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any health-related behaviors and conditions are for-
M mulated during adolescence. Poor health and health
: behaviors/attitudes among young people could have
serious impact on the health into adulthood [ 1-4]. In Kazakhstan,
the rates of adolescent major health risks has been increased.
Currently, more than half of the adolescents have been diagnosed
with chronic condition [5, 6]. In this regards, an issue of young
people health protection and promotion has high social and
public health priority for the country.

The health is determined to a significant degree by socioeco-
nomic factors. Socioeconomic conditions contribute to wide-
spread health inequalities. Examination, prevention, and reduction
of social inequalities in health are a key issue in the public health
sector [7, 8]. The relationship between socioeconomic status (SES)
and adolescent health have become a major source of concern in
recent decades [9, 10, 11].The Family Affluence Scale (FAS) is
one of the measures of familial socioeconomic status based on
data collected from children [12, 13, 14]. The FAS was developed
in the Health Behavior in School-Aged Children (HBSC) pilot
study [9] as a measure to examine the relationship between SES
and adolescent health. Over a period of time, this measure has
been revised due to the evolving social conditions and technol-
ogy [15] and the latest version is the FAS IIT Although the FAS II
has received many critical reviews, some studies show that it has
moderate reliability and validity [12, 13, 16, 17, 18].

The FAS II has been widely used in the US, Canada, Israel,
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The relationship between socioeconomic status (SES) and adolescent health has been a major source
of concern in the field of public health. In this study, the Family Affluence Scale Il (FAS Il) was used to mea-
sure the SES of the participants in order to examine the relationship between the family’s SES and certain
indicators of adolescent health and behavior.

Study objective. The objective of the study is to examine relationship between family SES and certain
indicators of adolescent health behavior using the FASII scale.

Material and methods. We used data from the Health Behavior in School-Aged Children (HBSC) survey
of children aged 11, 13, and 15 years in Aktobe. The variables used to measure health and health related
behavior in the participants included health self-assessment, life satisfaction, multiple health complaints,
number of injuries requiring medical attention, everyday breakfast, consumption of fruits, soft drinks on a daily
basis, physical activity, frequency of brushing teeth, and smoking tobacco. The affluence of the participants
was measured using the FAS II. Correlation and odds ratios (OR) methods were used for data analysis.

Results and discussions. Boys with higher scores on the FAS Il were more likely to have higher life
satisfaction (OR 0.47, Cl 0.25-0.9, p<0.05), to eat fruits on a daily basis (OR 1.69, Cl 1.06-2.69, p<0.05), and
to have injuries treated by medical staff (OR 2.14, Cl 1.36-3.38, p<0.01). Girls with higher scores on the FAS
Il were more likely to brush their teeth more than once a day (OR 0.44, Cl 0.27-0.73, p<0.01).There was no
significant relationship between the FAS Il scores and the selected indicators of health and behavior.

Conclusions. The result of the study indicates that FASII scores and health indicators in boys and
girls were weakly correlated in the pilot sample. Further research is required to understand the relationship
between family affluence and health indicators based on national data.
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China, South Korea, and many European countries [19-23]. As
research data on SES and the adolescent population in Kazakh-
stan is not available, there is a need to study the relationship
between familial affluence and adolescent health and behavior
in this context.

Our aim was to examine relationship between family SES
and certain indicators of adolescent health behavior using the
FASIL

The following aspects of health from HBSC data were
used: health self-assessment, life satisfaction, multiple health
complains, injury, everyday breakfast, daily fruit and soft drink
consumption, oral health, tobacco use, and physical activity
among adolescents.

Socioeconomic disparities within and between countries
have an adverse impact on the health and well-being of children
and adolescents.

The HBSC pilot study as a Linked project was conducted in
2014 in Aktobe oblast in Kazakhstan using the 2009-2010 HBSC
protocol. We used the FASII scale since the data collected using
the HBSC (2009-2010) questionnaire included items suitable
for this measure [24].

MATERIAL AND METHODS

We used the data from the HBSC pilot study, which was a
school based survey of children aged 11, 13, and 15 years old,
conducted in Aktobe oblast in 2014. To calculate the required
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number of participants, the number of school students in the
target age group was determined using data from the 2009
census (courtesy of the Statistics Agency of Kazakhstan). At
the time of the study, there were 37985 children, comprising of
10242 boys and 9759 girls, in the target age group in Aktobe
oblast. Given the 97% probability of faultless prognosis, a
confidence interval of 5%, the minimum target sample size of
1175 students from public schools with 390 people in each age
group was identified.

We used the cluster sampling method to divide the 67 pub-
lic schools in Aktobe oblast into proportionally sized clusters
from which 7 schools were randomly selected. In each school,
students from grades 5, 7, and 9 participated in the survey. In
total, 65 classes were selected and the response rate was 95%.
The present study includes data on 1200 children aged 11, 13,
and 15 years.

The survey was conducted by trained interviewers and they
were supervised by people who were in-charge of the quality
control of data collection. The data were processed using the
Statistical Package for the Social Sciences (SPSS).

The socioeconomic status of the participants was measured
using the FAS II. The scale includes the following variables of
affluence in a family: (a) Does your family own a car, van, or
truck? (b) Do you have a bedroom for yourself? (¢) How many
computers does your family own? (d) In the past 12 months, how
many times did you travel during vacation with your family?
[17] A composite FAS score was calculated for each adolescent
based on his or her responses to the four items. A three-point
ordinal scale was used to analyze the level of affluence: low,
medium, and high affluence.

The correlation between family affluence and health and
behavior variables was tested separately for boys and girls for
the target age group. The following health and behavior variables
were examined:

Health self-assessment was measured based on the partici-
pants’ description of their health. The following question was
asked: “Would you say your health is...?”” The answer choices
included “excellent,” “good,” “fair,” and “poor.” The data
obtained from the study reflect that the respondents considered
their health as ranging between “fair” and “poor.”

Life satisfaction was assessed by using an adaptation of the
Cantril’s Ladder of Life Scale with scores ranging from 0 (the
worst life possible) to 10 (the best possible life). Participants
rated their current experiences in life and the results indicated a
high level of life satisfaction as the ratings were higher than six.

With regard to health complaints, adolescents were required
to answer the question: “How often in the last six months have
you had the following ...? The criteria included headache,
stomach-ache, feeling low, irritability or bad temper, feeling
nervous, difficulties in sleeping, and feeling dizzy. Possible
answers to each complaint were the following: “about every
day”, more than once a week”, “about every week”, “about
every month” and “rarely or never.” We calculated the propor-
tion of respondents who reported multiple (two or more) health
complaints that occurred more than once a week.

Adolescents were also asked the number of times in the past
year that they suffered from an injury and had to be treated by
a doctor or nurse. The answer choices varied from “I was not

injured in the past 12 months”, three
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times” to “four times or more.” We analyzed the answers of re-
spondents who had suffered at least one injury requiring medical
attention in the past 12 months.

To evaluate the criterion of eating habits, respondents were
asked how often they have breakfast during weekdays and week-
ends. We analyzed the responses of participants who reported
that they eat breakfast on weekdays.

The consumption of fruits and soft drinks was measured
by the following question, separate for fruit and drinks: “How
many times a week do you usually eat fruits/drink soft drinks?”
The answer choices varied from “never” to “more than once
a day.” Daily fruit and soft drinks consumption patterns were
identified based on the responses indicating “once a day” and
“more than once a day.”

Frequency of moderate-to-vigorous physical activity
(MVPA) among adolescents was assessed by the following
question: “Over the past 7 days, on how many days were you
physically active for at least 60 minutes per day?” In this study,
we only used the data by adolescents engaged in MVPA on a
daily basis.

Oral health was assessed through the frequency of brushing
teeth. Participants were asked, “how often do you brush your
teeth?”” and the data were analyzed for respondents who brushed
their teeth more than once a day.

Tobacco smoking was assessed by the following question
that required yes/no answer: “Have you ever smoked tobacco
(at least one cigarette, cigar, or pipe)? We analyzed the data of
respondents who had smoked tobacco at least once.

To determine the relationship between family affluence
and indicators of health and behavior, data were analyzed to
determine correlation and odds ratios OR) between the indica-
tors of health and two categories of affluence (high and low
affluence).

A positive correlation is represented by “+” in the tables and
bar graphs (above the X-axis) and shows that the health indica-
tors are increasing with the increase in family affluence.

A negative correlation is represented by “-” in tables and
shows that health indicators are decreasing as family affluence
increases. The height of chart bars indicates the degree of dif-
ference between the adolescents belonging to high and low
affluence families. The statistically significant difference is
represented in the bar graphs.

The causal relationship between the family affluence and
health indicators was identified by calculating the Pearson
product-moment correlation coefficient (Pearson r) and the odds
ratio, with 95% confidence intervals (CI s).

RESULTS

Analysis of the relationship between SES and some health
and behavior indicators for boys in the target age group indi-
cated a positive correlation between SES and life satisfaction
(OR 0.47,CI10.25-0.9, p<0,05), injuries treated by medical staff
(OR 2.14, CI 1.36-3.38, p<0,01), and consumption of fruit on
a daily basis (OR 1.69, CI 1.06-2.69, p<0,05). Boys belonging
to affluent families are more likely to have high life satisfac-
tion, eat fruits every day, and have injuries. Table 1 and Graph
1 represent the difference in the prevalence (in percentage) of
these three factors in boys from families with high and low af-
fluence (20.8%, 33.9%, and 38.3% respectively).
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For girls of the target age group, we found one statistically
significant positive correlation between SES and the frequency
of brushing teeth (OR 0.44, CI 0.27-0.73, p<0.01). Girls with
higher scores on FAS II were more likely to brush their teeth
more than once a day. Table 1 and Graph 1 represent the differ-
ence in the prevalence of brushing teeth more than once a day
between girls from low and high family affluence (30.4%).

No significant associations were found for either gender
between the FAS II scores and health self-assessment, health
complaints, soft drinks consumption, frequency of moderate-to-
vigorous physical activity, and tobacco smoking. For boys, no
correlation was found between FAS 1II scores and oral health,
and for girls, no correlation was found between FAS II scores
and life satisfaction, daily fruit consumption, and treatment of
injuries.

DISCUSSION
The direction of the correlation in our study between FAS
score and high level of life satisfaction, injuries treated by medi-

Table 1 — Correlation between FAS Il scores and the
health/health behavior indicators among adolescent
boys and girls

Health/

behavior OR 95% ClI p-value |Pearson's R
indicator

«fair» or «poor» health self-assessment

Boys 0.965 | 0.48-1.96 | p>0,05 -0.0053
Girls 0.775 | 0.43-1.41 | p>0,05 -0.0453
high level of life satisfaction

Boys 0.472 |0.24-0.90 | p<0,05 0.1239
Girls 0.465 | 0.21-1.02 | p>0,05 0.1062
multiple (two or more) health complaints

Boys 1.316 |0.65-2.64 | p>0,05 0.04493
Girls 1.435 |0.83-2.48 | p>0,05 0.07474
injury requiring medical attention

Boys 2.142 | 1.36-3.38 | p<0,01 0.17734
Girls 1.561 0.96-2.54 | p>0,05 0.09722
breakfast everyday

Boys 1.359 | 0.87-2.12 | p>0,05 0.07306
Girls 1.385 |0.85-2.25| p>0,05 0.07206
daily consumption of fruit

Boys 1.685 | 1.06-2.69 | p<0,05 0.11995
Girls 1.339 | 0.84-2.13 | p>0,05 0.06726
daily consumption of soft drinks

Boys 0.641 0.34-1.22 | p>0,05 -0.0762
Girls 1.531 0.78-3.02 | p>0,05 0.06914
daily moderate-to-vigorous physical activity

Boys 1.238 | 0.77-1.99 | p>0,05 0.04724
Girls 1.661 0.94-2.93 | p>0,05 0.09573
brushing teeth more than once a day

Boys 0.862 |0.56-1.33 | p>0,05 -0.0363
Girls 0.443 |0.27-0.73 | p<0,01 -0.1766
ever smoked tobacco

Boys 0.668 | 0.31-1.43 | p>0,05 -0.0564
Girls 1.908 | 0.50-7.24 | p>0,05 0.05236
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Graph 1 — Positive correlation between family affluence

and health and behavior indicators among
adolescent boys and girls

cal staff, daily fruit consumption in boys, and the frequency of
brushing teeth in girls is the same, i.e., positive, as for most other
countries that participated in the HBSC 200/-2010survey [25].

For most of the other indicators of health and behavior that
were studied, the patterns of correlation with the FAS II scores
were the same as in other regions from the HBSC 2009-2010
survey [25], although they were not statistically significant. The
criterion of multiple health complaints was the only indicator that
did not have commonality with other studies as it was positively
correlated (not significant) with the FAS II scores.

The weak correlation between FAS scores and the indicators
of health and behavior selected for this study might be related
to factors such as a small sample size, miscellaneous factors
contributing to family affluence, and the fact that this was a
pilot study.

CONCLUSION

The result of the study indicates the weak relationship be-
tween FASII scores and certain health indicators among boys
and girls in the pilot sample. Perhaps a more refined version
of the FAS could be used in the future research in Kazakhstan.
Further study is required to examine the relationship between
family affluence and health indicators based on national data
from HBSC survey scheduled in 2017-2018 in Kazakhstan.
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XAcecnIPIMOEPAIH SNEYMETTIK-3KOHOMUKANBbIK
CTATYCbI MEH ©MIP CYPY CANTbl APACbIHOAFbI BAUNA-
HbIC: KASAKCTAHOAFbI NMUNOTTbI 3EPTTEY

OneymeTTiK-9KOHOMUKanbIK >Xafdan MeH xacecnipimgep apa-
CblHAA AeHcaynblkka 6annaHbICTbl MiHe3-Kynblk: KasakcTtanaarbl
nunoTTel 3epTTey. XacecnipiMaepaiH aneymeTTiK-9KOHOMUKanbIK
mapTebeci (COC) MeH aeHcaynbifbl apacbiHaarbl ©3 apa Gavna-
HbIC KOFamAblK AeHcaynblK canacbliHAa KeHiHeH 3epTTenin oTbIp.
OtbacbiHbIH aykaTTbinbiFbl Wwkanackl |l (FAS 11) kaTeicylwibinapgbi
COC-iH aHblKTay YWiH nanganaHbingbl, sFHM otbackiHbiH COC-
MeH XacecnipiMHiH AeHcaynbIfblHbIH HaKTbl Bip kepceTKiwTepi
apacblHAarbl 63 apa 6annaHbICTbl 3epTTey Ke3AenreH.

3epTTeyaiH MakcaTtbl. Byn xXyMbICTbIH MakcaTbl 0T6achIHbIH,
aneymeTTiK-3KOHOMUKanbIK Xafgalbl MeH AeHcaynblkka KaTbICThbl
11,13,15 xacTafbl xacecnipimaepaiH, MiHe3-KyrKbl apacbiHOaFbl
Kenbip acnekTinepdiH ©3 apa 6annaHbICbiH 3epTTey Gonbin Ta-
6binapl.

Martepuan xaHe apicTepi. Aktebe obnbicbiHga 11,13 xaHe
15 xacTarbl Gananap apacbliHAa >KyprisinreH MekTen acblHaafbl
6ananapgblH MiHe-KyIKbIH 3epTTeyaeH anbitrad (HBSC) gepektepi
nanganaHbingbl. OTHackl ayKaTThiNbIFbIHBIH KOPPENALMACH! XaHe
[eHcayrbiFbIHbIH KepceTkiluTepi Gbinariila kepceTingi: AeHcaynbIKTbl
e3iHaik baranay, emipre kaHaFaTTaHyLWbINbIK, AeHCaynbIKKa KaTbICTbI
KenTereH warbiMaap, MeguuuHanbelk apanacyfbl Tanan eteTiH
)apakarTtap, KYHAEniKTi TaHfFbl ac, Xxemictepai TYTbIHY, ankoronbscia
TOTTi CycblHAAPAbI TYThIHY, Ti3 Tazanay, Temeki TapTy, 11-15 xacTafbl
6ananap apacbiHaarbl pusmkansik 6encenginik. OTbacbiHbIH
aykaTTbINbIFbl AeHreniH aHbikTay ywiH Family Affluence Scale (FAS)
WHAVKaTOPbI NanpanaHabl, 0T6ACkbIHbIH ayKaTThbifMbIfbl LIKaNack.
Byn manimeTTepai Tangay YLWiH KOppensauusanbik aHanus xeHe
MYMKIHAIKTepaiH kaTbiHackl aici (OR) naganaHbingbl.

Hatuxenepi xkaHe Tankbinaybl. FAS |l (oT6ackIHbIH aHaFyprbiM
aykaTtTbl 6onybl) WwWkanackl 6orbiHWa Ganbl XoFapbipak yriaapabiH
eMmipre AereH KaHaraTTaHyLbIMbIFbl Xofapbinay 6onabl (OR 0.47,
ON 0.25-0.9, p<0.05), megnumHanblk apanacyabl Kepek eTeTiH

! MEDICINE (Almaty), Ne11 (173), 2016




OPrAHU3AUUA 30PABOOXPAHEHUA

XapakaTTap *wuipek aHbiktangbl (OR 2.14, I 1.36-3.38, p<0.01).
CoHpait-ak 0ThacbiHbIH ayKaTThiNbIFbIHBIH apTyblHa Opal KyHAEniKTi
Herisfe Xemic XenTiH ynaapabiH yneci aptyga. (OR 1.69, AN 1.06-
2.69, p<0.05). FAS Il wkanacbl 60MblHWa (0T6ACIHbLIH aHaFyprbIM
aykaTTbl 6onybl) 6anbl aHaFyprbIM Xofapbl Kbi3gap TiCTepiH KyHiHe
6ip peTTeH kebipek peT TazananTtbiH (OR 0.44, 11 0.27-0.73, p<0.01).
OT6acbIHbIH ayKaTTbiNbIfbl LKaNacbl MEH AeHCaynblK XaHe MiHes-
KYIbIKTBIH KeNbip nHavkaTopnapbiHbiH apackliHaaFsl 6an 6onbiHWwa
anTapnblkTan 6avnaHbiC aHblKTanvagbl.

KopbITbiHABLI. [MNoTTHI ipikTeyaeri HaTwxenep ynaap MeH
Kbl3gapablH OTOACbIHbIH ayKaTTbiNblfbl LIKaNacbl MeH AeHcaysblK
KeHe MiHe3-KynblK kepceTkiTepi 6oblHWwa GangapablH, anci3 Ko-
pensauusicblH kepceTTi. OTGacbIHbIH ayKaTTbINbIFbl MEH AeHCaysblK
XOHe MiHe3-KyIblK KepceTKiluTepiHiHe3 apa 6aiinaHbICbiH YNTTbIK
AepekTep HerisiHae ofaH api 3epTTey Kepek.

Heziz2i ce3dep: deHcaynbikmarbl meHCi3dik,o0mbachklHbiH
ayKkammblbifbl WkKanacbl, OeHcayrnblKKka KambiCmbl Kymim,
Xxacecnipimoep, Mmekmen xacbkiHOarbl 6ananapibiH MiHE-KYKbIH
3epmmey (HBSC), aneymemmik-3K0HOMUKasbiK Mopmebe.
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X.E. BATTAKOBA, C.5. MYKALLEBA, T.U1. CIlTAXXHEBA,

L.3. ABOPAXMAHOBA, A.A. ADAEBA

HauuoHanbHbIl ueHmp pobrnem ¢hopmuposaHusi

300p08020 0bpa3a Xu3Hu, 2. Anmamai, KasaxcmaH

B3AMMOCB#A3b MEXXOY COLIMANTIbHO-3KOHOMUYECKUM
NONOXEHUEM U NOBEOEHMEM, CBA3AHHbLIM CO 300PO-
BbEM, CPEOX NOAPOCTKOB: MMNOTHOE UCCNEOQOBAHUE
B KA3AXCTAHE

B3anmocBa3b Mexay coumanbHO-3KOHOMUYECKUM CTaTycoM
(C3C) n 300poBLEM MOAPOCTKOB LUMPOKO U3yYaeTcsi B 0OLLECTBEH-
HOM 3apaBooxpaHeHuu. B gaHHoi pabote Llkana gocraTtka cembu
II (FAS Il) ncnonb3oanacs ans onpefenexnms COC yyacTHUKOB Ans
nccnenoBaHus B3anMocssan Mexay COC ceMbm 1 onpeaeneHHbIMr
nokasaTensiMu 340poBbsi U NOBeAEHNS NOAPOCTKOB.

Lenb nccnepoBaHus. Llenbio gaHHon paboTbl sBNsinock
N3y4YeHne B3aMMOCBSA3M MeXzy COLManbHO-3KOHOMUYECKUM MOJ1o-

)KEHNeM CeMbM 1 HEKOTOPbIMU acriekTamMu NoBeaeHUst NoApPOCTKOB
11,13,15 neT B OTHOLIEHMWN 300POBbA.

MaTepuanbl u MmetoAbl. Bbinn ncnonb3oBaHbl faHHbIE U3 UC-
cnepnoBaHus NoBedeHus Aeten wkonbHoro Bo3pacta (HBSC), npo-
BefeHHoro cpeau aeten 11,13 n 15 net B AkTiobuHCKOM obrnacTu.
MpoaHanuaupoBaHa Koppensuus goctatka CeMbU U CrieayoLwmnMm
nokasaTensiMy 300pOBbs: CaMOOLIEHKa 340POBbS, YAOBMNETBOPEH-
HOCTb >XU3HbI0, MHOXECTBEHHbIE Xarnobbl Ha 340pPOBbE, TPaBMbl,
TpebytoLme MeaMLMHCKOro BMELLATENbCTBA, eXXKeAHEBHbI 3aBTpak,
notpebneHue gpykToB, NoTpebneHne crnagknx 6e3ankoronbHbIX
HanuTKoB, YMcTka 3yboB, noTpebneHue Tabaka, pusnyeckas akTuB-
HocTb cpeam 11-15-neTHux aeten. ina onpeaeneHns ypoBHS AoCTaT-
ka cembM 661 cnonb3oBaH nHaukatop Family Affluence Scale (FAS),
LWkana goctatka ceMbu. KoppensumoHHbI aHann3 1 MeTof OTHO-
weHusi waxcoB (OR) 6bnm ucnonb3oBaHbl ANs aHanusa AaHHbIX.

Pe3ynkTaTtbl 1 06cyxaeHue. Manbunkm ¢ 6onee BbICOKMMU
6annamu no wkane FAS |l (6onee BbICOKMIN [OCTATOK CEMbWU) C
6ornbLue BEpOATHOCTHI0 MMENM BhiLLE YAOBIETBOPEHHOCTb XU3HbIO
(OR 0.47, O 0.25-0.9, p<0.05), yaLLe BbISIBNEHO HanMyne Tpaem,
Tpebyolwmnx meamuuHckoro BHUManus (OR 2.14, O 1.36-3.38,
p<0.01). Takke c yBenuyeHuem goctaTka CeEMbW YBENMYMBaETCS
[0ns Manbs4YMKoB, yNoTpebnsaowmx dpyKTbl HA eXXeLHEBHON OCHO-
Be (OR 1.69, AN 1.06-2.69, p<0.05). eBo4ku c Gonee BbICOKMMM
6annamu no wkane FAS |l (Bonee BbICOKMIN [OCTATOK CEMbW) C
6onbLuelt BEPOATHOCTLIO YNCTWIM 3yObl Yalle OAHOro pasa B AeHb
(OR 0.44, oW 0.27-0.73, p<0.01). He 6bIno BbIABNEHO 3HAYMMOW
B3anMocCBA3n mexay 6annamu no Lkane goctatka cembu n He-
KOTOPbIMW UHAMKATOpaMu 300POBbS U NMOBEAEHMS.

BbiBogbl. Pe3ynsrathl nokasanu cnabyto koppensiuuio 6annos
no LLikane goctaTtka cemMby 1 nokasaTensiMm 30opoBbs U NOBeAEHNS
cpeau Marnb4vMKoB U AeBOYEK B NMUIOTHOW Bbibopke. Heobxogumo
OanbHelllee n3y4yeHne B3auMOCBsI3V JoCTaTka CeMbM U nokasare-
NSIMU 300POBbSI U MOBEAEHNS HA OCHOBE HaLMOHanbHbIX AaHHbIX.

Knroyeenie cnoea: HepaseHcmeo 8 300posbe, wkasna 00-
cmamka cembUu, nogedeHue 8 omHoweHuUU 300po8bsi, MOOPOCMKU,
uccnedosaHue nosedeHusi demel wkonbHoeo eo3pacma (HBSC),
coyuarnbHO-3KOHOMUYECKULU crmamyc.
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