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Young people’s foreword

Advice Leading to Public Health Advancement We are a group of young people aged 14-25 who advise
researchers by discussing and debating our views on public
health topics and the research they plan to carry out. The
group formed in DECIPHer?® in 2010 with the aim of bringing
DECIPHer's research advisory group of young people  together young people with a range of experiences and
opinions, to help make sure research reflects what is
important to us. Ultimately, this helps to improve ours and
other young people’s health.

We have been involved with the School Health Research
Network (SHRN) since its inception in 2013, helping to
. 3 shape survey questions and disseminate findings. The work
undertaken with SHRN is revolutionary and ground-breaking. Many Public Health conditions show
their first signs in childhood and can potentially develop into conditions which may require consistent
care throughout adulthood. It is therefore vital to equip us with the knowledge, information and
guidance to have a say in matters that directly affect us and giving us the ability to help shape our
lives.

It is essential in this climate to obtain information to address uncertainties and limitations with public
health. The availability to receive bespoke and tailored public health data for each school in Wales is
extremely beneficial; it gives us the ability to have a say in shaping our lives and our futures. The SHRN
organisation is an enormously valuable tool for providing robust health and wellbeing data for schools,
regional and national stakeholders. It helps schools and students like us to understand health research
evidence and gives us the means to implement projects and programmes, to improve areas of public
health that need addressing.

Without this national organisation skills, knowledge, understanding and attitudes towards public
health would not be where they are today. We need to continue to strive to recognise areas of public
health which have a direct effect on us and involve us, young people, at every step. Our generation
has a lot to give and we cannot afford to not have our voices heard.

2 The Centre for the Development and Evaluation of Complex Interventions for Public Health Improvement
(DECIPHer) at Cardiff University
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1 Introduction

Health and wellbeing of secondary school aged children in Wales

Adolescence is a critical life-course period for young people’s health and wellbeing where the social
influences upon health begin to shift from being largely within the family to include peers, the
media, education, and for older adolescents, employment.

Previous Health Behaviour in School-aged Children (HBSC) surveys indicate some significant
improvements in the health and wellbeing of adolescents in Wales over the last 10 to 25 years, e.g.
rates of weekly smoking and drinking alcohol have declined, as has the proportion of students who
report first sex at a young age?. Other areas, however, have shown no improvement, e.g. overall life
satisfaction and physical activity, or significantly worsened, e.g. self-rated health.

The potential for schools to positively influence young people’s health and wellbeing is well
recognised and recent research from Wales has challenged concerns that devoting resources to
health improvement activity in schools might be at the expense of educational attainment?®. Wales
has one of the most extensive health promoting school programmes in the world, the Welsh
Network of Healthy School Schemes, which supports schools to implement the World Health
Organization’s health promoting schools framework. This encourages schools to strengthen their
capacity as healthy settings for living, learning and working by promoting health through the
curriculum and the wider school environment.

It is, however, a time of change for health and wellbeing in education in Wales with a number of key
policy developments over the last three years that have endorsed schools’ and other statutory
agencies’ roles in protecting and promoting adolescent health and wellbeing. These include the
Violence against Women, Domestic Abuse and Sexual Violence (Wales) Act 2015, the Well-being of
Future Generations (Wales) Act 2015, a new common inspection framework for schools with greater
focus on wellbeing, and comprehensive curriculum reform. The new curriculum, currently in
development, will aim to implement the recommendations of the Successful Futures report?,
including that one of four core purposes of the curriculum should be that children develop as
‘healthy, confident individuals’ and that one of the six areas of learning and experience which form
the structure of the curriculum should be health and wellbeing.

Schools, however, are one of many influences on young people’s health and wellbeing and the
findings presented in this report will be of value to the wide range of statutory and third sector
agencies whose remits include the protection and promotion of health and wellbeing.

The School Health Research Network

The School Health Research Network (SHRN) was established in 2013 and is a partnership between
Welsh Government, Public Health Wales, Cancer Research UK, the Wales Institute of Social and
Economic Research, Data and Methods (WISERD) and Cardiff University®. School membership in
2017/18 was 212, including all maintained secondary and middle schools in Wales. The Network is
led by the Centre for the Development and Evaluation of Complex Interventions for Public Health
Improvement (DECIPHer) at Cardiff University.

The Network aims to improve young people’s health and wellbeing by:

e Providing robust health and wellbeing data for local, regional and national stakeholders;



e  Working with policy-makers and practitioners from health, education and social care to co-
produce high quality school based health and wellbeing research for Wales;

e Facilitating the translation of school health and wellbeing research evidence into practice;
and

e Building capacity for evidence informed practice within the school health community

The Student Health and Wellbeing Survey underpins the Network’s first aim and takes place every
two years. In the same school year, Network schools also complete a School Environment
Questionnaire to provide data on school health policies and practices. The content of both surveys
reflects current policy, practice and research data needs. All schools that take part in the student
survey receive a Student Health and Wellbeing Report and regional reports are produced for Local
Authorities.

Survey data are also used for research into health and wellbeing in the school setting®®. Findings
from this research are fed back to schools and to the wider school health system via Research Briefs
and webinars. Further information about the Network can be found on its website: www.shrn.org.uk

The Health Behaviour in School-aged Children Survey

The World Health Organization (WHO) collaborative, cross-national Health Behaviour in School-aged
Children (HBSC) study began in 1983 and currently includes 45 countries and regions across Europe
and North America. Every four years participating countries undertake a nationally representative
survey of young people aged 11, 13 and 15 years, with questions covering health and wellbeing,
social environments and health behaviours.

Wales has taken part in every round of the HBSC since 1985 and the resultant data has been a key
source of information on child and adolescent health, providing national, international and local data
to a wide range of stakeholders. Previous national reports for Wales are available on the Welsh
Government website and the 2013/14 National Report includes an analysis of trends from 1985/86
to 2013/14%

The 2013/14 HBSC Survey in Wales was instrumental to the establishment of SHRN, providing health
and wellbeing data that could be fed back to participating schools. SHRN’s Student Health and
Wellbeing Survey, based on the HBSC Survey but conducted every two years, now provides more
timely health and wellbeing data for stakeholders in Wales, whilst providing a data collection
infrastructure into which the international HBSC Survey can be embedded every four years.

2017/18 Student Health and Wellbeing Survey, incorporating the HBSC
Survey

The main objectives of the 2017/18 survey were:

e to provide an in-depth understanding of young people’s health and wellbeing, including the
social determinants of health and the health and wellbeing among the whole population,
and among subgroups, such as looked after young people;

e toinform policy and practice to improve young people’s lives;

e to disseminate findings to various groups, for example Welsh Government policy makers,
local government, the NHS, schools and researchers; and

e to undertake national and international research on health and wellbeing and the social
context of health among young people.



The survey collected self-reported data in the classroom setting, with school staff instructed to
provide students with privacy as they completed the survey, due to the sensitive nature of some of
the questions. Data were collected from students in school years 7 to 11 in all participating schools.
Schools that had students in years 12 and 13 could include them if they chose and their data was
included in the school’s Student Health and Wellbeing Report, but this report includes students in
years 7 to 11 only.

The Student Health and Wellbeing Survey was conducted online in 2015/16, but this is the first time
the HBSC Survey in Wales has been delivered electronically, so its methodology is different to
previous HBSC Surveys in Wales. Key differences from previous rounds of the HBSC survey include
guestions in the online format being forced answer (although there was always a response option of
‘I do not want to answer’) whereas on a paper questionnaire, students could omit questions they did
not want to answer. Furthermore, due to the number of schools taking part, the survey was
administered by schools themselves, rather than by research fieldworkers who in previous years
visited schools to undertake data collection. The international HBSC study, however, is now
conducted using a mixture of electronic and paper data collection across participating countries, so
the change in approach in Wales does not diminish international comparability. A comparison of
completing a similar survey (the Scottish Schools Adolescent Lifestyle and Substance Use Survey) on
paper or online found that whilst there were more missing answers when completed online, there
were no differences by mode of completion in student response rate, representativeness and
findings for nearly all key measures®.

The high school level response rate for the survey (see ‘Response rates’ in chapter 2) can be
attributed to the relationship SHRN has established with its member schools through a range of
engagement activities, particularly provision of an individualised Student Health and Wellbeing
Report for each school that participates in the survey. Furthermore, the large sample means that
findings at the Local Health Board (LHB) level are more robust and, for the first time, findings can be
presented by ethnicity.

An infographic to accompany this report is available on the SHRN website (www.shrn.org.uk) along
with other survey briefing papers. These include the wellbeing of young people in Wales and the
health and wellbeing of looked after young people (forthcoming). Data from the HBSC Survey in
Wales will also be reported in the next international HSBC report
(www.hbsc.org/publications/international/).



2 Methods

The Student Health and Wellbeing Survey takes place every two years to ensure that member
schools and SHRN’s policy and practice partners get timely data, whilst at the same time offering a
data collection infrastructure into which the four-yearly HBSC Survey can be embedded, thereby
allowing Wales to remain part of the international study. All SHRN member schools are invited to
take part in the survey and by the end of October 2017, all maintained mainstream schools were
members.

The survey followed the international 2017/18 HBSC survey protocol, developed by the international
network of HBSC study researchers. Further detail is available at www.hbsc.org

Questionnaire design

The questionnaire was based on the mandatory core HBSC questionnaire containing 44 questions,
including three questions on electronic media communication, the HBSC special topic area for
2017/18. National items were then added to meet policy, practice and research data requirements
in Wales. These came from a number of sources. Schools suggested areas of health and wellbeing
they wanted included at SHRN’s annual summer events; researchers proposed questions to advance
specific areas of research; and policy partners proposed questions needed for national monitoring
and surveillance. Where possible, optional packages of questions from the HBSC were used to meet
national data needs to facilitate cross-national analyses across a wider range of variables. Questions
pertaining to the findings presented in this report are in the annex.

The large sample of students in years 7 to 11 (n=103,971) meant that not all students needed to
answer all questions in order to produce robust national estimates. The capacity of the
guestionnaire was therefore increased by having three routes through it, with students randomly
allocated to a route on entering the survey (see next section). Some questions were included in all
routes, e.g. demographics and items included in schools’ Student Health and Wellbeing Reports,
whilst others were included in only one or two of the routes. All the mandatory HBSC items were in
one route.

Questionnaire items on sexual behaviour were included for all students in years 11, 12 and 13, but
schools could opt to include them for years 9 and/or 10 as well. Only results pertaining to year 11
are reported herein.

Questionnaire items that collected identifiable data in a subsample of schools (see description of
pilot project in next section) were at the end of the questionnaire.

The longest route through the questionnaire was piloted in May 2017 to ensure it could be
completed within one lesson.

Sampling design and procedures

The HBSC Survey is designed to be nationally representative with the school as the sampling unit. To
create a sample for the HBSC Survey whilst maximising the capacity of the questionnaire, as
described above, the HBSC route through the survey did not need to be used in all schools. A
nationally representative sample of ‘HBSC schools’ was therefore drawn.

Sampling for HBSC schools was undertaken in May 2017 using the SHRN membership at the time
(n=203, including 97% of all maintained mainstream secondary schools) as the sampling frame plus
independent schools with at least 150 students in years 7 to 11 that were not already members of
SHRN (n=10). A disproportionate design was used that expected to achieve a minimum of 8.5



schools per LHB, using an 85% response rate. The sample was stratified by LHB and within LHB by
deciles of percentage of students entitled to free school meals.

When registering for the survey, SHRN member schools indicated whether they would be willing to
take part in a project to pilot collecting identifiable information for use in longitudinal and data
linkage research. Forty-two schools were randomly selected from consenting non-HBSC group
schools to take part in this pilot. The findings from this pilot project are not reported here.

Schools were encouraged to include all students in year groups 7 to 11 and to always survey mixed
ability classes.

On entering the questionnaire, students were randomly allocated to a route, which determined
which questions were visible to them as they progressed through the questionnaire. Students in
HBSC schools were allocated to the HBSC route or to one of the other two routes (SHRN1 and
SHRN2) on a 3:1:1 basis. Students in non-HBSC schools were allocated to SHRN1 or SHRN2 on a 1:1
basis. Final sample sizes for the three routes are given in the next section.

Response rates

Two hundred and sixteen schools were invited to take part in the survey (210 SHRN member schools
and 6 independent schools drawn for the HBSC sample) and 193 (89%) did so. There were 103,971
student participants from a total student body of 142,631 in the 193 schools(a 73% response rate),
so the overall response rate was 65%. Student participation and response rates by year group are
shown in Table 2.1, showing similar response rates from years 7 to 9, but a marked drop thereafter.

Table 2.1: Sample and student response rate by year group

Year 7 Year 8 Year 9 Year 10 Year 11 Total
Number of 22634 | 22421 22 208 19704 17 004 103 971
participants
Response rate 76% 76% 78% 70% 64% 73%

One hundred and fifty students were withdrawn by their parents.

Final samples sizes within the three routes through the survey were 29,063 (HBSC), 37,363 (SHRN1)
and 37,545 (SHRN2). Characteristics of the sample with respect to gender, family affluence, ethnicity
and LHB are given in the annex.



Weighting

While the HBSC sub-sample is weighted by age, gender and local authority within the international
report, the larger overall SHRN survey taken as a whole matched the population of Wales more
closely than did this sub-sample. Hence, no survey weights were applied.

Administration of survey in schools

The survey was completed by students online, in one sitting and its administration was managed by
the school, using their own IT equipment. Schools were sent an electronic pack of information about
the survey in September 2017. This included detailed instructions for the school’s survey lead,
additional briefings for classroom teachers who would be overseeing the survey and the school IT
manager and a form on which to record parent withdrawals. Shortly afterwards, they were sent an
electronic link to the survey that was unique to their school.

Schools had the whole of the autumn term (September to December) to complete the survey and
were asked to include all of their students in years 7 to 11. If schools had students in years 12 and
13, they could also be included if the school wished and their data were fed back to schools in the
Student Health and Wellbeing Reports, but they are not reported here.

Schools were instructed to always survey mixed ability classes in case they were unable to survey the
whole year group and to organise classrooms to ensure privacy for students. Supervising staff were
asked to remain at the front of the classroom unless a student asked for help.

If a whole class was interrupted whilst taking the survey, e.g. because of a fire alarm or IT failure, the
school was instructed not to let the class re-start, but to contact the research team for advice. If the
interruption happened early in the lesson and it was possible to identify the interrupted class’s data
in the data file, the school was instructed to re-survey the class and the incomplete surveys were
removed during data cleaning. If not, the school was instructed not to let the class repeat the survey
and the data was retained and cleaned following the agreed protocol (see next section).

Data cleaning
Coding of responses was conducted according to HBSC protocol guidelines.

Data were then cleaned by the survey contractor according to an agreed set of steps. These included
removing participants that had not proceeded beyond a specified question, which was
approximately one-third of the way through the questionnaire.

Ethics, recruitment and consent

The survey was approved by the Cardiff University School of Social Sciences Research Ethics
Committee.

A briefing about the survey was given at the SHRN events for member schools in June 2017. These
were held in North, West and South Wales and attended by staff representatives from 118 schools.
Following this, survey registration packs were sent to all SHRN member schools. These packs
contained information about the survey, a draft questionnaire, presentation slides for schools to use
with staff and students and a registration form, which schools were asked to return before the end
of term in July 2017.

Independent schools that were drawn in the HBSC sample were approached directly by the SHRN
manager and invited to participate in September 2017.



In September, all schools that had registered for the survey were sent a second pack which included
letters for parents and the finalised questionnaire.

Schools were asked to use two of three methods to notify parents of the survey at least a week in
advance. These were a letter sent home with the students, an electronic copy of the letter emailed
directly to parents and a text message notifying parents that they should have received a letter and
to contact the school if they had not. The letter told parents they could withdraw their child(ren) if
they did not want them to take part (opt-out consent) by notifying the school. Schools were told to
share the questionnaire with parents if they asked to see it.

Schools were provided with slides about the survey to show to students in advance. Schools in the
pilot project to collect identifiable information were also provided with a video to show students in
advance. Further information was included at the start of the questionnaire, before students
reached the first question. The first question asked for their consent to take part and if they
declined, the survey automatically closed.

The questionnaire was forced answer, meaning students could not move on to the next page
without answering every question on the current page. Every question apart from the consent
guestion, however, had ‘I do not want to answer’ as a response option.

Presentation of findings

This report presents findings on a wide range of variables that were included in the questionnaire.
The questions pertaining to these variables are listed in the Annex. Variables that are not reported
here may be included in future short briefing reports.

In most instances, overall responses to the questionnaire item are presented and then a binary
indicator is defined. For each indicator results are presented by: gender; school year; family
affluence; ethnicity; and LHB. The HBSC Family Affluence Scale (FAS) has been employed to
estimate young people's socio-economic status, based on a set of questions which measure the
material conditions of the household in which young people live’®!, FAS 1 indicates low affluence
households, FAS 2 medium affluence and FAS 3 high affluence households. (See note on FAS in the
annex.)

The base size for each question is presented with the charts. Wide variation in base sizes is due to
guestions being on one, two or three of the routes through the survey.

Results are not presented by ethnicity where only Year 11 students are reported, due to low
numbers in some ethnicity categories. In other instances where base sizes fall below 100, this is
noted by the relevant figure or table.

Results for students who responded ‘I do not want answer’ to the gender question are not shown in
figures reporting a gender breakdown (see note in the annex), but these students’ responses are
included in all other figures.

The questionnaire item on ethnicity included the option of ‘l do not want to answer’. Students who
selected this response are included in figures presenting data by ethnicity, as the ‘Prefer not to say’
group. Non-response to this item was low in the 2013/14 HBSC survey (0.5%), where students left

the question unanswered if they did not want to respond, but much higher in 2017/18 (3%), where
they were the largest group after White British (see Annex table Al). Providing the ‘1 do not want to

b All analyses by LHB are based on the boundaries that were in place before the reconfiguration of LHBs in April
2019. Future publications will take account of these changes.



answer’ option appears to have led to a less trivial degree of non-response and, given the size of this
group, their data are therefore included.

Given the large sample it is likely that differences that carry no policy or practice relevance will be
statistically significant, therefore no statistical testing has been carried out on the results presented
in the report.

For presentational purposes the scale of each axis is set relative to the data being presented. Care
should therefore be taken when reading the figures, to ensure that small differences are not over-
interpreted due to the scaling. Readers should also be aware that small discrepancies in percentages
are due to rounding.

Analysis of trends is not included in this report, but will likely be the subject of a future briefing
paper. In the meantime, trends in key indicators from 1985/86 to 2013/14 are reported in the
2013/14 HBSC report for Wales?, available on the Welsh Government website.



3 General health and wellbeing

Introduction

Improving people’s health and wellbeing has been identified as one of the most important current
public health issues!?. Prevention of emotional and behavioural problems and promotion of positive
wellbeing in children and young people, as well as reduction of child and adolescent health
inequalities, are national priorities in Wales. The importance of these goals has been emphasised in
the Wellbeing of Future Generations (Wales) Act 2015, which focuses on improving the social,
economic, environmental and cultural wellbeing of Wales.

Adolescents’ appraisal of their overall subjective wellbeing, includes physical and non-physical
health. As outlined in the introduction, previous Health Behaviour in School-aged Children surveys
indicate some aspects of adolescent health and wellbeing, such as overall life satisfaction and
physical activity, have shown no improvement over time. Furthermore, other aspects, such as self-
rated health, have worsened.

Many aspects of adolescents’ lives are associated with health and wellbeing, including eating and
sleeping, screen usage and social media, and physical activity levels.

Good nutrition is beneficial to health and wellbeing at all ages®. Adolescence is a time of rapid
physical growth increases, requiring energy and nutrients. Poor dietary patterns, such as skipping
breakfast, insufficient intake of fruits and vegetables, and frequent consumption of food or drinks
with high sugar content, can persist into adulthood and have been associated with a wide range of
illnesses such as cardiovascular diseases, cancer, osteoporosis, iron-deficiency anaemia and a lower
resistance to infections®®.

Good dietary patterns can prevent chronic diseases!?, including obesity'®. Figures suggest rates of
childhood obesity more than doubled between 1984 and 20022, Obesity in adolescents can
significantly affect psychological health and wellbeing, leading to body dissatisfaction and low self-
esteem?’, as well as bullying and peer rejection®,

Sleep is an essential part of everyday functioning, however, insufficient sleep is common among
youth and adolescents around the world and can have multiple, negative consequences®®.
Longitudinal and survey data indicate that adolescents with unrestricted sleep opportunities obtain
over nine hours of sleep on average®. However, millions of adolescents worldwide achieve
insufficient sleep (e.g. less than eight hours), especially on school nights®®. Lack of sleep in
adolescence is associated with fatigue, anxiety and depressed mood and lower life satisfaction??.

Delays in bedtime among youth as they get older can be attributed to a number of biological,
psychosocial and environmental causes??, including the use of screen-based activities that often
delay bedtime or shorten total sleep time. Screen time includes the use of social media, which
whilst it has benefits, such as social support and knowledge acquisition, has also been associated
with poor mental health among young people?.

In terms of active and sedentary behaviours, systematic reviews have established that daily physical
activity, particularly moderate-to-vigorous intensity physical activity, is important for both the
current and future health of children and adolescents, including lower blood pressure, obesity, bone
mineral density and depression?.



Findings

Students in all year groups were asked a range of questions regarding their health and wellbeing,
including aspects such as their life satisfaction, loneliness, sleeping, eating and physical activity
habits, social media usage and volunteering. The findings suggest there are a number of reasons to
be optimistic about young people’s wellbeing in Wales. Most adolescents are happy with their lives
and do not usually feel lonely during the summer holidays. However, there are notable inequalities
in these outcomes. Females report lower wellbeing and life satisfaction scores than males.
Wellbeing and life satisfaction reduce as adolescents progress through school. In addition, this
report shines a spotlight on socioeconomic inequalities in these outcomes. Adolescents from less
affluent households report lower levels of wellbeing and life satisfaction.

General Health and Wellbeing

Current health

Most adolescents were positive about their current health, with 25% reporting that they are
experiencing excellent health and 53% experiencing good health. Around one in five, however,
reported that they have fair or poor health (Figure 3.1). The degree to which adolescents rated their
health as fair or poor differed by gender and family affluence, with females and those from lower
family affluence families more likely to rate their health as fair or poor. There was also a stark
increase in adolescents rating their health as fair or poor with increasing year group, particularly
between students in years 8 and 9 (Figure 3.2) and for female students (Figure 3.4).

Adolescents from Pakistani, Bangladeshi and White Gypsy/Traveller backgrounds were most likely to
rate their health as fair or poor, whilst those from White British, African and Other backgrounds
were least likely to do so (Figure 3.3).

There was some variation in ratings of health by LHB (Table 3.1). Adolescents living in Betsi
Cadwaladr and Aneurin Bevan LHB were most likely to rate their health as fair or poor (23%) and
those in Powys LHB the least likely (19%). The size and direction of the difference between males
and females varied across health boards.

Life satisfaction

Young people scored their life satisfaction using the Cantril ladder®. A picture of a ladder was
shown and students were asked to rate their life satisfaction from 0 (worst possible life) through to
10 (best possible life). Over 80% of adolescents rated their life as 6 or over (Figure 3.5). Life
satisfaction differed by gender and family affluence, with fewer females and those from lower family
affluence families rating their life satisfaction 6 or above. This was also strongly related to age, with
the number of adolescents rating their life satisfaction as 6 or above decreasing with age (Figure
3.6). Figure 3.8 shows that the decline in life satisfaction with age was more pronounced for females
than males.

Adolescents from White British and Indian backgrounds were most likely to rate their life satisfaction
as being 6 or above, whilst those from White Gypsy/traveller backgrounds were least likely to do so
(Figure 3.7).

More adolescents from Powys reported their life satisfaction as 6 or more compared to other local
health boards (86%), but variation across the LHBs was small. In all LHBs females were less likely to
report their life satisfaction as 6 or more compared with males (Table 3.2).
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Wellbeing

Mental wellbeing was measured using the Short Warwick-Edinburgh Mental Wellbeing Scale
(SWEMWABS?®), a scale covering both a person’s happiness and the extent to which a person is fully
functional. Scores range from 7 to 35 and the mean score for all adolescents who responded (N =
94,476) was 23.94 (SD = 5.38).

Adolescents’ average mental wellbeing scores differed by gender and family affluence, with females
and those from lower family affluence families reporting lower scores. There was also a slight
decrease in scores with increasing year group (Figure 3.10). Females had lower wellbeing scores than
males and this difference was more apparent among older year groups (Figure 3.12).

There was a small degree of variation in wellbeing scores across different ethnic groups (Figure
3.11). There was no variation in wellbeing scores across LHBs, although across LHBs females
consistently had slightly lower scores (Table 3.3).

Young people’s voice

Fourteen percent of adolescents strongly agreed with the statement ‘adults usually listen to the
views of children and young people before making decisions that affect them’ compared to 12% of
adolescents who strongly disagreed with the statement (Figure 3.13).

Males were slightly more likely than females to agree or strongly agree with the statement, although
the difference was small. Adolescents from low and medium family affluence levels were less likely
to agree or strongly agree with the statement. There was a stark decline with age in the proportion
who agreed or strongly agreed with the statement (Figure 3.14). There were differences between
year groups by gender, however, with females more likely to agree or strongly agree with the
statement in year 7 but less likely to agree or strongly agree by year 11 (Figure 3.16).

The proportion of adolescents who agreed or strongly agreed with the statement ranged widely
from 33% among those from White Gypsy/Traveller backgrounds to 54% of those from Indian
backgrounds (Figure 3.15).

At the LHB level the proportion of adolescents who agreed or strongly agreed with the statement
ranged from 47% in Abertawe Bro Morgannwg and Cardiff and Vale to 52% in Powys. There were
small differences by gender in the proportion who agreed, with fewer females generally agreeing
with the statement (Table 3.4).

Summer holiday loneliness

Students were asked how often they felt lonely during the most recent summer holidays. The
majority (42%) stated that they never felt lonely, compared to 7% who were always lonely (Figure
3.17).

The proportion of adolescents who never or rarely felt lonely during the summer holidays differed
by gender and family affluence, with females and those from lower family affluence more likely to
feel lonely. Never or rarely feeling lonely declined with age, from 76% in year 7 to 60% by year 11
(Figure 3.18).

Again, the proportion of adolescents who never or rarely felt lonely during the summer holidays
ranged widely from 73% among those of Indian backgrounds to 59% of those from White Irish
backgrounds (Figure 3.19).
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There was very little difference in the proportion of adolescents who never or rarely got lonely
during the summer holidays across the LHBs, ranging from 68% in Aneurin Bevan to 71% in Cardiff
and Vale, however females were consistently lonelier (Table 3.5).

Health complaints

Health complaints are common during adolescence and include psychological (e.g. irritability,
nervousness and feeling low) as well as physical symptoms, such as aches (head, stomach and back)
and dizziness. Adolescents were asked to report on health complaints that occurred more than once
a week in the last six months. Nearly one third of pupils (31%) reported irritability or sleep issues,
compared to 10% reporting stomach aches (Figure 3.21). More than half (62%) of adolescents
reporting having less than two health complaints occurring more than once a week in the last six
months (Figure 3.22).

There were large family affluence differences, with those from lower family affluence categories
more likely to report two or more health complaints in the last 6 months (Figure 3.23). Results
showed increases with age in the proportion of adolescents with two or more health complaints,
from 30% in year 7 to 47% in year 11 (Figure 3.23). Females were more likely than males to have
two or more health complaints in all years, but this difference was particularly striking among older
year groups (Figure 3.25).

There was large variation by ethnic background from 26% of adolescents with an Indian background
reporting two or more health complaints through to 62% of those with White Gypsy/traveller
backgrounds (Figure 3.24). There was also some variation across the LHBs, ranging from 35% in
Cardiff and Vale to 40% in Aneurin Bevan, with females consistently reporting two or more health
complaints more often than males (Table 3.6).

Long-term illness or disability

Nearly 1 in 5 adolescents (19%) reported having a long-term illness or disability diagnosed by a
doctor (Figure 3.26). There were no differences on the basis of gender and family affluence
differences were small (Figure 3.27). Results showed small, inconsistent gender differences across
year groups (Figure 3.29).

There were very small age-related differences, with 20% of adolescents reporting a disability in year
7 and 18% in year 11 (Figure 3.27). There was some variation in the proportion of adolescents with a
long-term illness or disability by ethnic group, ranging from 17% of adolescents from an African
background to 32% of adolescents from a White Gypsy/traveller background (Figure 3.28). Interms
of LHB, results showed only small differences which ranged from 17% in Powys to 20% in Abertawe
Bro Morgannwg (Table 3.7).
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Long-term illness or disability affecting school attendance and participation

Of those who reported a long-term illness or disability, there were differences on the impact it had
on school attendance and participation. Results showed that 38% of affected females reported it
impacting on their school attendance and/or participation compared with 32% of males (Figure
3.31), but the size and direction of this difference differed by year group (Figure 3.33).

There was an increase with age, with 31% of year 7 students with a long-term illness or disability
reporting an impact on school compared to 42% by year 11. There were differences too by family
affluence, with a disability or long-term illness impacting on school attendance and participation
more for adolescents from the lowest family affluence category (Figure 3.31). There was some
variation by ethnic group, ranging from 28% of adolescents with a Chinese background to 53% of
adolescents from a White Gypsy/traveller background reporting a long-term illness or disability
affecting school participation and/or attendance (Figure 3.32). In terms of LHB, results showed only
small differences which ranged from 34% in Cwm Taf and Hywel Dda to 37% in Powys, with females
consistently more likely to report an impact on school than males (Table 3.8).

Medically attended injuries

More than half of adolescents (55%) reported no injuries where they had to be treated by a doctor
or nurse in the past 12 months (Figure 3.34). Half of males had been injured compared to 40% of
females (Figure 3.35) and this gender gap was consistent across the year groups (Figure 3.37). There
were only small age differences in injuries and the pattern was inconsistent (Figure 3.35).
Adolescents from low and medium family affluence levels were less likely to have had an injury
which needed treatment compared to those in the highest family affluence category (Figure 3.35).

The proportion of adolescents who needed treatment for an injury ranged widely from 33% among
adolescents with an Indian background to 60% of those from White Gypsy/traveller backgrounds
(Figure 3.36).

At the LHB level, results showed differences ranging from 42% of adolescents in Betsi Cadwaladr
through to 49% in Powys who needed treatment for an injury, with females consistently less likely to
report injuries which needed treatment than males (Table 3.9).

Sleeping habits

Adolescents reported usual school night bedtimes ranging from before 9pm through to 2am or later
(Figure 3.38). Usual school night bedtimes differed by gender and family affluence, with more males
(26% compared to 23% of females) and those from lower family affluence families reporting usually
going to bed after 11pm. There were also increases in usual school night bedtime after 11pm with
increasing year group, from 9% of year 7 students through to 42% of year 11 students (Figure 3.39).
As noted, males were more likely than females to report going to bed after 11pm on a typical school
night, however these differences widened with age (Figure 3.41).

Nearly half of adolescents (48%) from White Gypsy/traveller backgrounds reported going to bed
after 11pm on school nights, whilst those from White British and Indian backgrounds were least
likely to report this (20% and 24% respectively) (Figure 3.40).

There was some variation in school night bedtimes by LHB (Table 3.10). Adolescents living in Betsi
Cadwaladr were most likely to go to bed after 11pm on a typical weekday (27%) and those in Powys
the least likely (20%). The difference between males and females varied across all health boards,
with females consistently reporting earlier school night bedtimes.
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Night-time screen use and social media

Night-time screen use

Adolescents reported the latest time they looked at an electronic screen before going to sleep on a
school night, which similar to bedtime ranged from before 9pm through to 2am or later (Figure
3.42). Similar to bedtimes, latest screen use differed by gender and family affluence, with more
males (33% compared to 28% of females) and those from lower family affluence categories
reporting latest use after 11pm. There were also increases in latest screen use after 11pm with
increasing year group, from 15% of year 7 students through to nearly half (46%) of year 11 students
(Figure 3.43). Males were again more likely than females to report latest screen use after 11pmon a
typical school night and these differences were more apparent with increasing age (Figure 3.45).

Similar to bedtime, over half of adolescents (55%) from White Gypsy/traveller backgrounds reported
latest screen use after 11pm, whilst those from White British and Indian backgrounds were least
likely to report this (30% and 23% respectively) (Figure 3.44).

There was some variation in reported latest screen use by LHB (Table 3.11). Adolescents living in
Betsi Cadwaladr were most likely to last look at a screen after 11pm on a typical school night (33%),
compared to those in Powys LHB who were the least likely (24%). The difference between males and
females again varied across all health boards, with females consistently less likely to report last using
a screen after 11pm.

Problematic Social Media Use

The short (9-item) version of the Social Media Disorder scale was included in the survey in order to
measure the prevalence of problematic social media use?. Scores ranged from 0 to 9 (Figure 3.46)
and the mean score for all adolescents who responded (N = 19,237) was 2.25 (SD = 2.51). In
accordance with the cut-off point for Internet Gaming Disorder in the DSM-5, at least five or more
(out of nine) criteria must be met (including at least one of three problem areas), to be classified as
meeting the threshold for ‘problematic user of social media’.

The percentage of those classified as ‘problematic social media users’ differed by gender, with more
females classified as problematic than males (20% compared to 15%). There was a general increase
in problematic users with increasing year group (Figure 3.47), although this decreased again from
year 10 to year 11. Of note, there were differences between year groups by gender, with females
less likely to be classified as problematic users in year 7, but more likely to be in all other year groups
(Figure 3.49). There were no differences across family affluence categories (Figure 3.47).

There was some variation across different ethnic groups. Those from Indian backgrounds were least
likely to be classified as problematic users (15%) and those from White Gypsy/Traveller backgrounds
the most likely (38%) (Figure 3.48). There was also some variation across all LHBs, ranging from 15%
in Powys to 20% in Cwm Taf, although across LHBs percentages were consistently higher in females
(Table 3.12).
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Physical activity, time spent sedentary and weight

Physical activity

The Chief Medical Officer for Wales recommends that all children and young people should engage
in moderate to vigorous intensity physical activity for at least 60 minutes and up to several hours
every day?®. The number of days adolescents were physically active for at least 60 minutes in the
past 7 days ranged from 5% who were active for 0 days through to 18% who were active for all seven
days (Figure 3.50).

Physical activity differed across gender, age and family affluence. Nearly 1 in 4 males (23%) had
been physically active for at least 60 minutes every day, compared to 14% of females (Figure 3.51)
and this pattern was consistent across the year groups (Figure 3.53). There was a stark decline with
age in the proportion who were physically active every day, with over a quarter (26%) physically
active in year 7 compared to 12% in year 11. Adolescents from the highest family affluence levels
were most likely to have been active for all seven days (Figure 3.51).

The proportion of adolescents who were active every day ranged widely from 15% among
adolescents with a Chinese background to 29% of those from White Gypsy/traveller backgrounds
(Figure 3.52).

At the LHB level, results showed small differences ranging from 17% in Aneurin Bevan through to
20% in Hywel Dda, with females consistently reporting much lower levels of physical activity every
day than males (Table 3.13).

Active travel

Adolescents stated how they usually got to school. The majority (38%) used a bus, train, tram,
underground or boat to get to school, closely followed by walking (33%) (Figure 3.54). Of those who
walked or cycled to school, there were some differences by gender and family affluence.

There were small gender differences, with 36% of males travelling to school by walking or cycling
compared to 32% of females (Figure 3.55) and this was consistent across the year groups (Figure
3.57). There were only small differences by age in transport to school and the pattern was
inconsistent (Figure 3.55). Adolescents from low and medium family affluence levels were more
likely to travel to school by walking or cycling (42% and 35% respectively), in comparison with those
from a high affluence category (31%) (Figure 3.55).

There was a small degree of variation across different ethnic groups. Those from Pakistani, Indian
and Arab backgrounds had the lowest percentage of active transport to school and those from
White Other and Chinese backgrounds had the highest percentage (Figure 3.56).

At the LHB level, results showed large differences ranging from 23% in Hywel Dda to 42% in Cardiff &
Vale, with females consistently reporting less active transport to school than males (Table 3.14).
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Sedentary behaviour

Approximately 1 in 10 adolescents reported sitting for about 7 hours or more on weekdays (Figure
3.58). There were small gender differences, with 11% of males compared to 9% of females sitting
for 7 or more hours a day (Figure 3.59) and these small differences were fairly consistent across year
groups (Figure 3.61).

There was an increase with age in the proportion who reported sitting for about 7 hours or more on
weekdays, doubling from 7% in year 7 to 14% by year 11. There was also an increase with family
affluence levels, with adolescents from the lowest family affluence category more likely to report
sitting for about 7 hours or more than adolescents from medium and high family affluence
categories (Figure 3.59). There were also differences across ethnic groups. Adolescents from Indian
and White British backgrounds had the lowest percentage of sitting for more than 7 hours a day and
those from White Gypsy/traveller, Caribbean or black and Arab backgrounds had the highest
percentage (Figure 3.60). At the LHB level, results showed small differences ranging from 8% of
adolescents in Powys to 12% in Cwm Taf, with females consistently reporting slightly less time sitting
than males (Table 3.15).

BMI

BMI (body mass index) is a measure of whether a person is a healthy weight for their height. Based
on a person’s height and weight calculation® the NHS categorizes people into being: underweight,
healthy weight, overweight or obese. Just under one in five of adolescents were considered
overweight or obese (Figure 3.62).

There were gender differences, with 19% of males and 15% of females considered overweight or
obese (Figure 3.63), and this pattern was consistent across the year groups (Figure 3.65), with
differences more apparent in years 7, 10 and 11. There were small differences by age, but more
notable differences by family affluence, with one quarter of adolescents from the lowest family
affluence level classified as being overweight or obese, compared with 15% of those from the
highest family affluence category (Figure 3.63).

There were also large differences across ethnic groups, although small base sizes should be noted.
Over a third of adolescents with Bangladeshi backgrounds were classified as overweight or obese
(40%), compared with only 6% of those from Chinese backgrounds (Figure 3.64).

At the LHB level, results showed small differences ranging from 16% in Betsi Cadwaladr to 20% in
Cwm Taf, with more males consistently classified as overweight or obese (Table 3.16).

Eating and drinking patterns

Breakfast (weekdays)

Over half of adolescents (52%) had breakfast every weekday, however approximately 1 in 5 (22%)
never ate breakfast (Figure 3.66). There were stark differences by gender, age and family affluence
levels. Some three-fifths of males (60%) ate breakfast every weekday, compared to 45% of females
(Figure 3.67) and these differences were present across all year groups, but widened between years
7 and 9 (Figure 3.69). There were large age and family affluence differences, with the percentage of

¢ Weight in kilograms divided by height in metres squared
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adolescents eating breakfast every weekday reducing with age and increasing with family affluence
level (Figure 3.67).

There was a some variation across different ethnic groups. Those from Indian backgrounds had the
highest percentage of eating breakfast every weekday (69%) compared to those from White
Gypsy/traveller backgrounds who had the lowest proportion (36%) (Figure 3.68).

At the LHB level, results showed differences ranging from 49% of adolescents in Cwm Taf to 58% in
Powys, with females consistently less likely to report eating breakfast every weekday (Table 3.17).

Fruit consumption

The amount of times adolescents usually ate fruit per week ranged from 5% who never ate fruit
through to nearly 1in 5 (19%) who ate fruit more than once a day (Figure 3.70).

Fruit consumption differed across gender, age and family affluence. One third of males (33%) ate
fruit at least daily compared to 37% of females and this pattern of females being more likely to
consume fruit daily than males was consistent across year groups (Figures 3.71 and 3.73). There was
a stark decline with age in the proportion who consumed fruit daily, reducing from 41% in year 7 to
29% in year 11. Only a quarter (25%) of adolescents from the lowest family affluence levels ate fruit
at least daily, compared with 41% of those from the highest family affluence levels (Figure 3.71).

The proportion of adolescents who consumed fruit at least daily ranged from 27% among
adolescents with a White Gypsy/traveller background to 44% of those from Indian backgrounds
(Figure 3.72). At the LHB level, results showed small differences ranging from 31% in Cwm Taf to
40% in Cardiff & Vale, with females consistently reporting more frequent fruit consumption than
males (Table 3.18).

Vegetable consumption

The amount of times adolescents usually ate vegetables per week ranged from 6% who never
consumed vegetables through to nearly 1 in 5 (19%) who ate vegetables more than once a day
(Figure 3.74).

Vegetable consumption showed similar results to fruit consumption, with one third of males (33%)
reporting that they ate vegetables at least daily compared to 39% of females (slightly more than
fruit) and again this pattern was consistent across the year groups (Figures 3.75 and 3.77). In
contrast to fruit consumption, there was a smaller decline in vegetable consumption with age,
reducing from 37% in years 7 and 8 to 34% in years 10 and 11. Similar to fruit consumption, only a
quarter (25%) of adolescents from the lowest family affluence levels consumed vegetables at least
daily, compared with 42% of those from the highest family affluence levels (Figure 3.75).

The proportion of adolescents who consumed vegetables at least daily ranged from 28% among
adolescents with Pakistani and Bangladeshi backgrounds to 50% of those from Chinese backgrounds
(Figure 3.76).

At the LHB level, results again showed some differences ranging from 29% in Cwm Taf LHB to 43% in
Powys, with females consistently more likely to report daily vegetable consumption than males
(Table 3.19).
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Eating sweets

The amount of times adolescents usually ate sweets per week ranged from 2% who never ate sweets
to 11% who ate sweets more than once a day (Figure 3.78).

Very small differences were observed across genders and year groups (Figures 3.79 and 3.81). There
was an increase in the proportion who ate sweets daily from year 7 (22%) to year 9 (25%), but this
then plateaued. Only very small differences were seen across family affluence levels (Figure 3.79).

The proportion of adolescents who consumed sweets at least daily ranged from 19% among
adolescents with a Chinese background to 41% of those from White Gypsy/traveller backgrounds
(Figure 3.80).

At the LHB level, results showed small differences ranging from 19% in Powys LHB to 26% in Cwm
Taf, with very similar rates of eating sweets at least daily across genders (Table 3.20).

Soft drinks containing sugar

The same proportion of adolescents (10%) never drank soft drinks or drank soft drinks more than
once a day (Figure 3.82).

Differences were observed across genders, with males more likely to drink soft drinks at least daily
(21%) compared to females (16%) and this pattern was consistent across the year groups (Figures
3.83 and 3.85). Results showed a small increase in age in the proportion who drank soft drinks at
least daily from years 7 and 8 (17%) to years 9 to 11 (20%). There were large differences across
family affluence levels, with nearly a quarter (24%) of adolescents from the lowest family affluence
levels drinking soft drinks at least daily, compared with 20% of those from medium and 16% from
high family affluence levels (Figure 3.83).

The proportion of adolescents who drank soft drinks at least daily ranged from 12% among
adolescents with an Indian or Chinese background to 40% of those from White Gypsy/traveller
backgrounds (Figure 3.84).

At the LHB level, results showed differences ranging from 13% in Powys to 24% in Cwm Taf, with
females consistently less likely to drink soft drinks at least daily than males (Table 3.21).

Energy drinks

Almost two-thirds (60%) of adolescents never drank energy drinks, however 4% drank energy drinks
more than once a day (Figure 3.86).

Of those who drank energy drinks at least daily, differences were observed across gender, age and
family affluence. Males reported drinking energy drinks at least daily (7%) more frequently than
females (4%) and this pattern was consistent across the year groups (Figures 3.87 and 3.89). There
was very little variation in the proportion who drank energy drinks at least daily by year group. Only
very small differences were seen across family affluence levels, with those from lower family
affluence families more frequently reporting daily energy drink consumption (Figure 3.87).

There were small differences in the proportion of adolescents who drank energy drinks at least daily
across most ethnic groups (5% to 14%), however 29% of those from White Gypsy/traveller
backgrounds reported drinking energy drinks at least daily (Figure 3.88).

At the LHB level, results showed very small differences ranging from 4% of adolescents drinking
energy drinks at least daily in Powys to 7% in Cwm Taf, with females consistently reporting less daily
energy drink consumption than males (Table 3.22).
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Oral hygiene

Brushing teeth

Nearly three-quarters (73%) of adolescents reported that they brushed their teeth more than once
per day, whilst only 1% reported that they never brush their teeth (Figure 3.90).

Of those who reported brushing their teeth at least daily, small differences were observed across
gender and family affluence. More females (98%) than males (95%) reported brushing their teeth at
least daily (Figure 3.91), and this pattern of males reporting less daily teeth brushing was consistent
across year groups (Figure 3.93). Results showed some differences across family affluence levels,
with those from lower family affluence families reporting less daily teeth brushing (93%), compared
to 96% of those from medium and 98% from high family affluence levels (Figure 3.91). There were
inconsistent differences by year group, with no overall pattern (Figure 3.91).

There were some differences in the proportion of adolescents who cleaned their teeth daily across
ethnic groups, ranging from 82% of those from White Gypsy/traveller backgrounds to 97% from
White British or Arab backgrounds (Figure 3.92).

At the LHB level, results showed very small differences ranging from 95% of adolescents brushing
their teeth daily in Hywel Dda to 97% in Cardiff & Vale, with females consistently reporting more
daily teeth brushing than males (Table 3.23).

Volunteering

Volunteering

Over three-quarters (77%) of adolescents reported not doing any volunteering, with the majority of
those who volunteered doing so outside school (Figure 3.94). Of those who volunteered there were
only small gender differences, with males less likely to partake in volunteering than females (22%
compared to 24%) and this difference became more noticeable from year 9 onwards (Figures 3.95
and 3.97). There were inconsistent age differences, with partaking in volunteering appearing to
decrease from year 7 (26%) to year 9 (20%) but then increase again in years 10 and 11 (25% and 24%
respectively) (Figure 3.95).

Results showed some differences across family affluence levels, with those from higher affluence
families more likely to report volunteering (27%) than low (18%) or medium (20%) affluence families.

There were small differences in the proportion of adolescents who volunteered across ethnic
groups, ranging from 20% of those from Bangladeshi backgrounds to 27% of those from White Irish
backgrounds (Figure 3.96).

At the LHB level, results showed small differences ranging from 20% of adolescents partaking in
volunteering in Cwm Taf to 26% in Powys. More females than males volunteered in all LHBs, except
Cardiff & Vale, which had the same proportion of males and females (24%) volunteering, and Powys,
where males were more likely to volunteer (Table 3.24).
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Figure 3.1. Current health

= Excellent
= Good
= Fair

Poor

Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (28,477)

Figure 3.2. Percentage of students who rate their health as fair or
poor by gender, year group and family affluence

Total I 02

Male I 20
Female NN 3

Year 7 N 14

Year 8 NN 17

Year 9 I /4
Year 10 I -
Year 11 I 03

FAS1 (Low) NI 30
FAS2 (Med) I 2/
FAS 3 (High) I 1/

Figure 3.3. Percentage of students who rate their health as fair or
poor by ethnic group

White British [ NG 1
White Irish [ NN 27
White Gypsy/traveller NS 34
White Other [ININEEGEGEN 26
Mixed or multiple ethnic group | HENEGNGIIINGGEGEE
Pakistani NN 30
Indian NG 22
Bangladeshi INNINIEGNGE 36
Chinese IIININIEGNNNNNNN 51
African NN 21
Caribbean or Black NG 5
Arab [N 27
Other INININENEGGN 21
Prefer not to say [N 23
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Figure 3.4. Percentage of students who rate their health as fair or
poor by gender and year group
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Table 3.1. Percentage of students who rate their health as fair or
poor by Local Health Board

All Males |Females
Abertawe Bro Morgannwg 21 20 22
Aneurin Bevan 23 20 24
Betsi Cadwaladr 23 21 24
Cardiff & Vale 21 18 22
Cwm Taf 21 21 20
Hywel Dda 21 20 21
Powys 19 17 20
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Figure 3.5. Life satisfaction
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Life satisfaction scale

Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (101,192)

Figure 3.6. Percentage of students who rated their life satisfaction
as 6 or above by gender, year group and family affluence

Total I 35

Male I 33
Female NN 32

Year 7 I 30
Year 8 I 37
Year 9 I 34
Year 10 I 31
Year 11 I /0

FAS1 (Low) I 75
FAS 2 (Med) I <3
FAS 3 (High) I 30

Figure 3.7. Percentage of students who rated their life satisfaction
as 6 or above by ethnic group

White British [ NN 36
White Irish I 77
White Gypsy/traveller NN -0
White Other NI 30
Mixed or multiple ethnic group [ HNNIININGINGEGEGEGEGEE /°
pPakistani NN 75
Indian NG 36
GEREGES N B
Chinese IIIIINININGNGNGNGNNGNNGNNNNS 75
African [N 32
Caribbean or Black  [INEEEGEGGE
Arab I 6
Other NN 51
Prefer not to say [N 76
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Figure 3.8. Percentage of students who rated their life satisfaction
as 6 or above by gender and year group
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Table 3.2. Percentage of students who rated their life satisfaction
as 6 or above by Local Health Board

All | Males | Females
Abertawe Bro Morgannwg 85 88 83
Aneurin Bevan 83 87 81
Betsi Cadwaladr 84 87 82
Cardiff & Vale 85 88 83
Cwm Taf 85 87 83
Hywel Dda 85 88 83
Powys 86 89 83
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Figure 3.9. SWEMWABS Scores

% of respondents
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Mean SWEMWBS Score

Base: All respondents in years 7 to 11 who gave an answer, surveyed between

September and December 2017 (94,476)

Figure 3.10. Mean SWEMWSBS score by gender, year group and
family affluence

Total I 4

Male I 25
Female I 23

Year 7 I 25
Year 8 I 24
Year 9 I 24
Year 10 I 03
Year 11 I 03

FAS1 (Low) I 2
FAS 2 (Med) I 04
FAS 3 (High) I 5

Figure 3.11. Mean SWEMWSBS score by ethnic group

Mixed or multiple ethnic group

White Gypsy/traveller

White British [ 24
White Irish I 23

— 21

White Other I 24

— 24

Pakistani NN 23

Indian NG 24
Bangladeshi INIININIENEGEGEGEGE 23
Chinese IIIIININEGEGEGEENNN— 23

African I 24
Caribbean or Black INNEEEEGEGEEGEEGEEENEN——— 24
Arab I 23

iy i

Prefer not to say [N 23



Mean SWEMWABS Score

Figure 3.12. Mean SWEMWABS score by gender and year group
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Table 3.3. Mean SWEMWABS score by Local Health Board

All Males | Females
Abertawe Bro Morgannwg 24 25 23
Aneurin Bevan 24 25 23
Betsi Cadwaladr 24 25 23
Cardiff & Vale 24 25 24
Cwm Taf 24 24 23
Hywel Dda 24 25 23
Powys 24 25 23
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Figure 3.13. Belief that adults usually listen to the views of
children and young people before making decisions that affect

them

= Strongly disagree

= Disagree

Neither agree nor disagree

Agree

m Strongly agree

27%

Base: All respondents in years 7 to 11 who gave an answer, surveyed between

September and December 2017 (29,039)

Figure 3.14. Percentage who agree that adults listen by gender,

year group and family affluence

Total I /9

Male I 50

Female NG 43

Year 7 I 62
Year 8 I 54

Year 9 I 47
Year 10 I 41
Year 11 IS 37

FAS1 (Low) I 44
FAS 2 (Med) I /7

FAS 3 (High) I 52

Figure 3.15. Percentage who agree that adults listen by ethnic

group

White British

White Irish

White Gypsy/traveller
White Other

Mixed or multiple ethnic group
Pakistani

Indian

Bangladeshi

Chinese

African

Caribbean or Black
Arab

Other

Prefer not to say



Figure 3.16. Percentage who agree that adults listen by gender
and year group

70

50

30
Year 7 Year 8 Year 9 Year 10 Year 11

=0O—% Males =O=—% Females

Table 3.4. Percentage who agree that adults listen by Local Health
Board

All Males |Females
Abertawe Bro Morgannwg 47 49 47
Aneurin Bevan 48 50 46
Betsi Cadwaladr 48 48 48
Cardiff & Vale a7 49 46
Cwm Taf 51 51 51
Hywel Dda 51 53 50
Powys 52 55 48
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Figure 3.17. Frequency of loneliness during the last summer

holidays

= None of the time

= Rarely

= Some of the time

Often

m All of the time

Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (101,447)

Figure 3.18. Percentage who never or rarely felt lonely during the
last summer holidays by gender, year group and family affluence

Total I 6O

Male I /5
Female I 6/

Year 7 I /6
Year 8 I /3
Year 9 I 70
Year 10 I 65
Year 11 I 60

FAS1 (Low) I 60
FAS 2 (Med) I 6/
FAS 3 (High) I /4

Figure 3.19. Percentage who never or rarely felt lonely during the
last summer holidays by ethnic group

White British

White Irish

White Gypsy/traveller
White Other

Mixed or multiple ethnic group
Pakistani

Indian

Bangladeshi

Chinese

African

Caribbean or Black
Arab

Other

Prefer not to say

29



Figure 3.20. Percentage who never or rarely felt lonely during the
last summer holidays by gender and year group
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Table 3.5. Percentage who never or rarely felt lonely during the
last summer holidays by Local Health Board

All Males | Females
Abertawe Bro Morgannwg 69 75 63
Aneurin Bevan 68 74 62
Betsi Cadwaladr 69 75 64
Cardiff & Vale 71 77 66
Cwm Taf 70 74 66
Hywel Dda 70 76 65
Powys 70 74 66
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Figure 3.21. Health complaints occurring more than once a week
in the last 6 months
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Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (28,040 to 100,282 depending on health
complaint; 26,497 for subsequent figures and table)

Figure 3.22. Percentage with two or more health complaints
occurring more than once a week in the last six months

m Less than two
health complaints

= Two or more
health complaints

Figure 3.23. Percentage with two or more health complaints by
gender, year group and family affluence

Total I 35

Male I 30
Female I /5

Year 7 IS 30

Year 8 I 36

Year 9 I 37

Year 10 I 44
Year 11 I 47

FAS1 (Low) I 4/

FAS2 (Med) I 410
FAS 3 (High) I 35

31



80

60

40

20

Figure 3.24. Percentage with two or more health complaints by

ethnic group

White British [ N 33
White Irish I /9
White Gypsy/traveller NN 62
White Other I 12
Mixed or multiple ethnic group [ NNINIGININ'>TS 42
Pakistani NN /2

Indian NG 26
Bangladeshi NG 44

Chinese NGNS 35
African I 31
Caribbean or Black NI 41
Arab [ 38
Other NN 33

Prefer not to say [N 4/

Figure 3.25. Percentage with two or more health complaints by

gender and year group

Year 7 Year 8

—=O—% Males

Year 9

Year 10

—=O=—% Females

Year 11

Table 3.6. Percentage with two or more health complaints by

Local Health Board

All Males | Females
Abertawe Bro Morgannwg 38 30 45
Aneurin Bevan 40 31 47
Betsi Cadwaladr 39 31 47
Cardiff & Vale 35 29 41
Cwm Taf 39 32 45
Hywel Dda 38 30 44
Powys 37 31 42
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Figure 3.26. Long-term illness or disability diagnosed by a doctor

m Yes

Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (27,366)

Figure 3.27. Percentage with a long-term illness or disability by
gender, year group and family affluence

Total I 19

Male I 19
Female GGG 19

Year 7 IS 20

Year 8 I 1°

Year 9 I 1°
Year 10 IS 10
Year 11 I 13

FAS1 (Low) I 20
FAS 2 (Med) I 19
FAS 3 (High) I 13

Figure 3.28. Percentage with a long-term illness or disability by
ethnic group

White British [ RN 13
White Irish I NN 29
White Gypsy/traveller NG 32
White Other [N 22
Mixed or multiple ethnic group [ NNININIIN5:5ININEGEGEGEE 0/
pakistani NN 6
Indian GG 20
Bangladeshi INIIIIINENENEGNGGGNGNNNN 23
Chinese IIIIIINNENENGNGNGNGNNNNNEN 28
African NN 17
Caribbean or Black I 29
Arab I 2?2
Other NN 19
Prefer not to say |GG 22
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Figure 3.29. Percentage with a long-term illness or disability by

gender and year group
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Year 7 Year 8

—=O—% Males
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Year 10
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Year 11

Table 3.7. Percentage with a long-term illness or disability by Local

Health Board

All Males |Females
Abertawe Bro Morgannwg 20 21 20
Aneurin Bevan 19 19 18
Betsi Cadwaladr 18 18 18
Cardiff & Vale 19 18 20
Cwm Taf 19 20 19
Hywel Dda 19 19 19
Powys 17 17 16
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Figure 3.30. Percentage of those with a long-term illness or
disability who reported that it affects their attendance and
participation at school

= Yes - affected

= No - not affected

Base: All respondents in years 7 to 11 who gave an answer and reported that they
had a long-term illness or disability, surveyed between September and December
2017 (4,741)

Figure 3.31. Percentage of those with a long-term illness or
disability who reported that it affects their attendance and
participation at school by gender, year group and family affluence

Total I 35

Male I 32
Female NN 33

Year 7 I 31

Year 8 IS 32

Year 9 I 35

Year 10 I 30
Year 11 I 42

FAS1 (Low) I 41

FAS 2 (Med) I 3/
FAS 3 (High) I 3/
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Figure 3.32. Percentage of those with a long-term illness or
disability who reported that it affects their attendance and
participation at school by ethnic group

White British [ N 35
White Irish I 41
White Gypsy/traveller [N 53
White Other NG 33
Mixed or multiple ethnic group NI /0
CEGNEL N
Indian NG 51
GERIERE /N B
Chinese IIIININEGNGNGNGNNGEN 23
African NN 36
Caribbean or Black [INNEEEEEGGGN 41
Arab I 51
Other NN 31
Prefer not to say NN 40

Base sizes < 100 for White Irish, White Gypsy/traveller, Pakistani,
Indian, Bangladeshi, Chinese, African, Caribbean or black, and Arab

Figure 3.33. Percentage of those with a long-term illness or
disability who reported that it affects their attendance and
participation at school by gender and year group

60

40

20

Year 7 Year 8 Year 9 Year 10 Year 11

—-0O—% Male =O=—% Female

Table 3.8. Percentage of those with a long-term illness or disability
who reported that it affects their attendance and participation at
school by Local Health Board

All Males | Females
Abertawe Bro Morgannwg 36 31 39
Aneurin Bevan 36 32 39
Betsi Cadwaladr 35 34 37
Cardiff & Vale 35 32 35
Cwm Taf 34 30 37
Hywel Dda 34 30 38
Powys* 37 35 37

* Base size for females in Powys < 100
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Figure 3.34. Number of times injured in the last 12 months and
had to be treated by a doctor or nurse

= Not injured
= 1time
= 2 times

3 times

m 4 times or more

Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (25,027)

Figure 3.35. Percentage who have been injured and needed
treatment by gender, year group and family affluence

Total I /5

Male I 50
Female NGNS /0

Year 7 I 43

Year 8 I 45

Year 9 I 46
Year 10 I 415
Year 11 I 45

FAS1 (Low) I 40
FAS 2 (Med) I /2
FAS 3 (High) I /3

Figure 3.36. Percentage who have been injured and needed
treatment by ethnic group

White British

White Irish

White Gypsy/traveller
White Other

Mixed or multiple ethnic group
Pakistani

Indian

Bangladeshi

Chinese

African

Caribbean or Black
Arab

Other

Prefer not to say
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Figure 3.37. Percentage who have been injured and needed
treatment by gender and year group

60
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20
Year 7 Year 8 Year 9 Year 10 Year 11

—0O—% Males =O=—% Females

Table 3.9. Percentage who have been injured and needed
treatment by Local Health Board

All Males [Females
Abertawe Bro Morgannwg 45 50 39
Aneurin Bevan 46 53 41
Betsi Cadwaladr 42 46 38
Cardiff & Vale 45 53 38
Cwm Taf 44 46 41
Hywel Dda 46 49 42
Powys 49 53 44
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Figure 3.38. Usual bedtime on a school night
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Usual school night bedtime

Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (85,615)

Figure 3.39. Percentage who go to bed after 11pm on a school
night by gender, year group and family affluence

Total I 5

Male I 26
Female I 23

Year7 N 9

Year 8 I 16

Year 9 I 5

Year 10 I 55

Year 11 I 42

FAS1 (Low) I 29
FAS 2 (Med) I 6
FAS 3 (High) I 3

Figure 3.40. Percentage who go to bed after 11pm on a school

night by ethnicity

White British

White Irish

White Gypsy/traveller
White Other

Mixed or multiple ethnic group
Pakistani

Indian

Bangladeshi

Chinese

African

Caribbean or Black
Arab

Other

Prefer not to say
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Figure 3.41. Percentage who go to bed after 11pm on a school
night by gender and year group

Year 7 Year 8

—=O—% Males

Year 9

Year 10

—O=—% Females

Year 11

Table 3.10. Percentage who go to bed after 11pm on a school

night by Local Health Board

All Males |Females
Abertawe Bro Morgannwg 26 27 25
Aneurin Bevan 25 27 23
Betsi Cadwaladr 27 28 24
Cardiff & Vale 22 23 20
Cwm Taf 26 27 23
Hywel Dda 23 24 22
Powys 20 21 19
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Figure 3.42. The latest time adolescents usually look at an
electronic screen before going to sleep on a school night
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Latest screen use on a school night

Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (84,717)

Figure 3.43. Percentage who last look at an electronic screen after
11pm on a school night by gender, year group and family affluence

Total I 31

Male I 33
Female NG 23

Year 7 1IN 15

Year 8 NN -

Year 9 I 52

Year 10 I /0
Year 11 I 6

FAS1 (Low) I 35
FAS 2 (Med) I 32
FAS 3 (High) I 3

Figure 3.44. Percentage who last look at an electronic screen after
11pm on a school night by ethnic group

White British [ RN 30
White Irish [ NN 35
White Gypsy/traveller NG 55
White Other NN 3/
Mixed or multiple ethnic group [ INNININININI>“"TT72E 36
Pakistani NN 35
Indian NG 23
Bangladeshi NG 33
Chinese NG 39
African  [IIIINNENEGEGEGEE 41
Caribbean or Black [INIIININENEEEEEEE 33
Arab [N 32
Other NN 31
Prefer not to say [N 31
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Figure 3.45. Percentage who last look at an electronic screen after
11pm on a school night by gender and year group
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Table 3.11. Percentage who last look at an electronic screen after
11pm on a school night by Local Health Board

All Males |Females
Abertawe Bro Morgannwg 32 34 30
Aneurin Bevan 31 33 28
Betsi Cadwaladr 33 35 29
Cardiff & Vale 27 29 24
Cwm Taf 31 33 29
Hywel Dda 30 31 27
Powys 24 25 23
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Figure 3.46. Social Media Disorder scale scores
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Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (19,237)

Figure 3.47. Percentage classified as a problematic user of social
media by gender, year group and family affluence

Total I 13

Male I 15
Female I 20

Year 7 IS 12

Year 8 I 17

Year 9 I 20
Year 10 I 2
Year 11 I 10

FAS1 (Low) I 13
FAS 2 (Med) I 13
FAS 3 (High) I 18

Figure 3.48. Percentage classified as a problematic user of social
media by ethnic group

White British [ RN 13
White Irish [ I NN 22
White Gypsy/traveller NG 38
White Other NN 16
Mixed or multiple ethnic group NI 13
Pakistani I 27
Indian NG 15
Bangladeshi NG 25
Chinese NG 27
African [N 21
Caribbean or Black NN 25
Arab I 30
Other NGNS 20
Prefer not to say [N 13
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Figure 3.49. Percentage classified as a problematic user of social
media by gender and year group

40

20

Year 7 Year 8 Year 9 Year 10 Year 11

=0O—% Males =O=—% Females

Table 3.12. Percentage classified as a problematic user of social
media by Local Health Board

All Males |Females
Abertawe Bro Morgannwg 18 15 21
Aneurin Bevan 19 17 21
Betsi Cadwaladr 19 16 21
Cardiff & Vale 16 13 17
Cwm Taf 20 19 22
Hywel Dda 16 13 19
Powys 15 15 15
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Figure 3.50. Number of days physically active for at least 60
minutes in past 7 days
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Number of days physically active for at least 60 minutes

Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (97,625)

Figure 3.51. Percentage who are physically active for at least 60
minutes per day by gender, year group and family affluence

Total I 13

Male I 23
Female NG 14

Year 7 I 6
Year 8 I 21

Year 9 NN 17

Year 10 NN 14

Year 11 NN 12

FAS1 (Low) I 15
FAS 2 (Med) IS 16
FAS 3 (High) I 21

Figure 3.52. Percentage who are physically active for at least 60
minutes per day by ethnic group

White British [ RN 13
White Irish [ NN 24
White Gypsy/traveller [N 29
White Other NN 13
Mixed or multiple ethnic group NI 13
Pakistani NN 19
Indian INNEEGEGEGG 17
Bangladeshi [INININEEGEGEGEGEGEGGNNN 16
Chinese [IIIININENEGEEN 15
African [N 20
Caribbean or Black INNNEEGEGEGEGEGEGGEGEGNENEN 25
Arab I 26
Other NGNS 19
Prefer not to say [N 21
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Figure 3.53. Percentage who are physically active for at least 60
minutes per day by gender and year group
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Table 3.13. Percentage who are physically active for at least 60
minutes per day by Local Health Board

All Males | Females
Abertawe Bro Morgannwg 18 22 14
Aneurin Bevan 17 21 13
Betsi Cadwaladr 19 22 15
Cardiff & Vale 19 24 15
Cwm Taf 18 22 13
Hywel Dda 20 25 14
Powys 18 25 12
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Figure 3.54. Mode of travel to school

1%
= Walking

= Bicycle 27%

Bus, train, tram,
underground or boat

Car, motorcycle or moped
1%
38%

m Other means

Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (102,886)

Figure 3.55. Percentage who travel to school by walking or cycling
by gender, year group and family affluence

Total I 3/

Male I 36
Female NN 32

Year 7 IS 35
Year 8 IS 33
Year 9 I 3
Year 10 I 34
Year 11 I 34

FAS1 (Low) I 42
FAS 2 (Med) I 35
FAS 3 (High) I 31

Figure 3.56. Percentage who travel to school by walking or cycling
by ethnic group

White British [ R 33
White Irish [ NN 35
White Gypsy/traveller [N 35
White Other NG 40
Mixed or multiple ethnic group [ NNINININI>“772EE 35
Pakistani NN 26
Indian NG 27
Bangladeshi INIIINIENEGEGEGEGEGEN 34
Chinese [IIIININEGEGEGEE——— 40
African NG 37
Caribbean or Black I 33
Arab I 29
Other NG 36
Prefer not to say [ NNNEEGEGEGEGEGEGEGEGEGENNNN 35
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Figure 3.57. Percentage who travel to school by walking or cycling
by gender and year group
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Table 3.14. Percentage who travel to school by walking or cycling
by Local Health Board

All Males |Females
Abertawe Bro Morgannwg 36 39 33
Aneurin Bevan 38 39 36
Betsi Cadwaladr 34 36 33
Cardiff & Vale 42 44 39
Cwm Taf 26 27 25
Hywel Dda 23 24 22
Powys 25 27 23
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Figure 3.58. Time spent sitting in free time on weekdays

= None at all
2%
® About half an hour a day
About 1 hour a day
11%

About 2 hours a day

m About 3 hours a day

o,
® About 4 hours a day 19%

m About 5 hours a day
m About 6 hours a day

= About 7 or more hours a day

Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (99,938)

Figure 3.59. Percentage sitting for 7 or more hours a day in their
free time on weekdays by gender, year group and family affluence

Total I 10

Male I 11
Female GG ©

Year 7 IS

Year 8 IS ©

Year 9 I 11

Year 10 I 13
Year 11 I 14

FAS1 (Low) I 14
FAS 2 (Med) I | 1
FAS 3 (High) I O

Figure 3.60. Percentage sitting for 7 or more hours a day in their
free time on weekdays by ethnic group
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Figure 3.61. Percentage sitting for 7 or more hours a day in their
free time on weekdays by gender and year group
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Table 3.15. Percentage sitting for 7 or more hours a day in their
free time on weekdays by Local Health Board

All Males | Females
Abertawe Bro Morgannwg 11 11 10
Aneurin Bevan 11 11 10
Betsi Cadwaladr 10 11 9
Cardiff & Vale 10 10 9
Cwm Taf 12 13 11
Hywel Dda 10 10 9
Powys 8 8 7
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Figure 3.62. BMI categories

= Underweight
/normal

= Overweight

= Obese

Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (7,139). Please note that BMI data are calculated
from self reported height/weight figures and from a smaller sample size owing to
high levels of non-response so should be treated with some caution.

Figure 3.63. Percentage who are overweight or obese by gender,
year group and family affluence

Total I 13

Male I 10
Female NN 15

Year 7 I 10

Year 8 IS 17

Year 9 IS 17
Year 10 I 13
Year11 I 13

FAS1 (Low) I 5
FAS 2 (Med) I 21
FAS 3 (High) I 15

Figure 3.64. Percentage who are overweight or obese by ethnic
group

White British [ D 13
White Irish I NN 20
White Gypsy/traveller NN 33
White Other [N 13
Mixed or multiple ethnic group NI 14
Pakistani NN 1°
Indian NN 16
Bangladeshi INIIIIINEENEGNGGNGNGNNN /0
Chinese I 6
African I 23
Caribbean or Black [HNIIEINEGEGEGEN 22
Arab IS 05
Other NN 19
Prefer not to say [ NN 12

* Base sizes for non-White British ethnicities = <100 to 260
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Figure 3.65. Percentage who are overweight or obese by gender
and year group
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Table 3.16. Percentage who are overweight or obese by Local
Health Board

All Males | Females
Abertawe Bro Morgannwg 18 20 16
Aneurin Bevan 18 19 17
Betsi Cadwaladr 16 18 13
Cardiff & Vale 19 20 16
Cwm Taf 20 22 17
Hywel Dda 18 21 13
Powys 17 18 17
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Figure 3.66. Breakfast consumption on weekdays
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= One day

= Two days
Three days

= Four days

= Five days

Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (101,201)

Figure 3.67. Percentage who eat breakfast every weekday by
gender, year group and family affluence

Total I 2

Male I 60
Female I /5

Year 7 I 3
Year 8 I S5
Year 9 I 50

Year 10 I 46

Year 11 I 44

FAS1 (Low) I /2
FAS 2 (Med) I 49
FAS 3 (High) I 53

Figure 3.68. Percentage who eat breakfast every weekday by

ethnic group

White British

White Irish

White Gypsy/traveller
White Other

Mixed or multiple ethnic group
Pakistani

Indian

Bangladeshi

Chinese

African

Caribbean or Black
Arab

Other

Prefer not to say

53



80

60

40

20

Figure 3.69. Percentage who eat breakfast every weekday by

gender and year group
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Table 3.17. Percentage who eat breakfast every weekday by Local

Health Board

All Males [Females
Abertawe Bro Morgannwg 51 59 44
Aneurin Bevan 51 58 44
Betsi Cadwaladr 53 59 46
Cardiff & Vale 54 61 48
Cwm Taf 49 57 42
Hywel Dda 55 62 47
Powys 58 66 51
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Figure 3.70. Frequency of fruit consumption

= Never

= Less than once a week
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Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (102,091)

Figure 3.71. Percentage eating fruit at least daily by gender, year
group and family affluence

Total I 35

Male I 33
Female I 37

Year 7 I 41
Year 8 I 33
Year 9 I 34

Year 10 I 31

Year 11 I 2°

FAS1 (Low) I 25
FAS 2 (Med) I 31
FAS 3 (High) I £ |

Figure 3.72. Percentage eating fruit at least daily by ethnic group
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Figure 3.73. Percentage eating fruit at least daily by gender and

year group
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Year 11

Table 3.18. Percentage eating fruit at least daily by Local Health

Board
All Males |Females
Abertawe Bro Morgannwg 34 32 36
Aneurin Bevan 33 31 36
Betsi Cadwaladr 34 32 37
Cardiff & Vale 40 38 43
Cwm Taf 31 29 34
Hywel Dda 36 34 39
Powys 37 35 40
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Figure 3.74. Frequency of vegetable consumption

= Never

m Less than once a week
Once a week
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= Once daily

m More than once daily

Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (102,132)

Figure 3.75. Percentage eating vegetables at least daily by gender,
year group and family affluence

Total I 36

Male I 33
Female NN 30

Year 7 I 37

Year 8 I 37

Year 9 I 36
Year 10 I 34
Year 11 I 34

FAS1 (Low) NI 5
FAS2 (Med) I 31
FAS 3 (High) I /2

Figure 3.76. Percentage eating vegetables at least daily by ethnic
group

White British [ NN 36
White Irish I NN 38
White Gypsy/traveller NN 20
White Other NN 33
Mixed or multiple ethnic group [HINININININ""N /0
Pakistani NN 23
Indian NG 48
Bangladeshi [INNNEGG 3
Chinese IIIININENEGEGEGENNNNNN——— 50
African [N 30
Caribbean or Black NI 3?2
Arab I 35
Other NN 37
Prefer notto say [N 36
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Figure 3.77. Percentage eating vegetables at least daily by gender
and year group
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Table 3.19. Percentage eating vegetables at least daily by Local
Health Board

All Males [Females
Abertawe Bro Morgannwg 33 30 36
Aneurin Bevan 33 30 37
Betsi Cadwaladr 37 33 40
Cardiff & Vale 40 36 43
Cwm Taf 29 27 31
Hywel Dda 39 36 42
Powys 43 39 47




Figure 3.78. Frequency of sweet consumption
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m Less than once a week
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31%

Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (101,721)

Figure 3.79. Percentage eating sweets at least daily by gender,
year group and family affluence

Total I 0/

Male I 23
Female NG 2/

Year 7 N >
Year 8 NN 3
Year 9 I °-S
Year 10 I 5
Year 11 IS /4

FAS1 (Low) I 2/
FAS 2 (Med) I 3
FAS 3 (High) I 23

Figure 3.80. Percentage eating sweets at least daily by ethnic

group
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Figure 3.81. Percentage eating sweets at least daily by gender and

year group
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Table 3.20. Percentage eating sweets at least daily by Local Health
Board

All Males [Females
Abertawe Bro Morgannwg 23 22 23
Aneurin Bevan 25 25 26
Betsi Cadwaladr 24 24 24
Cardiff & Vale 24 23 24
Cwm Taf 26 25 26
Hywel Dda 20 20 20
Powys 19 19 19
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Figure 3.82. Frequency of soft drinks consumption

= Never
m Less than once a week ‘
Once a week

2-4 days a week
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22% 19%

= Once daily

m More than once daily

Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (102,082)

Figure 3.83. Percentage drinking soft drinks at least daily by
gender, year group and family affluence

Total GG 10

Male I 01
Female NG 16

Year 7 I 17
Year 8 I 1/
Year 9 I 20
Year 10 I 20
Year 11 I 20

FAS1 (Low) I 24
FAS2 (Med) I 20
FAS 3 (High) I 16

Figure 3.84. Percentage drinking soft drinks at least daily by ethnic
group

White British [ NN 13
White Irish [ NN 20
White Gypsy/traveller [N 40
White Other NN 17
Mixed or multiple ethnic group NI 15
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Figure 3.85. Percentage drinking soft drinks at least daily by
gender and year group
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Table 3.21. Percentage drinking soft drinks at least daily by Local
Health Board

All Males [Females
Abertawe Bro Morgannwg 19 21 16
Aneurin Bevan 22 24 19
Betsi Cadwaladr 18 20 16
Cardiff & Vale 16 18 14
Cwm Taf 24 26 22
Hywel Dda 15 17 13
Powys 13 15 10

62



Figure 3.86. Frequency of energy drink consumption
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Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (102,108)

Figure 3.87. Percentage drinking energy drinks at least daily by
gender, year group and family affluence
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Figure 3.88. Percentage drinking energy drinks at least daily by

ethnic group

White British | I 5
White Irish [N 10
White Gypsy/traveller [N 29
White Other I 6
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Indian I 5
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Figure 3.89. Percentage drinking energy drinks at least daily by
gender and year group
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Table 3.22. Percentage drinking energy drinks at least daily by
Local Health Board

All Males [Females
Abertawe Bro Morgannwg 5 7 4
Aneurin Bevan 6 8 5
Betsi Cadwaladr 6 7 5
Cardiff & Vale 5 6 4
Cwm Taf 7 8 5
Hywel Dda 5 5 3
Powys 4 5 3
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Figure 3.90. Frequency of tooth brushing
29% 1%/ 1%

= More than once a
day

= Once a day

= At least once a
week, but not daily

Less than once a
week

m Never

Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (28,494)

Figure 3.91. Percentage who brush their teeth at least daily by
gender, year group and family affluence

Total I 06

Male I 05
Female NN 03

Year 7 I ©5
Year 8 I 06
Year 9 I O/
Year 10 I 06
Year 11 I O/

FAS1 (Low) I O3
FAS 2 (Med) I 06
FAS 3 (High) I 3

Figure 3.92. Percentage who brush their teeth at least daily by
ethnic group
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Figure 3.93. Percentage who brush their teeth at least daily by
gender and year group
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Table 3.23. Percentage who brush their teeth at least daily by
Local Health Board

All Males [Females
Abertawe Bro Morgannwg 96 95 98
Aneurin Bevan 96 94 99
Betsi Cadwaladr 96 94 98
Cardiff & Vale 97 95 98
Cwm Taf 96 94 98
Hywel Dda 95 94 98
Powys 96 94 98
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Figure 3.94. Volunteering
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= No volunteering

= At school ~
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Both

Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (35,499)

Figure 3.95. Percentage who volunteer by gender, year group and
family affluence

Total I 3

Male I 22
Female I /4

Year 7 I 26
Year 8 NN 2
Year 9 I 20
Year 10 I 25
Year 11 I 24

FAS1 (Low) I 13
FAS 2 (Med) I 20
FAS 3 (High) I 2 7

Figure 3.96. Percentage who volunteer by ethnic group

White British I N 23
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White Gypsy/traveller NN 5
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Figure 3.97. Percentage who volunteer by gender and year group
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Table 3.24. Percentage who volunteer by Local Health Board

All Males [Females
Abertawe Bro Morgannwg 22 20 24
Aneurin Bevan 22 19 24
Betsi Cadwaladr 24 24 25
Cardiff & Vale 24 24 24
Cwm Taf 20 19 22
Hywel Dda 25 24 26
Powys 26 28 24
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4 School life

Introduction

The concept of school connectedness relates to students’ belief that staff at their school care about
them as individuals and about their learning. It includes four main elements: positive relationships
with adults at the school; feeling happy at school and a sense of belonging there; feeling school is
important; and perceiving a supportive learning environment®. Low school connectedness is
associated with a number of health and wellbeing outcomes, including substance misuse, physical
activity, self-harm, suicidal ideation and attempts, and dating and relationship violence?®32,

Analysis of the 2013/14 HBSC survey in Wales found that perceived involvement in school decision-
making was associated with students’ subjective wellbeing33. Quality of student—teacher
relationships, however, had wider ranging impact and was a consistent correlate of health and
wellbeing outcomes, including substance misuse, fruit and vegetable intake, self-rated health and
subjective wellbeing. The most positive student-teacher relationships were reported by students in
the least affluent schools, whilst the worst were reported by students from less affluent households
who were attending the most advantaged schools (those with low levels of free school meal
entitlement).

Bullying can be defined as ‘behaviour by an individual or group, repeated over time, which
intentionally hurts others either physically or emotionally’3*. It causes psychological distress and
mental health problems, including anxiety and depression and low self-esteem?®® % and impacts on
academic attainment®’ 38, The impacts of bullying, however, can continue beyond school and
longitudinal research has identified higher rates of psychological distress and mental health
problems in adults who reported being bullied as children, as well as worse physical health,
employment and earnings, and social supports3>38,

Those who witness bullying in school, but are not involved as either perpetrator or victim, can also
be affected. Higher rates of anxiety and depression have been reported in bystanders, regardless of
whether they intervene, but those who do intervene may benefit in terms of their own wellbeing
and attainment®®.

Rigidly dividing bullying behaviour into perpetrator and victim, however, is unlikely to reflect the
complex social realities of school life, where the roles of perpetrator and victim may be more
nuanced and fluid®®.

Adolescent mental health is deteriorating overall and there is evidence that inequalities are
widening®. As noted in chapter 3, children and young people’s mental health is a priority in Wales
and schools are an important source of mental health support for adolescents*!. Such support can
range from assistance from a trusted member of staff to referral to Child and Adolescent Mental
Health Services (CAMHS). Welsh Government provide guidance to schools on using a whole school
approach to promoting emotional health and wellbeing in the school setting®. Local Authorities also
have a statutory obligation to provide an independent, on-site counselling service in all secondary
schools. In 2016/17, over 11,500 adolescents accessed these services, 63% of whom were female.
Family issues was the most common presenting issue (36%), followed by anxiety (23%)%.
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Findings

Students in all year groups were asked a range of questions regarding their feelings about their
school and their experiences in it, including their relationships with school staff, the degree to which
they felt able to participate in school life and bullying. The findings suggest a notable decline in the
degree to which adolescents feel engaged with and supported at school as they get older.

Feelings about school

Liking school

Most adolescents were positive about their school, with 18% reporting that they ‘like it a lot’ and
44% that they ‘like it a bit’. Around 1 in 7, however, reported that they ‘don’t like it at all’ (Figure
4.1). The degree to which adolescents reported liking school ‘a lot’ did not differ greatly by gender
overall or family affluence, but there was a stark decline in liking school ‘a lot’ with increasing year
group, particularly between students in years 7 and 8 (Figure 4.2). Females were more likely than
males to say they liked school ‘a lot’ in years 7 and 8, but this difference disappeared among older
year groups (Figure 4.4).

Adolescents from Indian and Arab backgrounds were most likely to say they liked school ‘a lot’,
whilst those from White Gypsy/Traveller backgrounds were least likely to say so (Figure 4.3).

There was some variation in liking school a lot by LHB (Table 4.1). Adolescents living in Betsi
Cadwaladr were least likely to say they liked school ‘a lot’ (16%) and those in Cardiff and Vale the
most likely (22%). The difference between males and females also varied from no difference at all in
Cwm Taf to a difference of 5% in Powys, where females were more likely than males to say they
liked school ‘a lot’.

School pressure

Over 80% of adolescents reported that they felt some degree of pressure from their school work
with nearly one quarter (24%) reporting ‘a lot’ of pressure (Figure 4.5), but this was strongly related
to age. Figure 4.6 shows that the proportion of adolescents reporting ‘some’ or ‘a lot’ of pressure
more than doubled from year 7 to year 11. There was a gender difference in this increase, however,
with a greater increase in females leading to a substantial gender gap by years 10 and 11 (Figure
4.8).

There was no notable difference in school pressure by family affluence (Figure 4.6) and a much
smaller degree of variation by ethnic background than was seen for liking school (Figure 4.7).

Feeling ‘some’ or ‘a lot’ of school pressure was most frequently reported among adolescents living in
Cardiff and Vale LHB (51%), but variation across the LHBs was small. In all LHBs females were more
likely to report feeling pressure from their schoolwork than males, although the difference ranged
from 4% in Powys to 10% in Aneurin Bevan (Table 4.2).
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Relationships with school staff

Feel accepted by teachers

Nearly three-quarters of adolescents (71%) strongly agreed or agreed with the statement ‘I feel my
teachers accept me as | am’. Seven percent disagreed and a further 4% strongly disagreed (Figure
4.9). Males were slightly more likely than females to agree with the statement and those from the
least affluent households slightly less likely to agree (Figure 4.10). There was a more notable
difference by age with the proportion agreeing that their teachers accept them as they are declining
across years 7 to 10 in both genders (Figures 4.10 and 4.12).

Variation in adolescents’ perception that their teachers accept them as they are was evident across
different ethnic groups. Those from Indian and Bangladeshi backgrounds were most likely to agree
that their teachers accept them and those from White Gypsy/Traveller and Caribbean or Black
backgrounds least likely to agree (Figure 4.11).

There was a small degree of variation in the proportion of adolescents agreeing that their teachers
accept them as they are by LHB (Table 4.3). In all LHBs the proportion of males in agreement was
higher than females, with the exception of Powys.

Feel teachers care

Findings for whether adolescents believe their teachers care about them as a person were less
positive than for whether they feel accepted by their teachers. Fewer (16%) strongly agreed with the
statement ‘I feel that my teachers care about me as a person’ and more disagreed (12%) or strongly
disagreed (8%) than with the statement regarding feeling accepted by teachers (Figure 4.13).

Again, males were slightly more likely than females to agree with the statement, although the
difference was small, and there was no clear pattern with family affluence (Figure 4.14). The decline
with age in the proportion who agreed that their teachers care about them was greater than for
feeling accepted by their teachers, but it again plateaued across older year groups for both genders
(Figure 4.16).

The proportion of adolescents who agreed that their teachers care about them ranged widely from
35% among those of White Gypsy/Traveller backgrounds to 67% of those from Indian backgrounds
(Figure 4.15).

At the LHB level the proportion of adolescents who agreed with the statement ranged from 50% in
Betsi Cadwaladr to 56% in Abertawe Bro Morgannwg and Cwm Taf. There were small differences by
gender in the proportion who agreed, although these were not in a consistent direction (Table 4.4).

A member of staff to confide in

Students were also asked to respond to the statement ‘There is at least one teacher or other
member of staff at this school who I can talk to about things that worry me’. There was a largely
positive response to this with nearly one-third (31%) strongly agreeing with this statement and a
further 37% agreeing with it. Seven percent said they strongly disagreed (Figure 4.17).

As with the statements on feeling accepted by teachers and that teachers care, there were small
differences by gender and family affluence, although for this statement, females were slightly more
likely to agree than males (Figure 4.18). The proportion of adolescents who agreed that there was a
member of staff they could confide in declined from 80% in year 7 to 65% in year 9 and from then on
plateaued for both genders (Figures 4.18 and 4.20).
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Over half of adolescents from all ethnic backgrounds agreed there was a member of staff to confide
in. Adolescents from Chinese backgrounds were least likely to agree and those from White British
backgrounds the most likely (Figure 4.19).

There was very little difference in the proportion of adolescents who agreed with the statement
across the LHBs, but the gender difference in the proportion ranged from 1% (Cardiff and Vale) to
7% (Cwm Taf) (Table 4.5).

Participation in school life

A say in planning and organising school events

Half of adolescents agreed or strongly agreed with the statement ‘At our school, students have a say
in planning and organising school activities and school events’, but nearly one-quarter (24%)
disagreed or strongly disagreed (Figure 4.21). There was very little difference in the proportion in
agreement with the statement by family affluence, but it halved as year group increased from 69% in
year 7 to 35% in year 11. Females were less likely to agree with the statement than males and this
was true for all year groups except year 7 (Figures 4.22 and 4.24).

There was a relatively small degree of variation by ethnic background from 44% (mixed or multiple
ethnic group) to 55% (other) in agreement with the statement (Figure 4.23) and likewise across the
LHBs (48% in Aneurin Bevan to 53% in Abertawe Bro Morgannwg) (Table 4.6).

Opportunities to decide and plan school projects

Findings for this question were very similar to that above. Students were asked to respond to the
statement ‘At our school, students have a lot of chances to help decide and plan school projects’.
Forty-eight percent strongly agreed or agreed with the statement and one-quarter disagreed or
strongly disagreed (Figure 4.25).

Differences in response on the basis of gender and family affluence were small, but again there was
a stark decline in the proportion of adolescents who agreed with the statement as year group
increased from 70% in year 7 to 33% in year 11 (Figure 4.26). From years 8 to 11, females were less
likely to agree with the statement than males by approximately 5% (Figure 4.28).

As with having a say in planning and organising school events, there was some variation in the
proportion agreeing with the statement by ethnic group and LHB, which ranged from 42% (mixed or
multiple ethnic group) to 55% (Indian) and from 45% (Aneurin Bevan) to 51% (Abertawe Bro
Morgannwg) respectively (Figure 4.27 and Table 4.7).

Student ideas treated seriously

Students were asked to respond to the statement ‘At our school, students’ ideas are treated
seriously’ and nearly half (47%) strongly agreed or agreed. Twenty-nine percent neither agreed nor
disagreed, 16% disagreed and 8% strongly disagreed (Figure 4.29).

Agreement with the statement varied little by family affluence and males were only slightly more
likely to agree than females (49% and 46% respectively). There was a steep gradient in the
proportion agreeing with the statement by year group, however, with it more than halving from year
7 (71%) to year 11 (32%) (Figure 4.30). This decline was slightly greater in females than in males, so
that by year 10 less than one-third of females agreed that students’ ideas are treated seriously
(Figure 4.32).
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Adolescents from White Gypsy/Traveller, Mixed or multiple, or Caribbean or Black backgrounds
were least likely to say they agreed with the statement (Figure 4.31).

There were similar levels of agreement with the statement across the LHBs, although when
disaggregated by gender, the proportion in agreement ranged from 43% (females in Hywel Dda) to
52% (males in Powys) (Table 4.8).

Own ideas treated seriously

Students were also asked if they thought their own ideas were taken seriously at their school and
they were less positive about this than about ideas from the wider student body. The proportion in
agreement with the statement ‘At our school my ideas are taken seriously’ was 38%, lower than the
equivalent figure of 47% for ideas from the wider student body, and nearly one-third (29%) either
disagreed or strongly disagreed with the statement (Figure 4.33).

There was a small difference between the proportion of males and females agreeing with the
statement, with males again slightly higher, and also a small gradient by family affluence, with those
from the most affluent families most likely to agree that their ideas are taken seriously. Fifty-eight
percent of students in year 7 agreed that their ideas are taken seriously, but this decreased to just
25% of students in year 11 (Figure 4.34). Again there was a slightly steeper downward gradient for
females as year group increased from year 7 to year 9 (Figure 4.36).

Adolescents from White Gypsy/Traveller, Mixed or multiple, or Caribbean or Black backgrounds
were again the groups least likely to say they thought their ideas were taken seriously (Figure 4.35).

There were only small differences in the proportion in agreement with the statement across the
LHBs, where it was highest in Powys (40%) (Table 4.9).

Bullying®

Bullying others

A large majority of adolescents (83%) reported that they had not bullied another person at school in
the past couple of months. Twelve percent reported that they had done so only once or twice and
5% more frequently. Only 2% reported bullying others several times a week (Figure 4.37).

Overall, 17% of adolescents reported that they had bullied another person at school in the past
couple of months, but this was not evenly reported across the genders, with 20% of males and 13%
of females reporting having bullied. Reporting having bullied increased from year 7 to year 9 and
then plateaued at 18%, although this plateau was only evident in females when year group was
disaggregated by gender. Reported bullying by males continued to increase (Figures 4.38 and 4.40).
Adolescents from the least affluent households were also slightly more likely to report having bullied
(Figure 4.38).

There was quite wide variation in rates of reporting having bullied by ethnic group, with adolescents
from Indian and White British background least likely to report that they had bullied another person
and those from White Gypsy/Traveller and Arab backgrounds most likely to do so (Figure 4.39).

Findings at the LHB level closely mirrored the national level findings for overall levels of reported
bullying and the gender difference (Table 4.10).

4 Findings on cyber-bullying are presented in chapter 5
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Being bullied

Thirty-six percent of adolescents reported some experience of having been bullied at school in the
past couple of months. Most of these reported having been bullied once or twice (21%) and 10%
reported having been bullied weekly or more (Figure 4.41).

Females were more likely than males to report that they had been bullied (39% compared to 33%),
although this difference was greater in years 8 and 9 than other year groups (Figures 4.42 and 4.44).
This underlies the peak in overall rates of reporting having been bullied in years 8 and 9, which then
decline to their lowest level of 32% in year 11 (Figure 4.42). Adolescents from the least affluent
families were more likely to report having been bullied than those from the most affluent families
(42% compared to 33%) (Figure 4.42).

Adolescents from White Irish backgrounds were most likely to report that they had been bullied in
the past couple of months and those from Caribbean or Black backgrounds the least likely (Figure
4.43).

There was little difference in reported rates of having been bullied across the LHBs, although there
was some variation in the size of the gender gap, which ranged from 3% in Cardiff and Vale to 8% in
Aneurin Bevan (Table 4.11).

Mental health support at school

Support for students who feel unhappy, worried or unable to cope

Nearly three-quarters of adolescents strongly agreed or agreed with the statement that ‘There is
support at my school for students who feel unhappy, worried or unable to cope’. Only 3% of
adolescents strongly disagreed with the statement and a further 6% disagreed with it (Figure 4.45).

Adolescents from the least affluent families were slightly less likely to agree that their school offered
support, but there was no difference in the proportion of males and females who agreed with the
statement (Figures 4.46 and 4.48). There was, however, a decrease in the proportion agreeing with
the statement across year groups 7 to 10, before it plateaued in year 11 (Figure 4.46).

The proportion of adolescents in agreement with the statement was highest in those of Indian and
White British backgrounds and lowest in those of White Gypsy/Traveller backgrounds (Figure 4.47).

Adolescents in Aneurin Bevan LHB were least likely to agree that their school offered support to
students (70%), whilst those in Powys were most likely (76%). There were no or negligible
differences in the proportion of males and females in agreement with the statement, with the
exception of Cwm Taf where 77% of females agreed compared to 72% of males (Table 4.12).

74



Figure 4.1. Feelings about school

= | like it a lot
= | like it a bit
= | don't like it very much

I don't like it at all

Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (27,280)

Figure 4.2. Percentage who like school a lot by gender, year group
and family affluence

Total I 13

Male I 13
Female NN 19

Year 7 I 33
Year 8 I 1°

Year9 I |13

Year 10 I 10

Year 11 I 3

FAS1 (Low) I 16
FAS 2 (Med) I 17
FAS 3 (High) I 19

Figure 4.3. Percentage who like school a lot by ethnic group

White British [ R 13
White Irish [ I NN 21
White Gypsy/traveller |G 10
White Other [IIINNEEGEGEGEGE 1°
Mixed or multiple ethnic group NI 1°
Pakistani NN 22
Indian  INNNENEGEGEGEEEE 26
Bangladeshi INNIINENEGEGEGEGEGEGEGNN 15
Chinese NGNS 17
African NN 18
Caribbean or Black NN 16
Arab I 26
Other NG 24
Prefer not to say |GGG 21
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Figure 4.4. Percentage who like school a lot by gender and year

group

Year 7 Year 8

—=O—% Males

Year 9

Year 10

—=O=—% Females

Year 11

Table 4.1. Percentage who like school a lot by Local Health Board

All Males | Females
Abertawe Bro Morgannwg 20 19 21
Aneurin Bevan 17 16 17
Betsi Cadwaladr 16 15 16
Cardiff & Vale 22 20 24
Cwm Taf 19 19 19
Hywel Dda 19 19 20
Powys 18 15 20
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Figure 4.5. Pressure felt from schoolwork

= Not at all
= A little
= Some

A lot

Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (97,660)

Figure 4.6. Percentage who feel ‘a lot’ or ‘some’ pressure by
gender, year group and family affluence

Total I /3

Male I /4
Female NGNS 52

Year 7 N 51

Year 8 NN 3°

Year 9 I /7

Year 10 I 1
Year 11 I 63

FAS 1 (Low) I S
FAS 2 (Med) I 7
FAS 3 (High) I 3

Figure 4.7. Percentage who feel ‘a lot’ or ‘some’ pressure by ethnic
group

White British [ I 43
White Irish [ 52
White Gypsy/traveller NN 53
White Other NG 49
Mixed or multiple ethnic group [ INNNINIGIGIGNENN 55
Pakistani NN 49
Indian NG 47
GELVELES i Y
Chinese IIIININIENEGEGEGENNN—— 52
African NG
Caribbean or Black NN 43
Arab I 50
iy g
Prefer not to say | 49
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Figure 4.8. Percentage who feel ‘a lot’ or ‘some’ pressure by
gender and year group

100
80
60

40

20

Year 7 Year 8 Year 9 Year 10 Year 11

=0O—% Males =O=—% Females

Table 4.2. Percentage who feel ‘a lot’ or ‘some’ pressure by Local
Health Board

All Males | Females
Abertawe Bro Morgannwg 49 45 52
Aneurin Bevan 48 43 53
Betsi Cadwaladr 47 42 51
Cardiff & Vale 51 47 55
Cwm Taf 46 44 49
Hywel Dda 46 42 50
Powys 46 44 48
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Figure 4.9. Feel accepted by teachers

= Strongly agree

= Agree

= Neither agree nor disagree

Disagree

m Strongly disagree

Base: All respondents in years 7 to 11 who gave an answer, surveyed between

4%

o

September and December 2017 (26,587)

Figure 4.10. Percentage who feel their teachers accept them as

they are by gender, year group and family affluence

Total I /1

Male I /4
Female NGNS /0

Year 7 I 34
Year 8 NN 74
Year 9 I 3

Year 10 NN 3

Year 11 I 65

FAS1 (Low) I 63
FAS 2 (Med) I 72
FAS 3 (High) I /2

Figure 4.11. Percentage who feel their teachers accept them as

they are by ethnic group

White British

White Irish

White Gypsy/traveller
White Other

Mixed or multiple ethnic group
Pakistani

Indian

Bangladeshi

Chinese

African

Caribbean or Black
Arab

Other

Prefer not to say
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Figure 4.12. Percentage who feel their teachers accept them as
they are by gender and year group

100
80 é@\ ~
60 o1 f——(s2
40
Year 7 Year 8 Year 9 Year 10 Year 11
=O—% Males —=O—% Females
Table 4.3. Percentage who feel their teachers accept them as they
are by Local Health Board
All Males | Females
Abertawe Bro Morgannwg 74 75 73
Aneurin Bevan 71 75 68
Betsi Cadwaladr 69 70 68
Cardiff & Vale 74 76 72
Cwm Taf 74 76 73
Hywel Dda 69 72 67
Powys 71 71 72
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Figure 4.13. Feel that teachers care about them as a person

m Strongly agree

m Agree

= Neither agree nor disagree
Disagree

= Strongly disagree

Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (95,486)

Figure 4.14. Percentage who feel their teachers care about them
by gender, year group and family affluence

Total I 3

Male I S5
Female I 53

Year 7 I 72
Year 8 IS 55

Year 9 I 47

Year 10 I 45

Year 11 I 47

FAS1 (Low) NI 3

FAS 2 (Med) NI S5
FAS 3 (High) nE 53

Figure 4.15. Percentage who feel their teachers care about them
by ethnic group

White British [ 54

White Irish [ IR 43
White Gypsy/traveller NN 35
White Other NN 53

Mixed or multiple ethnic group [ HINININGEGEEES /7
Pakistani NN -3
Indian NG 67
GELVGERES i B
Chinese NGNS 57
African NG /6
Caribbean or Black HNIININIEGEGEEEE 413
Arab I 50
Other NG 55
Prefer not to say [N 51
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Figure 4.16. Percentage who feel their teachers care about them

by gender and year group
56
55 \ 50 —\/4-8\1* 4@
45 a3 a5
Year 7 Year 8 Year 9 Year 10 Year 11
=0O—% Males =O=—% Females

Table 4.4. Percentage who feel their teachers care about them by

Local Health Board

All Males | Females
Abertawe Bro Morgannwg 56 57 55
Aneurin Bevan 54 56 53
Betsi Cadwaladr 50 53 49
Cardiff & Vale 55 57 54
Cwm Taf 56 55 57
Hywel Dda 52 54 51
Powys 55 55 56
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Figure 4.17. Member of staff to confide in

= Strongly agree

m Agree

= Neither agree nor disagree

Disagree

m Strongly disagree

Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (95,184)

Figure 4.18. Percentage who agree there is a member of staff they
can confide in by gender, year group and family affluence

Total I 0

Male I (S
Female NI 71

Year 7 I 30
Year 8 I 71
Year 9 I 5

Year 10 I (2

Year 11 I 65

FAS1 (Low) NI G/
FAS 2 (Med) NI (9
FAS 3 (High) . /0

Figure 4.19. Percentage who agree there is a member of staff they
can confide in by ethnic group

White British

White Irish

White Gypsy/traveller
White Other

Mixed or multiple ethnic group
Pakistani

Indian

Bangladeshi

Chinese

African

Caribbean or Black
Arab

Other

Prefer not to say

83



100

80

60

40

Figure 4.20. Percentage who agree there is a member of staff they
can confide in by gender and year group

Year 7 Year 8

—=O—% Males

Year 9

Year 10

—O=—% Females

Year 11

Table 4.5. Percentage who agree there is a member of staff they

can confide in by Local Health Board

All Males | Females
Abertawe Bro Morgannwg 69 67 72
Aneurin Bevan 69 68 71
Betsi Cadwaladr 69 68 70
Cardiff & Vale 67 66 67
Cwm Taf 70 67 74
Hywel Dda 69 69 71
Powys 70 67 73
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Figure 4.21. Students have a say in planning and organising school
activities and events

= Strongly agree

= Agree

= Neither agree nor disagree
Disagree

m Strongly disagree

Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (92,474)

Figure 4.22. Percentage who agree that students in their school
have a say in planning and organising school activities and events
by gender, year group and family affluence

Total I 50

Male I 52
Female NGNS 43

Year 7 I -0
Year 8 I -6
Year 9 NN /6

Year 10 NN 30

Year 11 NN 35

FAS1 (Low) IS 49
FAS 2 (Med) NI 50
FAS 3 (High) I 50

Figure 4.23. Percentage who agree that students in their school
have a say in planning and organising school activities and events
by ethnic group

White British [ R 50
White Irish NN 43
White Gypsy/traveller NN /5
White Other I 47
Mixed or multiple ethnic group [ HINIINGEGEGEGEEEEEE 141
pPakistani NN 53
Indian
Bangladeshi
Chinese IIINININGNN—— 48
African NG 53
Caribbean or Black [INNEEEGEGEGEGEGEGEGN—— 29
Arab I 54
Other NG
Prefer not to say NN 50
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Figure 4.24. Percentage who agree that students in their school
have a say in planning and organising school activities and events

by gender and year group
80
(-]
60
40
20
0
Year 7 Year 8
-O=—% Males

Year 9

Year 10

—O=—% Females

Year 11

Table 4.6. Percentage who agree that students in their school have
a say in planning and organising school activities and events by

Local Health Board

All Males | Females
Abertawe Bro Morgannwg 53 54 52
Aneurin Bevan 48 50 45
Betsi Cadwaladr 49 51 48
Cardiff & Vale 50 52 48
Cwm Taf 51 50 51
Hywel Dda 50 52 48
Powys 51 54 49
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Figure 4.25. Students have a lot of chances to help decide and plan
school projects

= Strongly agree

= Agree

= Neither agree nor disagree
Disagree

m Strongly disagree

Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (93,336)

Figure 4.26. Percentage who agree that students in their school
have a lot of chances to help decide and plan school projects by
gender, year group and family affluence

Total I /3

Male I 50
Female NGNS 16

Year 7 I /0
Year 8 IS S/

Year 9 NN /3

Year 10 NN -5

Year 11 NN 33

FAS1 (Low) IS 43
FAS 2 (Med) I /3
FAS 3 (High) I 4/

Figure 4.27. Percentage who agree that students in their school
have a lot of chances to help decide and plan school projects by
ethnic group

White British [ I 43
White Irish [ NG 43
White Gypsy/traveller NN 46
White Other NN 25
Mixed or multiple ethnic group [INIINGINGEGEGEGEGEGE /2
Pakistani NN 13
Indian NG 55
Bangladeshi NG 53
Chinese IIIINININIGNGNGNNNNNNNNNNEE 46
African NG 49
Caribbean or Black [INNEEEEEEGENEGEENNEEN— 44
Arab I 52
Other NG
Prefer not to say NN 43
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Figure 4.28. Percentage who agree that students in their school
have a lot of chances to help decide and plan school projects by

gender and year group

Year 7 Year 8

—O—% Males

Table 4.7. Percentage who agree that students in their school have

Year 9

Year 10

—O=—% Females

Year 11

a lot of chances to help decide and plan school projects by Local

Health Board

All Males | Females
Abertawe Bro Morgannwg 51 53 49
Aneurin Bevan 45 49 42
Betsi Cadwaladr 46 49 44
Cardiff & Vale 49 52 47
Cwm Taf 50 51 49
Hywel Dda 47 50 45
Powys 46 50 43
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Figure 4.29. Students’ ideas are treated seriously at school

= Strongly agree

m Agree

= Neither agree nor disagree
Disagree

m Strongly disagree

Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (93,518)

Figure 4.30. Percentage who agree that students’ ideas are treated
seriously in their school by gender, year group and family
affluence

Total I /7

Male I /9
Female NG 16

Year 7 I 71
Year 8 I SS

Year 9 NN /1

Year 10 NN 34

Year 11 NN 32

FAS1 (Low) I S/
FAS 2 (Med) NN 52
FAS 3 (High) I 53

Figure 4.31. Percentage who agree that students’ ideas are treated
seriously in their school by ethnic group

White British [ R 43
White Irish [ NN 42
White Gypsy/traveller GG 33
White Other NN £ 4
Mixed or multiple ethnic group [ HNNIEINININII>I>>-;=IuBaN 30
Pakistani NN 14
Indian NG 54
Bangladeshi [INIIIIENEGEGEGEGEN /5
Chinese [IIININIEGEGENNN 13
African  [IIINNEGEGEGEEE— 217
Caribbean or Black NN 30
Arab I 48
Other NG 51
dECaCE-ay W
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Figure 4.32. Percentage who agree that students’ ideas are treated

seriously in their school by gender and year group

35

31 ———29

33
38
— 38
Year 7 Year 8 Year 9 Year 10
=0O—% Males =O=—% Females

Year 11

Table 4.8. Percentage who agree that students’ ideas are treated
seriously in their school by Local Health Board

All Males | Females
Abertawe Bro Morgannwg 49 51 48
Aneurin Bevan 46 49 44
Betsi Cadwaladr 46 48 44
Cardiff & Vale 48 50 46
Cwm Taf 49 51 48
Hywel Dda 46 49 43
Powys 50 52 48
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Figure 4.33. Own ideas are taken seriously at school

= Strongly agree @.

m Agree 19%

= Neither agree nor disagree
Disagree

m Strongly disagree

Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (92,909)

Figure 4.34. Percentage who agree that their own ideas are taken
seriously at their school by gender, year group and family
affluence

Total I 33

Male I 39
Female I 37

Year 7 I 3
Year 8 I 3
Year 9 IS 32

Year 10 IS 27/

Year 11 NN 25

FAS1 (Low) I 35
FAS 2 (Med) I 37
FAS 3 (High) I 39

Figure 4.35. Percentage who agree that their own ideas are taken
seriously at their school by ethnic group

White British [ N 35
White Irish [ NN 35
White Gypsy/traveller NG 32
White Other NN 35
Mixed or multiple ethnic group [ IININGINGEGEGEEE 32
Pakistani  INNNENEEGEGEN 37
Indian NG 43
Bangladeshi INININENEGEGEGEGEGGNGNNN 36
Chinese NGNS 35
African NN 20
Caribbean or Black I 33
Arab I
Other NN 40
Prefer not to say [N 35
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Figure 4.36. Percentage who agree that their own ideas are taken
seriously at their school by gender and year group

Year 7 Year 8

—=O—% Males

Year 9

Year 10

—O=—% Females

Year 11

Table 4.9. Percentage who agree that their own ideas are taken
seriously at their school by Local Health Board

All Males | Females
Abertawe Bro Morgannwg 39 41 39
Aneurin Bevan 37 39 35
Betsi Cadwaladr 37 38 35
Cardiff & Vale 39 41 38
Cwm Taf 39 40 39
Hywel Dda 36 38 34
Powys 40 41 40
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Figure 4.37. Bullied another person at school in the past couple of

months

= Have not bullied

= Once or twice

= 2 or 3 times a month

About once a week

m Several times a week

1%2%

2%\\\

Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (87,873)

Figure 4.38. Percentage who have bullied another person at school
in the past couple of months by gender, year group and family

affluence

Total I 17/

Male I 20
Female NG 13

Year 7 I 14
Year 8 NN 15

Year 9 I 13

Year 10 I 13

Year 11 I 13

FAS1 (Low) I 13
FAS 2 (Med) I 16
FAS 3 (High) I 16

Figure 4.39. Percentage who have bullied another person at school
in the past couple of months by ethnic group

White British

White Irish

White Gypsy/traveller
White Other

Mixed or multiple ethnic group
Pakistani

Indian

Bangladeshi

Chinese

African

Caribbean or Black
Arab

Other

Prefer not to say
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Figure 4.40. Percentage who have bullied another person at school
in the past couple of months by gender and year group

40

. . BH—

17
15 13/15\13_13
11—

Year 7 Year 8 Year 9 Year 10 Year 11

=0O—% Males =O=—% Females

Table 4.10. Percentage who have bullied another person at school
in the past couple of months by Local Health Board

All Males | Females
Abertawe Bro Morgannwg 16 19 13
Aneurin Bevan 17 21 14
Betsi Cadwaladr 17 20 14
Cardiff & Vale 16 20 13
Cwm Taf 16 18 13
Hywel Dda 15 19 12
Powys 17 21 13
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Figure 4.41. Been bullied at school in the past couple of months

4%
= Have not been bullied ‘
= Once or twice
= 2 or 3 times a month

About once a week

m Several times a week

Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (89,085)

Figure 4.42. Percentage who have been bullied at school in the
past couple of months by gender, year group and family affluence

Total I 36

Male I 33
Female NG 30

Year 7 IS 35
Year 8 I 30
Year 9 I 33
Year 10 I 35
Year 11 I 32

FAS1 (Low) I 42
FAS 2 (Med) I 37/
FAS 3 (High) I 33

Figure 4.43. Percentage who have been bullied at school in the
past couple of months by ethnic group

White British [ N 35
White Irish [ NN 43
White Gypsy/traveller [N 45
White Other  INNNNENEEGEEE 43
Mixed or multiple ethnic group [ NNIEININ5INNIIE 36
Pakistani NN 36
Indian NG 2°
Bangladeshi [INININEEGEGEGEGEGEGEGEGNNN 33
Chinese [IIIIINIENEGEGENNNNNN 33
African NN 34
Caribbean or Black [N 7/
Arab I 37
Other NN 37
Prefer not to say [N 415
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Figure 4.44. Percentage who have been bullied at school in the
past couple of months by gender and year group
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Year 7 Year 8 Year 9 Year 10 Year 11

=0O—% Males =O=—% Females

Table 4.11. Percentage who have been bullied at school in the past
couple of months by Local Health Board

All Males | Females
Abertawe Bro Morgannwg 37 33 40
Aneurin Bevan 37 33 41
Betsi Cadwaladr 37 33 40
Cardiff & Vale 34 32 35
Cwm Taf 37 33 40
Hywel Dda 35 32 38
Powys 35 33 37
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Figure 4.45. Support at school for students who feel unhappy,
worried or unable to cope

= Strongly agree

u Agree

= Neither agree nor disagree
Disagree

m Strongly disagree

Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (92,253)

Figure 4.46. Percentage who agree that there is support at their
schools for students who feel unhappy, worried or unable to cope
by gender, year group and family affluence

Total I /3

Male I /3
Female NGNS 73

Year 7 I 35
Year 8 I
Year 9 I 70

Year 10 I 65

Year 11 I 4

FAS1 (Low) I 71
FAS 2 (Med) I /4
FAS 3 (High) I /3

Figure 4.47. Percentage who agree that there is support at their
schools for students who feel unhappy, worried or unable to cope
by ethnic group

White British [ 74
White Irish [ I N 5
White Gypsy/traveller NN -6
White Other NN 70
Mixed or multiple ethnic group NN 70
Pakistani NI oS
Indian NN 75
GEREGES NG}
Chinese INIIININEGEGNGNGNGNGNGNGNNEEEE 63
African I 66
Caribbean or Black NG 61
Arab I 64
Other NG 72
Prefer not to say NN o5
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Figure 4.48. Percentage who agree that there is support at their
schools for students who feel unhappy, worried or unable to cope
by gender and year group
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Table 4.12. Percentage who agree that there is support at their
schools for students who feel unhappy, worried or unable to cope
by Local Health Board

All Males | Females
Abertawe Bro Morgannwg 74 73 74
Aneurin Bevan 70 71 70
Betsi Cadwaladr 71 72 72
Cardiff & Vale 74 74 75
Cwm Taf 74 72 77
Hywel Dda 74 74 74
Powys 76 75 77
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5 Family life and friendships

Introduction

Adolescence is a period of increasing autonomy as adolescents seek greater independence from
their parents or carers. This can bring about conflict and distance in parent-child relationships and
whilst this is quite normal, parenting skills and capacity during this turbulent time predict adolescent
health risk behaviours and outcomes, such as depression® 44,

The social engagement adolescents experience beyond their family is a critical part of their social
and emotional development. Peers have a significant effect on how adolescents process social
information as they are acutely aware of, and sensitive to, how they are perceived by their peers.
This means that peer influence on health and wellbeing peaks during adolescence?.

Data from previous HBSC and Student Health and Wellbeing Surveys in Wales indicate that positive
relationships between adolescents and their families are consistently associated with better health
and wellbeing outcomes. However, more complex relationships between friendships and adolescent
health are apparent. Whilst stronger peer relationships are associated with improved subjective
well-being and mental health, they are also associated with greater substance use and, among
adolescents with low levels of family support, worse mental health” %,

The technological context in which adolescents grow up is not only completely transformed from
that which their parents and teachers will have experienced, but also one which is rapidly evolving.
Whilst there are many positives to the changes in communication new technologies have brought,
cyber-bullying has emerged as a new risk to adolescent wellbeing.

Cyberbullying is defined by Welsh Government as the use of information and communication
technology (ICT), particularly mobile phones and the internet (including social networking sites,
blogs, e-mail, video and instant messaging), to deliberately upset someone else®. Schools in Wales
have been encouraged to take a whole school approach to preventing cyber-bullying and advice on
how schools should approach prevention and management of cyber-bullying is currently the subject
of a Welsh Government consultation. Cyber-bullying, however, has been found to be strongly
associated with aggressive behaviour at school, suggesting that it may not only be a feature of wider
patterns of bullying but also of aggression more broadly®’.

Research from the UK suggests detrimental short and long term wellbeing and education outcomes
for young carers. These include experience of bullying, lower life satisfaction and lower educational
aspiration and outcomes“®. The Longitudinal Survey of Young People in England (LSYPE) found a
significant difference in GCSE points score between carers and non-carers, equivalent to a 9 grade
difference and a relationship between being a young carer at age 14 and being NEET (not in
education, employment or training) at age 16 to 19%°. The ‘hidden’ status of many young carers is a
concern frequently raised by third sector organisations. Reasons for health, social and education
services being unaware of young carers include parents’ fear that children will be taken into care,
young people’s fear of stigmatisation and bullying and not enough effort from services to identify
young carers®. Welsh Government published its strategy for carers, including young carers, in 2013
and therein it committed to ensure that young carers are fully integrated into all Welsh Government
policies and strategies affecting carers and to use the Social Services and Well-being (Wales) Bill
(now Act) to ensure that young carers can exercise their rights under the United Nations Convention
on the Rights of the Child in respect of social and well-being services*.
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Findings

The survey included questions on perceptions of communication and support within the family,
being a young carer, having friends that could be counted on, fighting and cyber-bullying. These
guestions were asked to students in all year groups. The findings on young carers represent the first
estimate from a large scale survey on the prevalence of being a young carer in Wales that reflects
Welsh Government’s own definition.

Family communication and support

Ease of talking to father

Most adolescents (75%) reported that they found it easy or very easy to talk to their father, but 16%
reported that they found it difficult and 9% found it very difficult (Figure 5.1). Males were more
likely to report finding it easy or very easy to talk to their father than females, although this
difference was less apparent at younger ages (Figures 5.2 and 5.4). The likelihood of finding it easy
or very easy to talk to their father decreased with age and increased with family affluence (Figure
5.2).

The proportion of adolescents who found it easy or very easy to talk to their father did not vary
widely across ethnic groups (Figure 5.3). Adolescents from Indian backgrounds were most likely to
report they found it easy or very easy and those from Mixed or Multiple and Bangladeshi
backgrounds the least likely.

There was little variation in reported ease of talking to their father across the LHBs and a gender
difference similar to that seen at the national level was observed in all LHBs (Table 5.1).

Ease of talking to mother

Adolescents were more likely to report that they found it easy or very easy to talk to their mother
than their father (Figures 5.1 and 5.5). Only 10% reported that they found it difficult to talk to their
mother and 4% that it was very difficult (Figure 5.5). As with talking to their father there was a
decrease in the proportion finding it easy or very easy to talk to their mother with age and an
increase with family affluence (Figure 5.6). Again, males were more likely than females to report
they found it easy or very easy to talk to their mother, but the difference was smaller and was
negligible at younger ages (Figures 5.6 and 5.8).

Adolescents from Indian, Arab and White British backgrounds were most likely to report that they
found it easy or very easy to talk to their mother, whilst those from White Gypsy/Traveller and
Mixed or Multiple ethnic groups were least likely to do so (Figure 5.7).

Differences in reported ease of talking to their mother were small across the LHBs (Table 5.2).

Emotional help and support from family

Students were asked to rate the degree to which they get the emotional help and support they need
from their family on a strongly disagree to strongly agree scale from 1 to 7. Twelve percent of
adolescents gave the strongest disagree score (1) to this question and a further 12% were on the
disagree side of a neutral response (scores of 2 or 3). The most frequently cited score, however, was
7, the strongest agree score (43%) (Figure 5.9).

Sixty-nine percent of adolescents agreed that they get the emotional help and support they need
from their family (scores of 5, 6 or 7). This proportion varied little by gender, although was slightly

100



wider in the middle years of adolescence, but decreased with age and increased with increasing
affluence (Figures 5.10 and 5.12).

The proportion of adolescents who agreed that they get the emotional help and support they need
from their family ranged from 60% to 70% in the majority of ethnic groups, but was lower among
those from White Gypsy/Traveller, Chinese and Pakistani backgrounds (Figure 5.11).

There was little variation in agreement that families provided emotional help and support across the
LHBs, where it ranged from 67% in Aneurin Bevan and Cardiff and Vale to 71% in Cwm Taf and Hywel
Dda (Table 5.3).

Young carers

Regular caring responsibilities

Sixteen percent of adolescents identified themselves as having a caring responsibility for someone in
their family as a result of them being disabled, physically or mentally unwell or having a problem
with alcohol or drugs. Of these young carers, one-quarter reported that they looked after more than
one person, representing 4% of all adolescents (Figures 5.13 and 5.14).

The likelihood of adolescents identifying themselves as a young carer varied little by gender or age,
but decreased with increasing family affluence from 21% among adolescents from the least affluent
households to 14% among adolescents from the most affluent (Figures 5.14 and 5.16).

Identifying as a young carer ranged from 16% to 20% of adolescents in most ethnic groups, but was
lower in adolescents from Indian backgrounds and higher in those from White Gypsy/Traveller and
White Irish backgrounds (Figure 5.15).

There was little variation in the proportion of young people identifying as a young carer across the
LHBs (Table 5.4).

Peer relationships

Being able to count on friends

Students were asked to rate the degree to which they can count on their friends when things go
wrong on a strongly disagree to strongly agree scale from 1 to 7. Ten percent of adolescents gave
the strongest disagree score (1) to this question and a further 13% were on the disagree side of a
neutral response (scores of 2 or 3). Over one-third (36%), however, gave the most frequently cited
score of 7, the strongest agree score (Figure 5.17).

Overall, 67% of adolescents agreed that they can count on their friends when things go wrong. There
was a small decrease in the proportion agreeing as age increased, but very little difference by gender
(Figures 5.18 and 5.20). Adolescents from the most affluent families were more likely to agree that
they can count on their friends than those from the least affluent families (Figure 5.18).

In all ethnic groups over half of adolescents agreed they can count on their friends when things go
wrong and this ranged from 53% of those from a White Gypsy/Traveller background to 68% of those
from a White British Background (Figures 5.19).

The proportion of adolescents who agreed they can count on their friends varied little by LHB,
although the size of the gender gap ranged from 0% in Cardiff and Vale to 4% in Betsi Cadwaladr and
Powys (Table 5.5).
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Fighting

Just over one-third (36%) of adolescents reported that they had been in a physical fight in the last 12
months, with 11% reporting they had been in three or more fights (Figures 5.21 and 5.22).

Males were much more likely to report having been in three or more fights in the last 12 months
than girls (16% compared to 6% respectively). Trends by age and family affluence were less clear,
although there was a decline in reported fighting by age in males, which was not observed in
females (Figures 5.22 and 5.24).

Reporting having been in three or more fights in the last 12 months varied widely by ethnic group
with those from White Gypsy/traveller backgrounds most likely to have done so (Figure 5.23), but
was relatively constant across LHBs (Table 5.6).

Cyber-bullying - perpetration®

A large majority of adolescents (90%) reported that they had not taken part in cyber-bullying in the
past couple of months and of the remainder, most reported they had only done so once or twice.
Only 1% of adolescents reported they had cyber-bullied several times a week (Figure 5.25).

There was an increase in reported cyber-bullying across years 7 to 10, but very little difference in
reported prevalence on the basis of family affluence (Figure 5.26). Overall, males were slightly more
likely than females to report that they had cyber-bullied in the past couple of months and this was
seen across all year groups except Year 8 and widened in Year 11 (Figures 5.26 and 5.28).

There was some variation in rates of reported cyber-bullying across the different ethnic groups, with
the highest rates reported by adolescents from White Gypsy/Traveller, Pakistani and Caribbean or
Black backgrounds (Figure 5.27).

There was little variation in reported cyber-bullying across the LHBs where overall rates ranged from
8% in Powys to 11% in Cwm Taf (Table 5.7).

Cyber-bullying - experience

A larger proportion of adolescents reported that they had been a victim rather than a perpetrator of
cyber-bullying (Figures 5.25 and 5.29). Thirteen percent reported they had been cyber-bullied once
or twice in the past couple of months and 3% once a week or more (Figure 5.29).

Overall, 19% of adolescents reported they had experienced cyber-bullying in the past couple of
months. There was a larger gender gap in reported rates of being cyber-bullied compared to
perpetrating cyber-bullying, with 23% of adolescent females reporting being cyber-bullied compared
to 15% of males (Figures 5.26 and 5.30). This gender gap was at its widest among Year 9 students
(Figure 5.32). Overall rates of reported cyber-bullying also peaked in Year 9 and were slightly higher
among adolescents from the least affluent households (Figure 5.30).

Adolescents from White Gypsy/Traveller and White Irish backgrounds were most likely to report
having been cyber-bullied in the past couple of months and those from an Indian background the
least likely (Figure 5.31).

Across the LHBs, the proportion of adolescents reporting that they had been cyber-bullied varied
little and a gender gap of similar magnitude to the national data was seen in all areas (Table 5.8).

€ Findings on bullying are presented in chapter 4
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Figure 5.1. Ease of talking to father

m Very easy
m Easy
= Difficult

Very difficult

Base: All respondents in years 7 to 11 who gave an answer, excluding those who do
not have / do not see their father, surveyed between September and December
2017(77,118)

Figure 5.2. Percentage who find it easy or very easy to talk to their
father by gender, year group and family affluence

Total I /5

Male I S 1
Female NG -0

Year 7 I 34
Year 8 NN /0
Year 9 I 74
Year 10 I /0
Year 11 I 7

FAS1 (Low) I -/
FAS 2 (Med) I 73
FAS 3 (High) I /3

Figure 5.3. Percentage who find it easy or very easy to talk to their
father by ethnic group

White British [ R /5
White Irish [ INEEE
White Gypsy/traveller NN 75
White Other [N 71
Mixed or multiple ethnic group IIINININGTENNNNNNNNNGNGE ¢/
Pakistani NN 77
Indian NG 79
Bangladeshi NG 7
Chinese IIINININENGENEENENNNNN—— 75
African NG 76
Caribbean or Black NI 70
Arab I
Other NN 74
|

Prefer not to say
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Figure 5.4. Percentage who find it easy or very easy to talk to their
father by gender and year group

100
g0 (BH———1% 1) (78—

T \‘\/ —(74

60 62 j——ou_('59
40
20
0

Year 7 Year 8 Year 9 Year 10 Year 11
—O—% Males =O=—% Females

Table 5.1. Percentage who find it easy or very easy to talk to their
father by Local Health Board

All Males | Females
Abertawe Bro Morgannwg 74 81 69
Aneurin Bevan 74 81 68
Betsi Cadwaladr 75 82 69
Cardiff & Vale 74 80 69
Cwm Taf 77 83 72
Hywel Dda 75 82 69
Powys 76 83 69
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Figure 5.5. Ease of talking to mother

m Very easy
m Easy
= Difficult

Very difficult

Base: All respondents in years 7 to 11 who gave an answer, excluding those who do
not have / do not see their mother, surveyed between September and December
2017 (83,481)

Figure 5.6. Percentage who find it easy or very easy to talk to their
mother by gender, year group and family affluence

Total I 35

Male I 33
Female NN 3/

Year 7 I ©2
Year 8 I 33
Year 9 I 35
Year 10 I 31
Year 11 I 79

FAS1 (Low) I /9
FAS 2 (Med) I 34
FAS 3 (High) I 33

Figure 5.7. Percentage who find it easy or very easy to talk to their
mother by ethnic group

White British [ I  c6

White Irish [ NN 53

White Gypsy/traveller [N 78

White Other NN 53

Mixed or multiple ethnic group [ INNIINIEIEGEGEGEGEGEGNNNNEE 30
Pakistani NN 35
Indian NG 39

GELERES iyl

Chinese NN 33

African NN 51

Caribbean or Black NN 52
Arab [ s7

el

Prefer not to say [ NN 54
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Figure 5.8. Percentage who find it easy or very easy to talk to their
mother by gender and year group

100
80
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Year 7 Year 8 Year 9 Year 10 Year 11
=0O—% Males =O=—% Females

Table 5.2. Percentage who find it easy or very easy to talk to their
mother by Local Health Board

All Males | Females
Abertawe Bro Morgannwg 85 87 84
Aneurin Bevan 85 88 82
Betsi Cadwaladr 85 88 83
Cardiff & Vale 86 87 84
Cwm Taf 87 89 86
Hywel Dda 85 88 83
Powys 86 88 84
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Figure 5.9. Help and emotional support from the family

= 1 Very strongly disagree

" o
3 6%
4 8%

m5

: -

m 7 Very strongly agree

Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (83,465)

Figure 5.10. Percentage who agreed that they got the help and
emotional support that they needed from their family by gender,
year group and family affluence

Total I 69

Male I 70
Female NN 63

Year 7 I /6
Year 8 I 72
Year 9 I 63
Year 10 I 4
Year 11 I 2

FAS1 (Low) I (2
FAS 2 (Med) I 6/
FAS 3 (High) I 72

Figure 5.11. Percentage who agreed that they got the help and
emotional support that they needed from their family by ethnic
group

White British [ R 70
White Irish [ NN 61
White Gypsy/traveller [ NNININIENENEGEGEGEN 47
White Other NN 5
Mixed or multiple ethnic group [HININININII"'"''"IEN 62
Pakistani NN 53
Indian NG 64
Bangladeshi INIINIEIEGEGEGGEGENS 60
Chinese IIINININGENNENNNNNNN 55
African NG 62
Caribbean or Black NN 65
Arab I 62
Other NG 65
Prefer not to say [N 66
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Figure 5.12. Percentage who agreed that they got the help and
emotional support that they needed from their family by gender
and year group
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Year 7 Year 8 Year 9 Year 10 Year 11
—O—% Males =O=—% Females

Table 5.3. Percentage who agreed that they got the help and
emotional support that they needed from their family by Local
Health Board

All Males | Females
Abertawe Bro Morgannwg 69 71 68
Aneurin Bevan 67 69 66
Betsi Cadwaladr 68 70 67
Cardiff & Vale 67 68 66
Cwm Taf 71 72 70
Hywel Dda 71 72 70
Powys 68 71 67
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Figure 5.13. Caring for a family member

= No
= Yes, one person

= Yes, two or more
people

Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (83,153)

Figure 5.14. Percentage who care for a family member by gender,
year group and family affluence

Total I 16

Male I 16
Female NN 17

Year 7 I 15
Year 8 I 17
Year 9 I 16
Year 10 I 17
Year 11 I 17

FAS1 (Low) I 21
FAS 2 (Med) I 1/
FAS 3 (High) I 14

Figure 5.15. Percentage who care for a family member by ethnic
group

White British [ R 16
White Irish [ NN 25
White Gypsy/traveller I 33
White Other [ INNNENEEEEEN 17
Mixed or multiple ethnic group [ ININININGIIEGE@E 1°
Pakistani NN 22
Indian NG 12
Bangladeshi NG 20
Chinese IIIIIINNEGNGNEGNGNGNNN 16
African NN 13
Caribbean or Black NN 16
Arab I 17
Other NN 17
Prefer not to say [N 10
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Figure 5.16. Percentage who care for a family member by gender

and year group

(20) (1) (17) (17—
Year 7 Year 8 Year 9 Year 10
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4@

Year 11

Table 5.4. Percentage who care for a family member by Local

Health Board

All Males | Females
Abertawe Bro Morgannwg 17 16 17
Aneurin Bevan 18 17 18
Betsi Cadwaladr 16 15 17
Cardiff & Vale 15 15 14
Cwm Taf 18 18 18
Hywel Dda 15 14 15
Powys 14 13 14
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Figure 5.17. Can count on friends when things go wrong

m 1 - Very strongly disagree
u2

3

4
m5

6

m 7 - Very strongly agree

Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (90,285)

Figure 5.18. Percentage who can count on their friends by gender,
year group and family affluence

Total I 6/

Male I 6
Female NN 63

Year 7 I 70

Year 8 I 63

Year 9 I 6
Year 10 I ¢4
Year 11 I 4

FAS1 (Low) I €1
FAS 2 (Med) I 6
FAS 3 (High) I /0

Figure 5.19. Percentage who can count on their friends by ethnic
group

White British [ R 63
White Irish [ N  c0
White Gypsy/traveller NG 53
White Other I 65
Mixed or multiple ethnic group | IINIGINININININII>>z=-Thhh
pPakistani NN 56
Indian NN 62
Bangladeshi INIIININENEGNGGGNGNGNGNNEN 4
Chinese NGNS 50
African NG 62
Caribbean or Black NI 60
Arab I 55
Other NG 64
Prefer not to say |GGG 60
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Figure 5.20. Percentage who can count on their friends by gender
and year group
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Table 5.5. Percentage who can count on their friends by Local
Health Board

All Males | Females
Abertawe Bro Morgannwg 67 66 69
Aneurin Bevan 66 65 66
Betsi Cadwaladr 67 65 69
Cardiff & Vale 66 66 66
Cwm Taf 67 66 69
Hywel Dda 69 68 71
Powys 67 65 69
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Figure 5.21. Times in a physical fight in the last 12 months

= None

= 1 time

= 2 times

3 times

m 4 times or more

Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (25,310)

Figure 5.22. Percentage who have been in a fight three or more
times in the last 12 months by gender, year group and family

affluence

Total I 11

Male I 16
Female I 6

Year 7 I 13
Year 8 IS 1?2
Year 9 NN 10

Year 10 IS 11
Year 11 NN ©

FAS1 (Low) I 12
FAS 2 (Med) NI 10
FAS 3 (High) I | 1

Figure 5.23. Percentage who have been in a fight three or more
times in the last 12 months by ethnic group

White British

White Irish

White Gypsy/traveller
White Other

Mixed or multiple ethnic group
Pakistani

Indian

Bangladeshi

Chinese

African

Caribbean or Black
Arab

Other

Prefer not to say

I 10
I 19
— A6
I 11
I 14
I 22
I °
I 23
I 17
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I 26
I o
I 18
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Figure 5.24. Percentage who have been in a fight three or more

times in the last 12 months by gender and year group
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Table 5.6. Percentage who have been in a fight three or more
times in the last 12 months by Local Health Board

All Males | Females
Abertawe Bro Morgannwg 12 18 5
Aneurin Bevan 11 16 7
Betsi Cadwaladr 11 15 7
Cardiff & Vale 10 15 4
Cwm Taf 12 17 8
Hywel Dda 11 14 8
Powys 12 16 7
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Figure 5.25. Times taken part in cyber-bullying in the past couple
of months

1%1%19%
= Have not taken part \‘
= Once or twice
= 2 or 3 times a month

About once a week

m Several times a week

Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (24,844)

Figure 5.26. Percentage who have cyber-bullied others in the past
couple of months by gender, year group and family affluence

Total I 10

Male I 10
Female IIIIEENEEGNGNNN 3

Year 7 NN 7

Year 8 I ©

Year 9 I 10
Year 10 I 11
Year 11 I 11

FAS1 (Low) I 10
FAS 2 (Med)
FAS 3 (High)

Figure 5.27. Percentage who have cyber-bullied others in the past
couple of months by ethnic group
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Figure 5.28. Percentage who have cyber-bullied others in the past

couple of months by gender and year group
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Table 5.7. Percentage who have cyber-bullied others in the past
couple of months by Local Health Board

All Males | Females
Abertawe Bro Morgannwg 10 10 8
Aneurin Bevan 10 11 9
Betsi Cadwaladr 9 10 8
Cardiff & Vale 9 10 7
Cwm Taf 11 10 10
Hywel Dda 10 10 9
Powys 8 9 7
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Figure 5.29. Times been cyber-bullied in the past couple of months

3 tyl% 2%

= Have not been cyber-bullied ‘
= Once or twice

= 2 or 3 times a month

About once a week

m Several times a week

Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (88,301)

Figure 5.30. Percentage who have been cyber-bullied in the past
couple of months by gender, year group and family affluence

Total I 19

Male I 15
Female I 23

Year 7 I 17

Year 8 NN 10
Year 9 I 01
Year 10 I 20
Year 11 I 10

FAS1 (Low) I 21
FAS 2 (Med) I 10
FAS 3 (High) I 19

Figure 5.31. Percentage who have been cyber-bullied in the past
couple of months by ethnic group

White British [ N RN 19
White Irish [ NN 27
White Gypsy/traveller I 33
White Other NN 21
Mixed or multiple ethnic group [ ININININGIIEGE@E 1°
Pakistani NN 1
Indian NG 12
Bangladeshi NG 19
Chinese NG 18
African NN 17
Caribbean or Black NN 21
Arab I 23
Other NN 18
Prefer not to say NN 22
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Figure 5.32. Percentage who have been cyber-bullied in the past
couple of months by gender and year group
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Table 5.8. Percentage who have been cyber-bullied in the past
couple of by Local Health Board

All Males | Females
Abertawe Bro Morgannwg 20 16 24
Aneurin Bevan 20 15 25
Betsi Cadwaladr 19 14 24
Cardiff & Vale 18 14 20
Cwm Taf 20 16 25
Hywel Dda 18 14 22
Powys 18 14 22
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6 Relationships

Introduction

The World Health Organization’s definition of sexual health acknowledges that it goes beyond the
absence of sexual disease or dysfunction to include “physical, emotional, mental and social well-
being in relation to sexuality”™!. It further recognises that sexual health “requires a positive and
respectful approach to sexuality and sexual relationships, as well as the possibility of having
pleasurable and safe sexual experiences, free of coercion, discrimination and violence”.

Adolescence is an important time for sexual health development when young people establish
norms around sexual activity, form attitudes towards sex and sexuality and may experience sexual
behaviours for the first time®2.

Early sexual initiation and inconsistent condom use are recognised risk factors for Sexually
Transmitted Infection (STI) transmission and unplanned pregnancy® . The situation in Wales
regarding STls and adolescent conceptions is mixed. There have been substantial improvements in
conception rates for under-18 year olds, which in 2016 were at an all time low since 1998 (20.9/1000
women aged 15-17 in 2016, versus 55.0/1000 in 1998)°4. Similar improvements have not, however,
been seen in STl rates. Diagnoses of gonorrhoea, chlamydia, HIV and herpes have all increased
between 2011 and 2017 in both the general population and among young people aged 15-24 years
old, the age group most frequently affected by STls in Wales>.

Sexual risk behaviour, including early sexual initiation, clusters with other health risk behaviours.
Longitudinal research in Scotland has found strong associations between early substance use
(smoking, drinking alcohol and illicit drug use) and early sexual initiation (before 16 years of age) and
between late adolescent substance use and having had multiple sexual partners. There was little
difference in these relationships by gender or across social class groups®. Cross-national analyses of
HBSC data have found similar for alcohol and tobacco use and early sexual initiation. They also found
a negative relationship between early sexual initiation and attachment to school, a concept including
liking school, being treated fairly and belonging at their school*”.

Sexting, the exchange of sexually explicit images, is associated with being sexually active among
adolescents®®> and with other health risk behaviours. There is evidence, however, that the risk of
substance use is higher in single adolescents who engage in sexting compared to their counterparts
who are in a romantic relationship®.

Sexual health is a priority in Wales that is being addressed in a number of ways. Welsh Government’s
recent Sexual Health and Wellbeing Action Plan sought to promote positive sexual health and
wellbeing and improve delivery of sexual health services®!. This has been followed by a
comprehensive review of sexual health services in Wales®? and creation of a Sex and Relationships
Education Expert Panel to examine the current and future status and development of the Sex and
Relationships Education curriculum in Wales®. Furthermore, the recent Violence against Women,
Domestic Abuse and Sexual Violence (Wales) Act 2015 has placed a statutory duty on Local
Authorities and LHBs to prepare joint local strategies to tackle violence against women, domestic
abuse and sexual violence, which must include increasing awareness in children and young people of
the importance of safe, equal and healthy relationships®*.
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Findings

The survey included questions on sexting for students in all year groups and on sexual behaviour for
students in year 11. Year 11 students who stated they had ever had sexual intercourse where asked
about contraceptive use and age at first sex. Data on sexual behaviour by ethnicity are not presented
due to low base sizes.

Sending a sexually explicit image (sexting)

Overall, 11% of adolescents reported that they had ever sent a sext and 7% had sent more than one
(Figure 6.1). There were very small differences in the proportion who had ever sent a sext by gender
and by FAS category, but a striking increase by year group, particularly across years 9 to 11, peaking
at 25% in year 11 (Figures 6.2 and 6.4).

Ever having sent a sext was most likely to be reported among adolescents from White
Gypsy/Traveller, Caribbean or Black, and Arab backgrounds (Figure 6.3).

Across the LHBs, the proportion of adolescents who had ever sent a sext did not vary widely, but was
lowest in Powys (8%) and highest in Abertawe Bro Morgannwg and Cwm Taf (12%) (Table 6.1).

Sexual intercourse

One quarter (25%) of Year 11 students reported that they had ever had sexual intercourse (Figure
6.5). A slightly higher proportion of females and adolescents from the least affluent households had
ever had sexual intercourse (Figure 6.6).

Adolescents in Cardiff and Vale LHB were least likely to have ever had sexual intercourse (20%),
whilst those in Anuerin Bevan and Cwm Taf LHBs were most likely to (28%) (Table 6.2).

Contraception

The proportion of sexually active adolescents who reported that they or their partner had used a
condom the last time they had sexual intercourse was 47%. Five percent did not know if a condom
had been used (Figure 6.7). There was small increase in condom use at last sexual intercourse with
increasing family affluence (Figure 6.8).

Condom use at last sex varied a little by LHB, with the lowest proportion reporting condom use in
Betsi Cadwaladr (43%) and the highest in Powys (59%), although the sample in Powys was small
(Table 6.3).

Age at first sexual intercourse

Nearly all (94%) sexually active adolescents had first had sex below the age of consent (16 years),
although the most frequently cited age at first sex was 15 years old (45%) (Figure 6.9).

Overall, 20% of sexually active adolescents reported they had first had sex at age 13 years or
younger, although the proportion was higher among males compared to females (24% and 16%
respectively) and among those from the least affluent households (25%) (Figure 6.10).

There were small differences in first having sex at age 13 years or younger across the LHBs, but the
size of the gender difference within LHBs varied from 3% in Abertawe Bro Morgannwg and Cwm Taf
to 16% in Cardiff and Vale (Table 6.4). (Note, this excludes Powys where the total sample was less
than 100 students.)
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Figure 6.1. Sent a sexually explicit image of themselves

= Never
= Once

= More than once

Base: All respondents in years 7 to 11 who gave an answer, surveyed between

September and December 2017 (90,051)

Figure 6.2. Percentage who have ever sent a sexually explicit

image of themselves by gender, year group and family affluence
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Figure 6.4. Percentage who have ever sent a sexually explicit
image of themselves by gender and year group
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Table 6.1. Percentage who have ever sent a sexually explicit image
of themselves by Local Health Board

All Males | Females
Abertawe Bro Morgannwg 12 12 12
Aneurin Bevan 11 10 12
Betsi Cadwaladr 10 10 10
Cardiff & Vale 9 9 9
Cwm Taf 12 11 13
Hywel Dda 9 9 8
Powys 8 6 8
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Figure 6.5. Ever had sexual intercourse (year 11 only)

m Yes

Base: All respondents in year 11 who gave an answer, surveyed between
September and December 2017 (14,539)

Figure 6.6. Percentage in Year 11 who have ever had sexual
intercourse by gender and family affluence

Total | 2:

vale I !
remalc N 2¢

Fas 1 (Low) [ >
Fas2 (vied)  EEEEEEEE >/
Fas 3 (High) | -:

Table 6.2. Percentage in Year 11 who have ever had sexual
intercourse by Local Health Board

All Males | Females
Abertawe Bro Morgannwg 26 24 27
Aneurin Bevan 28 26 28
Betsi Cadwaladr 27 26 27
Cardiff & Vale 20 22 18
Cwm Taf 28 28 28
Hywel Dda 23 21 25
Powys 24 21 27
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Figure 6.7. Condom use at last sexual intercourse

m Yes
= No

Don't know

Base: All respondents in year 11 who gave an answer and reported ever having had
sexual intercourse, surveyed between September and December 2017 (3,480)

Figure 6.8. Percentage using a condom at last sexual intercourse
by gender and family affluence
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Table 6.3. Percentage using a condom at last sexual intercourse by
Local Health Board

All Males | Females
Abertawe Bro Morgannwg 46 47 45
Aneurin Bevan 47 48 47
Betsi Cadwaladr 43 42 44
Cardiff & Vale 47 56 40
Cwm Taf 49 51 47
Hywel Dda 48 48 49
Powys* 59 55 61

* Base sizes for males and females in Powys < 100
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Figure 6.9. Age at first sexual intercourse
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m 11 years old or younger
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m 15 years old 29%
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Base: All respondents in year 11 who gave an answer and reported ever having had
sexual intercourse, surveyed between September and December 2017 (3,435)

Figure 6.10. Percentage who had first sexual intercourse at age 13
years or younger by gender and family affluence
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Figure 6.4. Percentage who had first sexual intercourse at age 13
years or younger by Local Health Board

All Males | Females
Abertawe Bro Morgannwg 20 21 18
Aneurin Bevan 22 27 16
Betsi Cadwaladr 21 25 16
Cardiff & Vale 19 26 10
Cwm Taf 22 22 19
Hywel Dda 18 22 12
Powys* 22 23 23

* Base sizes in Powys < 100
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7 Smoking, drinking and drug-taking

Introduction

Misuse of substances causes significant harm to the individuals involved, their families and to wider
society. These include negative impacts on individuals’ physical and mental health and on wider
society through crime and anti-social behaviour®®. Most people first experiment with and become
users of substances in adolescence, so it is a key stage of the lifecourse in which to address
substance misuse?. This was recognised in ‘Working Together to Reduce Harm’, Welsh Government’s
recently completed 10 year strategy for tackling the harms associated with the misuse of alcohol,
drugs and other substances. The strategy emphasised prevention work with children and young
people in relation to alcohol and other substances and committed to tackling substance misuse
amongst vulnerable adolescents, such as looked after children, who are at greatest risk®.

Rates of smoking among adults in Wales have declined steadily from 2003 to 2015, but plateaued
between 2016 and 2018 and currently stand at 19%°¢. HBSC data for adolescents in Wales show a
similar decline from 10% in 1985/86 to 3% in 2013/14 and the gender gap between male and female
rates has also diminished?. Differences in smoking rates across social classes remain a major
concern, however, as smoking is more than twice as common in adults in the most deprived areas of
Wales (28%) compared to the least deprived (13%)°%. As smoking is a leading cause of death and ill
health, this means it is a major driver of health inequalities, the reduction of which is a key focus of
Welsh Government’s current tobacco control delivery plan®’.

Use of e-cigarettes (electronic cigarettes) among children and adolescents has been the focus of
intense scrutiny internationally and has been monitored in Wales since 2013. Between 2013 and
2015 experimentation with e-cigarettes among 11 to 16 year olds grew rapidly and in 2015 was
almost twice as common as experimentation with tobacco. Regular use of e-cigarettes though
remained concentrated primarily among current or ex-smokers, with little regular use among never
smokers®,

The misuse of alcohol and cannabis in adolescence is associated with a range of mental and physical
health outcomes and education outcomes, including attainment and dropping out of school®®, It is
encouraging, therefore, that rates of weekly drinking among adolescents in Wales reduced by more
than a quarter between 1985/86 and 2013/14 and the proportion of adolescents who have ever
used cannabis halved between 2001/02 and 2013/142.

It is important to recognise, however, that risk behaviours tend to cluster in adolescence. This
phenomenon, known as multiple risk behaviours (MRB), has been identified in contemporary
longitudinal UK data which found strong associations between health risk behaviours in adolescents,
including smoking, alcohol and illicit drug use, delinquency and unsafe sexual behaviour. Tobacco
and alcohol use were identified as ‘stepping stone’ behaviours, whereby their use in early
adolescence strongly predicted drug use in late adolescence’®.

Wales and the UK have enacted a range of legislation to support efforts to minimise exposure to
substances and their misuse, such as the Psychoactive Substances Act 2016, which made it an
offence to produce, supply or possess psychoactive substances, and the Smoke-free Premises etc.
(Wales) (Amendment) Regulations 2015, which made it an offence for a person of any age to smoke
in a private vehicle when someone under the age of 18 is present and for a driver, including a
provisional driver, not to stop someone smoking in these circumstances. More recently the Public
Health (Minimum Price for Alcohol) (Wales) Act 2018 came into being as part of the Welsh
Government’s wider efforts to reduce excessive drinking. Expected to be in place by Summer 2019, a
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minimum price of 50 pence per unit has been agreed by Ministers following public consultation and
regulations will be laid before the National Assembly for Wales.

Findings

The survey included questions for all year groups on a range of substances including tobacco, e-
cigarettes, alcohol and illicit drugs. Findings on each of these is presented below. Findings on ‘age at
first use’ of various substances are presented for year 11 students only.

Tobacco smoking

Current smoking

An overwhelming majority of adolescents (94%) reported that they do not currently smoke tobacco
and a further 2% that they smoke less than weekly (Figure 7.1). Overall 4% of adolescents reported
that they smoke weekly or daily, indicating no change since 2013/14. Rates of smoking at least
weekly increased with age, however, rising to 9% of students in year 11, and decreased as family
affluence increased (Figure 7.2). The highest rates of weekly smoking were reported by adolescents
from White Gypsy/Traveller, Pakistani and Arab backgrounds (Figure 7.3).

There were very small gender differences in weekly smoking rates at all ages and across LHBs (Figure
7.4 and Table 7.1).

Age at first cigarette

Among year 11 students who had ever tried a cigarette, over half (59%) reported they first did so at
age 14 or 15 years (Figure 7.5). Thirty-eight percent, however, reported they first did so at age 13
years or younger (Figure 7.6). Males were more likely than females to have first tried a cigarette at a
young age (41% compared to 35%) and there was an increase in early experimentation with
decreasing family affluence, with 46% of year 11 students from the least affluent families first trying
a cigarette at age 13 years or younger compared to 34% of year 11 students from the most affluent
families (Figure 7.6).

The proportion of adolescents who reported trying cigarettes at a young age by LHB ranged from
34% in Hywel Dda to 43% in Cwm Taf. The size and direction of the gender gap also varied across the
LHBs from 2% higher in females in Abertawe Bro Morgannwg and Aneurin Bevan to 15% higher in
males in Betsi Cadwaladr (Table 7.2).

Exposure to smoke in cars

Eight percent of adolescents reported that during the last journey they took by car, there was
someone smoking (Figure 7.7). There was no difference in exposure to smoke by gender overall
(Figure 7.8) and only small differences when gender was disaggregated by age (Figure 7.10).

The proportion of adolescents reporting exposure to smoke, however, increased with age (6% in
year 7 compared to 11% in year 11) and decreased substantially with family affluence (14% in the
least affluent families and 5% in the most affluent) (Figure 7.8).

Adolescents from White Gypsy/Traveller backgrounds were most likely to report being with
someone who was smoking on their last journey by car, followed by those from Pakistani, White
Irish and Arab backgrounds (Figure 7.9).

Exposure to smoke in cars varied to a very small degree by LHB (Table 7.3).
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E-cigarette use

E-cigarette experimentation

Three-quarters of adolescents reported that they had never tried e-cigarettes and a further 11% that
they had tried them only once (Figure 7.11).

Males were more likely than females to report that they had tried e-cigarettes (27% compared to
22%), although this difference was widest at years 8 and 9 (Figures 7.12 and 7.14). Older adolescents
were more likely than younger adolescents to report they had tried e-cigarettes; there was a steady
increase from 7% in year 7 students to 46% in year 11 students (Figure 7.12). Differences in
experimentation by family affluence were smaller, but adolescents from the least affluent families
were most likely to report having tried e-cigarettes (Figure 7.12).

Adolescents from Indian backgrounds were least likely to report that they had tried e-cigarettes,
whilst those from White Gypsy/Traveller and Caribbean or Black backgrounds were most likely to
report having done so (Figure 7.13).

Rates of e-cigarette experimentation varied across the LHBs from 19% in Hywel Dda to 29% in
Anuerin Bevan. The differences between genders varied from 4% to 6%, similar to the gender
difference at the national level (Table 7.4).

Current e-cigarette use

E-cigarette use among adolescents was rare, with 94% reporting that they do not currently use
them. A further 3% reported that they use them less than weekly (Figure 7.15).

Overall 3% reported that they use e-cigarettes at least weekly, but this varied by age, increasing
from 1% in year 7 to 7% in year 11 (Figure 7.16). There were small differences in the rates of e-
cigarette use by gender overall and family affluence (Figure 7.16), but a gender gap was evident at
older ages, where males were more likely to use e-cigarettes than females (Figure 7.18). The rate of
regular (at least weekly) e-cigarette use among adolescents who were regular smokers was 40%,
whilst among those that did not smoke or smoked less than weekly, it was 2%.

Adolescents from White Gypsy/Traveller, Arab and Pakistani backgrounds were most likely to report
using e-cigarettes at least weekly (Figure 7.17).

Rates of weekly or daily e-cigarette use varied from 2% (Hywel Dda and Powys) to 4% (Aneurin
Bevan, Betsi Cadwaladr and Cwm Taf) across the LHBs and were always slightly higher in males than
females, with the exception of Hywel Dda, where there was no difference by gender (Table 7.5).
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Alcohol consumption

Current drinking— frequency of consumption

Students were asked how often they drank six different types of alcohol and their responses were
combined to produce a measure of overall drinking frequency. Figure 7.19 shows that almost half of
adolescents (48%) reported that they do not drink alcohol and a further 44% that they drink less
than weekly.

Among those that reported drinking alcohol at least weekly, there was a small gender difference (9%
of males and 7% females), although this widened with increasing age (Figures 7.20 and 7.22). There
was a clear increase in the rate of weekly drinking with age after Year 8, culminating in 17% of year
11 students reporting weekly drinking. There was little difference in weekly drinking by family
affluence (Figure 7.20).

The highest rates of drinking alcohol at least weekly were reported by adolescents of White
Gypsy/Traveller, Caribbean or Black, and Arab backgrounds (Figure 7.21).

There was a small degree of variation in rates of weekly drinking by LHB (7% in Cardiff and Vale to
11% in Powys) and the gender gap was of a similar magnitude to that seen at the national level with
the exception of Powys, where it was slightly larger (5%) (Table 7.6).

Current drinking— quantity of alcohol consumed

Figure 7.23 shows the number of drinks adolescents typically consume on a day when they drink
alcohol. Of those that drink alcohol, 30% reported that they typically consume less than one drink.
Nineteen percent, however, reported that they typically drink five or more drinks.

Just over half of adolescents (52%) reported that they typically drink more than one drink on days
when they drink alcohol. Females were slightly more likely than males to have more than one drink,
but this gap was widest for students in years 9 and 10 (Figures 7.24 and 7.26). As with drinking
frequency, the proportion who reported that they typically drink more than one drink increased with
age, rising to 77% of year 11 students who drink alcohol, and there was little variation in the
guantity of alcohol consumed by family affluence (Figure 7.24).

Adolescents from Pakistani, Bangladeshi and Arab backgrounds were most likely to report that they
typically had more than one drink on days when they drank alcohol (Figure 7.25).

Rates of drinking more than one alcoholic drink were highest in Cwm Taf LHB (56%) and lowest in
Cardiff and Vale (48%) and the gender gap was smallest in Hywel Dda (2%) (Table 7.7).

Experience of being drunk —in lifetime

Students were asked whether they had ever had so much alcohol that they were “really drunk” in
their lifetime and in the last 30 days. For the lifetime question, 78% reported that they had never
been drunk and a further 9% that they had only been drunk once. Four percent reported that they
had been drunk more than ten times (Figure 7.27).

Overall, 6% of adolescents reported that they had been drunk at least four times in their life and this
did not vary to any degree by gender or family affluence (Figures 7.28 and 7.30). There was a stark
increase by age, however, particularly in years 10 and 11, where 10% and 19% respectively reported
that they had been drunk more than four times in their life (Figure 7.28).
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The proportion of adolescents who reported that they had been drunk at least four times in their life
ranged between 3% and 8% for most ethnic groups, but was higher for adolescents from Chinese,
Pakistani, Caribbean or Black, Arab, and White Gypsy/Traveller backgrounds (Figure 7.29).

Reflecting the national data, there were minimal differences in the proportion of adolescents who
reported that they had been drunk at least four time in their life across the LHBs (Table 7.8).

Experience of being drunk —in last 30 days

Drunkenness in the last 30 days was much less common, with 90% of adolescents reporting that they
had not been drunk in this time window. Only 2% reported they had been drunk four or more times
(Figure 7.31).

Overall, 10% of adolescents reported that they had been drunk at least once in the last 30 days and
there was little difference by gender or family affluence (Figure 7.32). When gender was
disaggregated by year group, however, there was a widening gender gap from year 9 onwards, with
females more likely to report being drunk than males (Figure 7.34). There was also a clear increase in
drunkenness in the last 30 days by age, reaching 25% by year 11 (Figure 7.32).

Having been drunk at least once in the last 30 days was most likely to be reported by adolescents
from White Gypsy/Traveller, Caribbean or Black, and Arab backgrounds (Figure 7.33).

There was little variation in rates of been drunk in the last 30 days across the LHBs, with overall rates
ranging from 8% in Cardiff and Vale to 12% in Powys (Table 7.9).

Age at first experience of being drunk

Of those year 11 students who said they had ever been drunk, nearly half (47%) reported that they
had first been drunk at age 15 years and a further 29% at age 14 years (Figure 7.35). Nineteen
percent reported that they had first been drunk at age 13 years or younger. Males and adolescents
from the least affluent households were most likely to report that they had first been drunk at a
young age (Figure 7.36).

Rates of first being drunk at age 13 years or younger varied quite widely across the LHBs from 16% in
Abertawe Bro Morgannwg to 29% in Powys. Gender differences also varied across the LHBs in both
size and direction, for example there was no difference by gender in Aneurin Bevan, in Cardiff and
Vale there was an 8% difference with the rate higher in males, and in Powys there was a 4%
difference with the rate higher in females (Table 7.10).
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Illicit drug use

Experience of being offered cannabis

One-fifth (20%) of adolescents reported that they had been offered cannabis in the last 12 months.
There was little difference in the proportion who reported being offered cannabis by family
affluence, but there was a marked increase in the proportion with increasing age, so that by year 11
42% reported being offered the drug in the last 12 months (Figures 7.37 and 7.38). Males were
slightly more likely to report being offered cannabis than females and this remained consistent
across the year groups (Figures 7.38 and 7.40).

Being offered cannabis in the last 12 months was most likely to be reported by adolescents from
White Gypsy/Traveller and Caribbean or Black backgrounds (Figure 7.39).

Adolescents in Aneurin Bevan were most likely to report being offered cannabis in the last 12
months (23%) and least likely in Hywel Dda (16%). Powys was the only LHB with no difference in the
proportion of males and females who reported having been offered cannabis (Table 7.11).

Cannabis use in lifetime

The majority (92%) of adolescents in Wales reported that they have never used cannabis and only
2% reported that they have used cannabis on 30 or more days in their lifetime (Figure 7.41).

Reported lifetime cannabis use varied little by gender and family affluence, but increased with age
from 1% in year 7 students to 21% in year 11 students (Figures 7.42 and 7.44). Adolescents from
White Gypsy/Traveller, Caribbean or Black, Pakistani, and Arab backgrounds were most likely to
report lifetime cannabis use (Figure 7.43).

Across the LHBs, reported lifetime cannabis use ranged from 5% to 9% and was highest (10%) in
males in Aneurin Bevan and lowest in females in Cwm Taf (4%) (Table 7.12).

Other illicit drugs

Students were asked when they had last taken, if ever, eight different types of illicit drug. The six
most frequently cited drugs are shown in Figure 7.45. Laughing gas (nitrous oxide) and cannabis
were the drugs most commonly reported for both lifetime use and use in the last 12 months, but
their order was reversed across the two time periods, with laughing gas being most common for
lifetime use (8%) and cannabis for use in the last 12 months (6%).

Responses to use of the six most frequently cited drugs were combined to create a measure of any
drug use. Fifteen percent of adolescents reported that they had ever used drugs, with very small
differences by gender and family affluence (Figures 7.46 and 7.48). Reported lifetime drug use did,
however, increase with age from 9% in year 7 to 27% in year 11 (Figure 7.46).

Adolescents from Indian backgrounds were least likely to report ever having used drugs and those
from White Gypsy/Traveller backgrounds were the most likely (Figure 7.47).

Reported lifetime drug use varied by 4% across the LHBs, although the range was wider for females
(7%) when broken down by gender. Powys was the only LHB where reported lifetime drug use was
higher in females than in males (Table 7.13).
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Age at first use of cannabis

Students in year 11 who reported that they had ever used cannabis were most likely to have first
tried it at age 15 years (Figure 7.49). Twenty-one percent reported that they first used cannabis at a
young age (13 years or younger), although this differed between males and females (24% of males
compared to 16% of females). Adolescents from the least affluent households were also more likely
to report first using cannabis at a young age than those from the most affluent households (29%
compared to 18% respectively) (Figure 7.50).

There was some variation in the rate of first using cannabis at a young age across the LHBs, but small
numbers of year 11 cannabis users in some LHBs mean these figures should be treated with caution
(Table 7.14).
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Figure 7.1. Current tobacco smoking
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Figure 7.2. Percentage who currently smoke tobacco at least
weekly by gender, year group and family affluence
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Figure 7.3. Percentage who currently smoke tobacco at least
weekly by ethnic group
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Figure 7.4. Percentage who currently smoke tobacco at least
weekly by gender and year group
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Table 7.1. Percentage who currently smoke tobacco at least
weekly by Local Health Board

All Males | Females
Abertawe Bro Morgannwg 3 3 3
Aneurin Bevan 4 4 4
Betsi Cadwaladr 5 4 4
Cardiff & Vale 3 3 2
Cwm Taf 3 3 2
Hywel Dda 4 3 3
Powys 4 3 4
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Figure 7.5. Age first smoked a cigarette
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Base: All respondents in year 11 who have ever smoked and gave an answer,
surveyed between September and December 2017 (4,316)

Figure 7.6. Percentage of year 11 students who smoked their first
cigarette at age 13 years or younger by gender and family
affluence
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Table 7.2. Percentage of year 11 students who smoked their first
cigarette at age 13 years or younger by Local Health Board

All Males | Females
Abertawe Bro Morgannwg 38 36 38
Aneurin Bevan 38 37 39
Betsi Cadwaladr 39 47 32
Cardiff & Vale 38 44 32
Cwm Taf 43 47 40
Hywel Dda 34 35 31
Powys* 36 40 31

* Base sizes for males and females in Powys < 100
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Figure 7.7. Smoking in the car during most recent car journey
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Figure 7.8. Percentage exposed to tobacco smoke during their last
journey by car by gender, year group and family affluence
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Figure 7.9. Percentage exposed to tobacco smoke during their last
journey by car by ethnic group
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Figure 7.10. Percentage exposed to tobacco smoke during their
last journey by car by gender and year group

15
12
10 190 10
7\ 8 /
(7)7 7) ’
5 5
0
Year 7 Year 8 Year 9 Year 10 Year 11
=0O—% Males =O=—% Females

Table 7.3. Percentage exposed to tobacco smoke during their last
journey by car by Local Health Board

All Males | Females
Abertawe Bro Morgannwg 8 8 8
Aneurin Bevan 8 8 8
Betsi Cadwaladr 8 9 8
Cardiff & Vale 7 8 6
Cwm Taf 8 8 8
Hywel Dda 8 8 7
Powys 8 7 9
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Figure 7.11. Tried e-cigarettes

m Never
= Once

= More than once
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Figure 7.12. Percentage who have ever tried e-cigarettes by
gender, year group and family affluence
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Figure 7.13. Percentage who have ever tried e-cigarettes by ethnic
group
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Figure 7.14. Percentage who have ever tried e-cigarettes by

gender and year group
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Table 7.4. Percentage who have ever tried e-cigarettes by Local

Health Board

All Males | Females
Abertawe Bro Morgannwg 25 27 21
Aneurin Bevan 29 31 26
Betsi Cadwaladr 25 27 23
Cardiff & Vale 23 26 20
Cwm Taf 26 29 23
Hywel Dda 19 21 17
Powys 21 23 19

141



Figure 7.15. Current e-cigarette usage
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Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (97,978)

Figure 7.16. Percentage who use e-cigarettes at least weekly by
gender, year group and family affluence
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Figure 7.17. Percentage who use e-cigarettes at least weekly by
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Figure 7.18. Percentage who use e-cigarettes at least weekly by
gender and year group
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Figure 7.19. Current frequency of drinking anything alcoholic
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Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (63,851)

Figure 7.20. Percentage who drink anything alcoholic at least
weekly by gender, year group and family affluence
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Figure 7.21. Percentage who drink anything alcoholic at least
weekly by ethnic group
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Figure 7.22. Percentage who drink anything alcoholic at least
weekly by gender and year group
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Table 7.6. Percentage who drink anything alcoholic at least weekly

All Males | Females
Abertawe Bro Morgannwg 8 8 6
Aneurin Bevan 9 10 8
Betsi Cadwaladr 8 9 7
Cardiff & Vale 7 8 5
Cwm Taf 9 10 8
Hywel Dda 8 9 7
Powys 11 13 8
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Figure 7.23. Number of alcoholic drinks consumed
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Base: All respondents in years 7 to 11 who drink alcohol and gave an answer,
surveyed between September and December 2017 (45,396)

Figure 7.24. Percentage who typically have more than one drink
when they drink alcohol by gender, year group and family
affluence
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Figure 7.25. Percentage who typically have more than one drink
when they drink alcohol by ethnic group
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Figure 7.26. Percentage who typically have more than one drink
when they drink alcohol by gender and year group
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Table 7.7. Percentage who typically have more than one drink
when they drink alcohol by Local Health Board

All Males | Females
Abertawe Bro Morgannwg 54 50 57
Aneurin Bevan 52 48 55
Betsi Cadwaladr 51 48 54
Cardiff & Vale 48 45 51
Cwm Taf 56 53 58
Hywel Dda 49 48 50
Powys 50 47 52
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Figure 7.27. Been drunk in lifetime
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Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (63,630)

Figure 7.28. Percentage who have been drunk at least four times
in their life by gender, year group and family affluence
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Figure 7.29. Percentage who have been drunk at least four times
in their life by ethnic group
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Figure 7.30. Percentage who have been drunk at least four times
in their life by gender and year group
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Table 7.8. Percentage who have been drunk at least four times in
their life by Local Health Board

All Males | Females
Abertawe Bro Morgannwg 6 5 7
Aneurin Bevan 7 7 7
Betsi Cadwaladr 7 6 6
Cardiff & Vale 5 5 5
Cwm Taf 7 7 7
Hywel Dda 7 6 7
Powys 8 8 8
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Figure 7.31. Been drunk in the last 30 days
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Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (63,560)

Figure 7.32. Percentage who have been drunk in the last 30 days
by gender, year group and family affluence
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Figure 7.33. Percentage who have been drunk in the last 30 days

by ethnic group
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Figure 7.34. Percentage who have been drunk in the last 30 days

by gender and year group
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Table 7.9. Percentage who have been drunk in the last 30 days by

Local Health Board

All Males | Females
Abertawe Bro Morgannwg 10 9 10
Aneurin Bevan 11 10 11
Betsi Cadwaladr 9 8 10
Cardiff & Vale 8 7 7
Cwm Taf 10 9 11
Hywel Dda 9 9 10
Powys 12 10 12
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Figure 7.35. Age first got drunk

4% a9
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= 11 years old or younger
= 12 years old 11%
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m 15 years old 29%

= 16 years old

Base: All respondents in year 11 who have ever been drunk and gave an answer,
surveyed between September and December 2017 (8,245)

Figure 7.36. Percentage in year 11 who first got drunk at age 13
years or younger by gender and family affluence
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Table 7.10. Percentage in year 11 who first got drunk at age 13
years or younger by Local Health Board

All Males | Females
Abertawe Bro Morgannwg 16 18 14
Aneurin Bevan 20 19 19
Betsi Cadwaladr 21 22 19
Cardiff & Vale 17 20 12
Cwm Taf 18 21 16
Hywel Dda 20 21 18
Powys 29 26 30
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Figure 7.37. Offered cannabis in the last 12 months

m Yes

Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (98,332)

Figure 7.38. Percentage who have been offered cannabis in the
last 12 months by gender, year group and family affluence

Total I 20

Male I 21
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Year7 N 6

Year8 N 10

Year 9 I 13
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Figure 7.39. Percentage who have been offered cannabis in the
last 12 months by ethnic group

White British | I 19
White Irish [ NN 27
White Gypsy/traveller [N 53
White Other NN 21
Mixed or multiple ethnic group [ INIININGEE 27
Pakistani NN 31
Indian NN 14
Bangladeshi [N 23
Chinese IIININIEGgGEGEN 2?2
African NN 25
Caribbean or Black NN 39
Arab I 32
Other NN 14
Prefer nottosay I 12
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Figure 7.40. Percentage who have been offered cannabis in the

last 12 months by gender and year group
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Table 7.11. Percentage who have been offered cannabis in the last
12 months by Local Health Board

All Males | Females
Abertawe Bro Morgannwg 20 22 17
Aneurin Bevan 23 25 21
Betsi Cadwaladr 20 21 18
Cardiff & Vale 20 23 17
Cwm Taf 17 19 15
Hywel Dda 16 17 15
Powys 17 17 17
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Figure 7.41. Number of days used cannabis in lifetime
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Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (98,318)

Figure 7.42. Percentage who have ever used cannabis by gender,
year group and family affluence
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Figure 7.43. Percentage who have ever used cannabis by ethnic
group
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Figure 7.44. Percentage who have ever used cannabis by gender

and year group
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Table 7.12. Percentage who have ever used cannabis by Local

Health Board

All Males | Females
Abertawe Bro Morgannwg 7 8 6
Aneurin Bevan 9 10 8
Betsi Cadwaladr 8 9 7
Cardiff & Vale 8 8 7
Cwm Taf 5 6 4
Hywel Dda 6 6 6
Powys 7 7 7
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Figure 7.45. Drug use in lifetime and last 12 months
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Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (34,874 to 97,849 depending on drug; 35,142 for
subsequent figures and table; top 6 drugs only)

Figure 7.46. Percentage use of any drug in lifetime by gender, year
group and family affluence
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Figure 7.47. Percentage use of any drug in lifetime by ethnic group

White British [ NN 14
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Figure 7.48. Percentage use of any drug in lifetime by gender and

year group
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Table 7.13. Percentage use of any drug in lifetime by Local Health

Board
All Males | Females
Abertawe Bro Morgannwg 16 16 15
Aneurin Bevan 14 15 13
Betsi Cadwaladr 15 16 15
Cardiff & Vale 14 16 13
Cwm Taf 12 12 11
Hywel Dda 14 14 14
Powys 16 15 18
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Figure 7.49. Age first used cannabis
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Base: All respondents in year 11 who have used cannabis and gave an answer,
surveyed between September and December 2017 (3,358)

Figure 7.50. Percentage of year 11 who first used cannabis at age
13 years or younger by gender and family affluence

Total | 1
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Table 7.14. Percentage of year 11 who first used cannabis at age
13 years or younger by Local Health Board

All Males | Females
Abertawe Bro Morgannwg 19 20 16
Aneurin Bevan 20 20 18
Betsi Cadwaladr 22 28 13
Cardiff & Vale 22 25 15
Cwm Taf* 25 27 21
Hywel Dda 22 22 18
Powys* 27 31 22

* Base sizes in Powys and for females in Cwm Taf < 100
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8 Gambling

Introduction

Gambling is defined as “Staking money or something of material value on an event having an
uncertain outcome in the hope of winning additional money and/or goods””:. With increasing
accessibility to gambling opportunities and normalisation of gambling in our society, gambling is a
widespread and socially acceptable form of entertainment for adolescents’>’3. Among adolescents
in England, sports betting, scratch cards, instant win games and roulette are the most popular land-
based gambling activities and sports betting the most popular internet-based activity’*. Global
estimates suggest that between 37.5% and 74.4% of adolescents have gambled over the past year”.
The latest study of UK adolescents’ gambling behaviour found that a small proportion (1.7%) of all
participants were identified as problem gamblers’®, defined as ‘persistent and recurrent problematic
gambling behaviour leading to clinically significant impairment or distress’”’.

As explained in the previous chapter, the developmental period of adolescence is characterised by
increased risk-taking behaviours, such as experimenting with smoking, alcohol and illicit drug use,
delinquency and unsafe sexual behaviour®2. Risk behaviours tend to cluster in adolescence and
evidence has consistently shown that adolescent gambling is associated with a range of health risk
behaviours, including substance misuse’®®, sexual activity® and anti-social behaviours®82, It has
been proposed that adolescent gambling is a high-risk behaviour, similar to alcohol, substance or
tobacco use and unprotected sexual activity®.

Harms from gambling manifest at the individual, social (family and friends) and community levels,
and include financial hardship and relationship breakdowns®*. At an individual level, adolescent
gambling is associated with outcomes such as lower reported physical and mental health® 25, as well
as lower school performance, prosocial behaviours®, and self-esteem®, Problem gambling has been
associated with increased risk for other addictions, delinquent behaviours and suicide in
adolescents®. At a population level, harms include fraud, theft, loss of productivity in the workplace,
and the cost of treatment®.

The harms associated with gambling are unequal, with lower income households spending a higher
proportion of their income on gambling®’. Research has additionally shown that problematic
gambling occurs more frequently in males®” °2%3, older adolescents®, those with lower levels of
education® and adolescents living with parents with lower educational qualifications®2. Given the
accessibility to gambling opportunities and associated harms, a recent review recommends that
gambling should be considered a public health issue in Wales®.

Regulation of gambling in Wales is at the UK Parliament level. Under the Gambling Act 2005, all
commercial gambling in Britain is regulated by the Gambling Commission, which regulates personal
and operator licenses. In Wales, local authorities retain powers over the licensing of premises for
gambling, register societies allowing them to hold small lotteries and are responsible for all
compliance and enforcement of the Gambling Act 2005 locally®®.

Findings

The survey included questions for all year groups on recent gambling activity, the impact on students
of both their own gambling and gambling within their family or household.
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Gambling in the past seven days

A small proportion of adolescents (13%) reported that they had spent their own money on gambling
activities in the past seven days (Figure 8.2). The gambling activities most frequently reported were
fruit/slot machines, placing a private bet for money (e.g. with friends), playing cards for money with
friends, playing lotto and national lottery scratchcards (Figure 8.1).

Double the percentage of males (18%) compared to females (9%) reported gambling in the past
seven days (Figure 8.3). There were large gender differences in gambling in the past seven days for
all year groups and across LHBs (Figure 8.5 and Table 8.1). Adolescents reporting gambling in the
past seven days increased with age, from 11% in year 7 to 17% by year 11. Adolescents reporting
gambling in the past seven days increased slightly from 12% in low and medium family affluence
households to 14% in high family affluence households (Figure 8.3). The highest rates of gambling in
the past seven days were reported by adolescents from White Gypsy/Traveller, Caribbean or black,
Arab and White Irish backgrounds (Figure 8.4).

At the LHB level, results showed differences ranging from 12% of adolescents in Cardiff and Vale
through to 15% in Cwm Taf who had gambled in the past seven days (Table 8.1). For a full list of
possible gambling activities, see Annex.

Feeling bad about own or family gambling

Only 1% of adolescents reported feeling bad about their gambling often or all of the time over the
past 12 months (Figure 8.6). Furthermore, only 2% reported feeling bad often or all the time over
the past 12 months as a result of a family member or person they live with gambling (Figure 8.7).
Due to this, no further analysis comparing differences was carried out.
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Figure 8.1. Percentage who spent their own money on gambling

activities in the past seven days
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Gambling activities

Base: All respondents in years 7 to 11 who gave an answer, surveyed between

September and December 2017 (29,807)

Figure 8.2 Gambling in the past seven days
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Base: All respondents in years 7 to 11 who gave an answer, surveyed between

September and December 2017 (29,807)
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Figure 8.3. Percentage who have gambled in the past seven days
by gender, year group and family affluence
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Figure 8.4. Percentage who have gambled in the past seven days
by ethnic group
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Figure 8.5. Percentage who have gambled in the past seven days

by gender and year group
40
20 (20) ®
&
0

Year 7 Year 8 Year 9 Year 10 Year 11

—0O—% Males =O=—% Females

163



Table 8.1. Percentage who have gambled in the past seven days by
Local Health Board

All Males | Females
Abertawe Bro Morgannwg 14 17 10
Aneurin Bevan 14 18 9
Betsi Cadwaladr 13 18 8
Cardiff & Vale 12 17 8
Cwm Taf 15 21 9
Hywel Dda 13 18 8
Powys 14 17 10

Figure 8.6. Percentage who have felt bad in the past 12 months as
a result of their own gambling

1% 1%

AR

= Not gambled in past 12 months

= Never
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= All the time
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Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (30,452)

Figure 8.7. Percentage who have felt bad in the past 12 months as
a result of a family member or person they live with gambling

= None of my family and/or people | 1%1%
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= Never ‘\\q
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Base: All respondents in years 7 to 11 who gave an answer, surveyed between
September and December 2017 (30,366)
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Annex

Sample characteristics

Table Al. Sample characteristics

Characteristic N % | Characteristic N %
Gender Ethnicity
Male | 50452 | 49 White British | 86 000 83
Female | 51458 | 49 White Irish 877 1
Prefer nottosay | 2061 2 White Gypsy/Traveller 799 1
Year group White Other | 3114 3
Year7 | 22634 | 22 | Mixed or multiple ethnic group | 2281 2
Year8 | 22421 | 22 Pakistani 816 1
Year9 | 22208 | 21 Indian 596 1
Year10 | 19704 | 19 Bangladeshi 752 1
Year11 | 17004 | 16 Chinese 478 | <0.5
Family affluence scale African 732 1
FAS1 (low) | 12091 | 12 Caribbean or Black 501 | <0.5
FAS2 (medium) | 36367 | 35 Arab 829 1
FAS3 (high) | 49205 | 47 Other | 2673 3
Incomplete responses | 6 308 6 Prefernottosay | 3523 3
Local Health Board
Abertawe Bro Morgannwg | 19 253 19
Aneurin Bevan | 18546 | 18
Betsi Cadwaladr | 25080 | 24
Cardiff & Vale | 15066 | 14
CwmTaf | 9586 9
Hywel Dda | 13 255 13
Powys | 3185 3

Family Affluence Scale

A total family affluence scale (FAS) score was calculated for each student who answered all six FAS
guestions by summing the responses to the following:

Does your family own a car, van or truck?
(No (=0) / Yes, one (=1) / Yes, two or more (=2))
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Do you have your own bedroom for yourself?
(No (=0) / Yes (=1))

How many computers does your family own (including PCs, Macs, laptops and tablets, not including
game consoles and smartphones)?
(None (=0) / One (=1) / Two (=2) / More than two (=3))

How many times did you and your family travel out of Wales for a holiday/vacation last year?
(Not at all (=0) / Once (=1) / Twice (=2) / More than twice (=3))

How many bathrooms (room with a bath/shower or both) are in your home?
(None (=0) / One (=1) / Two (=2) / More than two (=3))

Does your family have a dishwasher at home?
(No (=0) / Yes (=1))

Students were assigned low, medium or high FAS classification where FAS 1 (score = 0-6) indicates
low affluence; FAS 2 (score = 7-9) indicates middle affluence; and FAS 3 (score = 10-13) indicates
high affluence.

Students who did not respond to all six questions (6% of the sample) are not included in the figures
showing breakdowns by FAS classification.

Reporting by gender

The gender item in the questionnaire came from the mandatory core HBSC questionnaire and asked
‘Are you a boy or a girl?’. It had three response options: Boy, Girl, and ‘I do not want to answer’.

The need for a more inclusive question on gender was recognised in Wales, but to maintain
consistency across countries in the international HBSC survey, items from the core HBSC
guestionnaire cannot be substantively altered at the national level. ‘l do not want to answer’ was
added to all questions in Wales because the electronic questionnaire was forced answer (i.e.
students could not move forward to the next page without giving a response), but students had to
be able to not respond if they so chose. This made the electronic format equivalent to those
countries using paper questionnaires, where students could simply miss out a question they did not
want to answer. No exception to this was made for the gender question, despite binary gender being
the demographic factor by which international HBSC findings are presented.

Overall, 2% of students selected ‘I do not want to answer’ and Table A.2 shows how this varied by
year group.

Table A.2. Percentage of students responding ‘I do not want to answer’ to the gender item
Year Group 7 8 9 10 11

% responding ‘1 do

, 1.4 1.7 2.4 2.6 1.9
not want to answer

In this report, results for students who responded ‘I do not want answer’ to the gender question are
not included in figures reporting a gender breakdown. This was in recognition of the inadequacy of
the question to capture non-binary and transgender identities and that subsequently, the subsample
of students who selected ‘l do not want to answer’ to the gender question are likely to be a mixture
of students who do not identify as a boy or a girl and those not engaged with the survey. Findings
across a range of variables for this subsample are erratic and difficult to interpret, supporting this
conclusion.
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A revised gender question will be considered for the next round of the survey.

Questionnaire items

Questions included in the report are listed below under their relevant chapter headings. All
qguestions had an additional response option of ‘I do not want to answer’.

Chapter 3: General health and wellbeing

GENERAL HEALTH AND WELLBEING
Would you say your health is......? (Excellent / Good / Fair / Poor)

Students were shown a picture of a ladder and given the following description and question:

Here is a picture of a ladder — the top of the ladder ‘10’ is the best possible life for you and the
bottom ‘0’ is the worst possible life. In general, where on the ladder do you feel you stand at the
moment? In this adapted version of the Cantril Ladder, a score of six or more was defined as high life
satisfaction.

(The Short Warwick-Edinburgh Mental Wellbeing Scale) Below are some statements about feelings
and thoughts. Please select the option that best describes your experience of each over the last 2
weeks. I've been feeling optimistic about the future / I've been feeling useful / I've been feeling
relaxed / I've been dealing with problems well / I've been thinking clearly / I've been feeling close to
other people / I've been able to make up my own mind about things. (None of the time / Rarely /
Some of the time / Often / All of the time)

How much do you agree with the following statement? Adults usually listen to the views of children
and young people before making decisions that affect them. (Strongly disagree / Disagree / Neither
agree nor disagree / Agree / Strongly agree)

During the most recent summer holidays, how often did you feel lonely? (None of the time / Rarely /
Some of the time / Often / All of the time)

In the last 6 months: how often have you had the following....? Headache / Stomach ache /
Backache / Feeling low / Irritability or bad temper / Feeling nervous / Difficulties in getting to sleep /
Feeling dizzy. (About every day / more than once a week / About every week / About every month /
Rarely or never)

Do you have a long-term illness, disability or medical condition (like diabetes, arthritis, allergy, or
cerebral palsy) that has been diagnosed by a doctor? (Yes / No)

Does your long-term illness, disability or medical condition affect your attendance and participation
at school? (/ do not have a long-term illness, disability or medical condition / Yes / No)

Many young people get hurt or injured from activities such as playing sports or fighting with others
at different places such as the street or home. Injuries can include being poisoned or burned.
Injuries do not include illnesses such as Measles or the Flu. The following question is about injuries
you may have had during the past 12 months. During the past 12 months, how many times were you
injured and had to be treated by a doctor or nurse? (/ was not injured in the past 12 months / 1 time
/ 2 times / 3 times / 4 times or more)

When do you usually go to bed if you have to go to school the next morning? (No later than 9pm /
9.30pm / 10pm / 10.30pm / 11pm / 11.30pm / Midnight / 12.30 am / 1am / 1.30am / 2am or later)
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NIGHT TIME SCREEN USE AND SOCIAL MEDIA

What is the latest time you usually look at an electronic screen (TV computer, tablet or phone)
before you go to sleep on a school night? (No later than 9pm / 9.30pm / 10pm / 10.30pm / 11pm /
11.30pm / Midnight / 12.30 am / 1am / 1.30am / 2am or later)

We are interested in your experiences of social media. The term social media refers to social
network sites (e.g. Facebook) and instant messengers (e.g. WhatsApp, Snapchat, Facebook
messenger). During the past year have you... Regularly found that you can’t think of anything else
but the moment that you will be able to use social media again / Regularly felt dissatisfied because
you wanted to spend more time on social media / Often felt bad when you could not use social
media / Tried to spend less time on social media, but failed / Regularly neglected other activities
(e.g. hobbies, sport) because you wanted to use social media / Regularly had arguments with others
because of your social media use / Regularly lied to your parents or friends about the amount of
time you spend on social media / Often used social media to escape from negative feelings / Had
serious conflict with your parents, brother(s) or sister(s) because of your social media use. (No / Yes)

PHYSICAL ACTIVITY, TIME SPENT SEDENTARY AND WEIGHT

Physical activity is any activity that increases your heart rate and makes you get out of breath some
of the time. Physical activity can be done in sports, school activities, playing with friends, or walking
to school. Some examples of physical activity are running, brisk walking, rollerblading, biking,
dancing, skateboarding, swimming, netball, basketball, football, and rugby. For this next question
add up all the time you spend doing physical activity each day. Over the past 7 days, on how many
days were you physically active for a total of at least 60 minutes per day? (Odays/1/2/3/4/5/6
/ 7 days)

On a typical day, is the main part of your journey TO school made by.... ? (Walking / Bicycle / Bus,
train, tram, underground or boat / Car, motorcycle or moped / Other means)

Outside school hours: How many hours a day do you usually spend time sitting in your free time (for
example, watching TV, using a computer or mobile phone, travelling in a car or by bus, sitting and
talking, eating, studying)? Please be aware that if activities take place at the same time, these only
count once. Weekdays. (None at all / About half an hour a day / About 1 hour a day / About 2 hours
a day / About 3 hours a day / About 4 hours a day / About 5 hours a day / About 6 hours a day /
About 7 or more hours a day)

How much do you weigh without clothes? Free response (metric or imperial)
How tall are you without shoes? Free response (metric or imperial)

EATING AND DRINKING PATTERNS
How often do you usually have breakfast (more than a glass of milk or fruit juice)? WEEKDAYS (/
never have breakfast during the week / One day / Two days / Three days / Four days / Five days)

How many times a week do you usually eat or drink...? Fruits / Vegetables / Sweets (candy or
chocolate) / Coke or other soft drinks that contain sugar / Energy drinks (such as Red Bull, Monster,
Rockstar). (Never / Less than once a week / Once a week / 2-4 days a week / 5-6 days a week / Once
a day, every day / Every day, more than once)
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ORAL HYGIENE
How often do you brush your teeth? (More than once a day / Once a day / At least once a week, but
not daily / Less than once a week / Never)

VOLUNTEERING

In your free time, do you do any of these organised activities? Organised activities refer to those
activities that are done in a sport or another club or organisation. Volunteering for a club or
organisation. (Yes, at school (outside of lessons) / Yes, outside of school / No)

Chapter 4: School life

FEELINGS ABOUT SCHOOL
How do you feel about school at present? (/ like it a lot / | like it a bit / | don’t like it very much /|
don’t like it at all)

How pressured do you feel by the schoolwork you have to do? (Not at all / A little / Some / A lot)

RELATIONSHIPS WITH SCHOOL STAFF

Here are some statements about your teachers. Please show how much you agree or disagree with
each one. | feel that my teachers accept me as | am / | feel that my teachers care about me as a
person / There is at least one teacher or other member of staff at this school who | can talk to about
things that worry me. (Strongly agree / Agree / Neither agree nor disagree / Disagree / Strongly
disagree)

PARTICIPATION IN SCHOOL LIFE

Here are some statements about the pupils in your school. Please show how much you agree or
disagree with each one. At our school, pupils have a say in planning and organising school activities
and school events (project weeks or days, sport weeks or days, excursions, field trips etc.) / At our
school, pupils have a lot of chances to help decide and plan school projects / At our school, pupils’
ideas are treated seriously / At our school my ideas are taken seriously. (Strongly agree / Agree /
Neither agree nor disagree / Disagree / Strongly disagree)

BULLYING

Here are some questions about bullying. We say a person is BEING BULLIED when another person or
a group of people repeatedly say or do unwanted nasty and unpleasant things to him or her. It is
also bullying when a person is teased in a way he or she does not like or when he or she is left out of
things on purpose. The person that bullies has more power than the person being bullied and wants
to cause harm to him or her. It is NOT BULLYING when two people of about the same strength or
power argue or fight. How often have you taken part in bullying another person(s) at school in the
past couple of months? (I have not bullied another person(s) at school in the past couple of months /
It has happened once or twice / 2 or 3 times a month / About once a week / Several times a week)

How often have you been bullied at school in the past couple of months? (I have not been bullied at
school in the past couple of months / It has happened once or twice / 2 or 3 times a month / About
once a week / Several times a week)

MENTAL HEALTH SUPPORT AT SCHOOL

How much do you agree with the following statement? There is support at my school for pupils who
feel unhappy, worried or unable to cope. (Strongly agree / Agree / Neither agree nor disagree /
Disagree / Strongly disagree)
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Chapter 5: Family life and friendships

FAMILY COMMUNICATION AND SUPPORT
How easy is it for you to talk to the following people about things that really bother you? Mother /
Father. (Very easy / Easy / Difficult / Very difficult / Don’t have or don’t see this person)

We are interested in how you feel about the following statements. Please show how much you agree
or disagree with each one. | get the emotional help and support | need from my family. (1 Very
strongly disagree /2/3/4/5/6 /7 Very strongly agree)

YOUNG CARERS

Some young people have to help look after other people in their family because they are disabled,
physically or mentally unwell or have a problem with alcohol or drugs. Is there anyone in your family
that you regularly look after or give special help to for these reasons? (No / Yes, one person in my
family / Yes, two or more people in my family)

PEER RELATIONSHIPS

We are interested in how you feel about the following statement(s). Please show how much you
agree or disagree. | can count on my friends when things go wrong. (1 Very strongly disagree /2 /3 /
4/5/6 /7 Very strongly agree)

During the past 12 months, how many times were you in a physical fight? (/ have not been in a
physical fight in the past 12 months / 1 time / 2 times / 3 times / 4 times or more)

In the past couple of months, how often have you taken part in cyberbullying (e.g. sent mean instant
messages, email or text messages, wall postings, created a website making fun of someone, posted
unflattering or inappropriate pictures online without permission or shared them with others)? (/
have not cyberbullied another person in the past couple of months / It has happened once or twice /
2 or 3 times a month / About once a week / Several times a week)

In the past couple of months, how often have you been cyberbullied (e.g. someone sent mean
instant messages, email or text messages about you, wall postings, created a website making fun of
you, posted unflattering or inappropriate pictures of you online without permission and or shared
them with others)? (I have not been cyberbullied in the past couple of months / It has happened once
or twice / 2 or 3 times a month / About once a week / Several times a week)

Chapter 6: Relationships

SENDING A SEXUALLY EXPLICIT IMAGE (SEXTING)
Have you ever sent someone a sexually explicit image of yourself? (Never / Once / More than once)

SEXUAL INTERCOURSE
Have you ever had sexual intercourse (sometimes this is called "making love," "having sex", or "going
all the way”)? (Yes / No)

CONTRACEPTION
The last time you had sexual intercourse, did you or your partner use a condom? (Yes / No / Don’t
know)

AGE AT FIRST SEXUAL INTERCOURSE
How old were you when you had sexual intercourse for the first time? (11 years old or younger /12
years old / 13 years old / 14 years old / 15 years old / 16 years old)
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Chapter 7: Smoking, drinking and drug-taking

TOBACCO SMOKING
How often do you smoke tobacco at present? (Every day / At least once a week, but not every day /
Less than once a week / | do not smoke)

At what age did you first do the following things? If there is something that you have not done,
choose the ‘never’ category. Smoke a cigarette (more than a puff). (Never /11 years old or less / 12
years old / 13 years old / 14 years old / 15 years old / 16 years old)

Thinking about the last time you were in a car, was anybody in the car smoking? (Yes / No / Can’t
remember)

E-CIGARETTE USE

The next question is about electronic cigarettes. An electronic cigarette is any device that a person
uses to breath in a vapour. This is sometimes called ‘vaping’. The vapour often contains nicotine or is
flavoured. Electronic cigarettes can be called e-cigarettes, e-cigs, e-pens, e-fags, vapes, e-shisha or
hookah pens. They may look like a conventional cigarette with a glowing tip or they may look like a
pen or a small bottle (a ‘tank’). Have you ever tried electronic cigarettes (sometimes called an ‘e-
cigarette’)? (/ have never tried e-cigarettes / | have tried e-cigarettes once / | have tried e-cigarettes
more than once)

How often do you use e-cigarettes at present? (Every day / at least once a week, but not every day /
Less than once a week / | do not use e-cigarettes at present)

ALCOHOL CONSUMPTION

At present how often do you drink anything alcoholic such as beer, wine, cider, alcopops or spirits?
Try to include even those times when you only drink a small amount. Beer (including lager) / Wine /
Spirits (e.g. Whisky, Vodka etc.) / Alcopops (e.g. Bacardi Breezer, Red Square, Smirnoff Ice, WKD etc)
/ Cider / Any other drink that contains alcohol. (Every day / Every week / Every month / Rarely /
Never)

On days when you drink alcohol, how many drinks (e.g. cans of cider, cups of wine) do you usually
have? (I never drink alcohol / Less than 1 drink / 1 drink / 2 drinks / 3 drinks / 4 drinks / 5 or more
drinks)

Have you ever had so much alcohol that you were really drunk? In your lifetime / In the last 30 days.
(No, never / Yes, once / Yes, 2-3 times / Yes, 4-10 times / Yes, more than 10 times)

At what age did you first do the following things? If there is something that you have not done,
choose the ‘never’ category. Get drunk. (Never / 11 years old or less / 12 years old / 13 years old / 14
years old / 15 years old / 16 years old)

ILLICIT DRUG USE
Have you been offered cannabis (Weed, marijuana, dope, pot, hash, grass, bud, skunk, spliff/joints)
in the last 12 months? (Yes / No)

This question is asking about the drug Cannabis again. Please answer the question honestly: nobody
you know will see your answers. Have you ever taken Cannabis (Weed, Marijuana, Dope, Pot, Hash,
Grass, Bud, Skunk, Spliff/ Joints)? In your life. (Never /1 -2 days /3 -5 days /6 -9 days /10— 19
days /20 - 29 days / 30 days or more)

When was the last time you ever tried, used or took any of the following? Cannabis (Marijuana,
Dope, Pot, Hash, Grass, Weed, Skunk, Spliff/Joints) / Semeron (Sem) / Magic Mushrooms (Shroomes,
mushies) / Anabolic Steroids / Inhaling laughing gas (nitrous oxide, nos, whippits; DO NOT include
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breathing in helium from party balloons or nitrous oxide from your doctor or dentist) / Mephedrone
(M-Cat, Meow, Bubble, Charge, Drone, 4AMMC) / New psychoactive substances (previously called
‘Legal highs’, such as pep stoned, BZP, black mamba spice) / Glue, gas (butane, lighter refills),
aerosols or solvents (to inhale or sniff) / Other drugs that would not be given to you by a doctor or
chemist. (In the last month / In the last 12 months / More than 12 months ago / Never)

At what age did you first do the following things? If there is something that you have not done,
choose the ‘never’ category. Use cannabis. (Never / 11 years old or less / 12 years old / 13 years old /
14 years old / 15 years old / 16 years old)

Chapter 8: Gambling

GAMBLING

Have you spent any of YOUR money on any of the following in the past 7 days? We want to know
about games you played yourself. (Lotto (the main National Lottery draw) / National Lottery
Scratchcards which you bought in a shop (not free Scratchcards) / National Lottery instant win games
on the internet (e.g. National Lottery Gamestore) / Any other National Lottery games (e.g.
EuroMillions, Thunderball, Hotpicks) / Fruit machines (e.g. at an arcade, pub or club) / Personally
visiting a betting shop to play gaming machines / Playing other gambling machines / Personally
placing a bet at a betting shop (e.g. on football or horse racing) / Bingo at a bingo club / Bingo
somewhere other than a bingo club (e.g. social club, holiday park, etc.) / Personally visiting a casino
to play casino games / Placing a private bet for money (e.g. with friends) / Playing cards for money
with friends / Gambling websites/apps where you can win real money (e.g. poker, casinos, bingo,
betting on sport or racing) / Other Lotteries (e.g. The Health Lottery, People’s Postcode Lottery or
other smaller lotteries available in shops) / Any other gambling / No, none of the above)

In the past 12 months how often, if at all, would you say you have felt bad as a result of your own
gambling? (/ have not gambled in the past 12 months / Never / Rarely / Sometimes / Often / All the
time / Don’t know)

In the past 12 months how often, if at all, would you say that gambling among your family members
and/or people you live with has made you feel bad? (None of my family members and/or people |
live with gamble | Never / Rarely / Sometimes / Often / All the time / Don’t know)
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