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ABSTRACT

Background: High school dropout and work marginalization are topics of great public
concern and constantly on the political agenda. In the past decades about a third of all
young Norwegians in every age-cohort have failed to complete high school within expected
time and an increasing number of young adults are receiving permanent disability benefits,
as well as other types of long-term health related welfare support. To gain knowledge on
pathways to work marginalization is important for the continuation of the welfare state and
for the individuals involved. Until recent years health-related risks of marginalization in

young adults have been less explored.

Objectives: Through this study we aimed to explore the relationship between adolescent
health and other health-related factors and educational achievements throughout
adolescence and marginalization from work in young adulthood. The specific research

questions were:

- Can health care seeking behaviour at age 15-16 predict higher odds of high school
dropout five years later? (paper I)

- Is adolescent health, measured by self-reported health complaints, total symptom
burden, and self-perceived general health status in 15-16-year-olds associated with
work marginalization in young adulthood? (paper Il)

- Is mental health problems in parents measured by self-report in 15-16-year-old
adolescents a predictor of welfare dependence in young adulthood? Can different
social support dimensions act protective and/or moderating in relation to welfare

dependence in young adulthood? (paper Ill)
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Materials and Methods: All three papers included in this work are based on studies with a
longitudinal, prospective design. The study samples are population-based. Through access to
guestionnaire data from comprehensive youth health surveys from six Norwegian counties
conducted in 1999-2004, which was linked to data from national registries up to 2010, we
had the opportunity to follow almost 14 000 15-16-year-olds longitudinally into young
adulthood. In paper | we used logistic regression to compute odds ratios for high school
dropout based on self-reported use of selected health care services at age 15-16. In paper Il
and 1l we used Cox proportional hazard regression analyses to compute hazard ratios for
long-term welfare dependence through follow-up from age 18 up to the year 2010, based on
selected health measures (paper Il), parents’ mental health problems and different

dimensions of perceived social support (paper Ill) in 15—16-year-olds.

Results: In the multiple logistic regression analyses in paper |, the crude analyses revealed
that adolescent attendees to the school health services, the youth health clinics and the
child and adolescent mental health services had higher odds of dropping out from high
school. Also girls with frequent contacts with a GP had higher odds of dropout, while boys
with moderate use of a GP had lower odds of dropout. When adjusting for selected health
indicators and socio-demographic background variables, we found that seeking help from
the youth health clinic and consulting mental health services were associated with increased
level of high school dropout five years later. Frequent attendees had the highest odds of
dropping out. Boys who saw a GP and girls attending the school health services regularly

over the previous year were less likely than their peers to drop out from high school.

In paper Il we found that during follow-up, 17% of the study population received some sort

of long-term social welfare benéefit. In the baseline survey 95% of the adolescents reported
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one or more health complaints. Mean number of health complaints was 4.8%. Girls reported
a significantly higher mean number of complaints than did boys. In girls all the investigated
independent health complaints, except reporting eczema, were significantly associated with
increased use of long-term social welfare benefits in young adulthood, while in boys,
reporting allergy, eczema, feeling faint or dizzy and feeling that everything is a burden, were
not associated with the outcome, while the other 11 complaints were. We found an
increasing relative hazard of social welfare usage, depending on number of symptoms
reported at baseline. The association patterns were similar in girls and boys. Ill self-perceived

general health was found to be strongly associated with use of benefits during follow-up.

In paper Il we found that of the total study population, 10% (1397) reported having parents
who suffered from some level of mental health problems during the 12 months prior to the
baseline survey; 3% (420) reported that their parents had frequent mental health problems.
Adolescent report of their parents’ mental health problems was associated with the
adolescents’ long-term welfare dependence during follow-up. The associations remained
significant after adjusting for socio-demographic factors, although additionally correcting for
the adolescents’ own health status accounted for most of the effect. Perceived support from
family, friends, classmates and teachers was analysed separately and each dimension was
associated with a lower risk of later welfare dependence in unadjusted analyses. Family and
classmate support remained a protective factor for welfare dependence after correcting for
all study covariates. We did not find evidence supporting a hypothesized buffering effect of

social support in already burdened individuals.

Conclusions: Our main conclusions are, based on the over-all findings, that ill health,

together and in interaction with, other disadvantages and circumstances during childhood
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and adolescence contribute on the pathway to work marginalization. In addition, we have
documented that parental mental health is a possible predictor of future work
marginalization, though the relationship seem to be confounded by the adolescents’ own
health status. On the other hand, perceived social support, from parents and classmates in

particular, seem to be of importance to possibly reduce the risks of marginalization.
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INTRODUCTION

The topic of this thesis is work marginalization in young adulthood in relation to health and
health-related predictors in adolescence. The topic was studied by following an adolescent
population from mid-adolescence into adult life. Access to data from a comprehensive youth
health survey of all 10th grade secondary school students living in six Norwegian counties
during 1999-2004, including the Young-Hubro survey from Oslo, gave a unique opportunity
to a longitudinal approach. Survey data on around 14 000 adolescents aged 15-16 were
linked to Norwegian registries and followed into young adulthood. Information from the
National Insurance Services (NIS/FD-trygd) and the National Educational Database, in
addition to demographic data from Statistics Norway, gave complete, reliable information
on educational level and use of welfare benefits of each participant from baseline until end

of follow-up.

We examined adolescent health status, measured by self-reported health measures and
health care seeking behaviour, and its’ influence on work marginalization in young
adulthood, measured by non-completion of high school and use of long-term welfare
benefits from age 18 up to year 2010. An additional focus was family-related factors, with a
special interest in parents’ mental health, and the potential moderating role of perceived
social support in preventing marginalization. As family background, including parents’
educational level and family economy, is of crucial importance when it comes to educational
accomplishments and the ability to integrate into the labour market — these variables were

included and corrected for in all three papers which my thesis are based on.

When | started working on this topic in 2011, research on the potential influence of

adolescent health on work marginalization, was scarce. However, about a third of all young
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Norwegians did not complete high school within five years and an increasing number of
young adults ended up on permanent disability benefits, as well as other types of long-term
health related welfare support — all benefits which require a medical diagnose to achieve.
From a medical point of view, it seemed relevant to explore work marginalization from a

health-related perspective.

However, the causes of high school dropout and work marginalization are indeed
characterized by complexity, where several factors interact, both on an individual and
societal level. Hence, several other scientific disciplines are relevant for the study topic. As
my main focus is adolescent health in relation to marginalization, though, my scientific

approach is a medical and epidemiological one.
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1 BACKGROUND

1.1 The concept of marginalization

“It was a great mistake, my being born a man; | would have been much more successful as a seagull or a fish. As
it is, | will always be a stranger who never feels at home, who does not really want and is not really wanted,

who can never belong, who must be a little in love with death!”

Eugene O'Neill, “Long Day's Journey into Night”

In a historical perspective, marginalization can be said to have three roots: 1. incomplete
citizenship; 2. cultural division; 3. partial economic integration (1). Individuals and social
subgroups can be considered marginalized if they are not integrated in the basic institutions

of society and/or have access to basic material resources.

Marginalization has subsequently emerged to become a multidimensional concept;
marginalization from work, cultural marginalization, social marginalization, political
marginalization, economic marginalization/poverty (2). In line with previous literature,
marginalization can be viewed upon as a process, where the individual is pushed out to the
edges of society, and which in a worst-case scenario can end up in permanent exclusion (3,

4). 1 will link this view to the life course perspective on health, which I will account for later.

Literature defines work marginalization in different ways; vulnerable groups in the labour
market, groups with no permanent affiliation to the labour market, individuals who
involuntarily work part-time, individuals who permanent or on a long-time basis are on the
outside of the labour market (3, 5). Work marginalization may be viewed differently
according to the individual perspective, in contrary to a collective perspective (5). Individual
preferences are not always in concordance with the norms of the society. Especially for

young people predefined time perspectives and academic definitions on marginalization can
21



seem irrational and it can be difficult to see the differences between voluntary and

involuntary marginalization (5).

In empirical research it is common to use information on unemployment and dependence
on public welfare as indicators of marginalization and social exclusion (6). The term NEET
(Not in Employment, Education or Training) is often used in international research literature,
to describe marginalized youth, placed on the outside of education and the labour market
(7). According to a recent report published by the Norwegian research center Fafo the
proportion of registered-based NEETSs, i.e. young people registered with some sort of public
assistance, in the age group 18—30 in Norway is between 12 and 17% (8). In addition, about
5% is considered to be so-called family-supported NEETs, defined according to an income

below the limit of 2G (1G = the National Insurance Base).

High school dropout is documented to be an early risk factor for work marginalization;
including unemployment, dependence on basic social support, permanent work disability
and use of other long-term health related welfare benefits (9-11). If an individual is already
in a process of marginalization during high school, it can possibly have serious consequences
for future integration into the labour market, for a social life, the opportunity to investin a

home, establish a family and support of own children (6, 12).

1.2 Adolescence and adolescent health

1.2.1 Adolescence

“Youth are heated by nature as drunken men by wine”

Aristotle
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Adolescence is by the World Health Organization (WHO) defined as the period in human
growth and development that occurs after childhood and before adulthood from ages 10 to
19 (13). Adolescence starts before the onset of puberty and lasts beyond the termination of
growth. The phase is usually divided into three psychosocial developmental phases: (1) early
adolescence (ages 10 to 13); (2) middle adolescence (ages 14 to 16) and; (3) late adolescence
(ages 17 to 20) (14). There is a wide variability in biological, psychological and emotional
growth, and the transition from childhood to adulthood is not a continuous, synchronous
process (14). Like early childhood, adolescence is a sensitive period in which both normative
and maladaptive patterns shape future trajectories (15). Parts of this sensitivity relates to
the social embedding of health risks and the biological changes before, during and beyond

adolescence (15).

Mid-adolescence, which is the phase were the baseline data for our studies are collected, is
characterized by an increased scope and intensity of feelings, and peer-group values
becoming increasingly important (14). Parental relationships are less valued and conflicts
more prevalent. For the majority of adolescents pubertal changes have already been
experienced and body image concerns may occur. Eating disorders become more prevalent.
Intellectual developments contribute to form the identity, while feeling of omnipotence and

immortality may lead to risk-taking behaviours (14).

1.2.2 Adolescent health

Adolescence is often referred to as a healthy stage in life and about 80% of adolescents cope
well with the rapid developmental changes that take place during this phase (14, 16). The
adolescent period may be crucial when it comes to establishing a healthy lifestyle and gives

opportunities to educational strategies and preventive efforts to maintain good health (15).
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However, adolescence implies an increased risk of mental disorders, psychosocial health
problems and unhealthy risk taking behaviours (17, 18). The burden of mental disorders rises
sharply throughout adolescence and is the largest contributor to disease burden in young
people aged 10-24 years (19). Several musculoskeletal disorders and common pain
syndromes, including migraine and tension headache increase in prevalence throughout
puberty (18). Also back, facial and stomach pain become more prevalent in early
adolescence, indicating pubertal changes in pain awareness and pain perception (18). The
hormonal changes during puberty imply development of gender specific changes in health,

due to the different effects of estrogen and testosterone (18).

A cross-national study of adolescents in Europe, including Norway, documented an
increasing number of reported health complaints throughout adolescence from age 11 to 15,
where 15-year-old girls reported the highest symptom load (20). In general, though, a

majority of Norwegian adolescents characterize their own health as good or very good (21).

1.2.3 Adolescent health care seeking

The school health services, the youth health clinics and the general practitioners (GPs) are all
considered low-threshold parts of the primary health care providers and are in Norway free
of charge for children up to 16 years of age (22). A review from 2007 summed up research
on primary health-care utilization in developed countries and concluded that 70-90% of all
adolescents contact primary health care services at least once a year (23). Adolescent
frequent attendees to primary health care report more physical health complaints, more
emotional problems and more days off school than do regular primary health care attendees
(24). Also, adolescent health care seeking seems to correspond with an increased number of

adverse life experiences (25). Previous research supports that adolescents disturbed by
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mental health problems more frequently seek help from professional health care services
than do their non-disturbed peers (26, 27). A US study found associations between

decreasing school connectedness and increasing school nurse visits (28).

In adult populations, frequent attendance to primary health care has been found to be

associated with increased sickness absence and disability pensioning (29, 30).

The child and adolescent mental health services in Norway are part of the specialized, health
care system and a referral from a GP or another physician is needed (22). A referral to the
mental health services normally implies moderate to severe mental health problems in the
adolescent. Thus, reported use of child and adolescent mental health services can be
regarded as a reliable proxy measure of some sort of mental illness. In 2003 about 3% of the
population aged 0-17 received care from the child and adolescent mental health services
(31). This was an increase of about 50% since 1998. According to a Norwegian national
mental health program from 1998, 5% should be receiving these services by the end of the
program period in 2008 (31). Recent statistics on health service use confirms that
approximately 5% of children/adolescents now receive treatment in the child and adolescent
mental health services every year (32). A Dutch study exploring adult outcomes in children
and adolescents referred to mental health services, found strong stability in both

internalizing and externalizing problems from youth to adulthood (33).

1.3  Child and adolescent health and work marginalization

Increasing evidence supports that child and adolescent health is related to educational
achievements. In a review by Freudenberg from 2007 problems such as substance abuse,
psychological, emotional and behavioral issues are mentioned as possible risk factors for

high school dropout (12). Another review from 2010 documented strong associations
25



between a wide range of specific health conditions and subsequent dropout from high
school, as well as evidence for associations between health problems and general academic
underachievement (34). Evidence regarding potential causal effect was mixed, though.
Almost all of the conditions examined were found to be associated with other childhood risk
indicators of high school dropout. Maslow and colleagues found associations between
chronic non-asthmatic illness, including cancer, epilepsy and diabetes, in childhood and
failure to graduate from high school (35). A Finnish study found self-perceived health in 12—
16 year-olds to be associated with educational level in adulthood, measured by achieved

level of education at ages 27-33 (36).

A retrospective study based on a large survey from a national representative US adult
population, found significant associations between early onset mental disorders and failure
to attain several educational milestones, including high school (37). Another US study
indicated that the proportion of failure to complete high school attributable to psychiatric
disorder in the United States is about 46% (38). Some US studies show contradictional
results concerning adolescent mental health problems and high school dropout. One study
suggested that there were no associations between internalizing mental health problems
such as anxiety and depression and high school dropout (39), while another study have
documented associations between both internalizing and externalizing mental health
problems and high school dropout (37). Two other studies found associations between

depressive symptoms and high school dropout, but only in girls (40, 41).

Previous research has documented associations between several early life health problems
and work marginalization in adult life. A longitudinal study based on the Norwegian birth

registry found associations between low gestational age and a lower educational level and
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later use of social security benefits, including receiving a disability pension (42). A Danish
study found that gestational age and low birth weight were associated with learning-
disabilities in the 10-year-old child (43). Another large population-based Norwegian study
found that early receipt of a disability pension was associated with birth weight below mean
and chronic childhood disease (44), in accordance with a US study which found that children
with chronic non-asthmatic illness were more likely to get unemployed and receiving social
assistance in young adulthood (35). Another Norwegian study found associations between
chronic childhood disease (age 0-16), measured by receipt of public benefits, and
unemployment in adulthood (45). Case and colleagues found lasting impacts of childhood
health and economic circumstances on adult health and socioeconomic position, including

lower educational attainments (46).

Fewer studies have focused on adolescent health and work marginalization. Research on
men at conscript (age 18-20) in Norway and Sweden has documented associations between
poor self-rated health, psychiatric and musculoskeletal diagnoses and early disability
pensioning (47-49). A longitudinal study from New Zealand found associations between
adolescent depression and several functional outcomes, such as educational level,
unemployment and welfare dependence in young adults aged 21-25 (50). Stoep and
colleagues found strong associations between adolescent psychiatric disorders and several
adverse outcomes in adulthood, including non-completion of secondary school and

unemployment (51).

1.4 Parental mental health and work marginalization

Previous studies have documented a strong relationship between parental depression and

negative mental health outcomes in their offspring (52-54). A review from 1998 by Beardslee
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and colleagues supports that children of affectively ill parents are at greater risk of
psychiatric illness compared to children from homes with non-ill parents (55). Children of
depressed parents have in general a substantial greater risk of developing depressive
disorders themselves, shown both in clinical samples (56, 57) and in larger population-based
studies (58-61). If such adverse effects on children also persist into adulthood is less
explored. A 20-year follow-up on offspring of moderate to severely depressed parents,
found high risks of future psychiatric disorders and other medical problems, especially in
females (62). The results from a recent Norwegian study indicate that parental symptoms of
anxiety and depression can predict welfare dependence in young adulthood (63). We also
know that mental health problems in parents coexist with several other life adversities
which can possibly have long-term consequences on adolescents’ future health and
adjustments, such as parental unemployment (64, 65), socioeconomic deprivation (66),
substance-abuse disorders (67), low education, early parenthood and unstable families (68,

69).

1.5  Social support and work marginalization

The importance of social support from several sources, including, family, peers, classmates
and teachers, for adolescents’ mental health, general well-being and coping is well
established, as outlined in a review by Lépez and colleagues from 2011 (70). Support from
family — and primarily the feeling of attachment, acceptance and trust — is considered of

major importance for a healthy development throughout childhood and adolescence (71-73).

Social support is a complex and multidimensional construct that can be conceptualized and
measured in different ways (74, 75). Operationalization of social support can be divided into

three main categories: social embeddedness, enacted support and perceived support (75).
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Social embeddedness refers to the connections individuals have to significant others in their
social environment, while enacted support assesses how the individuals provide support (75).
Perceived social support, i.e., an individual’s appraisal of the availability and/or adequacy of
support, is perhaps the most frequently studied dimension, and has been found to have the
strongest relationship with stress reduction and improved well-being (71, 75-77). Several
studies have investigated the independent effect of perceived social support irrespective of
exposure to stressors, as well as the buffer effect, which emphasizes that social support is
especially important when an individual is exposed to life stress (72, 76-80). Some studies
have investigated and found evidence for an inverse relationship between perceived support

and measures of life events or perceived strain, as accounted for in a review by Barrera (75).

Two main models suggesting the mechanisms for how perceived social support exerts its
effects have been proposed. First, the stress prevention model argues that perceived social
support reduces the likelihood that events would be perceived as highly stressful (75). A
second mechanism that may explain the possible inverse relationship is that stress
deteriorates the perceived availability or effectiveness of social support, which in turn, is

related to increased psychological distress (75).

Social support has been associated with work marginalization since a lack of social capital or
social ties has been shown to make young people vulnerable to unemployment (81). A
Norwegian report on living conditions among young people argued that a marginalized
youths tend to live by themselves and have weaker social networks (82). During adolescence
peers and classmates become increasingly important as sources of support and a positive
school climate is found to be associated with school connectedness, higher academic

achievements and decreased high school dropout rates (83).

29



1.6 Health selection or social causation

For adolescents, parental unemployment, family economy and parents’ educational level are
factors known to be strongly associated with their offspring’s educational achievements and
an increased risk of work marginalization (3, 44, 81, 84, 85). Also, parental divorce (86),
single parenthood (44, 87), parental disability and low educational attainments (i.e. grades,
high school completion) in the adolescents themselves are all factors associated with lower

educational achievements and an increased risk of future work disability (44, 88).

The social causation theory stresses the effect of the pre-existing socio-economic position
and circumstances you are born into, which according to the theory is believed to have a
stronger influence on future health and socio-economic position, compared to individual
health status per se (89). The social causation theory has been well explored and is

supported by a magnitude of research.

The associations between socio-economic status and health, sickness absence and disability
are in general well documented in adult populations (90-94). The influence of socio-
economic background on childhood health is also well established (95). Some previous
studies argue that the socio-economic gradient is less pronounced in adolescent health (96,
97). Recent studies, though, support that socioeconomic inequality has increased in many

domains of adolescent health (98, 99).

A social gradient in adolescent health has been documented for several specific health
issues; including self-perceived health (100), health complaints in general (101), sleep

problems (102), mental health problems (52, 103, 104) and health behaviour (85, 105).
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Opposed to the social gradients in health as accounted for above, the theory of health
selection postulates that poor health determines social position, rather than the reverse, as
first accounted for in the so-called Black-report (1980) (89). The theory implies that
unhealthy individuals are less productive and hence they drift down the social ladder, while

those with good health climb upwards (89).

In support of the health selection theory, several studies have documented associations
between child and adolescent health and future socio-economic position, through education
and labour market integration. Huurre and colleagues found associations between
educational attainments at ages 22 and 32 and psychosomatic symptoms at age 16 (85). A
British cohort study found associations between self-rated health in men aged 16 and social
class in adulthood (106). Results from another longitudinal study documented that
experiences of poor childhood health were related to substantially diminished labour market
earnings over the work career (107). Other studies also indicate that childhood health,
measured by a wide range of health indicators, is important for future socio-economic
position (46, 108). A Swedish cohort study, though, show contradictional results concerning
such health selection processes (109). Overweight in women was the only health indicator at

age 16 found to be related to socio-economic position at age 30.

The health selection theory has been less investigated compared to the social causation
theory. We can question if such health selection processes may have a stronger impact
during sensitive periods of life, like adolescence. Also, if the demands in the educational
system and the modern labour market require better health and psychosocial functioning
compared to a few decades ago, when it was easier to get labour for low-skilled workers and

without a formal education. The results from a study by Haas and colleagues support that a
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disadvantaged social background is associated with poor childhood health (110). Poor health
in childhood was found to have significant, direct, and large adverse effects on educational
attainment and wealth accumulation. In addition, childhood health appeared to have
indirect effects on occupational standing, earnings, and wealth via educational attainment
and adult health status (110). The results indicate that health and socio-economic position

are strongly interconnected throughout the life span.

1.7 Health-related pathways to work marginalization

Il health during childhood and adolescence can influence on educational attainment and the
ability to integrate into the labour market through several mechanisms. First chronic and
severe illness can by itself be a direct and just cause, as it incapacitates the individual and
reduces chances to get a paid job. Secondly, ill health may lead to absenteeism from school,
which in turn can compromise school performances and lead to weaker social bonds to
peers and teachers, which may weaken level of social support and feeling of connectedness
to the school (111, 112). This may in turn lead to incompletion of educational milestones. ll|
health limitations may also affect the adolescents’ own goals and expectations (112).
Parents’ and teachers’ attitudes and opinions can contribute to such adjustments of goal and
expectations (112). Mental illness can influence on cognitive functions and give rise to
concentrations difficulties, which in turn affect academic performances (113, 114). In
addition, struggling with somatic and mental health problems can contribute to

stigmatization and discrimination and thereby lead to work integration problems (111, 115).

As outlined above, in some cases ill health can contribute directly to high school dropout and
work marginalization. However, prior to ill health in adolescence you may find a genetic

predisposition for illness, as well as adverse life circumstances, such as low parental
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education, poverty, single parenthood, broken families, parental somatic or mental health
illness, adverse life experiences such as neglect, violence, abuse and bullying — all factors
which can contribute to ill health (116, 117). Also, ill health and health-related problems
increase the adolescents’ vulnerability of other adversities (118), and as such their risk of
becoming a high school dropout and in the end, out of work. Such exposures may contribute
to a clustering of adverse effects, as well as a “chain-of-risk” pathway to work
marginalization where each exposure has an additive and/or a cumulative effect during the

life-course (116, 118).
1.8 The Norwegian setting
1.8.1 Education

The majority of schools (approximately 97%) in Norway are public, free of charge and equally
accessible for all Norwegian children (119). Primary school (1* to 7t grade) and lower
secondary school (8th to 10™ grade) constitute the mandatory education, while upper
secondary education (high school) is elective. The adolescents have a statutory right to
attend in high school, a right that is valid in five consecutive years after finishing 10" grade.
A majority (96%) of Norwegian adolescents choose to enrol in high school at age 15-16,
immediately after finishing lower secondary school (88). The Norwegian high school system
offer generic programmes focusing on theory and mainly academic subjects, which qualifies
for higher education, as well as vocational training programmes, including two years of

schooling and two years apprenticeship (120).

Students are supposed to complete high school within three years. Failure to graduate
within five years after registering as a high school student is a common definition on high

school dropout in Norway (88). Few of those registered as dropouts succeed to complete
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later. Approximately 30% of each age cohort in Norway do not complete high school within
five years, a percentage which has been quite stable the past decades, and generating
considerable public attention (120, 121). Boys have considerably higher dropout rates than
girls (34%/24%) (121). The dropout rates in Norway are higher compared to the average
number in other OECD countries (122). Important factors known to contribute to non-
completion of high school are social background (parental educational level in particular),

earlier school performances, and academic and social identification (10, 120, 123, 124).

High school dropouts have a higher risk of unemployment in young adulthood and those
who succeed in getting a job, have lower incomes (9, 10, 125, 126). A Norwegian study
based on the Young-Hunt population found that high school dropouts are at higher risk than
their peers of receiving social security benefits five years later (127), a result which is in line
with other publications (9, 128). Previous studies have documented strong associations
between low educational level and early receipt of a disability pension (44, 92). Among those
who complete high school within five years, almost none receive a permanent disability
pension in young adulthood (88). Education is a key to participation in the labour market in
adulthood, and high school graduation has a major influence on future health and well being

(12, 129).

1.8.2 The Labour market

The Norwegian labour market is characterized by a high employment rate compared to a
majority of other OECD countries, with approximately 78% of people aged 15—64 years
having paid jobs (130). The unemployment rate among adolescents and young adults aged
15-24 years is 8.6%, while the OECD average is 16.2% (130, 131). In spite of a low

unemployment rate compared to other OECD countries, Norwegian young adults have a
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higher likelihood of unemployment compared to other age groups in Norway. They also have
a higher likelihood of receiving social welfare benefits, and compared to other OECD

countries, a considerable higher proportion receives health-related benefits (132).

1.8.3 The Welfare system

The Nordic welfare model involves a transfer of funds from the state, to the services
provided (i.e. healthcare, education), as well as directly to individuals through benefits. The
services and benefits provided are funded through a redistributionist tax system, which is
often referred to as a type of "mixed economy" (133). Such taxation includes a larger income
tax for people with higher incomes, called a progressive tax. This helps to reduce the income
gap between the rich and poor (134). The continuation and development of the welfare
state relies on the commitment of the individual in the sense of active participation in work.
It is of fundamental importance to the welfare state to keep a large proportion of the
working force employed, and of great worry when increases in sick leave, incapacity benefits,
or unemployment are observed (135). Active participation in work is considered to enhance
integration of minorities and gender equality; it makes young people economically
independent and is considered to be beneficial for health (8). At the same time, the
Norwegian welfare state is obliged to secure individuals who cannot support themselves

through paid work (136).

Political strategies to enhance integration into work, and to reduce exclusion and

marginalization from the labour market, are continuously debated.

The Norwegian welfare state is considered generous and residents of Norway are all insured
by law by the National Insurance Services (NIS/FD-trygd) and employees can receive sickness

benefits for up to one year if they suffer from a medical condition (136). Unemployment
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benefits can be allowed and partly compensate for loss of income up to 104 weeks if you are
registered as a job seeker and have earned your right to receive an allowance through earlier
work participation. During our follow-up period, through February 2010, adults with chronic
medical conditions could receive medical or vocational rehabilitation benefits with an aim to
restore working ability, or they could be granted a temporary disability benefit if their
condition was sufficiently severe, chronic and reducing their working capacity by 50% or
more. In March 2010 these three different benefits were collapsed into one single benefit

called work assessment allowance (arbeidsavklaringspenger or AAP in Norwegian).

A permanent disability benefit can be granted if a condition is sufficiently severe, permanent
and with slim expectations on future ability to work, and if the working capacity is reduced
by 50% or more. Additionally, a resident of Norway who is unable to care for him- or herself
or for any dependents may receive a basic social security benefit irrespective of medical

history.

In Norway the proportion of the working force receiving disability pensions and other long-
term health related welfare benefits is among the highest in the OECD region (132). In the
adult population aged 18 to 66 about 10% are registered on a permanent disability
allowance (137). In the age group 18 to 29 the percentage in 2012 was 1.3%. The rates of
young adults receiving other long-term health related benefits have increased the past 20
years, while only the number of individuals on permanent disability pensions has increased
(not the rates) (8). Norway also has the highest registered sickness absence rates in the
OECD (132). Unemployment rates, though, are stable and low, despite the recent European
economic crisis (132). Also outside Norway the public debate on youth marginalization is

extensive, particularly due to high unemployment rates.
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The social welfare scheme in Norway implies that young people, instead of registering
themselves as unemployed, may be routed into health related benefits. Compared to other
European countries, the social welfare allowances are generous, especially if you have a
medical diagnose that gives rights to receive a long-term benefit. In 2007 the Norwegian
expenses on health related benefits were 24 times as high as expenses to the unemployed.

In the OECD the ratio was 3 to 1 (137).

Young adults in Norway are also less likely supported by their families, a societal trend which
has developed with the increasing labour market participation by women (138). The family
has no formal economic support responsibility for children beyond age 18 and if you are not
able to support yourself through paid work; the welfare state has a responsibility to secure

economic support.

1.9  The life course perspective and social determinants of health

1.9.1 Life course epidemiology

Early determinants of health during gestation, childhood and adolescence have influence on
health and well being in young adulthood and later in adult life. Life-course epidemiology is
defined as the study of long-term effects on health and disease risk of such earlier
determinants, including genetics, family environment, peer relationships, school
environment, neighbourhood and community (116). The growing research field of epigenetic
may also provide knowledge to the shaping of future health and well-being (139). Life course
epidemiology is built on a premise that various biological and social factors throughout life
independently, cumulatively and interactively influence health and disease in adult life, and
has in particular paid attention to how childhood and adolescent risk factors contribute toiill

health in adulthood (118). The Lancet launched a series of articles on adolescent health a
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few years ago, where Sawyer and colleagues introduced a theoretical framework on how a
life course perspective unites with important social determinants in the understanding of

adolescent health and development (15) (figure 1).

Social, educational, and economic policies and interventions

M Puberty and social-
i l:e cesa:mnt role transitions

Adolescent
health outcomes

Health pol

Preventive care and health-service delivery

Figure 1: “Conceptual framework for adolescent health based on a life-course perspective

and social determinants of health”, as presented by Sawyer and colleagues (15).

1.9.2 Social determinants of health

A life-course perspective on adolescent health emphasizes childhood development and
biological and social-role changes during puberty, shaped by social determinants of health
that affect the uptake of health-related behaviours (15). Social determinants of health
include structural factors such as national wealth, income inequality and access to education,
which are of major influence on young people’s health worldwide (117). Furthermore, safe
and supportive families and schools, as well as positive peer relationships, are crucial for a
healthy adolescent development and transition into adulthood (117). Adverse social

determinants of health tend to cluster within individuals.
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When studying possible adolescent risk factors for future marginalization, it is important to
bear in mind both earlier determinants for health, according to the life course model, as well
as how health and vulnerability during adolescence influence future health and adjustment.
In a well-developed and economically stable country like Norway, structural factors on the
macro-level, have less influence on adolescents’ ability to complete education and integrate
into the labour market. Proximal predictors, such as the local community, schools, peers and

family are considered to have a stronger influence.

In the our study the baseline exposure variables are measured at one point only, though for
several of the exposures the study participants are asked of the presence of the exposure for
the past 12 months. Some of the exposures are measured on occurrence the past week prior
to the survey (measures of mental health issues), while other questions have no time-
limitations (chronic illnesses like asthma and atopic conditions). Contextual factors such as
family economy and parents’ education are considered to be more stable, pre-existing
measures, as well as the measures on perceived social support. Thus, we have exposure
variables covering different time spans, which justify a life-course perspective on the
possible influence of the predictors on the outcome. Measuring a future outcome implies a
longitudinal perspective on adult marginalization. The outcome measures are flexible, as
welfare dependence is measured continuously from age 18 until end of follow up. High
school dropout is considered an intermediate outcome measure, on the possible pathway to

work marginalization (figure 2).
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Figure 2: Timeline illustrating the course of our three studies

2 AIM AND OBJECTIVE OF THE THESIS

2.1  General objective

The general objective of the thesis was to explore the relationship between adolescent
health and other health-related factors and educational achievement throughout
adolescence and marginalization from work in young adulthood. More specifically my thesis
focuses on how help seeking towards primary health care and mental health care services,
general health status, symptom load, and parents’ mental health relate to dropout from high
school and later work marginalization, measured by use of long-term welfare benefits. In
addition, we aimed to explore the potential moderating and protective effects of different

dimensions of perceived social support.

2.1  Specific aims of the separate studies

In paper | we aimed to address the marginalization problem by exploring whether

adolescents at risk had made contacts with the health services already at age 15—-16 and to
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determinate whether health care seeking behaviour at age 15—-16 could predict higher odds

of high school dropout five years later.

In paper Il we aimed to examine associations between work marginalization in young
adulthood, measured by use of long-term social welfare benefits, and self-reported health
complaints at age 15-16, secondly to explore how total symptom burden in adolescence was
related to work marginalization, and third, to find out if self-perceived general health status

could be a separate possible predictor of work marginalization.

In paper lll we aimed to investigate potential long-term consequences, measured by long-
term use of welfare benefits, of living with the burden of parents with mental health
problems during the formative years of adolescence. We also aimed to explore the potential
protective and moderating effect of different social support dimensions in relation to

welfare dependence.

3 MATERIALS

3.1 Data sources

3.1.1 The Youth Studies

Baseline data was collected from a large comprehensive health survey (“The Youth Studies”)
of all 10th grade secondary school students (aged 15—-16) in six Norwegian counties,
conducted between year 1999 and 2004 (140). The youth survey was initiated in Oslo and
Hedmark in 1999-2001 and was extended to include four more counties; Oppland, Nordland,
Troms and Finnmark, in the following years 2001-2004 (table 1). Originally 18 425 10th

graders were invited to the baseline studies, while the overall response rate was 87%
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(n=15966). The study was organised as a classroom survey, where the pupils filled out a
written questionnaire during 2 school hours. The public school nurse was in most cases
responsible for carrying out the study and an assistant was present in the classrooms to
provide information to the participants and administer the questionnaires. Pupils not
present at school at the day of the survey were left questionnaires at the schools to be filled
out later. Those not responding received a copy by mail to their home address along with a

stamped return envelope.

The Youth Studies, 1999-2004

County Number of participants Percentage of invited 10th graders
Oslo 1999-2001 7343 87,4
Hedmark 2001 1939 88,3
Oppland 2002 1877 90,0
Nordland 2004 2657 88,0
Troms 2002-2003 1514 81,7
Finnmark 2003 637 71,1
Total 15 966 86,5

Table 1: Overview of the participants in the six counties included in the Youth Studies

Participation in the survey was voluntary and parents received an information brochure in
advance (Appendix Ill). The pupils (or parents if the pupil was below age 16 by the day of the
study) signed an informed consent in advance (Appendix IV). The survey included one main
guestionnaire that was identical for each county and one supplementary questionnaire with

some variation between the six counties, all together a total of eight pages (Appendix | & II).
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The survey comprised questions about relationships with family, friends and school; local
environment; physical and mental health; health behaviour; and life events. A more detailed
description of the Oslo part of the study and how it was conducted has been published
previously (141). In addition, information about the youth studies in general is available on

the website of the Norwegian Institute of Public Health (140).

3.1.2 The National Education Database (NUDB)

Each Norwegian citizen’s level of education is registered in the NUDB, from primary school
to higher education at the universities (up to PhD level) (142). The NUDB is organized as a
historical event database that provides information on an individual’s educational
achievements through the life span. The database is updated in November every year, when
each person’s highest accomplished education is registered. In our study, we have extracted

information on high school graduation from this database (paper I).

3.1.3 The FD-trygd Database (the National Insurance Services/NIS)

FD-trygd includes complete registrations on each Norwegian citizen’s use of all social
security benefits, including retirement pensions, maternity and single-parent benefits,
sickness allowances, unemployment benefits, disability benefits, medical and vocational
rehabilitation benefits and basic social security benefits (143). It also supplies information on
demographic data, employment status and income. Data in the FD-trygd database are
collected from Statistics Norway, the Norwegian Labour and Welfare Organization (NAV) and
the Taxation Office (Skattedirektoratet). FD-trygd is a historical event database, where each
individual’s change in demographic status, employment status, yearly income and reception

of any social security benefit are registered. The information is registered on a daily, monthly
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or yearly basis. The variables extracted from the FD-trygd, which we used in paper Il and IlI

are thoroughly described later.

3.2 Linkage of data from the Youth studies to registry data

Questionnaire data from the baseline studies were linked to detailed information on the
entire cohort from the Norwegian population registry data, including NUDB and FD-trygd, up
to the year 2010. A precise linkage of records was possible because of the national
identification number given to every resident of Norway. Statistics Norway supplied us with
the original datasets, after removing the national identification numbers to secure
anonymity for each individual. Our study group did the actual linking of the datasets, after
patiently restructuring the data from NUDB and FD-trygd. We organized the historical event
information into one record per identification number, securing that the information could

be merged into SPSS-files and then linked to data from the Youth studies.

3.3  Study population

At baseline, the adolescent contributors to the questionnaires were asked for their consent
to link the data from the questionnaires to national registers at a later date; 90% of the

15 966 in our baseline population agreed (n=14 062) (Appendix V).

In paper | baseline data from the sample of 14 062 participants were linked to information
on high school graduation from the National Education registry. From the FD-trygd database
we obtained information on participants who were granted an early permanent disability
benefit (n=55) during the follow-up period. We excluded those individuals from the study, as

a majority were diagnosed with intellectual disabilities, diagnoses within the autistic
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spectrum; or severe psychiatric disorders like schizophrenia — conditions that we considered

were not compatible with high-school graduation.

Participants who died (n=43) during follow-up time were also excluded from the analyses,

leaving us with a total study sample of n=13 964 in paper | (figure 3).

In paper Il and Il baseline data from the sample of 14 062 participants were linked to data
from FD-trygd which provided information on each participant’s use of social welfare
benefits from age 18 through march 2010 when they were 21 to 29 years old (median: 25).
Participants who were granted a permanent disability benefit before age 20 (n=24) during
the follow-up period were excluded from the study. A few participants (n=62) had missing
outcome values (individuals who were registered as emigrated or dead after the survey, but
prior to age 18 when follow-up started) were also excluded, leaving us with a study sample

comprising 13 976 adolescents (figure 3).

45



Figure 3: Flowchart study populations
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3.4 Variables

3.4.1 Dependent variables

3.4.1.1 High-school dropout

From the National Education registry, we gained information on adolescents who had failed
to complete high school, which is the outcome variable in paper | (142). In Norway,
adolescents normally enrol in high school at age 15—-16, immediately after finishing 10th
grade, which is the last year of compulsory schooling in Norway. Students are supposed to
complete high school within three years. Those who did not graduate within five years after
registering as high-school students were defined for the purposes of this study as high

school dropouts.

3.4.1.2 Use of long-term social welfare benefits

Use of long-term welfare benefits is the outcome variable in paper Il and Ill. The FD-trygd
database provided information on each participant’s use of social welfare benefits. In our
study, registration for welfare dependence started the calendar year when each adolescent
reached 18 years of age. Long-term use of a social welfare benefit was defined as either a
100% sickness benefit received at least 180 days in one year, receipt of medical or vocational
rehabilitation, temporary or permanent disability pension, unemployment benefit lasting at
least 180 consecutive days in one year, or use of social security support for at least six
months during one year (table 2). In paper Il we performed separate analysis on receipt of
long-term health-related benefits, which included all the above mentioned benefits, except
unemployment benefits and social security support, benefits which you do not need a

medical diagnose to qualify for.
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Welfare benefits

Description

Cut-off used in analyses

Sickness benefits

Social security support

Unemployment benefits

Medical and vocational
rehabilitation benefits*

Temporary disability benefits*

Permanent disability benefits

Sickness benefits compensate for
loss of income for employed
member of the NIS who are
occupationally disabled due to
illness or injury

Financial assistance intended to
ensure basic needs on a
temporary basis

Unemployment benefits can be
allowed and partly compensate
for loss of income up to 104
weeks if you are registered as a
job seeker and have earned your
right to receive an allowance
through earlier work
participation

Up to 2010 adults with chronic
medical conditions could receive
medical or vocational
rehabilitation benefits with an
aim to restore working ability

Up to 2010 a temporary disability
benefit could be granted if the
condition was sufficiently severe,
chronic and reducing their
working capacity by 50% or more,
but with possibility for
improvement of sickness and
work ability

A permanent disability benefit
can be granted if a condition is
sufficiently severe, permanent
and with slim expectations on
future ability to work, and if the
working capacity is reduced by
50% or more

100% sickness benefit received at
least 180 days in one year

Social security support received
at least six months during one
year

Unemployment benefits received
at least 180 consecutive days in
one year

No cut-off

No cut-off

No cut-off

*In March 2010 replaced by the work assessment allowance (AAP/arbeidsavklaringspenger)

Table 2: Definitions and cut-offs on use of long-term welfare benefits included in the paper Il and IlI
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3.4.2 Independent variables

3.4.2.1 Use of health-care services

In paper | use of several health-care services were the main explanatory variables at interest.
In the baseline questionnaires, participants answered questions about health care seeking
behaviour over the 12 months prior to the survey, whether through school health services,
youth health clinics, general practitioners (GPs), or child and adolescent mental health
services. To measure the use of health-care services, the contributors were given three
response options —'none’, 1-3’ or 4 or more’ — for number of contacts during the past year.
In our analyses, we aggregated contacts with the child and adolescent mental health services

into two categories: ‘'none’ or 1 or more’ contacts.

3.4.2.2 Health indicators

At baseline, adolescents were asked questions concerning their health, including direct
questions on specific conditions and more general symptoms. In paper | we used health
measures as adjustment variables, including baseline questions addressing the adolescents’
self-perceptions of the status of their general health, if they had or have had asthma or
allergies, and conditions experienced in the 12 months prior to the survey: serious illness or
injury; headache, abdominal pain, neck pain or shoulder pain, back pain or pain in
extremities. The contributors could answer ‘yes’ or ‘no’ to these health and pain questions.
In the baseline questionnaire, self-rated health was categorised into four options: ‘bad’, ‘not
good’, ‘good’ or ‘very good’. In our analyses, we dichotomised this variable into two
categories: ‘very good or good’ and ‘not good or bad’. We also aggregated the pain variables
into a dichotomous variable, in which three or more pain sites indicated a positive pain score

and two or fewer indicated a negative pain score. Level of mental health problems were
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scored using the Hopkin’s Symptom Checklist-10 (HSCL-10), a short-form of the Hopkin’s
Symptom Checklist-25 (SCL-25), and an instrument designed to diagnose depression in
primary health care (144). The HSCL-10 includes ten questions about psychological
symptoms experienced over the previous week and is validated for use both in general
practice and in epidemiological studies (145). Responses are encoded on a four-point Likert
scale from “not troubled” to “heavily troubled”. Mean scores were calculated for each scale
of 10 items (range 1-4). Records with three or more missing items were excluded from the
analyses. A sum score above 1.6 indicates mild, moderate or severe depression among 14—

16-year-olds (145).

In paper Il health measures were the main explanatory variables. We chose 16 items out of a
wider range of health complaints, based on previous studies on self-report of symptoms in
adolescents and which we considered clinical relevant and to represent different dimensions
of somatic and mental health problems. The following items differed in time range and
grading in the questionnaire: Do you have or have ever had: asthma; allergy; eczema?
Options: ‘yes’ or ‘no’. Have you during the past 12 months had: ear infection; throat

infection (= 3 times); bronchitis/pneumonia? Options: ‘yes’ or ‘no’. Have you during the past
12 months several times suffered from: headache (including migraine and other types of
headaches); pain in neck or shoulders; pain in arms, legs or knees; abdominal pain; back pain.
Options: ‘yes’ or ‘no’. Have you during the last week experienced the following symptoms:
feeling afraid or anxious; feeling faint or dizzy; sleeping problems; feeling discouraged or sad;
feeling that everything is a burden? Options: ‘no’, ‘slightly’, ‘much’ or ‘very much troubled’.
We dichotomized the last five dimensions into ‘yes’ or ‘no’ categories, where all other

categories than a ‘no” answer were categorized as ‘yes’.
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We then made a sum score out of the 16 reported health complaints, representing total
symptom burden, where score 0 means that you have answered ‘no’ to all the questions,
while score 16 means that you have answered ’yes’ on all the complaints. Individuals who
gave an answer on at least one category were included in the analyses, while those who had

missing values on all questions were excluded.

We also studied general health by the question on self-perceived health status, described

above, but without dichotomization.

In paper lll adjustments were done by health measures, including self-perceived general

health and mental health, measured by the HSCL-10 score (see descriptions above).

3.4.2.3 Parents’ mental health

In paper lll the main exposure variable was self-report from the participants on parents’
mental health. The adolescents were asked if their parents/caregivers had suffered from
mental health problems during the 12 months prior to the survey. They were asked to grade
the burden of problems into “no, never”, “yes, sometimes”, “yes, many times” and

“frequently”. In the descriptive subgroup analyses, we dichotomized the variable into “yes”

or “no”

3.4.2.4 Social support

Social support was used both as an explanatory variable as well as a moderator in paper ll|
and was measured by the students’ perception of their relationship to their family, friends,
classmates and teachers. The answers were given in a 4-point Likert scale. The scales used in
the baseline questionnaires were adapted from a paper by Ystgaard and colleagues from

1999 (146). Ystgaard developed the questions for adolescents in accordance with
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corresponding studies on adults and aimed at measuring availability of support, attachment
and mutual care (77). Four different dimensions of perceived support were included in the

study:

Family support:

Family support included five items: “when you think about your family, would you say: | feel
attached to my family; my family takes me seriously; my family values my opinions; | mean a
lot to my family; | can count on my family when | need help”. The response format was on a
scale of 1 (strongly agree) to 4 (strongly disagree). Mean scores were calculated for each
scale of five items from respondents who answered at least two items. Mean scores were
reversed so that a high score indicated strong perceived support. Cronbach’s alpha for this

scale was 0.87.

Friends’ support:

Friends’ support included four items: “when you think about your friends, would you say: |
feel attached to my friends; my friends value my opinions; | can help/support my friends; |
can count on my friends when | need help” with responses on a scale of 1 (strongly agree) to
4 (strongly disagree). Mean scores were calculated for each scale of four items from
respondents who answered at least two items. Mean scores were reversed so that a high

score indicated strong perceived support. Cronbach’s alpha for this scale was 0.83.

Classmates’ support:

Classmates’ support included four items: “l enjoy my classmates; | have much in common
with my classmates; | feel attached to my classmates; and my classmates value my opinions”
with responses on a scale of 1 (strongly agree) to 4 (strongly disagree). Mean scores were

calculated for each scale of four items from respondents who answered at least two items.
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Mean scores were reversed so that a high score indicated strong perceived support.

Cronbach’s alpha for this scale was 0.81.

Teacher support:

Teacher support included four items: “my teachers appreciate my opinions; my teachers
appreciate me; my teachers help me with my subjects when | need it; and my teachers help
me with my personal problems if needed” with responses on a scale of 1 (strongly agree) to
4 (strongly disagree). Mean scores were calculated for each scale of four items from
respondents who answered at least two items. Mean scores were reversed so that a high

score indicated strong perceived support. Cronbach’s alpha for this scale was 0.82.

Paper | Paper Il Paper Il

Dependent variables
High school dropout X

Long-term welfare dependence X X

Independent variables

Use of health care services* X

Individual health complaints X

Symptom burden X
Self-perceived health X

Mental health problems in parents X

Social support** X

Moderator

Social support** X

« School health services, Youth health clinics, GP, Child and adolescent
mental health services

** Family-, peer-, classmate-, teacher support

Table 3: Schematic overview of the main variables used in the three papers
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3.4.3 Gender

Gender was included as a study variable. In paper | and Il all analyses were stratified by
gender, while in paper Il we adjusted for gender and checked for possible interactions by

gender.

3.4.4 Socio-demographic background variables

The socio-demographic background variables concerning parents’ marital situation and
household income were based on self-reports from the baseline questionnaires. The pupils
were asked whether their parents’ were ‘married/living together’; ‘divorced/separated’;
‘one or both dead’; or ‘other’. In paper | we chose to dichotomise these options into
‘married/living together’ or ‘other’, while in paper Il and Il we used all the categories. The
question concerning household income were categorised into ‘very good’; ‘good’; ‘mediocre’;
or ‘poor’. In paper | we chose to collapse ‘very good’ and ‘good’ into one category, which we
used as the reference category, while we used the full scale in paper Il and Ill. Information
on parents’ educational level was provided by Statistics Norway. The highest accomplished
educational level of one of the parents was used, leaving us with four categories: ‘higher
college or university degree’ (>4 years); ‘lower college or university degree’; ‘high school’; or

‘primary school’.

4 METHODS

4.1 Statistical methods

In paper | gender differences in health service use as well as differences in report of health

problems between those who reported use of health services compared to no-seekers, were
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investigated using Pearson’s Chi-squared tests. Multiple logistic regression analyzes was
used to investigate associations between high school dropout and the use of health care
services at baseline. In a crude model use of health care services were analysed separately,
in the adjusted model, adolescent health measures and socio-demographics were added to

the model. All analyses were stratified by gender.

In paper Il descriptive analyses were performed, as well as Pearson’s Chi-squared test to test
for gender differences in symptom reporting. Gender differences in the outcome variables
were tested using the chi-squared test. To set up survival analyses, multiple imputations
were done to account for missing values on all the independent variables. All the exposure
and time to event variables were included in the imputation. The imputation procedures

were performed using chained equations, creating 200 datasets.

Cox proportional hazard regression analysis was used to calculate hazard ratios (HRs) for use
of long-term social welfare benefits by independent health complaints, total symptom
burden and self-perceived general health. Cases of death and emigration during follow-up
were censored in the time to event analyses. We performed Cox regression analyses on each
of the independent health variables and self-perceived general health separately in a crude
model. In the adjusted model each health measure was corrected by socio-demographic
background factors. Total symptom burden was analysed as a continuous variable,
calculating proportional hazards depending on number of symptoms reported, without any
confounders included in the model. All the above-described analyses were stratified by
gender. We checked for possible interactions between all health measures and socio-

economic position, including family economy and parents’ educational level. Because of
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known problems with interaction analyses on multiply imputed data (147), these

investigations were performed on complete cases.

In paper lll frequency analyses were performed, as well as Pearson’s Chi-squared test to test
for differences in general health and socio-demographic factors in exposed individuals
compared with the unexposed. Cramer’s V was used to evaluate effect size, where the
criteria for a small effect =0.01, medium=0.3 and large=0.50 in a 2 by 2 table (for test of
gender differences in report of mental health problems). In the tables where we had three
categories in the row variable, the criteria for a small effect =0.07, medium=0.21 and
large=0.35 (148). Possible gender differences in the outcome variable were tested using Cox
regression analyses. Independent-samples t-tests were used to compare perceived social
support measures and the mental health measure (HSCL-10 score) between exposed and
unexposed groups. Cohen’s d was used to evaluate effect size, where the criteria for a small

effect =0.2, medium=0.5 and large=0.8 (148).

To set up for survival analyses, we performed multiple imputations to account for missing
values in the independent variables. All the exposure and the time to event variables were
included in the imputation. The imputation procedures were performed using chained

equations, creating 200 datasets.

Cox proportional hazard regression analysis was used to calculate hazard ratios (HRs) for use
of long-term welfare dependence, by parents” mental health problems and social support
measures. We first performed crude analyses on each of the exposure variables separately.
In model 1, each exposure was adjusted for socio-demographic background variables; in
model 2, we adjusted for adolescents’ health status (general health and mental health) as

well. In model 3, we included all background variables described above. In addition, the main
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exposures, i.e. parents’ mental health and social support, were adjusted for each other.
Because of small sample sizes in the groups reporting mental health problems in parents in
preliminary gender-stratified analyses, we chose to present unstratified results. Instead, in

models 1-3, we adjusted for gender.

Finally, we checked for interactions between parents’ mental health problems and each
social support dimension independently. Possible independent interactions between parents’
mental health problems and gender were also assessed, as well as interactions in the fully
adjusted model. Because of known possible problems with interaction analyses on multiply

imputed data (147), these investigations were also performed on complete cases.

The Cox proportional regression model is based on the assumption of proportional hazards,
i.e. that the hazard ratio is constant over time. The hazard ratio can be interpreted as a
relative instantaneous risk. In paper Il and Il the proportional hazard assumption was

checked by Schoenfeld residuals (147).

In paper | the analyses were done in IBM SPSS Statistics V.19.0, while version 20.0 was used
in paper Il and lll. Time to event analyses were performed using the R package rms for
regression analyses (R Foundation for Statistical Computing, Vienna) and Hmisc (function

areglmpute) for generating multiply imputed data.

Ethics

As an overall ethical principle, the studies were performed in accordance with Declaration of
Helsinki (149), to secure the respect of the individual and his/her rights, assessment of risks

and benefits and to gain an informed consent from the participants.
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All participants and their parents received a written information brochure about the survey
in advance and gave their written consent according to Norwegian law (appendix IV). The
consent also included acceptance of linking the questionnaires with different
registers/databases. The participation was voluntarily and the participants were informed
that they could withdraw from the study at any time by contacting the Norwegian Institute
of Public Health. Information on the possibility of withdrawal is also published on the

Norwegian Institute of Public Health’s website (140).

The baseline youth surveys were originally approved by the Regional Committees for
Medical and Health research Ethics, the Norwegian Data Inspectorate, and the local school

authorities.

For linking of the questionnaire with the described registers, approval were given from the
Regional Committee for Medical and Health research Ethics, Statistics Norway, the National
Insurance Services, the Ministry of Education and Research and the Norwegian Tax
Inspectorate. We had only access to anonymous data files, as the national identification
numbers were removed from the datasets by Statistics Norway before they were released

for research.

We consider the risks for the participants in epidemiological research like ours to be quite
modest, compared to the benefits. The classroom survey setting can be troublesome for
some individuals, though, as answering questions about private and possibly sensitive issues
can be stressful. The results from the current study may also imply risks of stigmatization of
vulnerable groups. Gaining knowledge on health and health related risk factors for future

marginalization, however, is of great individual and public interest, and using already
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available research resources, without bothering the participating adolescents, is cost-

effective and gives minimal risk for the study subjects.

5 RESULTS

5.1 Paper |

Can use of health care services among 15-16-year-olds predict an increased level of high

school dropout? A longitudinal community study.

The study aimed to investigate associations between health care seeking in 15-16-year-olds
and high school dropout five years later. Data from a comprehensive youth health survey
conducted in 1999-2004 was linked to data from national registries up to 2010. 13 964 10th
grade secondary school students in six Norwegian counties were included in the study. The
associations were investigated using logistic regression to compute odds ratios for high

school dropout.

The total proportion of students not completing high school five years after registering was
29% (girls 24%, boys 34%). At baseline, 70% of the study population attended one or more
health care services over the previous 12 months: school health services (girls 32.4%, boys
7.8%), youth health clinic (girls 21.1%, boys 16.4%), GP (girls 59.5%, boys 46.5%), child and
adolescent mental health services (girls 3.7%, boys 0.9%). A smaller percentage reported
four or more contacts; while girls reported significantly more contacts than did boys. In
general, adolescents who reported use of health care services also reported significantly
more health problems, compared to those who reported no use of health care services.

Frequent attendees to school health services and youth health clinics at age 15-16 had a
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higher dropout rate (37/48% and 45/71%), compared with those with no or moderate use.
Adolescents referred to mental health services were also more likely to drop out (47/62%).

Boys with moderate use of a general practitioner (GP) had a lower dropout rate (30%).

In the multiple logistic regression analyses, were we adjusted for selected health indicators
and socio-demographic background variables, we found that seeking help from the youth
health clinic and consulting mental health services, were associated with increased level of
high school dropout five years later. Frequent attendees (24 contacts) had the highest odds
of dropping out. Yet boys who saw a GP and girls attending the school health services
regularly over the previous year were less likely than their peers to drop out from high

school.

Our main conclusions were that adolescents who seek help at certain health care services
could be at risk of dropping out of high school later. Health workers should pay particular
attention to frequent attendees and offer follow-up when needed. On the other hand, boys
who attended a GP regularly and girls attending the school health services were more likely
to continue to high school graduation, which may indicate a protective effect of having a

regular and stable relationship with these services.

5.2 Paper Il

A prospective population-based study of health complaints in adolescence and use of

social welfare benefits in young adulthood.

The aim of this study was to study work marginalization in young adulthood, measured by

use of long-term social welfare benefits, and its’ associations with health complaints, total
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symptom burden and self-rated general health in adolescents aged 15-16. We linked data
from a youth health survey conducted during 1999-2004 to data from compulsory
Norwegian registries that followed each participant through February 2010. Cox
proportional hazard regression analyzes was used to compute hazard ratios for use of long-
term social welfare benefits in young adulthood based on health measures in 15-16-year-

olds.

During follow-up, 17% of the study population received some sort of long-term social
welfare benefit. If only censoring the health related benefits, the percentage added up to 10.
More boys than girls received benefits (18.5%/15.6%, p<0.001). In the baseline survey 95%
of the adolescents reported one or more health complaints. Mean number of health
complaints was 4.8%. Girls reported a significantly higher mean number of complaints (5.7)
than did boys (3.8) (p<0.001). In girls all the independent health complaints, except
reporting eczema, were significantly associated with increased use of long-term social
welfare benefits in young adulthood, while in boys, reporting allergy, eczema, feeling faint or
dizzy and feeling that everything is a burden, were not associated with the outcome, while
the other 11 complaints were. We found an increasing relative hazard of social welfare
usage, depending on number of symptoms reported at baseline. The association patterns
were similar in girls and boys. Ill self-perceived general health was found to be strongly
associated with use of benefits during follow-up, in girls we found hazards ratios (HR) of
1.41(Cl 1.21-1.65), 2.76(2.29-3.31) and 2.77(1.51-5.07) for good, not so good and bad
health respectively, compared to very good health - a dose-response association. The

corresponding numbers in boys were 1.41 (1.25-1.59), 1.93(1.60-2.32) and 1.31 (0.72-2.38).
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Our main conclusions were that several health measures during adolescence are related to
future work marginalization in young adulthood. The associations between health measures
and work marginalization remained significant even after correcting for such strong
predictors as parents” education and family economy. Even though exact causal pathways
are difficult to establish, we argue that ill health is one of several factors that can contribute
in the process of marginalization. Total symptom burden and self-perceived general health
are health measures which can give additional knowledge on how adolescent’ health is

related to work marginalization in a longitudinal perspective.

5.3 Paper Il

Living with mentally ill parents during adolescence: a risk factor for future welfare

dependence? A longitudinal population-based study.

The aim of this study was to investigate the potential long-term consequences of living with
the burden of parents with mental health problems during the formative years of
adolescence. We studied the relationship between parents’ mental health problems
reported by their 15-16-year-old adolescents, the potential protective and moderating
effect of social support and long-term dependence on public welfare assistance in young

adulthood.

The study linked data from a youth health survey conducted during 1999-2004 among
approximately 14 000 15-16-year-olds to data from high-quality, compulsory Norwegian
registries that followed each participant through February 2010. Cox proportional hazard
regression analyses were used to compute hazard ratios for long-term welfare dependence
in young adulthood based on parents’ mental health problems and several dimensions of

perceived social support in 15-16-year-olds.
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Of the total study population, 10% (1397) reported having parents who suffered from some
level of mental health problems during the 12 months prior to the baseline survey; 3% (420)
reported that their parents had frequent mental health problems. Girls reported significantly
more trouble than did boys (p<0.001). Adolescent report of their parents’ mental health
problems was associated with the adolescents’ long-term welfare dependence during
follow-up, with hazard ratios (HRs) of 1.49 (Cl 1.29-1.71), 1.82 (1.44-2.31) and 2.13 (Cl 1.59-
2.85) for some trouble, moderate trouble and frequent trouble, respectively, compared with
report of no trouble with mental health problems in parents. The associations remained
significant after adjusting for socio-demographic factors, although additionally correcting for
the adolescents’ own health status accounted for most of the effect. Perceived support from
family, friends, classmates and teachers was analysed separately and each dimension was
associated with a lower risk of later welfare dependence in unadjusted analyses. Family and
classmate support remained a protective factor for welfare dependence after correcting for
all study covariates (HR 0.84, Cl 0.78—0.90 and 0.80, 0.75-0.85). We did not find evidence

supporting a hypothesized buffering effect of social support in already burdened individuals.

Our main conclusions were that exposure to parents mental health problems during
adolescence may represent a risk for future welfare dependence in young adulthood.
Perceived social support, from family and classmates in particular, seems to be a protective

factor against future long-term welfare dependence.
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6 DISCUSSION

6.1 Methodological considerations

6.1.2 Register-based populations

The present study is based on data from extensive population-based youth surveys linked to
national databases that encompass complete follow-up registry data on the entire study
population. The size of the baseline studies gave us sufficient statistical power to examine
our hypotheses, and the baseline questionnaires used to collect information from the
adolescents included a wide range of health and health related measures. However, such
epidemiological studies have strengths and limitations (150). Measurement errors and how
they may impact on the study results must be accounted for. The accuracy of a measured
parameter in a study is dependent on the degree of error in the measurement. In

epidemiological research, errors are classified as either random or systematic.

6.1.2 Precision

A random error is caused by fluctuation around a true value because of variability in either
sampling or measurement (150). An estimate with little random error is a precise estimate of
the true value. The confidence interval reflects the precision: a narrow confidence interval
reflects a precise estimate. A usual procedure to increase precision and reduce the risk of
random errors is to increase the study size. In this study we had the opportunity to use a
large study sample, and such reduce the risk of random errors and accomplish a high level of
precision. Preliminary power considerations estimated approximately 9% of the population

on medical benefits during follow-up, as well as a somewhat larger group on unemployment
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and social security allowances. These analyses indicated sufficient power to perform the

study. We used a 95% confidence interval in all our analyses.

Random error is also influenced by the prevalence of the outcome and number of individuals
included in the different explanatory variables. In all three papers a fairly large proportion of
the study population was registered as high school dropouts or received some sort of long-
term welfare benefit during follow-up. In some of the exposure groups in our baseline
measures quite few individuals were included, which may have lead to inaccurate
measurements, reflected by the width of their confidence intervals. Consequently, we chose
to collapse some of our exposure measures to increase sample sizes. In paper Il we
performed analyses on the total study sample, instead of stratifying by gender, because few

individuals reported high load of mental health problems in their parents.

Overall, we consider lack of precision as a minor problem in our studies.

6.1.3 Validity

Systematic errors, or bias, occur when there is a not-random difference between the true
value in the population and the observed or measured value in the study (150). An estimate
with little systematic error is a valid estimate. Internal validity refers to what degree
scientific inferences can be drawn within the study population; while external validity refers
to what degree the results apply on a general population. Systematic errors include selection

bias, information bias and confounding (150).

6.1.3.1 Selection bias

Selection bias is a common challenge in epidemiological studies. Factors that influence study

participation may result in selection bias. If the associations between exposure and outcome
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are different in those who participate in the study, compared to those who choose not to
participate, the effect estimates from the study will differ from that in the general

population. Thus, external validity is reduced (150).

In our prospective population-based study, the study subjects were selected from school
registries if they attended 10™ grade in their respective counties. Selection bias may be a
problem due to the following facts: Not all of the invited 10th graders participated in the
survey (13%). Some chose not to take part or were not present at the day of the survey;
others had moved or quit school after the invitation was accepted. A few were excluded
because they did not answer at least one question in the questionnaire. 12% of the
participants did not accept linkage of the questionnaire to national registries later on, and
were thus excluded from our analyses. Previous studies have indicated that the most
disadvantaged individuals are lost in epidemiological studies like ours (151) (152).
Adolescents with ill health and other health related problems may be overrepresented in the
group not participating, due to absence from school, inability to fill out the questionnaire
and some of them may have already quit school. Pupils with such school-related problems
already in 10™ grade are likely to be at higher risk of high school dropout and possibly work
integration problems later on. Although the response rate in the baseline studies were high

(76%), this may have lead to an underestimation of the effect measures found in our study.

Loss to follow-up due to missing outcome measures is a negligible problem, as we could rely

on complete follow-up registry data.
6.1.3.2 Information bias

Information bias is caused by erroneous measurements of exposures or outcome variables in

the study. When we study categorical variables, we use the term misclassification, which can
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be either differential or non-differential (150). Differential misclassification occurs when
incorrect classification of a variable depends on the value of other variables. Such
misclassification can either exaggerate or underestimate the effects in a study. Recall bias is
a common example of differential misclassification and may occur when the respondent is
asked about an event a long time after it occurred. Most of our exposure items occurred

during the past 12 months prior to the survey, and should not be suspect to recall bias.

A typical case, though, is when study objects recall exposure information differently
according to disease status. As our study has a prospective design, marginalization status
does not affect exposure information, and vice versa. In paper |, however, information on
health service use may have been affected by the adolescents” health status, e.g.
adolescents with chronic illnesses or severe health problems may be susceptible to recall
their use of health services better than healthier individuals. This could possibly give an
overestimation of the effect measures found. Several health problems that might have
occurred in childhood and early adolescents are not addressed in the survey. This could lead
to “false negative responses” on health problems in individuals who were at risk of

marginalization. An underestimation of the effect measures may be a consequence.

Non-differential misclassification arises when incorrect classification of a variable is
unrelated to other variables and is identical for all respondents. Such misclassification tends
to dilute the true differences between groups in a study. Non-differential misclassification
might have occurred when we chose to dichotomize or collapse some of our study variables,
as we did with the HSCL-10 score and the self-rated health variable paper I. This could lead

to a less nuanced effect measure, e.g. when four response alternatives on the question
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about self-rated health question were collapsed into two categories. In paper Il the HSCL-10

score was treated as continuous.

Non-differential misclassification might also have occurred when the study participants were
to interpret and choose between different response categories in the exposure variables.
This could have biased the grading of mental health problems in parents, the main exposure
in paper lll. Self-report on mental health in parents may represent an imprecise
measurement of the actual problems. Thus our effect measures may be altered. It can be
argued, though, that the adolescents’ own perception of the problem has a greater impact

compared to a more objective clinical measure of mental illness.

The social support variables used in paper Ill were all treated as continuous in the main
analyses, to avoid misclassifications. Their validity is also supported by high Cronbachs’ alpha

scores (153).

Information on high school dropout is collected from the national educational database
NUDB, which comprises information on all Norwegian citizens (142). Some individuals,
however, may be categorized as dropouts, even if they accomplished to complete high
school after the 5-year limit we used in paper I. A few individuals were never registered as
high school students, consequently not registered as completers or dropouts later on, and as

such lost to follow-up. Errors due to misclassification of dropout, though, should be minimal.

Operationalization of work marginalization, the outcome measure used in paper Il and I,
could be influenced by misclassification. We chose to classify long-term use of different
welfare benefits according to pre-defined cut-offs. For example, we classified long-term
unemployment as six months consecutive unemployment during one year, while we

classified long-term social security dependence as six months dependence out of the 12 past
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months. Consequently, a person with 5 % months on a benefit or several short-term
registrations on welfare benefits during several years was not classified as marginalized. We
can question if a 6 months limit on use of basic social security is too strict. When we choose
to include long-term sick-leave as a marginalization category, we include individuals who are
employed. Being sick-listed for six months or more, though, implies a high risk of future

welfare dependence (154).

Other trajectories than welfare dependence can represent a risk of marginalization, as we
did not include marginalized individuals who are not registered in the welfare systems, for
example those who are supported by their families. Overall, our estimated number of

marginalized individuals is probably too low. As this must be considered a non-differential

misclassification, it is unlikely that it would affect our effect measures.

6.1.3.3 Confounding and effect modification

Confounding is a term that describes the situation when a factor that is both related to the
exposure and the outcome, explains all or part of the association between the two (150).
Confounding is also called confusion of effects. Three conditions must apply to a
confounding factor; one, that the association between the factor and the outcome must
come from another causal pathway than the main exposure; two, the factor must also be
associated with the exposure; and three, the factor must not be an intermediate step in the
causal pathway between the exposure and the outcome. Randomization, multivariate
adjustment, stratification, subject restriction and matching are common methods used to
control for potential confounding factors in studies. Double-blinded randomized trials are
considered to be the golden standard when it comes to avoid confusion of effects, as the

method gives the opportunity to compare groups with common background characteristics.
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In an epidemiological study like ours randomization is not possible, hence other methods to

avoid confounding must be applied, e.g. controlling for confounders in multivariate analyses.

If you choose to control for multiple possible confounders, overadjustments may be the
result. Spurious associations can occur if you forget to adjust for important confounding
factors. It can be challenging to select appropriate confounders. In our study, where we
explored possible pathways to work marginalization, several explanatory factors may affect
the outcome. In all three papers included in the study we performed multivariate regression
analyses where we controlled for important confounders that we found relevant for the
objectives of the studies. A priori, socio-demographic background characteristics were
considered to be the most important confounders, as their associations with our outcome
measures are well established (3, 44, 81, 84, 85). In all three papers we controlled for
parents’ education, family economy and parents’ marital status. In paper | adjusting for
socio-demographics caused some of our crude effect measures to become insignificant,
while some were attenuated, but still strong. In paper Il and Il such adjustments did not
attenuate the associations substantially between exposures and outcome. In paper | and IlI
we also performed analyzes without and with adjustments for the adolescents’ health status.
Confounding by other relevant factors, though, cannot be ruled out, in light of the
complexity of our study topic. Experiences of adverse life events, resilience and self-efficacy

are all factors that may be of importance.

Effect modification occurs when the effect-measure varies across levels or strata of another
variable. This is not a bias, but an important finding that should be reported and not
corrected for. In this study effect-modification by sex was avoided by stratified analyses and

by interaction analyses where we found it appropriate. In paper Il analyses were performed
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to account for possible interactions between parents’ educational level, family economy and
health measures, as we considered that health might affect marginalization differently in
different socioeconomic strata’s. The results indicated that that the relationship between
health problems and future use of welfare benefits is somewhat different according to

parents’ education.

6.1.3.4 External validity

The external validity, or generalizability, of a study refers to the extent the results of a study
can be generalized to people outside the study population (150). To achieve a high external
validity, it is important that the study sample is representative of the general population.
The baseline studies involved the total adolescent population aged 15-16 across
geographically diverse areas, including both urban and rural districts. The response rates
were high and missing data few. The adolescent study sample should thus be fairly
representative for a general youth population in Norway. Local variations and cultural
differences cannot be ruled out, though. Different regions of Norway, as well as the other
Scandinavian countries are relative homogenous when it comes to health, health care
systems, education and welfare (155), hence our results are considered to be relatively
representative for these countries. The labour market situation and the welfare systems in
several other European countries have greater variations and our results may not be
generalizable all over Europe. High school dropout and youth marginalization, however, is a
common challenge across Europe, and associations between adolescent ill health and

marginalization are likely to be comparable between countries.
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6.2 Discussion of the results

This project emerged as a consequence of the fact that an increasing number of young

adults between the ages 18 to 30 years have become dependent on health related welfare
benefits in Norway in recent years (8, 132). Though the magnitude of permanent
worklessness due to health related disabilities in the young is quite small, the number of
young adults on permanent disability pensions doubled during the last decade (8). In
addition, the dropout rates from high school have been constantly debated the past 20 years.
Low educational attainments and failure to integrate into the labour market early in adult

life imply higher risks of work marginalization and permanent work exclusion.

We found that about 17% of our study participants were marginalized from work at some
point during follow-up, according to our definitions on long-term welfare benefit
dependence. About 10% received a medical benefit as their first registered long-term benefit.
Almost 30% of the study population were registered as high school dropouts five years after
first registering as high school students. Significantly more boys dropped out from high

school and boys used welfare benefits to a higher degree than girls.

The three papers, which constitute this work, all investigate potential adolescent predictors
for high school dropout and future work marginalization. We have tried to identify
predictors during adolescence for future work marginalization, primarily through a health-
related perspective. As accounted for in the introduction the significance of adolescent
health in relation to work marginalization must be viewed in a life-course perspective and on
the background of the theories of social causation and health selection. Our findings support
that adolescent health is one of several factors that can contribute to high school dropout

and work marginalization. Mental health problems in parents may negatively affect
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adolescents and increase the risk of marginalization, while a high level of perceived social
support, from family and classmates in particular, seem to lower the risk of work
marginalization. The results have already been discussed briefly in the three papers included
in the thesis. In the following paragraphs | will discuss and perspective the results more

thoroughly, in light of other publications in the research field.

6.2.1 Adolescent health care seeking and high school dropout

In paper | we found a strong association between use of child and adolescent mental health
services and later high school dropout. The association remained strong after adjustments
for socio-economic factors and other health indicators. We consider report of use of child
and adolescent mental health services as a robust measure of moderate to severe mental
health problems. To our best knowledge no previous studies have investigated educational
outcomes in children referred to child and adolescent mental health services. A longitudinal
study conducted in the Netherlands, though, with mean follow-up time of 10.5 years
documented a high likelihood of future behavioural problems and psychopathology in
adolescents referred to mental health services (33). Our finding is also supported by several
previous studies that have documented associations between early-onset mental disorders
and lower educational attainment: A study by Fergusson and colleagues following a birth
cohort in New Zealand for 21 years, found educational underachievement, measured by
school leaving age, academic performances and data on enrolment in tertiary education,
among adolescents suffering from depression during adolescence (age 14—16) (156). A cross-
national cross-sectional epidemiological study including above 40 000 respondents from 16
different countries found associations between mental disorders, such as anxiety,

depression, substance abuse disorders and externalizing disorders and later non-completion
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of secondary education (157). Measures on mental health were here collected
retrospectively and based on personal interviews. A Norwegian cohort study from 2013
using similar methods as in our study, found significant associations between adolescent
psychological distress and concentration difficulties and later high school dropout (158). In a
study based on the same baseline material as ours, Sagatun and colleagues found that
adolescents not completing high school reported more externalizing problems and girls
more internalizing problems at age 15—-16 (159). The mediated effect of grades in junior high
school was about 30%. A recent review documented associations between mental disorders
during childhood and adolescence and secondary school dropout, especially strong for
externalizing disorders, but also significant for anxiety and mood disorders, though for the
latter internalizing disorders, they were reported to develop also as a consequence of
dropout (160). The review included studies with both cross-sectional and longitudinal
designs. Important mediating factors in the relationship between mental health and dropout
were also identified in this review, such as socioeconomic background, academic
achievement and social support. Overall, the magnitude of research supporting that mental
illness in adolescence affects educational outcomes negatively, underlines the robustness of
our finding; moderate to severe mental illness, measured by self-reported use of child and

adolescent mental health services, is strongly associated with high school dropout.

The associations we found between reported use of youth health clinics and high school
dropout were also strong, supported by a “dose-response” effect, as frequent use implied
higher odds for dropout. The interpretations of these findings are not as clear-cut, though,
as with use of the mental health services, as attendance to youth health clinics can have
several motivations and explanations. These services are low-threshold, free-of-charge

clinics for advice and prescriptions of birth control and diagnosing and treatments of sexually
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transmitted diseases (161). The clinics also offer counselling concerning mental health issues,
as well as psychosocial problems. Attendance to the youth health clinic multiple times at age
15-16, though, may indicate sexual debut at an early age. Early adolescent pregnancy is a
well-known risk factor for lower educational achievements, supported by several

longitudinal studies (162-165). Another longitudinal study of adolescents aged 13-15 found
associations between several adverse circumstances, such as low academic achievement,
poor parental relationships, high level of externalising behaviour and early sexual debut, in
both genders (166). A prospective study following adolescents from 13 to 18 years of age
found relationships between ecological and familial stress factors and early sexual debut and
sexual risk taking behaviour (167). A US study on adolescents receiving mental health
treatment indicated associations between both externalising and internalising psychiatric
disorders and sexual risk-taking behaviour (168). A cross-sectional study from Oslo based on
parts of the same baseline material as ours; found higher odds for use of youth health clinics,
among other health care providers, for adolescents reporting symptoms of anxiety and
depression (27). The study also documented a dose-response association between symptom
load and help seeking. We have not found specific research on attendees to youth health
clinics or similar services though, neither from Norway or other countries. Based on the
previous research outlined above we can question if frequent attendees to youth health
clinics to a higher degree are burdened with health risk behaviours, mental health problems

and a set of adverse circumstances, which put them at risk of high school dropout.

Adolescent attendance to the school health services was generally associated with a
somewhat higher degree of high school dropout in our study. However, after adjustments
for socio-demographic background factors and health measures, girls with moderate

attendance to the school health services turned out to have slightly lower odds for dropout.
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Furthermore, frequent attendees to the school health services did not have higher odds for
dropout, after adjustments, indicating that confounding factors explained the crude results.
A Norwegian doctoral thesis based on qualitative methods found that adolescents contact
the school health services for counselling of a variety of reasons, including somatic and
psychosomatic symptoms, concentration difficulties, stress, familial difficulties and after

experiencing adverse life events (169).

Two longitudinal US studies have found associations between low to moderate use of
school-based health centres and academic improvement over time and reduction of dropout
for high school students (170, 171). The American school-based health centres, however,
offer a wider range of health services than do school health services in Norway, and are
therefore not directly comparable (172). A report from the Norwegian Knowledge Centre for
the Health services from 2010 concluded that due to current knowledge little evidence
existed on possible effects of school health services on young people’s health and growing-
up conditions (173). It would be interesting to explore the potential protective effect of
school based health services on academic performances and high school dropout, but the

nature of our study did not allow us to investigate this in a methodologically robust way.

Use of GP services showed mixed results, though in general our findings indicate that GP
attendees are not particularly at risk of dropout. This result is supported by a recent Dutch
study that explored associations between adolescents’ health, measured by contacts with
their GP for different reasons, and future high school careers (174). In our study, boys who
saw a GP regularly were more likely to graduate from high school than their peers. We found
no such statistically significant relationship for girls. In the paper we suggested that one

interpretation could be that for boys, having a stable relationship with a GP in their
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adolescent years can have a positive impact. Given the underlying premise that health
service use is a proxy for health problems and that we could correct for all thinkable
confounders, this may be a reasonable interpretation. However, with the study methods
applied, we now consider that conclusion somewhat speculative. Another possible
explanation could be that the boys using the GP services have resources and certain
personal qualities that enable them to recognise and cope with their problems — individual
resources that may explain their better outcome. Since girls attend the GP service more
frequently than boys do, for a wider range of health problems, such an effect may be

“neutralized” in the girls.

Our descriptive analyses in paper | confirmed that adolescents who reported use of different
health care services during the past 12 months, in general reported more health problems,
compared to those who reported no use of health services. This is in line with a previous
study on parts of the same baseline population as ours (27). Another study from the Young-
Hubro population (the Oslo part of the baseline studies) documented an increased level of
adverse life experiences among frequent attendees to the health care services (25).
Simultaneously, health care providers are in position where they can offer help and
potentially reduce the risk of dropout and marginalization. Hence, it is methodologically
challenging to investigate how the health services could act as a protective agent, as use of
health care services is both a proxy for several risk factors for dropout and marginalization,

and a potential risk reducing agent.

Apart from the US studies on school-based health centres, we have not found other studies

that have explored the potential preventive effect of health care services on high school
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dropout, though we hypothesize that in high-risk individuals the health care services could

play a crucial role.

6.2.2 Adolescent health and future welfare dependence

In paper Il we found significant associations between several health dimensions, including
individual health problems, ill self-perceived health and symptom burden, and increased use
of long-term welfare benefits. Separate analyses were we included only long-term health
related benefits in the outcome variable, gave comparable hazards for an adverse outcome
(results not published, see table 1 in thesis supplement). Similar associations have also been
found in other longitudinal studies, investigating health during adolescence: Two Norwegian
studies based on the Young-Hunt population have explored associations between adolescent
health and future risk of receiving long-term social welfare benefits. One of the studies
found increased risk of welfare dependence in adolescents reporting poor self-perceived
health (127), while a study published recently found associations between several
independent health problems, including somatic illnesses and symptoms, sleeping problems
and symptoms related to anxiety and depression, and increased risk of future welfare
dependence (175). Both studies support that ill health is a relevant factor in a
marginalization process, in line with our findings. A British study documented five times the
odds of long-term sickness absence at age 34 in individuals reporting poor self-perceived
health at age 16 (176). Associations between poor self-perceived health in
childhood/adolescence and disability pensioning and long-term sickness absence have also
been documented in two Swedish studies, in women and men separately (49, 177). Only the

study in men had a longitudinal design.
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Self-perceived health status is a measure widely used as a health indicator in epidemiological
research. Studies on adolescent populations have found self-perceived health to be a
relative stable construct, which deteriorates according to general well being, disability,
healthcare attendance and health-compromising behaviour (178). Also, ill self-perceived
health in adolescence has been found to be associated with increased allostatic load in early

adulthood (179).

De Ridder and colleagues have also documented associations between several adolescent
health problems and later high school dropout (158). Other studies have documented
increased risks of disability pensioning, unemployment and receiving other sorts of public

assistance in children suffering from chronic iliness (35, 44, 45).

The associations between individual health complaints and future welfare dependence were
still significant after adjusting for such strong predictors as parents’ education and family
economy, indicating that the associations between health and work marginalization are
partly independent of important socio-demographic factors. The interaction analyses
indicated that some of the health complaints had a stronger impact in adolescents from
families where the parents had higher education. We find this interesting, as we may
assume that these families have better resources to cope with illness. A possible
interpretation of the result could be that health problems imply a greater stigma in the more
socially advantaged classes. On the other hand, the effect of ill health was not modified by

family economy.

In Norway the most common diagnoses for long-term sick leave and disability pensions are
related to mild to moderate mental health conditions and musculoskeletal problems (180-

182). These are diagnoses which more often are based on the patient’s own reports of

79



symptoms and distress, as well as self-evaluation of function loss (183, 184). Previous studies
have launched the concept of symptom counting as a relevant measure for ill health and as a
predictor for functional status in adults (185-187). A longitudinal study following an adult
population for 14 years found a strong association between number of musculo-skeletal
pain-sites and future disability pensioning (188). A US general practice study found a decline
in self-reported functional status, increased health care utilization and number of sick-leave

days according to an increase in symptom count (189).

As accounted for in paper Il, adolescents frequently report multiple symptoms. Our results
show that an increase in symptom burden is related to an increasing risk of receiving a
benefit; a finding, which supports that symptom burden can be relevant when investigating
adolescent health and marginalization. The international Health Behaviour in School-Aged
Children (HBSC) Study of 2009/2010 found that 44% of the girls aged 15 and 26% of the boys
reported multiple health complaints more than once a week (190). This is consistent with
the findings in our study. Previous research also supports that girls report more health
complaints than boys, possibly indicating that girls have more health problems, but also that
they report differently compared to boys (191, 192). The associations we found between

symptom count and work marginalization were similar in girls and boys, though.

Research has indicated that report of one symptom increases the probability of reporting
others (192, 193). There seems to be a clustering of complaints, indicating underlying
dimensions of health problems, rather than individual illnesses (191, 193). Due to the nature
of our study, were we collected a set of rather heterogeneous health complaints from a
general youth survey, we chose to investigate the potential effect of total symptom burden,

rather than a clustering of symptoms.
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In adult populations a more linear relationship between symptom count and adverse
functional outcomes has been documented (185, 188). Our study did not show a similar
pattern. This may be explained by the nature of multiple symptoms, which might be
somewhat different in adolescents compared to in adults. Also, there are few studies using
welfare dependence as a functional outcome, with adolescent symptom reporting as a

possible predictor. Neither did we have access to a validated symptom score instrument.

Though our findings on associations between individual health complaints and later
dependence on welfare benefits are quite moderate, we have found significant associations
between several health dimensions during adolescence and future welfare dependence.
Supported by several other studies, as outlined above, it is reason to believe that ill health in
adolescence influences the ability to integrate into the labour market in young adulthood,
partly independently by socio-economic factors. It is difficult, though, with our study
methods, to account for direct causal effects and to determine who is at risk and through
which mechanisms. However, receiving a medical benefit requires a medical diagnose, a fact
which calls for including health as a possible predictor when exploring possible mechanisms

for ending up on long-term social welfare benefits in young adulthood.

6.2.3 Parental mental health and long-term welfare dependence

In paper Il we found increased use of long-term welfare benefits in adolescents who
reported mental health problems in parents. We also found independent associations
between several dimensions of perceived social support and reduced use of welfare benefits.
We did not find evidence to support a predicted buffering effect of social support in

adolescents already burdened with mentally ill parents.

81



Parental mental illness frequently co-exists with several other disadvantages, such as
parents’ own work disability, unemployment and economic problems (52, 194, 195).
Furthermore, having parents with mental illness is a well-known risk factor for psychological

problems and mental health problems in children and adolescents (52, 55, 62, 196, 197).

As accounted for in the paper, parents’ mental health problems can affect adolescents’
psychological development and adjustment through several mechanisms. Mental illness in
families is frequently associated with other adversities, such as family conflicts and divorce,
domestic violence, alcohol- and drug-abuse and poverty (198). A contextual model
explaining adverse effect on children includes socio-economic factors and adverse life
experiences, including living in a stressful home environment, which can explain both mental
iliness in parents and maladjustments during childhood (198-200). Thus, a clustering of life
adversities may explain an unfortunate outcome. Offspring of parents with mental illness
also have a genetic predisposition for mental iliness (201, 202), which in turn increases the

risk of marginalization. Inherited epigenetics may also play a role (139).

Several studies support that adolescent mental health affects educational attainments and
future labour market participation, as outlined previously in the section discussing the
results from paper I. In line with our results, one other Norwegian study found that
adolescents from families in which parents suffered from symptoms of anxiety and
depression were at risk of medical welfare dependence in young adulthood, as well as an
increased risk of suffering from anxiety and depression themselves during adolescence (63).
Few other studies, though, have investigated the possible long-term effect of living with
mentally ill parents, independently of their children’s’ own health. Our results support that

the association between parents’ mental health problems and welfare dependence is partly
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independent of well-known confounders such as parent’s educational level, family income,
and parent’s marital status. However, the fact that adjustment for health attenuated the
associations may indicate that a substantial part of the effect on welfare dependence is

explained by ill health in the adolescents themselves.

6.2.4 The role of social support

We are not familiar with other longitudinal studies, which have examined adolescents’
perceived social support in relation to welfare dependence in adulthood or other similar
outcomes. Our results, though, are supported by previous longitudinal studies showing that
perceived social support is strongly related to reduced stress and psychological distress, as
well as improved health and well-being (76, 146, 203). A review by Kidger and colleagues
indicates that students’ perception of teacher support and school connectedness is
associated with better emotional health (204). A recent Norwegian study found associations
between low support from classmates and emotional, conduct and co-morbid problems for
adolescents in 5" to 8 grade (205). A study among senior high school students in Ghana
found that perceived social support from family and friends was negatively related to stress
and predictive of health and well being (206). Also, lack of social capital or social ties has
been shown to make young people vulnerable to unemployment (81). A longitudinal study
from Norway found that being popular during adolescence protected at-risk youth against
later marginalization, measured by high school dropout, unemployment and receiving basic
social security benefits (207). Good social networks seem to increase the chances of getting
hired and receiving information on job possibilities (6, 208). Also, marginalized individuals

tend to live by themselves and are in general burdened by weaker social networks (209).
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Family support and positive classmate relationships are considered to strengthen self-
esteem and contribute to school connectedness, which in turn may improve general coping
and school achievements. Previous studies have found correlations between the different
sources of social support, possibly indicating a common, underlying personality factor
affecting how an individual perceives support (72). The experience of social support in one

domain, may also affect the experience in another (72).

Previous studies show mixed results concerning a potential buffering effect of social support.
Ystgaard and colleagues documented a protective effect on mental distress by social support
from family and peers in boys exposed to stressors, while they found no such effect in girls
(146). Another cross-sectional Norwegian study found negative associations between
support from parents, friends and teachers and emotional problems in both genders aged
14-15 (210). In addition, the study indicated that support from parents could moderate the
relationship between negative events and emotional problems among girls (210). The
importance of parental support in particular, for prevention of emotional distress has been
stressed (80). A Canadian study found that a negative home environment placed adolescents
at risk for engagement in health risk behaviours and associated negative physical health
outcomes. A positive school environment, though, could possibly moderate this relationship
(211). A recent Australian study indicated benefits from teacher support in 1% year high
school students with average and high numbers of stressful life events, on emotional well
being and depressive symptomatology, while such support may have iatrogenic effects on
students experiencing low numbers of stressful events (212). A Norwegian study based on
the same baseline material as ours, found a protective effect of family support and positive
classmate relationships in reducing the likelihood of receiving long-term welfare benefits in

adolescents exposed to violence, bullying and multiple types of abuse (213).
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In our study we did not find evidence supporting the buffering hypothesis, i.e. that social
support is especially important when an individual already is exposed to some sort of
stressful circumstances. Our statistical model, though, may have simplified reality too much.
A model including the adolescents own mental health status as a mediator, could possibly
allow us to explore the buffering effect of social support more extensively, and also to assess
to which extent the effect of parents’ mental health on marginalization was mediated

through their offspring’s own mental illness.
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7 IMPLICATIONS

“Anyway, | keep picturing all these little kids playing some game in this big field of rye and all. Thousands of
little kids, and nobody's around - nobody big, | mean - except me. And I'm standing on the edge of some crazy
cliff. What I have to do, | have to catch everybody if they start to go over the cliff - | mean if they're running and
they don't look where they're going | have to come out from somewhere and catch them. That's all | do all day.
1I'd just be the catcher in the rye and all. | know it's crazy, but that's the only thing I'd really like to be.”

J.D. Salinger, The Catcher in the Rye

When suggesting possible implications of the results found, it is important to bear in mind
that this is an epidemiological study where we have examined trends on a group level. When
exploring individual trajectories into work marginalization, epidemiological research needs
to be supplemented by other research methods. Epidemiology is traditionally defined as
“the study of the distribution and determinants of disease frequency” (150), and is as such an
observational discipline. Though modern statistical methods seek to overcome the concerns
due to causality, we still need to be cautious to claim causal pathways, also due to the
complexity of the study topic and the methodological limitations already accounted for. In
addition, my thesis has a health related perspective, which has consequences for what |

choose to include as possible implications of the study.

In general, the public debate has focused less on young people’s health in the on-going
discussion on youth marginalization. Our results, supported by two recent doctoral theses
from the Young-HUNT cohort with similar research agendas (214, 215), suggest that ill health
in adolescence is a risk factor for high school dropout and future work marginalization.
Efforts to promote adolescent health should therefore be a priority. Such efforts could be
population-based or targeted on high-risk groups or individuals. Research supports that

several health interventions can contribute to improved school completion rates (12), such
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as coordinated school health programs, school-based health clinics, mental health programs,
substance abuse prevention and treatments programs, pregnancy prevention programs,
violence prevention programs and efforts to enhance the school climate. Similar
interventions could also be relevant in a Norwegian setting — evaluation studies assessing

the impact of school dropout rates and youth marginalization are rare, though.

As discussed earlier in my thesis, our results confirm that adolescents have frequent
encounters with the primary health-care services every year. As our studies also support that
health status is related to high school dropout and future work marginalization, these
contacts provide golden opportunities to uncover somatic health problems and mental
iliness, as well as psychosocial disturbances and life adversities. Health workers in the
primary health-care services should pay particular attention to adolescents with multiple
health service encounters and offer treatment and follow-up when needed. However, the

health services in general should avoid medicalization of non-medical problems.

Based on our results we will suggest one group where direct prevention efforts should be
considered; the child and adolescent mental health services should target strategies to
secure that high-risk adolescents attending their services manage to complete secondary
education and thus strengthen their chances to integrate into the labour market later on. In
addition, it would be relevant in future studies to document long-term outcomes in terms of
educational achievements and labour market integration among adolescents in this

vulnerable group.

The school health services are in a particular position to identify and help adolescents who
struggle with ill health and life adversities. A policy document from the Norwegian health

authorities from 2010 stressed the importance of the school health services in preventing
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dropout. The report called for a strengthening the services and to increase intersectional
and interdisciplinary co-operation (216). We would suggest that future research focuses on
developing evidence-based strategies to improve the quality and the availability of the

services provided and effect studies with school dropout rates as an outcome.

As our results indicate that living with parents with mental health problems can have long-
term consequences, preventive efforts must be considered. Also, according to the
Norwegian Health Personnel Act (217), health workers in Norway are obliged to provide
necessary information and help to under-aged children of parents suffering from serious
chronic somatic or mental illness and drug or alcohol addiction. Health care providers are in
a good position to identify children with special needs in this context and should offer help
and follow-up. Co-operation with the burdened family by strengthening support and coping

may help the child.

That all the dimensions of social support independently show strong positive associations
with lower use of long-term welfare benefits supports a call for a broader approach when
caring for both exposed and unexposed children. The potential beneficial effect of teacher
and classmate support, calls for focusing on the classroom climate, and one should
encourage teachers to work with the class environment and in general act supportive.
Demographics and pre-existing social characteristics among high school students cannot be
changed, the school authorities and teachers, though, can change their practices towards

students at risk (120).

Welfare policies in Norway have a long tradition in priorities in efforts targeting young
people at risk of marginalization and work exclusion. Currently, three different guarantee

schemes for young people exist; “Ungdomsgarantien” (“the Youth Guarantee Scheme”)
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from 1979 is meant to secure work or vocational initiatives in young people below age 20
who are unemployed or not in education (218). In 2013 two additional guarantee schemes
replaced previous efforts, in securing young adults aged 20-24 follow-up from NAV (the
Norwegian Labour and Welfare Administration) if they were unemployed and needed
assistance to get a paid job, either from health issues or other causes (8, 219). Also co-
operations between NAV and the high schools, such as the “Ny GIV” initiative and “the LOS”
project, are interventional efforts which seek to help young people in a marginalization
process (8, 220). The first initiative targets the high school dropout problem, while the latter
involves advisors from NAV who work with seniors at risk in secondary school and high
school. The health care services are usually not involved in these efforts. Studies evaluating
the effect of these efforts are few, though. Continuing to develop, strengthen and evaluate
these already existing efforts would be suggested. A potential risk if efforts to reduce work
marginalization focus too much on health is medicalization of labour market problems. In
the Norwegian setting where the current unemployment rates are low and the medical
welfare allowances are generous, risk of medicalization is of particular concern. Efforts must

be balanced with this in mind.

A report from the Nordic Centre for Welfare and Social Issues from 2012 indicated that
among the most successful initiatives implemented to prevent high school dropout and
unemployment in the young, were intersectional and interdisciplinary efforts made among
schools, labour market services, health and social services, indicating that complex efforts

are needed in prevention of work marginalization (221).

Longitudinal, register-based studies as ours are well suited to investigate health related

predictors of marginalization. Causal inference and propensity score matching are
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established and well-known methods, which can be used to partly overcome the causality
problem. Studies that evaluate efforts to prevent health-related marginalization and work

exclusion are lacking, though, and should be a priority in future research.

Also, quantitative research methods must be supplemented by other types of studies.
Qualitative interview studies aiming to reveal attitudes toward public welfare, educational
goals and expectations towards the labour market, could add important knowledge to the
research field. A considerable proportion of adolescents who are burdened with health
problems, manage well, they are able to graduate from high school and they integrate into
the labour market. What distinguishes individuals who succeed compared to those who fail
in this process? Qualitative research with a longitudinal approach, to identify processes that
lead to marginalization and factors that may act supportive, can add knowledge on

individual trajectories into work marginalization.

8 CONCLUSIONS

Through our study we have gained knowledge on the relationship between health and
health-related factors in adolescents and work marginalization in a prospective, longitudinal
perspective. Although causal pathways are difficult to document, self-perceived health, high
general symptom load, mental illness and frequent use of certain health care services seem
to be relevant predictors of work marginalization. Serious illness can be a sufficient factor to
explain un-ability to complete education and integrate into the work force, while individuals
with less serious illnesses or health problems may have potential to participate in work.
Among these, the interconnection between ill health, personal resources and contextual

factors probably plays a substantial role.
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Our findings support that ill health, together and in interaction with, other disadvantages
and circumstances during childhood and adolescence contribute on the pathway to work
marginalization. In addition, we have documented that parental mental health is a possible
predictor of future work marginalization, though the relationship is confounded by the
adolescents’ own health status. On the other hand, perceived social support, from parents
and classmates in particular, seem to be of importance to possibly reduce the risks of
marginalization. In the introduction | touched upon the concept of health selection, as
opposed to theory of social causation — both approaches which are relevant for the

interpretation of our results.

Our studies also confirm that high school dropout and long-term welfare dependence in
young adulthood are substantial problems in Norway, both risk factors for permanent work
exclusion. Work marginalization is a burden both for the individual and the society, and for
the society a large number of years are potentially lost to work, which imply huge costs. If
we manage to reduce dropout and delay in high school education with about a third, we can
potentially save 6 thousand millions kroner (NKR) per age cohort (88). Additionally, the
economic consequences of permanently ending up outside the labour market at age 20, is

estimated to be about 1 million Euros per case (222).

Future research and policies concerning prevention of youth marginalization should focus on
a life course perspective, where childhood and adolescent health in interaction with other
relevant predictors are included. Both qualitative research and intervention studies could be

relevant to supplement to the knowledge in the area.
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Figure 1: The associations between self-rated health and use of long-term welfare benefits
during follow-up, visualized in Kaplan-Meyer survival plots.

Survival Functions

Kjenn: Kvinne

10 Hvordan er helsen din
! na?
% —1Sveert god
— " 1God
| : ""ti':b lidke helt god
08 ki —Dérlig
e ~+=Sveert god-censored
—— God-censored
= lkke hett god-censored
BT ——Darlig-censored
=
c
3
(]
§
0,4
oY
0,21
0,01
T T T T T
0 1000 2000 3000 4000
Oppfalgingstid for Navytelserog
dedlemigrasjon/ensurering, tidsvariabel i
forloapsanalyse, 18febr
Survival Functions
Kjenn: Mann
1.04 Hvordan er helsen din
! na?
—1Sveert god
—1God
. lkke helt god
08 4+ _Darlig
~t+-Sveert god-censored
—1—God-censored
= lkke hett god-censored
2= 06 —Dérlig-censored
El
-
3
w
§
0,4
oo
02
0,0

T T T T
1) 1000 2000 3000 4000

Oppfelgingstid for Navytelser og
doed/emigrasjonlensurering, tidsvariabel i
forlepsanalyse, 18febr

112



Figure 2: The associations between adolescent report of mental health problems in parents and
use of long-term welfare benefits during follow-up, visualized in a Kaplan-Meyer survival plot.
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Main questionnaire, the Youth studies

TEEEE | v Helse-

undersgkelsen

Dato for utfylling:
Dag Mined Ar

Ul. EGENHELSE U2. TANNHELSE

11 Hvordan er helsen din nd? (Sett bare ett kryss) 2.1 Mener du at du har bedre eller ddrligere tenner enn andre
Dérig Ikke helt god God Svaert god ungdommer pé din alder? (Sott bare ott kryss)
(WE] O Os O« Bedre  Somdefleste Dirligere Vet ikke

(B[ O= Os O«

1.2 Har du, eller har du hatt? (Sett eit kryss for hver linje) 48 NI

Astma og 2.2 Bryrdu deg om at du har fine tenner? (Sett bare eft kryss)
Hoysnue (pollenallergi, allergisk reaksjon, Ja,mpe (1 Jaim e wel 15
1ENNENCR NBS, SYI® | OYNONG) c.vvecrsssevremsasasssssssssmensess L1 || 23 ok Ofle s O e (Son v ot layes)
Eksern [:] O F:“m gg‘cr o%: % Nwmhwv S]ektwnr%!:g
Diabeles oo O e Os Cls
1:3 Har du de alata 12 mnd hatt? (Sait att Kiyss or hver M) 24 Har du hatt tannverk pa grunn av hull? (Sett eventust fere kryss)
oo begyme g staen bomep shon A s
Halsbotennelse (minst 3 gaNger) ... L1 L] O O O 0O
Bronkit eferhung [ERERN U3.  MOSJON OG FYSISK AKTIVITET
Psykisk plage som det er sokt hjelp 107 ... crmemmersns D D 9. Oerions kolell: Hioriangs
Alvorfig ski I kdo ganger i uka driver du idrett/mosjon
i Dot go slik at du blir andpusten eller av.e'm ganger pr. uke
Hvis du svarte «JA~; hva slags aivorlig skade
eller sykdom var dette: 3.2 Omtrent hvor mange timer pr. uke bruker du pa dette?
0 12 34 57 810 11
timer tmer timer timer timer  timor olior mer
14 leduhlgmdofmkl]omhlmmlng? R O O O Os O¢ 0Os s
rs« eft kryss for hver linfe) it mye aNa
g oao 3.3 Driver du med ? oo
i 000 (nvidl fer )
Nedsatt horsel | N T Y 3.4 Bruker du naturen (skoo ofh nr:ﬁ"ﬂmtw? o
1'gangimaneden maneden eller mer
1.5 Har du i lopet av de siste 12 mnd flere ganger veert
plaget med smertor i? (Set oft kryss forhver infe)  UA NEl Sommer: O+ O- Os
Hode migrene e.l). Oog Vintor: HE 02 s
oo 3.5 Utenom skoletid: Hvor mange timer pr. skoledag
— (mandag W fredag) sitter du | glennomsnitt foran
E] U TV, video ogleller PC (spill og internett)?
Viage 0o intil1time  1-2tmer  35timer  Merenn 5timer
O O Os O
Ryag Ooad

3.6 Hvordan kommer du deg normalt il skolen
Hvis du svarte «NE!I~ pa alle sporsmalene under 1.5: Hopp til U2 | sommerhalvédret? (Setf bare elt kryss)

-
1.6 Har Rock i ik s et vaadt Med bussitog el (offentlig transport) ....... ’E|
hjemme fra skolen? Med Ue
Oppgi ogsa ca. antall skoledager de siste 12 mnd:
(Setf bare eit kryss) Pa sykiel ... Os
Ja 12 Ja,35 Ja,610 Ja merenn Tit fots Os
dager  dager dager 10 dager
Of DO Os DO« Os 37 Hvor lang skolevel har du? -
A NEl Mindeenn2km  24km  Overd km
1.7 Har smertene fort til redusert aktivitet  frivida? ... [ | [] Ch O: (O
Mkke skriv her: 1.3 (skade) - 8.1 (utdanning - annaet) 9.5 (far fodt) (mor fodt)

9.7 (far - yrke) 9.7 (mor - yrke) 12.5 (prevension) 12.6 (p-pilie merka)



U4. ROYKING, RUSMIDLER OG DOP Us. Mat, drikke og spisevaner (fortsettelse)

4.1 Royker du, eller har du roykt? (Sett bare eff kryss) 52 mmmdunnﬂmlsavwm?
Nel, aldii  Ja, men jag har stuttet Ja,avogtl  Ja, hverdag (Set et kryss pr. finjo) Soem e Tgass 23 4ghus
[ a2 (B e (2 for =13 ghmey) " e M0 S bima
e T Heimelk, kefir, yOghurt .......... 1l A T A [
s du har svart «NEI, ALDRI»; hopp til pkt. 4.3 S Lettmelk, culturs, lettyoghurt.. [: CI D D D
42 Hvor gammel var du da du begynte & royke? | lar .0 0 0 0 O
4.3 Bruker du eller har du brukt snus, skré eller -0 00040
lignende? (Selt bare ett kryss) | 0 e e el T R 1
Nel, aldri Ja, men jeg har siuttet  Ja, av og il Ja, hwer dag
]
O Oe O o Frukfuic..mnniss 3 0 0 0O O
saft... a7 it K 5 N 5 O 5
4.4 Royker noen av de du bor sammen med?
(Selt oft el flere kryss) - -0 Czl Ea] E) Eﬂ]
Ja, mor Ja.far  Ja sosken Ja, andre Nei 5.3 Hva slags fett bruker du oftest pa brodet?
O O O O (Settbars etthryss)  Smethard  Mklek  Ofer  Brer
Ch Dz Os (P
45 Hudummmgdnﬂlhnam?_... - 5.4 mmwu:mmmuummmguﬂ
wm‘mnomag , rusbrus, vin, brennevin {Sdrtoﬂkryulorhwrlhh)s,u.n e ur 5-5r Hver
mmebrent) m, e Pike o0
Hvis du svarto «NEl~; hopp tl pkt. 4.8 Frokostiscsssssannse B CEL LER B B
4.6 Har du noen gang drukket s& mye alkohol Formiddagemavmatpakke... ] [ [ [ [J
nmtnrvmmmlm(smbmcrmyn) Middag O O E O O
3 = % e . s 5 J L
aldr engang 2-3 ganger 4-10 ganger enn 10 ganger 5.5 Hvor mye penger bruker du i uka p& snop, snacks,
O O ad O O cola/brus og gatekjokkenmat? (Seft bars ot kryss)
025k 2650kr  51-100Kr  101-150kr 151-200kr over200kr
4.7 Omtrent hvor ofte har du i av det siste
lm“hﬂdml?mmwmj O L Os O Os Cle
(Lette! og alkoholfritt ol regnes ke med) 5.6 Bruker du folgende kosttilskudd: Ja,uﬁglg uau Nﬁ
Tran, i ler, fiskeol sler? ........
4-7‘?:3”:‘ 23mﬂ ca!e:ng ?ﬂn?: ran, trankaps| ljekap:
O Vitamin- ogleller minorattiskudd? ........ [1 [ [
' E]z Os O«
5.7 Har du noen gang provd & slanke deg? (Sett bare elt kryss)
Onu
g Vel iGN N ok B
1 4
s Ds O e
o Huis du svarte «NEI, ALDRI»; hopp til pkt. 5.9:
4. 5.8 Hva hardu for & slanke
A“u;:um;mngmvﬂdoﬂnmidhr?(Smbnmankryss) {s‘"‘“w’g’zmmp) "'7 O |
A en  Ja,flers Ja, jeg bruker
aldri gang  ganger el regeimessig Jeg spiser Mindre. ... D D D D
O Oa Oa O Jeg faster.... e | O O O
- Jeg trener mer I RO T FANRT) 1
Us. VAT, DRIKKE OG SPISEVANER PRSI O O O 0
5.1 Hvor ofte spiser du vanligvis disse matvarene? Jeg bruker avieringspiller elie
(St ett hryss or hver fne) bbb @ (O v O i (O 2
Seiden 139, 189, 489 12g 396
. gy e idky o e o< R 1 A O ¢ O
Fruk, beet e L1 1 0 O 0O 0O =
5.9 Hva veide du sist du veide deg? - ! hele kg
ost@atetpor....... 1 O 0O 0O O 0O —r—r—
| |
e p s i e ol | 5.10 Hvor hoy var du sist du maite deg? o holo cm
5.11 Hva synes du om vekta di? (Selt bare ett kryss)
Kokegromsaker..... ] O O 0O O 0O Veaer Ver olora  olorim Veleral
OK for mye for mye for lite for lite
Ragonnsetecsatat... ] (0 O 0O O [ O O Os s Os
- 5.12 Jeg bryr meg mye om vekta mi. (Sett bare att kryss)
Foit fisk (f.eks. laks,
orrel, makrel, sild)....... B O B~ -8 enig [] Lineng [ ]  Ikkeenig [ ]
5.13 Huilken vekt ville du veert tilfreds
Sjokolade/smégodt...... D D D D D 0O med na (din «trivselsvokts)? ... hele kg
Chips, pototgull.......... a EF & 8 8 8 5.14 Har du noen gang veert til behandling for spiseforstyrrelser?
2 3 4 5 6

Nei Nel, men jeg burde vaart Ja
[ ]E Os

813x1161in




U6. PAKJENNINGER OG MESTRING u7 BRUK AV HELSETJENESTER

6.1 Undwﬂmdumllmwuuluwpmnuduopphvd 7.1 Har du de siste 12 mnd, selv brukt?: Ingen 13 :‘gangov
noe av dette den siste uken (til og med i dag)? (Sett ot kryss for hver finjo) ganger gangor olor mor
(Sett ett kryss for hver linje) Litt Ganske Vaidig % uldn m|

get plager mye  mye
Plutselig frykt uten grunn..... BBl B 35 F for ungdom £ CRNER | O
Foler deg redd eller engstelig. OG-0 'O Vanlig lege (Allmennprakiiserendetege) (] [ [
Matthet eller SVIMmMEINt........... O oo g Y E]] g 8
eler e S
Foler deg anspent elier oppjaget ......... L1 [J [ [ (pmm%ewdm;k
Lett for & KIandre dog S0 ....c...mnn e o 5 [ F oo O
s OO0 OG0 Annen spesialist (prwvat eiler pd poiicinic) [ [ [J
Moty ngelndlg (Ve s " S 5 e Logevakt (orivat eor olontiig) ..o ] L] O
Folelse av & vaare unyttig. lite verd........... O 00 Qg gueles g o 0
i oo 0O
Foleise av at alt er €t Slil.......c.ewwssmsssnrans HasEIRER O R O 0O O
Foleise av haploshet mht. framtida........... [] D D D =y D D D
1 2 3 4 1
62 Under inner du nosn pistander. ; oo o
1t et kryss for hver fi kst
fvn ot Kenst iy periiheenlbc-lbill Us.  UTDANNING OG UTDANNINGSPLANER
Jeg kiarer alltid 4 lose vanskelige
problemar hwis jog prover hardt nok........ [0 [0 [J 81 Hvaerden hoyeste utdanning du har tenkt & ta?
Hvis noen motarbeider meg, 54 kan jeg o8 b ot k) D
; . L eller h ing av hoyere grad........c..... 1
finne méterog veier forafadetsomegvit ] [ [ [ (Eela.loktqt : o ool Eroenics ¢ Wk.hgo.
Hvuyagnara:pwbeomogmmuust psyolog,
s4 finner jeg vanligvis en vei ut.... o ) N 15 Y i T Unii eller g pA mellomniva 2
(Feks, cand.mag., lerer, soslonam sykapfaier, politi,
foler me: t Hle kun
Jla?;e uvonleg:gousd‘:s:rj:i?:n w . ingenier, jolimaker) &
OO I e s e D L! O D g4 g fag ... |:|:c
Jeg beholder roen nar jeg moter y g pé videreghende skole [«
vanskeligheter, fordi jeg naerpAmm - (kokk, frisor, bygglag, elektrofag, helse- og sosiallag o)
evner til & mestre/tA til ting.................... I‘J %l l; [‘] £ drphivi e ik
63 nuaumpu-vdmggzmuu Annet: Os
pilvdnoeuv
?Spenenkrysabrmm) Har ikke bestemt meg ‘ 0z
Foreldre (foresatte) har biitt arbeidstose 0 A8 |
eller uforetry O Qg 82 Hvor mye egne penger brukte du siste uke?kr | !
= (Smainnkjop phuss storre gjenstander som WA NEl
Avorlig sykdom eller skade hos deg selv.......... N = A | Leks. musikkantegg o.1.)
Alvcrﬂgsykdomdlaskadehosnom dan 83 Har du lonnet arbold | lopet av skoledret? ........... D D
SOM SHAT G8G NN ...e..ovvovvver 0O O Hvis du svarte «JA»: i
Dodstall hos noen som sto deg nasr. D D Hvor mange timer { uka arbeider du? ca. | 1ele timer
Seksualls ovargre (Loks. oting,beloing, pisbsadurtnboll ol
ufrivillig samieie m.m,) — D D
8.4 Hvilken karakter fikk du siste gangen
64 Har du opplevd noe av folgende? A, | karakterboken? (Sett bare inn hele tallkarakterer)
(Sett ett kryss for hver finje) oGl ofe Matte Norskskriftily Engelsk Samifunnstag
Stort pé skolen Clietls): |
Stort press fra andre for 4 lykkes/
001 Gt DI PA SKOIEN ... 1 | OPPVEKST OG TILHORIGHET
St ker med & [ timen.... g
iadiala i Poom Y G D D D 8.1 Hvor lenge har dubodd | Norge? = afedr
Slomvanalvermedtbmﬂlnmmnnér D D 0
Saden Sndecviow 9.2 Hvor lenge har du bodd der du bor nd? hefe dr
9.3 Har du flyttet | lopet av de siste 5 drene? (Seff bare att kiyss)

65 Har fagpersonell sagt at du har eller har Nei Ja,engang  Ja. 2.4 ganger  Ja, 5 ganger aller flere
hatt lese- og skrivevansker. (Sett bare eft kryss) g i O - Os e
Ja, stora  Ja, middels  Ja, letle Nei 0.4 ulmm-mmr (Sanbmaﬂkryas)

O E]: C]: E]4 En eller begge er dode  Annet

66 Har duopot avdo st 12, pplevd O O O O« O

g pd 95 Hvor er dine foreldre fodt?
%’“‘"‘;ﬂ”’)u PR Norge  Annetland Hvitket fand:
rent en nger
» gang | uka i ra [ e

:l 1 D7 33 s Mor: D D Mor:.




Ug.

Oppvekst og tilhorighet (fortsettelse)
9.6 Jeg tror var famiiie, sett | forhold til andre | Norge, har:

(Sott bare ett kryss) T
Dérlig réd Middals rad Godrad  Sveert god rdd
(R a2 s O«

9.7 lrfuoglnllumwluhldnl?

Ja.  Arbeidsi L Y

hohld ‘l’mdﬂw mmmt Gi rp&slo:i Dod
Far: [ El i dxla [« [j s [
Mor: [ [J2 [Ja e Os [Oe
Huis far ogfeller mar er | arbeld, hvilket yrke har de?
Far:
Skriv kort hva han gjor pa jobben:
Mor:
Skriv kort hva hun gjer pa jobben:

U10. FAMILIE OG VENNER

10.1 Hvem bor du sammen med n&? (Selt bare ett kryss)
halvsosken.

U11. SEKSUELL ADFERD OG PREVENSJON

Ja, med Nei
pmrtmmnmro
11.1 Har du noen gang hatt samlele? O O O
Hvis du svarte «NEI»; hopp til U12
11.2 Alder forste gang?...... , Jeg var ar
11.3 Brukte du/dere prevensjon ved siste samieie?
Nei  Ja, kondom Ja, p- wodaannﬂ Vot Ik
Oy [ « [s
JA NEI Vel ike
11.4 Har du noen gang blitt gravidigjort el jente gravid? || [ [}
Hvis du svarte «JA»;

Hvor gammel var du da dette skjedde? Jeg var

Ble det utfort abort? ......

U12. BRUK AV MEDISINER M.M

12.1 Hvor ofte har du | lopet av do 4 siste ukene brukt
mnudl-lmr‘l (Sett ett kryss for hver linje)
Med medisiner mener vi her medisiner kjopt pé apolek.

(Ta ikke med sesken og .
Morogfar Baremor Barefar Omtrent Bke mye hos mor og far meamwwslmmmm Sjeicnare lides bruid
O O DO e R T
Mor ol. far og ny samboer el. ektefells Fosterforeldre Andre Smentestillende uten resept D |:] [:] D [:|
[ls [Je Dr
pu Smertestillende pa resept ... D D D D D

10.2 Hvor mange sosken eller halvsosken T
bor du sammen med? Antall sosken 1._ Atergimedisin......... L) [ O O 0O

105 Sor suhau e e ot - W T Astma-medisi s L1 1 0 0O 0O

intall sosken | o
g [ = R el 2 5
10.4 Nér du tenker pé familien din, vil du si at:
(Seft eft kryss for hver linje) Bty Dot Lok N 15 1R 0 (R = R 1 R 51
Jag foler meg keytiet til tamiienmin... ] [ [ [J Medisin mot depresion...... 1 [0 [ 1 [
Jag biir tatt pa alvor i familien min......... D D D D Annen medisin pa resept.... E'] g E] L‘—.] I;
Facolion Segjer YKt pL i et B D D 12.2 Skriv navnet pd medisinene som du har krysset av for
Jeg betyr mye for famillen min.............. D D D D (o:y:\&og&ngmnmr;wtﬂlﬁdu!okmed“mm
symptom)
Jeg kan regne med familien min nr lenge medisinen)  [Fivor leage har du
100 11€NGOT IO ..o | B bonA E i B e S i swe st ) | meinen
1 2 3 4 medisinen @

10.5 Hvilket forhold har du til }2.""..;’.‘..,,...,.;. umﬁiﬂ W Eag_
dine foreldre? s‘:u"ﬂ"all“ Stemmer mﬂfg m oOlo
(Sett ott kryss for hver linje) ganeke
Foreldrene mine vet hvor jeg [ ook R T
er og hva jeg gjor i helgene.......... O O O O Ool|10
Foreldrene mine vt hvor jeg er
oghvajoggjwpdhvanhg‘m..wD D D O 10

Dersom dat ike er nok plass her. kan du lortsette pd age! ark som dv legger ved,
Foreldrene mine vet hvom pg H
or sammon med i fritda ... (1 [0 O [ SPORSMAL TIL JENTENE
Foreldrene mine Fker vennene JA NEI
jeg er sammen med pa frifida ...... |D [9 [; [‘j 12.3 Har du fatt ( )y [:|

10.6 Nér du tenker pa vennene dine, Holt Dehis Doiis Helt Hvis du svarta «NEl; hopp tll 125
vil du sl at: (Satt ett kryss for hver linje)  enig  enig  uenig uenig
Jegfolermeg nesrt knyttet tivennenemine. [ | [| [ []  12.4 Hvor gammel var du da du fikk din forste menstruasjon?

mil 3
Vennene mine legger vekt p& mine maninger. D D D D S Lar 1L
Jag kan bidra/vesre fi statie forvennenemine, [ ][] [J  [J
an med A 12,5 Bruker du, eller har du brukt:
Jog Nf:o;ﬂ vennena mine m S R (Sett ett keyss for hver linje) N Formenkhonk Al
9 1 F3 3 B P / p-sproyte O a

10.7 Hvor mange personer utenfor din neere famille star

deg sé neer at du kan regne med & fa hjelp hvis du: A R Annen prevensjon ... | O d

Har persenlige problemer Antail personer
Har praktiske problemer (aks. m/ skolearbaldet) Antall personer |

10.8 Har du selv vaert utsatt for vold (blitt slatt, sparket e.l.)
de siste 12 mnd.? (Sett bare elt kryss) Ja, av bddo
Aldi Ja, bare avungdom  Ja, bare av voksne  ungdom og voksne

I !1 e Os e

Hvilken type prevensjon?:

126 Til dug som bruker p-plile/minipilie:
ilket merke bruker du ni?:

1E 000000-1024-1 - 5,000 - Doyur-Hecos 10.00




1. Supplementary questionnaire, the Youth studies

Helse-

undersgkelsen
iOslo

ur

T

Diate for utdyling:
Dag hined

HER KOMMER FLERE SPGRSMAL!!!

Du synes kanskje vi allerede har spurt deg om det meste - men enda er del mer
vi gjerne vil vite. Dette skjemaet har blant annet sparsmil om de sterke og svake
sidene dine, om skolesituasjonen, om kultur og kontakt og om idrett og aktivitet.

Wi hiper du tar deg tid til 4 tenke gjennom det vi sper om og at du svarer der du
mener er riktig for deg,

Lykke til!

1.1 Svar pd grunniag av silk du har hatt det de siste & mbnedene. (Setf #if kress for faven linje}

Stemmer Stemmer Stemmar Stammar Stemmer Stemmar
ikl daluis

halt ke dals [=0
Jag praver & veere nygoelic mol andrs, Jeg er ofte lei meg, nedfor eller pd griden...... .J D J
Jag byt mag em Ine da folar e O |
| Jsabir som regel likt av andre pa min alder... [ O o
Jag er rastias, Jeg kan ikke vare kngai o O O O
Jeg biir et forstyrred. Jeq syaes dot ar —
Jeq tar ofte nodzpine, - vanskelig & konsenirera meg .. —— I:l L= [
wandt i mapen eller kvalme ... |:| [_| E
Jeq BEr narvos | nye sutuusjmar .
Jq deler gieme med andre i Jag ke lett usiiier ., I B ] [}
L EUE T N TL T T I —— [l O [ N
Jeg er anill mat da sarm e yrgre eon meg .. D U |:|
«deq blr velclg sint og har -
&t hissig bEMPEramEnl ..o romers e || (I ] Jeg biir ofte baskyid! for 4 lyve aiter jukse__ [ [} |
Jeg ar vanligyls for mag ash. . Andre barn eller unge erer eller plager meg ... ] N | J
Jieg gior som regel ling alens.. e, L [ |N|
- - - Jeg liyr mag olle & helps andra
Jeq gl vanliguls det [eq 14r beskjed o | ] [ | fiossldrs, Ssrers, ancre BamURGE) ... [ C I
Jog ShyTIFaT T8 MYusimimisssmimssens | 0 [ Jag tenkar meg om far jeg handler {gler noe) [ N |
. - Jog tar ting som ikke er ming, hﬁmn:e.
Jey er hjelpsam ks roen er sdrat —
b askaket slier folar seg dirlig - M M pid skoten eller aindrs stedar... | O
. . - - - Jeg keemmer bedre overans med voksne —
Jeg er stedia urak, det kebler | woppen..... [ O [ unﬂ et Py min BQen AIes o [ O [
Jeg har en alier lere gode vanne O J [ g ar recd for mye. Jeg blir let skremt ..o, ] (] O
Jey 81858 mye. Jeg kan prn..sn andre Jeg fullfarer oppgaver, Jeg er god
il & gjere det jeg vil.... D E |:| 1il & hotde pd appmatksamheen . ..., [j |: D
1 z 3 1 z a




MRINGER 0G PF

2.1 Har du | lopet av de 2iste 12 minedene halt noen
av disse problemene? (Salf att keyss for fver linjg }

Ja, av Flere  Sweert

e,
Kranger, eller knolter gldi  cgll gengsr oi

mgs! fgrelerens dine ... : ___l

eyt § forhotel 6 O oo
Peykiska proglemer hos - -
[ N
Eroblemer | forhold fil venner ... D D D D
Dhaneniske problemer hos . - .
foreldraforesatte [ W
Ausproblemas hos foreldredoresatie [:l :| E I:l
Andra problemer,..... O G |:|
z 3 4

3.1 Hvordan har du det pa skolen? (Sell aif kryss for hver finje)

Helt Devis Delis  Her
enig

anly  uerig uanig
Jeg frivas | klassa O O O o
Jee har mye Kl felles med andre | klassen O O o o
Jeg foler meg knyltat il Kassen . ... o -0 O o
Klassan legger vek! pa mine menirgar.. |—1 K I:l I:
Lmrema fogg er vekt pa meningsnemine. [ [ [ [
Lezreme ming seller pris pé meg. ... (] ' | Il [}
Lestema hjelner meq med fagene —
nar jen tranger del.. e s e D :l I:l L
Lasrema hjelper meg med persan ligs .
prolemar hvis jag trenger det Q I:J E ’;
3.2 Hvor |ett er cet for deg & 14 nye vannar pd skolen?

St it kryss for frver el . som gl Som egel Al
filant ungdam okt venskedg  vansksip
mad rorsk bakgruan |_I D L
Blart ungdom
merd Innvendrerbakgrunn ... C . O O

1 g 2 *

L

H
F
g
3
i
:
i
g
§
-

Megal  @anske Ll Bas vikiig

Atiliraclsstile behovena - wig  vidig  wikip | dathal

famdian ofin, saly am ding agn &

behav ar fors kjellige fra deres. | | O [N [l
v tichiedadin B B B
Attty 0 0 QOO
.. O T OO
faaeedemes 0 O O O
o o i orveniaingens C O O O

8,26 x11,69 in

51 Hvordan er det & ha kontakt med folk fra forskjellige kulturer?

52

53

[Seet atf kryes for hvar linfe) et

Jug iker meg ke gadt blant noidmern 0
som blant falk fra antice land ag kuburer .. _|

e foreirakicer & vate sammen med .
fobs fra gl | anget 320 Rammer fid ... |

Jesgy synes at folk fra andre land og
kudturer b srde fifpasse seg norske kullurs
Tradizjonar og ke holde pd sing egne....... 0

Jeg har like godl foshald 1l nerdmenn

soim bl folk fra andre (and g lturar ... ||
Siden Jeg bor | Morge. er det besl jeg
lever hll som nordmenr....... Lo

Jeg synes ai felk fra andee land g
kulturar skal leve som da gjar —
hjmlandst sil, selv om de bos | Morge, ...

Jen synes del er vanskelig A veige om
Jegs skal l2ve som nordmenn, eller
som falk fia andra lard og kullurer ... |

Det &r oite vanskslig for ungdom mad
NGRS of inMWandier bakgrunn 4 varm

samrmien pé fritida, fordi vl har ul&e regler

i M2 f B |

Farekdrene mine har goct kjenrakap

til hwa ungdomimens her i Nr.ll'ge M
L

ajor ph fiilida. .. SO |

Jeg synes det ar vanskelig a bestermme
armt jeg) shal leve sodn norkne nn, eller som —
100% Frandriddres land of kulturer.

Derds Deliz Halt
enig usng  uenig
0o oc
o ok
C oo
[ N
oooon
O 0O cC
C o4
C oo
o oo
R

Du kan fole deg som medlem av ulika etniske ellar kulturalle grupper,
som pakistaners, visinamesers, aslier andre, 0g du kan fale st du ar
e ded av el store samifunn som for eksempe! Norge.

Hwordan ser du pd deg selv?

(Seii att kryss for hwver Tinge) — Heh
! anlg
Jagear pd meg selv som noesk O

Jeg sor pd meg selv som pakistaner
ulemamasar? chilanar! irener’ annet ..

Jeg toler jeg er e dol av kufuen B

pakistanere! vistnamasare! chilenare/
iranere annst ...
Jeg er glad far & veare norsk
Jeg er amit av & vasre pakistanar’
vistnamaser’ chilenar raner’ annst......
Jegialer a1 jag er en dal av d=n
norske kulhsren N ——
Jog er glad for & uemre paldslsnﬂl.f —
viethamesen chilerer iranee’ annat

Jeg er siol av & vaers norsk.

Wér foli med

kan noen fole seg uretiferdig huhandluL
Folgende ulsagn handler om defte.
{Selt ah kryss for fver Knjej Hait

Jag synes at andre har opplart seg
urelterdig ellsr nogam awerer
Falk Ira mir adiur...

Jag feler meg ikka aksepiurl aw

tolk 12 ardre KUHRE . ...... .
Jaq talar at folk fra andra kot
bar i met mag [J
Jag har blitt enet og fomarmst pa
grunn av min kuliura ke bakgrunn I:l
Jesgy har bl ruet e ller argrepet pd
grunn @y min kulturalle bakgronn ... I

Dehiz Delis  Hed

&nlg

O

|

Ly

Dobis
orig

[ A |

urikg

=

[y

[ i R

€

Diedyis
g

uanig

M

o

=[]

Heh
Ly

o




6.1

62

T2

73

T4

7.5

T.6

Ji BEI et ki

Har noen av foreldrene dine opplevd

krig og folgane av krig pa nart hold? ... (1 1 [
Har du noen gang epplev L
ki 0 talgene av kris na peort nold? ... | L]

Har dis applevd sarg, sem har elier har hatt
betydning for din helse? (Seif rare aif kryss)

da, o, AJa, har P
angagter  Tese gangerfor nA o
[Th [a [a [N

‘Huilke helseplager Hkk o | 3 fall av hendelsen?
fcen siste, fris du har opplevd flevs)

tdast Wesl Escgo omirgm
kroppskge talelsesmassige £ mye
1 [a [ E T

Omilrent hiver lenge vartes har helsaplagens van?
fden g, fvis o har oppled fiere)

| ke alar E | minedar slar |

Hvis du har opplevd slik sorg, var den en felge av?
fehan glela, s g har apofesd o)
[Sett eii kryss for hver inje)

Dodsfall av:

Foreldra.

Soakan

OO0 0s

Annen na@r slektning

Venin

[
OoooooO s

Andig

Alvorlig sykdon

s
OO0Oa

Huis «l A pd armed, spesilises

Har du fitt profesj hjslp attar
fEen Sisia, AVS S Nar QODIEND Herel.....
Hyls =JAw;

Kryss av for hivemn sam har gitt denne higlpen;
{8etl el kryss for hver finisl

Almannpraktiker .. ..
PEYHIAIEN .ot e e
Payhalog .....
Lmrer

ANNED FEUGIVET 1wy 1ms

Prasl.....

Sormeruppe . .
ATNEL oo

I B

COoOoDoOd

Hulg ajiie pb annel, spesifizer:

N
Flkk du medisiner p& resept som en del av behand- A .

Engen?isizio gang, hwis ol har opplevd flara sorgerd O O

8.2

B3

B.S

8.1 Dersom du skulle il tannlegen | morger,
Iwa ville du da fole?

menes

]
fSeﬁkmss vad dat allamater som passer best

Jag ville =a frem 1 det zam en ganske
hyggelig opplevalza. ...

WVille ikke fale noe, dat vills waera del samme for MEQ.....mnrn

Det ville giore meg It urelig......

Jag villa bil redd For at det shulle bl ubehagelig og vondt ... E 4

Jeg ville bli swat redd med ke pd
hva 1 skulle gjore

Mér du venter pd tannlegens venteverelse, eller venter
pd & Bll hentet t tannlegen, hvordan foler du deg da?
{Seti kryss vaa det altsmelivel som passer besy)

Litt uralg

Arspant, nerves

Redd, engstslg....

Sé redd At fen av og 1l begynner A svete
gller nesten loler meg syx.....

Mar du sitier | tannlagestalen og venler pé al tannispgen
skal begynne behan dling=n, hverdan toler du dey da?
(Sell frvss ved det aitemalivel som passer basy)

Avelpppal

Redd, engsteliy....

Sa redd al jeg av og il beg) nneT & svelle
ellar neaten faler meg sy,

Tenk deg at du silter  tannlegestolen og skal fa tennane
renset og pusset. Mens du silter og venler pd at

skal finne sam brukes 1l &
pusse o skrape med, hvordan foler du deg da?
(St hryss verf del altemarlvel som passer best)

PWEIAPPET L e e e

LI PG oo e e
AASHERAL, ASOUBS.ooeooeoeooeeeee L8
Redd, engstalig....... D “
5a racd at jeg av op il besynnsr # svalle
aller nasten Falar mag ayk. s

Hyor redd er du for & fa utfort tannbeg handiingen,

alle forheld tat i betrakining?

(o kv ved det aftemativet som passer basf)
kice i det hele talt.... R B

. e
. Oa
Mye - I:l 4

“Weldig e




T OREBYGEING AV SKAD
9.1 Mir du er passasjer | bil, bruker du bllbehe

ndr du sitler? [Sull oll knvss for biear dride) de siste 12 maneder?
Adri Sialden Ot Mltich Vimter av fir aklober 1) mars. Sevirver e i apo! 0 secdembar
Foran: [ ] ] ] (St anl kryss for hver i)
Bink: [ ] | | T Al 15 o Florg
1 2 2 § staongen Tmih Tad Sisa
8.2 Hvis du har skitt slaldm f utfor [ lepat av de siste 12 maneder, . . I}
har du dn {41t kontroilert bindingens | farnold 81 4 vekt? Syking wer 23 (1 0o oo
(Serr teern elt hayss) e 1 f
B el Har lkke sttt pd ski ! L El D :l D
O e 3 T Rullesheyler milabrestvinier [ [ O J o
62 Brukio du lagg-/krebuskyller ved ding aktivieter sommer LI L 0 ;‘ D
i lapat av de siate 12 maneder? (Set el kryss for ver dnje) Handsal viner 1 O] O O 1
A Sl Ot Al abat sommes (1 (7] oo
Rulleskayter nilabrelt [] ] D O 0 Fotial w111 0o J o
Handball... [ N 0o o 30
Sommer
Folball .. i J 0o o .
Armen ballsport vifter |_—_| :l El :I ]
Annen ballsaon, - 1 [ O ] ﬂ —] F_'I ..j |:|
Slalary utfer.. . O O O O [ |:| j 0 =
Snobrett ... - D :‘ |: E E Ishockey vinter A_ D
IEhackey ....... . O | O O i ud u L
anaen et ... L] o O i o Riknirg e [ O] o cC o
1 2 ¥ + 8 SOMITES I:l —l |_| ': I:i
Huis *Annen akiiviter” = hviken: Tam f— D :I D |'_ |_
somee (1 1 O O [0
9.4 Bruklo du hindledd-/ albusbesk d dine aktivitater 5 B i
i ILpzf au 8 slste 12 managers Fg;;;:} p«ysr:'f:r B:a.rah'\qw Karpapot woor [] T . -
Aidi Speiden Gfa Alltid u!uwnjsn sornmer [ u C .
Skl 1 2 O T O ekt T W e N
Rullaskoytar ifabrot [ O | C [} sormmer [ ] O 0 g
[R = D O 1 [ [} Swerming | basseng vimer || [ 0O a0
anaen baligport ... | [ I wenmee 1 0 O O O
Srabret ... [ B [ Stalam utior R I N A O T W
Ishochay i : | | | | b || Srobratt winter |:| D _,, I:l El
LTI e — |‘_I .;I | QJ I.‘_. I;I Telemark deer L) O O O 0
Hyis “Annan akiivibel” - hilken: Langrenn wmor - [J D r_ D =
B akliviel vnter [ [ OO
oo O OgcC
9.5 Brukte du h]al_m ved dine aktiviterar o sommet 1 2 3 4 [EJ
i lopat av de siste 12 manedar? [Ssi st kryss jor hver dinye) Wi i *Arnan skiivite? - rillen:
Mk Sjelden Ofle Al akiucl E
oo T ] 0 [} [ o "
Rulleskaytar miebrat [ ] n| ] O n E
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I1l. Information brochures, the Youth studies

Hei!

Hvordan har du det?
Hvordan er helsa difor tida?
Hvordan synas du det ar § vare ungdom i Oslo?

Datta 2r nos av dat vi hiper & i svar pi gennom danms helsamdarsakaksan
Opplysningane som sarles inn skal bla brukestil & finne ut hva som e
witig for ungdommans halsa ogtrivsal - bids i din bydsl ogi hals Oslo
Rasultatens skal brukss til & planlages an badra halsatinssts, ogtil & finna
utmar om Brsakar til sykdom.

N har du sjansen til vars med & planleggs framtida!
Dara som ar 15 02 16 r ar ds snasta ingdommans som blir spurt om & vars

med.

Det er forste gang 11 inviterer ungdomi Oslo til en
helseundersekelse!

Flars voksne alders sruppar vil ogsé bli imvitert til Helssundarsekalsan i
Oslo, til sammen ca. 50.000 personer.

Hvordan foregdr undersekelsen?

Undersekelsan blir giort i skolstidan, ogviber deg svarapato
spermeskjemaar. Vi sper om svkdom og helse, kosthold, idrett nemiljs, o
hvordan du har det. Du skal ikke gjennomen helsegjakl.

Huvordan skal resultatene brukes?

Far du fyller ut skjemasne, ber vi deg skrive under en godkjeming

(samtyl:beed.]mng) Dar sisr du deganigiat vilkan bruks svarens fra
£ ogforskning. Viber ogshom rmlighaten

& kontakte deg senars for & gi degtilbud om & vera mad i eventualls nya
undersekelsar.
Dahene blir behandlst strengt fnrtrnl\z Deter ikkes noen spasisll

ing for hvor langs opp kanlagres. Duksn nirsom
helsttrakks dezhundersmlsen Datte mé i shfall garas skriftlig.
Opplysningens kankobles opp mot andre ragistrs hvis Datatilsynet gir
tillatelse til det. Dette kan for eksempel vaers andrs helse- tryeds- og
svkdomsragistra, eller data fra for skssmpel folketellngar. Dt ar ibke nawm
0F parsonnummer pi sperreskjemasne men sn kods sombars kan lases
en datamaskin.

Undersekelsen er frivillig.

Undersekelsen er frivillie. Vihipar at du vil delta. Det er veldigvikti at
flestmulig ermed. De som ikks emsker & delta, vil favanlig skolearbeid
mens undersekslsan pagar.

Hvem stir bak undersekelsen?
Wii Statens hel dersalalser (SHUS) haid d Oslo L

og Univarsiteteti Oslo. Datatilsynat har sodljent undars gisal
Skolasjafen i Oslo har anbafalt undarsclcal

Du skal vite at:

1 alle som jobber med hel dersokelsen har 1 ikt

1 resultatene skal brukes i planlegging og forskning og blir
behandlet helt fortrolig

1 dine foreldre/f er inf om undersokel

1 det er viktig at nettopp du deltar




Helseundersekelsan i Oslo er et samarbeid mellom:

Osln kommune

E ing for eldre og
Rédhuset, 0037 0SLO.
TIE.2286 16 00

Posthoks IBOBlmdem_OJl"‘OBLO
TIE. 228505 50.

Statens helseundersokelser
.’ Postboks 8155 Dep., 0033 OSLO

%. TI£. 2224 21 00.(3-15)
¥

e-post: post@shus no

; e b

for
tove Eis TIE 2224 2122

E-mail: tove.cief@sbus. oo

@pskar din & smalkce msd noem attar &t dubar svant
5 kan du kontakte

pé skolen din, eller dukan singe il

Barn og unges Kontakitelefon:
Komskralafonan ar fpan mallom k1. 14.00 og 20.00
alle ukedazer, fia mandag til fedss.

Til foreldre/foresatte til ungdom
som fyller 15/16 &r i 2000

Na skal Oslohelsaunderlupan.

Hvordan stér dat sgentligtili hovedstadan?

Hvordan har ungdommeni Oslo deti dag?

Hvordan vurdererungdommen sine sgne problemer, vanar og situasjon?

Dettz a1 noa av detvi hiper & f8 svar pé gennom danna halsaindarsekealsan.
Data som samles innskal bl.a. brukes til & finne ut hva som ar viktigfor
unsdommens halss ogtrivsal, bade i den snkelts bydsl ogi bele Oslo.
Resultatena skal brukes til § planleggar = bedrs helsatjmnests, og til & fime
utmer om arsaker til sykdom.

I tillege til ungdomsprosjektst invitersr vi utvalgte volosne aldersgrupper il
sekelsan i Oslo, til 50.000 parsoner.

Dene sr forses gang vitnvitsrer ungdom ol en stk undersekelss!

Hvorfor ber {, veere med i denne hel lersekelsen?

Helse-

undersgkelsen
i Oslo

UNGDOM
Informasjon til_dere som
fyller 15/16 ari2000

I H\'nﬂl:nﬁnreg:rlmdw]{abm"
Hal ingen helsegiekl)

foreghrphckolani slmlahdm_ og ﬁnnx stad i lepet avviran oghestan 2000,
1 Hvasperviom?
Vi sparbla. om svkdom oghelse, kosthold, idrett, nzrmiljest oghvordan
ungdommen selvsynas da har dat.
1 Mi alle vere med?
Undersakslsen er frivilliz. Vihaper at all= deltar. De som ikke deltar i
undersekelsan, bruler tiden til vanlig skolsarbeid
1 Hvordan skal resultatene brokes?
Eleversom e 15 &rog eldre skriver selv under pi samtykke om bruk av data
til planlzgging og fnrsk.mnz Vibar o Esd om muligheten til tany kontakt
fnra i tilbud om nve lsarsener. Spermdkjemasne
holder ikke navn ellarp menskal merl den kode

som bare kan leses av en datamaskin. De utfylts skjemame blir samlet inn
av en person fra Statens Datazne blir stengt
fortrolig.

Etter sodkjenning fra Datatilsynet kan svarens koblesmotandrs
helss-trveds- ogsykdomsregistrs 0 gmot registrs fra for eksampel
folkstallinger. Datasne kan lagras uten noen spasiell tidshegranming Dt ar
likevel fullt mulignér som helst trelks seg fra undersekelsen, ogbz om &
blislettst frarepisterst. Datte mé i 58 fall gjoras skriftlig

1 Hrvem godkjenner nndersokelsen”

Hva vil vi med ungdomsundersakelsen?

. finns ut hvordan helsa il ungdommens v

. finns ut kvordan de orives

. inne ut hva som bidvar il god hels og trivsel

. badrs halseg og det ider for
ungdom

. arbeide. for i finns utmer om forsijellsr mellom bydslene

- Jfirrsuthva som e godt opp

Und 1 foralagt Den 2 komits fo disinsl
forskmingsetikl, ogden ar EDd.Lje'nt av Datatilsynat.

1 De som stir bak nndersokelsen.

Statens helseundersekslserhar i over 50 &r dravet store
befoknngsundersakelser i hals landst. Danne mdarsekelsen gamomfarss
i samarbeid med Oslo kommmuns og Un“ermetet i0slo.

Skolesjefen i Oslo her anbefaltund

Undearsekalsen ar tillmyttet Oslos 1000-arsjubileum.



Halseundersakelsan i Oslo er ot samarbaid mellom:

Oslo kommune

Byradsavdaling for sldre ogbvdal
Radhuset, 003708SL0.

TI. 22861600

Universitetet i Oslo

Institutt for all disin og fi dis i

Postboks 1130 Blindern, 031708L0.
TH. 228505 50.

Statenshelsenndersokelser
Postboks 8155 Dep., 0033 OSLO
TI£ 2224 2100 (9-15)

e-post: post@shus no

Du fmner ogsd mf; jon om

hjemmesidens vire
www.shus.no

Eontaktperson forungd omsunders ekelsan:
ToveEiz

TIE. 222421122

tove.eis@shus.no

Helse-

undersgkelsen
i Oslo

UNGDOM

Informasjon til
foreldre/foresatte til ungdom
som fyller 15/16 ar i 2000



IV. Declaration of consent form, the Youth studies

Lim inn etikett mad
navh 0g personnummer

SAMTYKKEERKLARING
for deltakelse i Helseundersekelsen i Oslo

UNGDOM

Jeg har mottatt informasjon om ungdomsdelen av Helseundersekelsen i Oslo. Jeg er informert
om formélet med undersekelsen. Jeg er ogsd kjent med at opplysninger om meg blir behandlet
strengt fortrolig og at undersokelsen er godkjent av Datatilsynet. Undersekelsen er forelagt Den
regionale komité for medisinsk forskningsetikk. Jeg er videre kjent med at det ikke er satt noen
spesiell tidsbegrensning for hvor lenge opplysningene om meg kan lagres. Jeg kan pi et senere
tidspunkt be om & bli slettet fra registeret uten 4 oppgi noen grunn.

Dette ma i s fall sendes skriftlig til Statens helseundersokelser.

1. Jeg samtvkker i at svarene mine kan brukes til planlegging og forskning.

2. Jeg samtykker i at jeg pa et senere tidspunkt kan bli kontaktet og fa tilbud om a
veere med i nye undersokelser.

3. Jeg samtykker i at dataene, etter godkjenning fra Datatilsynet, kan kobles med

opplysninger om meg i andre registre. Dette kan for eksempel veere andre helse-,
trygde- eller sykdomsregistre, eller data fra for eksempel folketellinger.

Du kan strvke der eller de punkier som du vil reservere deg mot.

Elevens underskrift

Dato



VI. Flowchart, the Youth studies:

h____

s S s———

*% of the invited, *=% of the participants
Ase sagatun feb.2012
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