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Each country can become a country of origin, transit or destination of refugees and migrants. Of-
ten, the decision to immigrate is made by adult family members, without taking into account the views
of children. As a result, immigration can act as a traumatic factor for them, as it involves a break from
the usual socio-cultural environment (yard, city, school, etc.) and established social circle (classmates,
acquaintances, friends). In this regard, the health of migrant children is part of public health.

Objective. This study examined the impact of migration status on positive health outcomes and
well-being and risk behaviours in adolescents in the Republic of Kazakhstan.

Material and methods. Analysis is based on Health behavior in School-Aged Children survey
(HBSC) first ever conducted in Kazakhstan in 2017-208 academic year. The target population - 11, 13
and 15 year old adolescents: (n=3992) (49.5% girls), among them 191 first generation migrant adoles-
cents (4.8%), 329 second- generation migrants (8.2%) and 3472 native-born, non-immigrant adoles-
cents (87.0%).

Results and discussion. Immigrant and non-immigrant adolescents did not differ in prevalence
of fair/poor self rated health, high life satisfaction, multiple health complaints. More first generation
immigrants than non-immigrants and second generation immigrant peers experienced mental health
problems. The frequencies of cigarette smoking, e-cigarette and alcohol use, as well as bullying and
cyber bullying were significantly higher among first generation immigrants than among natives and
second-generation immigrant adolescents.

Conclusions. In Kazakhstani context, migration has a negative impact for adolescent mental
well-being and risk behaviors, especially for first generation immigrants.
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T¥XbIPbIM

KA3AKCTAHOAFbl UMMUIPAHT-XKACOCNIPIMOAEPAOIH APACBIHOAFbI MCUXUKA
T¥PAKTbINbIFbl, KANbINTbI AEHCAYIbIK NMEH KAYINTI MIHE3-K¥IbIKTAP TYPAIbI
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'KoramObik OeHcayrbik cakmay YaimmblK OpmaribifblHbIH FblIbIM XoHe Kocibu
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Opbip en 6ocKbiHAAP MEH KeLUin-KOHYLUbINapAblH, LWbIKKaH, TPaH3WUTI HemMece TaFalblHAanFaH eni
Oona anagbl. KebiHece kewwin keny Typansl WwWewwimai 6ananapabliH nikipiH eckepMmen, oTbacbIHbIH epecek
MyLLenepi kabbinganabl. HoTvxecinae, uMMuUrpaLms onap yLUiH xapakaTTayLubl (hakTop peTiHae apekeT
eTe anafpbl, 6TKEHi oeTTeri aneyMeTTik-MdAeHN opTajdaH (ayna, kana, MekTen xaHe T.0.) XaHe kanbin-
TackaH KapblM-KaTblHac LWeHbepiHeH (CbiHbINTacTap, TaHblcTap, 4ocTap) y3yai 6omkanabl. OcbiFaH 6an-
nNaHbICTbl MUrpaHT BananapabiH AeHcaynbifbl KOFaMAbIK AeHcaynbIKThIH 6ip 6eniri 6onbin Tabbinagb!.

Byn 3epTTey XyMbICTapblHAa KeLWi-KOH CTaTyCblHbIH KadakcTaHAarbl )xacecnipiMaepaid OH AeH-
caynblk, an-aykatTapbl MeH KAYIMTI TepTin KepceTkiwTepiHe acepi kKapacTblpblnfFaH.

MaTtepuan xoaHe apictepi. Tangay «2017-2018 oky xbinbiHAa KasakcTaHga anfall peT eTKisin-
reH « Mekrten xxacbliHaafbl 6ananapablH AeHcaynblfbl » cayanHamacbliHa HerisgenreH. MakcaTtTbl Ton
- 11, 13 xaHe 15 xac apanbifbiHAarbl Xacecnipimaep 6onbin Tabbinagbl: (n = 3 992) (49,5% kuizgap),
COHbIH, iWwiHAe GipiHwi OybiH (4,8%) 191 xacecnipim murpaHT, ekiHwi 6ybiHAa 329 murpaHT (8,2%)
XoHe engiH 3472 TypfblHbl, UIMMUIPaHT emec xacecnipimaep (87,0%).
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HaTuxenepixaHe Tankbinaybl. VIMMUrpaHT XacecnipiMaep MeH XXeprinikTi TYpFbiH —xacecnipiM-
AepaiH emipnik kaHaraTTaHy Aapexeci, AeHcaynblKTapblHa KaTbICTbl KENTereH warbimaaHynap 6oin-
blHLIA 63iH-63i baFanaybl (kaHaFaTTaHapnbIK HEMeCe Hallap) apacbliHAa anbipMallblnblik 6onmagbl.

BipiHLi BybIH UMMUrpaHTTapAbIH 6ackiM Geniri XeprinikTi xacecnipimaep MeH ekiHwi 6ybIHAbI UMMU-
rpaHT-KypaacTapbiMEH CanbICTbIpFaHAa NCMXUKa caynblifbl G0MbIHLLIA KMbIHLLbINbIKKA AyLiap 6on keneg,.

LWbinbiM Wery xuiniri, aNeKTpoHAbIK TEMEKi XXaHe ankorofnb TYTbIHY, COHAaN-aK OyNUHr xaHe
Kn6epOynnuHr GipiHWi ypnakK MMMuUrpaHTTapbl apacbiHAa XeprinikTi x)xacecnipimaepre XoHe ekiHLi
OybIHOBI UMMUTPAHTTapFa kaparaHaa angekana xxofapbl 60nbin Typ.

KopbITbiHAbI. KasakcTaHAablK KOHTEKCTTE MMMUIpauus xacecnipimaepain ncuxukanblk Typak-
ThINbIFbI MEH KayinTi MiHE3-Ky Kbl YLUIH Kayin TeHaipeai, byn acipece GipiHWi OybIHAbI KOLWiN-KOHYLLbI-
nap apacblHga 6ankanagbl.

Herisri cesgep: nmmurpaums, xxacecnipimgep, OH AeHcaynbIK, NCUXMKa TYPaKTbINbIfbl, NCUXMUKA
caynblifbl, KayinTi MiHE3-KybIK.

PE3IOME

NCUXUYECKOE BJIAronony4vue, nO3MTUBHOE 310POBLE U PUCKOBAHHOE
NOBEOEHUE CPEAM NOAPOCTKOB-MMMUIPAHTOB B KA3BAXCTAHE
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Kaxpas ctpaHa MOXeT cTaTb CTPaHOWM MPOUCXOXAEHUS, TPaH3UTa UMW Ha3HadYeHWs 6exeHLEB 1 MU-
rpaHToB. 3a4acTyto peLueHne 06 MMUIpaLmMmn NPYHUMAIOT B3POCTIble YrieHbl CEMbW, HE Y4UTbIBAsi MHEHWE
aetein. Kak pesynbsraTt, UMMUrpaLms MOXeT BbICTyNaTb B Ka4eCTBE TpaBMUpYoLLero daktopa Ans HUX, Tak
Kak npegnonaraeTt OTPbIB OT NPUBLIYHON COLMOKYIBTYPHOM Cpeapl (ABOP, ropoA, LKoma U T.4.) U yCTosB-
Lerocs kpyra o6LueHnst (0AHOKMAaCCHUKK, 3HaKoMble, Apy3bsl). B CBSA3K € 3TMM 340poBbe AETEN-MUTPAHTOB
ABMAETCA YacTbo 06LLECTBEHHOIO 340POBbS.

Llenb nccnepgoBaHus. B 3ToM nccnegoBaHnm nsy4anochb BRvMsiHUE MUrPaLMOHHOrO cTaTyca Ha no-
KasaTenun Nno3MTMBHOIO 340POBbS, a Takxe 6narononyyms 1 pUcKoBaHHOIO NOBEAEHMS cpeay NoAPOCTKOB
B Pecny6nuke KazaxctaH.

MaTtepuan n metoabl. AHannM3 oCHoOBaH Ha onpoce «lloBeaeHne geTen WKOMNBHOrO Bo3pacTta
B OTHOLeHun 300poBbsi» (Health behavior in school-aged children, HBSC), BnepBble npoBeaeHHOM
B KasaxctaHe B 2017-2018 yuyebHom roay. Llenesas rpynna - nogpoctku 11, 13 n 15 net: (n = 3992)
(49,5% pesoyek), cpean HMXx 191 NOAPOCTOK-MUTPaHT nepBoro nokoneHus (4,8%), 329 murpaHToB
BTOpOro nokonexus (8,2%) n 3472 ypoxeHua cTpaHbl, NOAPOCTKN HEe UMMUrpaHTbl (87,0%).

Pe3ynbTaThl n 06¢cyxaeHue. MNoapOCTKU-UMMUTPAHTLI U NOAPOCTKA HE UMMUIPaHTLI HE pasnu-
Yanucb NO pacnpPoCTPaHEHHOCTU YAOBNETBOPUTENbHOW / MNOXON CaMOOLLEHKN 340POBbS, BbICOKON
YAOBNETBOPEHHOCTY XU3HbIO, MHOTOYMCIIEHHbIM Xanobam Ha 3gopoBbe. bonbluas gons ummurpaH-
TOB MEPBOro MOKOSIEHUS, MO CPABHEHUIO C HE UMMWUIPaHTaMMN U CBEPCTHUKAMU-UMMUTPAHTaMU BTO-
pOro MOKOMeHus, UCNbITbiBanu nNpobnemsl ¢ NCUXMYECKMM 300pPOBbEM. YacToTa KypeHus curaper,
ynoTpebneHnsa aNeKTPOHHbLIX CUrapeT K ankorons, a Takxe 6ynnuHra n knbepbynnuHra 6binn sHavm-
TenNbHO BbILLE CPean MMMUIPaHTOB MEPBOro NOKOMNEHMUS!, YEM Cpeamn KOPEHHbIX NOAPOCTKOB-XUTENEen
CTpaHbl U MOAPOCTKOB-MMMUTPAHTOB BTOPOrO NMOKOMNEHWS.

BbiBoA. B kazaxcTaHCKOM KOHTEKCTE MMMUrpaLuns okasblBaeT HeraTuBHOE BNUSHME Ha MCUXU-
Yeckoe BGnarononyyme NogpPOCTKOB 1 Ppa3BUTNE PUCKOBAHHOIO NOBEAEHUS, YTO OCODBEHHO BbIpaXXeHO
cpeav UMMUIPaHTOB NEPBOro MOKOMNEHMS.

KntoyeBble cnoBa: umMMmurpauus, nogpocTkun, MO3MTUBHOE 340POBbE, NCMXmnyeckoe bnaronony-
yne, NCUXMYecKoe 300pOBbE, PUCKOBAHHOE NOBEAEHNE.

Ana umtnpoBaHusa: AbapaxmaroBa LLU.3., Agaea A.A., CnaxHeBa T.U., Tyntaesa b.C. lNcuxu-
Yyeckoe bnarononyyune, NO3MTUBHOE 300POBLE U PUCKOBAHHOE NOBEAEHWE CPean NOAPOCTKOB-UMMM-
rpaHToB B KasaxctaHe // MeguumHa (Anmatbl). — 2019. — Ne7-8 (205-206). — C. 2-9

task for every society. Despite the great progress in
terms of improving the health and development of chil-
dren and adolescents, there are a number of issues that require
study and attention, in particular, the health of migrant children
and adolescents [1]. Over the few decades the rates of interna-
tional migration has continued to grow rapidly. Worldwide 258

T he health of children and adolescents is an important

million people live in a country other than their country of birth,
since 2000 the number of international migrants has increased
by 49% [2]. Kazakhstan also faces migratory movements due
to economic development and regional integration. Since the
second half of 2000 the immigration to Kazakhstan has been
increased, primarily from Central Asian countries, including
ethnic Kazakhs migration. Kazakhstan becomes a country of
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destination and transit. Ethnic based immigration or repatriation
of ethnic Kazakhs, so called “oralmans” to their homeland is a
main priority of migration policy of Kazakhstan [3, 4, 5].

Since 1991, the country’s independence, the Republic of
Kazakhstan has become host country for 260 325 families or
955 894 ethnic Kazakhs (the data for 1 October 2015). They
came from Uzbekistan (61.6%), China (14.2%), Mongolia
(9.2%), Turkmenistan 6.8%,the Russian Federation (4.6%) and
3.7% from other far-abroad countries. The ethnic migration con-
tinues, for example, for the 3rd quarter of2017 2226 families or
4297 ethnic Kazakhs had received the “oralman” status [6]. In
addition to ethnic Kazakh immigration, other ethnic groups mi-
gration as well as labour and illegal migration are growing. Ka-
zakhstan is a home for a small percentage of refugees. Accord-
ing to the statistics, 640 people had refugee status in 2015 [6].
In general, migrants face economic, linguistic, social, cultural,
psychological challenges in host country and considers as one
of the most vulnerable groups of society. As a result, children
and adolescent migrants are at higher risk for disadaptation in a
different socioeconomic and cultural conditions [3, 7, 8]. Most
of research highlights such aspects of integration as language
proficiency, social and economic situations, school functioning,
acculturation among migrant children [9, 10]. Various studies
have assessed the effects of migration to health and well being
with focus on mental health issues, psychological well-being,
and involvement in risk behaviors of child migrants compared
to the same indicators of native children [11, 12, 13].

Studies on health and behaviors of migrant and non-im-
migrant children have contrasting outcomes. From one side
having immigrant background could lead to lower social-eco-
nomic status, problems with integration to a new society, dis-
crimination or negative attitude towards them and other disad-
vantages. These stressful situations increase risks for mental
and behavioral problems and refer adolescent immigrants as
vulnerable group [14, 15, 16].

From the other side, immigrant children’s health and be-
havioral outcomes could be the same or even better than among
nonimmigrant peers despite disadvantages. This phenomenon
is called “immigrant paradox” [17].

Children from migrant families are commonly defined as
first and second generation immigrants. First generation im-
migrants means that the child was not born in the country of
residence. Second generation immigrants means the child was
born in the country of residence, but one or two of the parents
were not born in that country.

Much less is known on health of immigrant children and ad-
olescents in Kazakhstan. Current research is limited in ethnic
migrants’, or oralmans’ integration in a society focusing on so-
ciodemografic characteristics, employment, housing, health care
access and education issues as well as cultural integration, social
and legal protection [3, 5]. One of the most serious problems
in addressing the health of migrant children in the country is a
limited reliable data on this topic. The data on children‘s health
status and health services is not collected by migration status or
ethnic origin, nationality, citizenship of parents.

A series of integration measures are provided by the state
to ethnic repatriates namely, housing and reintegration allow-
ances, other subsidies, free school education and health care,
assistance in entering schools, preschools and social protec-

tion institutions, assistance in learning Kazakh and Russian,
grants for post-secondary education and etc. According to the
data available the ethnic migrants experience challenges, so
called “unequal start” which includes various aspects such as
differences in education systems, financial problems, unem-
ployment, housing, legal status of oralmans who came out of
quota and others. The data on migrants, especially adolescents’
health is scarce [3, 4, 5].

Therefore, the objective of present paper is to examine
positive health and well-being outcomes and risk behaviors
among migrant adolescents compared to their native peers.

MATERIAL AND METHODS

Participants and procedures

The data is based on Health behavior in School-Aged
Children survey (HBSC) first ever conducted in Kazakhstan
in 2017-2018 academic year. HBSC is a cross-national survey
conducted every four years in more than 40 countries and re-
gions in Europe and North America (HBSC international pro-
tocol 2017-2018). The Republic of Kazakhstan since 2016 is an
associate member of the HBSC research network. The HBSC
survey collects data an adolescents health, health behavior,
social determinants and well-being of 11,13 and 15 year old
schoolchildren using standardized international protocol. Two
stage cluster sampling was conducted with stratification by ur-
banization. The primary sampling unit was the school selected
from the national list of all eligible school of the republic by
standardized sampling method. From selected school one class
was randomly drawn for each of three grades (5th, 7th and 9th)
according to target age groups. The research tool is an anony-
mous questionnaire filled in by the school students themselves
(self-reported) in the classroom. Parental passive inform con-
sents were obtained and children were informed that they can
choose whether or not to participate in the survey.

Immigration status was assessed through the following
questions: “In which country were you born?, “In which coun-
try was your mother born?”, “In which country was your father
born?”. Answer options included the resident country, a list of
countries from which the five largest immigrant groups live in
the country, and another country option to fill out.

The national sample included 6548 schoolchildren (51.1%
girls). 11,13 and 15 year old adolescents who had answered
to the birth country questions were included into analysis
(n=3992) (49.5% girls): 191 first generation migrant adoles-
cents (4.8%), 329 second-generation migrants (8.2%) and
3472 native-born, non-immigrant adolescents (87,0%). Of
the first generation migrant adolescents 57.1% (n=109) were
born in Uzbekistan, 14.7% (n=28) were born in Russia, 11.0%
(n=21) were born in China, 6.8% (n=13) were born in Kyr-
gyzstan, 4.2% (n=8) were born in Turkmenistan, 6.3 (n=12)
were born in other countries.

At least one of the parents of the second generation mi-
grant adolescents were born in Uzbekistan (27.4% mothers and
22.2% fathers) or: in Russian Federation (21.3% mothers and
9.1% fathers), China (4.0% mothers and 13.4% fathers), Turk-
menistan (5.5% mothers and 6.7% fathers), Kyrgyzstan (4.3%
mothers and 2.1% fathers), other countries (10.3% mothers
and 9.7% fathers), in Kazakhstan (27.4% mothers and 34.7%
fathers).
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Measures

Positive health and well-being. These measures assess ad-
olescents subjective health and well-being and include self-rat-
ed health, life-satisfaction, health complaints and WHO 5
Well-being Index. Good state of physical and mental health are
important for adolescents to deal with issues during transition
to adulthood. Self-rated health is a subjective evaluation of
health and well-being. Children were asked a question:*“Would
you say your health is...... ?” with the four response catego-
ries, such as “excellent”, “good”, “fair” and “poor”. The re-
sponse categories were analyzed as “excellent, good health” vs
“fair and poor health”.

The Cantril ladder was used for measurement of life sat-
isfaction with 11 scores ranging from “10” —Best possible
life at the top of the ladder to “0” — “Worst possible life”. The
schoolchildren were asked to indicate “Where on the ladder do
you feel you stand at the moment?” The high level of satisfac-
tion were defined as score of six or more.

Health complaints measured the following subjective psy-
chosomatic symptoms: headache, abdominal pain, backache,
feeling low, irritability or bad mood, feeling nervous, sleep-
ing difficulties and dizziness. The respondents were asked
how often they had experienced these symptoms in the last
six months. Answer options were the following: about every
day, more than once a week, about every week, about every
month, rarely or never. For the purpose of this paper, the multi-
ple health complaints (two or more complaints more than once
a week during the past 6 month) scoring was calculated among
migrant and non-migrant adolescents.

The WHO-5 Well-being Index is a short, self-administered
questionnaire covering 5 positively worded items, related to
positive mood (good spirits, relaxation), vitality (being active
and waking up fresh and rested), and general interests (being
interested in things). It has shown to be a reliable measure of
emotional functioning and a good screener for depression.

Mental well-being assessed by the five item World Health
Organization Well-Being Index (WHO-5).The index is consid-
ered as good screening tool for depression with sufficiently
high sensitivity. WHO-5 consists of 5 simple statements: “I
have felt cheerful and in good spirits”, I have felt calm and re-
laxed, I have felt active and vigorous, I woke up feeling fresh
and rested My daily life has been filled with things that interest
me/ The respondents were asked to indicate for each of the
five statements which is closest to how you have been feeling
during the last two weeks. The responses ranged from “At no
time” to “All of the time”.

Each of the five statements was rated on a 6-point Likert
scale from 0 (= not present) to 5 (= constantly present). Scores
were summated and the raw score had ranged from 0 to 25.
The scores were transformed to 0-100 by multiplying by 4. A
score of 50 or below was considered as low well-being, but not
necessarily depression. A score of 28 or below indicates likely
depression and warrants further diagnostics to confirm clinical
depression [18, 19].

Risk behaviors

Lifetime prevalence and last 30 days prevalence smoking cig-
arettes were measured by asking on how many days (if any) had
they smoked cigarettes. Responses varied from never, 1-2 days,
3-5 days, 6-9 days, 10-19 days, 20-29 days, 30 days or more.

Current smoking was assessed by asking respondents how
often do they smoke tobacco at present to measure daily or
weekly smoking. The answer options were “every day”, “at
least once a week, but not every day”, “less than once a week’,’
I do not smoke”.

Lifetime and last 30 days electronic cigarettes use was also
examined. Frequency of the lifetime and last 30 days alcohol
consumption were measured by the following question: “On
how many days (if any) have you drunk alcohol?” with the
same response options as for cigarettes smoking and e-ciga-
rettes use.

Involvement in physical fighting was measured by asking
how many times in the past 12 months had adolescents been
involved in a physical fight. The answers were ranged from
none to four times or more.

Bullying and cyberbullying were also examined as forms
of youth violence by separate questions. The respondents were
asked how often they had been bullied (at school)/or cyber-
bullied in the past couple of months. The bullying or cyber-
bullying victimizations (being bullied or cyberbullied) was
examined by asking the young people how often they had been
bullied at school or cyberbullied in the past couple of months.
Each question on bullying and cyberbullying was preceded
by the definitions of bullying and cyberbullying respectively.
Response categories included options “I have not bullied (cy-
berbullied) another person (s)”, alternatively, “I have not been
bullied/cyberbullied”; “it has happened once or twice™; “2 or 3
times a month”’; “about once a week™; “several times a week”.

For the purpose of this paper the proportions who indicat-
ed being bullied or cyberbullied and bullying or cyberbullying
others at least two or three times a month were analyzed.

Statistical analysis

Statistical processing was conducted using Excel and SPSS
15.0 for Windows. When analyzing the contingency tables, the
Pearson Pearson’s chi-square test was used. The value of p
<0.05 is considered as the presence of statistically significant
difference.

RESULTS

Table 1 provides the data on positive health and well-being
outcomes and risk behavior form first, second generation im-
migrants and non-immigrant adolescents.

No significant immigrant status difference was found in re-
lation to self-rated health, life satisfaction and multiple health
complaints among adolescents. 7.9% of first generation and
11.3% second generation immigrants rated their health as fair
or poor compared to 8.3% of native adolescents.

The majority of the migrant adolescents (88.5% and 88.6%)
regardless generation categories had normal and high level of
life satisfaction. About one fifth of the migrant participants had
multiple health complaints more than once a week.

Mental well-being data showed significant difference be-
tween first generation immigrants and their non-immigrant
peers as well as between second generation migrants. High-
er proportion of first-immigrant adolescents reported low and
very poor well-being (likely depression) compared to non-im-
migrant ones and second generation immigrants (p<0.01).

Every day and weekly current cigarette smoking rates were
higher among first immigrants compared to non-immigrants
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(p<0.001). Lifetime cigarette smoking experience of 1-9 days Lifetime and past 30 days use of e-cigarettes also was
was higher among the second generation migrants, and 30 days ~ more prevalent among first generation immigrants compared
and more was higher among the first generation migrants com-  to non-immigrant adolescents.
pared to native respondents (p<0.001). Higher proportion of immigrant adolescents had used al-
Recent, (in the past 30 days) cigarette smoking was high-  cohol in their lifetime and post 30 days than non-immigrants.
er among first generation immigrants than among non-immi-  Second generation migrant children tended to smoke cig-
grants (p<0.001). arettes, use e-cigarettes and use alcohol less number of days
Table 1
. . Second-
First generation - L
g generation Non-immigrants p value
immigrants Z
immigrants

Self-rated health: fair+poor 7.9% 11.3% 8.3%

Life-satisfaction: high level 88.5% 88.6% 91.5%

(6-10 scores)

Multiple health complaints: two or

more health complaints more than 28.2% 24.8% 24.9%

once a week

The WHO-5 Well-being Index:

:'\f’evrvyvlvj\',tf'erl‘l?bgzg'fﬂ?kely 16.4% 18.2% 18.5% p<0.01

1 o, o) 0,

depression (0-28) 11.1% 3.7% 4.9%

Current smoking: every day 5.1% 3.5% 2.0%

weekly 2.3% 0.3% 0.5% p<0.001

Lifetime smoking:

1-9 days 3.8% 5.9% 2.9%

10-29 days 1.1% 0.3% 0.6% p<0.001

30+days 4.4% 1.5% 0.8%

30 days smoking:

1-9 days 0.6% 3.3% 2.2%

10-29 days 2.4% 1.0% 0.8% p<0.001

30+days 3.6% 1.3% 0.1%

Lifetime e-cigarette use:

1-9 days 3.3% 7.2% 4.7%

10-29 days 2.2% 1.6% 0.5% p<0.001

30+days 3.3% 0.6% 0.5%

30 days e-cigarette use:

1-9 days 2.3% 3.3% 2.1%

10-29 days 1.2% 0.3% 0.3% p<0.001

30+days 2.9% 0.7% 0.3%

Lifetime alcohol use:

1-9 days 4.4% 5.9% 3.4%

10-29 days 11% 1.2% 0.4% p<0.001

30+days 2.2% 0.6% 0.4%

30 days alcohol use:

1-9 days 1.2% 3.9% 1.8%

10-29 days 1.8% 0.7% 0.3% p<0.001

30+days 2.4% 0.0% 0.1%

gui)::fghofhers two or three times 12.7% 6.0% 8.3%

ﬁ]eci:?hbullled two or three times a 14.8% 6.0% 6.3% p<0.001

Cyber bullying ofhers two or three 10.9% 5.4% 4.9% p<0.001

Being cyber bulied fwo or fhree 9.2% 5.4% 4.5% p<0.005

Involvemgnf in physical fights three 12.2% 8.4% 7.1%

or more times
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in their lifetime and last 30 days compared to first generation
migrants.

No differences were revealed between immigrants and
non-immigrants on involvement in bullying others at school.
However bullying victimization (being bullied) did show dif-
ferences between first generation immigrants and non-immi-
grants, and between two immigrant categories. The first gener-
ation immigrants had the highest rate of being bullied at school
among others (p<0.001).

Involvement in cyberbullying at least two or three times a
month in the past couple of months was higher among first gener-
ation immigrants compared to the second generation immigrants
and non-immigrants (p<0.001). Similarly, the proportions of ad-
olescents who reported being cyberbullied at least two or three
times a month were higher for first generation immigrants than for
second generation immigrants and native adolescents (p<0.005).

No differences were found between immigrants and
non-immigrants on involvement in physical fights.

DISCUSSION

Both generations of immigrant adolescents shows the same
level of self-rated health, life-satisfaction and multiple health
complaints as do their native counterparts. It may be explained
by supportive migration policies in Kazakhstan and complex in-
terplay of individual experiences, socio-economic, cultural back-
grounds and integration to host-community. Earlier data from
HBSC 2004-2005 survey based on 12 European countries showed
no differences between foreign-born children and their non-im-
migrant peers on general self-health assessment and high level
life-satisfaction with some exceptions. In Wales the proportion of
foreign —born children experiencing excellent health was higher
than of native peers and in Ireland immigrant children less likely
had high life satisfaction compared to non-immigrants [7]. More
recent international comparative study from 10 European coun-
tries and the United States based on HBSC 2010 showed low level
of life satisfaction reported by both generation immigrants [14].
Also, data on 11, 13 and 15 year old Italian youth from HBSC re-
vealed that migrant adolescents more often had health complaints,
were less satisfied with their life and health [20].

The results show that higher proportion of first genera-
tion migrant adolescents in Kazakhstan have mental health
problems compared with second generation immigrant and
native peers. These findings are consistent with some previous
research. Studies on adolescent migrants’ health in Israel re-
vealed higher level of mental symptoms among 1.5 and second
generation immigrants than among non-immigrants [21]. An-
other study in Israel showed that immigrant adolescents from
the former Soviet Union had lower mental health [22].

Turkish immigrant children on Netherland were more like-
ly to have behavioral problems and depression [23]. On the
other side, several studies reported similarities in mental health
issue between immigrant children and native peers in Canada
[24], Australia [25], the US [26]. In non Western setting (Hong
Kong) migration was not associated with depressive symptoms
among 7 and 11 year olds [27].

Our study has found that unlike their native peers and the
second generation immigrants, the first generation immigrants
had higher involvement of into current smoking, lifetime and
30 days cigarette smoking, e-cigarettes and alcohol use, bulluing

victimization and cyberbulying others and being cyberbulled.

Data from countries on migrant risk behavior show various
results. In Israel, immigrant adolescents from former Soviet
Union and Ethiopia had higher levels of cigarettes smoking,
binge drinking and being drunk [22, 28]. Intercountry analy-
sis of data from 12 European countries found that foreign —
born children from Germany, Greece, Italy, Spain and Swe-
den had higher likelihood of involvement in a physical fight,
while immigrant children in Ireland, Scotland and Spain were
more likely to a bullying victims, and foreign born children in
Greece were more likely to have a history of drunkenness [6].

Higher levels of risk behaviors among 1.5 and second gen-
eration immigrants were revealed in the study in Israel com-
pared with native peers without significant differences among
generations of immigrant adolescents [21].

Recent intercountry comparison of alcohol consumption
among first- and second-generation immigrant and native ado-
lescents in 23 countries demonstrated higher alcohol use among
natives compared to first and second generation immigrants and
no differences between two immigrant categories [13].

The study has several limitations. The survey had conduct-
ed using self-reported data. The gender, age were not analyzed
as well as the effects of socio-economic factors on studied var-
iables and relationship between ethnic background and health
outcomes and risk behaviors. The data presented is first ever
data on health and well-being and risky behaviors of migrant
adolescent population in Kazakhstan and could be considered
as an evidence of the impacts of immigration status to health
outcomes and behaviors in this part of the world.

CONCLUSION

Both generation migrant adolescents show high self-rated
health and life-satisfaction, no differences in multiple health
complaints. However, migrant adolescents in the country are
at higher risk for mental health problems and involvement to
cigarette smoking, e-cigarette and alcohol use, as well as bully-
ing and cyber bullying. Signs of depressions, current cigarette
smoking, high frequency of lifetime and 30 days smoking,
e-cigarette and alcohol use, bullying and cyber bullying vic-
timization, and cyber bullying others were higher among first
generation migrants. These findings point to first generation
migrant adolescents as the most vulnerable group in migration
process. A complex policy, health care and education sectors
involvement and further focused studies are required to ad-
dress migrant children integration, health and well-being.
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