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BACKGROUND INFORMATION ON HBSC

The study “Health Behaviours in School-aged Children - 11, 13, and 15 years old” (HBSC) is the only
international study of the WHO Regional Office for Europe, that goes beyond its geographical boundaries.
This study focuses on adolescent health-related behaviours in a large number of countries.

Being a fully-fledged member of this project has also made it possible to follow a periodic cycle of conducting
this study, a cycle that is suggested and mandatory for all members of this network. This periodicity is
applied every 4 years on the basis of the use of a standard questionnaire as the survey tool, distributed
by the project management office in all member states. The International Protocol is reviewed during each
survey cycle in preparation for the next phase of data collection. Following the review, the existing items
may be retained, modified, or replaced. New topics may also be introduced.

The use of an international prototype questionnaire, unique to all member countries, with minor adjustments
to the health and educational specificities of our country (and every other member) is a necessary condition
for carrying out this study. Consequently, the questionnaire at hand, which is the main research instrument
applied in Albania, is identical to the one used by all member states.

At the same time, the questionnaire is the same as the one used from the beginning of the study for our
country until today. This fact makes it possible to compare data and draw conclusions about the behaviours
of school-aged children between different countries applying this project, as well as to compare these
data across different time periods within the same country, pointing to behavioural changes, as well as
developmental trends for different behaviours in adolescents. Such data make it possible to anticipate
adolescent behavioural developments with sound government policies in their respective countries,
favouring the success of these policies and achieving national-level objectives.

Albania has become part of the network of countries participating in the HBSC study since 2007 In 2009,
our country participated in the 2009-2010 HBSC study, along with 43 other countries from Europe and
North America. Since 2013, Albania has been part of both HBSC European Reports’:2.

The study aims to achieve a set of objectives of a general nature for all member states, but also a set of
objectives specific to each country in particular. Among these goals we can mention:
N To initiate and sustain national and international research on healthy behaviour in school-aged
children and adolescents;
N To contribute to theoretical, conceptual, and methodological development in the area of research
on health and well-being, health behaviour and the social context of health in school-aged children;
N To contribute to the global knowledge base on adolescent health, with a particular focus on health
and well-being, health behaviour, and the social context of health;
N To disseminate findings to relevant audiences including researchers, health and education policy
makers, health promotion practitioners, teachers, parents, and young people;
N To link to WHO obijectives, especially in relation to Investing in Children: the European Child and
Adolescent Health Strategy 2015-20207
N To inform and support the development of health promotion programmes and interventions with
school-aged children;
N To promote and support the establishment of national expertise on healthy behaviour in children
of this age; and
N To establish and strengthen an international network of experts in the field of healthy behaviour
in school-aged children.
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The end goal of the HBSC study is to improve the health and well-being of young people. There are a
number of ways in which the survey could influence policy*5 through:

Increasing national and international research capacity
Generating evidence on adolescent health
Benchmark for change

Advocating

K KKLK

The main areas of HBSC include:
Family affluence
Peer relationships
School environment
Health behaviours
Risk behaviours
Sexual behaviours
Body image

Bullying

Health complaints
Injuries and violence
Life satisfaction

Oral health
Self-rated health
COVID-19

/4
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The novelty of the HBSC study is that young people participating in this study are not only “subject” to
the study, but at the same time they are partners in creating a database that will influence policymakers'
decision-making, public health experts, teachers, parents, and other important stakeholders in the place
where these young people live. Their participation provides a deep and comprehensible vision of what they
would like to be, growing socially in this current period of development.

The HBSC study has been and will be an appeal for policymakers and professionals to hear more about
their children’s voice, stemming from the data of the study in question, and to ensure that these voices guide
their efforts to cope with and confront health problems throughout its breadth, both presently and in the future.
The periodic data of this study are important challenges for positive developments in the field of health and in
all other areas such as social, economic, educational, etc., within which school-aged children grow and develop.

Content of the report

This report includes the main findings of the 2021/22 HBSC study conducted at a national level in Albania.
It includes almost all topics addressed in the questionnaire. Each topic is detailed in the report with a brief
description of the importance of the issue based on the background information from the 2021-22 HBSC
internal study protocol. In the results part, it provides a description of each measured indicator explaining
also the content of the questions.

Results are presented disaggregated by sex and age of the children. For the first time, this report contains
data related to COVID-19 and its impact on adolescent life. Lastly, for the topics with sufficient data,
comparisons were made with the previous HBSC rounds which were conducted in Albania in 2013/14 and
2017/18.
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AIM AND OBJECTIVES OF THE STUDY

The study of the assessment of health behaviours in school-aged children aims to enhance our understanding
of healthy adolescent behaviours, as well as adolescent health, and well-being in their social context.

Main objectives of this study include:

N To describe the social context of youth health: family life, peer relationships, and the school
environment;

N To assess health-related behaviours: eating habits, physical activity, oral health.

N To describe the current state of mental health and well-being of young people: positive health,
major health complaints, sleep patterns, sense of loneliness and anxiety disorders, weight and
body image,;

N To assess the prevalence of risky behaviours: smoking, alcohol and drug use, sexual intercourse
at an early age, fighting and bullying, physical and emotional abuse;

N To assess the relationship between the social context of youth health / health status / youth-
related health behaviours / youth risk behaviours and their demographic characteristics (age and sex).

N To describe the impact of COVID-19 on Albanian adolescent’s life.

METHODOLOGY

HBSC is a school-based study, based on self-administration of questionnaires by children in classes. The
international standard questionnaire developed and updated every four years enables the collection of
common data across all participating countries and thus enables the quantification of patterns of key health
behaviours, health indicators, and contextual variables. These data allow comparisons to be made between
countries, enabling subsequent studies to analyse trends.

Study design

During May 2022, a cross-sectional study was conducted in all 12 prefectures of Albania among children
aged 11, 13, and 15 years. Three age groups of children were sampled according to time periods that
represent the onset of adolescence - age 11; the challenge of physical and emotional change - age 13; the
years when very important life and career decisions are beginning to be made — age 15.

Target population

The specific population selected for the sample included children of school age (11, 13, and 15 years old),
that is, those in their 12th, 14th and 16th. According to the study protocol, it was strongly recommended
that the first priority should be to produce a basic country sample.

Sample size

Based on the HBSC international protocol, the minimum sample size needed for each age group was 1550,
amounting to a total of 4650 students. To increase the power of the study and considering the possible
rate of refusal to participate in the study, a sample of 5612 individuals was calculated. During fieldwork, the
total number of students recruited was 5545, but the number of those involved in the study was 5454. The
technique used for sampling was “cluster sampling’ the cluster being the school class. The school classes
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were randomly sampled. The recommended minimum sample size for each of the three age groups was
1550 children. This calculation assumes a confidence interval (Cl) of +/-3% @ 95% and a design effect of
1.2 based on analyses of the 1993-94 and 1997-1998 survey.

Drawing the Sample

In terms of the sampling procedure, age was the first priority, assuring that each of the three age group
samples was drawn from all those in the appropriate age group.The sampling technique consisted of
a stratified multistage cluster sampling with probability proportional to size (PPS). The stratification was
based on the prefectures of Albania, both in rural and urban areas. Of note, the size of the population is
more or less equal in the urban and rural areas of the country.

Such stratification was used to ensure a fair representation of the sample at the national level. After the
stratification process (12 strata/prefectures), the following stages were performed in the sampling process:
The stratification was based on the prefectures of Albania, both in rural and urban areas. The size of the
population is more or less equal in the urban and rural areas of the country.

Such stratification was used to ensure a fair representation of the sample at the national level. After the
stratification process (12 strata/prefectures), the sampling process followed several stages. For all stages,
the respective sample selected was extracted from the database of the Ministry of Education and Sport.

The study was conducted at the end of the 2021-2022 academic year, and children of a specific age group
were likely to be found across two different grade levels. For instance, children belonging to the age group
of 11 year olds were in the 5" and 6" grade. Children belonging to the age group of 13 year olds were both
in the 71" and 8" grade, and children belonging to the age group of 15 years old were both the 9" and 10t
grades.

As a result, the target population of the study (ages 11, 13, and 15 years) was distributed in six grades,
specifically from 5™ grade (11 years old) to 10* grade (15 years old), including in the study not only elementary
schools, but also high schools (tenth grade).

After a previous calculation, we decided to carry on with the same distribution of children from the same
age group for each grade (60% of children from the fifth grade and 50% from the sixth grade) making up
the “ equivalent classes” The main sampling unit consisted of the “equivalent class’ i.e., classes formed by
merging of children of the same age, but pertinent to different classes.

The overall number of the study participants was 5545, but 91 questionnaires were excluded from
the analysis because they were incomplete or without valid data. The response rate in the study was:
5454/5545=98.3%. The distribution of children included in the survey (after cleaning the database) is
presented in the table below:
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Table1. Number of young people by prefecture, school, class and place of residence (urban/rural)

:\(')“‘N";f:;gfupper a”:c’l“ub:;e"rf lower  Total Total Total
Prefectures secondary schools secondaryschools number number number
in rural areas in urban areas of schools of classes of students
1 Berat 2 8 10 33 210
2 Dibra 6 6 12 32 252
3 Durrés 6 1 17 73 722
4  Elbasan 7 9 16 52 462
5  Fier 8 9 17 46 392
6  Gjirokastra 2 3 5 1 89
7 Korca 5 6 1 31 217
8 Kukés 5 6 X 29 202
9 Lezha 6 6 12 28 213
10 Shkodra 7 N 18 48 358
1 Tirana 14 19 33 209 2040
12 Vliora 4 10 14 36 297
Total 72 104 176 628 5454

Data collection
The data collection consisted of an anonymous and self-administered structured questionnaire which
comprises mandatory and optional questions, detailed below by age-group:

N 40 mandatory and 14 optional questions for 11-yearolds only
N 41 mandatory and 15 optional questions for 13-year-olds only
N 46 mandatory and 19 optional questions for 15-yearolds only

The administration of the questionnaire was made in the school classroom and the average time to complete
the questionnaire was 35-40 minutes. Confidentiality was extremely important, in order to ensure the
anonymity of students through the process of data collection.

The interviewers, besides the instructions provided to the pupils at the beginning of the questionnaire, also
verbally informed the students and further instructed them regarding the anonymity and confidentiality of
the survey. The study included only those pupils who completed the questionnaire.

The mandatory questionnaire contains the following issues:
N Demographic factors and family affluence

Family communication

Peer Culture

School experience

Electronic Media Communication

Health and Well-being

Health-related behaviours and BMI

Risk Behaviours

Violence and Injuries

Sexual Health (only for students aged 15)

K LKLKLEKEKEKLILKLK
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For the first time, additional new mandatory questions are included in the mandatory questionnaire, as
detailed below:

WHO-5 Wellbeing Index

E-cigarette use in lifetime and last 30 days
Loneliness

General self-efficacy

Cohen Perceived Stress Scale

ok d -

The optional questions cover the following issues:
N Mental health (sleep disorder; emotional and social loneliness)
COVID-19
Eating and dieting
Sexual health (only for students aged 15)
Child maltreatment (only for students aged 15)

¥ KLKLUK

Steps for conducting the field work

Field work approach was based on the experience drawn from the previous three rounds of HBSC. An
invitation letter was sent by the Dean of the Faculty of Medicine in June 2021 to all relevant institutions for
the appointment of a representative as a member of the Working Group for conducting the HBSC study.
The HBSC Working Group consisted of representatives from the Faculty of Medicine, the Institute of Public
Health, the Ministry of Health and Social Protection, the Ministry of Education and Sports, Agency for Pre-
University Education Quality Assurance (ASCAP), and Health Care Service Operator.

The main task of the working group was the finalization of the questionnaire that will be used in the study as
well as the facilitation of the data collection process. During the preparatory work, several meetings were
held with the members of the working group as well as with representatives from UNICEF, UNFPA, WHO,
and the project “Schools for Health” during which the content of questionnaire and optional questions that
can be included in the study were discussed.

After finalizing the questionnaire, a request was sent to MoES to facilitate the data collection process.
After receiving the ethical approval of the study from the Ethics Council at UMT, the Ministry of Education
and Sports informed all the Regional Directorates of Education about the HBSC survey and ensured an
updated database of all schools at a regional (prefecture) level. Also, one week before starting the survey,
the selected schools were notified about the timeline of the study and were asked to facilitate the data
collection process.

The second step of the preparatory work was to train the interviewers. Before starting the field work,
the research team organized a one-day training for all interviewers, who were mainly health promotion
specialists at local level with experience in conducting population-based surveys. All interviewers had also
participated in other school-based surveys conducted recently. They received detailed instructions and
guidance on how to maintain confidentiality and how to avoid influenced responses.

A pilot study of the full (draft) national questionnaire was carried out prior to data collection. The purpose of
the piloting was to prepare for national data collection by testing the pupils’ capacity for completion within
the given time, particularly for the youngest age group.

This process offered the final opportunity to observe the whole administration procedure within the school,
ensuring that instructions for those administering and conducting the survey were adequate, and were
being followed. The pilot study included all interviewers who were divided in 2 schools covering the three
age-groups. The filed work was conducted during the period 9-30 May 2022.
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Ethical issues of the survey

All students were informed about the aim and objectives of the study and were provided with sufficiently
detailed explanations on the particular aspects related to the anonymity of the survey. The study was
approved by the Ethical Council at the University of Medicine, Tirana on 5" April 2022 and the process
was confirmed by the Ministry of Education and Sports. Additionally, the Faculty of Medicine informed the
Commissioner for Information about the survey.

Data Analysis

Statistical analyses identified meaningful differences in the prevalence of health and social indicators
by gender and age group. For categorical variables (nominal including also binary/dichotomous, and/or
ordinal scale variables), absolute numbers and their respective proportions (percentages) were calculated
and reported in tables. For the numerical variables, measures of central tendency and dispersion were
calculated. The Chi-squared test and Fisher’s exact test were used for the comparison of proportions of
categorical variables (i.e., for the assessment of potential differences related to gender and age group).The
Mann-Whitney test and Student's t-test were used to compare the median and mean values of numerical
variables.In all cases, a p-value <0.05 was considered as statistically significant. All the statistical analyses
were performed using SPSS (Statistical Package for Social Sciences, version 22.0).

MAIN AREAS OF THE HBSC STUDY

Social inequality

Assessment of adolescents’ social and economic status (SES) is central to the investigation of social and
economic inequalities in health. As adolescents taking part in the HBSC study have not completed their
education and do not yet (fully) participate in the labour market, it is not possible to assess their SES based
on their own income, occupation or level of education, as is regularly done for adults®. In addition, it cannot
be expected of adolescents of all ages to reliably report on their parents’ income, occupation or level of
education.

A viable alternative to assessing adolescent SES lies in the Family Affluence Scale (FAS), based on simple
indicators of affluence in the respondent’s home 87,

HBSC studies conducted in different countries have found family affluence to be associated with a number
of outcomes. Young people from less affluent families show lower life-satisfaction® and report worse
parent-child relations)®, and less teacher connectedness™. Moreover, less affluent adolescents consume
more sugarsweetened soft drinks (Simon et al., 2018), fewer fruits and vegetables’ and show lower levels
of physical activity and higher rates of overweight/obesity'>,

Family communication

Communication with parents is considered to be an indicator of both social support from parents and
family connectedness with parents remaining an important source of support throughout the adolescent
period. Open communication is one aspect of good parent—child relationships that plays a critical role in
maintaining the healthy function of the family system and children’s development.

Various studies also suggest that an improvement in the quality of communication between a child and
a parent reduces the risk of poor academic achievement and low self-esteem among children™. The
investigation of young people's views on how easy they find it to communicate with family members, and
particularly with their parents, is a priority of the HBSC study'®.
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Peer culture

Peers fulfil important roles in the development of young people. Peer groups are an important source
of support and a basic guide in this social learning process. During this period, adolescents are not only
dealing with changes in their school environment, but also with transformations in their bodies, emotions,
and social relationships. During this developmental stage, not only can the support they receive from peers
have a strong impact on how they cope with these changes, but it can also affect their psychosocial well-
being’. Highly supportive friendships are associated with better social competencies'®), less feelings of
loneliness'™, wider peer acceptance, and even academic outcomes?.

While research on peer groups has long focused on their role in reinforcing maladaptive behaviour (e.g.,
substance use), the peer group is also a place where self-enhancing and healthy behaviour can be
reinforced. An in-depth understanding of the mechanisms and processes through which peers promote
change in adolescents’ health attitudes and behaviours (positively and negatively) is of great importance in
order to develop policies that aim to promote health and prevent risk behaviours in adolescents.

Electronic Media Communication (EMC)

Social media, such as social network sites (e.g., Instagram) and instant messengers (e.g., Snapchat,
WhatsApp), are strongly integrated into the daily lives of many adolescents. In 2017/18, 35% of adolescents
between 11 and 15 years old in Europe and Canada reported having contact with peers and others via social
media almost all the time throughout the day?'.

There are concerns that intensive (i.e., highly frequent) social media use (SMU) is detrimental to several
domains of adolescent well-being. Recent evidence suggests that moderate SMU is indicative of healthy
adolescent behaviour, as both excessive as well as non-users of SMU report lower well-being than moderate
users?23 At the same time, there is growing consensus that the aetiology of SMU is rather complex, with
recent review studies concluding that the effect of SMU is dependent on the type of use (i.e., active or
passive), the individual characteristics of the adolescent, as well as the adolescent’s social context?*2%. In
line with this proposition, longitudinal research suggests that the effect of SMU differs from adolescent to
adolescent?,

In addition, concerns have been raised about the addictive potential of social media. In 2017/18, about 7%
of adolescents reported problematic SMU?'. These adolescents report multiple symptoms of addiction
regarding their SMU, such as loss of control or serious problems with family because of their SMU?’.

School experience

Children and adolescents spend a substantial amount of time in the school setting. School therefore
constitutes a significant influence on children’s cognitive, social, and emotional development?82°,

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

Measurement of school characteristics included assessment of school satisfaction, school pressure, peer
to-peer support, as well as teachers’ support.

N School satisfaction consistently been negatively associated with compromising health
behaviours, such as cigarette smoking, alcohol consumption, marijuana use, and gambling
behaviour®’,®2. Also, consistent associations between low school satisfaction, lower self-rated
health and increased somatic and psychological symptoms have been documented?:.

N Schoolwork pressure, which is an indicator related to school-related stress, has shown consistent
associations with more compromising health behaviours, as well as frequent health complaints
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(headache, abdominal pain, backache, dizziness) and psychological complaints, such as feeling
sad, tense, nervous and depressed®. High levels of schoolwork pressure are also associated with
poorer mental health across HBSC countries®®.

N School support, conceptualised as teacher support and classmate support, is often linked with
positive health outcomes. Teacher support is related to better mental health® as well as lower
early alcohol use®, lower risk of daily smoking, and lower risk of weekly cannabis use®. Classmate
support, which refers to the perceived acceptance and assistance offered to adolescents by their
classmates, has also been linked with lower somatic complaints such as headache, abdominal
pain, backache, and dizziness®.

Eating habits

Healthy eating habits during childhood and adolescence promote optimal childhood health, growth and
development. Healthy dietary patterns also prevent micronutrient deficiencies, obesity, eating disorders,
and dental caries and help prevent non-communicable diseases, such as coronary heart disease, cancer,
and stroke**#!, Eating behaviours and habits acquired during childhood and adolescence often persist into
adulthood*? where the association between diet, ill health and premature mortality is well recognised®.

BREAKFAST CONSUMPTION

Skipping breakfast is common among youth, especially older adolescents and girls, and is associated with
health compromising behaviours*. The family environment influences dietary habits among adolescents,
for example, living in single parent families and in a lower socioeconomic position have been associated with
irregular breakfast consumption among adolescents*4%4647 Cross-sectional and longitudinal studies show
that breakfast consumption is inversely related to BMI and overweight in children and adolescents?#49.5051,
Eating breakfast is thought to reduce snacking and consumption of energy-rich foods of poor nutrient
density. On the other hand, regular and healthy breakfast habits in childhood can track into adulthood 524553,

FOOD FREQUENCY

A healthy diet is well-balanced and varied. The WHO recommmends a diet rich in fruit, vegetables, legumes (e.qg.
lentils and beans), nuts and whole grains, and limited in fats (e.g. saturated and trans fats), free sugars and salt.
The indicators that have been used since the 2001/2002 survey are: fruit, vegetables, sugary soft drinks and
sweets. Fruit and vegetables are of high priority for most countries as continued attention to increasing fruit and
vegetable consumption is an important way to optimise diet/nutritional status and to reduce disease risk and
maximise good health®®. Soft drinks (non-diet) and sweets (i.e. candy or chocolate) were selected due to their
popularity in adolescents® and their associated risks with obesity®®, chronic diseases®®’and dental health%.

FAMILY MEALS
In many societies, eating together as a family is a real challenge for many adolescents and their parents,
partly due to the busy schedules of parents and their childrens9°,

More recently the importance of family mealtime on adolescent well-being has emerged. Inverse
associations between frequency of family meals and negative indicators of well-being, such as depression,
suicide ideation, stress, disordered eating and risk behaviours, have been reported®,52. Family meals also
promote positive family interactions, including family communication, child socialisation, and transmission
of values and culture®®2 In general, family meal frequency is positively associated with socio-economic
status or affluence®.

The causal mechanisms between the family setting and healthy meal habits is not clear but socio-cultural
factors as well as demographic and environmental factors are likely to play a role. The HBSC study provides
an opportunity to explore family mealtimes by region and cultures, the family setting/functioning and the
associations with physical and mental health outcomes.
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Oral heath

Oral diseases are very prevalent worldwide, causing pain, discomfort, increasing absenteeism from school
and/or work and reducing quality of life. Poor oral hygiene has been shown to be associated with higher
levels of cardiovascular diseases, inflammation®®, diabetes and hypertension®, and metabolic syndrome®’.
A strong association between inflammatory oral diseases (periodontal diseases) and the four main non-
communicable diseases - diabetes, cancer, cardiovascular diseases and respiratory diseases - has been
confirmed®. Smoking is considered a major risk factor for poor periodontal health®®,7°,

Irregular toothbrushing has been shown to be related to smoking and use of alcohol, whereas habitual
brushers are more sport-oriented than adolescents who brush their teeth irregularly”’. Interestingly,
toothbrushing frequency in adolescence seems to predict educational level 30 years later.

During childhood and adolescence, family and especially parents play a dominant role in encouraging the
adoption of brushing habits in their children’27. Relatively stable patterns of toothbrushing are established
during childhood and adolescence and individuals who brush their teeth more than once a day seem to
have a more stable habit than those who brush less often”. Adolescents who brush more frequently seem
to have more favourable oral hygiene conditions”s7677,

Physical activity

There are substantial health benefits of regular physical activity (PA) for adolescents’. PA and physical
fitness protect against high blood pressure, high blood cholesterol, metabolic syndrome, or low bone
density”. Moreover, regular PA prevents obesity and reduces body weight®. PA also reduces anxiety and
depression, contributing to better mental health and well-being in youth®' as well as enhances concentration
and numerous social health outcomes®.

According toWHO (2020), children and youth aged 5-17 should accumulate at least 60 minutes of moderate-
to vigorous-intensity physical activity daily. However, international guidelines for health-enhancing PA levels
at the population level, in terms of intensity and duration, have been widely debated in recent years. Based
on the existing evidence, the WHO® changed those recommendations as follows: firstly, children and
adolescents should do at least an average of 60 minutes per day of moderate-to-vigorous intensity physical
activity, across the week; most of this physical activity should be aerobic; secondly, vigorous-intensity aerobic
activities, as well as those that strengthen muscle and bone should be incorporated at least 3 days per week.

Mental health and wellbeing

The promotion of mental well-being and the prevention of mental iliness in youth is part of 2021-2030 UN
Sustainable Development Goals®. For purposes of assessing mental health and well-being in children and
adolescents, this round of HBSC included questions on self-rated health, life satisfaction, health complaints,
the WHO 5 Well-Being Index, and loneliness.

SELF-RATED HEALTH

Capturing the WHO definition of mental health as a state of well-being, self-rated health (SRH) is an
important and fundamental indicator of overall well-being. SRH provides a subjective assessment of overall
health that captures the individual’s understanding of their health and their sense of functioning in the
context of physical, psychological, and social factors.

The general perception of a respondent’s own health has been a focus area of public health research for
decades for several reasons®. First and foremost, answers to such questions have been shown to be a strong
predictor of a number of negative health outcomes, associations that persist after controlling for numerous
other risk factors. Second, a single item measure requires respondents to weigh together different aspects of
health status, putting the most emphasis on those aspects of health that they consider relevant.
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Self-rated health is a subjective indicator of general health. In adolescence, it refers not only to the
presence or absence of chronic disease or disability, but also to a more general understanding of self.
Empirical studies have shown that self-rated health is an independent predictor of future morbidity and
mortality even after controlling for other factors®. Poor health in early childhood may result in long-term
negative effects that can continue throughout adolescence into adulthood and may also influence use of
health services®. Adolescent self-rated health is influenced by a broad range of health indicators, including
medical, psychological, socio-environmental and behavioural®®°, and wider social contextual factors such
as family, peers, school and cultural status.

LIFE SATISFACTION

Life satisfaction (LS) is another key measure of adolescent well-being, capturing mainly positive dimensions
of mental health in youth®. It is closely associated with subjective health and well-being®'. Family structure
and psychosocial factors play a role, especially in relation to self-perception and self-esteem?®%.94 The
school environment is also important to adolescent life satisfaction. Academic success has a strong positive
effect on life satisfaction®, while other factors, such as bullying, pose a risk and are associated with low
life satisfaction and subjective health status®.%, Better life satisfaction may act as a buffer against the
negative effects of stress and the development of psychopathological behaviour.

MULTIPLE HEALTH COMPLAINTS

Having multiple health complaints is an important indicator for measuring subjective well-being, as it reflects
individual burden and personal experience related to negative life events in the social context of family,
school and peers?.100.101.102,103.104 = NMyltiple health complaints are highly prevalent among adolescents cross-
nationally’. Age and gender differences and socioeconomic inequality in multiple health complaints have
been recognized. Their recurrence negatively affects adolescents’ everyday functioning and general well-
being '°51%_Multiple health complaints (also known as psychosomatic symptoms or subjective complaints)
are one of the most long-standing measures within the HBSC survey. Health complaints are self-reported health
symptoms, frequently occurring together'”’, and provide an important indicator of mental health and well-being.
Severe symptoms can limit daily functioning and negatively affect the quality of different life aspects™®

WORLD HEALTH ORGANISATION’S FIVE WELL-BEING INDEX

The WHO-5 Well-Being Index measures mental well-being in the previous two weeks and it can also be
used as a screening tool for depression. Originally developed to assess both positive and negative well-
being, this b-item version uses only positively phrased statements to avoid symptom-related language.

SLEEP PATTERNS

Sleep is increasingly recognised as a pillar of health and well-being. The sleep patterns of adolescents
differ on school and non-school days. Because of biological changes with age, adolescents experience
a delay in their bed and wake-up times'® that conflicts with early school start times, leading to shorter
sleep on school days'®". Consistently across the countries, adolescents tend to sleep longer and later
on week-ends and holidays"?"3. Poor sleep is associated with physical and mental health problems, risky
behaviours, poor academic performance, and poorer quality of life in both children and adolescents™. Poor
sleep is also related to physical inactivity, excessive screen time, and poor diet", underscoring the need to
include healthy sleep in youth health promotion efforts.

ANXIETY

Anxiety disorders are among the most prevalent psychiatric conditions in children and adolescents™5, and
thus the experience of anxiety symptoms among these age groups is prevalent. In children and adolescents,
the most common symptoms of anxiety are feelings of tension, apprehension, need for reassurance, and
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irritability. Severe symptoms of anxiety in adolescence can have long-term consequences and lead to,
for example, poor self-perceived health, high general impairment, and low quality of life in adulthood™®.
Furthermore, severe symptoms of anxiety in adolescents are often comorbid with depression and social
phobia™.

The COVID-19 pandemic has been a great challenge for everybody, especially adolescents. The worries
about the coronavirus (e.g. either themselves or their close ones getting infected), social distancing
measures (such as school closures and lockdowns) have disrupted the personal, family, and social lives
of millions of adolescents. Early studies have shown a significant increase in anxiety among children and
adolescents during the COVID-19 pandemic in some countries, but high prevalence of youth anxiety is
likely worldwide and could persist well into the coming years.

EMOTIONAL AND SOCIAL LONELINESS

Loneliness is a painful experience of lacking desired social relationships resulting from a discrepancy
between actual and desired social relationships'®. Loneliness is a negative emotional response to perceived
emotional and social isolation, which is distinct from objective social isolation™?.

Most children experience short-term loneliness as a normal consequence of everyday life’?°. However,
during adolescence, developmental changes and identity exploration along with cognitive and physical
maturation, increase the risk for perceived social isolation and feelings of loneliness'" 1?2, On average, about
10% of school-aged children experience frequent or prolonged loneliness that is associated with various
physical and psychological health consequences'® 24125 such as greater prevalence of psychosomatic
symptoms'?®'?7  poor health behaviours, such as sedentary behaviours®, medicine use'® and sleep
problems. While loneliness is a growing area of research, evidence regarding the risk factors and adverse
health outcomes of loneliness in school-aged children is limited when compared to adults, and comparative
international studies have been limited.

Body image

Body image consists of the self-perceived body shape and size and plays an important role in young
people’s self-esteem’, as well as influences the eating habits and levels of physical activity™. It is a
complex psychological construct that involves body-related thoughts, beliefs, emotions, and behaviours™’.
Body image concerns may range from a mild desire to change one's body characteristics, to pathological
body image disturbances, such as severe eating or body dysmorphic disorders. Positive body image refers
to attitudes and behaviours that reflect a healthy acceptance of and appreciation for one’s body, both
physically and functionally, that go beyond the absence of body dissatisfaction’™?. The core features of
positive body image include body appreciation, an internal orientation toward the body, and satisfaction
with the body’s capabilities™?.

Given that high body dissatisfaction was found to predict a variety of adverse outcomes, including negative
affect and eating pathology'®, it is thus essential to create favourable conditions for strengthening the
factors that provide protection from negative body image among this age group. Particularly, intervention
and prevention programmes that provide adolescents with alternative ways of thinking about ideals, beauty,
and attractiveness may help to alleviate body image concerns. In addition, future interventions should teach
adolescents how to accurately assess their body size, to prevent the potential onset of unfavourable body-
related feelings and experiences.

Body mass index

Body mass index (BMI) is commonly used as a measure of body fatness to evaluate underweight (or
thinness), overweight and obesity™*. While BMI is commonly used to study health problems associated
with weight status at the population level, it is however recognised that this measure has limitations linked
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to the exact values of height and weight. Regardless of the limitations, considering the fact that the HBSC
is a large population-based survey, the self-reported height and weight are collected to compute body mass
index. Overweight and obesity are defined as abnormal or excessive fat accumulation that may impair
health. Obesity has been related to several chronic diseases in adulthood, such as cardiovascular disease,
type-2 diabetes mellitus, and metabolic syndrome™*. Childhood obesity is associated with higher risks of
obesity, premature death and disability in adulthood. In addition, child and adolescent obesity is associated
with breathing difficulties, increased risk of fractures, hypertension, early markers of cardiovascular disease,
insulin resistance and psychosocial conditions such as depression, as well as impaired health-related quality
of life™*1%, On the other hand, underweight (or thinness), defined as low weight for age in children and
adolescents, is associated with a higher risk of infectious diseases, nutritional deficiencies (i.e. insufficient
supply of protein, energy, or micronutrients), metabolic disorders, menstrual irregularity, decreased
cognitive and physical abilities, and for girls of childbearing age, with adverse pregnancy outcomes (e.g.
maternal mortality, delivery complications, preterm birth, intrauterine growth retardation)™.

Alcohol consumption

Adolescence is a key period in the initiation of alcohol-related behaviours, with both drinking and drunkenness
prevalence and frequency substantially increasing from early to late adolescence’™”'38. \Worldwide, more
than a quarter (26.5%) of all 15-19-year-olds are current drinkers (approx. 155 million), with the WHO
European Region showing the highest rates™®. It is important to bear in mind that the young adolescent
brain is not yet fully developed and major structural and functional changes occur during the adolescent
years. As such, the adolescent brain is more vulnerable to the effects of alcohol and other psychoactive
substances than the adult brain™°,

Alcohol consumption, and risky drinking in particular, during adolescence has been shown to be associated
with multiple short- and long- term adverse negative outcomes™ such as physical and mental health
problems™?, initiation of other risk behaviours'3, changes in the development of brain structure'® and
neurocognitive alterations'™4, as well as with alcohol use disorders in adulthood™®. Furthermore, drunkenness
(also called risky single occasion drinking, binge drinking, heavy episodic drinking, and drinking to
intoxication) has been found to be associated with harmful, short-term social and health consequences™®.
The burden of disease attributable to alcohol rises sharply in late adolescence and early adulthood, being
responsible for 4% of incident disability-adjusted life-years (DALYs) in this age group™’.

Tobacco and e-cigarette use

Tobacco smoking continues to be a strong risk factor for respiratory and allergic diseases, cardiovascular
diseases, and cancer'. It remains one of the major risk factors of premature morbidity and mortality. Tobacco
use, particularly cigarette smoking, is the largest cause of health inequalities based on socioeconomic
differences™®; in adolescence, smoking initiation seems to be higher among those from disadvantaged
backgrounds™®.

Adolescence is a crucial age for the initiation and development of tobacco use, so exact epidemiological
data are necessary to support evidence-based preventive interventions™'. Active cigarette smoking by
adolescents has immediate adverse health consequences, including addiction, reduced lung function and
impaired lung growth, and bronchial asthma®.

The use of e-cigarettes has been increasing and has become a significant public health concern. While
some consider them to be a safer alternative to cigarettes, e-cigarettes contain liquid nicotine, which is
the highly addictive component of tobacco. Second-hand vapour from e-cigarettes contains both nicotine
and other toxins. There is limited information on the effect of chronic e-cigarette use on respiratory health,
although a recent study from the US found that teenagers who used e-cigarettes had twice the risk of
respiratory symptoms such as persistent cough, bronchitis, and wheezing, as those who had never used
them'2,
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Cannabis use

Cannabis use is most common among youth and young adults, and less so among older age groups™:®. In
Europe and North America, 15% of 15-year old boys and 11.0% of girls of the same age reported having
used cannabis in their lifetime, and 8.0% of the boys and 5.0% of the girls had used it in the last 30 days'™“.
Scientific evidence demonstrates that cannabis can be a harmful substance, especially for children and
young people who use it regularly’™®. Cannabis use is a risk factor for mental disorders and may trigger
psychosis and depression, particularly among those who are prone to these disorders™®. Early onset and
heavy and accelerated use are related to problems such as impairment in brain development, low height
and weight, anxiety attacks, short-term memory loss and other cognitive disorders', deteriorating school
performance and dropout'®, risk-taking, aggression and delinquency, depression and anxiety'™®, and the
development of the so-called lack-of-motivation syndrome™. The results of a plethora of studies showing
that use of cannabis and harder drugs is connected to negative health risks and psychosocial outcomes
makes assessing and monitoring illicit drug use and its cross-national determinants and consequences a
crucial dimension of the HBSC work.

Sexual health

The risks associated with sexual behaviour among 15-year-olds are linked to the emotional and behavioural
characteristics of adolescence. Early sex has implications for self-perception, well-being, social status and
future health behaviour'®82, Early sexual initiation can be seen as part of broader risk behaviour clusters
including substance use and unprotected sex'%®'64 although along with a direct causal relationship, general
genetic and environmental factors may be important mediators'®. Unprotected and poorly protected
intercourse increase the risk of unintended pregnancy with potentially negative outcomes for adolescents,
including abortion and early parenthood™®. Not using barrier methods of protection increases the risk
of sexually transmitted infections (STls), with serious short- and long-term medical, health, and social
consequences’®.

Early sexual intercourse, an older partner, and alcohol or drug use have been associated with a higher risk
of non-use of contraceptive methods®®%%170 \which in turn has been associated with contraceptive non-
use at most recent intercourse''. Those factors have also been associated with regret or negative feelings
about the timing of first intercourse'?. Studies have documented that a negative experience of first sexual
encounter was likely to impact young people's beliefs about sexuality, their self-confidence as a sexual
partner, or their feelings toward future sexual relations'®. Engagement in risk behaviours, such as alcohol,
tobacco and cannabis use, are predictive of early sexual initiation™.

Bullying and cyberbullying

School bullying is one of the most prevalent forms of youth violence. Bullying has been defined as negative
physical or verbal actions that have hostile intent, cause distress to victims, are repeated over time, and
involve a power differential between bullies and their victims'®', In the past decade, cyberbullying or
electronic bullying has emerged as an additional form of inflicting harm on another person. Cyberbullying can be
defined as intentional behaviour aimed at harming another person or persons through computers, cell phones,
and other electronic devices, and perceived as aversive by the victim'”’. The results of different investigations
show that cyberbullying is related to mental health risks, such as suicidal ideation or lower self-esteem817°,

Victims of bullying have been found to experience a range of problem behaviours, such as psychological
maladjustment’®, psychosomatic health problems™', medicine use'?, depression and anxiety, and in
extreme cases, suicidal behaviour'. Bullying can have particularly negative outcomes when itis experienced
as being on the basis of elements of the young person’s identity such as their ethnic background or their
sexual tendencies’*'8, Most of these consequences can be seen even decades after, including worse
socio-economic status, poorer job performance, and social-relationship difficulties'®. Students who engage
in bullying others may be less interested in school and more likely to engage in health-risk behaviours such
as smoking, drug use, and excessive drinking®.187,
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Fighting
Youth violence is a widespread problem that occurs in all countries and affects a significant number of
children and adolescents. One common form of violence is physical fighting'®.

Involvement in fighting can be seen as part of a constellation of risk behaviours with clear health implications,
as higher levels of physical fighting have consistently been associated with more frequent reports of
negative physical and emotional health outcomes™. Physical fighting has been associated with substance
use and other problem behaviours'™?19192 sych as drug selling, theft and, handgun carrying'®, as well as
health issues such as suicidal ideation™* and short duration of sleep'®.

Child abuse and maltreatment

Violence against children is a major public health problem affecting an estimated one billion children
annually'®. The experience of physical, emotional and sexual abuse and neglect in childhood is associated
with long-term poor physical, mental, and reproductive health outcomes™"%, reduced academic
performance, social, and cognitive functioning and changes in brain development'2%, Violence exposure
in childhood is also associated with a number of high-risk behaviours, such as smoking, alcohol and drug
use and sexually risky behaviours, which in turn increase the risk of cancer and other non-communicable
diseases and sexually transmitted infections?”22, Furthermore, violence exposure in childhood increases
the risk of perpetration and re-victimization throughout the life span and the intergenerational transmission
of violence?03.204.205,

COVID-19

The COVID-19 pandemic was one of the most important events that had a global impact on the context
of well-being, health, and health behaviour for adolescents and their families. In both quantitative and
qualitative data collected during the pandemic, adolescents reported distinct changes in their friendships
and family dynamics?%, related health behaviours?”, as well as mental health?°,

Direct exposure to COVID-19, exposure to COVID-19 in the family, and the measures implemented to
contain the COVID-19 pandemic have potential short- and long-term impacts on adolescents’ well-being,
health, and health behaviours.
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STUDY RESULTS

1. Demographic characteristics

Overall, the 2021/22 HBSC survey in Albania included 5454 students, of whom 2610 (47.9%) were boys
and 2844 (52.1%) were girls. Regarding the age distribution, on the whole, there were 1784 (32.7% of valid
responses) children aged 11 years, further 1785 (32.8%) children aged 13 years, and 1877 (34.5%) young
people aged 15 years (table 1.1).

Table 1.1. Demographic data of young people

Demographic characteristics

Sex:
Male 2610 (47.9)
Female 2844 (52.1)
Age-group
11 years old 1784 (32.7)
13 years old 1785 (32.8)
15 years old 1877 (34.5)

2. Social context

One in four girls and one in nine boys have difficulties in communicating with the father.
One in three of young people communicate online almost all of the time with their close friends.
One in two young people like the school very much.

One in eight young people perceive a lot of pressure from the school.

Almost two in three young people are accepted as they are from their teachers.

One in two young people think that their teacher takes care of them.

vV LKLKLKLUK

The social context was assessed by assessing the communication in the family, peersupport and school
support, which often serve as protective factors.

FAMILY COMMUNICATION

All young people who participated in the 2021-22 HBSC survey in Albania were asked about the easiness
of communication with their parents. The main findings are summarized in table 2.1. Overall, about half
of the young people (49.6%) reported a very easy communication with their fathers, whereas almost
three quarters (72%) of them reported a very easy communication with their mothers. Conversely, a
difficult and/or a very difficult communication with their fathers and mothers were reported respectively
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by approximately 18% and 7% of the young people. Seemingly, Albanian young people do communicate
more easily with their mothers than their fathers, a consistent finding in all three HBSC rounds conducted
in Albania and also compatible with the reports from most of the other countries.

Regarding sex-differences, a difficult and/or a very difficult coommunication with their fathers was reported
by about 12% of the boys and 27% of the girls, a finding which was highly statistically significant
(P<0.001). Regarding the easiness of communication with children’s mothers, a difficult and/or a very
difficult coommunication was reported by 6% of the boys and slightly more than 8% of the girls. There was
evidence of an age gradient: communication with mothers and especially with fathers was more difficult
for older students compared with their younger counterparts (P<0.001).

Table 2.1: How easy is it for you to talk to the following persons about things that really bother you?

Parent/ Gender Age-group
caregiver Boys Girls 11 years 13 years 15 years
Father:
Very easy 1512 (59.5) 1133 (40.6) 1021 (58.7) 892 (51.2) 730 (39.6) 2645 (49.6)
Easy 650 (25.6) 923 (33.1) 479 (27.5) 488 (28.0) 603 (32.7) 1573 (29.5)
Difficult 239 (9.4) 454 (16.3) 164 (9.4) 217 (12.4) 312 (16.9) 693 (13.0)
Very difficult 69 (2.7) 189 (6.8) 32 (1.8) 81 (4.06) 143 (7.8) 258 (4.8)
Don't have/ 70 (2.8) 93 (3.3) 43 (2.5) 65 (3.7) 55 (3.0) 163 (3.1)
see him

2540 2792 1739 1743 1843 5332
Total (100.0%) (100.0%) (100.0%) (100.0%) (100.0%) (100.0%)
Stepfather
(or mother’s
partner):
Very easy 110 (56.3) 34 (1.5) 68 (4.5) 50 (3.6) 26 (1.7) 144 (3.3)
Easy 72 (3.5) 50 (2.1) 45 (3.0) 45 (3.2) 32 (2.1) 122 (2.8)
Difficult 54 (2.6) 38 (1.6) 46 (3.1) 26 (1.9) 20 (1.3) 92 (2.1)
Very difficult 21 (1.0) 21 (0.9) 19 (1.3) 14 (1.0) 9(0.6) 42 (1.0)
Don't have/ 1827 (87.7) 2191 (93.9) 1317 (88.1) 1270 (90.4) 1424 (94.2) 4018 (90.9)
see him 2084 2334 1495 1405 1511 4418
Total (100.0%) (100.0%) (100.0%) (100.0%) (100.0%) (100.0%)
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Mother:
Very easy 1864 (73.8) 1953 (70.1) 1341 (77.3) 1314 (76.1) 1158 (62.8) 3817 (71.9)
Easy 468 (18.5) 569 (20.4) 301 (17.4) 259 (15.0) 476 (25.8) 1037 (19.5)
Difficult 106 (4.2) 166 (6.0) 51 (2.9) 91 (5.3) 127 (6.9) 272 (5.1)
Very difficult 45 (1.8) 63 (2.3) 16 (0.9) 33(1.9) 59 (3.2) 108 (2.0)
Don't have/ 43 (1.7) 35 (1.3) 25 (1.4) 29 (1.7) 24 (1.3) 78 (1.5)
see her

2526 2786 1734 1726 1844 5312
Total (100.0%) (100.0%) (100.0%) (100.0%) (100.0%) (100.0%)
Stepmother
(or father’s
partner)
Very easy 112 (5.4) 37 (1.6) 63 (4.2) 60 (4.4) 26 (1.7) 149 (3.4)
Easy 60 (2.9) 35 (1.5) 40 (2.7) 27 (2.0) 28 (1.9) 95 (2.2)
Difficult 47 (2.3) 38 (1.6) 47 (3.1) 21 (1.5) 17 (1.1) 85 (1.9)
Very difficult 38 (1.8) 21(0.9) 27 (1.8) 16 (1.2) 16 (1.1) 59 (1.3)
Don't have/ 1804 (875) 2188 (94.4)  1318(88.2) 1245(90.9) 1422 (94.2) 3992 (91.1)
see her 2061 2319 1495 1369 1509 4380
Total (100.0%) (100.0%) (100.0%) (100.0%) (100.0%) (100.0%)

COMPARISON WITH PREVIOUS HBSC ROUNDS (HBSC 2013/14 AND HBSC 2017/18)

The recent HBSC round (2021/22), has evidenced pretty similar findings with the previous round conducted
in 2017/18, which reported an increase in children and young people who communicate easily with their
parents compared with the HBSC round conducted in 2013/2014. The findings from the three rounds are
presented in figure 2.2.

Figure 2.2. Very easy communication with parents in the past three rounds of HBSC in Albania
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PEER SUPPORT

Young people were asked about peer culture and support. Main findings related to peersupport are
presented in table 2.3. On the whole, 56% of the young people strongly agreed that their friends really
tried to help them. There were slight gender differences, but a significant age gradient: a higher proportion
among the youngest children strongly agreed that their friends really tried to help, compared with the
oldest students (P<0.001).

Very similar findings were evident for the other statement — on the whole, 53% of the young people very
strongly agreed that they could count on their friends when things go wrong, with some small gender
differences, but a significant age gradient.

About 67% of the young people very strongly agreed that they had friends with whom they could share
their joys and sorrows (66% of the girls vs. 68% of the boys). A similar age relationship was also evident
for this statement, with the oldest youth reporting the lowest rate of very strong agreement (P<0.001).

Lastly, 54% of the young people very strongly agreed that they could talk about their problems with their
friends. There were gender differences (57 % in boys vs. 52% in girls), and also a significant and graded age
relationship: the proportion of young people who very strongly agreed with this statement was the highest
among the youngest students (11 years) and the lowest among the oldest students (15 years).

Table 2.3. Distribution of peer support by gender and age of the young people

Gender Age-group
Peer support Total
Boys Girls 11 years 13 years 15 years

My friends really
try to help me:

Very strongly agree 1481 (579) 1525 (54.4) 1177 (671) 960 (65.0) 864 (46.7) 3006 (56.1)

| can count on my
friends when things
go wrong:

I have friends with
whom | can share
my joys and sor-
rows:

1672 (65.5) 1912 (68.2) 1293 (73.8) 1152 (65.9) 1134 (61.4) 3584 (66.9)
Very strongly agree

I can talk about my
problems with my
friends:

Overall, "peer support” findings of the last HBSC round were generally similar with the results of the
previous HBSC round conducted in 2017-18.
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ONLINE CONTACTS WITH FRIENDS

Young people were also asked about the frequency of online contacts with their friends (table 2.4). On the
whole, about 34% of the young people (similar in both sexes) reported online contacts with close friends
almost all the time. The online contacts with close friends were significantly more prevalent among older
students compared to their younger counterparts (P<0.001).

On the whole, the online contacts with friends exhibited an increase in this round compared with the
2017/18 HBSC round (34% vs. 28%, respectively), which goes in line with the information technology
advancement worldwide.

About 20% of the young people reported online contacts with friends from a larger group, a finding which
was higher in boys than in girls (about 23% vs. 18%, P<0.001), and lower among the youngest people
compared with their older counterparts (P<0.001).

There was also an increase in the prevalence of online contacts with friends from a larger group in this round

of HBSC survey compared with the previous round conducted in 2017/18 (20% vs. 13%, respectively).

Table 2.4. Online contacts with friends by gender and age of the young people

Gender Age-group
Online contacts 959

Boys Girls 11 years 13 years 15 years

Close friends

Almost all the time 856 (33.3) 959 (34.0) 358 (20.3) 650 (370) 803 (43.2) 1815 (33.7)

Friends from a
larger group:

Almostall the time 575 (02 8) 492 (176) 246 (14.2) 407 (23.5) 411 (22.2) 1067 (20.1)

SCHOOL CHARACTERISTICS

Measurement of school characteristics included an assessment of school satisfaction, school pressure,
peerto-peer support, as well as teachers’ support.On the whole, similar to the previous HBSC round (in
2017/18), about half of the young people (49.2%) in the 2021/22 HBSC reported that they like the school a
lot, whereas about 3% did not like the school at all (figure 2.2).

Girls (table 2.4) and boys were almost equally positive (like a lot. 50% vs. 49%, respectively). Similar to
the previous HBSC round (in 2017/18), there was a considerable age gradient in the 2021/22 HBSC round,
too (table 2.4), with the eldest students being far more negative than their younger counterparts (/ike a
lot: 34% among 15-year young people, 42% among those aged 13 years and 73% among the youngest
children; P<0.001).
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Figure 2.2. School satisfaction
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Regarding the schoolwork pressure, overall, about 31% of the young people did not feel any pressure at
all, whereas 15% of them perceived a lot of pressure (figure 2.3). There were gender differences (P<0.01),
with girls feeling "a lot of pressure” more than the boys (18% vs. 11%, respectively) and also a significant
age relationship (P<0.001), with the eldest young people (table 2.4) reporting a substantially higher level of
pressure (23%) compared with the other two age-groups (about 7%).

Figure 2.3. School pressure
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About half of the young people (50.2%) enjoyed being together at school, while 2.7% of them strongly
disagreed with this statement (table 2.4). Boys enjoyed more than the girls staying with their peers
(54% vs. 47%, respectively, P<0.01). Also, there was evidence of a linear association with age, with the
youngest students enjoying (P<0.001) being together with their peers at school (69% vs. 44% among
15-year old students) significantly more. These findings are generally compatible with the previous HBSC
round conducted in 2017/18.

Less than half of the young people (47 %) thought that their peers were kind and helpful, whereas 2.3%
of the them strongly disagreed with this statement (table 2.4). There was a significant association with
gender (50% in boys vs. 45% in girls), and a strong and significant relationship with age: only 39% of young
people aged 15 years considered their peers as kind and helpful compared with 44% of those aged 13
years and 60% of children aged 11 years (P<0.001). These age-differences were also evident, more or less
in the same magnitude, in the previous HBSC round conducted in 2017-18.

About 59% of the young people believed that they were well-accepted by their peers (table 2.4), whereas
2.4% of them strongly opposed such a statement (table 2.4). Boys were more positive on this aspect
(P<0.01), as well as the youngest children (P<0.01) — similar to the previous HBSC round.

About 65% of the young people reported that they were well-accepted by their teachers, and only 1.6%
strongly disagreed with this statement (table 2.4). There were no significant gender differences, but a
strong and linear association with the age group: only 53% of the eldest young people considered that they
were well-accepted by their teachers compared with 61% of those aged 13 years and 81% of the youngest
children (P<0.001), findings which exhibit the same trend as in the previous HBSC round.

Similar findings were noted for the reported care of the teachers toward young people (table 2.4): overall,
about 53% of the young people considered that their respective teachers did care about them, with no
significant gender differences but a graded age relationship (39% of 15-year old people perceived that
their teachers cared about them, compared with 48% among those aged 13 years and 72% among the
youngest). These findings are also compatible with the previous HBSC round.

Likewise, 55% of the young people felt trust in their teachers, while 3.7% of them did not have trust at all
in their teachers (table 2.5). There was a borderline gender difference (56% in boys vs. 54% in girls), but
a fairly strong and highly significant association with age (39% among the eldest students, 49% in those
aged 13 years and 79% among the youngest; P<0.001).
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Table 2.5. School characteristics by gender and age of the young people

School Gender Age-group

characteristic Boys Girls 11 years 13 years 15 years

Liking school:

Like a lot 1252 (48.5%) 1406 (49.8%) 1278(72.6%) 743 (42.0%) 636 (34.0%) 2658 (49.2%)
Like a bit 1067 (41.3%) 1197 (42.4%) 438 (24.9%) 839 (475%) 980 (52.4%) 2264 (41.9%)

[¢) [0) [0) [¢) [¢) [0)
Not very much 164 (6.3%) 138 (4.9%) 27 (1.5%) 111 (6.3%) 164 (8.8%) 302 (5.6%)

(o) o) 0, [0) [0) [0)
Not at all 100 (3.9%) 82 (2.9%) 17 (1.0%) 74 (4.2%) 91 (4.9%) 182 (3.4%)

2583 2823 1760 1767 1871 5406

Total (100.0%) (100.0%) (100.0%)  (100.0%)  (100.0%)  (100.0%)

Pressured by

schoolwork:

896 (34.7%) 754 (26.7%) 846 (479%) 450 (25.5%) 352(18.8%) 1650 (30.5%)
Not at all

873 (33.8%) 848(30.0%) 594 (33.7%) 596 (33.7%) 528(282%) 1721 (31.8%)
A little

524 (20.3%) 732 (25.9%) 244 (13.8%) 453 (25.6%) 557(29.8%) 1256 (23.2%)
Some

290 (11.2%) 494 (175%) 81 (4.6%) 269 (15.2%) 433(23.2%) 784 (14.5%)
A lot

2583 2828 1765 1768 1870 5411

Total (100.0%) (100.0%) (100.0%) (100.0%) (100.0%) (100.0%)
Children
enjoy being
together:

Strongly agree
1381 (63.56%) 1333 (47.2%) 1034 (58.8%) 865 (49.1%) 813 (43.5%) 2714 (50.2%)

Agree
9 742 (28.8%) 815(28.9%) 454 (25.8%) 497 (28.2%) 604 (32.3%) 1557 (28.8%)

Neither/nor
307 (11.9%) 497 (17.6%) 199 (11.3%) 271 (15.4%) 332(177%) 804 (14.9%)

Disagree
78 (3.0%) 101 (3.6%)  38(22%) 66(3.7%) 74(4.0%) 179 (3.3%)
Strongl|
disag_gy 71 (2.8%) 76 (2.7%)  35(2.0%) 63(3.6%) 48(2.6%) 147 (2.7%)
Total 2579 2822 1760 1762 1871 5401
(100.0%) (100.0%) (100.0%)  (100.0%)  (100.0%)  (100.0%)
Students
kind and
helpful:
Strongly agree 1285 (50.0%) 1263 (44.8%) 1054 (59.9%) 769 (43.7%) 723(38.8%) 2548 (473%)
Agree 772 (30.1%) 881(31.3%) 460 (26.2%) 548 (31.2%) 642 (345%) 1653 (30.7%)
Neither/nor 346 (13.5%) 480 (170%) 186 (10.6%) 288 (16.4%) 350 (18.8%) 826 (15.3%)
Disagree 110 4.3%) 127 (45%)  39(2.2%) 100 (5.7%) 97 (5.2%) 237 (4.4%)
Strongly 56 (2.2%) 68 (2.4%) 20(1.1%)  53(3.0%) 51(2.7%) 124 (2.3%)
disag. 2569 2819 1759 1758 1863 5388

Total (100.0%) (100.0%) (100.0%) (100.0%) (100.0%) (100.0%)
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Students
accept me:

Strongly agree

1589 (62.3%) 1590 (56.8%) 1201 (68.8%) 984 (66.4%) 990 (53.5%) 3179 (59.4%)
Agree 649 (25.5%) 718(25.6%) 375(21.5%) 452(25.9%) 538(29.1%) 1367 (25.6%)
Neither/nor 193 (76%)  338(12.1%) 110 (6.3%) 203 (11.6%) 217 (11.7%) 531 (9.9%)
Disagree 58 (2.3%)  88(3.1%)  32(1.8%)  56(32%) 57 (3.1%) 146 (2.7%)
gitsrgg‘?'y 60 (2.4%) 66 (2.4%) 28 (1.6%)  51(2.9%) 47(25%) 126 (2.4%)
2549 2800 1746 1746 1849 5349
Total (100.0%) (100.0%) (100.0%)  (100.0%)  (100.0%)  (100.0%)
Teacher
accepts me:
Strongly agree 1697 (65.6%) 1809 (64.2%) 1434 (812%) 1079(610%) 989 (53.1%) 3506 (64.9%)
Agree 622 (24.0%) 690 (24.5%) 262 (14.8%) 465 (26.3%) 583 (31.3%) 1312 (24.3%)
Neither/nor 168 (6.5%) 226 (8.0%)  43(2.4%)  155(8.8%) 194(104%) 394 (73%)
Disagree 54 (21%)  53(19%)  14(0.8%)  43(24%) 50(27%) 107 (2.0%)
gitsrggg'y 47 (18%)  40(14%)  13(0.7%)  26(15%)  48(2.6%) 87 (1.6%)
2588 2818 1766 1768 1864 5406
Total (100.0%) (100.0%) (100.0%)  (100.0%)  (100.0%)  (100.0%)
Teacher cares
about me:
Strongly agree 1370 (53.3%) 1469 (52.3%) 1264 (71.9%) 840 (478%) 732(39.4%) 2839 (52.8%)
Agree 720 (28.0%) 844 (30.0%) 379 (21.6%) 540 (30.8%) 643 (34.6%) 1564 (29.1%)
Neither/nor 316 (12.3%) 359 (12.8%) 92 (5.2%) 260 (14.8%) 320 (172%) 675 (12.5%)
Disagree 95 (3.7%)  86(3.1%)  14(0.8%)  74(42%) 93(5.0%) 181 (3.4%)
Sgggg'y 68 (2.6%) 53 (1.9%) 8 (0.5%) 42 (2.4%) 71(3.8%) 121(2.2%)
2569 2811 1757 1756 1859 5380
Total (100.0%) (100.0%)  (100.0%)  (100.0%)  (100.0%)  (100.0%)
Feel trust
in teacher:

Strongly agree
Agree
Neither/nor
Disagree

Strongly
disag.

Total

1447 (56.5%)
577 (22.5%)
332 (13.0%)
101 (3.9%)
103 (4.0%)

2560
(100.0%)

1520 (54.4%)
672 (24.1%)
380 (13.6%)
124 (4.4%)
97 (3.5%)

2793
(100.0%)

1377 (78.6%) 857 (49.2%) 729(39.4%) 2967 (55.4%)

279 (15.9%) 445 (25.6%) 525(28.3%) 1249 (23.3%)
72 (41%)  274(15.7%) 364(19.7%) 712 (13.3%)
13 (0.7%) 93 (6.3%) 117 (6.3%) 225 (4.2%)
11 (0.6%) 72 (41%) 117 (6.3%) 200 (3.7%)

1752 1741 1852 5353
(100.0%) (100.0%) (100.0%) (100.0%)
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3. Family affluence

Almost one in five young people aged 11, 13, and 15 years does not own their bedroom.
About one in four young people does not have family car ownership.

Nearly one in four young people does not have a computer at home.

Only one in two young people has been on holiday with their family in the last year.

KKK

The HBSC questionnaire administered to Albanian young people in 2022 consisted of an assessment
of family car ownership, possession of children’s own bedrooms, number of bathrooms in the house,
possession of a dishwasher, possession of computers and number of times that children travelled with
their family members for holiday/vacation during last year.

As for the family car, in total, 26% of the young people reported that their respective families did not own
a car (table 3.1). On the other hand, slightly more than half (52%) of the young people stated that their
families owned one car, whereas the remaining 22% of the young people owned two or more cars. Of
note, similar to the previous HBSC round (in 2017/18), car ownership was more prevalent among boys'’
families than among girls’ (28% of the girls reported no car ownership compared to 24% of the boys;
P=0.003) [figure 3.1].

Figure 3.1. Family car ownership by gender of the young people

52,8% 51,39
27,9%
24,1% 23,2%
I I I I
No Yes, one Yes, two or more

® Boys m Girls

Regarding the age-group, (table 3.1) there were no statistically significant differences in the self-reported
car ownership among children aged 11 years, 13 years, or 15 years (P=0.12), notwithstanding a slightly
higher prevalence of car ownership (at least one car) among the youngest people (11 years of age).
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. Age
Family car Total
11 years 13 years 15 years
436 477 499 1412
No
24.6% 26.9% 26.6% 26.1%
967 899 952 2818
Yes, one
54.6% 50.6% 50.8% 52.0%
367 400 422 1189
Yes, two or more
20.7% 22.5% 22.5% 21.9%
1770 1776 1873 5419
Total
100.0% 100.0% 100.0% 100.0%

Regarding the availability of children's own bedrooms, about one-fifth (19.4%) of the young people did not
have their own bedroom compared with the remaining 80.6% who reported having their own bedroom
(table 3.2). There was a statistically significant difference between boys and girls (P=0.06), with the boys
reporting a higher level of own bedroom (82.4%) compared to the girls (78.9%).

Table 3.2. Own bedroom by gender of the young people

Gender
Own bedroom Total
Boy
456 596 1052
No
17.6% 21.1% 19.4%
2134 2225 4359
Yes
82.4% 78.9% 80.6%
2590 2821 5411
Total
100.0% 100.0% 100.0%

Regarding age differences (figure 3.2), there was evidence of a higher self-reported level of own bedrooms
among the eldest teens (15 years old), compared with those aged 13 years and particularly with the
youngest ones (11 years old): 84.5%, 82.5% and 74.5%, respectively (P<0.001). These findings are very
similar to the previous HBSC round conducted in 2017/18.
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Figure 3.2. Own bedroom by age of the young people

84,5%
15 years

15,5%

13 years 82,5%

17,5%

74,5%
11 years
25,5%
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Regarding the number of bathrooms in the house, overall, only about 2% of the young people reported not
having any, whereas the majority (65.2%) of them stated that they had one bathroom at their houses (table
3.3). Conversely, about 4% of the young people reported having more than two bathrooms. There were no
gender differences for the number of bathrooms at children’s houses (P=0.25).

Table 3.3. Number of bathrooms by gender of the young people

Gender
Number of bathrooms . Total
Boy Girl
62 b4 116
None
2.4% 1.9% 2.1%
1674 1865 3539
One
64.5% 65.9% 65.2%
743 798 1541
Two
28.6% 28.2% 28.4%
115 113 228
More than two
4.4% 4.0% 4.2%
2594 2830 5424
Total
100.0% 100.0% 100.0%

As for age differences (table 3.4), there was evidence of a slightly higher number of bathrooms at the
houses of young people aged 15 years (4.6 % of this age-group reported more than two bathrooms at their
homes compared with 4.1% of children aged 13 years and 3.9% of those aged 11 years).
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Table 3.4. Number of bathrooms by age of the young people

Age
Number of bathrooms d Total
11 years 13 years 15 years
28 46 42 116
None
1.6% 2.6% 2.2% 2.1%
1221 1178 1132 3531
One
68.9% 66.4% 60.5% 65.2%
454 477 610 1541
Two
25.6% 26.9% 32.6% 28.5%
70 72 86 228
More than two
3.9% 4.1% 4.6% 4.2%
1773 1773 1870 5416
Total
100.0% 100.0% 100.0% 100.0%

Regarding the number of computers, on the whole, about 24% of the young people reported not having
any at their homes, whereas 39% of the young people stated that they owned one computer. On the
other hand, about 17% of the young people reported having more than two computers (table 3.5). There
were some slight gender differences regarding the number of computers owned (P=0.025), with the boys
reporting a higher number than the girls (about 18% of the boys reported having more than two computers
vs. 15% of the girls).

Table 3.5. Number of computers by gender of the young people

Gender
Number of computers . Total
Boy Girl
625 659 1284
None
24.1% 23.3% 23.7%
991 1131 2122
One
38.2% 40.0% 39.1%
515 607 1122
Two
19.8% 21.5% 20.7%
466 430 896
More than two
17.9% 15.2% 16.5%
Total 2597 2827 5424
ota
100.0% 100.0% 100.0%

As for age differences (table 3.6), there was evidence of a higher number of computers owned by young
people aged 15 years (only about 20% of this age group reported no computers at their homes compared
with 24% of children aged 13 years and about 27 % of those aged 11 years; P<0.001).
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Table 3.6. Number of computers by age of the young people
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Age
Number of computers Y Total
11 years 13 years 15 years
476 428 379 1283
None
26.9% 24.1% 20.3% 23.7%
725 667 726 2118
One
40.9% 376% 38.8% 39.1%
315 372 434 1121
Two
17.8% 21.0% 23.2% 20.7%
255 308 331 894
More than two
14.4% 17.4% 17.7% 16.5%
1771 1775 1870 5416
Total
100.0% 100.0% 100.0% 100.0%

Regarding the possession of a dishwasher, about two-thirds (65.4%) of the young people did not have a
dishwasher at their homes, compared with 34.6% of them who reported having a dishwasher at home
(table 3.7). There was a highly statistically significant difference between boys and girls (P<0.001), with the
boys reporting a higher possession of a dishwasher (about 40%) compared to the girls (30%).

Table 3.7. Dishwasher at home by gender of the young people

. Gender
Dishwasher at home . Total
Boy Girl
1564 1977 3541
No
60.5% 69.9% 65.4%
1020 852 1872
Yes
39.5% 30.1% 34.6%
2584 2829 5413
Total
100.0% 100.0% 100.0%

Regarding age differences (table 3.8), there was evidence of a lower dishwasher ownership among the
youngest people (11 years old), compared with those aged 13 years and those aged 15 years: about 32%,
35%, and 36%, respectively (P=0.044).
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Table 3.8. Dishwasher at home by age of the young people

Age
Dishwasher at home d Total
11 years 13 years 15 years
1197 1151 1188 3536
No
676% 64.9% 63.8% 65.4%
573 622 675 1870
Yes
32.4% 35.1% 36.2% 34.6%
1770 1773 1863 5406
Total
100.0% 100.0% 100.0% 100.0%

Regarding the number of family holidays, in total, about half of the young people reported not having had
any during last year, whereas slightly more than one-fifth (21.4%) of the young people stated that they
were once for holiday with their respective families. On the other hand, almost another fifth (18.3%) of the
young people reported having had more than two holiday trips during the past year. There was a borderline
significant gender difference in the number of family holidays (P=0.068), with the boys reporting a slightly
higher number than the girls (figure 3.3).

Figure 3.3. Family holidays by gender of the young people

51,4%
48,2%

21,5% 21,2%

19,4%
° 17,2%
10,9% 10,1%
Not at all Once Twice More than twice

® Boys m Girls

As for age differences (table 3.9), there was evidence of a slightly lower number of family holidays among
young people aged 15 years (about 16% of this age group reported more than two holidays during the past
year compared with about 18% of children aged 13 years and 20% of those aged 11 years; P=0.043).



38 Health Behaviour in School-aged Children - 11,13, and 15 years old SURVEY IN ALBANIA

Table 3.9. Family holidays by age of the young people

Age
Family holidays . Total
11 years 13 years 15 years
885 870 950 2705
Not at all
49.9% 48.9% 50.8% 49.9%
352 389 417 1158
Once
19.9% 21.9% 22.3% 21.4%
175 192 200 567
Twice
9.9% 10.8% 10.7% 10.5%
361 327 303 991
More than twice
20.4% 18.4% 16.2% 18.3%
1773 1778 1870 5421
Total
100.0% 100.0% 100.0% 100.0%

4. Health outcomes

N There is a significant improvement in health perception between the last two hbsc stud-
ies in albania. three in four young people in albania perceive their health as excellent.

N The main daily health complaints among young people aged 11, 13, and 15 years include

feeling low, nervousness, irritation, and sleep disorders.

One in four young people goes to bed at midnight or later on schooldays.

Two out of three girls and one in two boys feel lonely, at least occasionally.

N Two in three young people believe they have a good body image.

v K

Assessment of health and well-being consisted in the measurement of self-rated health, life satisfaction,
different health complaints reported by the students for the past 6 months, as well as their perceptions of
their own body image and the self-perceived body mass index (based on self-reported height and weight).

SELF-PERCEIVED HEALTH STATUS

Participants were asked about their self-perceived health status. Response options included very good;
good, average, poor. Regarding the self-rated health, on the whole, about three-quarters of the young people
(73%) perceived their current health status as excellent and further 22% as good (table 4.1). Conversely,
only 0.6% of the young people rated their own health as poor. Boys had a more positive perception of their
own health compared to the girls (about 77% of the boys perceived their health as excellent vs. 69% of the
girls), a finding which was highly statistically significant (P<0.01).
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Self-rated health . Total
Boy Girl
1994 1967 3961
Excellent
76.8% 69.4% 72.9%
487 700 1187
Good
18.7% 24.7% 21.9%
98 155 253
Fair
3.8% 5.5% 4.7%
19 12 31
Poor
0.7% 0.4% 0.6%
2598 2834 5432
Total
100.0% 100.0% 100.0%

As for age comparisons, there was evidence of a graded inverse and statistically significant difference
in self-rated health between young people of various ages (table 4.2). About 70% of the children aged
15 years rated their health as excellent compared to 73% of those aged 13 years and only 76% of the
youngest people (P=0.001).

Table 4.2. Self-rated health by age of the young people

Age

Self-rated health Total
11 years 13 years 15 years
1352 1293 1311 3956
Excellent
76.2% 72.7% 70.1% 72.9%
340 399 446 1185
Good
19.2% 22.4% 23.8% 21.8%
. 72 82 99 253
Fair
41% 4.6% 5.3% 4.7%
1 4 15 30
Poor
0.6% 0.2% 0.8% 0.6%
1775 1778 1871 5424
Total
100.0% 100.0% 100.0% 100.0%

COMPARISON WITHTHE 2013/14 HBSC AND 2017/18 HBSC SURVEYS

There is evidence of an improvement in the perception of health status among young people in Albania in
the past two HBSC rounds. Thus, in the 2013/14HBSC, only 52% of young people reported a very good
self-perceived health status compared with 73% in the 2017/18 HBSC and/or the current HBSC round
conducted in 2021/22 (figure 4.1).
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Figure 4.1. Very good self-perceived health status in the last three rounds of the HBSC survey in Albania

LIFE SATISFACTION

HBSC 2021/22

Assessment of life satisfaction was based on a metric scale from 10 (best possible life for the children) to
0 (worst possible life). Young people were asked to indicate where, in general, they felt they stood on this
scale at the moment (table 4.3). Overall, the mean score of life satisfaction was high (8.7+1.7). The median

score was even higher (9) and the interquartile range was 8-10.

Table 4.3. Life satisfaction in the overall sample of the young people

Number Val_id | 5225
Missing 229
Mean 8.66
Std. Deviation 173
Minimum 0
Maximum 10
25 8.00
Percentiles 50 9.00
75 10.00

The mean score of life satisfaction was slightly higher in boys than in girls (8.8 vs. 8.5, respectively; P<0.01)

[table 4.4].
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Table 4.4. Life satisfaction by gender of the young people

Gender N Mean Std. Deviation Std. Error Mean
Boy 2471 8.84 1.574 .032
Girl 2754 8.49 1.854 .035

Furthermore, there was evidence of significant and graded age differences (table 4.5), with the eldest
youth exhibiting a lower life satisfaction score (8.1) than their younger counterparts (8.7 among children
aged 13 years and 9.2 among those aged 11 years).

Table 4.5. Life satisfaction by gender of the young people

Std. Deviation Std. Error
11 years 1753 9.16 1.368 .033
13 years 1703 8.67 1.735 .042
15 years 1761 8.14 1.902 .045
Total 5217 8.66 1.734 .024

HEALTH COMPLAINTS

The health complaints assessed in the 2021/22 HBSC survey included the frequency of the following
conditions in the past 6 months prior to the survey: headache, stomach-ache, backache, feeling low,
irritability or bad temper, feeling nervous, difficulties in getting to sleep, or feeling dizzy. The distribution
of these conditions (health complaints) in the overall sample of young people included in the survey is
presented in table 4.6.

Table 4.6. Health complaints in the last 6 months

Frequency of selected health complaints in the last 6 months: overall sample

Health
Complaints About every  More than once  About every VAYololUi =1V =18% Rarely or never
day a week week month
Headache 463 (8.8%) 558 (10.6%) 495 (9.4%) 815 (15.4%) 2947 (55.8%)
Stom- 203 (3.9%) 250 (4.8%) 270 (5.2%) 940 (18.1%) 3524 (67.9%)
ach-ache
Backache 364 (7.1%) 297 (5.8%) 344 (6.7%) 683 (13.3%) 3454 (67.2%)
Felilz‘g 831 (16.0%) 735 (14.2%) 614 (11.8%) 981 (18.9%) 2029 (39.1%)
Irritability
or bad 814 (15.8%) 706 (13.7%) 622 (12.1%) 890 (173%) 2116 (41.1%)

temper
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Feeling
nervous

821 (16.0%)

633 (12.3%)

589 (11.5%)

849 (16.5%)

2248 (43.7%)

Difficulties
in getting
to sleep

506 (9.9%)

340 (6.6%)

308 (6.0%)

536 (10.5%)

3439 (67.1%)

Feeling
dizzy

323 (6.3%)

280 (5.4%)

268 (5.2%)

539 (10.5%)

3738 (72.6%)

Overall, the prevalence of very frequent complaints (almost on a daily basis) was the highest for feeling
low, feeling nervous and irritability or bad temper (all three at approximately 16%), followed by difficulties
in getting to sleep (nearly 10%) and headache (almost 9%), whereas it was the lowest for stomach-ache
(3.9%) and feeling dizzy (6.3%).

Similarly, the prevalence of more than once a week was the highest for feeling low and irritability or bad
temper (both about 14%), and the lowest for stomach-ache, feeling dizzy, and backache (4.8%, 5.4%, and
5.8%, respectively). The distribution of health complaints among boys is presented in table 4.7 and among

girls in table 4.8.

Table 4.7. Health complaints in the last 6 months in boys

Health
Complaints

Frequency of selected health complaints in the last 6 months in boys

Nearly every

More than once

Nearly every

Nearly every

Rarely or never

day

a week

week

month

Headache 138 (5.5%) 183 (73%) 183 (7.3%) 402 (16.1%) 1592 (63.7%)
Stom- 91 (3.7%) 81 (3.3%) 124 (5.1%) 357 (14.5%) 1801 (73.4%)
ach-ache ’ ' ' ' ‘
Backache 152 (6.2%) 103 (4.2%) 143 (5.9%) 302 (12.4%) 1733 (71.2%)
Feelinglow 298 (12.2%) 277 (11.3%) 284 (11.6%) 479 (19.6%) 111 (45.4%)
Irritability or o 105 297 (12.2%) 293 (12.0%) 434 (178%) 1160 (47.7%)
bad temper
Fee:l'ggs“e" 276 (11.4%) 259 (10.7%) 269 (11.1%) 429 (177%) 1192 (49.2%)
Difficulties
in gettingto 188 (78%) 135 (5.6%) 133 (5.5%) 240 (9.9%) 1721 (71.2%)
sleep
Feeling 120 (4.9%) 105 (4.3%) 103 (4.2%) 241 (9.9%) 1863 (76.6%)

dizzy
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Table 4.8. Health complaints in the last 6 months in girls

Frequency of selected health complaints in the last 6 months in girls

Health
Complaints Nearly More than Nearly Nearly Rarely or
every day once a week every week every month never
Headache 325 (11.7%) 375 (13.5%) 312 (11.2%) 413 (14.9%) 1355 (48.7%)
Stom- 12 (4.1%) 169 (6.2%) 146 (5.3%) 583 (21.3%) 1723 (63.0%)
ach-ache
Backache 212 (78%) 194 (72%) 201 (7.4%) 381 (14.1%) 1721 (63.5%)
Feelinglow 533 (19.4%) 458 (16.7%) 330 (12.0%) 502 (18.3%)  918(33.5%)
Imitability or = o010 000) 409 (15.1%)  329(12.1%) 456 (16.8%) 956 (35.2%)
bad temper
Feeling 545 (20.1%) 374 (13.8%) 320 (11.8%) 420 (155%) 1056 (38.9%)
nervous
Difficulties
in getting 318 (78%) 205 (7.6%) 175 (6.5%) 296 (10.9%) 1718 (63.3%)
to sleep
F:fz"z';g 203 (75%) 175 (6.4%) 165 (6.1%) 298 (11.0%) 1875 (69.0%)

Regarding gender differences (table 4.7 and table 4.8), there was evidence of a higher prevalence in girls
compared to the boys in the daily frequency of headache (11.7% vs. 5.5%, respectively; P<0.001), feeling
low (19.4% vs. 12.2%, respectively; P<0.001), feeling nervous (20.1% vs. 11.4%, respectively; P<0.001),
and feeling dizzy (7.5% vs. 4.9%, respectively; P<0.001).

COMPARISON WITHTHE 2013/14 HBSC AND 2017/18 HBSC SURVEYS

Overall, in the 2021/22 HBSC survey, there is evidence of an improvement of all health complaints compared
to the 2013/14 HBSC round, whereas findings are similar with the previous round conducted in 2017/18.
Thus, for the frequency once a month there is an improvement of the irritation (from 45% in 2013/14 to
17% in 2021/22). Similarly, for the complaint nervousness there is a significant improvement (from 48%
in 2013/14 to 17% in 2021/22). The prevalence of the monthly frequency of the main health complaints for
the last three HBSC rounds is presented in figure 4.2. However, of note, in all three rounds of the HBSC
survey, girls reported a higher prevalence of health complaints compared to boys.

Figure 4.2. Monthly health complaints in the last three HBSC rounds
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SLEEPING PATTERNS
In the HBSC round conducted in 2021/22, young people were also asked about the time they go to bed
during schooldays and the time they wake up on school mornings.

Regarding the time to bed during schooldays, only 7% of young people reported going to bed no later than
21:00, whereas 6% reported going to bed at 2:00 or even later (table 4.9). Girls went to bed earlier than
boys (no later than 21:00: 8% vs. 6% respectively, and at 2:00 or later: 5% vs. 8%, respectively; P<0.001).
Worryingly, one in four children reported going to bed at midnight or later, an issue which should raise
serious concerns to the parents/caregivers and educators.

Table 4.9. Time to bed on schooldays by gender of the young people

Gender

Time to bed on schooldays

154 227 381
No later than 21:00
5.9% 8.0% 70%
260 376 636
21:30
10.0% 13.3% 1.7%
404 466 870
22:00
15.6% 16.5% 16.0%
388 400 788
22:30
15.0% 14.1% 14.5%
368 3656 733
23:00
14.2% 12.9% 13.5%
288 325 613
23:30
1M1.1% 11.5% 11.3%
245 205 450
00:00
9.4% 72% 8.3%
117 134 251
00:30
4.5% 4. 7% 4.6%
91 106 197
01:00
3.5% 3.7% 3.6%
81 88 169
01:30
3.1% 3.1% 3.1%
197 140 337
02:00 or later
76% 4.9% 6.2%
2593 2832 5425
Total
100.0% 100.0% 100.0%

As for age differences (table 4.10), 11-yearold children went to bed earlier than their older counterparts
(no later than 21:00: about 14% compared with 5% among 13-year-old children and 2.5% in the eldest
children; at 2:00 or later: 2.5% compared with 4.8% among 13-year-old children and 11% in the eldest
ones; P<0.001).
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Table 4.10. Time to bed on schooldays by age of the young people

Time to bed on Age
schooldays
11 years 13 years 15 years
244 90 46 380
No later than 21:00
13.7% 51% 2.5% 70%
395 167 73 635
21:30
22.2% 9.4% 3.9% 1M1.7%
363 328 179 870
22:00
20.4% 18.6% 9.6% 16.1%
273 282 232 787
22:30
15.4% 16.0% 12.4% 14.5%
184 255 294 733
23:00
10.4% 14.4% 15.7% 13.5%
122 223 267 612
23:30
6.9% 12.6% 14.3% 11.3%
86 135 229 450
00:00
4.8% 76% 12.2% 8.3%
27 82 142 251
00:30
1.5% 4.6% 76% 4.6%
23 65 108 196
01:00
1.3% 3.7% 5.8% 3.6%
15 56 97 168
01:30
0.8% 3.2% 5.2% 3.1%
45 85 206 336
02:00 or later
2.5% 4.8% 11.0% 6.2%
1777 1768 1873 5418
Total
100.0% 100.0% 100.0% 100.0%

Regarding the time children wake up on school mornings (table 4.11), on the whole, only 0.7% of the
children reported waking up no later than 5:00, whereas the majority (about 39%) woke up at 7:00 or at
6:30 (24%). Conversely, 4.4% of young people (5.2% of boys vs. 3.7% of girls; P<0.001) reported waking
up at 9:30 or later.
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Table 4.11. Time to rise on school mornings by gender of the young people

SURVEY IN ALBANIA

Time to rise on

school mornings Boy Girl fotal
20 16 36
No later than 5:00
0.8% 0.6% 0.7%
56 43 99
5:30
2.2% 1.5% 1.8%
153 277 430
6:00
5.9% 9.8% 79%
504 793 1297
6:30
19.4% 28.0% 23.9%
1008 1081 2089
7:00
38.9% 38.2% 38.5%
487 309 796
7:30
18.8% 10.9% 14.7%
17 84 201
8:00
45% 3.0% 3.7%
50 63 113
8:30
1.9% 2.2% 2.1%
62 59 121
9:00
2.4% 2.1% 2.2%
135 105 240
9:30 or later
5.2% 3.7% 4.4%
2592 2830 5422
Total
100.0% 100.0% 100.0%

As for age differences (table 4.12), 13-year-old children reported waking up less frequently (1.4%) at 9:30 or
later on school mornings compared with 11-year-old children (5.7 %) or 15-year-old children (6.1%; P<0.001).
Conversely, there were no age differences in waking up very early in the morning (no later than 5:00).
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Table 4.12. Time to rise on school mornings by age-group of the young people
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Time to rise on
school mornings

11 years

13 years

15 years

No later than 5:00

0.7% 0.6% 0.7% 0.7%
25 37 37 99
5:30
1.4% 2.1% 2.0% 1.8%
18 159 147 424
6:00
6.7% 9.0% 8.0% 79%
404 462 412 1278
6:30
23.0% 26.2% 22.4% 23.8%
637 737 696 2070
7:00
36.2% 41.8% 378% 38.6%
224 272 293 789
7:30
12.7% 15.4% 15.9% 14.7%
102 38 60 200
8:00
5.8% 2.2% 3.3% 3.7%
64 13 35 12
8:30
3.6% 0.7% 1.9% 2.1%
75 9 37 121
9:00
4.3% 0.5% 2.0% 2.3%
98 26 M 235
9:30 or later
5.6% 1.5% 6.0% 4.4%
1760 1763 1841 5364
Total
100% 100% 100% 100%

SENSE OF LONELINESS

In the HBSC round conducted in 2021/22, young people were also asked a series of questions about their
perceived sense of loneliness and anxiety disorders.

About 43% of young people had never felt lonely, whereas 2.5% of them always felt lonely (table 4.13).
The sense of loneliness (at least rarely and above) was considerably more prevalent among girls than boys
(around 65% vs. 47%, respectively; P<0.001). Furthermore, the prevalence of always feeling lonely was
more than double in girls compared to the boys (3.4% vs. 1.6%, respectively, P<0.001).
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Table 4.13. Sense of loneliness by gender of the young people

. Gender
Sense of loneliness . Total
Boy Girl
1373 984 2357
Never
52.8% 34.7% 43.4%
666 746 1412
Rarely
25.6% 26.3% 26.0%
407 715 1122
Sometimes
15.7% 25.2% 20.7%
m 295 406
Most of the time
4.3% 10.4% 75%
41 95 136
Always
1.6% 3.4% 2.5%
2598 2835 5433
Total
100.0% 100.0% 100.0%

The age differences were also remarkable (table 4.14): the prevalence of the sense of loneliness (at least
rarely and above) increased with age: was 46% in 11-yearold children, 57% in those aged 13 years and
66% among the eldest individuals (P<0.001). In addition, the prevalence of feeling always lonely was 1.3%
among the youngest children, 2.5% in those aged 13 years and 3.6% in children aged 15 years (P<0.001).

Table 4.14. Sense of loneliness by age of the young people

Age
Sense of loneliness s Total
11 years 13 years 15 years
958 764 632 2354
Never
53.9% 43.1% 33.7% 43.4%
453 482 475 1410
Rarely
25.5% 27.2% 25.3% 26.0%
273 341 507 121
Sometimes
15.4% 19.2% 270% 20.7%
70 141 194 405
Most of the time
3.9% 8.0% 10.3% 75%
24 44 67 135
Always
1.3% 2.5% 3.6% 2.5%
1778 1772 1875 5425
Total
100.0% 100.0% 100.0% 100.0%
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BODY IMAGE

Regarding body image, overall, only 2.2% of the young people perceived their body as much too thin, as
opposed to 2.0% of those who believed they were much too fat (figure 4.3). Almost two-thirds (62%) of
the young people considered they were about right as far as their body weight is concerned. There were
significant gender differences (P=0.007), with girls having a more favourable self-perceived body image
than boys (about right: 63% in girls vs. 61% in boys).

Figure 4.3. Body image by gender of young people

0,
60,6% 63,0%

19,4% 17 59,

15,2% 15.9%
[N ] N

Much too thin A bit too thin About right A bit too fat Much too fat

B Boys H Girls

As for age differences (table 4.15), there was a graded relationship, with younger children (11 years old) having
a more negative view of their body image compared with their older counterparts (about right: 58% in 11 year
olds compared with about 62% among the 13 year olds and 65% among the 15 year olds; P=0.002).

Table 4.15. Body image by age of the young people

Age

Body image Total
11 years 13 years 15 years
. 49 30 38 117
Much too thin
2.8% 1.7% 2.0% 2.2%
. . 294 265 287 846
A bit too thin
16.5% 14.9% 15.3% 15.6%
) 1036 1109 1216 3361
About right
58.2% 62.4% 64.9% 61.9%
. 360 339 300 999
A bit too fat
20.2% 19.1% 16.0% 18.4%
40 35 32 107
Much too fat
2.2% 2.0% 1.7% 2.0%
1779 1778 1873 5430

Total
100.0% 100.0% 100.0% 100.0%
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BODY MASS INDEX

The assessment of body mass was based on the self-reported weight (in kg) and height (in cm). The overall
mean value of body weight (table 4.16) was 50.6+£12.9 kg (median value: 50 kg; interquartile range: 40-59
kg; weight range: 20-114 kg). Mean weight was significantly higher among boys than girls (52.8 kg vs. 48.6
kg, respectively; P<0.001).

On the other hand, mean height (table 4.16) was 160.7+12.3 cm (median value: 161 cm; interquartile range:

152-169 cm; height range: 120-199 cm). Mean height was significantly higher among boys than girls (162.7
cm vs. 158.9 cm, respectively; P<0.001).

Table 4.16. Height and weight in the overall sample of the young people

Parameter Weight (kg) Height (cm)
Number Valid 5037 4964

Missing 417 490
Mean 50.58 160.69
Std. Deviation 12.93 12.26
Minimum 20 120
Maximum 114 199

25 40.00 152.00
Percentiles 50 50.00 161.00

75 59.00 169.00

Mean body mass index (BMI, calculated as weight/height?) (table 4.17) was 19.5+3.5 (median value: 19;
interquartile range: 17-21; range: 11-43). Mean BMI was significantly higher among boys than girls (19.8 vs.
19.2, respectively; P<0.001).

Table 4.17. Body mass index in the overall sample of the young people

Parameter Body mass index

Number Valid 4837
Missing 617
Mean 19.50
Std. Deviation 3.52
Minimum 11.02
Maximum 42.67
25 1715
Percentiles 50 19.04

75 21.45
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5. Health behaviours

Almost one in three young people in Albania conducts physical activity on a daily basis.
One in four young people skips breakfast during weekdays.

Almost one in two young people consumes fruit more than once per day.

One in three young people consumes vegetables more than once per day.

One in four young people consumes different types of sweets more than once per day.
One in five young people consumes artificially sweetened beverages daily.

One in ten young people eats at a fast food restaurant every day.

One in three young people brushes his/her teeth daily.

v KLKLKLKKLIKLK

The assessment of health-related behaviours included the measurement of physical activity, breakfast
consumption, food consumption frequency aspects, family meals, tooth brushing.

PHYSICAL ACTIVITY

The engagement in physical activity was assessed through the following question: During the past 7 days,
on how many days have you been physically active for at least 60 minutes/day? Regarding the frequency
of physical activity (table 5.1), overall, about 29% of the young people exercised on a daily basis and
only about 5% were completely inactive (pointing to an extremely sedentary lifestyle). The frequency of
daily physical exercise was significantly higher among boys compared to the girls (about 36% vs. 22%,
respectively; P<0.001).

Table 5.1. Frequency of physical activity by gender of the young people

Gender
Days per week . Total
Boy Girl
100 174 274
0 days
3.9% 6.2% 51%
152 309 461
1 day
6.0% 11.1% 8.7%
218 428 646
2 days
8.6% 15.3% 12.1%
312 419 731
3 days
12.3% 15.0% 13.7%
328 351 679
4 days
12.9% 12.6% 12.7%
266 273 539
5 days
10.5% 9.8% 10.1%
249 215 464
6 days
9.8% 7.7% 8.7%
908 627 1535
7 days
35.8% 22.4% 28.8%
2533 2796 5329
Total

100.0% 100.0% 100.0%
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As for age differences (table 5.2), the younger children (11 years old) reported a considerably higher frequency
of daily physical activity compared with the 13year olds and especially the eldest (15 year olds) [about 37 %,
29%, and 21%, respectively; P<0.001]. Conversely, the youngest children reported a lower completely
sedentary behaviour compared with the 13 year olds and particularly with the 15-year-old individuals (3.4%,
4.7%, and 7.2%, respectively; P<0.001). These findings are fairly consistent with the previous HBSC round
conducted in 2017/18.

Table 5.2. Frequency of physical activity by age of the young people

Age

Days per week Total
11 years 13 years 15 years
60 82 132 274
0 days
3.4% 4.7% 72% 5.1%
126 144 191 461
1 day
7.2% 8.3% 10.4% 8.7%
169 210 265 644
2 days
9.7% 12.1% 14.4% 12.1%
179 250 301 730
3 days
10.3% 14.4% 16.4% 13.7%
209 230 240 679
4 days
12.0% 13.2% 13.1% 12.8%
191 170 178 539
5 days
10.9% 9.8% 9.7% 10.1%
162 151 150 463
6 days
9.3% 8.7% 8.2% 8.7%
650 505 377 15632
7 days
37.2% 29.0% 20.6% 28.8%
1746 1742 1834 5322
Total
100.0% 100.0% 100.0% 100.0%

Regarding the frequency of vigorous physical activity (table 5.3), on the whole, less than one-third of the
young people (about 27%) exercised vigorously on a daily basis and only about 7% never engaged in such
demanding activities. Similar to any type of physical activity, the frequency of daily vigorous physical exercise
was significantly higher among boys compared to girls (about 35% vs. 21%, respectively; P<0.001). Also,
these findings are very similar to the HBSC round carried out in 2017/18.
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Table 5.3. Frequency of vigorous physical activity by gender of the young people

Days per week Gender Total
r wi
el Boy Girl
890 585 1475
Every day
34.7% 20.8% 274%
598 457 1055
4-6 times a week
23.3% 16.2% 19.6%
412 474 886
3 times a week
16.1% 16.8% 16.5%
228 389 617
2 times a week
8.9% 13.8% 11.5%
180 401 581
Once a week
70% 14.2% 10.8%
41 17 158
Once a month
1.6% 4.2% 2.9%
71 175 246
Less than once a month
2.8% 6.2% 4.6%
144 220 364
Never
5.6% 7.8% 6.8%
2564 2818 5382
Total
100.0% 100.0% 100.0%

As for age differences (table 5.4), likewise the overall physical exercise, the younger children (11 years old)
reported a considerably higher frequency of daily vigorous physical activity compared with the 13-year old
and especially the eldest (15 years) individuals (34%, 28%, and 21%, respectively; P<0.001). On the other
hand, the youngest and the 13-yearold children reported a lower complete absence of engagement in
heavy exercise (5.8% and 5.5%, respectively) compared with the 15-year-old age group (8.9%, P<0.001).
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Table 5.4. Frequency of vigorous physical activity by age of the young people

Age
Days per week Y Total
11 years 13 years 15 years
597 487 387 1471
Every day
34.0% 277% 20.8% 274%
. 388 334 332 1054
4-6 times a week
22.1% 19.0% 17.8% 19.6%
. 277 321 288 886
3 times a week
15.8% 18.3% 15.5% 16.5%
i 181 201 235 617
2 times a week
10.3% 11.5% 12.6% 11.5%
19 196 266 581
Once a week
6.8% 11.2% 14.3% 10.8%
40 44 74 158
Once a month
2.3% 2.5% 4.0% 2.9%
Less than once a 52 76 116 244
month 3.0% 4.3% 6.2% 4.5%
102 96 165 363
Never
5.8% 5.5% 8.9% 6.8%
1756 1755 1863 5374
Total
100.0% 100.0% 100.0% 100.0%

COMPARISON WITH 2017/18 HBSC AND 2013/14 HBSC SURVEYS

In the 2017/18 HBSC there was evidence of an increase in the frequency of physical activity (3-7 days)
compared with the 2013/14HBSC, whereas in the current HBSC conducted in 2021/22 there is evidence of
a decrease in this indicator. Thus, in 2022, 64% of young people reported conducting physical activity 3-7
days per week compared with 77% in 2018 and 74% of young people in 2014 (figure 5.1).

Figure 5.1. Physical activity > 3 days/week in the three last rounds of HBSC in Albania
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Eating habits

BREAKFAST CONSUMPTION

The measurement of breakfast consumption included an assessment of this habit during weekdays and
over weekend. On the whole, more than a quarter (27%) of the young people never had breakfast during
weekdays which is a cause for concern, and around 12% never had breakfast over weekend. Conversely,
about half (48%) of the young people consumed breakfast all weekdays and more than three out of four
young people (77%) consumed breakfast in both weekend days (Table 5.5).

Boys reported consuming breakfast during weekdays more frequently than girls (P<0.001), whereas the
opposite was found for breakfast consumption over weekend. Furthermore, the youngest children (11
years) reported a significantly higher frequency of breakfast consumption during weekdays compared with
the 13year olds and especially 15 year olds (frequency of “five days” consumption: 62%, 46%, and 38%,
respectively; P<0.001).

Table 5.5. Frequency of breakfast consumption during weekdays and weekend by gender and
age of the young people

Frequency of breakfast consumption

Breakfast

Consumption Gender Age-group
Boys Girls 11 years 13 years 15 years

Weekdays:
Never 564 (23.2%) 819(30.6%) 263 (16.0%) 491(29.7%) 625(34.7%) 1383 (271%)
One day 126 (6.2%) 163 (6.1%) 97 (5.9%) 92 (6.6%) 100 (5.6%) 289 (5.7%)
Two days 173 (71%) 210 (7.8%)  120(73%) 106 (6.4%) 157 (8.7%) 383 (7.5%)
Three days 182 (756%) 180 (6.7%) 73 (4.4%) 136(8.2%) 152(8.4%) 362 (71%)
Four days 17 (4.8%) 110(4.1%) 70 (4.3%) 73(4.4%) 84 (4.7%) 227 (4.4%)
Five days 1265 (62.1%) 1196 (44.7%) 1023 (62.2%) 754(456%) 681 (379%) 2461 (48.2%)
Total 2427 2678 1646 1652 1799 5105

(100.0%) (100.0%) (100.0%) (100.0%) (100.0%) (100.0%)
Weekend:
Never 312 (183.3%) 270 (10.0%) 118(72%) 199(12.2%) 265(15.0%) 582 (11.6%)
One day 259 (11.1%) 313 (11.6%) 156 (9.6%) 182 (11.2%) 234(13.2%) 572 (11.4%)
Both days 1771 (75.6%) 2109(78.3%) 1354 (83.2%) 1249(66%) 1270(718%) 3880 (77.1%)
Total 2342 2692 1628 1630 1769 5034

(100.0%) (100.0%) (100.0%) (100.0%) (100.0%) (100.0%)
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COMPARISON WITH 2013/14 HBSC AND 2017/18 HBSC SURVEYS

In the HBSC rounds conducted in 2013/14 and 2017/18, about 23% of young people always skipped
breakfast during the weekdays, whereas in the current HBSC round conducted in 2021/22 breakfast
skipping during weekdays has slightly increased to 27%. Similar findings are evident for the weekends,
where in the two survey rounds conducted in 2013/14 and 2017/18, about 9% of the young people reported
skipping breakfast, whereas in the current round carried out in 2021/22 this indicator has slightly increased
to about 12%.

FRUIT AND VEGETABLE CONSUMPTION

Regarding fruit consumption (table 5.6), overall, a slightly less than half of the young people (45%) reported
consuming fruits more than once daily, whereas only 2% reported no fruit consumption at all. There was
evidence of a significant difference between boys and girls in the frequency of fruit consumption. Hence,
girls reported more frequent fruit consumption than boys (more than once daily: about 47% vs. 42%
respectively; P<0.001). As for the age groups, the frequency of more than once daily consumption of fruits
was the highest among young people aged 11 years (52%), and the lowest among those aged 15 years
(40%) [P<0.001].

Regarding vegetable consumption (table 5.6), on the whole, slightly less than one third of the young people
(about 32%) reported consuming vegetables more than once a day, whereas about 5% of the young
people did not consume vegetables at all. Similarly to fruit consumption, girls reported more frequent
vegetable consumption than boys (more than once daily: 35% vs. 29% respectively; P<0.001). As for the
age-group differences, the frequency of more than once daily consumption of vegetables was significantly
higher among children aged 11 years (about 38%) compared with those aged 13 and/or 15 years (29% in
each; P<0.001).

SWEET CONSUMPTION

Concerning the consumption of sweets, overall, about one-fourth (22%) of the young people reported
eating different types of sweets more than once a day, whereas only about 4% did not consume sweets
at all (table 5.6). Daily consumption of sweets was higher among girls than in boys (about 24% vs. 20%,
respectively; P<0.001). Also, there was evidence of a gradient relationship with age, where young people
aged 15 years reported the highest frequency of daily consumption, whereas the youngest children
reported the lowest (P<0.001).

CONSUMPTION OF SOFT DRINKS
Intake of soft drinks among adolescents is associated with a greater risk of weight gain?®®, obesity?'*?""and
chronic diseases?'??'®and directly affects dental health by providing excessive amounts of sugars 2.

Regarding the frequency of soft drink consumption, on the whole, about 20% of the young people reported
drinking artificially-sweetened beverages, and only 10% did not consume such drinks at all (table 5.6).
Boys reported a slightly higher daily consumption than girls (about 21% vs. 19%, respectively; P<0.001).
Similar to the consumption of sweets, there was a linear association with age, where young people aged
15 years reported the highest frequency of daily consumption of soft drinks, whereas the youngest children
reported the lowest consumption (P<0.001).
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Table 5.6. Frequency of food and beverage consumption by gender and age of the young people

Frequency of food and beverage consumption

Food and
[ JATETe [ Gender Age-group
RS LT Boys Girls 11 years 13 years 15 years
Fruits:
Never 77 (3.0%) 29 (1.0%) 25 (1.4%) 37 (2.1%) 44 (2.4%) 106 (2.0%)
<Once/week 97 (3.8%) 125 (4.4%) 65 (3.7%) 73 (4.1%) 84 (4.5%) 222 (4.1%)
Once/week 136 (5.3%) 162 (5.7 %) 102 (5.8%) 95 (5.4%) 99 (5.3%) 298 (56.5%)
2-4 days/week 455 (17.7%) 466 (16.56%) 235(13.3%) 305 (173%) 379(20.3%) 921 (17.1%)
5-6 days/week 375(14.6%) 305(10.8%) 197 (11.1%) 247 (14.0%) 236 (12.7%) 680 (12.6%)
Once daily 356 (13.8%) 410 (14.5%) 227 (12.8%) 256 (14.5%) 282 (15.1%) 766 (14.2%)
~1 day 1078 (41.9%) 1330 (47.0%) 918 (561.9%) 748 (42.5%) 739 (39.7%) 2408 (44.6%)
Total 2574 2827 1769 1761 1863 5401
(100.0%) (100.0%) (100.0%) (100.0%) (100.0%) (100.0%)
Vegetables:
Never 162 (6.3%) 80 (2.8%) 80 (4.5%) 80 (4.6%) 82 (4.4%) 242 (4.5%)
<once/week 173 (6.8%) 167 (5.9%) 111 (6.3%) 132 (7.5%) 97 (5.2%) 340 (6.3%)
Once/week 225(8.8%) 227 (8.0%) 129 (73%) 175(10.0%) 143 (77%) 452 (8.4%)
2-4 days/week 494 (19.3%) 446 (15.8%) 246 (13.9%) 322 (18.4%) 372(20.0%) 940 (17.5%)
5-6 days/week 435 (17.0%) 426 (15.1%) 255 (14.4%) 284 (16.2%) 322 (17.3%) 861 (16.0%)
Once daily 343 (13.4%) 500 (17.7%) 280 (15.8%) 259 (14.8%) 303 (16.3%) 843 (15.7%)
>1 day 729 (28.5%) 977 (34.6%) 666 (37.7%) 500 (28.5%) 538(29.0%) 1706 (31.7%)
Total 2561 2823 1767 1752 1857 5384
(100.0%) (100.0%) (100.0%) (100.0%) (100.0%) (100.0%)
Sweets:
Never 133 (5.2%) 63 (2.2%) 96 (5.4%) 56 (3.2%) 44 (2.4%) 196 (3.6%)
<once/week 441 (17.2%) 374 (13.3%) 377 (21.4%) 251 (14.3%) 187 (10.1%) 815 (15.1%)
Once/week 411 (16.0%) 421 (14.9%) 371 (21.0%) 262 (14.9%) 197 (10.6%) 832 (15.4%)
2-4 days/week 521 (20.3%) 523 (18.5%) 279 (15.8%) 339(19.3%) 424 (22.8%) 1044 (19.4%)
5-6 days/week 267 (10.4%) 321 (11.4%) 146 (8.3%) 217 (12.4%) 224 (12.1%) 588 (10.9%)
Once daily 285 (11.1%) 448 (15.9%) 221 (12.5%) 234(13.3%) 278(15.0%) 733 (13.6%)
1 day 506 (19.7%) 672 (23.8%) 274 (15.5%) 397 (22.6%) 504 (27.1%) 1178 (21.9%)
Total 2564 2822 1764 1756 1858 5386
(100.0%) (100.0%) (100.0%) (100.0%) (100.0%) (100.0%)
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Soft drinks:
Never 256 (10.0%) 285(10.1%) 250 (14.2%) 164 (9.3%) 127 (6.8%) 541 (10.0%)
<once/week 509 (19.9%) 680 (24.1%) 478(27.1%) 366 (20.9%) 344 (18.5%) 1189 (22.1%)
Once/week 390 (15.2%) 462 (16.4%) 296 (16.8%) 296 (16.9%) 258 (13.9%) 852 (15.8%)
2-4 days/week 399 (156.6%) 365(12.9%) 239 (13.6%) 242(13.8%) 282 (15.2%) 764 (14.2%)
5-6 days/week 242 (9.4%) 214 (7.6 %) 91 (5.2%) 163 (9.3%) 200 (10.8%) 456 (8.5%)
Once daily 233 (9.1%) 278 (9.9%) 154 (8.7 %) 169 (9.6%) 188 (10.1%) 511 (9.5%)
>1 day 533(20.8%) 538(19.1%) 255 (14.5%) 355(20.2%) 459 (24.7%) 1071 (19.9%)
Total 2562 2822 1763 1755 1858 5384
(100.0%) (100.0%) (100.0%) (100.0%) (100.0%) (100.0%)

COMPARISON WITH 2013/14 HBSC AND 2017/18 HBSC SURVEYS

In the current HBSC round conducted in 2021/22, the findings related to fruit and vegetable consumption
are generally similar to the previous round conducted in 2017/18 (figure 5.2). Of note, in the 2017/18
HBSC, compared with the 2013/14 HBSC, there was an improvement in the daily consumption of fruit
and vegetables (including the categories 1 time/day and >1 time/day). Hence, in the 2017/18 HBSC,
consumption of fruit >1 time/day had increased to 47% from 34% in 2014. In 2021/22, it is 45%, which is
very similar to the previous round (in 2017/18).

Figure 5.2. Fruit and vegetable consumption > 1 time/day in the last three rounds of HBSC survey
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On the other hand, consumption of sweets was similar in all three survey rounds. Thus, 22% of young
people reported consuming sweets >1 time/day in all three HBSC rounds. Conversely, daily consumption
of artificially sweetened beverages has slightly but gradually decreased (from 28% in the 2013/14 HBSC,
10 25,6% in the 2017/18 HBSC, and further to 20% in the 2021/22 HBSC).
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FAMILY MEALS

Young people were asked about the frequency of consuming family meals. On the whole, most of the
young people (about 63%) reported having family meals together every day, whereas 1.4% of them never
did so (table 5.7). There were no significant gender differences in this regard (P=0.08).

Table 5.7. Frequency of consuming family meals together by gender of the young people

Family meals Gender Total
i
/ Boy Girl
1633 1730 3363
Every day
63.8% 61.3% 62.5%
608 695 1303
Most days
23.8% 24.6% 24.2%
139 167 306
About once a week
5.4% 5.9% 5.7%
137 195 332
Less often
5.4% 6.9% 6.2%
41 37 78
Never
1.6% 1.3% 1.4%
Total 2558 2824 5382
100.0% 100.0% 100.0%

As for age differences (table 5.8), the eldest adolescents (15 years old) had the lowest daily frequency
of consuming family meals together (567 %) compared with the other two age groups (64% in 13-year-old
individuals and 68% among those aged 11 years), a difference which was highly statistically significant
(P<0.007).

Table 5.8. Frequency of consuming family meals together by age of the young people

A
Family meals - Total
11 years 13 years 15 years
1193 1113 1052 3358
Every day
67.8% 63.5% 56.6% 62.5%
369 418 515 1302
Most days
21.0% 23.8% 27.7% 24.2%
92 100 114 306
About once a week
5.2% 5.7% 6.1% 5.7%
86 105 139 330
Less often
4.9% 6.0% 75% 6.1%
20 18 40 78
Never
1.1% 1.0% 2.2% 1.5%
Total 1760 1754 1860 5374
o
100.0% 100.0% 100.0% 100.0%
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FOOD-RELATED LIFESTYLE ASPECTS

Young people were asked about the frequency of eating in a fast-food restaurant. Overall, only 7% of the
young people reported never eating in a fast-food restaurant, whereas 10.6% of them eat almost every day
(table 5.9). This was significantly more frequent in boys than in girls (about 12.6% vs. 8.9%, respectively;
P<0.001).

Table 5.9. Frequency of eating in a fast-food restaurant by gender of the young people

Frequency of eating in Gender Total
a fast-food restaurant Boy Girl
204 176 380
Never
7.9% 6.2% 7.0%
557 684 1241
Rarely
21.5% 24.1% 22.9%
235 299 534
Once a month
9.1% 10.6% 9.9%
. 448 536 984
2-3 times a month
17.3% 18.9% 18.2%
360 433 793
Once a week
13.9% 15.3% 14.6%
456 454 910
2-4 days a week
176% 16.0% 16.8%
325 252 577
5 days a week or more
12.6% 8.9% 10.6%
Total 2585 2834 5419
0
100% 100% 100%

As for age differences (table 5.10), the eldest youth (15 years old) had the highest daily frequency of
consuming fast food (13.4%) compared with the other two age groups (9.9% in 13-yearold individuals and
8.2% among those aged 11 years), a difference which was highly statistically significant (P<0.001).
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Table 5.10. Frequency of eating in a fast —food restaurant by age of the young people

Frequency of eating in Age Total
a fast-food restaurant 11 years 13 years 15 years
160 124 90 374
Never
9.1% 7% 4.9% 7%
515 372 344 1231
Rarely
29.3% 21.1% 18.7% 23.0%
223 173 132 528
Once a month
12.7% 9.8% 72% 9.8%
320 353 305 978
2-3 times a month
18.2% 20.1% 16.5% 18.2%
209 262 314 785
Once a week
11.9% 14.9% 17.0% 14.6%
188 300 411 899
2-4 days a week
10.7% 17.1% 22.3% 16.8%
145 175 247 567
5 days a week or more
8.2% 9.9% 13.4% 10.6%
1760 1759 1843 5362
Total
100% 100% 100% 100%

TOOTHBRUSHING

Dental care was measured indirectly by asking the young people about the frequency of brushing their
teeth. Overall, only 0.8% of the young people did not brush their teeth at all (table 5.11). On the other hand,
more than half (about 56%) of the young people brushed their teeth more than once a day and further
30% did so at least once a day. Toothbrushing was significantly more prevalent among girls than boys
(prevalence of toothbrushing more than once a day: 66% vs. 46%, respectively; P<0.001).
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Table 5.11. Frequency of toothbrushing by gender of the young people
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. Gender
Toothbrushing . Total
Boy Girl
1190 1855 3045
More than once a day
46.1% 65.6% 56.3%
905 739 1644
Once a day
35.1% 26.1% 30.4%
375 203 578
Once a week
14.5% 72% 10.7%
72 25 97
Less than weekly
2.8% 0.9% 1.8%
39 5 44
Never
1.5% 0.2% 0.8%
2581 2827 5408
Total
100.0% 100.0% 100.0%

Conversely, young people aged 13 years (table 5.12) reported a lower frequency of brushing their teeth
more than once daily (53%) compared with those aged 11 years (58%) and children aged 15 years (57%).

Table 5.12. Frequency of toothbrushing by age of the young people

Age
Toothbrushing Y Total
11 years 13 years 15 years
1028 941 1073 3042
More than once a day

58.3% 53.2% 574% 56.3%

453 583 604 1640

Once a day

25.7% 33.0% 32.3% 30.4%

227 194 156 577

Once a week
12.9% 11.0% 8.3% 10.7%
42 33 22 97
Less than weekly
2.4% 1.9% 1.2% 1.8%
12 18 14 44
Never
0.7% 1.0% 0.7% 0.8%
1762 1769 1869 5400
Total

100.0% 100.0% 100.0% 100.0%
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COMPARISON WITH 2013/2014 HBSC AND 2017/18 HBSC SURVEYS

There were no differences between the three HBSC rounds in terms of toothbrushing. Hence, more than
50% of young people washed their teeth more than once a day in all three survey rounds (55% in the
2013/14 HBSC, 57% in the 2017/18 HBSC, and 56% in the 2021/22 HBSC).

WEIGHT REDUCTION BEHAVIOUR

In the HBSC round conducted in 2021/22, young people were also asked whether they were on a diet or
doing something else to lose weight. Only 10% of the young people reported being on diet for weight
reduction, whereas 56.7% reported that their weight is fine (table 5.13). Girls reported a slightly higher
rate of being on a diet than boys (11% vs. 8.6%, respectively; P<0.001)

Table 5.13. Being on a diet for weight reduction by gender of the young people

Being on a diet for Gender
weight reduction
1543 1512 3055
No, my weight is fine
60.2% 53.5% 56.7%
No, but | should 489 650 139
lose some weight 19.1% 23.0% 21.1%
No, because | need 310 351 661
to put on weight 12.1% 12.4% 12.3%
220 312 532
Yes
8.6% 11.0% 9.9%
2562 2825 5387
Total
100% 100% 100%

Next, young people who reported being on a diet for weight reduction were asked which things they did
to control their weight during the last 12 months (Figure 5.3). The majority of them (17.2%) reported that
they ate smaller amounts, and more than 16% skipped meals or fasted. On the other hand, a considerable
proportion of them (16 %) reported unhealthy weight-reduction practices, such as vomiting (15.9%) or using
diet pills/laxatives (15.4%).
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Figure 5.3. Things that the young people did to control their weight during the last 12 months
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6. Risky behaviours

4

Almost one in ten children aged 11, 13, and 15 years has tried smoking at least 1-2 times
during his/her lifetime.

More than one in ten children aged 11, 13, and 15 are current e-cigarette smokers.

Almost one in six children aged 11, 13, and 15 years has been drunk during his/her lifetime.
One in 20 young people aged 15 years has tried cannabis in his/her lifetime.

One in five young people aged 15 years has had sex in his/her lifetime.

Two in three young people reported having used condoms during their last sexual intercourse.
One in five young people who have had sex reported using birth control pills during the last
sexual intercourse.

More than one in five children aged 11, 13, and 15 years were bullied at school.

One in ten children 11, 13, and 15 years were bullied through the Internet.

N Almost one in ten young people aged 15 years had been physically or emotionally abused
in the past year.

v LKKLKLK

v K

TOBACCO AND E-CIGARETTE USE
Cigarette smoking was based on two questions related to the frequency of lifetime smoking and smoking
during the past month (past 30 days).

The overall prevalence of lifetime smoking (i.e., smoking at least 1-2 days in the life span) among young
people included in this survey was about 12%. It was significantly higher in boys than in girls (about 15%
vs. 9%, respectively; P<0.001). Furthermore, 1.6% of the girls reported having smoked 30 days or more in
their lifetime, compared with 4% of the boys (table 6.1).
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Table 6.1. Lifetime smoking by gender of the young people

e as . Gender
Lifetime smoking . Total
Boy Girl
2147 2533 4680
Never
84.8% 90.7% 87.9%
153 129 282
1-2 days
6.0% 4.6% 5.3%
52 28 80
3-5 days
4 2.1% 1.0% 15%
31 21 52
6-9 da
v 12% 0.8% 1.0%
29 22 51
10-19 days
1.1% 0.8% 1.0%
19 14 33
20-29 days
v 0.8% 0.5% 0.6%
102 46 148
30d e
ays or mor 4.0% 16% 2.8%
2533 2793 5326
Total
100.0% 100.0% 100.0%

The prevalence of lifetime smoking (at least 1-2 days in life span) was highest among the eldest teens (about
21%) compared with those aged 13 years (10%) and particularly those aged 11 years (about 4%) [P<0.001].
Also, the prevalence of smoking at least 30 days during their lifetime (table 6.2) was considerably higher
among the eldest youth (6%) compared with the 13-yearold (1.7%) and the 11-year-old children (0.3%).
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Table 6.2. Lifetime smoking by age of the young people
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Age
Lifetime smoking . Total
11 years 13 years 15 years
1677 1560 1438 4675
Never
95.7% 89.7% 78.8% 87.9%
41 92 148 281
1-2 days
2.3% 5.3% 8.1% 5.3%
10 22 48 80
3-5 days
0.6% 1.3% 2.6% 1.5%
6 18 28 52
6-9 days
0.3% 1.0% 1.5% 1.0%
12 9 30 51
10-19 days
0.7% 0.5% 1.6% 1.0%
1 9 23 33
20-29 days
0.1% 0.5% 1.3% 0.6%
6 30 110 146
30 days or more
0.3% 1.7% 6.0% 2.7%
1753 1740 1825 5318
Total
100.0% 100.0% 100.0% 100.0%

The overall prevalence of past-month smoking (at least 1-2 days) was about 7%, a figure which was
significantly higher in boys than in girls (about 9% vs. 5%, respectively; P<0.001). On the other hand (table
6.3), the overall prevalence of daily smoking was only 1.7%, which was also significantly higher among
boys (table 6.3) than girls (2.6% vs. 0.9%, respectively; P<0.001).



SURVEY IN ALBANIA Health Behaviour in School-aged Children - 11,13, and 15 years old 67

Table 6.3. Days smoked in the past month by gender of the young people

Gender
Last month . Total
Boys Girls
2324 2677 5001
Never
90.6% 95.1% 92.9%
87 64 151
1-2 days
3.4% 2.3% 2.8%
28 16 44
3-5 days
1.1% 0.6% 0.8%
21 13 34
6-9 days
0.8% 0.5% 0.6%
26 15 41
10-19 days
1.0% 0.5% 0.8%
14 6 20
20-29 days
0.5% 0.2% 0.4%
66 24 90
30 days or more
2.6% 0.9% 1.7%
2566 2815 5381
Total
100.0% 100.0% 100.0%

Similar to the lifetime prevalence, the proportion of past-month smoking (at least 1-2 days) was significantly
higher among the eldest youth (12%) compared with children aged 13 years (6%) and especially those
aged 11 years (2%) [P<0.001]. In addition, daily smoking was significantly more prevalent among the eldest
teens (3.8%), whereas in children aged 13 years it was 0.9% and in those aged 11 years it was only 0.3%
(table 6.4).
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Table 6.4. Days smoked in the past month by age of the young people

Age
Last month Y Total
11 years 13 years 15 years
1717 1655 1622 4994
Never
976% 93.9% 876% 92.9%
25 47 79 151
1-2 days
1.4% 2.7% 4.3% 2.8%
4 16 24 44
3-5 days
0.2% 0.9% 1.3% 0.8%
5 14 15 34
6-9 days
0.3% 0.8% 0.8% 0.6%
4 12 25 41
10-19 days
0.2% 0.7% 1.4% 0.8%
0 3 16 19
20-29 days
0.0% 0.2% 0.9% 0.4%
5 15 70 90
30 days or more
0.3% 0.9% 3.8% 1.7%
1760 1762 1851 5373
Total
100.0% 100.0% 100.0% 100.0%

COMPARISON WITH 2013/14 HBSC AND 2017/18 HBSC SURVEYS

Prevalence of lifetime smoking was almost identical in all three HBSC rounds (about 13% in 2014 and/or in
2018, and 12% in 2022). Instead, smoking prevalence in the past month has slightly increased in the 2022
HBSC round in both boys and girls (figure 6.1).
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Figure 6.1. Smoking in the past month in the last three rounds of HBSC in Albania
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E-CIGARETTE USE

For the first time, in the mandatory questionnaire of the HBSC study, two questions on e-cigarette use
among teenagers were included. They describe the frequency of lifetime and past month (past 30 days)
e-cigarette smoking. The overall prevalence of lifetime e-cigarette smoking (i.e., smoking at least 1-2 days in
their lifespan) among young people included in this survey was about 19.5%. It was significantly higher in
boys than in girls (about 26.2% vs. 13.4%, respectively; P<0.001). Furthermore, 1.8% of the girls reported
having smoked 30 days or more in their lifetime, compared with 5% of the boys (table 6.5).

Table 6.5. Lifetime e-cigarette smoking by gender of the young people

Lifetime e-cigarette Gender
smoking
1830 2391 4221
Never
73.8% 86.6% 80.5%
276 170 446
1-2 days
11.1% 6.2% 8.5%
109 66 175
3-5 days
4.4% 2.4% 3.3%
52 37 89
6-9 days
2.1% 1.3% 1.7%
57 32 89
10-19 days
2.3% 1.2% 1.7%
32 15 47
20-29 days
1.3% 0.5% 0.9%
123 51 174
30 days or more
5% 1.8% 3.3%
2479 2762 5241

Total 100% 100% 100%
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The prevalence of lifetime smoking (at least 1-2 days in the lifespan) was the highest among the eldest
teenagers (about 32%) compared with those aged 13 years (19.5%) and particularly those aged 11 years
(about 75%) [P<0.001]. Also, the prevalence of smoking at least 30 days during lifetime (table 6.6) was
considerably higher among the eldest youth (6.5%) compared with the 13-year-old (2.7%) and especially
the 11-year-old children (0.6%).

Table 6.6. Lifetime e-cigarette smoking by age of the young people

Lifetime e-cigarette Age
smoking 11 years 13 years 15 years
1580 1387 1207 4174
Never
92.5% 81.5% 68.0% 80.5%
78 160 205 443
1-2 days
4.6% 9.4% 11.5% 8.5%
20 46 107 173
3-5 days
1.2% 2.7% 6.0% 3.3%
3 20 64 87
6-9 days
0.2% 1.2% 3.6% 1.7%
1 25 53 89
10-19 days
0.6% 1.5% 3.0% 1.7%
6 17 24 47
20-29 days
0.4% 1.0% 1.4% 0.9%
10 46 115 171
30 days or more
0.6% 2.7% 6.5% 3.3%
1708 1701 1775 5184
Total
100% 100% 100% 100%

The overall prevalence of past month e-cigarette smoking (at least 1-2 days) was about 13%, a figure which
was significantly higher in boys than in girls (about 17.6% vs. 8.8%, respectively; P<0.001). On the other
hand, (table 6.7), the overall prevalence of daily smoking was only 1.7%, which was also significantly higher
among boys than girls (2.6% vs. 0.9%, respectively; P<0.001).
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Table 6.7. Days of E-cigarette smoking in the past month by gender of the young people

Last month . Total
Boys Girls
2075 2542 4617
Never
82.4% 91.2% 870%
204 125 329
1-2 days
8.1% 4.5% 6.2%
68 43 M
3-5 days
2.7% 1.5% 2.1%
41 25 66
6-9 days
1.6% 0.9% 1.2%
42 20 62
10-19 days
1.7% 0.7% 1.2%
23 9 32
20-29 days
0.9% 0.3% 0.6%
66 24 90
30 days or more
2.6% 0.9% 1.7%
2519 2788 5307
Total
100% 100% 100%

Similar to the lifetime prevalence, the proportion of past-month e-cigarette smoking (at least 1-2 days) was
significantly higher among the eldest teens (about 21.7%) compared with those aged 13 years (12.6%)
and especially those aged 11 years (4.5%) [P<0.001]. In addition, daily smoking was significantly more
prevalent among the eldest youth (2.9%), whereas in children aged 13 years it was 1.7% and in those aged
11 years it was only 0.4% (table 6.8).
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Table 6.8. Days smoked in the past month by age of the young people

Age
Last month . Total
11 years 13 years 15 years
1644 151 1409 4564
Never
95.5% 87.4% 78.3% 86.9%
43 98 187 328
1-2 days
2.5% 5.7% 10.4% 6.2%
14 38 59 111
3-5 days
0.8% 2.2% 3.3% 2.1%
5 21 40 66
6-9 days
0.3% 1.2% 2.2% 1.3%
4 22 36 62
10-19 days
0.2% 1.3% 2.0% 1.2%
5 9 17 31
20-29 days
0.3% 0.5% 0.9% 0.6%
7 30 52 89
30 days or more
0.4% 1.7% 2.9% 1.7%
1722 1729 1800 5251
Total
100.0% 100.0% 100.0% 100.0%
ALCOHOL CONSUMPTION

The assessment of drinking frequency and drinking patterns was based on four questions inquiring about
the lifetime and past month frequency of alcohol consumption (table 6.9), as well as the frequency of
drunkenness (lifetime and in the past month).

Regarding the lifetime alcohol consumption, overall, 77 % of the young people had never consumed alcoholic
beverages during their lifespan, with a significant difference between boys and girls (about 73% vs. 81%,
respectively; P<0.001). The proportion of the eldest youth who had never drank alcohol in their lifetime
(60%) was considerably lower than among the 13-year-old children (81 %) and particularly so compared with
the youngest children (91%).

The overall prevalence of alcohol consumption in the past month was about 14%, a figure which was
significantly higher in boys than in girls (about 17% vs. 11%, respectively; P<0.001). Also, the prevalence
of alcohol consumption in the past month was higher among the eldest teens (25%) compared with the
children aged 13 years (12%) and especially those aged 11 years (4%).

The overall lifetime prevalence of drunkenness was about 13% (15% in boys vs. 12% in girls; P<0.001).
In addition, lifetime frequent drunkenness (>10 times) was more prevalent in boys than in girls (1.6% vs.
0.7%, respectively). There was a graded relationship of frequent lifetime drunkenness (>10 times) with
age: it was the highest among the eldest youth (2.6%) and the lowest among their youngest counterparts
(0.3%).
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Similarly, the prevalence of drunkenness in the past month (at least one episode) was higher in boys than
girls (about 8% vs. 5%, respectively; P<0.001) and among the eldest young people (about 10%) compared
with the other age groups (P<0.001). Likewise, frequent drunkenness (>10 times) in the past month was
more prevalent among boys and the eldest youth.

Table 6.9: Frequency of alcohol consumption and drunkenness by gender and age of the young people

Alcohol Gender Age group
consumption Boys Girls 11 years 13 years 15 years
Days drunk
alcohol in
lifetime:
Never 1838 (73.2%) 2225 (80.5%) 1587 (912%) 1387 (80.5%) 1084 (60.1%) 4063 (77.0%)
1-2 days 265 (10.6%) 228(8.2%) 93(56.3%)  161(9.3%) 237 (13.1%) 493 (9.3%)
3-5 days 109 (4.3%) 93 (3.4%) 23 (1.3%) 59 (3.4%) 120 (6.7%) 202 (3.8%)
6-9 days 58 (2.3%) 54 (2.0%) 12 (0.7%) 32 (1.9%) 68 (3.8%) 112 (2.1%)
10-19 days 80 (3.2%) 57 (2.1%) 9 (0.5%) 37 (2.1%) 90 (5.0%) 137 (2.6%)
20-29 days 23 (0.9%) 21 (0.8%) 4(0.2%) 6 (0.3%) 34 (1.9%) 44 (0.8%)
>30 days 137 (5.5%) 86 (3.1%) 13 (0.7%) 40 (2.3%) 170 (9.4%) 223 (4.2%)
Total 2510 2764 1741 1722 1803 5274

(100.0%) (100.0%) (100.0%) (100.0%) (100.0%) (100.0%)
Days drunk
alcohol in
the past
30 days:
N 2130 (83.6%) 2494 (88.8%) 1677(959%) 1541 (88.0%) 1398 (75.5%) 4624 (86.3%)
ever
04 212 (8.3%) 196 (70%) 43 (2.5%) 126 (72%) 239 (12.9%) 408 (76%)
-2 days

79 (3.1%) 50 (1.8%) 11 (0.6%) 32 (1.8%) 86 (4.6%) 129 (2.4%)
3-b days

49 (1.9%) 29 (1.0%) 3(0.2%) 21 (1.2%) 54 (2.9%) 78 (1.5%)
6-9 days

22 (0.9%) 16 (0.6%) 3(0.2%) 13 (0.7%) 22 (1.2%) 38(0.7%)
10-19 days

17 (0.7%) 5(0.2%) 4 (0.2%) 6 (0.3%) 12 (0.6%) 22 (0.4%)
20-29 days

43 (1.7%) 17 (0.6%) 8(0.5%) 12 (0.7%) 40 (2.2%) 60 (1.1%)
>30 days
Total 2552 2807 1749 1751 1851 5359

(100.0%) (100.0%) (100.0%) (100.0%) (100.0%) (100.0%)
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Lifetime
drunken-
ness
N 2174 (85.5%) 2463 (88.1%) 1675(958%) 1558 (89.4%) 1396 (76.0%) 4637 (86.9%)
ever
0 187 (7.4 %) 197 (7.0%) 50 (2.9%) 120 (6.9%) 214 (11.6%) 384 (7.2%)
nce
)31 100 (3.9%) 85 (3.0%) 13 (0.7%) 39 (2.2%) 133 (7.2%) 185 (3.5%)
-o limes
410 4 40 (1.6%) 30 (1.1%) 6 (0.3%) 16 (0.9%) 48 (2.6%) 70 (1.3%)
- Imes
ot 41 (1.6%) 20 (0.7%) 5(0.3%) 9(0.5%) 47 (2.6%) 61 (1.1%)
> imes
2542 2795 1749 1742 1838 5337
Total (100%) (100%) (100%) (100%) (100%) (100%)
Drunken-
ness in
the past
30 days:
Never 2351 (92.3%) 2678 (95.5%) 1712(976%) 1655 (94.7%) 1654 (89.7%) 5029 (94.0%)
Once 98 (3.8%) 87 (3.1%) 26 (1.5%) 52 (3.0%) 107 (5.8%) 185 (3.5%)
2.3 times 43(17%)  24(0.9%)  7(0.4%)  16(0.9%)  44(2.4%) 67 (1.3%)
4-10 times 18 (0.7%) 6 (0.2%) 3(0.2%) 9(0.5%) 12(0.7%) 24 (0.4%)
>10 times 37 (1.5%) 10 (0.4%) 6 (0.3%) 15 (0.9%) 26 (1.4%) 47 (0.9%)
Total 2547 2805 1754 1747 1843 5352
(100%) (100%) (100%) (100%) (100%) (100%)
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COMPARISON WITH 2013/14 HBSC AND 2017/18 HBSC SURVEYS

There is a decrease in the prevalence of lifetime drunkenness in the current HBSC round conducted in
2021/22 compared with the 2017/18 HBSC and especially with the 2013/14 HBSC (figure 6.2). Hence, in
the 2013/14 HBSC, 14% of young people reported a lifetime episode of drunkenness compared with 10%
of those in the 2017/18 HBSC and only 7% of children in the 2021/22 HBSC. On the other hand, about 5%
of the children reported 2-3 episodes of drunkenness in 2013/14 vs. 3% in 2017/18 and vs. 4% in 2021/22.
Conversely, about 1% of young people reported drunkenness >10 times in all three survey rounds (figure 6.2).

Figure 6.2. Prevalence of lifetime drunkenness in the last three rounds of the HBSC in Albania

14%
10%
7%
5%
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3%
I % 1% 1%

1 time/life 2-3 times/life >10 times/life
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CANNABIS USE
Young people (15 years old) were asked about lifetime cannabis use and use in the past 30 days before the
survey. These questions were administered to young people aged 15 years.

Among the young people aged 15 years, only 7% of them reported use of cannabis during their lifetime,
whereas 5% of them reported use of cannabis in the past 30 days (preceding the survey).

In the analysis (table 6.10), there was evidence of a gender difference in cannabis use (at least 7-2 days in
the lifetime), with the boys reporting a significantly higher frequency of consumption compared with the
girls (11% vs. 4%, respectively; P< 0.01).
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Table 6.10. Lifetime cannabis use

e . . Gender
Lifetime cannabis use . Total
Boys Girls
733 985 1718
Never
89.0% 96.0% 92.9%
35 19 54
1-2 days
4.2% 1.9% 2.9%
15 7 22
3-5 days
1.8% 0.7% 1.2%
10 5 15
6-9 days
1.2% 0.5% 0.8%
4 4 8
10-19 days
0.5% 0.4% 0.4%
1 0 1
20-29 days
0.1% 0.0% 0.1%
26 6 32
30 days or more
3.2% 0.6% 1.7%
824 1026 1850
Total
100.0% 100.0% 100.0%

COMPARISON WITH 2013/14 HBSC AND 2017/18 HBSC SURVEYS

The frequency of Cannabis use is similar in all three HBSC rounds. Overall (figure 6.3), there is evidence of
a slight increase in the prevalence of lifetime cannabis use in the HBSC 2021/22 (7%) compared with the
previous two rounds (5% in 2017/18 and 6% in 2013/14).

Figure 6.3. Lifetime cannabis use in the last three rounds of the HBSC survey in Albania

HBSC 2021/22
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SEXUAL HEALTH

The measurement of sexual health, restricted only to young people aged at least 15 years, included an
assessment of sexual intercourse, age of commencement of sexual relationships, use of condoms and/or
use of birth control pills during the last sexual intercourse. Initially, 15-yearolds were asked whether they had
ever had sexual intercourse (formulated also in appropriate colloquial terms) in their lifetime. The prevalence
of lifetime sexual intercourse (overall about 18%, table 6.11) was considerably higher in boys (34%) than in
girls (only 5%), a difference which was highly statistically significant (P<0.001). Notwithstanding genuine
gender differences, seemingly, there was evidence of differential reporting of sexual relationships between
boys and girls in this survey, similar to the previous HBSC round conducted in 2017/18.

Table 6.11. Lifetime sexual intercourse by gender of the young people

Lifetime sexual Gender
. . Total
intercourse Boy Girl
283 46 329
Yes
33.7% 4.5% 17.6%
No 557 981 1538
66.3% 95.5% 82.4%
Total 840 1027 1867
ota
100.0% 100.0% 100.0%

Next, young people who reported having had sexual intercourse during their lifetime were asked about the
age of commencement of sexual relationships. Of the 327 young people who reported valid data on the
age of commencement of sexual intercourse, the majority of them had commenced their sexual activity
at the age of 15 years (34%), followed by the age of 14 years (32%). Subsequently, young people who
reported sexual intercourse were asked whether they or their respective partners had used a condom
during the last time they had sexual intercourse (table 6.12). Of the 321 young people who provided valid
information on this question, slightly more than half (56%) reported having used a condom (they or their
partners) during the last time they had sex. Regarding gender differences, boys reported a considerably
higher proportion of condom use during their first sexual intercourse compared to the girls (61% vs. 27%,
respectively; P<0.001).

Table 6.12. Condom use during the first sexual intercourse by gender of the young people

Condom use Total
Boy
167 12 179
Yes
60.5% 26.7% 55.8%
85 25 110
No
30.8% 55.6% 34.3%
24 8 32
Don’t know
8.7% 17.8% 10.0%
276 45 321
Total

100.0% 100.0% 100.0%
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In addition, young people who reported having had sex were asked whether they or their respective
partners had used birth control pills during the last time they had sexual intercourse. Overall, about 13% of
the young people who had had sex reported that they or their partners had used birth control pills during
their last sexual intercourse (table 6.13). There were no significant gender differences in the self-reported
level of use of birth control pills (13% in boys vs. 11% in girls; P=0.919). Interestingly, almost one in five
(21%) young people did not know whether they or their partner had used birth control pills during their last
sexual intercourse.

Table 6.13. Use of birth control pills by gender of the young people

. . Gender
Use of birth control pills . Total
Boy Girl
35 5 40
Yes
13.0% 11.1% 12.7%
180 30 210
No
66.7% 66.7% 66.7%
55 10 65
Don’t know
20.4% 22.2% 20.6%
270 45 315
Total
100.0% 100.0% 100.0%

COMPARISON WITHTHE 2013/14 HBSC AND THE 2017/18 HBSC SURVEYS

There is evidence of a slight decrease in the prevalence of sexual intercourse in the 2021/22 HBSC among
young people aged 15 years. Thus, in the 2021/22 HBSC, 18% of young people reported having had sexual
intercourse compared with 21% of children in the 2017/18 HBSC and 19.5% of young people in the 2013/14
HBSC.

The age of commencement of sexual intercourse in 2021/22 resembles the 2013/14 HBSC round, whereas
in the previous round carried out in 2017/18, it had increased compared with 2013/14 (figure 6.4). Hence,
in the 2013/14 HBSC, 34% of young people had first had sex at the age of 14 years compared with 26% in
the 2017/18 HBSC and 32% in the current round (in 2021/22). On the other hand, 31% of young people in
the 2013/14 HBSC had commenced sex at the age of 15 years compared with 47% in the 2017/18 HBSC
and 34% in the 2021/22 HBSC (figure 6.4).

Condom use has somehow decreased in the 2021/22 HBSC to 61% in boys (from 66% in the 2013/14
HBSC and 71% in the 2017/18 HBSC), and girls to 27% (from 40% in the 2013/14 HBSC and 36% in the
2017/18 HBSC).
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Figure 6.4. Age of commencement of sexual intercourse in the last three rounds of the HBSC in Albania
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SUBSTANCE USE PRIORTO FIRST SEXUAL INTERCOURSE

Subsequently, young people who reported sexual intercourse were asked whether the respondent had
drunk alcohol or used drugs before she/he first had sexual intercourse (table 6.14). Of the 325 young people
who provided valid information on this question, only about 16% reported having used alcohol or drugs
before the first sexual intercourse. Of note, 10.8% of the young people who had sex did not remember this
issue. The proportion of boys who had used alcohol or drugs during the first sexual intercourse was higher
than girls (16% vs. 13.6%, respectively), but these differences were not statistically significant.

Table 6.14. Alcohol/drug use during the first sexual intercourse by gender of the young people

Alcohol/drug use Gender
during the first

sexual intercourse

Yes
16.0% 13.6% 15.7%
207 32 239
No
73.7% 72.7% 73.5%
29 6 35
| do not remember
10.3% 13.6% 10.8%
281 44 325

Total

100% 100% 100%
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VIOLENCE AND INJURIES INTHE LASTTWO MONTHS
The measurement of violence and injuries included an assessment of bullying (both perpetration and
victimization), cyberbullying, physical fights, as well as medically treated injuries.

Initially, young people were asked about the frequency of having taken part in bullying other persons at
school in the past couple of months (referred to as bullying perpetration or bullying others). Overall, more
than three-quarters of the young people (79%) had not taken part in bullying other persons in the past two
months preceding the survey (table 6.16). However, 14% of them had bullied others once or twice and 4%
had done so several times a week. The frequency of bullying perpetration was significantly higher among
boys than girls (74% of the boys had not perpetrated bullying at all in the past couple of months compared
with 84% of the girls; P<0.001). Also, bullying perpetration was positively related to age, with the highest
prevalence among young people aged 15 years and the lowest among their youngest counterparts aged
11 years (P<0.001).

Next, young people were asked about the frequency of having been bullied at school in the past couple of
months (table 6.16). Regarding the bullying victimization, overall, about 23% of the young people reported
having suffered at least one episode of bullying at school. The prevalence of bullying victimization was
slightly higher in girls than in boys (25% vs. 22%, respectively; P<0.001). In addition, it was significantly
higher (P=0.007) among young people aged 13 years (about 25%) compared with the eldest (23%) and the
youngest ones (21%).

Furthermore, all young people were asked about the frequency of having taken part in cyberbullying
(referred to as perpetration of cyberbullying) in the past couple of months before the survey (table 6.16).
About 13% of the young people had cyberbullied others, a condition which was more prevalent among
boys compared to the girls (18% vs. 9%, respectively; P<0.001). In addition, perpetration of cyberbullying
was significantly higher (P=0.002) among young people aged 13 years and/or 15 years (14%) compared
with the youngest children (10%).

As for the frequency of cyberbullying victimization, about 12% of the young people reported having been
cyberbullied in the past couple of months preceding the survey (table 6.16), an occurrence which was
slightly higher in boys compared to the girls (about 13% vs. 11 %, respectively; P=0.01). On the other hand,
cyberbullying victimization was not significantly related to the age of the children (P=0.378).

Subsequently, young people were asked about the number of times they were engaged in a physical fight
during the past 12 months (table 6.16). On the whole, slightly less than half (about 49%) of the young
people reported having been involved in physical fights. This was more prevalent in boys than in girls (54 %
vs. 44%, respectively; P<0.001).

Additionally, the prevalence of physical fights was significantly higher (P<0.001) among young people aged
11 and 13 years (50%) compared with their oldest counterparts (46%). Finally, young people were asked
about the frequency of medical treatments (performed by a doctor or nurse) due to the injuries experienced
in the past 12 months before the survey (table 6.16). Overall, around 30% of the young people reported
having received medical treatment for various injuries experienced in the past two months preceding the
study. The prevalence of injuries experienced was significantly higher in boys than in girls (42% vs. 20%,
respectively; P<0.001). Also, it was significantly higher (P<0.001) among young people aged 13 years
(35%) than those aged 15 years (30%) and especially children aged 11 years (26%).
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Table 6.16. Bullying, physical fights, and injuries by gender and age of the young people

Gender Age group
Characteristic
Boys Girls 11 years 13 years 15 years
Bullying
others:
Have not 1851 2343 1441 1348 1402 4194
(73.6%) (84.0%) (83.8%) (78.0%) (75.8%) (79.1%)
Once ortwice 411 (16.3%) 309 (11.1%) 200 (11.6%) 245 (14.2%) 272 (14.7%) 720 (13.6%)
ﬁir?tr:ey 72 (2.9%) 39 (1.4%) 23 (1.3%) 33 (1.9%) 55 (3.0%) 111 (2.1%)
Once a week 52 (2.1%) 27 (1.0%) 19 (1.1%) 22 (1.3%) 38 (2.1%) 79 (1.5%)
Several times/ 128 (6.1%) 72 (2.6%) 37 (2.2%) 80 (4.6%) 82 (4.4%) 200 (3.8%)
week 2514 2790 1720 1728 1849 5304
Total (100.0%) (100.0%) (100.0%) (100.0%) (100.0%) (100.0%)
Been bullied:
Have not 2008 2115 1389 1310 1417 4123
o o (78.4%) (75.2%) (78.8%) (74.6%) (76.7%) (76.7%)
nce or twice
_ 337 (13.2%) 476 (16.9%) 256 (14.5%) 273 (15.5%) 283 (15.3%) 813 (15.1%)
2-3t /
-o TImes,
month 102 (4.0%) 88 (3.1%) 56 (3.2%) 71 (4.0%) 63 (3.4%) 190 (3.5%)
Once a week 41 (1.6%) 32 (1.11%) 20 (1.1%) 36 (2.1%) 17 (0.9%) 73 (1.4%)
Several times/ 72 (2.8%) 103 (3.7%) 41 (2.3%) 66 (3.8%) 68 (3.7%) 175 (3.3%)
week
2560 2814 1762 1756 1848 5374
Total (100.0%) (100.0%) (100.0%) (100.0%) (100.0%) (100.0%)
Cyberbullied
others:
Have not 2109 2565 1589 1494 1586 4674
2.3 times/ 314 (12.2%) 160 (5.7%) 121 (6.9%) 168(9.6%) 183(9.9%) 474 (8.8%)
month 58 (2.3%) 33 (1.2%) 25 (1.4%) 35 (2.0%) 30 (1.6%) 91 (1.7%)
Onceaweek 55 (10%) 17 (0.6%)  12(0.7%)  15(0.9%)  15(0.8%) 42 (0.8%)
Sevekra' times/  63(25%)  30(1.1%) 18 (1.0%)  33(1.9%)  42(2.3%) 93 (1.7%)
wee
2569 2805 1765 1745 1856 5374
Total (100.0%)  (100.0%)  (100.0%)  (100.0%)  (100.0%)  (100.0%)
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Been cyber-
bullied:

Have not

Once or twice

2224
(86.6%)

239 (9.3%)

2514
(89.5%)

215 (77 %)

1563
(88.6%)

140 (7.9%)

1532
(87.4%)

1636
(88.2%)

4738
(88.1%)

162 (9.2%)

2.3 times/ 152 (8.2%) 454 (8.4%)
month 45 (1.8%) 36 (1.3%) 21 (1.2%) 25 (1.4%) 35 (1.9%) 81 (1.5%)
Onceaweek  o5(10%)  23(0.8%) 17 (1.0%) 18(1.0%) 12 (0.6%)  48(0.9%)
Sevekra' times/ 36 (14%)  21(07%)  23(13%)  15(0.9%)  19(1.0%) 57 (1.1%)
wee

2569 2809 1764 1752 1854 5378
Total (100.0%) (100.0%) (100.0%) (100.0%) (100.0%) (100.0%)
Physical
fights:

1179 1592 874 885 1009 2771
None (45.6%) (56.3%) (49.3%) (50.0%) (54.1%) (51.2%)
One time 645 (24.9%) 680 (24.0%) 412 (23.2%) 437 (24.7%) 473 (25.4%) 1325 (24.5%)
Two times 318 (12.3%) 267 (9.4%) 180 (10.2%) 208 (11.7%) 197 (10.6%) 585 (10.8%)
Three times 161(6.2%) 130 (4.6%) 108 (6.1%) 96 (5.4%) 87 (4.7%) 291 (5.4%)
Fourtimesor 284 (11.0%) 160 (5.7%) 199 (11.2%) 145 (8.2%) 99 (5.3%) 444 (8.2%)
more

2587 2829 1773 1771 1865 5416
Total (100.0%) (100.0%) (100.0%) (100.0%) (100.0%) (100.0%)
Injuries
treated:

1475 2238 1296 1120 1293 3713
None (58.4%) (79.9%) (73.8%) (64.9%) (70.4%) (69.7%)
One time 484 (19.2%) 309 (11.0%) 242 (13.8%) 289 (16.7%) 261 (14.2%) 793 (14.9%)
Two times 237 (9.4%) 77 (28%)  80(4.6%)  118(6.8%) 114(6.2%) 314 (5.9%)
Three times 108 (4.3%) 72 (2.6%)  49(2.8%)  73(4.2%)  58(3.2%) 180 (3.4%)
Fourtimesor 222 (8.8%) 104 (3.7%) 89(5.1%) 126 (73%) 110 (6.0%) 326 (6.1%)
more

2526 2800 1756 1726 1836 5326
Total (100.0%) (100.0%) (100.0%) (100.0%) (100.0%) (100.0%)

COMPARISON WITHTHE 2013/14 HBSC AND THE 2017/18 HBSC SURVEYS

There is evidence of a very slight increase in the phenomenon of bullying in the recent HBSC round
conducted in 2021/22. Thus, 23% of young people had been bullied at least once during the past month in
the 2021/22 HBSC compared with 22% in the 2017/18 HBSC and 20% in the 2013/14 HBSC.

Likewise, boys were much more bullied through the Internet in the 2021/22 HBSC compared with 2017/18
HBSC and 2013/14 HBSC (18%, 11%, and 6%, respectively).

Importantly, in the 2021/22 HBSC there is evidence of an increase in the prevalence of physical fights
among young people. Thus, 49% of the young people reported having been involved in physical fights in
the 2021/22 HBSC compared with 30% in the 2017/18 HBSC and 34% in the 2013/14 HBSC.
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CHILD ABUSE AND MALTREATMENT

The measurement of child abuse and maltreatment, restricted only to young people aged at least 15 years,
included an assessment of lifetime and/or past-month physical abuse, emotional abuse, and sexual abuse.
Initially, young people were asked whether a parent or other adult in the household had ever hit, beaten,
kicked, or physically tried to hurt them in any way (table 6.17).

Overall, about two-thirds (67 %) of the young people reported having never been physically hurt by their
parents or other adults in their respective households. One in four young people (26 %) reported having been
physically abused once or twice in their lifetime, whereas 7% had experienced physical abuse many times
during their lives. There were no significant gender differences in the levels of physical abuse (P=0.232).

The same question was asked about physical abuse regarding the frequency of occurrence in the past 12
months preceding the survey (table 6.17). Overall, about 11% of the young people reported having been
physically hurt by their parents or other adults in their households during the past 12 months. Similar to
lifetime violence, no significant gender differences were found in the levels of physical abuse during the
past 12 months (P=0.537).

Subsequently, young people were asked whether a parent or other adult in the household had ever sworn
at them, insulted them, humiliated them, threatened them, or made them felt unwanted (referred to as
emotional abuse). Overall (table 6.17), the prevalence of lifetime emotional abuse was about 16%, with a
significant difference between boys and girls (12% vs. 19%, respectively; P<0.001).

The same question was asked about emotional abuse regarding the frequency of occurrence in the past 12
months before the survey. The overall prevalence of past-year emotional abuse was about 10%, which was
somehow higher in girls than in boys (about 12% vs. 8%, respectively; P=0.007).

Young people aged 15+ years were subsequently asked about sexual abuse in their respective contexts
and household circumstances. More specifically, they were asked whether someone at least five years
older and/or an adult had attempted or actually had sexual intercourse with them.

The overall prevalence of sexual intercourse was about 3% during adolescent’ lifetime and/or in the past
12 months preceding the survey, a finding which was significantly more prevalent among boys than girls
(lifetime: 5.2% vs. 2.7%, respectively, P<0.001; last 12 months: 5.2% vs. 1.4%, respectively, P<0.001).
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Table 6.17. Child abuse (physical and/or emotional) by gender of the young people

Child abuse Boys . Total
Lifetime physical abuse:

Never 565 (68.5%) 668 (65.6%) 1233 (66.9%)
Once or twice 199 (24.1%) 281 (27.6%) 480 (26.0%)
Many times 61 (74%) 69 (6.8%) 130 (7.1%)
Total 825 (100.0%) 1018 (100.0%) 1843 (100.0%)
Last 12 months’ physical

abuse:

Never 708 (89.1%) 865 (88.4%) 1573 (88.7%)
Once or twice 69 (8.7%) 96 (9.8%) 165 (9.3%)
Many times 18 (2.3%) 17 (1.7 %) 35 (2.0%)
Total 795 (100.0%) 978 (100.0%) 1773 (100.0%)
Lifetime emotional abuse:

Never 724 (87.7 %) 821 (80.6%) 1545 (83.8%)
Once or twice 82 (9.9%) 140 (13.8%) 222 (12.0%)
Many times 20 (2.4%) 57 (5.6%) 77 (4.2%)
Total 826 (100.0%) 1018 (100.0%) 1844 (100.0%)
Last 12 months’ emotional

abuse:

Never 738 (92.4%) 860 (87.8%) 1598 (89.9%)
Once or twice 43 (5.4%) 84 (8.6%) 127 (7.1 %)
Many times 18 (2.3%) 35 (3.6%) 53 (3.0%)
Total 799 (100.0%) 979 (100.0%) 1778 (100.0%)
Lifetime sexual abuse:

Never 789 (94.8%) 994 (97.3%) 1783 (96.2%)
Once or twice 31 (3.7%) 23 (2.3%) 54 (2.9%)
Many times 12 (1.4%) 5(0.5%) 17 (0.9%)
Total 832 (100.0%) 1022 (100%) 1854 (100.0%)
Last 12 months’ sexual abuse:

Never 760 (94.8%) 970 (98.6%) 1730 (96.9%)
Once or twice 29 (3.6%) 1 (1.1%) 40 (2.2%)
Many times 13 (1.6%) 3(0.3%) 16 (0.9%)
Total 802 (100.0%) 984 (100%) 1786 (100.0%)
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EMOTIONAL NEGLECT

Similarly, only young people aged 15 years were asked about emotional neglect in their respective contexts
and household circumstances (table 6.18). More specifically, young people were asked whether there
were times when there was no adult living with them who made children felt loved.

Overall, about 16% of the young people aged 15 years reported having experienced emotional neglect

during their lifetime (about 8% in boys vs. 22% in girls; P<0.001). Conversely, the prevalence of emotional
neglect in the past 12 months was about 10% (6% in boys vs. 14% in girls; P<0.001).

Table 6.18. Emotional neglect by sex of the young people

Emotional neglect

Lifetime:

Never 768 (92.1) 800 (78.2) 1568 (84.4)
Once or twice 48 (5.8) 159 (15.5) 207 (11.1)
Many times 18 (2.2) 64 (6.3) 82 (4.4)
Total 834 (100.0) 1023 (100.0) 1857 (100.0)
In the last 12 months:

Never 754 (94.1) 850 (86.1) 1604 (89.7)
Once or twice 29 (3.6) 99 (10.0) 128 (72)
Many times 18 (2.2) 38 (3.9) 56 (3.1)
Total 801 (100.0) 987 (100.0) 1788 (100.0)

WITNESSING OF FAMILY VIOLENCE

Only young people aged 15 years were asked about witnessing of family violence in their respective
contexts and household circumstances. More specifically, the young people were asked whether they had
seen or heard one of their parents/carers being slapped, kicked, punched, beaten, or deliberately hurt by a
partner or ex-partner in their homes.

Overall, only 7% of the young people aged 15 years (table 6.19) reported having witnessed family violence
during their lifetime, without evidence of any gender differences (P=0.676). On the other hand, boys were
significantly more likely to have witnessed domestic violence in the past 12 months than girls (4.7% vs.
3.3%, respectively; P=0.034).
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Table 6.19. Witnessing of family violence by gender of the young people

Witnessing of Gender

family violence

Lifetime:

Never 775 (93.5) 945 (92.5) 1720 (92.9)
Once or twice 41 (4.9) 57 (5.6) 98 (5.3)
Many times 13 (1.6) 20 (2.0) 33(1.8)
Total 829 (100.0) 1022 (100.0) 1851 (100.0)
In the last 12

months:

Never 757 (95.3) 953 (96.7) 1710 (96.1)
Once or twice 20 (2.5) 26 (2.6) 46 (2.6)
Many times 17 (2.1) 7(0.7) 24 (1.3)
Total 794 (100.0) 986 (100.0) 1780 (100.0)

Findings related to the violence are generally similar with the previous HBSC round conducted in 2017/18.

7. COVID-19

More than one-third of young people (about 38%) have always adhered to social distancing.
About two-thirds of young people (63%) have always washed their hands.

One in two young people have used face masks for protection.

One in two young people have used regularly hand sanitizers.

One in five young people reported a “very negative” impact of COVID-19 on their lives.
About 15% of young people reported that the pandemic had a very negative impact on
their health in general and mental health in particular.

About 13% of young people reported a very negative impact of COVID-19 on relation-
ships with friends.

N The main sources of information on COVID-19 has been media/social media, and health
authorities.

vKKLKLEKL

4

COVID-19 CONTROL AND PREVENTIVE MEASURES

In the current HBSC round conducted in 2021/22, young people were asked about a series of questions
aimed at assessing the degree of compliance and adherence to a range of control and preventive measures
against COVID-19. This included an assessment of the level of adherence to social distancing, frequency
of handwashing, use of face masks for protection, and use of hand sanitizers. Findings are summarized
in table 7.1, separately for boys and girls and each of the three age groups. Regarding adherence to social
distancing, overall, more than one-third of young people (about 38%) reported having always adhered to
social distancing, whereas about 8% had never done so at all. Adherence to social distancing was more
prevalent among girls than boys (“always"”: 41% vs. 34%, respectively; “never”: 5% vs. 12%, respectively;
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P<0.001). Furthermore, there was evidence of an inverse age-gradient: the adherence to social distancing
was more frequent among the youngest children and the lowest among the eldest ones (“always"”: 55%
in 11-yearolds, 33% in 13-yearolds, and 26% in 15-yearolds; P<0.001) [table 7.1].

As for handwashing practices, on the whole, about two-thirds of young people (63%) reported always
washing their hands, whereas slightly less than 3% never did so. Regular handwashing was more frequent
in girls than in boys (69% vs. 58%, respectively, P<0.001). Also, regular handwashing was more prevalent
among the youngest children (75%) and the lowest among the eldest ones (56%; P<0.001) [table 7.1].

About 56% of young people reported always having used face masks for protection. This was significantly
more prevalent in girls than in boys (63% vs. 48%, respectively; P<0.001). In addition, regular use of face
masks was more prevalent in the youngest children (67%), and the lowest among the eldest ones (46%;
P<0.001) [table 71].

Lastly, regular use of hand sanitizers was reported by 54% of young people (60% in girls vs. 47% in boys;
P<0.001). Similar to the other preventive measures, use of hand sanitizers was inversely related to the age
of the children (P<0.001), i.e., regular use of sanitizers was the highest among the youngest children (68%)
and the lowest among the eldest ones (43%) [table 7.1].

Table 7.1. Adherence to control and preventive measures against COVID-19 by gender and age
of the young people, 2021/22 HBSC, Albania

COVID-19 Gender Age group
dh
AGNErEnce Boys Girls 11 years 13 years 15 years
Adhered
to social
distancing:
N 302 (11.8%) 141 (6.0%) 102 (5.8%) 168 (9.6%) 172 (9.3%) 443 (8.3%)
ever
Rarel 314 (12.3%) 241 (8.6%) 109 (6.2%) 210 (12.0%) 234 (12.7%) 555 (10.3%)
arely
i 451 (17.7%) 468 (16.6%) 194 (11.0%) 303 (17.3%) 420 (22.7%) 919 (17.1%)
Sometimes
Oft 614 (24.1%) 811 (28.8%) 389 (22.1%) 501 (28.6%) 534 (28.9%) 1425 (26.6%)
en
Al 868 (34.1%) 1156 (41.0%) 967 (54.9%) 568 (32.5%) 487 (26.4%) 2024 (37.7%)
ways
2549 2817 1761 1750 1847 5366
Total (100.0%)  (100.0%)  (100.0%)  (100.0%)  (100.0%) (100.0%)
Regular
handwashing:
Never 107 (4.2%) 42 (1.5%) 38 (2.2%) 53 (3.0%) 58 (3.1%) 149 (2.8%)
Rarely 143 (5.6%) 58 (2.1%) 32 (1.8%) 95 (5.4%) 74 (4.0%) 201 (3.7%)

Sometimes 227 (8.9%) 151 (5.4%) 75 (4.3%) 144 (8.2%) 158 (8.6%) 378 (70%)

Often 605 (23.8%) 630(22.4%) 301 (17.1%) 405 (23.2%) 526 (28.5%) 1235 (23.0%)
Always 1465 (575%) 1934 (687%) 1315 (74.7%) 1049 (60.1%) 1031 (55.8%) 3399 (63.4%)
Total 2547 2815 1761 1746 1847 5362

(100.0%) (100.0%) (100.0%) (100.0%) (100.0%) (100.0%)
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Use of face
masks:
Never 153(6.1%)  45(1.6%)  41(23%)  72(42%)  85(4.6%) 198 (3.7%)
Rarely 186 (74%)  86(3.1%) 55(3.1%)  98(5.7%)  118(6.4%) 272 (5.1%)
Sometimes 363 (14.4%) 229 (82%) 140 (8.0%) 188 (10.9%) 262 (14.3%) 592 (11.1%)
Often 608 (24.1%) 679 (24.2%) 336 (19.2%) 414 (23.9%) 537 (29.2%) 1287 (24.2%)
Always 1209 (48.0%) 1765 (62.9%) 1175 (673%) 959 (55.4%) 835 (45.5%) 2974 (55.9%)
Total 2519 2804 1747 1731 1837 5323
(100.0%) (100.0%) (100.0%) (100.0%) (100.0%) (100.0%)
Use of
hand
sanitiser:
N 151 (6.0%) 56 (2.0%) 46 (2.7%) 74 (4.3%) 87 (4.7%) 207 (3.9%)
ever
corel 179 (71%) 89 (32%) 44 (25%) 112 (6.5%) 111 (6.0%) 268 (5.1%)
arely
Somet 366 (14.5%) 243 (8.8%) 113(6.5%) 215(12.5%) 279 (15.2%) 609 (11.5%)
ometimes
o 645 (25.6%) 716 (25.8%) 349 (20.2%) 447 (26.0%) 564 (30.7%) 1361 (25.7%)
en
A 1176 (46.7%) 1673(602%) 1177 (68.1%) 873 (50.7%) 795 (43.3%) 2849 (53.8%)
ways
2517 2777 1729 1721 1836 5294

Total (100.0%) (100.0%)  (100.0%) (100.0%) (100.0%) (100.0%)

COVID-19 IMPACT ON YOUNG PEOPLE

In addition to control and preventive measures, all survey participants in the 2021/22 HBSC were asked
about their perceptions, opinions and beliefs regarding the impact of COVID-19 pandemic on their life,
health status, and relationships with friends and family.

Table 72 presents the impact of COVID-19 on life as whole, according to the perceptions and opinions
of young people. Overall, about 19% of children reported a “very negative” impact of COVID-19 on their
lives, and further 24% reported a “negative impact” of COVID-19. Conversely, about 13% of young people
reported a “very positive” impact of COVID-19 on their lives. Boys were more positive than girls: 15% vs.
11%, respectively; P<0.001. However, this finding was inconsistent considering that the “very negative”
perception was also higher among boys compared to girls (22% vs. 16%, respectively).
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Table 7.2. Impact of COVID-19 on life as a whole by gender of the young people

Impact of COVID-19 Gender
. . Total
on life as a whole Boy Girl
v 555 441 996
e egative
ry negativ 21.9% 15.8% 18.7%
0 529 729 1258
ite negative
arte hegativ 20.8% 26.0% 23.6%
Neither positive 797 1023 1820
nor negative 31.4% 36.5% 34.1%
285 306 591
Quite positive
1.2% 10.9% 11.1%
v 372 300 672
e itive
Ty posttiv 14.7% 10.7% 12.6%
2538 2799 5337
Total
100.0% 100.0% 100.0%

There was evidence of a linear association with age (P<0.001): the prevalence of a “very negative” impact
of COVID-19 on life as a whole was 25% in the youngest children, 16% in those aged 13 years and 15% in
the eldest children (table 7.3). An opposite trend, however, was evident for a “very positive” perception of
COVID-19 impact on life as whole: 15% in children aged 11 and/or 13 years vs. 7% in those aged 15 years
(table 7.3).

Table 7.3. Impact of COVID-19 on life as a whole by age of the young people

Impact of COVID-19 Age Total
on life as a whole 11 years 13 years 15 years
. 436 285 274 995
Very negative
24.9% 16.4% 14.8% 18.7%
350 394 513 1257
Quite negative
20.0% 22.7% 278% 23.6%
Neither positive 509 585 /21 1815
nor negative 29.1% 33.7% 39.1% 34.1%
. . 185 203 202 590
Quite positive
10.6% 11.7% 10.9% 11.1%
. 268 268 136 672
Very positive
15.3% 15.4% 74% 12.6%
1748 1735 1846 5329

Total
100.0% 100.0% 100.0% 100.0%
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Regarding the self-perceived health impact of COVID-19, overall, 15% of young people reported that the
pandemic had a very negative impact on their health, whereas 21% reported a very positive health impact
of COVID-19 (table 74). Similar to the life impact, the perceived health impact of COVID-19 was both more
positive and more negative in boys than in girls (P<0.001). Hence, about 23% of the boys reported a very
positive health impact compared with 20% of the girls. Conversely, 18% of the boys reported a very
negative health impact of COVID-19 compared with 13% of the girls (table 74).

Table 7.4. Health impact of COVID-19 by gender of the young people

. Gender
Health impact of COVID-19 : Total
Boy Girl
442 351 793
Very negative
17.6% 12.7% 15.1%
339 514 8563
Quite negative
13.5% 18.6% 16.2%
Neither positive 829 10m 1840
nor negative 33.1% 36.6% 34.9%
313 344 657
Quite positive
12.5% 12.5% 12.5%
585 540 1125
Very positive
23.3% 19.6% 21.4%
2508 2760 5268
Total
100.0% 100.0% 100.0%

As for age differences, the youngest children reported a higher prevalence of “very negative” health impact
of COVID-19 (24%) compared with those aged 13 years (12%) and especially children aged 15 years (9%;
P<0.001) [table 7.5]. The prevalence of “very positive” perception about health impact of COVID-19 was
similar among 11-yearold children and those aged 13 years (26%), which was double compared with
children aged 15 years (13%; P<0.001) [table 7.5].
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Table 7.5. Health impact of COVID-19 by age of the young people

Health impact Age Total
of COVID-19 11 years 13 years 15 years
. 410 214 168 792
Very negative
23.7% 12.4% 9.3% 15.1%
) ) 225 271 353 849
Quite negative
13.0% 15.8% 19.5% 16.1%
Neither positive 482 564 791 1837
nor negative 278% 32.8% 43.7% 34.9%
. . 167 229 261 657
Quite positive
9.6% 13.3% 14.4% 12.5%
. 447 441 237 1125
Very positive
25.8% 25.7% 13.1% 21.4%
1731 1719 1810 5260
Total
100.0% 100.0% 100.0% 100.0%

Regarding the impact of COVID-19 on relationships with friends (table 7.6), overall, 13% of the children
(16% in boys vs. 11% in girls; P<0.001) reported a very negative impact, whereas 27% of children (28% in
boys vs. 26% in girls) reported a very positive impact.

Table 7.6. Impact of COVID-19 on relationships with friends by gender of the young people

Impact of COVID-19 on Gender
relationships with friends
] 392 301 693
Very negative
15.6% 10.9% 13.2%
) ) 381 463 844
Quite negative
15.2% 16.8% 16.0%
Neither positive 660 785 1445
nor negative 26.3% 28.5% 27.4%
. o 372 4384 856
Quite positive
14.8% 175% 16.3%
. 704 725 1429
Very positive
28.1% 26.3% 271%
Total 2509 2758 5267
o
100.0% 100.0% 100.0%

The "very negative” perception of COVID-19 impact on relationships with friends was more prevalent
among the youngest children (18%) and the lowest among the eldest children (10%; P<0.001) [table 77].
Likewise, the “very positive” perception of COVID-19 impact on relationships with friends was more prevalent
among the youngest children (34%) and the lowest among the eldest children (20%). Seemingly, the youngest
children are much more emotional about the COVID-19 consequences compared to their older counterparts.
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Table 7.7. Impact of COVID-19 on relationships with friends by age of the young people

Impact of COVID-19 on Age
relationships with friends 11 years 13 years 15 years
) 310 207 174 691
Very negative
179% 12.2% 9.5% 13.1%
) . 224 259 360 843
Quite negative
12.9% 15.3% 19.7% 16.0%
Neither positive 354 467 622 1443
nor negative 20.4% 275% 34.0% 274%
) . 265 277 312 854
Quite positive
15.3% 16.3% 17.1% 16.2%
. 580 487 361 1428
Very positive
33.5% 28.7% 19.7% 27.2%
1733 1697 1829 5259
Total
100.0% 100.0% 100.0% 100.0%

On the other hand, about 16% of young people (17% in boys vs. 16% in girls) reported a very negative
impact of COVID-19 on mental health (table 7.8). Conversely, 19% of young people (21% in boys vs. 18%
in girls) reported a very positive impact of COVID-19 on mental health.

Table 7.8. Impact of COVID-19 on mental health by gender of the young people

Impact of COVID-19 Gender
. Total
on mental health Boy Girl
432 428 860
Very negative
17.3% 15.5% 16.4%
381 583 964
Quite negative
15.2% 21.1% 18.3%
Neither positive 814 842 1656
nor negative 32.5% 30.5% 315%
353 420 773
Quite positive
14.1% 15.2% 14.7%
521 485 1006
Very positive
20.8% 17.6% 19.1%
2501 2758 5259

Total
100.0% 100.0% 100.0%
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As for age-differences (table 7.9), 18% of the youngest children reported a very negative of COVID-19 on
mental health compared with 12% of their counterparts aged 13 years and 10% of the eldest children.
Furthermore, 34% of the youngest children reported a very positive impact of COVID-19 on mental health
compared with 29% of children aged 13 years and 20% of those aged 15 years (P<0.001).

Table 7.9. Impact of COVID-19 on mental health by age of the young people

Impact of COVID-19 Age
Total
on mental health 11 years 13 years 15 years
. 310 207 174 691
Very negative
179% 12.2% 9.5% 13.1%
. . 224 259 360 843
Quite negative
12.9% 15.3% 19.7% 16.0%
Neither positive 354 467 622 1443
nor negative 20.4% 27.5% 34.0% 274%
265 277 312 854
Quite positive
15.3% 16.3% 171% 16.2%
. 580 487 361 1428
Very positive
33.5% 28.7% 19.7% 272%
1733 1697 1829 5259
Total
100.0% 100.0% 100.0% 100.0%

COVID-19 INFORMATION SOURCES

All survey participants were asked about the main sources of information on COVID-19. Figure 7.1 shows
that the main sources of information on COVID-19 have been media/social media, and health authorities.

Figure 7.1. Main sources of information on COVID-19

Friends [N 7%
Online bloggers/influencers _ 20,9%
Family [N 30.4%
Teachers and school staff || NG 37.9%
Health authorities NG 46.4%
Social media _ 48%
TV, Radio, newspapers _ 56%
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DISCUSSION AND CONCLUSIONS

The study “Health behaviours in school-aged children - 11, 13, and 15 years” sheds light on behaviours
related to children’s health during adolescence, a period of not only significant physical changes but also of
increased independence that may affect their health development and health behaviours. The study aims
to show how social determinants affect youth health and well-being.

The main findings highlight the key issues affecting young people’s health today in Albania. As such, the
HBSC report provides a rich source of data that can be used to compare the health of adolescents, prioritize
health spending and monitor progress towards improving the health of young people and building societies
in which they can thrive.

A new special focus area on COVID-19 was included in the 2021/2022 HBSC survey to better understand
how the pandemic has impacted the young people’s lives. The report also includes data from the last
surveys conducted in Albania in 2013/2014 and 2017/18, to show where key changes have occurred in
young people’s health and health behaviours, as well as the wider circumstances in which they live and
grow.The main findings of the survey are summarized below:

Social context

The HBSC study showed that family, school environment, and peer relationships play an important role
in promoting children’s health and well-being. These contexts also seem to have a profound effect on
adolescent health, which is explained by the significant gender differences observed. Similar to the other
countries, in Albania, as the age increases, the supportive role of family and school fades away, while
peer relationships remain more stable. The increasing pressure from school with the increase in age
seems to also influence the emergence of stress-related health complaints. As for gender differences, it
is noticed that girls, especially the younger ones, like school more than boys, which highlights the need to
develop gender sensitive policies in order to bring boys closer. There is also a need to increase the school’s
supportive role in improving the health and health behaviours of young people. Revitalizing the Health
Promoting Schools network can be a good alternative to improving youth behaviours, as well as improving
those indicators that are closely related to not only physical, but also social and psychological well-being.
As with other previous HBSC studies, most young people reported an easier communication with mothers
than their fathers, which was higher for girls and diminished with age. Interestingly, almost one in five girls
had difficulty communicating with their father, indicating that our society remains a patriarchal society.
Such findings emphasize the need to implement positive parenting programs that should improve parental
responsibility and parent-child interaction.On the whole, the online contacts with friends exhibited an
increase in this round compared with the 2017/18 HBSC round (34% vs. 28%, respectively), which aligns
with the information technology advancement worldwide.

Online communication with peers is high especially among older youth. The use of social networks as
a means of communication among young people has now become quite common in most European
countries, reflecting what is happening in all societies. In addition to the positive effect of social networking
communication on friendships, it is now being recognized that excessive use of social media can have
adverse effects on children’s mental and physical health, through online bullying or lack of physical activity?.

Health outcomes

In general, young people report good health because of the enthusiasm that characterizes this age.
However, even among them there are inequalities in reported health indicators or perceptions of health.
Girls report more health complaints, such as irritability, feeling nervous, and headaches. On the other hand,
boys report more injuries as a result of their greater involvement in physical activity.There is evidence of
an improvement in the perception of health status among young people in Albania in the past two HBSC
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rounds. Thus, in the 2013/14 HBSC, only 52% of young people reported a very good self-perceived health
status compared with 73% in the 2017/18 HBSC and/or the current HBSC round conducted in 2021/22.
Boys report higher life satisfaction and better mental well-being. The older adolescents have lower levels of
life satisfaction, are less likely to report excellent health, and experience more frequent health complaints.
At age 15, girls report poorer mental well-being than boys. The most common health complaints are feeling
low, felling nervous, and irritability or bad temper (all three around 16%), followed by difficulties in getting
to sleep (nearly 10%) and headache (almost 9%), whereas it was the lowest for stomach-ache (3.9%) and
feeling dizzy (6.3%).

Worryingly, one in four children reported going to bed at midnight or later, an issue which should raise
serious concerns to the parents/caregivers and educators. Poor sleep is associated with physical and
mental health problems, risky behaviours, poor academic performance, and poorer quality of life in both
children and adolescents™. Poor sleep is also related to physical inactivity, excessive screen time, and poor
diet underscoring the need to include healthy sleep in youth health promotion efforts.

On the other hand, the sense of loneliness (at least rarely and above) was considerably more prevalent
among girls than boys (around 65% vs. 47%) and is greater among the eldest adolescents. The coexistence
of physical and psychological symptoms suggests the need to rethink school-based interventions aimed
at developing the skills and competencies of young people to better cope with the challenges associated
with adolescence.

Health-related behaviours

Similarly, as in the previous HBSC round, overall, with age, there is a decline in healthy behaviours among
adolescents. These changes are related not only to age but also to gender. Thus, younger children and boys
consume breakfast more frequently than older adults and girls. In Albania, we still have low reports on
breakfast consumption by school-aged children, and this is demonstrated by all the HBSC rounds conducted
so far. In fact, during this round this indicator has worsened. Hence, in the HBSC rounds conducted in
2013/14 and 2017/18, about 23% of young people always skipped breakfast during the weekdays, whereas
in the current HBSC round conducted in 2021/22 breakfast skipping during weekdays has slightly increased
to 27%. Similar findings are evident for the weekends, where in the two survey rounds conducted in
2013/14 and 2017/18, about 9% of the young people reported skipping breakfast, whereas in the current
round carried out in 2021/22 this indicator has slightly increased to about 12%.

Compared to other countries, the prevalence of breakfast consumption in Albania continues to be lower
than in many other European countries, where breakfast consumption is considered a very important factor
for children’s health and well-being. This reality and these facts pose before the responsible structures the
task of finding solutions that facilitate the students’ consumption of breakfast. New interventions planned
to take place in the coming years in schools should carefully address this troubling problem as well as
provide solutions based on local context.

In the current HBSC round conducted in 2021/22, the findings related to fruit and vegetable consumption
are generally similar to the previous round conducted in 2017/18. Of note, in the HBSC 2017/18, compared
with the HBSC 2013/14, there was an improvement in the daily consumption of fruit and vegetables
(including the categories 1 time/day and >1 time/day). Hence, in HBSC 2017/18, consumption of fruit
>1 time/day had increased to 47% from 34% in 2014. In 2021/22, it is 45%, which is very similar to the
previous round (in 2017/18). Similarly, in the HBSC 2017/18, consumption of vegetables >1 time/day had
increased to 31% from 23% in 2013/14. In the current round of 2021/22, vegetable consumption has slightly
increased t0 32%. On the other hand, girls reported consuming more fruit than boys, a result comparable to
HBSC studies conducted in other European countries, which ranks Albania in the first place in terms of daily fruit
consumption by young people aged 11, 13 and 15 years?. In addition, regarding food-related lifestyle aspects,
in the last round of the 2021/22 HBSC it was reported that 10.6% of adolescents eat at a fast-food restaurant
every day. Eating out-of-home has become habitual for many, and is considered a risk factor for obesity?.
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Since eating habits develop during adolescence and are usually maintained during adolescence, it is
important to take early and continuous measures. These measures should keep in mind that child nutrition
profiles vary from age 11 to 15, indicating that this is a key age for intervention development and that efforts
should be sustained. Also, gender differences indicate that boys and girls have different needs and tend
to respond to interventions differently?'. Family and school involvement can also play an important role in
the interventions to be undertaken, as may be the case, for example involving young people in preparing
healthy meals based on fruits and vegetables.

Regarding weight reduction behaviours, our data show that only 10% of adolescents are currently on a
diet for losing weight, where girls reported a slightly higher rate of being on a diet than boys (11% vs.
8.6%, respectively; P<0.001). Among those on a diet, the majority of them (17.2%) reported that they
ate smaller amounts. But a considerable proportion of them (16%) reported unhealthy weight-reduction
practices, which is a concern that needs to be addressed. Moreover, inappropriate use of weight-reduction
methods is associated with family and peerrelated problems such as poor communication with parents,
lower perceived support, and peer pressure?”. It also predicts significant weight gain over time?'®and may
contribute to the risk of developing a range of eating disorders?'.

Behaviours used to lose weight may predispose adolescents to risky behaviours and decreased self-esteem
and can cause a range of psychological and emotional disorders. Appropriate methods of weight control - a
balanced diet and sufficient physical activity - are proven to be important in healthy weight management
and overweight prevention.

Performing physical activity is considered a protective factor for maintaining optimal body weight as well as
against cardiovascular disease. As in many previous studies, our study also found that boys perform more
physical activity than girls, and the level of physical activity decreases with age. In the 2017/18 HBSC there
was evidence of a decrease in the frequency of physical activity (3-7 days) compared with the 2017/18 and
2013/14 HBSCs. Thus, in 2022, 64% of young people reported conducting physical activity 3-7 days per
week compared with 77% in 2018 and 74% of young people in 2014.

These findings emphasize the need for interventions aimed at increasing physical activity, especially in
older teenagers and girls. Such interventions also recommended at previous rounds of HBSC might be:
providing a range of activities that particularly attract girls; providing suitable sports facilities for children and
adolescents??’; educating the public through media campaigns emphasizing the need for physical activity;
developing school programs that promote classes with high sports activity; involving parents in supporting
and encouraging young people to engage in physical activity??'; monitoring television and mobile usage???.

There were no changes between the three HBSC rounds in terms of toothbrushing. Hence, more than
50% of young people brushed their teeth more than once a day in all three survey rounds (55% in the
2013/14 HBSC, 57% in the 2017/18 HBSC, and 56% in the 2021/22 HBSC).

Inequalities exist for both age and gender. Thus, the engagement of more boys and more young adults
in this process remains a challenge, as it has been found that with the increase in age, the prevalence
of toothbrushing decreases. These concerns should be addressed in order to target the groups most at
risk for oral health. Oral health is essential for overall health and well-being in young people??. It has
been shown that children who brush their teeth more than once a day, at the age of 12, are more likely to
continue doing so during adolescence and into adulthood?*.

Since poor toothbrushing is associated with other risky behaviours such as smoking, unhealthy eating habits
and lack of physical activity??®, it is recommended that oral disease prevention interventions be integrated
into general health promotion program??. The National Oral Health program that started in Albania in 2022
for school-aged children seems to have a significant improvement in the oral health indicators of children
in Albania.
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Risky behaviours

As in the previous HBSC studies conducted in Albania, this round also showed that, in comparison to girls,
boys are more involved in risky behaviours related to tobacco use, alcohol, drugs, early sexual intercourse,
physical fights, and injuries.

Concerning tobacco, the results of this round show that the prevalence of lifetime smoking was almost
identical in all three HBSC rounds (about 13% in 2014 and/or in 2018, and 12% in 2022). Instead, the
prevalence of current smoking (in the past month) has slightly increased in the 2022 HBSC round in both
boys and girls.

The use of e-cigarettes has been increasing and has become a significant public health concern. While
some consider them to be a safer alternative to cigarettes, e-cigarettes contain liquid nicotine which is the
highly addictive part of tobacco. Second-hand vapour from e-cigarettes contains both nicotine and other
toxins. There is limited information on the effect of chronic e-cigarette use on respiratory health, although
a recent study from the US found that teenagers who used e-cigarettes had twice the risk of respiratory
symptoms such as persistent cough, bronchitis, and wheezing as those who had never used them??’

The use of e-cigarettes among teenagers is increasing dramatically worldwide. A study of 15-16-yearolds
in Sweden found that one quarter had used e-cigarettes, and a fifth had used liquids containing nicotine
or were not sure if they contained nicotine??®. A recent study from the US (Miech et al., 2016) reported
that 20% of 12t and 10™ graders, and 13% of 8th graders used a vaporizer including nicotine at last use.
Increases in e-cigarette use have been reported in Poland, New Zealand, and the United States'?.

Concerning alcohol use among teenagers, in Albania there is a decrease in the prevalence of lifetime
drunkenness in the current HBSC round conducted in 2021/22 compared with the 2017/18 HBSC and
especially with the 2013/14 HBSC. Hence, in the 2013/14 HBSC, about 14% of young people reported one
lifetime episode of drunkenness compared with 10% of those in the 2017/18 HBSC and only 7% of children
in the 2021/22 HBSC. On the other hand, about 5% of the children reported 2-3 episodes of drunkenness
in 2013/14 vs. 3% in 2017/18 and vs. 4% in 2021/22.

Compared to other psychoactive substances, alcohol is the most frequently used substance among
adolescents in Europe (ESPAD, 2016). The latest HBSC data from 2018 showed that 59% of 15-year-olds
have ever drunk alcohol compared with 28% for cigarette-smoking and 13% for cannabis use. Although
in Albania the figures on the use of alcohol among adolescents are low, in order to better understand
adolescent behaviour in the context of alcohol consumption, it is essential to analyse patterns of alcohol
use considering multiple factors such as age, sex, and time, as well as other related factors.

The frequency of Cannabis use among teenagers aged 15 years is similar in all three HBSC rounds. Overall,
there is evidence of a slight increase in the prevalence of lifetime cannabis use in the HBSC 2021/22 (7 %)
compared with the previous two rounds (5% in 2017/18 and 6% in 2013/14). On the other hand, according
to the latest data on cannabis use among adolescents in Europe, the lifetime prevalence of cannabis use
is almost double compared with Albania (13% vs. 7%)>2.

In any case, due to the addiction that cannabis use causes to adolescents, more attention is needed
from all institutions and policymakers for improving the interventions. School-based and family-based
interventions can help alleviate the problem. School interventions that focus on enhancing drug knowledge
through curriculum revision, improved decision-making skills, self-esteem and resistance to peer pressure,
effectively reduce cannabis use??®. Regarding the commencement of sexual intercourse, this round resulted
in a slight decrease in the prevalence of sexual intercourse in the 2021/22 HBSC among young people
aged 15 years. Thus, in the 2021/22 HBSC, 18% of young people reported having had sexual intercourse
compared with 21% of children in the 2017/18 HBSC and 19.5% of young people in the 2013/14 HBSC.
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Anyway, there is need to implement integrated programs within school, community, and health care settings.
An important role in this area is played by health promotion specialists and health educators working with
young people (peer education). On the other hand, within programs that focus on contraceptive use,
different messages may be needed for boys and girls, as the reasons for condom use or potential barriers
may vary by gender. For example, boys are more susceptible to HIV/AIDS-related messages, while girls are
more likely to respond to pregnancy prevention interventions?%.

There is evidence of a very slight increase in the phenomenon of bullying in the recent HBSC round
conducted in 2021/22. Thus, 23% of young people had been bullied at least once during the past month
in the 2021/22 HBSC compared with 22% in the 2017/18 HBSC and 20% in the 2013/14 HBSC. Likewise,
boys were much more bullied through the Internet in the 2021/22 HBSC compared with the 2017/18 HBSC
and 2013/14 HBSC (18%, 11% and 6%, respectively).

The existence of bullying in school settings suggests the need for continued preventive interventions.
Evidence indicates that school-based interventions can be successful in reducing bullying-related behaviours
if these interventions are based on a broad multidisciplinary approach and the participation of the entire
school community?®'. On the other hand, the involvement of school staff in preventive interventions plays
an essential role in the success of these programs®'.

Importantly, in the 2021/22 HBSC there is evidence of an increase in the prevalence of physical fights
among young people. Thus, 49% of the young people reported having been involved in physical fights in
the 2021/22 HBSC compared with 30% in the 2017/18 HBSC and 34% in the 2013/14 HBSC. Additionally,
the prevalence of physical fights was significantly higher (P<0.001) among young people aged 11 and 13
years (about 50%) compared with their older counterparts (46%). These results demonstrate a disturbing
problem that is happening in Albania, which must be addressed. Involvement in fighting can be seen as
part of a constellation of risk behaviours with clear health implications, as higher levels of physical fighting
have consistently been associated with more frequent reports of negative physical and emotional health
outcomes™. Physical fighting has been associated with substance use and other problem behaviours 1%
191.192 sych as drug selling, theft and handgun carrying as well as health issues such as suicidal ideation™*
and short duration of sleep'®.

Child abuse and neglect is another dimension measured in the HBSC study 2021/22. Our results
demonstrated the presence of different forms of child maltreatment. Thus, 30% of 15-year-olds reported
being physically abused during their lifetime, a figure higher comparable to the last survey (HBSC 2017/18:
26%), but still lower than in 2017/18 ADHS, in which physical abuse of children reported by parents was
32%2%2 . On the other hand, the young people aged 15 reported low figures of sexual abuse during their
lifetime (3.8%), a finding which was significantly more prevalent in boys than in girls (lifetime: 5.2% vs.
2.7%, respectively, P<0.001; last 12 months: 5.2% vs. 1.4%, respectively, P<0.001).

Additionally, gender differences between other forms of abuse are present. Thus, girls are more emotionally
abused and boys more physically abused. This difference is particularly noticeable in the case of neglect,
with almost twice as many girls reporting being neglected compared to boys.

Children can be psychologically and emotionally damaged when they witness domestic violence. Our study
indicates a slight increase in the prevalence of domestic violence (7%) compared to previous the HBSC
study in 2017/18 (6%). Programs based on parenting practices and family functioning have been successful
in reducing the prevalence of domestic and child violence. There is an urgent need to implement these
programs in Albania, under the guidance of both health and social professionals.

On the other hand, a great opportunity for intervention is through cooperation with schools for the
prevention of dangerous behaviours in children. Life Skills Education enables young people to develop
personal skills; teaches respect for oneself and for others; teaches them how to express their feelings and
how to negotiate for what they want without the need for physical or psychological violence.
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COVID-19

In the 2021/22HBSC study, 43% of children reported a negative impact of COVID-19 on their lives and boys
were more positive than girls. Regarding the adherence to social distancing, overall, more than one-third of
young people (about 38%) reported having always adhered to social distancing, which was more prevalent
among girls than boys and among the youngest children.

The main sources of information on COVID-19 have been media/social media, and health authorities.As a
conclusion, directexposure to COVID-19, exposure to COVID-19in the family, and the measures implemented
to contain the COVID-19 pandemic have potential short- and long-term impacts on adolescents’ well-being,
health, and health behaviours. There is need for more time and in-depth analysis to better understand the
impact of COVID-19 on adolescent's life.

Study limitations

Theoretically, this study could be affected by the possibility of selection bias. But in practice, this study
involved a large and nationally representative sample, with a very high response rate. Therefore, there is
no evidence of the presence of any selection bias, which makes it possible to generalize the results of this
study to all students of this age group in Albania.

Regarding the possibility of information bias, as we have explained in the study methodology, the
guestionnaire used in the study was based on information obtained from self-reports by students. Based
on this fact, we need to be careful in interpreting some of the outcomes related to sensitive issues such
as: having sex, substance abuse, bulling, living with both parents, family well-being, life satisfaction, etc. It
should be noted that the Albanian society continues to be highly patriarchal, therefore issues such as living
with both parents are still taboo. From this point of view, we should not be surprised that the cohabitation
rate with both parents in our study was very high (90%). Also, similarly to previous studies conducted in
Albania, the self-reporting of sexual intercourse poses problems of differentiated validity, especially related
to the gender of respondents (e.g., there is systematically higher self-reporting than any other factor in
young males compared to females).

Finally, the interpretation of all study results should be carefully considered, also depending on the study
design. As this was a cross-sectional study, the findings obtained from this study are not subject to causal
relationships. As we have recommended in previous HBSC studies, prospective cohort studies should
be undertaken in the future as the only methodologically plausible alternative to confirm (or reject) the
presence of causal links between the independent factors and the health-related behaviours of children
and young people attending school.
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