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SUMMARY

BACKGROUND: Migration, for various reasons, cont@suto increase the immigrant
population of Norway. Few studies compare adoldsegmic Norwegians (EN) with
adolescent immigrants for their health status aadth behavior. This study describes
differences in health status and health behavitwéden adolescent EN and immigrant groups
from Pakistan, Somalia and Vietnam (PSV) seen aggooup, and also between EN and each
of the three immigrant groups. It also examinestivaeage at arrival in Norway and parental
education impact health status and health beh&wigach of the three immigrant groups.

METHODS: In 2006, the Norwegian Social Research Q) in cooperation with the city

of Oslo (Drug Competence Center), carried out atpenaire survey in Oslo schools for
11,500 pupils aged 14-17. 10,880 individuals ansd/iéine questionnaire (response rate of
93%). Health status in terms of self-assessedheakntal health status and chronic physical
illness and health behavior in terms of smokingphbl use, snuff use, cannabis use, eating
problems and regular physical activity were analyioe the PSV- immigrant groups. The
explanatory variables were age at arrival in Nonaag the educational level of their parents

(parents’ education).

RESULTS: No differences in mental health statusaweentified between the groups.
However, fewer Pakistani immigrants assessed liggilth status as good or excellent and
fewer Somali immigrants reported chronic physiiakss compared to EN. The PSV-
immigrant groups had less risky health behaviathsas smoking and use of snuff and
alcohol, but at the same time less regular physic@bities. Higher parents’ education was
associated with a better mental health statusales$iol use, and less use of drugs for
immigrants from Somalia and more regular physicévdies for Pakistani immigrants. Age
at arrival was associated with more physical attisiand less use of cannabis for the

Pakistani group.

CONCLUSION: In this thesis, PSV- immigrants’ headtiatus and health behavior differ
from that of EN in adolescence. Interestingly, @doent immigrants have less health-risky
behavior, but at the same time less health-degyduhavior. All these differences are only
partly explained by factors such as the age atanm Norway and the level of parents’

education.
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1.INTRODUCTION

People have migrated voluntarily or have been fibtoemigrate beyond borders since the
origin of mankind. Significant migrations in hisyanclude that of the Vikings, the forced
transportation of slaves over the Atlantic, theolammigration from China, India and Japan
after slavery was abolished, the migration dud¢orise of the United States as an industrial
power and Jews after the creation of Israel. Byethdy 1970's, international labor migration
declined in Europe, but continued in the States thd early 1990's. In recent years, labor
migration has grown. In addition, there is migratdue to conflicts that result in asylum
seekers, refugees and irregular migrants (Kos&7)20n the last ten years the total number
of international immigrants has increased from ald&@ million in 2000 to 214 million in
2010. According to the International OrganizatiéiMigration (IOM), one out of every 33
persons in the world was a migrant in 2010 (IOM120

In Norway, the immigrant populatidnspecifically non-Scandinavian descendants, has
increased since the end of the 1960's. After tloei@kWorld War, immigrants started to
migrate to Norway - first as refugees, then as amgworkers from Europe, and thereafter as
migrants from countries outside of Europe. Norwagdme a Schengen member in 2001. The
Schengen agreement made it easier for EU memberegs borders of Schengen countries.
The new immigration groups came mainly from Poland the Baltic states (SSB, 2012).
Adolescent immigrants in Norway represented appnakely 26% of all immigrants in 2008
(Dybendal and Hgydahl, 2008). Figure 1 illustrdabesincrease in the number of immigrants

and their children from 1970 to 2013 for variousgephical regions in Norway.

! An immigrant is defined by Statistics Norway (2038 a person with two foreign-born parents.



Figure 1 Immigrants and Norwegian-born to immigrant parents, by country background. Source: SSB,
2013
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In recent decades, there has been a growing ambuedearch concerning the health status
of immigrants in Norway (Abebe, 2010). Such studiage identified many important
differences in health status and health behavitwdxen different immigrant groups and
between immigrants and ethnic Norwegians (EN) invidy and other Scandinavian
countries. However, studies that compare adoleseenigrant groups (Sam and Virta, 2003;
Sam, 2010; Oppedal et al,2005; Virta et al, 2004hH EN (Vaage et al, 2009; Sam and
Berry, 1995; Oppedal and Rgysemb, 2004; Sam, 1964;et al, 2006) are scarce, and there
are even fewer studies on adolescent immigrantsheidsomatic health status ( Zahid et al,
2005; Zahid et al, 2008 Lien et al, 2009). Thissteencludes the following research
guestions: Are there possible differences in reqabhealth status and health behavior in
ethnic Norwegian (EN) adolescents and adolescemignant groups from Pakistan, Somalia
and Vietnam (PSV -immigrants)? Are there possiliffer@nces in reported health status and

health behavior between EN adolescents and edtie dfiree immigrant groups (Pakistan,



Somalia and Vietnam)? Are age of arrival in Norvaayg parental education predictors of
reported health status or health behavior in arth@PSV-immigrant groups?

The thesis is structured as follows: Chapter 2 kBemund) defines and describes the
phenomena of immigration and migration both in@gl and a national perspective. The
chapter then defines health status and health m@haarticularly in immigrants. Known
health differences between ethnic Norwegian (EN)iammigrant populations are described.
This chapter also sheds light on immigrant adolatscand their particular health and social
challenges. Chapter 3 (Methods) presents the @sgaestion, the study design, the study
sample and variables, as well as the statistictthogelogy. Chapter 4 (Results) presents the
findings. Chapter 5 (Discussion) focuses on thenrfiadings and discusses weaknesses,
strengths and possible explanations. Finally, @a®{Conclusions) provides the main

conclusions with suggestions for further research.



2. BACKGROUND

This section defines and gives an overview on migneas a phenomenon. Furthermore, it
presents an overview on immigrants in Europe, Ngrarad Oslo with a focus on health

status and health behavior.

2.1. Immigrants and migration - definitions and causes

An immigrant is defined by the international orgaation of migration (IOM, 2012) as a
person who enters and settles in a country or nefgiovhich they are not nativeMigration is

a process whereby one moves from one place to @notlone country to another searching
for a better life and permanent residence or foex@ended period of time (Koser, 2007).
Immigrants can be categorized by these paramdiev&luntary and forced migrants, 2)
politically or economically motivated immigrantsca®) legal or illegal immigrants (Koser,
2007). There is a distinction between voluntary fonded migration. Forced migration can be
caused by war, persecution, environmental probkmdgor hunger. Another distinction is
often made between people who migrate for polittcal economic motives. Examples of the
first group are refugees who flee their country thupolitical instability or conflicts.
Furthermore, a distinction can be made between &ghillegal migrants. lllegal immigrants
are people who migrate either without documentt) farged documents or those who are at
first staying legally in a country and then remaiter their visa, work permit or study permit
has expired (Koser, 2007).

The motivation for migration displays a spectrunvafiation including economics, politics,
family reunification, natural disasters, povertytloe wish to change one's surroundings
voluntarily (IOM, 2008). Sarah Collinson in Burhé007) describes three main motivators
of people who migrate. Firstly, migration is relhte the economic situation whereby highly
skilled managerial people and business personmpelnekthe global economy through
international and financial institutions. Secondhgre is the liberalized commercial and labor
migration, which likely rests largely on the stajest understanding of open borders for a
free flow of workers and products. The third motiwa factor includes the majority of regular

% Native — a person born in a particular place amtry from two parents born in the same place onty

(dictionary.com, 2012).



and illegal labor migrants. Their movement is ualike other groups not protected by states.
Their migration is a direct response to local ctinds such as political, environmental,
persecution, famine, economic or individual tiesh® host country (Burnett, 2007). Push and

pull factors for migration are described in table 1

Table 1 Migration factors (Castle and Miller, 2009;Kristiansen, 2008).

Motives for migration Push factors Pull factors
Demographic growth Poverty, lack of basic health Demand for labor, availability of land,
Lack of economic opportunities services, unemployment, professional or personal development,
education, low wages and high| Prospect of higher wages
fertility rates Potential for improved standard of living
Political Human rights abuse, porous Political or religious freedom, security

governance, insecurity, violence, and safety
conflict and corruption

Social and cultural Religious, gender or ethnical | Diaspora migration, freedom from
discrimination discrimination and family reunification

2.2.  Migration and brain drain °

People with high skills who happen to have a pey#d life in the country of origin may still
prefer to migrate. Among this group we find sciststj engineers, doctors, teachers, and
nurses whose migration may have a positive impa&wven rich destination economies
(Burnett, 2007). Castle and Miller (2009) reposttmigration contributes to the economic
growth, and welfare of the host nations, as byctieation of new jobs. Moreover, such
migrants contribute with taxes and cause a highagl lof employment and wages for the host
nations (Castle and Miller, 2009). This is obseriwesdelective migration, as in Canada where
a number of immigrant families comprise occupatilyrskilled, well-educated and healthy
people (Beiser et al., 2002). In such selectedatimm, young, healthy and well-educated
people leave their country of origin in favor of realeveloped countries affecting the host
nation positively at the expense of the countrgradin (Koser, 2007: Beiser et al., 2002).
This phenomenon is often referred to as "brainndnai migration theories (Koser, 2007). On

the other hand, people who are negatively affelojechigration are mostly low wage workers

3 Brain drain, or human capital flight, is a procegeere individuals with high skills or

knowledge such as scientists and technologistsratmigCastle and Miller, 2009).



and low-skilled people because they are not abt®mapete with the more highly-skilled
immigrants (Castle and Miller, 2009).

2.3.  Migration in Europe

In Europe, most countries have experienced inangdsvels of net immigration since the
1990's. The immigration flow has been continuous, & family reunion, labor migration and
refugees. For established countries such as FraAnstrja, Switzerland, Sweden, Germany,
the Benelux countries, the United Kingdom (UK) @ehmark, net immigration has been the
case since the 1960's. Germany has recently erpede decrease in immigrant flow since
the 1990's because of a very high level of influxhe early 1990's (OECD, 2007;
Kristiansen, 2008).

Other countries became net receiving countrieeenl®80's, such as Ireland, Spain, Portugal,
Finland and Greece, largely because of growing @oamprosperity and strongly restrictive
policies in northern Europe which redirect immiggarRecent inflow of labor migrants to
Portugal, Italy and Ireland shows that those coemtnave preserved a high level of migration
since the 1990's (Kristiansen, 2008).

Various former socialist countries in the EU becaraasit countries for immigrants
attempting to enter countries with better and nsmied economies. Estonia, Latvia, Poland,
Hungary, the Czech Republic, Lithuania and Romargaexamples of countries that serve as
transit countries. Countries that recently havegdithe EU and experienced political stability
and economic growth have also become destinationtdes for immigrants. Since 2001,
countries like Slovenia, Hungary, Slovakia and@zech Republic have experienced an

increase in net migration (Kristiansen, 2008; GCRAQ4).

2.4.  Migration in Norway

The number of immigrants and Norwegian-born to ignamt parents has grown rapidly during
the last four decades in Norway from 1.5% of thpypation in 1970 to 9.8% in 2008 (SSB,
2009). Immigrants first came to Norway from low-damiddle-income countries in the wake of
the discovery of oil in the North Sea. During thesiod, the first immigrants came to Norway
from Pakistan and Turkey between 1967 and 1978kas immigrants and met an increasing
demand for industrial labor (Vassenden, 1997).H&yeand of 1992, the immigrant population in

6



Norway was 183,000 or 4.3% of the population. B@&0dmmigration and the birth surplus
increased the population in Norway by 17,300 peddigration from Poland, Afghanistan, Iraq,

Somalia and Lebanon was the main cause of thistgr@uDI, 2006).

In 2013, the immigrant population constituted apprately 710, 465 people, making up 14,1%
of the whole population. The largest group of imrargs in Norway is Polish with 77,000
people; followed by 35,600 Swedes; and the thirgdst group with 28,600 Lithuanians. From
other parts of the world, 231, 872 people come fAsia and Turkey; 88,764 from Africa; and
21, 486 people have a Latin American backgroundB(2813). Figure 2 shows the largest

foreign groups in Norway in 2013.

Figure 2 The ten largest groups with foreign citizaship (SSB, 2013).
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2.5.  Migration in Oslo

Oslo is the capital of Norway. It is also a couahd a municipality with 624,000 inhabitants.
According to Statistics Norway (SSB, 2013), 30%haf population in Oslo is immigrants,
which makes Oslo the municipality with the higheshcentration of immigrants in Norway.
Approximately 50% of immigrants in Oslo stay in #estern part of the city. 18% of
immigrants in this area have an Asian background,5=®6 are of African origin. In the
western part of Oslo the concentration of immigsaatiower. Apart from ethnic Norwegians,
immigrants who stay in this part of Oslo have akgacund mainly from Poland, Sweden,
Germany and other EU/EEC countries (SSB, 2013).

Migrants are not a homogenous group (Abebe e2@L0) but differ in age, gender and
nationalities, and adapt differently to new cultudepending on their background and
immigration history. (Zhou, 1997; Abebe et al., @0Pumariega et al., 2005). They all have
individual ethnic, family and social values, heathtus and health behavior perceptions,
beliefs in coping with life and experiences in &sieg health care resources. These elements
influence health status and health behavior amamgigrants as well as their general

situation.

Figure 3 shows the distribution of immigrants in@®uter West [3.3%, red area], Inner
West [3.3%, yellow area], Inner East [17.7%, pin&ad, and Outer East [75.7%, blue area].



Figure 3 Distribution of immigrants in Oslo (Kumar et al, 2008).

2.6.  Migration and the social environment

Migration affects people and societies in both fsiand negative ways. A migrant's health
status and health behavior are influenced by tesoeiety, due to a new environment, new
socio-demographic factors, uncertainty, socio-caltand socio-economic status,
acculturation, changes in nutrition, and accessetals and services (Reardon-Anderson et al.,
2002, Kasl & Berkman, 1983, Holmboe-Ottessen, 200%s & Persson, 1998).

Migration affects the living condition and condwétspecific parts of immigrant groups from
less developed countries who emigrate to the meveldped parts of the world. Fluency in
the host population language can facilitate théucal adjustment process (Holmboe-Ottesen,
2009). Bhugra (2003) mentioned that not knowingvdadal and non-verbal language
fluently can have an impact on cultural adjustnaerd distress. Once in the host country, the
situation can be improved or worsened dependinp@mature of immigration and the social
integration policy, such as integration or margegtion, implemented in the host country.
The distance from natives and the host culturegedisas aspirations can be challenging for

immigrants, especially for those who shift fromadlectivistic way of living to Western



communities with a more individualistic culture @& Berkman, 1983, Virta & Sam, 2002;
Markides, 2001).

The process of immigration may promote positivdthesffects termed as the "health
immigrant effect* (McDonald and Kennedy, 2004). This explains tHatieely low mortality
rates and good health among Mexican Americansapared with native Americans in the
USA (Lou & Beaujot, 2005; Escobar et al., 2000)wlLmortality rate among Mexicans is also
related to genetics, low alcohol consumption amddmoking in general (Markides & Coreil,
1986). This is also supported by Lou & Beaujot E0Q0vho studied the "health immigrant
effect” and mental health of immigrants in Candesults from this survey concluded that
immigrants in Canada on the whole are healthier tha native Canadian population
(Escobar et al., 2000; Lou & Beaujot, 2005). Imraigs with shorter stays are healthier than
ethnic Canadians, as compared with immigrants vawe Istayed longer (McDonald et al &
Kennedy, 2004). Similarly, in the USA, the firstngeation Mexican immigrants report better
mental health than subsequent generations, despite-economic disadvantages (Escobar et
al., 2000).

By contrast, other studies suggest that the pesdffects noticed among immigrants might be
caused by fewer population samples among diffenemtigrant groups, diverse uncontrolled
factors or reporting errors (Lou & Beaujot, 200®riman — Garber et al., 2004). Other studies
suggest that the "healthy immigrant effect” is suteof selective immigration (Beiser et al.,
2002), whereby young healthy people are more pgoeded to immigrate than less healthy
older people (Beiser et al., 2002). This conceartiqularly labor migrants who are relatively

healthy and who have a positive outlook on thegdi(Markides, 1983; Beiser et al., 2002).

2.7. Adolescent immigrants and the social environment

Even though there has been a substantial numiseiesftific reports on adult immigrant
health, to the author's knowledge there are fewrtsn adolescent immigrants’ health status
and health behavior in Norway (Blom 2005/2006; Igrant-HUBRO, 2000/01).

Adolescents are emotionally vulnerable and arectdtein a different way by migration as

* The "Healthy immigrant effect" is an observed tipah in which the health of immigrants just aftégration
is substantially better than that of comparablé/aaborn people, but worsens after years in the cewntry
(McDonald and Kennedy, 2004).
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compared with adult immigrants. The quality of ammigrant's health varies with variables
such as the level of education, acculturation, lagg skills, income, experienced
discrimination and work environment. Those withrarsg socio-economic position have
better health (SSB, 2010; Neess et al., 2007).

Adolescents of immigrant background make up a bog@rtion of the population of Norway.
In Oslo, every third person under 25 years of aggedn immigrant background or is a
descendant of immigrants. By the end of the y8@0211% of the population under 20 years
of age had an immigrant background compared tohteetdecades ago (SSB,2010).

Education

There is an increasing tendency in Norway amondeadent immigrants to take a high
school or college/university education. The proporbf both immigrant adolescents and
ethnic Norwegians (EN) taking education is almagtas (Dzamarija, 2010). Henriksen
(2010) reported that 30% of Pakistani boys took&rgducation in 2008 compared to 17%
in 2000. The same study showed that 39% of the tpdk higher education compared to

18% in 2000. The same figures are found among Shrknmigrant adolescents.

A new report from NOVA (Norwegian Social Researdgently confirmed the same
tendency. In this report, immigrants from Chind,l%nka and India performed better in
school compared with ethnic Norwegians (EN). ENetidhe fourth place on the list with

adolescent immigrants from Vietnam in school gra@edkken & Elstad, 2012).

It is known that adolescents from Asia perform welschool and in a social setting (Yeh,
2003). This may be associated with their familyuesl and structure. Viethamese adolescents
show deep respect for their family obligations. iflealture and education generally follow
Buddhism and Confucianism. In this environment|dzein grow up in a collectivistic family
setting where parents have high aspirations foatt®descents. They follow the parents'’
advice and respect cultural structures (Yeh, 20085 trend is also observed among Turkish
and Pakistani immigrants who follow traditionalaislic customs in a patriarchal family
structure (Baken & Elstad, 2010; Virta & Sam, 2002gxican immigrants in the USA share
the same family structure (Escobar & Randolph, 198Re following Table (Table 2)

presents the mean of grades among immigrant grang&N.
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Table 2 10th grade results from different groups ifNorway (NOVA, 2012).

Country Mean of grades from 13 courses
from 10th grade 2009 — 2011
China 4.29
Sri Lanka 4.22
India 4.20
Vietnam 4.05
Norway (Ethnic Norwegian 4.05

Scale: 1-6 (6 is the best).
Discrimination

Immigrant adolescents may face discrimination awism in various sectors because of their
foreign names. Even if they are born and raisédarway, their names reflect an immigrant
background and they may not be invited for jobmwvitavs (Jareg, 2009). Moreover,
adolescents may experience bullying in schoolsuseaf being a different color, or
exhibiting cultural or social behavior unlike titdtEN (Jareg, 2009). According to Statistic
Norway's survey (2005-2006) on "living conditioma@ng immigrants,” half of the
immigrants in Norway have experienced discriminaiioone or several areas in life. Most of
them experience discrimination in housing and ladhers meet discrimination in
educational institutions. Seven percent reportrofisnation in the health sector due to their
background. Adolescents also face discriminatioeisure activities. Gender differences are
noticed. Women are less discriminated against them, and