many 
tobacco-free youth environments as possible by, for instance, introducing policies on tobacco-free schools. Given that adolescents 
spend much of their time in school settings in which they are exposed to all kinds of risk factors associated with smoking, it 
is important that policies are introduced to create tobacco-free social environments in schools. The same applies to family 
environments, with some countries having introduced measures such as banning smoking in cars in which children are passengers.

Effective interventions are those that are clearly communicated, provide unequivocal rules and penalties for those violating 
them, and are applicable to all involved in young people’s social environments – they do not, for instance, promote designated 
smoking areas for adults and teachers. Lack of integrated policies may lead to negative consequences: creation of tobacco-free 
school environments, for instance, may be successful in curbing smoking at school but will have little effect if not supported by 
similar policies in other environments. 

Policies should aim to reach at-risk groups with attention-grabbing messages presented in the most efficient and effective way. 
HBSC and other studies show that young people increasingly use electronic social media to interact and access information, 
so innovative interventions that make use of new communication technologies should be designed to disseminate tobacco 
countermarketing (the use of commercial marketing tactics to produce attitudinal and behavioural changes). Measurement and 
evaluation of interventions that make use of new communication technologies are critical to building an evidence base.

There is some evidence from research in the United States involving young people and adults that interventions have differential 
effects by SES. Mass-media anti-tobacco campaigns, for instance, have higher impacts among people of low SES.

The equalizing of traditional gender differences in tobacco use through increased prevalence of smoking among girls in some 
countries and regions, particularly in central and eastern Europe and Greenland, raises cause for concern. Specific issues relating 
to women’s smoking should be reflected in preventive measures, including smoking’s effects on appearance and fertility and 
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the risk of thromboembolic complications when practised concurrently with taking hormonal contraceptives (10,11).
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ALCOHOL USE

Adolescence is a period of discovery and experimentation during which many young people start to explore what they perceive 
as adult behaviours, such as drinking alcohol. This may be interpreted as a natural, perhaps even healthy, curiosity about 
transitioning to adult life in which alcohol is used, but not misused. A combination of factors that include not understanding 
the limits for safe alcohol consumption and requiring less alcohol to experience drunkenness means that for some adolescents, 
experimentation can turn into excessive rates of use, with the physical, mental and social risks this brings. 

Alcohol is one of the most widely available and most commonly used drugs for adolescents (1,2). Young people may use alcohol 
to fulfil social and personal needs, intensify contacts with peers and initiate new relationships (3). Adolescent alcohol use 
nevertheless constitutes a major public health concern in many European and North American countries and regions. Risky 
drinking, including early and frequent drinking and drunkenness, is associated with adverse psychological, social and physical 
health consequences, including academic failure, violence, accidents, injury, use of other substances and unprotected sexual 
intercourse (4). It has also been suggested that drinking alcohol during adolescence may negatively affect brain development 
and functioning, although research on this topic is still in a preliminary phase (5).

MEASURES

Weekly drinking
Young people were asked how often they drink any alcoholic beverage and were given a list of drinks: beer, wine, spirits, 
alcopops or any other drink that contains alcohol. Response options ranged from never to every day. 

Drunkenness initiation
Young people were asked at what age they first got drunk. 

Drunkenness
Young people were asked whether they had ever had so much alcohol that they were really drunk. Response options ranged 
from never to more than 10 times. 

Supplementary data on first alcohol use at age 13 or younger and drinking beer, alcopops, wine or spirits at least once a week 
are provided in the Annex.
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Associations between family a�uence and indicators of health, by country/region and gender:
weekly alcohol consumption

HBSC survey 2013/2014

a The former Yugoslav Republic of Macedonia. Note: low- and high-a�uence groups represent the lowest 20% and highest 20% in each country.  ◆ means less than +/-0.5%.
No data were received from Finland and Ukraine.
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HBSC survey 2013/2014

a The former Yugoslav Republic of Macedonia. Note: low- and high-a�uence groups represent the lowest 20% and highest 20% in each country.  ◆ means less than +/-0.5%.
No data were received from Greenland.
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Associations between family a�uence and indicators of health, by country/region and gender:
having been drunk on two or more occasions

HBSC survey 2013/2014

 Note: low- and high-a�uence groups represent the lowest 20% and highest 20% in each country.  ◆ means less than +/-0.5%.
No data were received from Finland and the former Yugoslav Republic of Macedonia.
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Note. no data were received from Finland
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 RESULTS

Weekly drinking
Findings presented here show the proportions who reported 
drinking any alcoholic beverage at least every week. 

Age Prevalence increased significantly between ages 11 
and 15 in almost all countries and regions for boys and girls. 
Increases were particularly large between ages 13 and 15.

Gender Overall, weekly drinking was more common among 
boys. The gender difference increased with age: at age 15, 
the difference was greater than 10 percentage points in 12 
countries and regions.

Family affluence Family affluence was associated with 
weekly drinking in 16 countries and regions for boys and 
six for girls. It was higher among high-affluence groups in 
most, but three countries and regions showed the opposite 
relationship among boys. 

Drunkenness initiation
Findings presented here show the proportions who reported 
first getting drunk at age 13 or younger.

Age Data are presented for 15-year-olds only.

Gender Boys were more likely to report first drunkenness at 
or before age 13 in less than half of countries and regions. 
Gender differences of 10 percentage points or more were 
found in three (Croatia, Lithuania and Romania). 

Family affluence No significant association was found with 
family affluence in most countries and regions. In those that 
showed an association, no clear overall pattern emerged. 

Drunkenness 
Findings presented here show the proportions who reported 
having been drunk on two or more occasions. 

Age Prevalence increased significantly and substantially 
between ages 11 and 15 for boys and girls in all countries and 
regions, with the exception of girls in Armenia.

Gender A significant gender difference was found in less than 
half of countries and regions, with boys more likely to report 
it. Girls reported it more often in Greenland (11-year-olds), 
Scotland (13-year-olds) and England (15-year-olds).

Family affluence An association was found in eight countries 
and regions for boys and 12 for girls. Drunkenness was more 
prevalent among high-affluence groups in most, but the 
opposite relationship was evident in Lithuania for boys and 
Iceland for girls. 
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Note. no data were received from Finland and Ukraine
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 Note: indicates significant gender difference (at p<0.05). 0 means less than +/-0.5%. 
No data were received from Finland (11-year-olds) and Ukraine (11- and 13-year-olds).
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Note. No data were received from Finland (11-year-olds) and
the former Yugoslav Republic of Macedonia (11- and 13-year-olds).
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Note. No data available from Greenland
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 a The former Yugoslav Republic of Macedonia. No data were received from Greenland.
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Note. No data were received from Finland (11-year-olds) and
the former Yugoslav Republic of Macedonia (11- and 13-year-olds).
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Note. No data were received from Finland (11-year-olds) and
the former Yugoslav Republic of Macedonia (11- and 13-year-olds).
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ALCOHOL USE

 Note: indicates significant gender difference (at p<0.05). 0 means less than +/-0.5%. No data were 
received from Finland (11-year-olds) and the former Yugoslav Republic of Macedonia (11- and 13-year-olds).
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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HBSC survey 2013/2014

Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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ALCOHOL USE:
SCIENTIFIC DISCUSSION AND POLICY REFLECTIONS

SCIENTIFIC DISCUSSION
Adolescent alcohol use has decreased in most European and North American countries and regions since the beginning of the 
21st century (6). The findings indicate that the decrease is ongoing in all age groups and among boys as well as girls. 

The findings confirm previous HBSC data showing that prevalence rates of weekly alcohol use and (early) drunkenness 
increase substantially with age (especially between 13 and 15) for boys and girls in all countries and regions. It still tends to 
be more common among boys, but gender differences appear to be decreasing, particularly in relation to weekly drinking and 
drunkenness on more than one occasion. This finding is consistent with a pattern of gender convergence that has been observed 
since the beginning of the century (7,8): evidence has even emerged of girls in some northern European countries and regions 
reporting more alcohol use than boys.

Overall, family affluence is not found to have a large effect on adolescent use, a finding that is consistent with the literature (9). 
Parenting behaviours, such as providing support and monitoring adolescents’ behaviour, and social position among peers may 
be more important than family SES in predicting adolescent alcohol use (10).

POLICY REFLECTIONS
A range of factors, including changes in disposable income, marketing, prevention approaches, changes in adult drinking 
behaviours and shifts in teen culture, may have influenced the general decrease in adolescent weekly drinking (6,8,11). Policies 
are in place in many countries and regions to limit underage access and restrict use among those of all ages (11,12), and stricter 
prevention policies are emerging (13). Changes in social norms, such as stronger societal disapproval of adolescent drinking, may 
also have contributed to the observed trends (6). More stringent policies and changing social norms may be related to greater 
insight into the potentially harmful effects of alcohol on adolescent brain development. Evidence suggests the need for more 
effort to address the increase in alcohol consumption between ages 13 and 15 that is evident across all countries and regions.

Evidence to support particular policies that contribute to reductions in adolescent use is growing. At country level, the absence of 
a minimum purchasing age and weak restrictions on alcohol availability and advertising are associated with adolescent use (11). 
Research on the effectiveness of school-based interventions is mixed (14), but programmes that target not only adolescents, but 
also their parents, can have considerable effects (15). Some generic psychosocial and developmental prevention programmes on 
life skills and healthy lifestyle may also be effective and can be considered as policy and practice options (16). Family interventions 
are effective in delaying alcohol initiation and reducing frequency of consumption among adolescents (16). Family treatments 
focused on change in maladaptive behaviours, multidimensional family therapy and group-administered cognitive behavioural 
therapies have received considerable empirical support (17). 
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CANNABIS USE

Cannabis is the most frequently used drug in Europe, with 14.6 million young adults using it in 2014 (1). It was also the most 
commonly reported substance related to new admissions to drug treatment facilities across Europe in 2014 (37% cannabis, 28% 
heroin and 21% cocaine) (1). 

Cannabis, regarded as a so-called gateway drug (2), is the illicit substance used most frequently by schoolchildren across Europe 
and North America, with a 12-month prevalence ranging from about 27% in Canada to around 3% in the former Yugoslav 
Republic of Macedonia. The HBSC median is in the region of 10% (3–5). Adolescents use the drug for a variety of reasons, 
including experimentation, mood enhancement, social enhancement and peer conformity (6).

Scientific evidence proves that cannabis is a dangerous and harmful substance, especially for children and young people who 
use it regularly (7). Cannabis use is a risk factor for mental disorders and may trigger psychosis (particularly among those who 
are prone) (8). Early onset and heavy and accelerating use are related to problems such as impairment in brain development, low 
height and weight, anxiety attacks, short-term memory loss and other cognitive disorders (9), deteriorating school performance 
and dropout (10), risk-taking, aggression and delinquency (11), depression and anxiety (11), and the development of the so-called 
lack-of-motivation syndrome (12).

Young people in their teenage years are more likely to use cannabis if they have friends or older siblings who do so (13–15) and if 
they experience either low parental involvement and reinforcement or high levels of coercive discipline (16).

Many countries have introduced new regulatory approaches and policies to enable the prescription of cannabis for medical 
purposes and public debate on legalization for recreational (non-medical) use is growing. Five states of the United States and 
two countries (the Netherlands and Uruguay) have implemented policies that legalize cannabis for recreational use for people 
over the age of 21 (17). Population surveys show that the perception of cannabis-associated risk has declined significantly as a 
result of the ongoing debate, with some countries seeing an increase in use among adolescents and young adults (18).

MEASURES

Lifetime use
Young people (15-year-olds only) were asked how often they had used cannabis in their lifetime. 

Use in last 30 days 
Young people (15-year-olds only) were asked how often they had used cannabis in the last 30 days.

Cannabis initiation
Young people (15-year-olds only) were asked how old they were when they used cannabis for the first time.
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Associations between family a�uence and indicators of health, by country/region and gender:
lifetime cannabis use

HBSC survey 2013/2014

a The former Yugoslav Republic of Macedonia. Note: low- and high-a�uence groups represent the lowest 20% and highest 20% in each country.  ◆ means less than +/-0.5%.
No data were received from Greece, Greenland and Norway.
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No data were received from Greece, Greenland and Norway.
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Note. No data were received from Greece, Greenland and Norway.
The question was  asked only of a subset of 15-year-olds in Belgium (French).
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a The former Yugoslav Republic of Macedonia. Note: 0 means less than +/-0.5%. No data were received from 
Greece, Greenland and Norway. The question was asked only of a subset of 15-year-olds in Belgium (French).

 RESULTS

Lifetime use
Findings presented here show the proportion of young people 
who had used cannabis at least once (lifetime use).

Age Data are presented for 15-year-olds only. 

Gender Boys used cannabis more commonly in around half 
of countries and regions. A difference of 10 percentage points 
was seen in three (Estonia, Italy and Switzerland). 

Family affluence No clear pattern was seen for boys and 
girls. Only a few countries and regions showed a significant 
relationship, but this was not uniform: higher prevalence was 
linked to high affluence in some and low affluence in others. 
Lifetime use was associated with high affluence in eight 
countries and regions for boys and three for girls. Prevalence 
was higher with low family affluence in four: Canada (boys 
and girls), Denmark (girls only), Ireland (girls only) and 
Scotland (boys only). 

Use in last 30 days
Findings presented here show the proportion of young 
people using cannabis at least once during the last 30 days 
(recent use).

Age Data are presented for 15-year-olds only. 

Gender Recent use was higher among boys in half of countries 
and regions. The largest difference between girls and boys 
was 6 percentage points.

Family affluence No clear association was found between 
recent cannabis use and family affluence in most countries 
and regions.

Cannabis initiation
Findings presented here show the proportion of young people 
who used cannabis for the first time when they were 13 years 
or younger (early age of initiation).

Age Data are presented for 15-year-olds only. 

Gender The percentage of early initiators ranged from 1% 
to 8% in boys and 0% to 7% in girls. Prevalence was higher 
among boys in 17 countries and regions, although gender 
differences were small. 

Family affluence No clear association with family affluence 
was found in most countries and regions. In those that had 
a significant association, the direction varied. The largest 
differences between high- and low-affluence groups were 
among boys in Ireland and Scotland, where early initiation 
was associated with lower affluence.  
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Note: indicates significant gender difference (at p<0.05). 0 means less than +/-0.5%. No data 
were received from Greenland, Norway, Slovakia and the former Yugoslav Republic of Macedonia. 

The question was asked only of a subset of 15-year-olds in Belgium (French).
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Note. No data were received from Greenland, Norway, Slovakia and the former Yugoslav
Republic of Macedonia. The question was  asked only of a subset of 15-year-olds in Belgium (French).
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Note. No data were received from Greece, Greenland and Norway.
The question was asked only of a subset of 15-year-olds in Belgium (French).
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Note: 0 means less than +/-0.5%. No data were received from Greece, Greenland and Norway. 
The question was asked only of a subset of 15-year-olds in Belgium (French).
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.

Less than 5%

10% or more
5–10%

No data

15-year-old girls who have used cannabis in the last 30 days

HBSC survey 2013/2014

Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.

Less than 5%

10% or more
5–10%

No data

15-year-old boys who have used cannabis in the last 30 days

HBSC survey 2013/2014
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CANNABIS USE:
SCIENTIFIC DISCUSSION AND POLICY REFLECTIONS

SCIENTIFIC DISCUSSION
The findings show that the prevalence of cannabis use varies substantially between countries and regions. Recent use in some, 
such as the Republic of Moldova and Sweden, is less than 2%, while it exceeds 13% in others (Canada and France). Some cross-
national variations might be related to wealth, availability, perceived risk from cannabis or different peer cultures (15,18–20). 

Findings also confirm that cannabis use is generally greater among boys. Early age of initiation is higher for boys in around a 
third of countries and regions, but findings on the association between use and family affluence are not consistent.

It is suggested that ongoing public debates and changes in national and state policies and regulations might explain future 
variations in trends across countries and regions as they affect perceptions of risk and availability and may encourage 
experimentation (18,21). More research into cross-national differences and trends in young people’s cannabis use is needed to 
enable understanding of the mechanisms involved.

Debates on legalization may continue to exert a normalization effect on perceived risk and elevation rates that in turn might 
change the clustering effect of cannabis use with other risk behaviours. 

POLICY REFLECTIONS
Recent debate and public pressure around cannabis has led to the introduction of decriminalization policies in most European 
countries that aim to focus enforcement efforts on drug dealers and allow recreational users to receive only a warning or 
symbolic penalty. It is still too early to determine whether this approach is effective, and the efficacy of various decriminalization 
models remains unsubstantiated. 

Public debate and cannabis policy and regulation developments seem likely to intensify in coming years, so it is vital to continue 
to monitor and study changes in patterns of cannabis use among European and North American schoolchildren and investigate 
their effects on perceptions of risk and use. It is also important to study protective factors that might serve as buffers to prevent 
increases in cannabis use consequent to policy changes.

Adolescents who initiate substance use early and are frequent users are more likely to experience adverse consequences 
(11,13,14) and therefore warrant particular attention from policy-makers.

School, community and family-based interventions should be adapted to current policies and embrace a focus on increasing 
knowledge about the dangers and risks associated with cannabis, enhancing decision-making skills, promoting self-esteem 
and encouraging resistance to peer pressure. Evidence has shown that these intervention strategies can reduce cannabis use 
effectively (19,22).
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SEXUAL BEHAVIOUR:
EXPERIENCE OF SEXUAL INTERCOURSE

The emergence of romantic relationships is an important developmental marker of adolescence, and first intercourse often 
occurs at this time (1). It is known that early sex has implications for self-perception, well-being, social status and future health 
behaviours, including sexual behaviours (2,3). Early sexual initiation can be seen as part of broader risk-behaviour clusters that 
include substance use and unprotected sex (4–7), with general genetic and environmental factors possibly being important 
mediators (8).

Many young people rate their first sexual experience positively, but negative experiences are associated with first intercourse 
occurring outside of an established relationship or under pressure from the partner (9). Having effective communication skills 
around sexual behaviour is therefore paramount at time of first intercourse.

Attitudes and expectations regarding adolescent sexuality and premarital sex in many countries and regions mean that young 
people may not receive adequate sex and relationships education prior to engaging in activity.

MEASURES
Fifteen-year-olds only were asked whether they had ever had sexual intercourse. The question was presented using colloquial 
terminology (such as having sex or going all the way) to ensure respondents understood it was about full penetrative intercourse. 
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Associations between family a�uence and indicators of health, by country/region and gender:
experience of sexual intercourse

HBSC survey 2013/2014

a The former Yugoslav Republic of Macedonia. Note: low- and high-a�uence groups represent the lowest 20% and highest 20% in each country.  ◆ means less than +/-0.5%.
No data were received from Greenland and Norway.
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BOYS (%)
GIRLS (%)

Note. No data were received from Greenland and Norway.
The question was asked only of a subset of 15-year-olds in Belgium (French).
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a The former Yugoslav Republic of Macedonia. Note: indicates significant gender difference (at p<0.05).  
No data were received from Greenland and Norway. The question was asked only of a subset of 15-year-olds  
in Belgium (French).

 RESULTS
Findings presented here show the proportions who responded 
yes to having had sexual intercourse. 

Age
Data are presented for 15-year-olds only.

Gender
Boys were more likely to report having had sexual intercourse 
in around half of countries and regions, with the greatest 
gender disparities being seen in eastern European countries. 
Higher prevalence among girls was reported in England and 
Wales. 

Family affluence
Sexual intercourse was associated with family affluence in 
some countries and regions, but the direction of association 
varied. The relationship was stronger in boys, for whom the 
tendency was for higher prevalence among those in the 
highest-affluence group. For girls, the association was positive 
in two countries and regions and negative in four. 
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.

Less than 10%

30% or more
25–30%
20–25%
15–20%
10–15%

No data

15-year-old girls who have had sexual intercourse

HBSC survey 2013/2014

Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.

Less than 10%

30% or more
25–30%
20–25%
15–20%
10–15%

No data

15-year-old boys who have had sexual intercourse

HBSC survey 2013/2014
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Evidence suggests that sexually transmitted infections (STIs) are increasing among adolescents in many European countries and 
regions (10), with adolescents being reported as having the highest incidence of some STIs of any age group (11). Condoms are 
the only effective method of preventing STIs during sexual intercourse and can easily be accessed by adolescents.

The contraceptive pill is an effective method of preventing pregnancy and is frequently used by adolescents in some countries 
and regions (12). Reducing adolescent pregnancies is an important goal in improving adolescent health and lowering maternal 
and child mortality (13). 

Use of contraceptive methods varies by country and region (12).

MEASURES
Fifteen-year-olds only were asked whether they or their partner had used a condom or birth control pills (two separate questions) 
the last time they had had intercourse. 

This question was amended from the HBSC 2009/2010 survey, when pill and condom use for the purpose of contraception was 
measured by providing a list of methods of contraceptives and students were asked to mark those used at last intercourse. The 
question was changed in the 2013/2014 survey as the method was found to result in a large number of missing responses.
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Associations between family a�uence and indicators of health, by country/region and gender:
condom use at last intercourse

HBSC survey 2013/2014

a The former Yugoslav Republic of Macedonia. Note: low- and high-a�uence groups represent the lowest 20% and highest 20% in each country.  ◆ means less than +/-0.5%.
● means no data are presented from the following countries and regions for boys and/or girls due to insu�cient numbers of respondents: Albania (girls), Armenia (girls and boys),

Austria (girls and boys), Belgium (Flemish) (girls), Croatia (girls), Denmark (boys), England (boys), Estonia (boys), Greece (girls), Hungary (girls), Ireland (girls), Israel (girls and boys),
Italy (girls and boys), Lithuania (girls), Luxembourg (boys), Malta (girls and boys), Republic of Moldova (girls), Netherlands (girls), Russian Federation (girls and boys),

Ukraine (girls) and Wales (boys). No data were received from Belgium (French), Greenland and Norway.

SEXUAL BEHAVIOUR:
CONDOM AND PILL USE
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Condom use

Age
Data are presented for 15-year-olds only.

Gender
Boys were more likely to report condom use in 13 countries 
and regions, with girls more likely in only one country (Spain). 
No major gender disparities were noted in most, however.

Family affluence
No clear association with family affluence emerged in most 
countries and regions. A significant association was observed 
in only one for boys and one for girls, where condom use was 
higher among high-affluence groups.

Pill use

Age
Data are presented for 15-year-olds only.

Gender
A significant gender difference was found in seven countries 
and regions, but no overall pattern of either boys or girls being 
more likely to report pill use emerged.

Family affluence
It was not possible to confirm significant relations between pill 
use at last intercourse and family affluence, as the numbers 
were too small to reliably identify statistical significance.

 RESULTS
Findings presented here show the proportions of those who had had sexual intercourse who reported using a condom or the 
contraceptive pill at last intercourse, respectively. 
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BOYS (%)
GIRLS (%)

Note. No data were received from Armenia (girls), Belgium (French), Greenland and Norway.
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Note. No data were received from Armenia (girls), Belgium (French),
Croatia (girls), Greenland, Norway, Poland and the Russian Federation.
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a The former Yugoslav Republic of Macedonia.  
Note: no data were received from Armenia (girls), Belgium (French), Greenland and Norway.
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SEXUAL BEHAVIOUR:
SCIENTIFIC DISCUSSION AND POLICY REFLECTIONS

SCIENTIFIC DISCUSSION
Boys continue to be more likely to report sexual intercourse in most countries and regions, although there is evidence that the 
gender gap is reducing (14,15). The effect of family affluence on the likelihood of engaging in sexual intercourse varies by gender, 
but use of condoms and the contraceptive pill are not strongly associated with affluence. 

Gender identity and norms determine expectations and behaviour (16) and are known to affect health outcomes (17). Gender 
identity solidifies in adolescence, so this is an important time period for addressing gender-based health inequalities (16). 
Working directly with boys to redefine gender roles may be a productive means of reducing health inequalities (18).

More than half of sexually active adolescents in most countries and regions report using a condom at last intercourse, but a 
significant minority leave themselves vulnerable to STIs. Use of contraceptive pills remains less frequent than condom use 
and is highest in northern and western European countries and regions. This may reflect a lack of access for young people 
elsewhere (19).

The decision to engage in sexual intercourse and the likelihood of using contraception during such encounters is influenced by 
young people’s communication skills in relation to sex and relationships. Many young people in Europe still feel they receive 
inadequate information and advice on these matters, which they deem to be necessary before they become sexually active (9).

POLICY REFLECTIONS
Progress has been made at policy level in addressing adolescents’ sexual and reproductive health through, for example, 
introducing comprehensive sex and relationships education and improving access to services in some countries and regions. 
Many young people, however, still lack access to modern contraceptives (10) and face barriers to using confidential services (20). 

WHO has made it clear that it wishes to see an improvement in access to good health services for all young people, irrespective 
of ethnicity, religion or SES, but lack of practitioner skills may hinder policies (where they exist) from being implemented (20). 
Research shows that young people who have access to comprehensive sex and relationships education, confidential reproductive 
health services and appropriate methods of contraception have better sexual health (21).

The HBSC data show that a significant minority of adolescents are sexually active and that many risk STIs or unplanned 
pregnancy by not using condoms or effective methods of birth control. Access to such means of protection is hampered for 
many by restrictions due to religious or cultural attitudes to adolescent sexuality and premarital sex. Each young person should 
nevertheless have access to sexual health services (13), with the school setting being key to providing health education and 
nurturing lifestyle skills to promote personal health and well-being (13). 
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Despite the positive trend in reduction in levels over the past decade (1), physical fighting remains a leading health concern 
and is the most common manifestation of youth violence. Involvement is known to be related to individual, family and school 
relationships: children who fight report lower life satisfaction, poorer family and peer relationships and worse perceptions of 
their school environments (2,3).

Adolescents who fight are at risk of involvement in additional problem behaviours, such as alcohol and other substance use (4–6). 
Research shows that levels of violence are related to socioeconomic factors: inequality intensifies social hierarchies, reduces 
social control over violence, increases feelings of dissatisfaction and resentment, and fosters a harsh social environment in which 
conflict is likely to occur (7).

MEASURE
Young people were asked how many times in the past 12 months they had been involved in a physical fight. Response options 
ranged from none to four times or more. 

Supplementary data on the proportion involved in a physical fight at least once in the past 12 months are provided in the Annex.
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a The former Yugoslav Republic of Macedonia.

 RESULTS
Findings presented here show the proportions who reported 
physical fighting three times or more in the past 12 months. 

Age
Significant changes over age occurred for boys in most 
countries and regions, with fighting tending to decline with 
increasing age. Age-related patterns were less clear for 
girls. The cross-national range in prevalence was very large, 
especially for boys. 

Gender
Boys were more likely to be involved at all ages and in all 
countries and regions except Malta (for 13-year-olds only). 

Family affluence
Fighting differed according to family affluence in a few 
countries and regions, but no consistent pattern emerged 
for boys or girls. The largest difference was among boys in 
Armenia and the Russian Federation, where higher prevalence 
was associated with high affluence. 



193HEALTH BEHAVIOUR IN SCHOOL-AGED CHILDREN (HBSC) STUDY:  
INTERNATIONAL REPORT FROM THE 2013/2014 SURVEY

35
BOYS (%)
GIRLS (%)

15
5HBSC average (gender)

10HBSC average (total)

36

21

22

23

21

24

16

19

20

18

19

18

17

17

17

19

18

18

16

15

14

13

12

13

15

14

14

14

12

11

13

10

12

11

11

12

10

10

9

8

9

6

3

9

7

6

7

4

10

7

6

7

5

7

6

7

5

4

4

4

4

5

6

6

7

5

3

5

3

4

4

5

2

5

3

3

3

3

3

3

3

4

2

3

Armenia

Belgium (French)

Slovakia

Czech Republic

Albania

Austria

Malta

Hungary

Romania

Poland

Republic of Moldova

Croatia

Bulgaria

Russian Federation

Slovenia

Latvia

Ukraine

Denmark

Germany

Canada

France

England

Wales

Greece

Israel

Luxembourg

Lithuania

Ireland

Italy

Spain

Norway

Scotland

MKDa

Netherlands

Estonia

Switzerland

Iceland

Sweden

Belgium (Flemish)

Finland

Portugal

Greenland

13-year-olds who have been involved
in a physical fight at least three

times in the last 12 months

HBSC survey 2013/2014

BOYS (%)
GIRLS (%)

12
4HBSC average (gender)

8HBSC average (total)

36

24

20

19

20

14

13

17

16

16

13

12

14

16

14

14

15

14

14

13

14

14

13

11

10

13

9

11

10

9

11

11

10

9

10

8

7

7

8

7

7

4

3

6

6

6

4

7

8

4

5

5

6

6

5

4

3

4

5

4

4

3

4

4

3

4

5

3

4

3

5

5

3

2

3

4

2

3

3

2

2

2

2

0

Armenia

Albania

Bulgaria

Slovakia

Ukraine

Belgium (French)

Hungary

Republic of Moldova

Czech Republic

Russian Federation

Luxembourg

France

Malta

Romania

Croatia

Denmark

Ireland

Poland

Greece

Lithuania

Latvia

Austria

MKDa

England

Canada

Israel

Belgium (Flemish)

Germany

Slovenia

Wales

Scotland

Estonia

Norway

Netherlands

Italy

Spain

Iceland

Sweden

Portugal

Finland

Switzerland

Greenland

15-year-olds who have been involved
in a physical fight at least three

times in the last 12 months

HBSC survey 2013/2014

GROWING UP UNEQUAL: GENDER AND SOCIOECONOMIC 
DIFFERENCES IN YOUNG PEOPLE’S HEALTH AND WELL-BEING

PART 3. KEY DATA | CHAPTER 5. RISK BEHAVIOURS 
FIGHTING

 Note: indicates significant gender difference (at p<0.05).
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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SCIENTIFIC DISCUSSION
The findings suggest a continuation of the positive downward trend in fighting among young people (1). This may be a result of 
prevention initiatives in schools (8), but prevalence rates differ dramatically across countries and regions, suggesting variations 
in cultural norms relating to fighting and the success of intervention programmes (1).

As with previous findings, levels (notably among boys) decrease with age (9). Adolescents may develop the cognitive, emotional, 
behavioural and verbal resources to cope with frustrations and conflicts in a more constructive and less physical manner as they 
become older. 

Findings confirm previous research that shows boys are involved more than girls (10), but there is no clear relationship with 
family affluence across countries and regions. 

POLICY REFLECTIONS
Violence is a leading cause of death and physical injury for young people (11). The main risk factors for involvement are male 
gender, younger age, bullying victimization, national homicide rates and poverty. In addition, multiple risk behaviours (such as 
alcohol use and smoking) are associated with violence (1,12). Social and school support seem to act as protective factors (12). Risk 
and protective factors may vary by race and ethnicity (12).

Prevention programmes should begin early and be developed with a gendered lens (1). Approaches that have proven effective 
include:

• universal school-based violence-prevention programmes, which provide students and school staff with information  
about violence, change how young people think and feel about it, and teach non-violent skills to resolve disputes; 

• parenting-skill and family-relationship approaches, providing caregivers with support and teaching communication, 
problem-solving, monitoring and behaviour-management skills; 

• intensive family-focused approaches that offer therapeutic services to high-risk chronic young offenders and their  
families to address individual, family, school and community factors that contribute to violence and delinquency; 

• policy, environmental and structural approaches that create changes in community environments to enhance safety  
and affect risk and protective factors among young people; and

• early childhood education and care, which provides high-quality support to disadvantaged children and helps build  
a strong foundation for future learning and healthy development (11).
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BULLYING:
BEING BULLIED AND BULLYING OTHERS

Short- and long-term effects of involvement in bullying, both as perpetrator and victim, have been documented. Involvement 
in bullying affects young people’s physical health, resulting in somatic symptoms such as head, back and stomach aches (1,2), 
psychological distress (depression, bad temper, nervousness, loneliness and suicidal ideation (3–6)) and long-term patterns 
of problem behaviour, including aggression, violence, problem drinking and substance use (7–10). Young people involved in 
bullying report more negative school experiences (11), reflected in poor relationships with peers and teachers. 

Despite recent research showing positive trends towards a decrease in bullying victimization (12), studies have particularly 
emphasized the negative mental health outcomes of being a victim, which include psychological maladjustment, psychosomatic 
health problems and suicide (13,14). The risk for suicide is particularly high when harassment is prejudice-based, such as when 
related to race or sexual orientation (15). Negative internalized emotions can also lead some young victims towards alcohol and/
or substance misuse (16).

MEASURES

Being bullied
Young people were asked how often they had been bullied at school in the past couple of months. The question was preceded 
by the following definition of bullying (17):

 We say a student is being bullied when another student, or a group of students, say or do nasty and unpleasant things to him or 
her. It is also bullying when a student is teased repeatedly in a way he or she does not like or when he or she is deliberately left 
out of things. But it is not bullying when two students of about the same strength or power argue or fight. It is also not bullying 
when a student is teased in a friendly and playful way.

Response options ranged from zero to several times a week. 

Supplementary data on being bullied at school at least once in the past couple of months are provided in the Annex.

Bullying others
Young people were asked how often they had taken part in bullying (an)other student(s) at school in the past couple of months, 
using the same definition (17). Response options ranged from zero to several times a week. 

Supplementary data on bullying others at school at least once in the past couple of months are provided in the Annex.
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Associations between family a�uence and indicators of health, by country/region and gender:
being a victim of bullying at school at least two or three times

a month in the past couple of months

HBSC survey 2013/2014

a The former Yugoslav Republic of Macedonia. Note: low- and high-a�uence groups represent the lowest 20% and highest 20% in each country.  ◆ means less than +/-0.5%.
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a The former Yugoslav Republic of Macedonia.

 RESULTS

Being bullied
Findings presented here show the proportions who reported 
being bullied at school at least two or three times a month in 
the past couple of months. 

Age
Overall prevalence was around 12% for boys and 10% for girls. 
Significant changes across ages were seen in most countries 
and regions (almost all for boys). With very few exceptions, 
being bullied decreased as age increased, peaking for boys 
at 11 and dropping to the lowest levels at 15. Levels for girls 
were constant at ages 11 and 13 and dropped at 15. Very 
large cross-national differences were observed, with high 
prevalence in some countries and low in others.

Gender
Gender differences were seen in around a third of countries 
and regions. Generally, boys were bullied more, with findings 
suggesting different age-related patterns of victimization for 
boys and girls. Bullying peaked at age 13 for girls and 11 for 
boys.

Family affluence
Being bullied varied with family affluence in some countries 
and regions, involving lower bullying victimization with 
increasing affluence in virtually all cases.
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 Note: indicates significant gender difference (at p<0.05).
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a The former Yugoslav Republic of Macedonia.

 RESULTS

Bullying others
Findings presented here show the proportions who reported 
bullying others at least two or three times a month in the past 
couple of months. 

Age
Overall prevalence was around 11% for boys and 6% for girls. 
A significant change with age was seen in many countries 
and regions; in almost all cases, there was an increase as age 
increased. The lowest levels for boys and girls were at age 11, 
with rises to ages 13 and 15. Large cross-national differences 
in prevalence were seen, with some countries (especially 
Latvia and Lithuania) being very high and others (Ireland and 
Sweden) very low. 

Gender
Significant gender differences were seen in almost all countries 
and regions at all ages, with boys bullying more.

Family affluence
Prevalence varied across family affluence for a relatively small 
number of countries and regions, representing lower bullying 
with higher affluence for girls but no clear pattern for boys. 
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 Note: indicates significant gender difference (at p<0.05). 0 means less than +/-0.5%.
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Note: HBSC teams provided disaggregated data for Belgium and the United Kingdom; these data appear in the map above.
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Although research into cyberbullying is relatively nascent, clear and worrying relations have consistently been found between 
being a victim of cyberbullying and negative mental health outcomes such as depression, self-harm and suicidal ideation and 
attempts (18,19).

Cyberbullying has also been related to negative academic achievement and school difficulties, violent behaviour, difficulties 
with peers, unsafe sex practices and involvement in substance use (20–23).

MEASURE
Young people were asked how often they had been bullied through someone sending mean instant messages, wall-postings, 
emails and text messages, or had created a website that made fun of them. Options ranged from not at all in the past couple 
of months to several times a week. 

An additional item on whether someone had taken unflattering or inappropriate pictures of the young person without permission 
and posted them online was included in the HBSC 2013/2014 survey. A summary table of the results and supplementary data 
on being cyberbullied by messages at least once can be found in the Annex.
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 RESULTS
Findings presented here show the proportions who reported 
being a victim of cyberbullying at least two or three times a 
month. 

Age
Prevalence was similar for boys and girls. The age effect was 
significant in a minority of countries and regions, in which 
levels were slightly higher at age 11 for boys and peaked for 
girls at 13. This generally represented a decrease over age 
for boys, but the pattern was less clear for girls. Some cross-
national differences in prevalence were observed, but these 
were less marked than for more traditional forms of bullying.

Gender
Gender differences were seen in less than half of countries 
and regions, with no clear pattern emerging: some showed 
boys being cyberbullied more and others girls. 

Family affluence
Differences according to family affluence were evident in 
very few countries and regions, in which cyberbullying was 
generally associated with lower affluence.
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BULLYING:
SCIENTIFIC DISCUSSION AND POLICY REFLECTIONS

SCIENTIFIC DISCUSSION
Very large cross-national variations in levels of bullying perpetration and victimization are apparent. Findings suggest that 
bullying levels are affected by country-level factors such as cultural norms, socioeconomic levels and the success of intervention 
and prevention programmes in schools. While boys are significantly more likely to be involved as perpetrators in all countries 
and regions at almost all ages (24), gender differences are less strong for victimization, especially with increasing age. There is 
as yet no clear gender pattern for cyberbullying.

A relatively small minority of countries and regions show a relationship with family affluence. This tends to be a decrease in all 
types with higher affluence (25), but the patterns are not always consistent.

Initial analysis seems to suggest that cyberbullying is less prevalent than traditional forms. Cross-national variations may also be 
smaller. Research is needed to investigate the relationship of cyberbullying to known psychosocial determinants and outcomes 
and how its prevalence and patterning is similar to, and differs from, traditional forms of bullying. 

POLICY REFLECTIONS
Aggressive behaviour among young people continues to be an important public health problem (26). Activities such as parent 
training and meetings, improved playground supervision, disciplinary methods, classroom management, teacher training, 
classroom rules, a whole-school antibullying policy, school conferences, information for parents and cooperative group work 
are effective in reducing bullying (27). Reduction in victimization is associated with disciplinary methods, parent training and 
meetings, videos and cooperative group work (27).

Prevention programmes should be long-lasting (more than six months) and accredited (27). For older schoolchildren (those in 
high school or equivalent), programmes focusing on bystanders are more effective (28). Holistic school policies addressing 
cyberbullying should be developed in combination with reactive (deleting, blocking or ignoring messages) and proactive (digital 
literacy, security and awareness) prevention strategies for student computer use (29). Students and teachers should receive 
training to help them understand what constitutes cyberbullying and the role played by so-called sharing and liking. 

Good epidemiological data are needed to build realistic action plans to regulate aggressive behaviours, set quantified targets 
with a timeline and monitor implementation, but current country-level action plans are not always informed by data (27).
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The three age groups included in the HBSC study – 11-, 13- and 15-year-olds – represent the entry point to, and early years 
of, adolescence and adolescent development. Young people experience rapid changes to their physical, emotional and 
psychological state and health throughout adolescence. Changes relate to important developmental trajectories across this age 
span in relation to formation of identity and values, transformations in relationships with parents and peers, and establishment 
of health and risk behaviours (1). It is therefore vital to understand age differences in relation to perceived social context, health 
behaviour and risk behaviours to facilitate a developmental trajectory that promotes young people’s health and well-being 
during adolescence. 

SOCIAL CONTEXT
Findings from the HBSC 2013/2014 survey show that young people’s perceptions of their social context tend to have a negative 
developmental trajectory from age 11 through 13 to 15 in families and at school, while the role of peers has a more stable or even 
positive developmental trajectory. The quality of communication with mother and father (how easy it is to talk to them) reduces 
from 11 to 13 and declines further at age 15. The same pattern is observed for liking school and perceived school performance, 
with perceived school pressure increasing throughout the age span and adding to the observed negative development. 

A somewhat less negative age trajectory from 11 to 15 is reflected in a stable level of perceived support from classmates in half 
of the countries and regions, although a reduction is reported for the other half. Stability in perceived peer support outside of 
school from 11 through 15 is observed in most countries and regions. The same applies to spending time with friends in the 
afternoon and early evening (in about half) which increases from age 11 to 15 in a quarter. An increase with age is seen for 
communication via social media.

HEALTH OUTCOMES
Negative development across age is also seen for health outcomes, with increasing reports of poor health from 11 to 15 in 
three quarters of countries and regions and a substantial drop in life satisfaction over the same age period. Added to this is an 
extensive increase in reported multiple health complaints for girls from 11 to 15, although the situation is stable for boys. 

In relation to overweight and obesity, a change across age groups is seen for boys and girls, with 15-year-olds reporting lower 
BMIs than those of 11. A girls-only age-related change is seen for body image, with 15-year-olds reporting poorer body image 
than those who are 11 and 13. The change across age for weight-reduction behaviours goes in opposite directions for girls and 
boys: there is an increase in weight-reduction behaviours for girls in most countries and regions, but a reduction for boys from 
11 to 15 in a quarter and stability in the rest. 

HEALTH BEHAVIOURS
Overall, a negative drop in healthy behaviours is seen with increasing age. This pattern is observed for boys and girls in relation 
to breakfast and fruit consumption, although the decrease in fruit consumption is lower for girls. Soft-drink consumption 
increases from age 11 to 15 in half of the countries and regions, adding to the pattern of negative developmental trajectory for 
health-promoting behaviours. There is nevertheless a positive age-related drop in the prevalence of medically attended injuries 
between ages 11 and 15. 

A positive age trend is also seen for girls’ oral health, with an increase in toothbrushing behaviours from age 11 to 15, but a drop 
with increasing age is observed for boys. 

Eleven-year-olds are more likely to meet physical activity guidelines of at least 60 minutes of MVPA daily than 15-year-olds in 
almost all countries and regions, which represents a negative developmental age trajectory. The same negative trend is seen 
for watching television, with an increase from age 11 to 15. 

AGE
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RISK BEHAVIOURS
Some of the risk behaviours measured in the survey (tobacco initiation, cannabis use and sexual behaviours) are only reported 
for 15-year-olds, so it is not possible to comment on age trends in relation to these behaviours. Weekly smoking, alcohol use 
and drunkenness increase with age. The same applies to bullying others, but being bullied and (for boys) cyberbullying and 
fighting decrease. Cyberbullying and fighting are more stable during the adolescent years for girls, but with a peak at age 13 
for cyberbullying. 

DISCUSSION
Overall, a negative developmental trajectory with an increasing burden of negative health perceptions and health-compromising 
behaviours with advancing age is evident. A relevant question to raise is how much of this negative development is related 
to individual-level pubertal trajectories and the change process of increasing autonomy and responsibility from childhood to 
adolescence, and how much to influences from the settings in which young people live and participate, such as home, school 
and leisure facilities? 

The age span from 11 to 15 years represents for most young people the prepubertal or pubertal periods. These are characterized 
by biological changes, conscious establishment of self-identity and exploration of risk behaviours such as tobacco and alcohol 
use, and sexual behaviour. Early entrance to puberty is associated with increased levels of health-compromising behaviours 

(2), possibly through seeking older friends who have already started exploring risk behaviours. A healthy developmental 
trajectory involves increasing possibilities for autonomous decision-making to stimulate the establishment of self-identity and 
self-management. 

Findings show that despite the overall pattern of a negative developmental trajectory for health and health behaviours with 
increasing age, variation across countries and regions is substantial. This might be related to variation in cultural norms in 
relation to what is considered appropriate exploration of behaviours and levels of autonomy. It could also be explained by 
differences in policy in areas such as regulation of smoking in schools and the legal age for purchasing cigarettes and alcohol. 
The behaviour effect of policy regulations might influence role-modelling of parents and peers’ smoking behaviours and provide 
another explanation for observed country/region differences. 

Few children at age 11 have entered puberty, which may explain why there is less variation in health perceptions and health 
behaviours across countries and regions for this group. The number of adolescents exploring new behaviours and experiences 
is likely to rise as young people enter the pubertal phase. The exploration of risk behaviours can be explained by young people’s 
inclination to sensation-seek, which may be related to a biological drive to achieve rewards (3). The drive for sensation-seeking 
and its acceptance in cultural norms is likely to represent a prominent effect of cultural norms on variations seen within and 
across countries and regions. 

The influence of social relations and determinants may also help to explain variations in young people’s health behaviours and 
perceptions (4,5). It is likely that parents have a stronger effect than peers on the health-related behaviours of the youngest age 
group (6). The parents of 11-year-olds have a strong structural influence on behaviours by being providers of daily meals and 
encouraging and facilitating participation in leisure activities. They are also more likely to set norms and regulations on where 
and with whom the children can spend their time and when they go to bed. Similarity across countries and regions in parental 
structuring of the youngest age group’s day in relation to meals and regulation of behaviour is expected, but some variation in 
children’s autonomy and influence is likely to develop because of cultural norms. 

Increasing age typically involves increased maturation; with this, parents tend to give children room to influence or even make 
their own decisions on how to fill their time and with whom it is spent. Cultural variation is still to be expected, particularly in 
norms set for girls, but also in relation to a country or region’s wealth and the priority it gives to health interventions (5). 
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Parental norms and role-modelling continue to be influential in preventing health-compromising behaviours in 13- and 15-year-
olds (7), but the influence of peers’ norms and behaviours becomes increasingly important (6,8). A major mechanism in this 
change of influence from parents to peers is the increasing time spent with friends. The influence of peer norms and role-
modelling is communicated through in-group behaviour – that is, behaviour considered relevant and important to the group of 
friends, which may include smoking or experimenting with alcohol, or abstaining from using any substances. Friends may also 
take over the role of confidant, particularly in relation to situations of stress, frustration and insecurity that may include family-
related conflicts (6). 

Entry into adolescence therefore marks an increase in autonomy at home, with peers and in school. Escalation of autonomy in 
relation to the home and with peers is reflected in decisions around which activities and behaviours to pursue and with whom 
to spend time. At school, adolescents are allowed greater influence with increasing age on tasks and effort around tasks. With 
increased autonomy comes higher levels of responsibility and greater expectations of having the capacity to take care of self in 
relation to, for example, eating adequately, doing homework and getting enough sleep. Increased responsibility in the school 
setting is reflected in more and more of the learning process being left to the students, with them assuming responsibility 
for ensuring they make progress and use the resources available to them. Although most adolescents are likely to enjoy their 
increased autonomy and freedom, increased responsibility, in which more depends on the individual’s choices and efforts, can 
create perceptions of greater stress (9). 

The age-related developmental trajectory identified in the HBSC survey may be explained through the interplay between young 
people going through the developmental pubertal process and their experiences in different social contexts, such as family, 
leisure and school (10). Better understanding of this interplay and how it evolves during adolescence is important in identifying 
unique and shared individual and social correlates of different health behaviours and perceived health (4).

Age trajectories in adolescent health behaviours not only affect health during the adolescent years, but may also track into 
adulthood (5,11). Young people who are physically active during the adolescent years, for example, are more likely to continue 
to be physically active in adulthood (12,13). This activity pattern, particularly if combined with healthy eating, may prevent 
the development of cardiovascular disease and cancer. Stimulation of healthy behaviours from an early age is therefore an 
important health-promotion initiative. 

The same principle holds for preventing the development of risk behaviours such as smoking and excessive alcohol use to avoid 
their tracking into adulthood. Psychosomatic complaints established in adolescence are also likely to persist into adulthood, so 
preventing stress experiences in school, at home and with peers by providing young people with opportunities for autonomy 
and perceived control is vital in promoting healthy development. 

CONCLUSION
A notable finding from the survey is that health-compromising behaviours are less frequent and relatively stable across countries 
and regions for the youngest age group (11-year-olds). The situation is somewhat different for 13- and 15-year-olds, in that 
health-compromising behaviours increase with age and more variation in the pattern of increase is seen. 

The age-related increase may be explained by the escalation of peer influence during adolescence, with possibly greater 
experimentation with risk behaviours and less prioritization of healthy behaviours such as physical activity and healthy eating. 
The variation across countries and regions is likely to relate to differences in cultural and economic contexts, and individual 
developmental growth trajectories are likely to interact with contextual influences. Better understanding of the interplay 
between individual and contextual contexts and how they change with age is needed. 

Specifically, the findings underscore the need to develop age-differentiated interventions that address the interplay between 
the individual and the context in which he or she lives to promote young people’s health and well-being. The school setting has 
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been identified as a particularly powerful arena for such interventions, providing an opportunity to combine the knowledge and 
skills of teachers and health support staff (14–16). 
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GENDER

Young women and men take on adult gender roles (social expectations of what is regarded as male or female) in all spheres – 
personal, family and work – during adolescence. These gender roles are shaped by society, so are likely to differ across countries 
and regions (1). 

National political and economic opportunities for women and cultural and religious gender norms affect young people’s 
conceptions of gender roles and may influence their exposure to health risks and protective factors (2). Cross-national differences 
in adolescent health may therefore be understood as a reflection of cross-national variation in gender roles. Awareness of 
gender differences and similarities and understanding of their origins are prerequisites for designing successful and targeted 
interventions. 

SOCIAL CONTEXT
The HBSC study gathers information on key social contexts for adolescent health, such as family, peers and school environment. 
These contexts have been found to strongly affect adolescent health (2–5), so it is relevant to identify and explain gender 
differences within them. 

Some clear gender differences emerge in relation to family life, with boys generally reporting more positive relationships. When 
asked about ease of communication with parents, for example, boys are more likely to report finding it easy to talk to their 
fathers about things that really bother them. No clear gender differences exist for communication with mothers, but they arise 
in older age groups in relation to perceived family support, with boys reporting higher levels.

Girls tend to report higher levels of perceived peer support, with gender differences becoming more pronounced in the older 
age group. Meeting friends every day is more common among boys, while girls tend to have more contact with friends via social 
media, although this is not the case in all countries and regions. 

Girls (especially in the younger age group) are more likely to report high satisfaction with school and high perceived academic 
achievement, indicating that they have more positive school experiences. Eleven-year-old girls also perceive less school-related 
pressure, but this changes with age: at 15, girls report more school-related pressure than boys. Classmate support shows no 
clear patterning by gender. 

HEALTH OUTCOMES
Some of the most persistent gender differences relate to adolescent health outcomes. Specifically, girls are more likely to report 
fair or poor health and multiple health complaints, and also to describe lower life satisfaction. Each of these gender differences 
increases with age. 

Boys have a higher prevalence of medically attended injuries, which may be due to greater participation in physical activities. 
While boys are more likely to be overweight or obese, girls report perceiving their body to be too fat and being engaged in 
weight-reduction behaviour more commonly. The size of these gender differences tends to increase with age. 

HEALTH BEHAVIOURS
Clear gender differences in young people’s health behaviours are evident. Girls are less likely to have breakfast every weekday, 
but also report eating fruit more frequently. Boys generally report higher consumption of soft drinks. Regular toothbrushing 
(more than once a day) is more common among girls. Boys take part in MVPA more often, but are also more likely to report 
screen-time behaviour (watching television, videos, DVDs and other entertainment on a screen on weekdays). 
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RISK BEHAVIOURS
Risk behaviours in the HBSC study include substance use, sexual behaviour, fighting and bullying. Overall, boys tend to engage 
more in these behaviours. 

Boys in general report early and weekly smoking more often. Weekly drinking and (early) drunkenness also tend to be more 
common among boys, as is use of cannabis. Although not significant, a pattern in which girls appear to be catching up with boys 
in relation to substance use seems to be developing in some countries and regions with, for instance, different forms of alcohol 
use becoming more common among girls. 

In most countries and regions, boys are more likely to report having had sexual intercourse, although the opposite pattern is found 
in some. Boys are also more likely to report condom use, but no clear gender pattern emerges regarding contraceptive pill use. 

Boys are involved in fighting more often at all ages and are significantly more likely to be perpetrators of bullying, but gender 
differences are less strong for bullying victimization. No clear gender pattern has yet emerged for cyberbullying. 

DISCUSSION
The current HBSC data reflect gender-specific social relationships shaped by gender socialization, the process by which boys 
and girls learn feminine and masculine identities. They also appear to be influenced by societal expectations, which may differ 
across countries and regions (6). Boys’ social networks are typically based on activities, with higher levels of physical activity 
and sports, while girls’ networks and friendships are based more on personal communication. This gendered pattern is also 
reflected in boys and girls’ use of screen devices, with girls tending to use them primarily for homework and social purposes and 
boys for gaming and watching television (7). 

Girls in many countries and regions perform better at school. Boys are lagging behind: they dislike school more and rate their 
achievements lower. School-based factors, such as teaching practices and examination systems, and conceptions of masculinity 
in peer cultures at school may make schools less appealing to boys (8,9).

Persistent gendered patterns in self-rated health are identified, with girls reporting lower subjective health. These may reflect 
girls' higher expectations for daily life or a gender bias in measuring self-rated health. HBSC questions may focus on female-
specific reactions to stress (internalizing – headache, stomach ache and feeling nervous) rather than anger-based reactions 
(externalizing) seen more frequently among boys (10).

While boys are more likely to be overweight or obese, girls more commonly report that they perceive their body to be too fat 
and that they are engaged in weight-reduction behaviour. This gender difference in body dissatisfaction can be attributed 
to physical changes in puberty, combined with societal standards for ideal appearances. Boys’ bodies change in the desired 
direction, becoming more muscular and strong, while girls lose their so-called ideal appearance through gaining body fat.

A notable process of gender equalization in some risk behaviours has been observed over the past decade (11–13). The findings 
confirm this tendency. Specifically, equalizing of traditional gender differences in tobacco use through increased prevalence 
of smoking among girls has been seen in some countries and regions. Alcohol use still tends to be more common among 
boys, but a pattern of gender convergence is emerging (12,13): there is even evidence of girls reporting more excessive alcohol 
use than boys in some countries, particularly in the United Kingdom. These equalizing trends may reflect men and women’s 
changing social positions and gender identities. Heavy drinking, for example, may now be considered to be less in accordance 
with dominant norms of masculinity, consequently becoming more acceptable among girls and challenging traditional codes of 
femininity (14).

Boys are more likely to report sexual intercourse in most countries and regions, with the differences being largest in those in 
eastern Europe. Specific features of national contexts may withhold girls (especially) from engaging in sexual intercourse at an 
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early age: country/region-level age norms appear to affect the timing of sexual initiation in girls to a greater extent than in 
boys (15). Physical and psychological symptoms are associated with early sexual initiation in girls – but not boys – in countries 
with more traditional gender norms (16). National features that might generate these differences should be explored further.

Fighting, bullying and getting injured remain more common for boys. These health-compromising behaviours can be considered 
gendered, with young boys being pushed to perform more risky behaviours to fulfil notions of masculinity (17,18). The higher 
prevalence of injuries among boys may also reflect the fact that they engage more in injury-producing sports (19,20).

Overall, the extent to which structural factors reinforce the gendered nature of health during adolescence needs greater 
exploration. The United Nations Sex Inequality Index provides an opportunity to assess associations between gender inequality 
and health outcomes across countries and regions. It shows that those with greater gender inequality have poorer health 
outcomes for both sexes, after adjustment for national wealth. This suggests that gender inequality is detrimental to both 
young men and young women, and supports the need for policies to actively address gender inequalities (2).

CONCLUSION
HBSC findings highlight systematic and international gender differences in adolescent health. The magnitude of the differences 
tends to vary across countries and regions, which suggests that more research into the potential influence on adolescent health 
of (national) social structures and cultural factors (such as gender norms and roles) is needed. The observed differences also 
suggest that strategies for health promotion and disease prevention may need to be tailored differently for boys and girls.

Special attention may need to be paid to boys’ well-being at school, as they score systematically lower than girls in relation to 
school experiences. Many risk behaviours are still more common among boys, so health-promotion activities that specifically 
target boys may be needed. Potential increases in girls’ risk behaviours, resulting in gender equalization of health-compromising 
behaviours, should be monitored carefully. 

Persistent gendered patterns in self-rated health and well-being, with girls reporting lower subjective health, require attention. 
Boys and girls may react differently to mental health interventions (21), so they may need to be tailored. Girls’ relatively low self-
perceptions call for mental health promotion to give stronger emphasis to strengthening their self-esteem and preventing them 
from developing negative ideas about their bodies. 
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FAMILY AFFLUENCE

Socioeconomic differences are found in many areas of health and health behaviours and the social relationships that support 
them. In general, young people with higher affluence tend to get along better with their families and peers, do better in school 
and report better health outcomes. The pattern is less clear in relation to some risk behaviours and in spending time with peers.

SOCIAL CONTEXT
Young people with higher affluence have better communication with parents, although the association is stronger for 
communication with fathers and among girls. Family affluence positively relates to perceived family support in over half the 
countries and regions and to peer support in about two thirds. It is also related to school performance, despite having no consistent 
association with liking school or school pressure.

HEALTH OUTCOMES
Inequalities related to family affluence exist across a range of health outcomes. Higher family affluence relates to better self-rated 
health and higher life satisfaction. It is also associated with frequency of multiple health complaints in around a third of countries 
and regions for boys and about half for girls. Low affluence relates to excess body mass and perceptions of being too fat, although 
this is not observed across all countries and regions. Medically attended injuries increase with higher family affluence, which 
might reflect differences in accessing health services or participation in sports in some countries and regions.

HEALTH BEHAVIOURS
Higher affluence relates to more frequent physical activity, more regular toothbrushing, higher fruit intake and more frequent 
breakfast consumption in most countries and regions. Inequalities in soft-drink consumption vary, with higher affluence relating 
to higher consumption in some countries and regions but lower in others. Higher television-watching is associated with lower 
affluence, largely in western Europe, but the opposite relationship is observed in some eastern European countries. 

RISK BEHAVIOURS
No clear pattern of inequalities is found in risk behaviours. Low affluence relates to weekly smoking in most countries and regions, 
but not to age of smoking onset, drinking initiation or cannabis use. Young people from low-affluence families are more likely to 
have been bullied, but there is no consistent relationship for fighting, bullying others and cyberbullying. 

DISCUSSION
Adolescent health and health behaviours share a complex association with family affluence. Longitudinal research in this area 
has found that the effects are bidirectional in nature. Obesity in adolescence, for example, predicts less education and lower 
incomes in adulthood (1); conversely, low adolescent SES increases the risk for adult obesity after differences in adult SES are 
taken into account (2,3). Research has also found that international differences in income inequality determine the size of health 
inequalities in adolescents (4). Health, SES and social mobility are intricately linked from an early age, which helps explain why 
health inequalities endure throughout the life-course. 

The mechanisms that underlie these inequalities involve multiple causal pathways (5). First, family affluence affects adolescent 
health by limiting access to material resources that support health, such as good-quality schools, healthy food options and access 
to parks and playgrounds that facilitate physical activity (6).

Second, low family affluence levies the psychosocial effects of low socioeconomic rank and the stress and anxieties of living in 
relative poverty (7). This psychosocial path explains why the socioeconomic gradient in health extends through the full range 
of family affluence and why socioeconomic differences are observed in all HBSC countries and regions regardless of their 
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national wealth. Material and psychosocial pathways work in tandem: inequalities in food choices, for example, are determined 
by affordability of healthy food options and the stressors of relative deprivation, which disinhibit dietary restraint and drive 
preferences for high-fat, high-caloric foods (8–10).

Third, family affluence indirectly affects adolescent health though social stratification. Lower-affluence adolescents have less 
structured mealtimes and poorer communication with parents, perceive less social support from their families and peers, and do 
less well in school. Research has found that antisocial behaviour, school dropout and exposure to crime-ridden neighbourhoods 
are more common experiences for lower-affluence adolescents (11). Health inequalities are created and then reinforced by multiple 
social contexts. 

Fourth, observed differences in health outcomes are also a consequence of socially patterned differences in early life experiences 
and the cumulative effects of psychological stress on the development of neuroregulatory centres of the brain that govern emotion, 
attention and social functioning (12).

CONCLUSION
The likelihood that adolescents are healthy, happy and doing well in school becomes significantly and progressively stronger as 
family affluence rises (11). Early socioeconomic exposures have lasting effects on lifelong health and well-being (13,14). The HBSC 
study provides valuable information about the magnitude of these differences across multiple health behaviours and health 
outcomes. 
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CONCLUSION

SCIENTIFIC CONCLUSIONS
Young people are regarded as being healthy relative to other population groups, but adolescence is now recognized as a 
critical stage of the life-course during which many behavioural patterns that help determine current health status and future 
health outcomes are established. Emerging evidence suggests that adolescents are particularly sensitive to environmental 
influences, which emphasizes the importance of adopting a social determinants approach to understanding adolescent health 
and well-being. 

The HBSC study provides a unique insight into the lives of young people across Europe and North America. This latest report 
presents key findings from the 2013/2014 survey in relation to health behaviours, risk behaviours and health outcomes, and the 
social context in which young people live. 

The data show that family relationships change during the adolescent years, especially for girls, and that the role of family as a 
protective factor may diminish during this time. In contrast, perceived support from friends remains relatively stable, potentially 
providing an important resource at a time when many changes are taking place. The quotes from young people featured 
throughout the report demonstrate the essential role that friendships play in supporting young people through the challenges 
they face. 

The way young people interact and communicate has changed in recent years, with the growth of social and other forms of 
electronic media. Technological developments over past decades present benefits and risks for young people. Most of the 
adolescents surveyed engage in daily EMC with their peers, with an increasing trend compared to previous years (1). 

Increased use of mobile devices and media technology has the potential to facilitate the development of online/electronic 
aggression, so questions on cyberbullying were included for the first time in the 2013/2014 survey. Interest in this new 
phenomenon is growing, as exposure to cyberbullying has been associated with a wide range of negative outcomes for those 
victimized. Overall, young people reported being victims of cyberbullying less often than traditional bullying, but this balance 
may shift in the future. 

Evidence that electronic media use can have positive and negative effects on young people’s health highlights the importance 
of continuing to monitor the changing nature of peer relations to better understand their impact. Large variation in prevalence 
of face-to-face contact time and use of social media exists between countries and regions, highlighting the role of wider cultural 
factors in determining social norms and practices. 

School has an important influence on young people’s lives, and health and learning are closely linked. There is considerable cross-
national variation in young people’s experiences at school, particularly in relation to how much they like school and feel pressured 
by schoolwork. This is not surprising, given the diversity of school systems across countries and regions and differences in the way 
the school day is organized. Younger children tend to have more positive experiences, although younger boys are more likely than 
girls to experience school-related stress. The opposite relationship is seen for older students, where stress is higher among girls. 
This may be a contributing factor to the lower levels of mental well-being experienced by girls of this age. 

The findings show a marked decline in subjective well-being among girls during the adolescent years. On average, one in 
five girls reports fair or poor health by age 15 and half experience multiple health complaints more than once a week. Body 
dissatisfaction also increases significantly during this period for girls, particularly in western and central European countries, 
despite actual levels of overweight and obesity remaining stable. Indeed, the data indicate that older female adolescents have 
a different trajectory in relation to the main health and well-being indicators. In addition to poorer mental health, 15-year-old 
girls also report the lowest levels of life satisfaction, daily breakfast consumption and physical activity. 

Many positive behaviours appear to be influenced by gender. Girls are more likely to include fruit and vegetables in their diet 
and brush their teeth, while boys are more likely to be physically active. Negative health outcomes and risk behaviours are also 
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strongly gendered. Boys, for example, are more likely to experience injury and be involved in physical fights. They drink alcohol 
and smoke tobacco more often, although the gender gap has been closing in some countries in recent years as girls adopt 
behaviours typically regarded as masculine. Despite this, encouraging trends in risk behaviour are seen compared with previous 
surveys, with substantial reductions in substance use, fighting (2) and bullying victimization (3) among boys and girls in many 
countries and regions (4,5). 

Differences in family affluence continue to have a strong effect on young people’s health and well-being. The findings show that 
adolescents from low-affluence families tend to have poorer health, lower life satisfaction, higher levels of obesity and sedentary 
behaviours, poorer communication with their parents, less social interaction via social media and lower levels of support from 
friends and family. In contrast, those from high-affluence families tend to report better outcomes. Many of these inequalities are 
persistent and evidence suggests they may be increasing, with widening gaps in several key domains of adolescent health (6). 
Socioeconomic patterning of behaviours is less evident for risk behaviours and school experience, which suggests that schools 
can provide a supportive environment for young people’s health and development regardless of family circumstances. 

Health-related behaviours in adolescence are affected by structural determinants of health (such as national wealth and 
income inequality, and employment opportunities) and proximal or intermediate determinants (including the connectedness 
of adolescents to family and school) (7). The large variation in prevalence between countries and regions observed for many 
indicators reinforces the importance of country-level factors and cultural norms in determining young people’s health and well-
being. As Sawyer et al. (7) note:

 The complex interaction of social determinants of health and risk and protective factors with the biological and social-role 
transitions of adolescence explains the growing disparities between the health of adolescents in different regions and countries. 
These same factors also affect the experience of growing up within the same country, where adolescents can have highly 
heterogeneous life experiences and diverse health outcomes.

HBSC is in a unique position to be able to describe and explain patterning of health among this age group within and between 
countries and regions, and to identify the main influences on young people’s engagement in health-related behaviours within a 
risk- and protective-factors framework. The findings in this report should be addressed through a positive youth-development 
approach (8) in which the focus is adolescents’ assets and developmental strengths, whether internal to the young person 
(resilience, for example) or external (such as peers and school). 

POLICY CONCLUSIONS
This report reflects on international efforts towards meeting the overall priority of the WHO European child and adolescent 
health strategy to make children’s lives more visible (9). The HBSC study raises the profile of adolescence as a critical period in 
the life-course, shedding light on adolescents’ health behaviours and social and developmental context over time. It is a unique 
instrument for understanding new challenges to adolescent health (10) and provides a common voice that speaks to the national 
and international realities of young people’s lives. The report highlights priority areas for action and identifies modifiable 
risk and protective factors that can be used to inform the development and implementation of intervention and prevention 
programmes. 

Findings show that young people increasingly use digital social media to interact and become informed. Innovative interventions 
should be designed to make use of new communication technologies to disseminate health-promoting messages. Frequent use 
of electronic media highlights the need to address young people’s health literacy to ensure they know how to assess the quality 
of information and validity of sources. Measurement and evaluation of interventions that make use of new communication 
technologies are critical to building a knowledge base that can enhance the ability to improve opportunities and outcomes in 
this age group. 
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The breadth of the HBSC study can support a range of policy actions to improve young people’s health and well-being.  
It cannot directly identify the causes of observed trends in adolescents' health, but can reflect on changes in policies that 
coincide with alterations in reported behaviours. For example, some of the positive changes in young people’s lives reflected 
in the report could be attributable to international and national efforts to promote healthy eating, increase physical activity, 
encourage positive oral health and reduce risk behaviours. Room for improvement remains, however.

Prevention programmes should begin early and be developed with a gendered lens for issues such as fighting, sexual behaviour, 
subjective health, toothbrushing and school perception. The burden of deterioration in adolescent subjective health is a major 
health problem that calls for structural changes through a HiAP approach (11). Oral health promotion should be integrated with 
general health promotion: further investment in oral health promotion to help prevent oral disease could generate sizeable 
savings in treatment costs later in life (12). 

Access to modern contraceptives and confidential sexual and reproductive health services is critical, especially for boys from low-
affluence backgrounds, but lack of skilled practitioners may hinder policies to improve sexual health in this age group. 

Greater insight into the harmful effects of alcohol on the brains of adolescents has supported the introduction of more stringent 
policies to curb teenage drinking and changes in social norms. Interventions that focus on preventing experimentation among 
young people and preventing those who have experimented from adopting a regular habit, and policies to restrict their access 
to tobacco products through commercial sources (13), should be scaled-up to delay onset as much as possible. 

A systemic approach to addressing obesity and overweight rates that includes the provision of healthy and nutritious food, safe 
neighbourhoods and opportunities for physical activity and sports participation should be adopted. School fruit schemes and 
food-based guidelines and labelling have proven effective in improving eating habits, but data suggest that the school food 
environment is also of importance in shaping children’s diet. 

Injury prevention is an important public health area in which small investments could realize big gains. Common macro 
approaches, such as the use of legislation, product and environmental modifications to promote children’s safety, supportive 
home visits, promoting the use of safety devices (such as helmets, seat belts and smoke alarms) and educational programmes, 
are supported (14). 

Relationships are critical during adolescence, with peers and parents having a key role as protective assets in young people’s 
lives. Policies should support the establishment and maintenance of supportive social relationships among adolescents through, 
for example, opportunities to interact with peers in safe and structured settings. It is also important to change misleading 
discourses which imply that time spent alone with peers leads to risk-taking and offending; this very much depends on the 
conditions under which the interactions take place (15). Increased attention to, and more investment in, programmes that 
promote positive parenting during adolescence are necessary. 

The overall health and behaviours described in this report are quite positive, but the need to address existing social, age and 
gender inequities persists. Members of the HBSC network have been working closely with WHO in monitoring the European 
child and adolescent health strategy, which aims to address the social determinants of health and bridge the equality gap for 
young people (9). HBSC data will play an important role in ensuring that the strategy’s commitments are realized. 

The adoption of supportive environments for the whole community, rather than just for at-risk populations, is necessary. 
Supportive environments include schools and communities, but also cyberspace. Investment is needed for programmes that 
contribute to young people being informed online users, foster healthy and responsible online interactions with peers and 
include educational messages about the potentially negative consequences of online activities. 

Comprehensive, integrated, flexible and sustainable policies to achieve positive health outcomes in this age group are only 
possible with the necessary political will to ensure sufficient resources are allocated for implementation and evaluation. The 
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knowledge generated from these activities can provide valuable insights into what works in promoting young people’s health.

The HBSC study has now been active for over 30 years. It is well positioned to provide solid evidence on children and young 
people’s needs and strengths and relevant data to enhance understanding of health inequalities. The study’s efforts to increase 
young people’s participation in the production of science and policy results in data that better reflects their lifestyles and 
priorities (16), while also being of significant value to programme and policy design. 

The report underscores the importance of giving young people a stronger voice and offering them more opportunities for 
engagement in activities related to their health and well-being. Young people should play an active role in identifying their 
social and health problems and challenges and contribute to the development of solutions and interventions that target them 
as a group. 
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METHODOLOGY AND SUPPLEMENTARY DATA TABLES

HBSC METHODOLOGY FOR THE 2013/2014 SURVEY
Detailed information on the research methods used by the HBSC network during the 2013/2014 survey can be accessed by 
registering online for a copy of the 2013/2014 HBSC international study protocol (1) or referring to Schnohr et al. (2). 

Sample design
The aim was to ensure that the sample was nationally representative for the age groups of 11-, 13- and 15-year-olds attending 
school in each country and region. At least 95% of children within these age groups should have been included in the sample 
frame. The minor proportion not included would represent young people who for different reasons were not in school or who 
attended schools for children with special needs.

Cluster probability sampling (systematic or random) of school classes was carried out in each country and region. Sampling 
of schools (proportional to size) was carried out where lists of classes were not available, followed by sampling of classes 
within school. Samples in some countries and regions were first stratified (by, for example, geopolitical unit or language group). 
Countries and regions timed their data collection to meet the target ages of 11.5, 13.5 and 15.5 years. 

The recommended sample size was 1500 in each age group in each country and region, based on an expected design factor 
(deft=1.2) that takes into account the effect of clustering, stratification and weighting on the precision of estimates. Compared 
to random sampling, cluster sampling decreases precision for the same number of individual students. A larger sample must 
therefore be taken when using cluster sampling than with simple random sampling to maintain a desired level of precision. 
Previous analyses of HBSC data indicate that a sample size of 1500 will ensure a 95% confidence interval in each age group of 
±3% around an estimated proportion of 50%. This level of precision is adequate for the purposes of the study.

In practice, many countries and regions chose to sample more than the minimum sample size in each age group to increase 
precision of estimates in subpopulations. A census survey approach was considered appropriate in Greenland, Iceland, 
Luxembourg and Malta owing to the small populations of young people in these countries. 

Survey administration
Self-report anonymous questionnaires were administered in school classes between September 2013 and January 2015. This 
period was longer than in previous HBSC surveys, as a few countries and regions did not compete fieldwork by June 2014 due 
to individual circumstances. The fieldwork period was six months or less in 34 countries. Table A1 indicates the data collection 
period for each country and region included in the report. Administration of questionnaires was completed by researchers or 
teachers using a standard protocol provided by country teams. 

Appropriate ethical approval was gained in all countries and regions. Standardized information about the study was provided 
to parents and students with the invitation to participate. Where possible, special adjustments were made to accommodate 
students who could not complete the questionnaire under standard conditions (through provision of, for instance, large-print 
versions or a reader).
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TABLE A1. FIELDWORK DATES IN THE HBSC 2013/2014 SURVEY

Country/region Fieldwork period Country/region Fieldwork period

Albania April–May 2014 Italy April–June 2014

Armenia November 2013–May 2014 Latvia January–March 2014

Austria January–June 2014 Lithuania March–June 2014

Belgium (Flemish) January–May 2014 Luxembourg April–July 2014

Belgium (French) April–June 2014 Malta March 2014

Bulgaria May–June 2014 Netherlands September–December 2013 

Canada November 2013–June 2014 Norway March 2014–January 2015

Croatia March–April 2014 Poland October 2013–June 2014

Czech Republic April–June 2014 Portugal January–March 2014

Denmark January–March 2014 Republic of Moldova April 2014

England September 2013–April 2014 Romania May–June 2014

Estonia February–April 2014 Russian Federation March–October 2014

Finland March–May 2014 Scotland February–June 2014

France April–June 2014 Slovakia May–June 2014

Germany October 2013–August 2014 Slovenia February 2014

Greece January–April 2014 Spain March 2014–December 2014

Greenland April–May 2014 Sweden January 2014

Hungary April–May 2014 Switzerland January–April 2014

Iceland February 2014 MKDa May 2014

Ireland April–June 2014 Ukraine April–May 2014

Israel May–June 2014 Wales November 2013–March 2014

a The former Yugoslav Republic of Macedonia.
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Survey response, achieved sample size and mean ages
Preliminary calculation indicates that student-level response rates were over 60% in most countries and regions. Complete 
tabulation will be made available on the HBSC website (3). The achieved sample size in each age group was at or above the 
study aim of 1500 students in most countries and regions (with the exception of those carrying out a census) (Table A2). Nine 
achieved less than 90% of the desired sample size, resulting in larger confidence intervals.

TABLE A2. NUMBER OF RESPONDENTS IN THE HBSC 2013/2014 SURVEY

Country/region Gender 
 Boys Girls 

Age group
 11-year-olds 13-year-olds 15-year-olds

Total

Albania
Armenia
Austria
Belgium (French)
Belgium (Flemish)
Bulgaria
Canada
Croatia
Czech Republic
Denmark
England
Estonia
Finland
France
Germany
Greece
Greenland
Hungary
Iceland
Ireland
Israel
Italy
Latvia
Lithuania
Luxembourg
Malta
Netherlands
Norway
Poland
Portugal
Republic of Moldova
Romania
Russian Federation
Scotland
Slovakia
Slovenia
Spain
Sweden
Switzerland
MKDa

Ukraine
Wales

Total

2 463
1 759
1 613
2 929
2 407
2 523
6 412
2 884
2 420
1 815
2 768
2 041
2 914
2 868
3 035
2 064

488
1 958
5 312
1 595
3 018
2 050
2 653
2 910
1 566
1 165
2 114
1 507
2 263
2 371

2 348
1 880
2 067
2 973
3 066
2 449
5 474
3 838
3 277
2 114
2 159
2 631

108 161

2 561
1 920
1 845
2 963
1 986
2 273
6 519
2 857
2 662
2 076
2 567
2 016
3 011
2 823
2 926
2 077

532
1 977

5 290
2 503
3 175
2 022
2 904
2 820
1 752
1 100
2 187
1 565
2 282
2 618
2 300
2 100
2 649
2 959
3 033
2 548
5 662
3 862
3 357
2 104
2 393
2 523

111 299

1 593
1 471
1 072
1 977
1 453
1 592
3 134
1 792
1 574
1 223
2 116
1 354
1 983
1 716
1 736
1 357

315
1 424
3 437
1 050
2 466
1 337
1 854
2 015

906
809

1 353
1 233
1 507
1 646
1 543
1 259
1 380
1 867
1 772
1 633
3 049
2 621
1 972
1 395
1 474
1 833

70 293

1 629
1 163
1 084
1 983
1 177

1 554
4 824
2 002
1 721
1 357
1 593
1 428
1 887
2 180
2 070
1 436

369
1 352
3 686
1 508
1 863
1 410
1 955
2 017
1 126

802
1 524

942
1 525
1 983
1 549
1 240
1 749
2 061
2 407
1 734
4 328
2 267
2 346
1 307
1 384
1 863

75 385

1 699
1 044
1 264
1 932
1 717

1 650
4 973
1 946
1 760
1 263
1 608
1 269
1 965
1 740
2 104
1 320

320
1 100
3 316
1 520
1 864
1 262
1 726
1 698
1 079

645
1 357

874
1 484
1 360
1 556
1 442
1 445
1 869
1 835
1 615
3 759
2 766
2 212
1 457
1 694
1 432

71 941

5 024
3 679
3 458
5 892
4 393
4 796

12 931
5 741

5 082
3 891
5 335
4 057
5 925
5 691
5 961
4 141
1 020
3 935

10 602
4 098
6 193
4 072
5 557
5 730
3 318
2 265
4 301
3 072
4 545
4 989
4 648
3 980
4 716
5 932
6 099
4 997

11 136
7 700
6 634
4 218
4 552
5 154

219 460

a The former Yugoslav Republic of Macedonia.
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The mean ages across the whole sample were 11.6, 13.5 and 15.5 years (Table A3). Deviations ranged from 11.1 to 11.8 in the 
youngest age group. The patterns were similar among those aged 13 and 15. The age range is largely explained by countries 
and regions being unable to undertake data collection around the date determining school entry. In some, the number of 
children repeating a school year was substantial, resulting in an unbalanced age composition within classes.

TABLE A3. MEAN AGES IN THE HBSC 2013/2014 SURVEY

Country/region Age group
 11-year-olds 13-year-olds 15-year-olds

Total

Albania
Armenia
Austria
Belgium (Flemish)
Belgium (French)
Bulgaria
Canada
Croatia
Czech Republic
Denmark
England
Estonia
Finland
France
Germany
Greece
Greenland
Hungary
Iceland
Ireland
Israel
Italy
Latvia
Lithuania
Luxembourg
Malta
Netherlands
Norway
Poland
Portugal
Republic of Moldova
Romania
Russian Federation
Scotland
Slovakia
Slovenia
Spain
Sweden
Switzerland
MKDa

Ukraine
Wales

HBSC total 

11.5
11.5
11.3
11.5
11.5
11.6
11.8
11.6
11.4
11.7
11.7
11.8
11.8
11.5
11.3
11.7
11.5
11.6
11.6
11.6
12.0
11.7
11.7
11.7
11.5
11.7
11.6
11.6
11.6
11.7
11.6
11.1
11.5
11.7
11.6
11.7
11.4
11.6
11.5
11.8
11.6
11.8

11.6

13.5
13.3
13.3
13.5
13.5
13.7
13.5
13.6
13.4
13.7
13.7
13.8
13.8
13.5
13.3
13.6
13.5
13.6
13.6
13.5
13.8
13.7
13.6
13.7
13.4
13.7
13.5
13.6
13.6
13.6
13.6
13.1
13.5
13.7
13.5
13.6
13.4
13.5
13.5
13.6
13.5
13.8

13.5

15.5
15.3
15.3
15.5
15.5
15.7
15.4
15.6
15.4
15.7
15.7
15.8
15.8
15.5
15.3
15.6
15.4
15.6
15.6
15.5
15.8
15.7
15.6
15.6
15.4
15.7
15.4
15.6
15.6
15.6
15.5
15.1
15.4
15.7
15.3
15.6
15.5
15.6
15.3
15.6
15.6
15.8

15.5

 13.5
 13.1
 13.4
 13.6
 13.5
 13.7
 13.8
 13.6
 13.4
 13.7
 13.5
 13.8
 13.8
 13.5
 13.5
 13.6
 13.5
 13.4
 13.6
 13.7
 13.7
 13.7
 13.6
 13.6
 13.6
 13.5
 13.5
 13.3
 13.6
 13.5
 13.6
 13.2
 13.5
 13.7
 13.5
 13.6
 13.6
 13.6
 13.5
 13.7
 13.7
 13.6

 13.6

a The former Yugoslav Republic of Macedonia.
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Table A4 provides an overview of family affluence according to Family Affluence Scale (FAS) scores across countries and regions 
(for further information about FAS, refer to the HBSC international study protocol (1)). In this table, countries and regions’ mean 
level of affluence is expressed through an index. The possible index score ranges from 0 to 100, where a value of 100 is the 
maximum possible affluence score and 0 is the minimum possible score. HBSC countries and regions differ on this index, with 
values ranging from 38 (Albania) to 76 (Luxembourg).

TABLE A4. FAMILY AFFLUENCE ACCORDING TO FAS COMPOSITE SCORES (ALL AGES)

Country/region Mean FAS index score 
(0 to 100)

Country/region Mean FAS index score 
(0 to 100)

Albania
Republic of Moldova
Ukraine
Armeniaa

Romania
Greenland
Russian Federation
Hungary
Latvia
Greece
Bulgaria
MKDb

Poland
Slovakia
Croatia
Estonia
Italy
Israel
Czech Republic
Lithuaniaa

Spain

38
40
41
41
43
45
48
49
50
51
52
53
53
55
56
58
58
59
61
62
63

Canada
Finland
Iceland
Belgium (French)
Portugal
Netherlands
Ireland
Scotland
England
France
Germany
Belgium (Flemish)
Austria
Slovenia
Wales
Sweden
Malta
Denmark
Switzerland
Norway
Luxembourg

65
65
65
65
66
66
67
68
68
68
69
69
69
69
70
71
71
71
74
76
76

a The index for Armenia and Lithuania was based on a subset of family affluence items. b The former Yugoslav Republic of Macedonia.

Analyses
Results for some indicators are presented only for a subset of countries and regions, either due to the relevant indicator not 
being included or deviations at country/region level. Tables for some indicators from the report are presented in this Annex with 
different cut-offs (such as daily smoking in addition to the weekly smoking cut-off used in the main report), along with some 
additional indicators that do not appear in the main text. 

Analyses for age and gender take account of the effect of the survey design (including stratification, clustering and weighting) 
on the precision of estimates presented. The significance level was set at 5%. 

Design-adjusted analyses were completed using the Complex Samples module IBM® SPSS® Statistics 22.0 (Armonk (NY): 
IBM Corp.; 2013). Gender differences were tested for statistical significance using design-adjusted chi-square tests for 
independence. Statistical significance of linear trends across age groups and across family affluence were tested using design-
adjusted chi-square test. To avoid overinterpretation of small differences, only statistically significant and consistent patterns 
between individual variables and family affluence are discussed in the text.
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SUPPLEMENTARY DATA TABLES
The following tables are supplementary to data presented in Chapters 2–5.

1. Social context:
• family structure: young people living in different family types
• immigrant status
• high quality of family communication
• spending time with friends after 8 pm (20:00) daily
• contacting friends using texting/SMS daily.

2. Health outcomes:
• overweight and obesity, using International Obesity Task Force cut-off points
• overweight and obesity: rates of missing BMI data
• most serious injury requiring medical treatment
• reporting difficulties getting to sleep more than once a week
• reporting stomach ache more than once a week
• reporting feeling nervous more than once a week
• reporting a headache more than once a week
• reporting feeling low more than once a week.

3. Health behaviours:
• participating in vigorous physical activity for two or more hours per week
• daily vegetable consumption
• daily sweets consumption
• having breakfast with mother or father every day
• using a computer for email, internet or homework for two or more hours on weekdays
• playing games on a computer or games console for two or more hours on weekdays.

4. Risk behaviour:
• drinking beer at least once a week
• drinking alcopops at least once a week
• drinking wine at least once a week
• drinking spirits at least once a week
• first alcohol use at age 13 or younger
• ever smoked tobacco
• daily smoking
• involved in a physical fight at least once in the past 12 months
• been bullied at school at least once in the past couple of months
• bullying others at school at least once in the past couple of months 
• been cyberbullied by messages at least once 
• been cyberbullied by pictures at least once 
• been cyberbullied by pictures at least 2–3 times a month.
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SOCIAL CONTEXT 
FAMILY STRUCTURE: YOUNG PEOPLE LIVING IN DIFFERENT FAMILY TYPES

Country/region Both parents
(%)

Single parent
(%)

Stepfamily
(%)

Other
(%)

Albania
Armenia
MKDa

Malta
Israel
Croatia
Greece
Italy
Slovenia
Spain
Poland
Switzerland
Ireland
Republic of Moldova
Slovakia
Netherlands
Austria
Romania
Norway
Bulgaria
Germany
Portugal
Ukraine
Denmark
Belgium (Flemish)
Luxembourg
Lithuania
Finland
England
France
Hungary
Iceland
Sweden
Canada
Czech Republic
Russian Federation
Belgium (French)
Estonia
Scotland
Latvia
Wales
Greenland

93
89
87
85
84
84
84
82
79
79
78
77
77
77
76
76
75
75
75
74
74
73
73
72
71
71
70
70
70
69
69
69
69
68
68
67
66
66
65
64
61
52

6
9

10
11
11
10
12
13
13
14
14
14
16
14
22
15
16
17
14
16
15
16
17
17
14
15
18
14
18
16
18
16
18
17
18
20
15
19
21
21
24
23

1
0
1
1
4
4
3
3
6
6
6
8
6
5
1
9
7
4

10
5

10
9
8

10
14
12

9
14
11
13
10
13
10
10
12
10
17
14
12
11
11
14

0
1
2
3
1
2
1
2
2
2
2
1
1
5
1
1
2
5
1
5
2
2
2
1
1
3
3
1
2
2
3
1
3
5
2
2
2
2
3
4
4

11 

 

MEASURE Young people were asked about their family living arrangements and who they lived with most of the time. Findings presented here show 
the proportions who reported living primarily with both parents, within a stepfamily, single-parent family or some other arrangement (for instance, a 
foster home or cared for by non-parental family members).

a The former Yugoslav Republic of Macedonia.



GROWING UP UNEQUAL: GENDER AND SOCIOECONOMIC 
DIFFERENCES IN YOUNG PEOPLE’S HEALTH AND WELL-BEING

ANNEX. METHODOLOGY AND SUPPLEMENTARY DATA TABLES A

HEALTH BEHAVIOUR IN SCHOOL-AGED CHILDREN (HBSC) STUDY:  
INTERNATIONAL REPORT FROM THE 2013/2014 SURVEY

245

SOCIAL CONTEXT 
IMMIGRANT STATUS

Country/region First-generation
(%)

Second-generation
(%)

Non-immigrant
(%)

Albania
Austriaa

Belgium (Flemish)
Belgium (French)
Bulgaria
Croatia
Czech Republica

Denmark
Estonia
Finland
Germany
Greece
Iceland
Ireland
Israel
Italy
Luxembourg
Malta
Netherlands
Norway
Portugala

Republic of Moldova
Romania
Russian Federation
Scotlandb

Slovenia
Spain
Sweden
Switzerland
Ukraine
Walesc

6
5
8

11
1
4
2
6
2
4
5
5
7

14
7
5

20
5
4
7
6
2
3
7
5
5

10
10
10

2
4

0
17
18
27

2
21

7
21
15

7
23
18

6
17
29

9
47
16
19
15
16

6
2

13
10
12
11
21
39
11

8

94
77
75
62
96
76
91
74
82
89
72
77
88
69
65
87
33
79
77
78
78
92
95
80
85
83
79
69
51
88
88

Note: no data were received from Armenia, Canada, England, France, Greenland, Hungary, Latvia, Lithuania, Poland, Slovakia and the former Yugoslav Republic of Macedonia. 

MEASURE Young people were asked if both they and their parents were born in their country of residence or in another country. First-generation 
immigrant means that the child was born abroad; second-generation immigrant means the child was born in the country of residence, but at least 
one of the parents was born abroad; and non-immigrant means the child and both parents were born in the country of residence.

a Data were available only for 15-year-olds. b Adolescents or parents born in England or Wales are not considered immigrants.  c Adolescents or parents born in England or Scotland are not considered immigrants.



GROWING UP UNEQUAL: GENDER AND SOCIOECONOMIC 
DIFFERENCES IN YOUNG PEOPLE’S HEALTH AND WELL-BEING
ANNEX. METHODOLOGY AND SUPPLEMENTARY DATA TABLES

HEALTH BEHAVIOUR IN SCHOOL-AGED CHILDREN (HBSC) STUDY:  
INTERNATIONAL REPORT FROM THE 2013/2014 SURVEY

246

SOCIAL CONTEXT 
HIGH QUALITY OF FAMILY COMMUNICATION

11-year-olds (%) 
Country/region Boys Girls Total

13-year-olds (%) 
Country/region Boys Girls Total

15-year-olds (%) 
Country/region Boys Girls Total

Romania
Israel
Croatia
Albania
Republic of Moldova
Iceland
Spain
Malta
MKDa

Germany
Switzerland
Sweden
Finland
Slovenia
Denmark
Norway
Portugal
Luxembourg
Greece
Wales
Scotland
England
Lithuania
Hungary
Bulgaria
Greenland
Latvia
Estonia
Poland
France
Ireland
Armenia
Italy
Austria
Canada
Belgium (Flemish)
Belgium (French)
Slovakia
Russian Federation
Ukraine
Czech Republic
Netherlands
HBSC average

68
62
68
62
61
57
59
54
58
56
56
54
53
54
58
50
52
50
49
49
47
48
46
46
47
49
42
39
43
46
39
40
39
35
38
38
37
39
36
36
33
28
49

72
69
64
68
63
65
61
65
59
59
56
58
56
54
48
54
52
53
52
50
51
50
48
47
45
43
47
50
46
42
43
42
42
43
40
37
36
35
37
36
34
37
51

70
66
66
65
62
61
60
59
59
58
56
56
55
54
52
52
52
51
50
50
49
49
47
46
46
46
45
45
45
44
42
41
41
39
39
38
37
37
36
36
34
33
50

Albania
Republic of Moldova
Romania
Israel
Iceland
MKDa

Switzerland
Croatia
Luxembourg
Sweden
Malta
Germany
Spain
Hungary
Norway
Finland
Armenia
Portugal
Denmark
Greenland
Slovenia
Greece
Estonia
Lithuania
France
Ukraine
Italy
Canada
Russian Federation
Scotland
Poland
Bulgaria
Netherlands
England
Latvia
Ireland
Austria
Belgium (Flemish)
Wales
Czech Republic
Slovakia
Belgium (French)
HBSC average

60
58
54
51
51
52
52
47
51
47
45
49
48
44
41
40
42
42
46
45
38
39
36
38
40
32
37
37
32
34
35
36
32
32
35
32
33
33
32
31
30
31
41

67
62
61
57
56
52
50
51
45
48
49
45
43
43
45
45
42
40
37
37
40
38
37
35
32
40
34
33
37
34
33
31
35
33
31
33
32
31
31
28
27
24
41

64
60
58
54
54
52
51
49
48
48
47
47
46
44
43
42
42
41
41
41
39
38
37
36
36
36
36
35
35
34
34
33
33
33
33
33
33
32
31
29
28
28
41

Albania
Republic of Moldova
Greenland
Romania
Iceland
Israel
Switzerland
Norway
Sweden
MKDa

Finland
Germany
Malta
Croatia
Hungary
Armenia
Luxembourg
Portugal
Denmark
Spain
Russian Federation
Estonia
Greece
Ukraine
Austria
Bulgaria
Netherlands
Latvia
Slovenia
France
Lithuania
Italy
Canada
Wales
Belgium (Flemish)
Czech Republic
Scotland
Belgium (French)
England
Ireland
Poland
Slovakia
HBSC average

64
52
59
51
48
46
49
41
42
44
40
44
43
42
37
41
44
38
38
37
34
30
31
29
30
31
32
33
30
33
30
28
28
27
26
25
25
25
25
23
23
19
35

68
55
46
52
54
51
45
48
46
45
43
39
40
39
42
37
33
37
34
34
33
35
33
35
33
32
32
29
30
26
27
26
27
24
24
23
23
23
22
24
23
22
36

66
53
52
52
51
49
47
44
44
44
42
42
41
40
39
38
38
37
36
35
34
33
32
32
32
32
32
31
30
29
29
27
27
25
25
24
24
24
24
23
23
20
36

 

MEASURE Young people were asked several questions about the quality of their family communication, including whether important things are 
talked about, if someone listens, and whether misunderstandings are clarified. Responses options ranged from strongly agree to strongly disagree. 
Findings presented here show the proportions with a mean score of 4.5 or higher, indicating high quality of family communication. 

a The former Yugoslav Republic of Macedonia.
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SOCIAL CONTEXT 
SPENDING TIME WITH FRIENDS AFTER 8 PM (20:00) DAILY

11-year-olds (%) 
Country/region Boys Girls Total

13-year-olds (%) 
Country/region Boys Girls Total

15-year-olds (%) 
Country/region Boys Girls Total

Bulgaria
Lithuania
Norway
MKDa

Albania
Armenia
Russian Federation
Romania
Scotland
Croatia
Luxembourg
Hungary
Canada
Ukraine
Greece
Wales
Republic of Moldova
Iceland
Slovakia
Finland
Poland
Denmark
Malta
Latvia
Belgium (French)
France
Italy
Germany
Czech Republic
Israel
England
Estonia
Sweden
Netherlands
Slovenia
Austria
Portugal
Switzerland
Belgium (Flemish)
HBSC average

30
18
16
20
21
15
12
12
12
11
11
11
11
11

9
8
8
5
7
6
5
5
7
5
6
6
6
4
3
3
3
3
3
3
3
3
2
2
2
8

20
11
13

7
6
8
9
7
6
6
7
6
6
4
4
4
4
5
3
4
4
4
1
3
2
2
2
2
2
2
2
1
1
1
1
1
2
2
1
5

25
15
15
13
13
12
10
10

9
9
9
8
8
7
7
6
6
5
5
5
4
4
4
4
4
4
4
3
3
3
3
2
2
2
2
2
2
2
2
6

Bulgaria
MKDa

Lithuania
Albania
Greece
Romania
Iceland
Armenia
Scotland
Hungary
Russian Federation
Croatia
Luxembourg
Ukraine
Norway
Wales
Slovakia
Canada
Republic of Moldova
Israel
Finland
Italy
Latvia
Poland
France
Estonia
Sweden
England
Denmark
Netherlands
Malta
Belgium (French)
Germany
Czech Republic
Austria
Switzerland
Slovenia
Belgium (Flemish)
Portugal
HBSC average

39
28
23
25
20
15
14
19
14
17
13
14
14
12
10

8
10
11
10

9
9
9
6
6
7
6
6
6
4
5
6
6
4
5
4
4
4
3
2

11

28
15
14

8
9

13
13

8
12

8
11

8
9
8
9
9
8
6
6
5
4
4
6
5
3
4
3
3
4
3
1
2
3
2
2
2
2
2
1
7

34
21
19
16
14
14
14
13
13
12
12
11
11
10
10

9
9
8
8
7
6
6
6
6
5
5
5
4
4
4
4
4
4
3
3
3
3
3
2
9

Bulgaria
MKDa

Romania
Hungary
Greece
Lithuania
Albania
Russian Federation
Iceland
Israel
Croatia
Ukraine
Armenia
Luxembourg
Scotland
Slovakia
Republic of Moldova
Finland
Poland
Norway
Wales
Italy
Latvia
Canada
Estonia
Sweden
Netherlands
France
England
Malta
Germany
Austria
Belgium (French)
Czech Republic
Denmark
Belgium (Flemish)
Slovenia
Switzerland
Portugal
HBSC average

46
41
26
23
26
25
30
20
20
20
22
19
29
19
16
15
15
17
13
11
13
11
11
11

9
9
8
9
8
8
7
8
7
5
6
6
5
5
4

15

37
21
22
17
14
13

7
16
15
15
12
13

6
10
12
12

9
7
9
9
8

10
8
6
6
5
6
5
5
5
5
4
3
4
3
2
3
3
3
9

42
31
24
20
20
19
18
18
18
17
17
16
15
14
14
14
12
12
11
10
10
10

9
9
7
7
7
7
6
6
6
6
5
5
4
4
4
4
3

12

Note: no data were received from Greenland, Ireland and Spain. 

MEASURE Young people were asked how often they meet friends outside school time after 8 o’clock in the evening. Response options ranged from 
hardly ever or never to daily. Findings presented here show the proportions who reported spending time with friends daily. 

a The former Yugoslav Republic of Macedonia.
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SOCIAL CONTEXT 
CONTACTING FRIENDS USING TEXTING/SMS DAILY

11-year-olds (%) 
Country/region Boys Girls Total

13-year-olds (%) 
Country/region Boys Girls Total

15-year-olds (%) 
Country/region Boys Girls Total

Italy
Israel
Lithuania
England
Sweden
Germany
Wales
Ireland
Denmark
Luxembourg
Netherlands
Canada
Greenland
Latvia
Scotland
Russian Federation
Belgium (Flemish)
Albania
Bulgaria
Armenia
Croatia
MKDa

Norway
Poland
Malta
Portugal
Republic of Moldova
Slovenia
Ukraine
Iceland
Romania
Estonia
Czech Republic
Greece
Hungary
Austria
Belgium (French)
Finland
France
Switzerland
HBSC average

51
38
33
30
26
29
27
27
22
23
22
21
19
18
16
15
18
26
17
21
12
15
12
10
14

7
12

9
8
8
9
7
6
7
4
–
–
–
–
–

19

63
58
48
46
47
38
38
37
35
33
35
34
33
29
29
27
24
14
21
17
22
17
20
20
14
17
13
15
14
13
11
11
12

9
9
–
–
–
–
–

27

57
49
40
37
36
33
33
33
29
28
28
28
26
24
23
22
21
20
19
19
17
16
16
15
14
13
12
12
11
10
10

9
9
8
6
–
–
–
–
–

23

Italy
Netherlands
Sweden
Luxembourg
Israel
Belgium (Flemish)
Lithuania
Germany
England
Ireland
Wales
Finland
Latvia
Belgium (French)
Scotland
Denmark
Canada
Poland
Russian Federation
Albania
Greenland
Slovenia
Norway
Croatia
Armenia
Greece
Iceland
Bulgaria
MKDa

Romania
Portugal
Malta
Ukraine
Republic of Moldova
Estonia
Czech Republic
Hungary
Austria
France
Switzerland
HBSC average

77
59
45
52
53
47
42
47
41
44
34
40
31
33
33
33
30
24
23
36
21
20
20
20
19
18
18
19
19
16
15
15
10
13
10
11

6
–
–
–

30

83
74
74
63
60
68
67
61
65
58
61
51
58
54
54
52
51
45
41
30
42
36
33
33
31
32
32
31
28
31
31
26
24
21
20
14
11

–
–
–

45

80
66
59
58
57
57
55
54
53
52
47
45
45
44
43
43
41
35
33
33
32
28
27
27
25
25
25
25
24
23
23
20
17
17
15
12

8
–
–
–

38

Italy
Netherlands
France
Austria
Luxembourg
Belgium (Flemish)
Sweden
Israel
Lithuania
England
Wales
Germany
Latvia
Ireland
Belgium (French)
Canada
Scotland
Denmark
Poland
Switzerland
Slovenia
Finland
Albania
Russian Federation
Iceland
Portugal
Romania
Malta
Norway
Greenland
MKDa

Armenia
Bulgaria
Croatia
Greece
Ukraine
Republic of Moldova
Czech Republic
Estonia
Hungary
HBSC average

83
67
64
58
62
62
58
62
51
53
48
54
44
48
46
46
44
43
38
46
34
46
48
35
33
28
26
33
26
26
30
27
26
22
20
18
18
11
12

9
41

91
82
79
78
76
77
78
69
78
67
72
65
72
66
66
66
66
65
61
52
60
42
38
48
50
54
51
43
46
44
38
35
39
35
34
35
25
24
19
12
56

87
74
71
70
69
68
68
66
64
60
60
60
59
59
56
56
55
55
50
49
48
44
42
42
41
41
40
38
36
35
34
32
32
29
27
27
22
17
15
10
49

Note: no data were received from Austria (11- and 13-year-olds), Belgium (French) (11-year-olds), Finland (11-year-olds), France (11-year-olds), Slovakia, Spain and Switzerland (11- and 13-year-olds). 

MEASURE Young people were asked how often they contact friends using texting/SMS. Response options ranged from hardly ever or never to daily. 
Findings presented here show the proportions who reported texting with their friends every day.

a The former Yugoslav Republic of Macedonia.
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HEALTH OUTCOMES 
OVERWEIGHT AND OBESITY, USING INTERNATIONAL OBESITY TASK FORCE CUT-OFF POINTS

11-year-olds (%) 
Country/region Boys Girls Total

13-year-olds (%) 
Country/region Boys Girls Total

15-year-olds (%) 
Country/region Boys Girls Total

Maltaa

Greece
MKDb

Canadaa

Bulgaria
Walesa

Greenlanda

Italy
Spain
Poland
Armeniaa

Croatia
Portugal
Slovenia
Romaniaa

Latvia
Irelanda

Slovakia
Russian Federation
Englanda

Hungary
Estonia
Czech Republic
Finland
Lithuaniaa

Israela

Scotlanda

Albania
Austria
France
Luxembourg
Iceland
Belgium (French)a

Sweden
Belgium (Flemish)
Ukraine
Germany
Republic of Moldova
Switzerland
Norway
Netherlands
Denmark
HBSC average

28
25
29
23
25
20
24
22
22
21
20
23
22
20
24
20

5
20
20
17
21
19
19
16
17
17
15
17
14
12
13
14
13
12
11
12
11
10
10
11
10

9
18

28
22
14
18
16
20
15
17
16
16
16
14
15
17
11
15
29
14
14
15
11
13
12
13
11
11
13
10
13
13
11
11
12
10
11

8
8
9
9
7
7
7

13

28
23
22
21
20
20
20
20
19
19
18
18
18
18
18
17
17
17
17
16
16
16
15
14
14
14
14
14
13
12
12
12
12
11
11
10
10

9
9
9
8
8

15

Maltaa

Canada
Portugal
Italy
Greece
MKDb

Slovenia
Greenlanda

Scotlanda

Spain
Bulgaria
Walesa

Hungary
Latvia
Finland
Croatia
Austria
Englanda

Armenia
Iceland
Poland
Luxembourg
Belgium (French)a

Czech Republic
Slovakia
Estonia
Irelanda

Israel
Romaniaa

Sweden
Russian Federation
Germany
Belgium (Flemish)
Republic of Moldova
France
Norway
Ukraine
Lithuaniaa

Netherlands
Switzerland
Albania
Denmark
HBSC average

26
24
21
23
22
23
22
16
18
20
21
19
19
17
20
20
18
21
20
17
19
18
16
20
19
15
12
16
18
15
17
15
13
13
14
14
14
14
11
13
12

8
18

27
21
18
15
15
14
12
19
15
14
12
13
12
14
11
11
12

9
10
12
10
11
13
10
10
13
15
11

8
11
10
10
11
11

9
8
8
7
9
7
5
8

12

27
22
19
19
18
18
17
17
17
17
17
16
16
16
15
15
15
15
15
15
15
15
14
14
14
14
14
13
13
13
13
13
12
12
11
11
11
10
10
10

8
8

15

Maltaa

Greenlanda

Canada
Greece
Walesa

Bulgaria
Iceland
Israel
Finland
Slovenia
Sweden
Spain
MKDb

Hungary
Germany
Portugal
Irelanda

Italy
Luxembourg
Czech Republic
Belgium (French)
Croatia
Scotlanda

Englanda

Estonia
Romania
Belgium (Flemish)
Slovakia
Norway
Russian Federation
Latvia
Poland
France
Netherlands
Switzerland
Austria
Lithuania
Republic of Moldova
Denmark
Armenia
Ukraine
Albania
HBSC average

29
23
30
28
23
24
20
21
20
21
20
20
21
20
20
17
18
22
17
19
17
21
16
16
19
18
15
17
18
20
16
19
14
13
15
16
14
13
10
14
13
11
19

25
26
19
15
16
11
16
13
14
13
13
13
12
12
12
14
13

9
13
11
13

8
11
12

9
9

11
9
7
6
9
6

10
12

9
9
7
7
9
6
6
4

11

27
25
24
21
20
18
18
17
17
17
16
16
16
16
16
16
15
15
15
15
15
15
14
14
14
13
13
13
13
12
12
12
12
12
12
12
11
10
10

9
9
7

15

 

MEASURE Young people were asked how much they weigh without clothes and how tall they are without shoes, and to record these in country-
appropriate units (centimetres versus inches, pounds versus kilograms). These data were (re)coded in centimetres and kilograms respectively to 
compute the body mass index (BMI) as weight (kg) divided by height (m2). The analysis presented here uses the international BMI standards for 
young people adopted by the International Obesity Task Force (IOTF), called the IOTF BMI cut-off points. 

a BMI is missing for more than 30% of the age-group sample.  b The former Yugoslav Republic of Macedonia. 
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HEALTH OUTCOMES 
OVERWEIGHT AND OBESITY: RATES OF MISSING BMI DATA

11-year-olds (%) 
Country/region Boys Girls Total

13-year-olds (%) 
Country/region Boys Girls Total

15-year-olds (%) 
Country/region Boys Girls Total

Ireland
Scotland
Wales
England
Malta
Greenland
Romania
Israel
Lithuania
Belgium (French)
Armenia
Canada
Iceland
Germany
MKDa

Sweden
Netherlands
Belgium (Flemish)
Italy
Norway
Estonia
France
Hungary
Finland
Spain
Denmark
Switzerland
Luxembourg
Albania
Slovakia
Russian Federation
Austria
Poland
Ukraine
Bulgaria
Czech Republic
Slovenia
Croatia
Greece
Latvia
Portugal
Republic of Moldova
HBSC average

82
78
72
62
58
44
46
39
37
38
32
32
28
25
21
21
19
18
16
16
21
16
15
15
16
11
12
12
13
12
15
11
11
12

9
9
9
5
5
6
4
0

24

88
79
79
72
56
56
54
44
41
40
42
40
30
30
23
20
21
21
22
20
12
17
16
16
14
18
17
14
13
13
10
12

9
9
9
9
7
6
5
3
3
0

26

85
79
76
66
57
50
50
42
39
39
37
37
29
27
22
20
20
19
19
18
17
17
16
16
15
15
14
13
13
13
12
12
10
10

9
9
8
5
5
4
3
0

25

Ireland
Scotland
England
Wales
Greenland
Malta
Belgium (French)
Romania
Lithuania
Israel
Canada
Armenia
Netherlands
Sweden
Iceland
France
Germany
Spain
MKDa

Switzerland
Luxembourg
Italy
Hungary
Belgium (Flemish)
Norway
Slovakia
Russian Federation
Albania
Austria
Finland
Estonia
Denmark
Bulgaria
Poland
Ukraine
Slovenia
Czech Republic
Croatia
Latvia
Greece
Portugal
Republic of Moldova
HBSC average

68
70
55
57
40
44
40
35
32
27
23
20
22
19
18
16
16
17
15
10
12
10
11
11

9
11
11

9
9
9
9
7
6
8
8
5
5
5
4
2
2
0

19

75
73
63
58
57
39
40
42
34
27
29
25
18
17
17
19
18
15
16
16
13
14
12
11
12
11
10
10
10

9
8
9

10
8
6
5
5
5
3
4
2
0

21

72
72
59
57
49
42
40
38
33
27
26
22
20
18
18
17
17
16
16
13
12
12
11
11
11
11
11
10
10

9
8
8
8
8
7
5
5
5
4
3
2
0

20

Ireland
Scotland
Wales
England
Malta
Greenland
Belgium (French)
Romania
Lithuania
Israel
MKDa

Canada
Armenia
Sweden
Netherlands
Spain
Germany
Belgium (Flemish)
Russian Federation
Iceland
Norway
Switzerland
Italy
Luxembourg
Slovakia
France
Hungary
Bulgaria
Austria
Estonia
Albania
Ukraine
Poland
Czech Republic
Finland
Denmark
Croatia
Latvia
Slovenia
Greece
Portugal
Republic of Moldova
HBSC average

55
58
38
31
35
35
31
25
21
19
19
15
13
14
13
11

9
11
10
10

7
8
8
9
8
7
6
6
7
8
7
6
4
6
5
3
4
3
3
2
2
0

13

65
64
44
47
35
30
29
33
22
20
19
16
17
12
10
11
12
10
10

9
13
10
10

9
8
8
9
8
7
6
6
6
8
6
5
5
4
2
3
2
1
0

15

61
61
41
39
35
33
30
29
22
20
19
16
15
13
11
11
11
10
10
10
10

9
9
9
8
7
7
7
7
7
6
6
6
6
5
4
4
3
3
2
1
0

14

 

MEASURE Young people were asked to give their height (without shoes) and weight (without clothes). BMI was calculated from this information and 
cut-offs for overweight and obesity allocated. Findings presented here show the levels of missing data across all countries and regions. 

a The former Yugoslav Republic of Macedonia. 
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HEALTH OUTCOMES 
MOST SERIOUS INJURY REQUIRING MEDICAL TREATMENT

11-year-olds (%) 
Country/region Boys Girls Total

13-year-olds (%) 
Country/region Boys Girls Total

15-year-olds (%) 
Country/region Boys Girls Total

France
Latvia
Lithuania
Russian Federation
Italy
Romania
Ukraine
Belgium (French)
Germany
Armenia
Croatia
Luxembourg
Scotland
Estonia
Republic of Moldova
Belgium (Flemish)
Greece
Denmark
Iceland
Israel
Bulgaria
Slovenia
Wales
England
Ireland
Canada
Poland
Malta
Sweden
Norway
Netherlands
Finland
Portugal
Hungary
Albania
Austria
Czech Republic
Switzerland
HBSC average

34
28
28
27
28
26
26
27
24
28
24
25
25
23
22
21
23
23
19
23
22
18
17
19
16
18
18
22
20
20
17
17
18
15
14 

–
–
–

22

26
21
20
21
18
18
18
17
19
15
18
17
16
17
16
17
15
15
17
14
14
16
16
13
17
15
14

9
12
10
12
12
10
11

6
–
–
–

16

30
24
24
23
23
22
22
22
22
21
21
21
20
20
19
19
19
19
18
18
18
17
17
17
16
16
16
16
16
15
15
15
13
13
10

–
–
–

19

France
Italy
Latvia
Lithuania
Germany
Czech Republic
Croatia
Denmark
Belgium (French)
Greece
Iceland
Estonia
Luxembourg
Russian Federation
Republic of Moldova
Wales
Ukraine
Slovenia
Armenia
Sweden
Ireland
Bulgaria
Romania
Norway
Scotland
Canada
Poland
Belgium (Flemish)
Israel
Portugal
Netherlands
Finland
England
Hungary
Malta
Albania
Austria
Switzerland
HBSC average

32
32
31
28
27
23
26
25
25
23
23
22
26
22
24
24
25
25
26
25
22
24
20
22
22
20
21
16
19
20
16
19
17
18
16
14

–
–

23

29
21
21
22
22
23
18
19
16
17
17
18
15
18
15
15
15
14
12
14
17
13
16
14
14
15
13
18
12
11
14
12
13
12
12
10

–
–

16

31
26
26
25
25
23
22
22
21
20
20
20
20
20
20
20
20
20
19
19
19
19
18
18
18
18
17
17
16
15
15
15
15
15
14
12

–
–

20

France
Latvia
Czech Republic
Italy
Germany
Austria
Lithuania
Denmark
Russian Federation
Croatia
Slovenia
Estonia
Canada
Scotland
Luxembourg
Ukraine
Switzerland
Ireland
Sweden
Belgium (Flemish)
Iceland
Wales
Poland
Belgium (French)
Hungary
Romania
Republic of Moldova
Bulgaria
Portugal
Norway
Greece
Malta
Finland
Armenia
England
Netherlands
Israel
Albania
HBSC average

34
30
25
27
26
25
24
24
25
24
25
23
22
24
23
21
22
23
22
19
20
21
20
22
17
18
20
20
18
17
19
20
20
19
18
17
18
14
22

26
22
24
18
19
19
19
20
18
15
14
15
16
14
15
16
15
16
15
15
15
14
15
13
15
15
13
10
13
14
12
10
10
11
10
12
11

8
15

30
25
25
23
23
22
22
22
21
19
19
19
19
19
19
19
19
18
18
18
18
17
17
17
16
16
16
16
15
15
15
15
15
14
14
14
14
11
18

 Note: no data were received from Austria (11- and 13-year-olds), Czech Republic (11-year-olds), Greenland, the former Yugoslav Republic of Macedonia, Slovakia, Spain and Switzerland (11- and 13-year-olds).

MEASURE Young people were asked if the most serious injury required medical treatment such as the placement of a cast, stitches, surgery or 
staying in a hospital overnight. Findings presented here show the proportions who responded yes.
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HEALTH OUTCOMES 
REPORTING DIFFICULTIES GETTING TO SLEEP MORE THAN ONCE A WEEK

11-year-olds (%) 
Country/region Boys Girls Total

13-year-olds (%) 
Country/region Boys Girls Total

15-year-olds (%) 
Country/region Boys Girls Total

France
Belgium (French)
Netherlands
Iceland
Sweden
Switzerland
Denmark
Luxembourg
Canada
Greenland
Wales
Czech Republic
Israel
Belgium (Flemish)
Scotland
Bulgaria
England
Germany
Italy
Slovenia
Estonia
Austria
Norway
Finland
Latvia
Romania
Ireland
Hungary
Malta
Poland
Lithuania
Armenia
Russian Federation
Republic of Moldova
Spain
MKDa

Croatia
Slovakia
Portugal
Ukraine
Greece
Albania
HBSC average

37
27
27
26
25
23
24
24
24
19
21
22
21
18
21
19
19
19
17
16
16
17
15
14
17
15
15
13
17
14
15
15
15
14
13
12
12
13

8
11

8
8

18

40
35
30
28
29
30
28
25
25
28
23
21
22
23
20
21
20
19
21
21
19
18
19
20
17
18
17
18
14
17
16
15
14
14
13
13
12
12
13
10
12

9
20

38
31
29
27
27
27
26
25
24
24
22
22
21
21
21
20
19
19
19
19
18
18
17
17
17
16
16
16
16
15
15
15
14
14
13
12
12
12
11
10
10

9
19

France
Sweden
Belgium (French)
Greenland
Netherlands
Iceland
Wales
Canada
Denmark
Switzerland
Luxembourg
Bulgaria
Israel
Slovenia
Belgium (Flemish)
England
Czech Republic
Scotland
Ireland
Austria
Germany
Finland
Italy
Poland
Romania
Lithuania
Latvia
Slovakia
Hungary
Malta
Estonia
MKDa

Norway
Greece
Portugal
Croatia
Spain
Republic of Moldova
Armenia
Russian Federation
Albania
Ukraine
HBSC average

33
26
24
21
23
24
22
19
19
20
18
21
23
17
21
18
18
17
17
18
16
16
16
17
13
13
15
15
13
14
15
12
11
11
11
12
11
12
13
11

9
8

17

43
38
38
35
32
29
31
32
31
29
29
28
25
30
26
27
27
26
24
22
25
24
24
22
25
24
21
21
23
22
20
21
21
18
17
16
16
14
13
14

8
8

25

38
32
31
29
27
27
26
26
26
25
24
24
24
24
23
23
23
21
21
20
20
20
20
20
19
19
18
18
18
18
18
16
16
15
14
14
14
13
13
12

9
8

21

France
Sweden
Greenland
Canada
Belgium (French)
Luxembourg
Scotland
Wales
Ireland
Israel
England
Iceland
Denmark
Slovenia
Bulgaria
Netherlands
Poland
Belgium (Flemish)
Switzerland
Romania
Czech Republic
Malta
Germany
Italy
MKDa

Lithuania
Latvia
Estonia
Hungary
Finland
Norway
Portugal
Greece
Slovakia
Austria
Albania
Croatia
Spain
Republic of Moldova
Armenia
Russian Federation
Ukraine
HBSC average

30
28
30
25
25
25
22
21
17
25
20
20
22
18
20
17
17
17
17
15
17
18
14
16
16
15
17
18
14
15
13
11
13
12
15
11
12
12
12

9
11
10
18

45
39
34
38
36
34
36
35
34
28
33
31
29
31
31
32
31
33
29
29
27
27
28
26
25
26
23
22
25
23
24
25
21
22
18
20
20
18
17
15
14
13
28

37
33
32
31
31
30
29
28
28
27
26
26
26
25
25
25
24
23
23
23
22
22
21
21
21
20
20
20
20
19
19
18
17
17
17
16
16
15
14
13
13
12
23

MEASURE Young people were asked how often they had experienced the following symptoms in the last six months: headache; stomach ache; 
feeling low, irritable or bad tempered; feeling nervous; difficulties in getting to sleep; and feeling dizzy. Response options for each symptom ranged 
from about every day to rarely or never. Findings presented here show the proportions who reported experiencing difficulties getting to sleep more 
than once a week.

a The former Yugoslav Republic of Macedonia. 
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HEALTH OUTCOMES 
REPORTING STOMACH ACHE MORE THAN ONCE A WEEK

11-year-olds (%) 
Country/region Boys Girls Total

13-year-olds (%) 
Country/region Boys Girls Total

15-year-olds (%) 
Country/region Boys Girls Total

Israel
Armenia
Romania
Italy
Poland
France
Greenland
MKDa

Iceland
Bulgaria
Russian Federation
Malta
Hungary
Republic of Moldova
Slovakia
Latvia
Croatia
Ukraine
Luxembourg
Spain
Lithuania
Sweden
Belgium (French)
Belgium (Flemish)
Switzerland
Norway
Netherlands
Estonia
Denmark
Wales
Canada
England
Greece
Germany
Slovenia
Czech Republic
Scotland
Albania
Ireland
Austria
Finland
Portugal
HBSC average

20
16
13
13
10
11

8
11
11
12
13
12
10
12
10
11

9
9
7
9

10
8
8
8
6
7
7
7
5
5
8
6
6
6
6
7
5
6
5
5
4
3
9

23
18
19
19
22
20
21
18
17
16
15
16
17
15
15
13
15
14
15
13
12
14
13
12
14
12
11
11
12
12

9
11

9
10
10

8
9
8
8
7
8
7

13

21
17
16
16
16
15
15
14
14
14
14
14
13
13
13
12
12
12
11
11
11
11
11
10
10

9
9
9
9
9
9
8
8
8
8
7
7
7
7
6
6
5

11

Israel
Poland
France
Hungary
Republic of Moldova
Slovakia
Luxembourg
Belgium (French)
Iceland
Malta
Romania
Sweden
Armenia
Italy
Russian Federation
Bulgaria
Spain
Belgium (Flemish)
Lithuania
Greenland
Latvia
Wales
Croatia
MKDa

England
Switzerland
Canada
Netherlands
Scotland
Slovenia
Ukraine
Germany
Austria
Norway
Greece
Ireland
Finland
Denmark
Czech Republic
Portugal
Estonia
Albania
HBSC average

16
13
10
10
11

9
8

10
11
11
10

7
13

6
10

9
8

10
8
9
8
5
7
8
6
5
6
7
5
6
6
5
3
5
6
5
5
3
4
5
5
6
8

21
24
21
20
18
19
19
16
16
15
15
18
12
19
14
16
15
13
14
13
14
16
14
12
14
14
13
12
13
12
11
12
13
11
10
10
10
10
10

9
8
7

14

19
18
15
15
15
14
14
13
13
13
13
13
12
12
12
12
12
12
11
11
11
10
10
10
10
10
10

9
9
9
8
8
8
8
8
8
8
7
7
7
7
6

11

Malta
Israel
Poland
Sweden
Luxembourg
Hungary
France
Greenland
Iceland
Italy
Slovakia
Bulgaria
Latvia
Belgium (Flemish)
Lithuania
Republic of Moldova
Russian Federation
Belgium (French)
Scotland
Romania
Wales
England
Ireland
Canada
Norway
Spain
Greece
Albania
Netherlands
Slovenia
Armenia
Croatia
Germany
Ukraine
MKDa

Austria
Switzerland
Finland
Czech Republic
Portugal
Denmark
Estonia
HBSC average

15
15
13

9
9
7
8
7
8
8

11
8
7
8
8
8

10
9
6
7
6
5
5
5
7
6
6
5
4
5
7
4
4
6
6
4
4
4
3
5
3
4
7

25
24
21
22
20
21
21
20
21
20
17
18
17
19
17
16
13
14
16
14
16
17
14
16
13
13
14
12
15
12
10
14
13
11
10
11
12
11
11

9
9
7

15

20
20
17
15
15
14
14
14
14
14
14
12
12
12
12
12
12
12
11
11
11
11
11
10
10
10
10

9
9
9
9
9
9
8
8
8
8
8
7
7
6
6

11

MEASURE Young people were asked how often they had experienced the following symptoms in the last six months: headache; stomach ache; feeling 
low, irritable or bad tempered; feeling nervous; difficulties in getting to sleep; and feeling dizzy. Response options for each symptom ranged from about 
every day to rarely or never. Findings presented here show the proportions who reported experiencing stomach ache more than once a week.

a The former Yugoslav Republic of Macedonia. 
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HEALTH OUTCOMES 
REPORTING FEELING NERVOUS MORE THAN ONCE A WEEK

11-year-olds (%) 
Country/region Boys Girls Total

13-year-olds (%) 
Country/region Boys Girls Total

15-year-olds (%) 
Country/region Boys Girls Total

Bulgaria
Israel
Czech Republic
MKDa

Italy
Malta
Poland
Croatia
Slovakia
Belgium (French)
Ukraine
France
Hungary
Romania
Spain
Greece
Lithuania
Russian Federation
Luxembourg
Estonia
Canada
Armenia
Switzerland
Latvia
Republic of Moldova
Finland
Greenland
Belgium (Flemish)
Wales
Scotland
Albania
Portugal
Netherlands
Slovenia
Sweden
Denmark
England
Ireland
Norway
Austria
Iceland
Germany
HBSC average

26
28
25
23
24
23
23
22
23
20
16
17
19
18
18
16
16
15
17
16
13
17
15
15
15
12
10
12
11
12
12

9
13
11

9
10

8
8
7
8
8
9

15

32
30
28
29
28
27
26
25
21
22
25
22
20
20
20
20
19
18
16
16
18
15
16
16
16
18
18
17
17
15
15
16
13
16
14
13
14
11
12
11

9
9

18

29
29
26
26
26
25
24
24
22
21
21
20
19
19
19
18
17
17
16
16
16
16
15
15
15
15
14
14
14
13
13
13
13
13
12
12
11
10
10

9
9
9

17

Bulgaria
Italy
MKDa

Israel
Slovakia
Czech Republic
Greece
Croatia
Poland
Belgium (French)
Malta
Hungary
Spain
Luxembourg
France
Romania
Lithuania
Canada
Scotland
Slovenia
Albania
Ukraine
Russian Federation
Ireland
Armenia
Latvia
Sweden
Finland
Belgium (Flemish)
Republic of Moldova
Estonia
Wales
Portugal
England
Netherlands
Switzerland
Greenland
Denmark
Iceland
Austria
Norway
Germany
HBSC average

33
28
30
27
27
24
24
23
24
22
21
19
20
20
19
15
16
13
15
14
16
16
16
14
16
15
12
13
15
13
12
11
12
11
14
14
10
10
11
11

7
8

17

46
48
44
39
36
38
36
36
35
32
33
33
31
30
28
30
29
30
28
28
26
26
25
25
25
24
26
24
22
23
23
24
23
23
21
19
20
19
19
16
17
10
28

39
38
37
33
32
31
30
30
29
27
27
26
26
25
23
23
22
21
21
21
21
21
21
21
20
20
19
19
18
18
18
17
17
17
17
17
15
15
15
14
12

9
22

Italy
MKDa

Bulgaria
Poland
Malta
Israel
Greece
Belgium (French)
Albania
Czech Republic
France
Hungary
Slovakia
Croatia
Luxembourg
Ireland
Ukraine
Scotland
Latvia
Slovenia
Canada
Spain
Lithuania
Romania
Portugal
Estonia
Russian Federation
Armenia
Sweden
England
Wales
Republic of Moldova
Iceland
Finland
Belgium (Flemish)
Norway
Denmark
Switzerland
Greenland
Netherlands
Austria
Germany
HBSC average

34
33
33
31
30
33
25
26
22
24
23
25
24
22
20
19
19
17
19
18
16
19
17
16
14
19
18
19
16
15
13
14
11
13
15

9
9

12
13
10
10

7
19

57
52
53
46
44
40
44
38
39
37
37
34
36
38
37
34
35
39
34
35
38
34
38
35
37
32
32
27
31
29
30
29
31
27
26
25
22
19
16
19
13
15
34

45
43
42
39
37
36
35
32
31
31
30
30
30
30
29
28
28
28
27
27
27
27
27
27
26
26
26
24
24
22
22
21
21
20
20
17
16
16
15
14
12
11
26

MEASURE Young people were asked how often they had experienced the following symptoms in the last six months: headache; stomach ache; 
feeling low, irritable or bad tempered; feeling nervous; difficulties in getting to sleep; and feeling dizzy. Response options for each symptom ranged 
from about every day to rarely or never. Findings presented here show the proportions who reported being nervous more than once a week.

a The former Yugoslav Republic of Macedonia. 
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HEALTH OUTCOMES 
REPORTING A HEADACHE MORE THAN ONCE A WEEK

11-year-olds (%) 
Country/region Boys Girls Total

13-year-olds (%) 
Country/region Boys Girls Total

15-year-olds (%) 
Country/region Boys Girls Total

Israel
Republic of Moldova
Romania
Russian Federation
Greenland
Italy
Malta
Poland
Armenia
Belgium (French)
Iceland
Latvia
Hungary
Slovakia
France
Bulgaria
Albania
Netherlands
Czech Republic
Ukraine
Lithuania
Wales
Estonia
Spain
MKDa

Canada
Sweden
Switzerland
Denmark
Germany
Greece
England
Belgium (Flemish)
Croatia
Portugal
Luxembourg
Finland
Scotland
Slovenia
Ireland
Austria
Norway
HBSC average

23
21
17
21
13
16
19
15
19
14
14
14
13
15
14
15
13
13
11
14
12
11
11
11
11
11
11

9
10
10

8
10
10

9
7
8
7
9
7
5
7
5

12

25
24
26
21
28
24
20
24
19
20
20
19
19
17
18
17
19
18
19
15
17
16
15
15
14
14
13
15
14
13
14
12
12
11
13
12
13
10
11
11
10
10
16

24
22
22
21
21
20
19
19
19
17
17
17
16
16
16
16
16
15
15
15
14
13
13
13
13
12
12
12
12
11
11
11
11
10
10
10
10
10

9
9
8
8

14

Poland
Israel
Italy
Greenland
Republic of Moldova
Malta
Russian Federation
Romania
Armenia
Slovakia
Belgium (French)
Hungary
Latvia
Bulgaria
Albania
Wales
Lithuania
Netherlands
Iceland
France
Belgium (Flemish)
Spain
Sweden
Finland
Luxembourg
England
Czech Republic
Greece
Estonia
Scotland
Portugal
MKDa

Canada
Ireland
Croatia
Ukraine
Denmark
Switzerland
Norway
Slovenia
Germany
Austria
HBSC average

20
18
15
17
16
19
17
15
17
16
15
13
13
14
12
12
13
12
14
15
14
13
12
12
12
11
11
11
11

9
10
10

9
10

9
8
8

10
9
9
8
6

12

31
33
32
28
29
26
26
28
25
25
26
27
26
25
25
25
23
24
21
21
21
22
23
21
21
22
22
22
22
22
19
18
19
17
19
18
17
16
17
16
18
13
22

26
26
23
23
22
22
22
21
21
21
21
20
19
19
19
18
18
18
18
18
17
17
17
17
17
17
17
17
16
16
14
14
14
14
14
13
13
13
13
13
13
10
17

Malta
Israel
Albania
Poland
Greenland
Republic of Moldova
Italy
Hungary
Armenia
Bulgaria
Romania
Slovakia
Belgium (French)
Ireland
Latvia
Luxembourg
Russian Federation
Wales
Sweden
Canada
MKDa

Greece
Scotland
Netherlands
England
Spain
Belgium (Flemish)
Iceland
France
Lithuania
Czech Republic
Portugal
Finland
Germany
Slovenia
Estonia
Ukraine
Switzerland
Croatia
Austria
Norway
Denmark
HBSC average

28
21
16
20
17
16
14
13
17
15
13
15
15
11
12
14
17
11
13
12
13
12
11
10
11
12
14
12
11
10
10

9
11

8
10

9
10

9
7
7
7
7

12

40
37
40
36
36
36
38
35
29
35
32
32
31
30
31
29
26
32
29
31
29
30
30
33
31
26
28
26
28
28
27
26
24
26
23
25
22
23
26
22
22
19
29

34
30
28
28
27
26
26
25
24
24
24
23
23
23
22
22
22
21
21
21
21
21
21
21
21
20
20
19
19
19
18
18
18
17
17
17
17
16
16
16
15
13
21

MEASURE Young people were asked how often they had experienced the following symptoms in the last six months: headache; stomach ache; feeling 
low, irritable or bad tempered; feeling nervous; difficulties in getting to sleep; and feeling dizzy. Response options for each symptom ranged from about 
every day to rarely or never. Findings presented here show the proportions who reported experiencing a headache more than once a week.

a The former Yugoslav Republic of Macedonia. 
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HEALTH OUTCOMES 
REPORTING FEELING LOW MORE THAN ONCE A WEEK

11-year-olds (%) 
Country/region Boys Girls Total

13-year-olds (%) 
Country/region Boys Girls Total

15-year-olds (%) 
Country/region Boys Girls Total

Italy
Romania
Republic of Moldova
Greenland
Armenia
Luxembourg
Israel
Estonia
Malta
Hungary
Slovakia
Lithuania
MKDa

Switzerland
Iceland
Russian Federation
France
Denmark
Poland
Croatia
Belgium (French)
Latvia
Albania
Bulgaria
Czech Republic
Ukraine
Greece
Canada
Sweden
Norway
Wales
Slovenia
Scotland
Netherlands
Spain
Finland
England
Portugal
Austria
Germany
Ireland
Belgium (Flemish)
HBSC average

21
23
20
11
20
17
18
15
15
15
13
12
13
10
13
11
13

8
11
11
12
11
12
10
10

9
10
10

7
8
7
7
9
8
8
8
6
5
6
5
3
4

11

31
29
25
31
21
23
20
22
21
18
19
19
17
19
17
17
15
19
16
15
15
15
12
13
14
14
13
12
13
12
11
11
10
10
10

8
8
8
6
6
7
7

15

26
26
22
21
21
20
19
18
18
17
16
16
15
15
15
14
14
14
14
13
13
13
12
12
12
12
11
11
10
10
10

9
9
9
9
8
7
7
6
6
6
6

13

Italy
Romania
Armenia
Hungary
MKDa

Republic of Moldova
Israel
Greece
Slovakia
Malta
Luxembourg
Poland
Greenland
Estonia
Sweden
Albania
Lithuania
Czech Republic
Croatia
Scotland
France
Slovenia
Russian Federation
Latvia
Wales
Iceland
Switzerland
Belgium (French)
England
Ireland
Canada
Netherlands
Spain
Denmark
Norway
Bulgaria
Portugal
Ukraine
Finland
Belgium (Flemish)
Germany
Austria
HBSC average

24
19
20
19
20
19
18
15
13
14
12
15

8
11
10
14
11
10
10
10
12

8
11
10

8
11

8
12

9
10

8
10

9
5
7
8
7
7
7
8
6
6

11

48
39
33
32
29
30
27
30
30
30
29
27
31
29
29
24
26
24
24
24
23
25
20
22
24
21
23
19
21
18
21
17
18
20
19
19
15
14
14
13
14
12
23

36
29
27
26
25
24
23
23
22
22
21
21
20
20
19
19
18
17
17
17
17
17
16
16
16
16
16
15
15
15
15
13
13
13
13
13
11
11
11
10
10

9
17

Italy
Armenia
Romania
MKDa

Malta
Albania
Republic of Moldova
Hungary
Poland
Luxembourg
Scotland
Israel
Sweden
Greece
Latvia
Greenland
England
Ireland
Wales
Belgium (French)
Estonia
Slovenia
Iceland
Lithuania
France
Slovakia
Russian Federation
Czech Republic
Spain
Canada
Croatia
Bulgaria
Switzerland
Norway
Ukraine
Portugal
Denmark
Netherlands
Germany
Austria
Belgium (Flemish)
Finland
HBSC average

28
24
19
21
20
18
21
21
17
16
15
21
14
15
14
15
14
13
15
17
12
10
13
12
13
14
14
12
13
11

8
11

8
7

10
8
5
7
8
7
7
7

13

52
37
40
39
36
38
35
32
35
34
37
30
36
34
34
32
33
29
32
28
33
33
31
32
29
28
26
28
24
27
30
25
25
25
21
22
21
21
19
17
21
16
29

40
32
31
30
28
28
28
27
27
26
26
26
25
25
25
24
23
23
23
23
23
22
22
21
21
21
20
20
19
19
19
17
17
16
16
15
14
14
13
13
13
12
21

MEASURE Young people were asked how often they had experienced the following symptoms in the last six months: headache; stomach ache; 
feeling low, irritable or bad tempered; feeling nervous; difficulties in getting to sleep; and feeling dizzy. Response options for each symptom ranged 
from about every day to rarely or never. Findings presented here show the proportions who reported feeling low more than once a week.

a The former Yugoslav Republic of Macedonia. 
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HEALTH BEHAVIOURS 
PARTICIPATING IN VIGOROUS PHYSICAL ACTIVITY FOR TWO OR MORE HOURS PER WEEK

11-year-olds (%) 
Country/region Boys Girls Total

13-year-olds (%) 
Country/region Boys Girls Total

15-year-olds (%) 
Country/region Boys Girls Total

Netherlands
Luxembourg
Switzerland
Belgium (Flemish)
Norway
Denmark
Finland
Austria
Scotland
Germany
Belgium (French)
Sweden
Canada
Greece
France
Ireland
Slovakia
Poland
Slovenia
Spain
Iceland
Italy
Hungary
Israel
England
Bulgaria
Wales
Malta
Latvia
Estonia
Lithuania
Czech Republic
Romania
Croatia
MKDa

Portugal
Russian Federation
Greenland
Ukraine
Armenia
Republic of Moldova
Albania
HBSC average

83
78
77
75
72
75
69
70
67
66
69
61
63
64
63
58
57
57
55
58
50
54
51
53
51
51
51
50
48
45
47
46
50
45
42
45
39
33
41
40
39
30
56

80
67
67
68
65
62
66
64
60
58
53
58
56
52
44
49
46
41
43
38
46
39
39
37
38
38
37
36
38
40
36
37
32
33
28
27
32
36
27
23
24
18
45

82
72
72
71
69
68
68
67
63
62
61
59
59
58
54
52
51
49
49
48
48
47
45
45
45
44
44
43
43
43
42
41
41
39
35
35
35
34
34
31
31
24
50

Netherlands
Norway
Denmark
Switzerland
Luxembourg
Finland
Austria
Belgium (Flemish)
Germany
Belgium (French)
Scotland
Sweden
Iceland
Canada
Greece
France
Spain
Lithuania
Ireland
Italy
Czech Republic
Slovenia
Wales
Estonia
England
Hungary
Israel
Slovakia
Latvia
Malta
Croatia
Poland
Bulgaria
Russian Federation
MKDa

Romania
Greenland
Portugal
Ukraine
Armenia
Republic of Moldova
Albania
HBSC average

83
73
81
84
77
70
74
73
68
70
66
62
58
63
62
65
66
61
61
60
56
60
57
51
58
58
58
55
53
53
54
53
49
46
48
48
48
54
42
45
39
35
60

73
76
69
62
62
68
62
58
60
52
53
56
58
53
51
46
43
45
47
43
48
43
44
48
41
37
37
38
39
36
35
32
35
39
36
32
32
25
30
26
26
23
46

78
75
74
73
69
69
68
66
64
61
59
59
58
58
57
56
54
53
53
52
52
51
51
50
49
47
47
46
46
45
44
43
42
42
42
40
39
39
36
36
33
28
53

Denmark
Netherlands
Norway
Belgium (Flemish)
Finland
Switzerland
Luxembourg
Germany
Sweden
Austria
Belgium (French)
Lithuania
Canada
Scotland
Spain
Ireland
Czech Republic
Estonia
Latvia
Italy
France
England
Greece
Wales
Hungary
Slovenia
Slovakia
Israel
Greenland
Russian Federation
Croatia
Poland
Bulgaria
Portugal
Ukraine
MKDa

Romania
Republic of Moldova
Malta
Armenia
Albania
Iceland
HBSC average

79
79
72
74
68
76
75
73
66
74
70
67
64
63
68
62
58
60
58
62
62
62
60
59
58
57
56
54
46
49
55
53
50
53
47
47
49
47
47
50
41
19
59

73
68
75
62
69
60
56
55
59
54
52
50
51
53
44
47
47
44
47
41
40
40
41
41
41
40
37
37
43
39
29
32
32
29
33
27
27
25
24
22
21
23
44

76
74
74
69
68
68
65
64
62
62
60
59
58
58
55
53
52
52
52
52
51
51
50
50
49
48
47
45
44
44
43
42
42
40
40
37
37
36
35
34
30
21
51

MEASURE Young people were asked to report the number of hours per week that they were usually physically active in their free time (outside school 
hours), so much so that they got out of breath or sweated. Findings presented here show the proportions who participated in vigorous physical activity 
for two or more hours per week.

a The former Yugoslav Republic of Macedonia. 
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HEALTH BEHAVIOURS 
DAILY VEGETABLE CONSUMPTION

11-year-olds (%) 
Country/region Boys Girls Total

13-year-olds (%) 
Country/region Boys Girls Total

15-year-olds (%) 
Country/region Boys Girls Total

Ukraine
Belgium (Flemish)
Belgium (French)
Israel
Canada
Netherlands
Denmark
Ireland
Switzerland
Bulgaria
France
Sweden
England
Greenland
MKDa

Republic of Moldova
Norway
Luxembourg
Scotland
Romania
Albania
Greece
Russian Federation
Hungary
Austria
Poland
Croatia
Lithuania
Slovenia
Armenia
Portugal
Iceland
Wales
Finland
Czech Republic
Slovakia
Estonia
Latvia
Germany
Malta
Spain
Italy
HBSC average

52
50
49
48
45
46
43
44
45
41
44
40
42
36
36
39
40
38
37
38
37
32
35
33
31
29
34
30
32
29
26
31
30
29
27
27
26
25
23
35
24
23
35

61
62
61
56
57
55
53
50
50
52
49
50
46
50
50
46
43
44
44
42
42
42
36
37
37
39
34
37
34
36
38
33
34
33
33
30
30
31
32
18
28
28
42

57
56
55
52
51
50
48
48
47
47
46
45
44
43
43
42
41
41
41
40
40
37
36
35
34
34
34
33
33
33
32
32
32
31
31
29
28
28
28
27
26
25
39

Belgium (French)
Ukraine
Belgium (Flemish)
Israel
Netherlands
Canada
Switzerland
MKDa

Ireland
Denmark
England
Greenland
Bulgaria
Scotland
France
Albania
Republic of Moldova
Sweden
Russian Federation
Romania
Greece
Wales
Norway
Armenia
Hungary
Luxembourg
Malta
Lithuania
Portugal
Austria
Croatia
Slovakia
Poland
Czech Republic
Iceland
Finland
Italy
Germany
Latvia
Slovenia
Spain
Estonia
HBSC average

50
49
46
42
45
42
40
39
37
37
40
38
36
35
36
36
36
32
33
33
33
33
33
29
31
28
35
24
26
24
26
25
25
24
23
18
20
19
19
20
20
21
31

60
59
59
58
50
52
47
47
47
48
45
46
44
42
41
41
40
42
39
38
36
35
34
37
31
33
23
34
32
32
30
30
30
30
29
32
31
29
27
27
24
22
38

55
54
52
49
48
47
44
43
43
43
43
42
40
39
39
38
38
37
37
36
34
34
33
33
31
31
29
29
29
28
28
27
27
27
26
25
25
24
23
23
22
22
35

Belgium (French)
Belgium (Flemish)
Ukraine
Israel
Switzerland
Canada
Ireland
Netherlands
Denmark
England
Republic of Moldova
Sweden
Greenland
France
Bulgaria
MKDa

Albania
Malta
Scotland
Armenia
Iceland
Russian Federation
Norway
Greece
Luxembourg
Italy
Lithuania
Romania
Wales
Poland
Austria
Finland
Latvia
Hungary
Croatia
Czech Republic
Slovenia
Slovakia
Germany
Portugal
Estonia
Spain
HBSC average

53
50
44
38
37
39
41
38
34
36
37
33
35
37
32
31
32
38
32
29
29
33
29
26
29
21
26
25
28
26
22
15
20
22
22
20
19
19
16
21
20
17
30

65
57
54
52
52
49
45
49
48
44
40
44
41
39
43
43
41
32
38
38
39
34
35
35
32
37
32
30
28
28
30
36
30
29
28
29
29
29
31
25
25
22
38

59
53
50
46
45
44
44
43
41
40
39
39
38
38
37
37
37
35
35
35
34
33
32
31
31
29
29
28
28
27
27
26
26
25
25
24
24
24
24
23
22
20
34

MEASURE Young people were asked how often they eat vegetables. Response options ranged from never to more than once a day. Findings 
presented here show the proportions who reported eating vegetables every day or more than once a day.

a The former Yugoslav Republic of Macedonia. 



GROWING UP UNEQUAL: GENDER AND SOCIOECONOMIC 
DIFFERENCES IN YOUNG PEOPLE’S HEALTH AND WELL-BEING

ANNEX. METHODOLOGY AND SUPPLEMENTARY DATA TABLES A

HEALTH BEHAVIOUR IN SCHOOL-AGED CHILDREN (HBSC) STUDY:  
INTERNATIONAL REPORT FROM THE 2013/2014 SURVEY

259

HEALTH BEHAVIOURS 
DAILY SWEETS CONSUMPTION

11-year-olds (%) 
Country/region Boys Girls Total

13-year-olds (%) 
Country/region Boys Girls Total

15-year-olds (%) 
Country/region Boys Girls Total

Armenia
Bulgaria
Ukraine
Belgium (French)
Scotland
Slovakia
Romania
Israel
Russian Federation
Hungary
Netherlands
Albania
Germany
Republic of Moldova
Austria
Italy
Croatia
Switzerland
Luxembourg
MKDa

Malta
Estonia
Poland
Greenland
Latvia
Lithuania
Wales
Belgium (Flemish)
Czech Republic
England
Ireland
France
Slovenia
Canada
Portugal
Greece
Spain
Denmark
Norway
Iceland
Sweden
Finland
HBSC average

47
44
36
34
33
33
32
31
26
30
30
30
28
27
28
27
26
25
27
25
25
21
23
30
20
22
21
20
22
21
18
21
14
14
13
10

8
4
4
2
3
2

21

48
43
39
41
39
36
35
35
35
31
32
31
30
30
29
27
27
28
24
25
25
29
26
19
27
23
23
22
19
20
21
19
14
14
10
10
10

5
2
2
2
1

23

47
44
37
37
36
34
34
33
31
31
31
31
29
28
28
27
27
26
25
25
25
25
25
24
24
23
22
21
20
20
20
20
14
14
12
10

9
4
3
2
2
2

22

Armenia
Bulgaria
Romania
Ukraine
Belgium (French)
Albania
Slovakia
MKDa

Hungary
Israel
Scotland
Croatia
Russian Federation
Austria
Netherlands
Poland
Italy
Switzerland
Latvia
Republic of Moldova
Greenland
Germany
Wales
Ireland
England
Estonia
France
Luxembourg
Lithuania
Czech Republic
Belgium (Flemish)
Malta
Greece
Slovenia
Portugal
Canada
Spain
Denmark
Norway
Sweden
Finland
Iceland
HBSC average

50
42
38
36
37
38
34
32
32
28
33
32
30
29
32
28
31
29
23
26
26
24
24
23
22
23
23
24
22
22
22
19
17
15
16
15
13

7
7
5
3
3

23

58
50
49
45
43
38
40
42
40
42
35
35
36
36
31
34
31
32
36
33
31
29
28
28
29
28
27
24
24
23
21
24
19
19
16
15
15

9
5
4
3
2

27

54
46
43
41
40
38
37
37
36
35
34
34
34
33
31
31
31
30
30
30
29
27
26
26
25
25
25
24
23
23
21
21
18
17
16
15
14

8
6
4
3
2

25

Armenia
MKDa

Belgium (French)
Bulgaria
Ukraine
Romania
Albania
Scotland
Slovakia
Republic of Moldova
Croatia
Hungary
Israel
Latvia
Russian Federation
Switzerland
Ireland
Greenland
Netherlands
Austria
Poland
Italy
France
Germany
Luxembourg
England
Belgium (Flemish)
Wales
Estonia
Malta
Czech Republic
Lithuania
Portugal
Greece
Slovenia
Canada
Spain
Denmark
Norway
Sweden
Finland
Iceland
HBSC average

52
40
42
37
34
36
36
34
30
30
26
30
27
24
23
27
27
31
27
29
25
28
24
24
23
24
25
23
20
15
19
18
17
16
14
16
13

8
9
5
3
3

23

63
48
46
47
45
42
43
36
39
35
38
34
35
36
37
33
32
28
31
29
31
26
29
27
26
24
21
22
24
26
21
21
19
20
18
14
15

7
5
4
3
2

26

59
44
44
42
40
40
39
35
35
33
32
32
32
31
31
30
30
30
29
29
28
27
26
26
24
24
24
23
22
21
20
19
18
18
16
15
14

8
7
5
3
3

24

MEASURE Young people were asked how often they eat sweets. Response options ranged from never to more than once a day. Findings presented 
here show the proportions who reported eating sweets  every day or more than once a day.

a The former Yugoslav Republic of Macedonia. 
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HEALTH BEHAVIOURS 
HAVING BREAKFAST WITH MOTHER OR FATHER EVERY DAY

11-year-olds (%) 
Country/region Boys Girls Total

13-year-olds (%) 
Country/region Boys Girls Total

15-year-olds (%) 
Country/region Boys Girls Total

Republic of Moldova
Ukraine
Armenia
Portugal
Albania
Lithuania
Spain
Russian Federation
Netherlands
Switzerland
Latvia
Luxembourg
Germany
Belgium (French)
France
Belgium (Flemish)
Sweden
Romania
Austria
Denmark
Norway
Italy
Iceland
Croatia
Bulgaria
Estonia
Ireland
Israel
Poland
Malta
Hungary
Canada
Greece
Czech Republic
Scotland
Slovenia
Wales
England
Finland
MKDa

Slovakia
HBSC average

64
60
49
51
47
48
47
48
46
48
45
46
44
43
43
41
41
39
40
41
41
37
37
38
33
35
33
34
33
31
28
27
25
25
24
22
22
22
17

–
–

38

68
66
54
51
53
49
48
47
46
42
45
42
42
41
40
41
38
39
36
35
32
34
34
33
36
30
30
28
28
29
27
25
25
23
23
21
20
19
12

–
–

36

66
63
51
51
50
49
48
48
46
45
45
44
43
42
41
41
39
39
38
38
36
35
35
35
34
33
31
31
30
30
27
26
25
24
23
22
21
21
14

–
–

37

Republic of Moldova
Ukraine
Armenia
Albania
Portugal
Lithuania
Russian Federation
Switzerland
Spain
Luxembourg
Belgium (French)
Netherlands
Belgium (Flemish)
Germany
Italy
Latvia
France
Croatia
Bulgaria
Austria
Romania
Iceland
Denmark
Malta
Norway
Estonia
Sweden
Poland
Israel
Hungary
Ireland
Canada
Greece
Czech Republic
Wales
Scotland
Slovenia
England
Finland
MKDa

Slovakia
HBSC average

59
57
43
43
43
41
39
33
36
31
31
31
31
32
34
30
30
27
28
28
25
26
26
27
24
27
25
23
19
21
20
21
18
15
17
16
11
13

9
–
–

28

58
58
48
44
34
34
33
29
25
29
28
28
28
27
24
26
23
24
20
21
23
20
19
16
18
14
16
16
20
17
18
15
15
15
12
10
11

9
6
–
–

23

59
57
45
44
39
38
35
31
31
30
30
29
29
29
29
28
26
25
24
24
24
23
22
21
21
21
21
20
19
19
19
18
17
15
14
13
11
11

8
–
–

26

Republic of Moldova
MKDa

Ukraine
Armenia
Lithuania
Albania
Russian Federation
Portugal
Belgium (French)
Luxembourg
Switzerland
Italy
Belgium (Flemish)
Latvia
Germany
Spain
Bulgaria
Croatia
Netherlands
France
Malta
Denmark
Israel
Norway
Ireland
Austria
Estonia
Iceland
Canada
Greece
Romania
Sweden
Slovakia
Hungary
Poland
Wales
Scotland
England
Czech Republic
Slovenia
Finland
HBSC average

55
46
43
39
34
28
31
27
24
24
22
22
23
22
21
22
17
18
21
19
19
17
14
17
18
15
16
15
13
14
12
15
12
11
12
10
10

8
9
9
5

19

46
42
40
39
24
27
23
21
21
18
19
18
15
18
19
15
16
15
12
13
12
12
14
10
10
11

9
9

10
8

10
7
8
8
6
7
7
7
5
5
3

15

50
44
42
39
29
27
26
24
22
21
21
20
20
20
20
18
17
17
16
16
16
14
14
13
13
12
12
12
12
11
11
11
10

9
9
9
8
7
7
7
4

17

 Note: no data were received from Greenland, the former Yugoslav Republic of Macedonia (11- and 13-year-olds) and Slovakia (11- and 13-year-olds).

MEASURE Young people were asked how often they eat breakfast with their family. Findings presented here show the proportions who eat breakfast 
with at least one of their parents every day.

a The former Yugoslav Republic of Macedonia. 
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HEALTH BEHAVIOURS 
USING A COMPUTER FOR EMAIL, INTERNET OR HOMEWORK FOR TWO OR MORE HOURS ON WEEKDAYS

11-year-olds (%) 
Country/region Boys Girls Total

13-year-olds (%) 
Country/region Boys Girls Total

15-year-olds (%) 
Country/region Boys Girls Total

Israel
Bulgaria
Wales
Scotland
Russian Federation
Netherlands
England
Slovakia
Denmark
Sweden
Canada
Latvia
Estonia
MKDa

Malta
Czech Republic
Poland
Romania
Norway
Finland
Ukraine
Belgium (Flemish)
Iceland
Republic of Moldova
France
Ireland
Belgium (French)
Armenia
Germany
Hungary
Luxembourg
Italy
Croatia
Austria
Lithuania
Greece
Slovenia
Portugal
Spain
Albania
Switzerland
HBSC average

51
52
53
42
43
41
39
45
44
44
39
40
39
40
37
44
36
36
35
32
37
33
35
30
30
30
30
34
32
30
31
27
32
29
31
28
31
27
28
27
18
36

57
48
47
45
42
44
43
36
37
36
38
35
35
31
33
27
34
33
33
35
29
32
28
31
28
28
26
20
22
24
23
26
22
24
20
22
18
22
16
14
17
31

54
50
50
44
42
42
41
40
40
40
38
38
37
36
35
35
35
35
34
33
33
32
31
31
29
29
28
27
27
27
27
27
26
26
26
25
25
24
22
20
18
33

Bulgaria
Scotland
Wales
Netherlands
Sweden
England
Russian Federation
Norway
Israel
Poland
Estonia
Slovakia
Denmark
Canada
Iceland
Germany
Malta
Finland
Latvia
MKDa

Greece
France
Belgium (Flemish)
Romania
Ireland
Czech Republic
Luxembourg
Ukraine
Belgium (French)
Italy
Spain
Republic of Moldova
Croatia
Slovenia
Austria
Portugal
Hungary
Lithuania
Albania
Armenia
Switzerland
HBSC average

64
63
65
62
60
59
55
55
55
51
54
55
56
50
52
54
50
44
51
51
49
49
47
48
45
50
50
49
44
46
42
44
46
44
48
42
40
40
47
43
33
50

72
72
68
70
70
69
67
67
67
68
64
58
57
60
56
54
57
63
55
52
52
52
54
52
52
49
49
49
53
50
53
51
45
44
41
44
44
42
33
32
40
55

68
67
66
66
65
64
61
61
61
59
59
57
57
55
54
54
54
54
53
52
51
50
50
50
50
50
49
49
48
48
48
47
46
44
44
43
42
41
40
38
37
52

Scotland
Netherlands
Norway
Sweden
Wales
England
Estonia
Poland
Russian Federation
Bulgaria
Malta
Slovakia
Spain
Israel
Denmark
Luxembourg
Republic of Moldova
Germany
Czech Republic
Latvia
Canada
France
Ukraine
Iceland
Ireland
Belgium (French)
Belgium (Flemish)
Finland
Romania
Greece
Slovenia
Hungary
Croatia
MKDa

Italy
Austria
Switzerland
Albania
Portugal
Armenia
Lithuania
HBSC average

74
72
70
69
69
68
65
65
63
67
66
64
61
66
64
66
63
64
62
58
59
61
60
57
53
56
56
50
58
59
56
50
56
52
50
48
48
53
48
53
43
59

82
85
78
78
76
76
78
75
76
72
71
72
73
68
70
67
70
68
68
71
71
68
68
64
65
64
64
68
60
59
61
65
59
58
60
57
58
46
49
45
50
67

78
78
74
74
72
72
72
70
70
69
69
68
67
67
67
67
66
66
65
65
65
64
64
61
61
60
60
59
59
59
58
58
57
55
55
53
53
50
49
48
46
63

 Note: no data were received from Greenland.

MEASURE Young people were asked how many hours per day they use a computer for email, internet or homework in their spare time on weekdays 
and at weekends. Findings presented here show the proportions who reported using a computer in these ways for two or more hours every weekday.

a The former Yugoslav Republic of Macedonia. 
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HEALTH BEHAVIOURS 
PLAYING GAMES ON A COMPUTER OR GAMES CONSOLE FOR TWO OR MORE HOURS ON WEEKDAYS

11-year-olds (%) 
Country/region Boys Girls Total

13-year-olds (%) 
Country/region Boys Girls Total

15-year-olds (%) 
Country/region Boys Girls Total

Bulgaria
Denmark
Israel
Scotland
Netherlands
Wales
Romania
Sweden
Canada
Estonia
Slovakia
Russian Federation
Malta
England
Lithuania
Iceland
Latvia
Czech Republic
Republic of Moldova
Hungary
MKDa

France
Belgium (French)
Poland
Ukraine
Belgium (Flemish)
Italy
Ireland
Austria
Norway
Finland
Luxembourg
Greece
Albania
Portugal
Croatia
Germany
Slovenia
Armenia
Spain
Switzerland
HBSC average

62
68
55
61
55
61
53
57
50
58
56
51
48
45
52
51
52
55
43
43
42
40
40
43
41
40
39
38
39
37
44
35
38
37
34
34
32
34
29
29
25
46

50
39
48
42
43
38
36
30
37
29
31
36
35
36
28
27
27
22
28
26
26
26
25
22
25
25
25
27
25
25
16
23
19
19
18
18
19
14
17
16
16
28

56
53
51
51
49
49
44
44
43
43
43
42
42
41
40
39
39
37
36
34
34
33
33
33
33
33
32
31
31
31
30
29
28
28
25
25
25
24
23
23
20
37

Bulgaria
Scotland
Netherlands
Wales
Denmark
Israel
Malta
Canada
England
Lithuania
Sweden
Romania
Iceland
Estonia
Austria
Latvia
Belgium (French)
Slovakia
Russian Federation
Norway
France
Germany
Czech Republic
Greece
Hungary
Italy
Republic of Moldova
Albania
Ukraine
MKDa

Luxembourg
Ireland
Belgium (Flemish)
Spain
Poland
Croatia
Portugal
Finland
Armenia
Slovenia
Switzerland
HBSC average

71
70
67
70
73
56
60
59
60
63
67
61
62
70
58
64
51
61
58
56
55
50
62
54
52
49
52
54
55
51
49
44
48
39
50
50
42
56
38
48
32
56

51
52
52
44
39
50
45
46
45
40
36
37
34
26
38
31
44
34
37
38
35
39
29
33
35
38
34
31
30
31
33
36
28
36
23
22
26
10
27
17
24
35

61
61
60
58
54
53
53
52
52
51
51
49
48
48
48
47
47
47
46
46
46
45
45
44
43
43
43
42
42
41
40
39
39
37
37
36
34
33
32
32
28
45

Malta
Netherlands
Scotland
Bulgaria
Canada
Wales
Germany
Israel
Belgium (French)
Norway
Lithuania
Slovakia
Romania
Sweden
England
Luxembourg
Hungary
Ukraine
Russian Federation
Denmark
Czech Republic
Estonia
Republic of Moldova
Italy
Iceland
Albania
Spain
Latvia
Greece
France
Austria
MKDa

Armenia
Poland
Belgium (Flemish)
Portugal
Croatia
Switzerland
Ireland
Finland
Slovenia
HBSC average

62
66
64
65
59
63
58
58
55
67
60
62
62
65
55
53
58
57
55
63
64
63
54
46
56
51
43
58
52
48
47
46
47
50
42
45
46
39
32
51
42
54

53
46
44
37
44
37
41
42
44
32
34
31
34
29
35
36
30
31
32
25
21
19
28
36
24
29
36
24
25
27
28
25
26
17
18
21
17
23
29

8
14
30

57
56
54
53
52
50
50
49
49
48
48
47
46
46
45
44
44
43
42
42
42
41
41
41
40
40
39
39
38
38
36
36
35
32
32
32
32
31
30
29
27
42

 Note: no data were received from Greenland.

MEASURE Young people were asked how many hours per day they played games on a computer or a games console in their spare time on weekdays 
and at weekends. Findings presented here show the proportions who reported computer/games console use for two or more hours every weekday.

a The former Yugoslav Republic of Macedonia. 
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RISK BEHAVIOURS 
DRINKING BEER AT LEAST ONCE A WEEK

11-year-olds (%) 
Country/region Boys Girls Total

13-year-olds (%) 
Country/region Boys Girls Total

15-year-olds (%) 
Country/region Boys Girls Total

Israel
Armenia
Bulgaria
Slovenia
Croatia
Czech Republic
Lithuania
Romania
Austria
Albania
Portugal
Hungary
Luxembourg
Canada
Slovakia
Poland
Republic of Moldova
MKDa

Russian Federation
Italy
Switzerland
Iceland
Wales
Latvia
Belgium (French)
Malta
Estonia
Sweden
Scotland
France
England
Greece
Denmark
Germany
Belgium (Flemish)
Ireland
Greenland
Norway
Spain
Netherlands
Finland
Ukraine
HBSC average

10
8
6
5
4
3
3
4
2
3
2
2
3
3
3
2
2
3
1
2
1
1
2
1
2
1
1
1
1
1
1
1
1
1
1
0
1
1
0
0
–
–
2

4
2
2
3
2
3
2
1
3
1
2
1
1
1
0
1
0
0
1
1
1
1
0
1
0
1
0
1
0
0
0
0
0
0
0
0
0
0
0
0
–
–
1

7
5
4
4
3
3
3
3
3
2
2
2
2
2
2
2
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
0
0
0
0
0
0
0
0
–
–
2

Bulgaria
Croatia
Israel
Romania
Italy
Greece
Hungary
Albania
Slovakia
Czech Republic
Slovenia
Poland
Russian Federation
Armenia
Lithuania
MKDa

Portugal
Republic of Moldova
Austria
Malta
Canada
Luxembourg
Wales
Germany
Finland
Switzerland
England
France
Belgium (French)
Latvia
Sweden
Belgium (Flemish)
Estonia
Iceland
Scotland
Denmark
Spain
Netherlands
Ireland
Greenland
Norway
Ukraine
HBSC average

16
11
10
11

6
7
6
6
6
6
5
4
4
5
5
5
3
4
3
4
3
3
4
2
4
3
3
2
2
2
2
2
2
1
1
1
1
1
1
1
1
–
4

9
4
5
4
4
3
3
2
2
2
3
2
3
1
1
1
2
1
2
1
2
2
1
2
1
1
1
1
1
1
0
1
0
1
1
1
1
0
0
1
0
–
2

13
7
7
7
5
5
5
4
4
4
4
3
3
3
3
3
3
3
3
3
3
2
2
2
2
2
2
2
2
1
1
1
1
1
1
1
1
1
1
1
0
–
3

Bulgaria
Croatia
Italy
Israel
Malta
Hungary
Greece
Czech Republic
Romania
Belgium (Flemish)
Slovakia
Austria
Belgium (French)
Germany
MKDa

Netherlands
Denmark
Ukraine
Poland
Luxembourg
Albania
Slovenia
Canada
France
Wales
Lithuania
Switzerland
Republic of Moldova
Scotland
Armenia
Portugal
Spain
England
Russian Federation
Latvia
Greenland
Finland
Estonia
Norway
Sweden
Ireland
Iceland
HBSC average

27
25
21
23
19
20
18
17
22
14
15
19
13
16
15
16
15
13
10
11
12
11

9
9
9

10
8

10
9
9
9
6
8
6
6
5
6
6
3
3
3
3

12

12
5
9
6
9
7

10
8
4
7
5
3
6
3
3
2
4
5
7
5
3
3
3
4
3
2
4
2
2
2
2
4
2
3
1
2
1
0
2
1
1
1
4

20
16
15
14
14
13
13
13
12
11
11
10

9
9
9
9
9
9
8
8
7
7
6
6
6
6
6
6
5
5
5
5
5
5
4
4
3
3
3
2
2
2
8

 Note: no data were received from Finland (11-year-olds) and Ukraine (11- and 13-year-olds).

MEASURE Young people were asked how often they drink any alcoholic beverage and were given a list of drinks: beer, wine, spirits, alcopops or any 
other drink that contains alcohol. Response options ranged from never to every day. Findings presented here show the proportions who reported 
drinking beer at least every week.

a The former Yugoslav Republic of Macedonia. 
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RISK BEHAVIOURS 
DRINKING ALCOPOPS AT LEAST ONCE A WEEK

11-year-olds (%) 
Country/region Boys Girls Total

13-year-olds (%) 
Country/region Boys Girls Total

15-year-olds (%) 
Country/region Boys Girls Total

Israel
Slovenia
Croatia
Lithuania
Italy
Portugal
Austria
Luxembourg
Bulgaria
Romania
Hungary
Poland
Canada
Greenland
MKDa

Republic of Moldova
Czech Republic
Russian Federation
Iceland
Albania
Latvia
Sweden
Belgium (French)
Estonia
Wales
Scotland
France
Greece
Switzerland
Malta
Netherlands
Germany
Slovakia
Ireland
England
Belgium (Flemish)
Norway
Spain
Denmark
Finland
Ukraine
HBSC average

8
5
5
4
4
2
2
3
2
2
2
2
2
1
2
2
1
1
1
1
1
1
1
1
1
1
1
1
0
0
1
1
0
0
0
0
1
0
0
–
–
2

3
3
3
2
2
3
3
1
1
1
1
1
1
1
0
1
1
1
1
1
1
1
0
0
0
1
0
0
1
1
0
0
0
0
0
0
0
0
0
–
–
1

5
4
4
3
3
2
2
2
2
2
2
2
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
0
0
0
0
0
0
0
0
0
–
–
1

Croatia
Italy
Israel
Lithuania
Slovenia
Greece
Bulgaria
Wales
Austria
Russian Federation
Portugal
Hungary
Malta
Romania
Canada
Republic of Moldova
Greenland
Luxembourg
Albania
Scotland
Poland
Estonia
Belgium (French)
Switzerland
France
Finland
Latvia
Sweden
Czech Republic
Germany
England
Ireland
MKDa

Belgium (Flemish)
Denmark
Iceland
Spain
Slovakia
Netherlands
Norway
Ukraine
HBSC average

7
7
6
6
6
4
4
3
4
3
3
4
3
4
3
3
2
3
3
1
3
2
2
2
2
2
2
2
2
1
2
2
1
1
1
1
1
1
1
1
–
3

4
2
3
2
3
2
2
3
2
3
2
2
1
1
2
2
2
2
1
2
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
0
–
2

6
5
5
4
4
3
3
3
3
3
3
3
2
2
2
2
2
2
2
2
2
2
2
2
2
2
1
1
1
1
1
1
1
1
1
1
1
1
1
0
–
2

Malta
Denmark
Hungary
Israel
Croatia
Ukraine
Slovenia
Netherlands
Italy
Austria
Canada
Estonia
Greenland
Germany
Lithuania
Greece
Bulgaria
Belgium (French)
Scotland
Wales
Czech Republic
Luxembourg
Switzerland
Republic of Moldova
England
Romania
Latvia
Belgium (Flemish)
Poland
Spain
France
Portugal
MKDa

Sweden
Finland
Russian Federation
Norway
Slovakia
Albania
Ireland
Iceland
HBSC average

16
11

9
11
10
10
10

6
8
7
5
6

10
7
6
7
5
6
4
4
4
4
4
4
3
5
4
3
4
3
3
4
3
3
3
3
2
3
3
2
2
5

14
10

9
6
7
6
5
8
5
6
6
5
1
4
4
3
4
3
5
4
3
3
2
2
3
2
2
3
2
2
2
1
2
2
1
1
2
1
1
1
1
4

15
11

9
8
8
7
7
7
7
7
6
5
5
5
5
5
5
4
4
4
3
3
3
3
3
3
3
3
3
3
3
2
2
2
2
2
2
2
2
2
2
4

 Note: no data were received from Armenia, Finland (11-year-olds) and Ukraine (11- and 13-year-olds).

MEASURE Young people were asked how often they drink any alcoholic beverage and were given a list of drinks: beer, wine, spirits, alcopops or any 
other drink that contains alcohol. Response options ranged from never to every day. Findings presented here show the proportions who reported 
drinking alcopops at least every week.

a The former Yugoslav Republic of Macedonia. 
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RISK BEHAVIOURS 
DRINKING WINE AT LEAST ONCE A WEEK

11-year-olds (%) 
Country/region Boys Girls Total

13-year-olds (%) 
Country/region Boys Girls Total

15-year-olds (%) 
Country/region Boys Girls Total

Israel
Armenia
Slovenia
Croatia
Lithuania
Austria
Republic of Moldova
Romania
Hungary
Albania
Bulgaria
Portugal
Luxembourg
Canada
Malta
Poland
Greece
Italy
MKDa

Czech Republic
Wales
Iceland
Latvia
Russian Federation
Belgium (French)
Sweden
England
Switzerland
Scotland
Germany
Slovakia
Belgium (Flemish)
Estonia
Norway
Denmark
France
Ireland
Spain
Greenland
Netherlands 
Finland
Ukraine
HBSC average

9
8
5
3
3
2
3
3
3
3
3
2
3
2
2
2
2
2
2
1
1
1
1
1
1
1
1
1
1
1
1
1
0
1
0
0
0
0
0
0
–
–
2

4
3
3
2
2
3
2
1
2
2
1
2
1
1
1
1
0
1
0
1
0
1
1
1
0
1
1
1
1
0
0
0
0
0
0
0
0
0
0
0
–
– 
1

7
5
4
3
3
2
2
2
2
2
2
2
2
2
2
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
0
0
0
0
0
0
0
0
0
–
– 
1

Croatia
Israel
Albania
Slovenia
Greece
Hungary
Italy
Romania
Armenia
Bulgaria
Russian Federation
Malta
Austria
Portugal
Republic of Moldova
Lithuania
Luxembourg
Canada
Switzerland
Poland
MKDa

Finland
Belgium (French)
England
Czech Republic
Wales
Slovakia
Sweden
Latvia
France
Germany
Denmark
Scotland
Iceland
Estonia
Ireland
Belgium (Flemish)
Spain
Norway
Greenland
Netherlands
Ukraine
HBSC average

8
8
7
6
6
5
5
5
5
4
3
3
3
3
4
3
3
3
2
3
2
2
2
2
2
2
2
2
1
1
1
1
1
1
1
1
1
1
1
0
0
–
3

4
4
4
3
2
3
2
2
2
2
3
2
2
2
1
1
2
1
1
1
1
1
1
1
1
1
1
1
1
0
1
0
0
0
0
0
0
0
0
1
0
–
1

6
6
5
4
4
4
4
4
3
3
3
3
2
2
2
2
2
2
2
2
2
2
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
0
0
0
–
2

Croatia
Malta
Hungary
Israel
Italy
Greece
Albania
Romania
Slovenia
Armenia
Bulgaria
MKDa

Netherlands
Republic of Moldova
Ukraine
Slovakia
Austria
Belgium (Flemish)
Canada
Wales
Czech Republic
Poland
Luxembourg
Scotland
Belgium (French)
England
Russian Federation
Germany
Switzerland
Lithuania
Denmark
France
Spain
Latvia
Sweden
Portugal
Iceland
Finland
Norway
Estonia
Greenland
Ireland
HBSC average

17
12
12
11
11
10

8
12

8
10

6
5
2
6
5
4
3
3
4
2
2
4
3
3
3
2
3
2
3
3
2
3
2
3
2
2
2
2
1
1
1
1
4

7
9
8
6
4
5
5
2
5
3
3
3
6
2
2
3
3
3
3
4
3
2
2
2
2
3
1
2
2
1
2
1
2
1
1
0
1
1
0
0
0
0
3

12
10
10

9
8
7
7
7
6
6
4
4
4
4
3
3
3
3
3
3
3
3
3
3
3
2
2
2
2
2
2
2
2
2
1
1
1
1
1
1
1
1
3

 Note: no data were received from Finland (11-year-olds) and Ukraine (11- and 13-year-olds).

MEASURE Young people were asked how often they drink any alcoholic beverage and were given a list of drinks: beer, wine, spirits, alcopops or any 
other drink that contains alcohol. Response options ranged from never to every day. Findings presented here show the proportions who reported 
drinking wine at least every week.

a The former Yugoslav Republic of Macedonia. 
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RISK BEHAVIOURS 
DRINKING SPIRITS AT LEAST ONCE A WEEK

11-year-olds (%) 
Country/region Boys Girls Total

13-year-olds (%) 
Country/region Boys Girls Total

15-year-olds (%) 
Country/region Boys Girls Total

Israel
Slovenia
Austria
Lithuania
Croatia
Albania
Armenia
Portugal
Luxembourg
Bulgaria
Poland
Canada
Hungary
Romania
Italy
Latvia
Republic of Moldova
Switzerland
Iceland
Russian Federation
Sweden
MKDa

Czech Republic
Estonia
Wales
France
Scotland
Belgium (French)
Malta
Germany
Slovakia
England
Ireland
Belgium (Flemish)
Norway
Spain
Greece
Denmark
Greenland
Netherlands 
Finland
Ukraine
HBSC average

8
5
2
3
3
3
4
2
3
3
2
2
1
2
2
1
1
1
1
1
1
1
1
1
1
1
1
1
0
1
1
1
0
0
1
0
0
0
0
0 
– 
– 
2

3
3
3
2
2
1
1
2
1
1
1
1
1
1
0
1
0
1
1
1
1
0
0
0
0
0
0
0
1
0
0
0
0
0
0
0
0
0
0
0 
– 
– 
1

5
4
2
2
2
2
2
2
2
2
2
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
0
0
0
0
0
0
0
0
0
0
0 
– 
– 
1

Israel
Croatia
Albania
Bulgaria
Slovenia
Portugal
Hungary
Austria
Lithuania
Greece
Russian Federation
Romania
Luxembourg
Malta
Poland
Canada
Armenia
Scotland
Wales
Finland
Slovakia
Italy
Switzerland
MKDa

Belgium (French)
Republic of Moldova
Sweden
Estonia
Germany
Czech Republic
England
Latvia
Spain
Ireland
Iceland
France
Denmark
Belgium (Flemish)
Norway
Greenland
Netherlands
Ukraine
HBSC average

8
6
6
5
5
4
4
3
4
3
3
3
3
2
3
2
3
2
2
3
2
2
2
2
2
2
2
2
1
1
1
1
1
1
1
1
1
1
1
0
0 
–
2

4
4
3
2
2
2
2
2
1
2
2
1
2
2
2
2
1
2
1
1
1
2
1
1
1
1
0
1
1
1
1
1
1
1
1
1
1
0
0
1
0 
–
1

6
5
4
4
3
3
3
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
0
0
0 
–
2

Malta
Hungary
Israel
Croatia
Italy
Denmark
Austria
Greece
Scotland
Bulgaria
Slovenia
Canada
MKDa

Wales
Slovakia
England
Portugal
Albania
Spain
Romania
Czech Republic
Luxembourg
Lithuania
Belgium (French)
Germany
France
Poland
Belgium (Flemish)
Switzerland
Russian Federation
Ukraine
Estonia
Armenia
Republic of Moldova
Latvia
Ireland
Greenland
Sweden
Iceland
Finland
Norway
Netherlands
HBSC average

19
15
13
11
10

9
8
9
5
8
7
6
6
4
6
3
5
5
4
7
5
5
6
5
4
4
5
3
4
5
5
3
4
3
4
3
4
3
3
3
2
2
5

18
8
6
6
5
5
6
4
7
4
6
5
5
6
4
5
3
3
4
1
3
3
1
3
2
3
2
3
2
2
1
2
1
2
1
2
1
2
2
1
2
2
3

18
11

9
8
7
7
7
7
6
6
6
6
6
5
5
4
4
4
4
4
4
4
4
4
3
3
3
3
3
3
3
3
3
2
2
2
2
2
2
2
2
2
4

 Note: no data were received from Finland (11-year-olds) and Ukraine (11- and 13-year-olds).

MEASURE Young people were asked how often they drink any alcoholic beverage and were given a list of drinks: beer, wine, spirits, alcopops or any 
other drink that contains alcohol. Response options ranged from never to every day. Findings presented here show the proportions who reported 
drinking spirits at least every week.

a The former Yugoslav Republic of Macedonia. 
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RISK BEHAVIOURS 
FIRST ALCOHOL USE AT AGE 13 OR YOUNGER

  15-year-olds (%) 
Country/region Boys Girls Total

Estonia
Lithuania
Greece
Hungary
Croatia
Slovenia
Austria
Portugal
Armenia
Germany
Bulgaria
Denmark
Poland
France
Ukraine
Luxembourg
England
Romania
Latvia
Albania
Scotland
Republic of Moldova
Netherlands
Spain
Belgium (Flemish)
Switzerland
Slovakia
Wales
Malta
Czech Republic
MKDa

Canada
Belgium (French)
Finland
Italy
Ireland
Russian Federation
Sweden
Norway
Israel
Iceland
HBSC average

50
44
47
46
46
44
41
38
43
36
38
35
32
37
36
32
31
40
28
39
29
34
29
25
29
29
28
25
25
28
30
25
25
22
26
19
18
15
16
17

6
30

47
41
38
37
33
35
37
37
33
37
30
32
32
25
26
27
27
20
29
18
27
22
23
27
22
22
22
25
25
22
17
22
18
20
12
15
15
13
13

4
5

24

49
43
43
41
40
39
39
38
37
37
34
33
32
31
31
29
29
29
29
28
28
28
27
26
26
26
25
25
25
25
24
23
21
21
19
17
16
14
14
10

5
27

 Note: no data were received from Greenland.

MEASURE Young people were asked at what age they had their first alcoholic drink. Findings presented here show the proportions who reported 
first drinking alcohol at age 13 or younger.

a The former Yugoslav Republic of Macedonia. 
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RISK BEHAVIOURS 
EVER SMOKED TOBACCO

11-year-olds (%) 
Country/region Boys Girls Total

13-year-olds (%) 
Country/region Boys Girls Total

15-year-olds (%) 
Country/region Boys Girls Total

Lithuania
Latvia
Estonia
Poland
Slovakia
Czech Republic
Ukraine
Russian Federation
France
Israel
Croatia
Hungary
Armenia
Romania
Finland
Republic of Moldova
Bulgaria
Switzerland
Germany
Italy
Slovenia
Luxembourg
Wales
Sweden
MKDa

Albania
Netherlands
Canada
Austria
Denmark
Spain
Portugal
Ireland
Greece
Iceland
Belgium (Flemish)
England
Malta
Scotland
Norway
Belgium (French)
HBSC average

21
15
13
10
10

9
11

9
8
9
9
5
9
7
7
7
5
4
5
4
4
3
3
3
3
3
3
3
2
3
2
2
3
2
2
2
2
1
1
1
–
6

11
8
6
6
6
6
4
5
3
3
2
4
1
2
2
1
3
4
3
3
2
2
2
1
1
1
1
1
2
1
1
1
0
1
1
1
0
1
1
0
–
3

16
12
10

8
8
7
7
7
6
6
5
5
5
5
4
4
4
4
4
3
3
3
3
2
2
2
2
2
2
2
2
2
2
2
1
1
1
1
1
1
–
4

Lithuania
Latvia
Estonia
Slovakia
Czech Republic
Poland
Finland
France
Croatia
Hungary
Italy
Bulgaria
Russian Federation
Switzerland
Romania
Germany
Ukraine
Greece
Slovenia
Belgium (French)
Republic of Moldova
Luxembourg
Austria
Portugal
Netherlands
Wales
Sweden
Belgium (Flemish)
Spain
Israel
Denmark
Scotland
Albania
England
Armenia
Malta
Canada
Ireland
Norway
MKDa

Iceland
HBSC average

54
42
37
27
29
25
26
22
23
23
16
17
21
19
17
14
19
17
17
15
19
13
15
10
11

9
10
11

9
12

9
6

10
6

14
7
6
7
7
8
5

16

32
33
31
28
24
23
19
21
20
18
21
17
14
15
16
16
11
12
12
12

6
12

9
14
11
12
11

9
10

7
8

11
6
9
1
6
6
6
5
4
4

14

43
37
34
28
27
24
23
22
22
20
18
17
17
17
17
15
15
15
14
13
13
12
12
12
11
11
10
10
10

9
9
8
8
8
7
6
6
6
6
6
4

15

Lithuania
Latvia
Estonia
Czech Republic
Slovakia
Croatia
Poland
France
Finland
Hungary
Italy
Bulgaria
Slovenia
Austria
Luxembourg
Romania
Switzerland
Greece
Ukraine
Russian Federation
Germany
Republic of Moldova
Netherlands
Portugal
Belgium (French)
Denmark
Sweden
Spain
Belgium (Flemish)
Scotland
Malta
Wales
MKDa

England
Norway
Ireland
Israel
Canada
Albania
Iceland
Armenia
HBSC average

70
61
61
51
50
49
49
47
51
45
43
37
40
40
32
40
40
37
41
40
32
49
32
30
30
31
29
27
30
26
27
22
27
19
23
21
31
18
25
13
18
35

55
60
55
56
51
48
48
48
43
48
48
51
40
40
42
35
35
37
33
31
38
19
36
35
35
33
33
34
26
30
28
29
23
29
19
20
10
19

9
12

4
34

63
61
58
54
50
49
49
48
47
47
46
43
40
40
38
37
37
37
36
35
35
35
34
33
33
32
31
31
28
28
28
26
25
24
21
21
19
19
17
12
10
34

 Note: no data were received from Belgium (French) (11-year-olds) and Greenland.

MEASURE Young people were asked on how many days (if any) they had smoked cigarettes. Response options were never, 1–2 days, 3–5 days, 6–9 
days, 10–19 days, 20–29 days and 30 days (or more). Findings presented here show the proportions who answered that they had smoked on 1–2 
days or more in their lifetime.

a The former Yugoslav Republic of Macedonia. 
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RISK BEHAVIOURS 
DAILY SMOKING

11-year-olds (%) 
Country/region Boys Girls Total

13-year-olds (%) 
Country/region Boys Girls Total

15-year-olds (%) 
Country/region Boys Girls Total

Israel
Russian Federation
Denmark
Greenland
Bulgaria
Poland
Ireland
Romania
Albania
Ukraine
Republic of Moldova
Armenia
Luxembourg
Hungary
Malta
Lithuania
MKDa

Croatia
Austria
Portugal
Estonia
Belgium (Flemish)
Latvia
Czech Republic
Wales
Greece
England
Slovakia
Canada
Norway
Italy
Germany
Iceland
Belgium (French)
France
Slovenia
Scotland
Switzerland
Spain
Finland
Sweden
Netherlands
HBSC average

5
3
2
2
2
2
2
2
1
1
1
2
1
1
1
1
1
1
1
1
1
0
1
0
0
0
0
0
0
1
0
0
0
0
0
0
0
0
0
0
0
0
1

2
4
1
1
1
1
1
1
1
1
1
0
1
0
1
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0

4
3
2
2
2
1
1
1
1
1
1
1
1
1
1
1
1
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
1

Greenland
Russian Federation
Romania
Poland
Bulgaria
Lithuania
Slovakia
Croatia
Hungary
Israel
Scotland
Italy
Wales
Ireland
Finland
Czech Republic
Ukraine
Latvia
Luxembourg
Greece
Germany
Denmark
France
Republic of Moldova
Estonia
Belgium (French)
Slovenia
Albania
Armenia
Spain
Belgium (Flemish)
Portugal
MKDa

Netherlands
England
Malta
Switzerland
Austria
Norway
Canada
Iceland
Sweden
HBSC average

10
7
6
4
4
6
5
4
3
3
2
2
2
3
3
3
3
2
2
2
1
2
2
2
2
1
2
2
2
1
1
1
1
1
1
1
1
1
2
1
1
1
2

18
6
4
5
4
2
3
2
2
2
3
2
2
1
2
2
1
2
2
2
2
1
1
1
1
2
0
1
0
1
1
1
1
1
1
1
1
1
0
1
0
0
2

14
6
5
5
4
4
4
3
3
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
2

Greenland
Bulgaria
Croatia
Hungary
Romania
Italy
Luxembourg
Slovakia
Greece
France
Lithuania
Poland
Latvia
Germany
Austria
Russian Federation
Czech Republic
Slovenia
Finland
Ukraine
Scotland
Israel
Estonia
Netherlands
Belgium (French)
Belgium (Flemish)
MKDa

Malta
Ireland
Switzerland
Portugal
Wales
Spain
Republic of Moldova
Denmark
Sweden
England
Canada
Albania
Iceland
Armenia
Norway
HBSC average

43
17
19
15
14
12
10
11
13
11
14
10
12

9
10
13

8
9

10
11

8
12

9
8
8
7
8
7
7
6
6
5
4
5
5
4
4
3
5
2
4
2
8

46
25
17
15
13
14
13
12
10
12

7
10

8
10

9
7

10
8
7
6
7
4
7
7
7
7
6
6
6
6
6
5
5
5
4
5
5
3
1
2
1
1
7

44
21
18
15
14
13
12
12
11
11
11
10
10
10
10
10

9
9
8
8
8
8
8
7
7
7
7
6
6
6
6
5
5
5
5
4
4
3
3
2
2
1
8

MEASURE Young people were asked how often they smoke tobacco. Response options ranged from never to every day. Findings presented here 
show the proportions who reported smoking every day.

a The former Yugoslav Republic of Macedonia. 
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RISK BEHAVIOURS 
INVOLVED IN A PHYSICAL FIGHT AT LEAST ONCE IN THE PAST 12 MONTHS

11-year-olds (%) 
Country/region Boys Girls Total

13-year-olds (%) 
Country/region Boys Girls Total

15-year-olds (%) 
Country/region Boys Girls Total

Belgium (French)
Czech Republic
Armenia
Hungary
Scotland
Republic of Moldova
Romania
Latvia
Israel
Slovenia
Lithuania
Spain
Ukraine
Malta
Austria
France
Denmark
Slovakia
Germany
Bulgaria
Greece
England
Russian Federation
Luxembourg
Estonia
Netherlands
Poland
Switzerland
Italy
Wales
Croatia
Canada
Norway
Iceland
Sweden
Albania
Belgium (Flemish)
Greenland
Ireland
Finland
MKDa

Portugal
HBSC average

69
66
70
62
57
63
61
62
62
57
61
52
61
54
59
54
55
58
53
51
51
51
54
51
54
47
51
48
46
45
50
48
46
48
47
46
45
47
40
41
35
35
53

33
29
16
24
25
18
21
20
20
22
19
27
20
22
20
21
22
17
20
22
20
17
20
19
14
20
15
18
20
20
15
18
17
15
14
13
12

9
16
10
11
10
19

51
46
43
42
41
41
40
40
40
40
40
39
39
39
39
38
37
37
37
36
36
35
34
34
34
34
33
33
33
32
32
32
31
31
30
30
28
28
26
25
23
22
35

Czech Republic
Belgium (French)
Armenia
Republic of Moldova
Greece
Romania
Hungary
Slovenia
Slovakia
Croatia
Malta
Latvia
Bulgaria
Lithuania
Albania
Austria
France
Israel
Poland
Ukraine
Italy
Wales
Canada
Germany
Denmark
Netherlands
Spain
Scotland
Russian Federation
England
Luxembourg
Estonia
MKDa

Switzerland
Belgium (Flemish)
Norway
Ireland
Iceland
Sweden
Finland
Portugal
Greenland
HBSC average

65
57
71
60
55
54
54
58
55
54
51
57
51
55
54
58
46
53
50
51
49
43
44
50
47
42
41
41
45
40
41
42
38
43
37
43
44
39
36
35
33
35
48

25
31
15
24
27
28
27
21
24
23
25
20
23
20
21
15
23
18
19
19
19
25
22
14
18
20
22
21
19
21
18
13
18
12
16
13
17
13
14
12
11
10
20

44
44
43
42
41
41
41
39
39
39
38
38
38
37
36
36
35
35
35
34
34
34
33
33
31
31
31
31
31
30
28
28
28
28
27
27
27
26
25
23
22
22
33

Slovakia
Greece
Albania
Armenia
Czech Republic
Republic of Moldova
Belgium (French)
Malta
Romania
Bulgaria
Netherlands
Lithuania
Ukraine
France
Hungary
Croatia
Latvia
Austria
Norway
Russian Federation
England
Ireland
Luxembourg
Belgium (Flemish)
Poland
MKDa

Scotland
Italy
Denmark
Germany
Canada
Wales
Slovenia
Israel
Spain
Estonia
Portugal
Switzerland
Finland
Sweden
Greenland
Iceland
HBSC average

51
53
56
69
50
52
44
44
49
45
39
44
48
41
40
41
43
44
41
39
35
41
34
33
38
36
36
38
38
36
32
30
36
39
30
31
25
28
26
24
25
22
38

22
22
17
12
21
17
25
24
22
19
24
17
17
20
21
14
14
14
13
16
17
17
20
16
14
15
15
13
14
14
17
18
14
11
16
10
13

9
9

11
10

9
16

37
37
36
36
35
34
34
34
34
33
31
31
31
31
30
28
27
27
26
26
26
26
26
26
26
26
26
25
25
25
25
24
24
24
23
21
19
18
17
17
17
15
27

MEASURE Young people were asked how many times during the past 12 months they had been involved in a physical fight. Response options 
ranged from none to four times or more. Findings presented here show the proportions who reported fighting at least once in the past 12 months.

a The former Yugoslav Republic of Macedonia. 
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RISK BEHAVIOURS 
BEEN BULLIED AT SCHOOL AT LEAST ONCE IN THE PAST COUPLE OF MONTHS

11-year-olds (%) 
Country/region Boys Girls Total

13-year-olds (%) 
Country/region Boys Girls Total

15-year-olds (%) 
Country/region Boys Girls Total

Lithuania
Latvia
Belgium (French)
Russian Federation
Estonia
Ukraine
Portugal
Switzerland
Canada
Scotland
Hungary
Bulgaria
Luxembourg
Austria
Wales
Greenland
Republic of Moldova
Poland
England
Finland
Romania
Malta
France
Slovakia
Israel
Ireland
Denmark
Netherlands
Germany
Belgium (Flemish)
Norway
Slovenia
Albania
Iceland
Italy
MKDa

Spain
Czech Republic
Croatia
Sweden
Greece
Armenia
HBSC average

59
52
60
53
48
44
47
42
38
35
40
41
38
42
37
38
35
36
33
37
39
36
32
33
39
25
28
24
27
25
25
31
29
25
28
28
23
21
19
14
16
13
34

56
53
43
49
49
42
36
37
39
42
37
36
38
33
37
34
32
31
35
29
27
24
27
25
20
29
26
29
24
24
24
16
19
21
18
17
16
17
14
16
14

8
30

57
53
52
51
48
43
41
40
39
39
38
38
38
37
37
36
34
34
34
33
33
30
30
29
29
28
27
26
25
25
24
24
24
23
23
23
19
19
16
15
15
11
32

Lithuania
Latvia
Belgium (French)
Austria
Russian Federation
Portugal
Wales
Romania
Ukraine
Canada
Estonia
Republic of Moldova
Greenland
Scotland
Bulgaria
Switzerland
England
Hungary
Poland
France
Luxembourg
Ireland
Finland
Malta
Slovakia
MKDa

Israel
Germany
Slovenia
Netherlands
Greece
Belgium (Flemish)
Norway
Croatia
Albania
Denmark
Czech Republic
Iceland
Spain
Italy
Sweden
Armenia
HBSC average

53
53
54
46
47
44
36
39
40
33
42
37
39
32
36
34
30
32
33
30
28
27
33
30
28
30
34
25
28
24
23
24
22
21
21
18
20
17
20
15
12
11
31

56
56
42
39
38
38
44
39
38
43
34
39
35
41
34
34
38
33
29
31
32
30
25
26
26
23
18
27
23
23
23
20
19
20
20
21
18
20
13
15
16

6
30

54
54
48
42
42
41
40
39
39
38
38
38
37
37
35
34
34
32
31
30
30
29
29
28
27
27
26
26
25
24
23
22
21
20
20
20
19
19
17
15
14

8
30

Lithuania
Latvia
Belgium (French)
Russian Federation
Portugal
Wales
Republic of Moldova
Ukraine
Canada
Romania
Bulgaria
England
Austria
Estonia
Switzerland
Greenland
Ireland
Poland
Scotland
France
Luxembourg
Slovakia
Finland
MKDa

Hungary
Germany
Norway
Netherlands
Slovenia
Malta
Greece
Albania
Israel
Czech Republic
Belgium (Flemish)
Croatia
Denmark
Spain
Sweden
Italy
Iceland
Armenia
HBSC average

51
40
47
36
36
28
29
33
29
33
31
30
30
27
26
27
25
27
24
26
21
24
23
22
18
18
18
18
17
21
18
18
23
15
14
14
14
12

7
10
12

8
24

48
42
34
35
33
36
35
32
32
28
28
29
27
27
27
25
27
25
28
26
26
23
19
18
22
20
18
17
17
12
15
14
10
16
16
15
14
10
10

7
4
5

23

49
41
40
35
34
32
32
32
31
30
30
29
29
27
27
26
26
26
26
26
24
23
21
20
20
19
18
17
17
17
16
16
16
16
15
15
14
11

9
8
8
6

23

MEASURE Young people were asked how often they had been bullied at school in the past couple of months. Response options ranged from zero 
to several times a week. Findings presented here show the proportions who reported being bullied at least once or twice at school in the past couple 
of months.

a The former Yugoslav Republic of Macedonia. 
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RISK BEHAVIOURS 
BULLYING OTHERS AT SCHOOL AT LEAST ONCE IN THE PAST COUPLE OF MONTHS

11-year-olds (%) 
Country/region Boys Girls Total

13-year-olds (%) 
Country/region Boys Girls Total

15-year-olds (%) 
Country/region Boys Girls Total

Latvia
Lithuania
Russian Federation
Estonia
Belgium (French)
Ukraine
Switzerland
Republic of Moldova
Slovakia
Luxembourg
Romania
Portugal
Austria
Slovenia
Bulgaria
Hungary
France
Poland
Albania
Israel
Canada
Denmark
MKDa

Finland
Greece
Germany
Netherlands
Belgium (Flemish)
Scotland
Italy
Spain
Wales
Armenia
England
Norway
Czech Republic
Ireland
Iceland
Croatia
Malta
Sweden
HBSC average

61
55
52
51
44
41
42
39
41
38
40
40
36
38
35
35
29
33
32
34
24
26
25
28
27
23
22
23
21
21
19
18
22
19
19
17
15
16
14
13

9
30

47
40
43
30
27
29
27
29
27
30
26
22
25
18
21
20
22
18
17
12
18
17
16
12
12
15
14
10
12
12
13
13

7
9
9
8
8
6
8
6
4

18

54
47
47
40
36
35
35
34
34
34
33
30
30
28
28
27
26
25
25
23
21
21
21
20
19
19
18
16
16
16
16
15
15
15
14
12
11
11
11

9
7

24

Latvia
Lithuania
Russian Federation
Romania
Republic of Moldova
Austria
Ukraine
Slovakia
Estonia
Bulgaria
Belgium (French)
Switzerland
Luxembourg
Portugal
Poland
France
Germany
Slovenia
Greece
Albania
Canada
Hungary
MKDa

Netherlands
Israel
Finland
England
Denmark
Belgium (Flemish)
Croatia
Wales
Spain
Scotland
Malta
Italy
Armenia
Czech Republic
Norway
Ireland
Iceland
Sweden
HBSC average

70
60
56
51
46
58
48
41
48
43
40
45
39
39
40
36
39
38
35
31
28
34
33
27
34
32
25
26
27
25
22
22
21
26
21
24
21
19
15
14
11
34

59
49
41
41
41
30
37
36
26
30
33
28
30
29
27
31
23
21
21
22
25
18
19
19
13
14
19
17
14
13
16
15
14

9
13

8
11

9
9
7
6

23

64
54
47
46
44
43
42
39
37
37
37
36
34
34
34
34
31
30
29
27
26
26
26
24
23
23
22
21
21
19
19
19
18
17
17
16
15
13
12
11

8
28

Latvia
Lithuania
Ukraine
Russian Federation
Romania
Republic of Moldova
Austria
Slovakia
Switzerland
Bulgaria
Poland
France
Belgium (French)
Luxembourg
Germany
Greece
Estonia
Canada
Portugal
Slovenia
Albania
Hungary
Netherlands
MKDa

England
Finland
Denmark
Belgium (Flemish)
Malta
Wales
Spain
Croatia
Scotland
Ireland
Israel
Italy
Czech Republic
Norway
Iceland
Armenia
Sweden
HBSC average

63
60
51
52
53
48
48
42
47
43
43
39
37
40
37
38
37
33
32
32
28
29
29
27
25
26
25
22
24
22
21
22
26
24
27
18
20
20

9
15
12
32

49
43
40
37
37
38
33
36
27
26
28
29
27
25
22
20
19
22
21
20
21
19
16
17
14
12
13
13
10
12
14
11

8
11

7
12
11
10
13

6
5

21

55
52
45
44
44
43
39
39
37
35
35
34
32
32
30
28
28
27
26
26
24
23
23
22
19
19
19
18
17
17
17
17
17
16
16
15
15
15
11
10

8
26

 Note: no data were received from Greenland.

MEASURE Young people were asked how often they had taken part in bullying (an)other student(s) at school in the past couple of months. Response 
options ranged from zero to several times a week. Findings presented here show the proportions who reported bullying others at school at least once 
in the past couple of months.

a The former Yugoslav Republic of Macedonia. 
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RISK BEHAVIOURS 
BEEN CYBERBULLIED BY MESSAGES AT LEAST ONCE

11-year-olds (%) 
Country/region Boys Girls Total

13-year-olds (%) 
Country/region Boys Girls Total

15-year-olds (%) 
Country/region Boys Girls Total

Greenland
Russian Federation
Lithuania
Scotland
Latvia
Romania
Ukraine
Republic of Moldova
Bulgaria
Hungary
Estonia
Wales
Slovenia
Slovakia
Israel
Ireland
Malta
Croatia
Finland
Belgium (French)
Albania
England
Poland
Italy
Austria
Switzerland
MKDa

Canada
Netherlands
Luxembourg
Denmark
Portugal
Norway
Spain
Armenia
Czech Republic
Belgium (Flemish)
Germany
France
Sweden
Iceland
Greece
HBSC average

24
20
21
13
18
18
18
16
17
13
12
10
13
10
14

8
9

10
7

10
12

7
9
9
9
8

10
8
6
7
6
6
5
9
8
7
6
5
4
4
5
4

10

32
27
20
22
17
16
15
15
14
13
14
13

8
10

6
11
10

9
12

8
6

12
9
9
9

10
7
9

11
9

10
9

10
6
6
6
7
6
6
6
4
2

10

28
24
20
18
17
17
16
16
16
13
13
11
10
10
10
10
10

9
9
9
9
9
9
9
9
9
9
8
8
8
8
8
7
7
7
7
6
6
5
5
5
3

10

Greenland
Lithuania
Bulgaria
Romania
Hungary
Scotland
Russian Federation
Wales
Latvia
Malta
England
Republic of Moldova
Ireland
Ukraine
Croatia
Poland
Slovenia
Netherlands
Slovakia
Belgium (French)
Finland
Estonia
Canada
Belgium (Flemish)
Israel
Switzerland
Italy
Portugal
Sweden
Denmark
Luxembourg
MKDa

Spain
Czech Republic
Austria
Germany
Norway
Albania
France
Iceland
Greece
Armenia
HBSC average

23
21
19
15
15
12
18
10
14
11

8
13
10
11
13
12
12

9
11

9
9

10
6
6

13
7
6
8
5
6
7
8
9
6
8
5
6
8
5
6
6
5
9

39
24
20
20
20
23
17
22
18
20
19
15
16
16
14
14
13
15
13
14
13
12
15
15

7
12
12
11
13
11
10

8
7

10
8

10
8
6
9
7
7
4

13

32
23
19
17
17
17
17
16
16
15
14
14
14
13
13
13
12
12
12
12
11
11
10
10
10

9
9
9
9
9
8
8
8
8
8
7
7
7
7
7
6
5

11

Greenland
Lithuania
Hungary
Ireland
Republic of Moldova
Bulgaria
Malta
Scotland
England
Russian Federation
Romania
Latvia
Wales
Poland
Slovenia
Croatia
Ukraine
Canada
Belgium (French)
Slovakia
Portugal
MKDa

Luxembourg
Belgium (Flemish)
Netherlands
Czech Republic
Switzerland
Israel
Estonia
Finland
Spain
Austria
Norway
France
Denmark
Sweden
Albania
Italy
Germany
Armenia
Iceland
Greece
HBSC average

22
22
17

9
16
16
16
12
11
15
11
14
10
11
10
10
12

8
9

10
8

12
7
6
8
6
8

13
8
7
9
7
4
4
7
4
7
4
3
5
4
4
9

31
26
22
23
19
18
17
19
20
16
18
16
19
15
14
14
11
15
12
12
13

8
12
15
11
13
10

5
9

10
6
8

10
10

6
9
5
8
8
6
5
4

12

26
24
20
18
17
17
16
16
16
15
15
15
15
13
12
12
12
11
11
11
11
10
10
10
10

9
9
9
9
9
7
7
7
7
6
6
6
6
6
6
5
4

11

MEASURE Young people were asked whether they had experienced anyone sending mean instant messages, wall-postings, emails and text 
messages. The results presented here show the proportions who had experienced such messages at least once.

a The former Yugoslav Republic of Macedonia. 
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RISK BEHAVIOURS 
BEEN CYBERBULLIED BY PICTURES AT LEAST ONCE

11-year-olds (%) 
Country/region Boys Girls Total

13-year-olds (%) 
Country/region Boys Girls Total

15-year-olds (%) 
Country/region Boys Girls Total

Russian Federation
Lithuania
Bulgaria
Latvia
Estonia
Greenland
Israel
Ukraine
Republic of Moldova
Scotland
Romania
Denmark
Ireland
Albania
Wales
Slovakia
Croatia
Spain
Hungary
Belgium (French)
Armenia
MKDa

Iceland
England
Finland
Netherlands
Norway
Slovenia
Czech Republic
Canada
Italy
Malta
Switzerland
Poland
Portugal
Austria
Luxembourg
Germany
Belgium (Flemish)
France
Sweden
Greece
HBSC average

19
16
17
13
11
10
15

9
10

5
9
7
6

11
5
7
9
7
7
9
7
8
6
4
5
5
3
7
6
5
6
6
5
5
6
6
4
4
3
3
2
3
7

19
12
10
13
13
11

5
10

8
12

7
8
9
4
9
6
4
5
6
3
5
4
6
7
6
5
8
4
4
5
5
4
4
4
3
3
4
4
3
2
2
1
6

19
14
14
13
12
10
10

9
9
9
8
8
8
8
7
6
6
6
6
6
6
6
6
6
5
5
5
5
5
5
5
5
5
4
4
4
4
4
3
3
2
2
7

Latvia
Russian Federation
Bulgaria
Estonia
Greenland
Ireland
Lithuania
Denmark
Scotland
Ukraine
England
Israel
Finland
Poland
Slovakia
Netherlands
Wales
Croatia
Romania
Hungary
Republic of Moldova
Iceland
Norway
Slovenia
Spain
Canada
Albania
Italy
Malta
Belgium (French)
Czech Republic
MKDa

Sweden
Armenia
Austria
Portugal
Luxembourg
Belgium (Flemish)
Switzerland
Germany
France
Greece
HBSC average

16
17
18
14
12
12
17
10
10
11

7
15

9
10

8
8
8

10
9
9
9
7
7
9

10
5
8
6
4
8
7
8
4
6
6
7
5
4
6
4
3
3
9

19
17
15
19
20
19
14
18
18
12
16

7
12
11
12
13
12

9
10
10

8
10
10

7
6

10
7
9

11
6
7
5
8
5
5
4
5
7
4
5
4
1

10

18
17
17
16
16
16
16
14
14
12
12
11
11
11
11
10
10
10
10

9
9
9
8
8
8
8
8
8
8
7
7
7
6
6
6
5
5
5
5
4
3
2
9

Ireland
Lithuania
Estonia
Denmark
Latvia
Greenland
Malta
Russian Federation
England
Bulgaria
Scotland
Poland
Hungary
Slovakia
Canada
Wales
Netherlands
Croatia
Israel
Republic of Moldova
Finland
MKDa

Ukraine
Spain
Slovenia
Norway
Portugal
Belgium (French)
Italy
Sweden
Luxembourg
Czech Republic
Belgium (Flemish)
Romania
Albania
Iceland
Switzerland
Germany
Austria
France
Armenia
Greece
HBSC average

11
18
13
13
15
14
14
15

9
15

8
10
11
10

8
8
9

11
13

9
9

12
10
10

8
6
8
7
8
6
8
5
5
6
7
4
6
4
5
3
3
3
9

26
13
18
18
15
15
14
12
18
10
15
13
13
10
12
12
11

8
6
9
9
5
7
6
7
9
6
7
5
7
5
7
8
6
4
6
4
6
3
5
3
1
9

20
15
15
15
15
14
14
14
13
13
12
12
12
10
10
10
10
10

9
9
9
8
8
8
8
7
7
7
7
6
6
6
6
6
5
5
5
5
4
4
3
2
9

MEASURE Young people were asked whether they had experienced anyone posting unflattering or inappropriate pictures online without permission. 
Findings presented here show the proportions who had experienced such pictures at least once.

a The former Yugoslav Republic of Macedonia. 
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RISK BEHAVIOURS 
BEEN CYBERBULLIED BY PICTURES AT LEAST 2–3 TIMES A MONTH

11-year-olds (%) 
Country/region Boys Girls Total

13-year-olds (%) 
Country/region Boys Girls Total

15-year-olds (%) 
Country/region Boys Girls Total

Russian Federation
Lithuania
Bulgaria
Israel
Latvia
Ukraine
Estonia
Spain
Albania
Croatia
MKDa

Republic of Moldova
Slovakia
Iceland
Belgium (French)
Romania
Austria
Ireland
Armenia
Greenland
Scotland
Czech Republic
Canada
Denmark
Luxembourg
Portugal
Slovenia
Switzerland
Poland
Wales
England
Malta
Germany
Belgium (Flemish)
Norway
Finland
Hungary
Italy
France
Greece
Sweden
Netherlands
HBSC average

7
7
9

10
5
5
5
4
4
4
4
2
3
3
3
3
2
2
2
3
1
3
2
2
2
2
2
1
1
1
1
2
1
1
0
1
1
1
1
1
0
0
3

8
5
4
2
4
3
3
3
2
2
2
2
1
2
1
1
1
2
1
0
2
1
1
1
2
1
1
1
1
1
2
0
1
1
1
1
0
1
0
0
0
0
2

8
6
6
6
4
4
4
3
3
3
3
2
2
2
2
2
2
2
2
2
2
2
2
2
2
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
0
0
2

Bulgaria
Greenland
Russian Federation
Lithuania
Israel
Estonia
Ireland
Spain
Scotland
Latvia
Croatia
Denmark
Ukraine
Poland
Albania
Iceland
Finland
Norway
MKDa

Malta
Wales
Slovenia
Canada
England
Portugal
Slovakia
Belgium (French)
Italy
Austria
Luxembourg
Armenia
Republic of Moldova
Netherlands
Romania
Sweden
Belgium (Flemish)
Czech Republic
Hungary
Germany
France
Switzerland
Greece
HBSC average

7
8
8
7
7
5
3
5
2
4
5
3
3
3
3
4
2
2
3
1
2
3
1
2
3
2
2
2
2
2
2
2
1
2
1
2
2
1
1
1
1
1
3

6
5
4
4
3
4
5
3
6
4
3
4
4
2
2
2
3
3
2
4
3
2
3
2
1
1
2
2
1
1
1
1
2
2
2
1
1
1
1
1
1
0
2

6
6
6
5
5
4
4
4
4
4
4
4
3
3
3
3
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
1
1
1
1
1
1
1
1
3

Russian Federation
Israel
Bulgaria
Malta
Ireland
Lithuania
Scotland
Spain
England
Canada
Greenland
Luxembourg
Latvia
Denmark
Croatia
Wales
Slovakia
Ukraine
Norway
Estonia
MKDa

Portugal
Poland
Republic of Moldova
Finland
Belgium (French)
Albania
Iceland
Netherlands
Czech Republic
Sweden
Hungary
Slovenia
Switzerland
Belgium (Flemish)
Italy
Armenia
Austria
Romania
Greece
France
Germany
HBSC average

7
8
7
5
2
6
4
6
2
3
5
4
4
3
4
3
3
4
2
3
4
3
3
3
3
2
3
2
2
1
1
2
1
1
1
2
1
1
1
2
0
0
3

4
2
1
3
5
2
4
2
4
3
1
2
3
3
2
3
2
1
3
2
1
2
2
1
1
2
1
2
1
1
1
1
1
1
1
0
1
1
1
0
1
1
2

5
5
4
4
4
4
4
4
3
3
3
3
3
3
3
3
3
3
3
2
2
2
2
2
2
2
2
2
2
1
1
1
1
1
1
1
1
1
1
1
1
1
2

MEASURE Young people were asked whether they had experienced anyone posting unflattering or inappropriate pictures online without permission. 
Findings presented here show the proportions who had experienced such pictures 2–3 times or more often per month.

a The former Yugoslav Republic of Macedonia. 
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The World Health Organization (WHO) 
is a specialized agency of the United 
Nations created in 1948 with the primary 
responsibility for international health 
matters and public health. The WHO 
Regional Office for Europe is one of six 
regional offices throughout the world, 
each with its own programme geared to 
the particular health conditions of the 
countries it serves.
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GROWING UP UNEQUAL: GENDER AND SOCIOECONOMIC DIFFERENCES  
IN YOUNG PEOPLE’S HEALTH AND WELL-BEING
HEALTH BEHAVIOUR IN SCHOOL-AGED CHILDREN (HBSC) STUDY: 
INTERNATIONAL REPORT FROM THE 2013/2014 SURVEY

This book is the latest addition to a series of reports on young people’s health by the 
Health Behaviour in School-aged Children (HBSC) study. It presents findings from the 
2013/2014 survey on the demographic and social influences on the health of young 
people aged 11, 13 and 15 years in 42 countries and regions in the WHO European 
Region and North America. Responding to the survey, the young people described their 
social context (relations with family, peers and school), health outcomes (subjective 
health, injuries, obesity and mental health), health behaviours (patterns of eating, 
toothbrushing and physical activity) and risk behaviours (use of tobacco, alcohol and 
cannabis, sexual behaviour, fighting and bullying). For the first time, the report also 
includes items on family and peer support, migration, cyberbullying and serious injuries. 

Statistical analyses were carried out to identify meaningful differences in the prevalence 
of health and social indicators by gender, age group and levels of family affluence. The 
findings highlight important health inequalities and contribute to a better understanding 
of the social determinants of health and well-being among young people.

Through this international report on the results of its most recent survey, the HBSC study 
aims to supply the up-to-date information needed by policy-makers at various levels of 
government and nongovernmental organizations and professionals in sectors such as 
health, education, social services, justice and recreation to protect and promote young 
people’s health.

Data presented in this report can be accessed at the WHO Regional Office for Europe’s 
health information gateway (http://portal.euro.who.int/en/) and via the WHO European 
health statistics mobile application (http://www.euro.who.int/en/data-and-evidence/
the-european-health-statistics-app). 

World Health Organization 
Regional Office for Europe 
UN City, Marmorvej 51, DK-2100 Copenhagen Ø, Denmark 
Tel.: +45 45 33 70 00 
Fax: +45 45 33 70 01  
E-mail: contact@euro.who.int 
Website: www.euro.who.int
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