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Abstract
Background: Understanding the patterns of comorbid substance use, particularly among adolescents, is necessary
to address resulting harm. This study investigated the prevalence of comorbid use of marijuana, tobacco and binge
drinking among 14 to 15-year-olds. The study also examined the relationship between comorbid substance use and
behaviour frequency and explored common underlying risk factors for comorbid substance use.
Methods: A nationally representative sample of 3,017 New Zealand Year 10 students completed self-report
measures of marijuana use, tobacco use, binge drinking and socio-demographic characteristics in the 2012 Youth
Insights Survey (YIS). Weighted population estimates were calculated. Ordinal logistic regression models were
constructed to a) investigate the relationship between comorbidity and substance use behaviour frequency,
and b) profile those with the greatest degree of comorbid substance use.
Results: In the past month, one-in-twenty (4.7%) students had engaged in all three substance use behaviours, 5.8%
in two, and 11.9% in one. Around half of adolescents who had engaged in one had also engaged in another, with
three-quarters of tobacco-users also using marijuana and/or binge drinking. Respondents who reported a greater
degree of comorbidity were likely to engage in substance use behaviour more frequently. Comorbid substance use
was significantly predicted by gender, ethnicity, school decile status, past week income, social connectedness, and
parental monitoring and rule enforcement.
Conclusions: The results identify a core group of adolescents sharing common characteristics who frequently
engage in comorbid substance use behaviours. More sophisticated and wider interventions addressing multiple
substances are required, especially for marijuana and tobacco use.
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Background
The harm associated with the use of marijuana, tobacco
and alcohol in adolescence is substantial. For instance,
marijuana appears to disrupt brain development and adolescent users of marijuana have a greater risk than adult
users of developing hallucinations and psychosis [1]. Earlier onset of smoking tobacco has been shown to increase
nicotine dependence and lead to heavier use and greater
likelihood of continued smoking [2]. Binge drinking (i.e.,
consuming relatively large amounts of alcohol in a single
occasion) in adolescence is associated with health risk
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behaviours such as interpersonal violence, risky sexual
behaviour, attempted suicide, travelling in a car with a
driver who had been drinking, as well as poor school
performance [3].
In New Zealand, a sixth of school exclusions for students under the age of 16, where the student cannot return to the school and must enrol elsewhere, are due to
alcohol, tobacco, or drug use [4]. In 2012, 8% of New
Zealand adolescents aged 14 to 15 years were regular
smokers (smoking daily, weekly, or monthly) [5], while
13% of 13 to 17-year-olds were current marijuana users
and 23% had engaged in binge drinking in the past
month [6].
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The use of marijuana, tobacco and alcohol tends to cluster in adolescent populations, with the use of one of these
substances increasing the likelihood of the use of others
[7-9]. Comorbid use of marijuana, tobacco and alcohol,
where all three of these substances are used concurrently
or within a short time period, is of particular concern because comorbid substance use in adolescence has been
related to heavier patterns of consumption in adulthood
compared with singular or dual use [10-12]. Similarly, a
cross-sectional evaluation of drug use across 17 countries,
including the United States and New Zealand, found that
a greater number of substances used and earlier onset of
use predicted later substance dependence [13]. Further
evidence for the resulting harm associated with comorbid
substance use in adolescence comes from studies which
show that it is related to frequency of substance use.
Adolescents who engage in more frequent marijuana
use, tobacco use and binge drinking are at greater risk
of negative outcomes such as poor mental health and
school performance [12], addiction [2], and engagement
in other health risk behaviours [3].
The extent to which comorbid substance use in adolescence is driven by one substance acting as a ‘gateway’
for another, or through an underlying vulnerability to
substance use in general, is unclear. The Gateway Theory posits that substance use initiation follows a sequential pattern, where the use of licit substances such as
tobacco or alcohol lead to future risk of using marijuana,
which in turn leads to future risk of using other illicit
substances [14]. A ‘reverse’ gateway effect has also been
noted, where frequent marijuana use predicts future tobacco use and dependence [15]. Evidence for a common
underlying vulnerability to substance use comes from associations such as those found between externalising behaviour problems and adolescent substance use [16-18].
Further, studies have found that relationships between
the use of marijuana, tobacco and alcohol in adolescence could be predicted by risk factors such as parental
and peer substance use [19], greater amount of weekly
spending money [20] and permissive parental rules on
alcohol [21].
The current study examined the patterns of comorbid
marijuana use, tobacco use and binge drinking among a
nationally representative sample of 14 to 15-year-old students in New Zealand. The study had three aims:
1. to identify the prevalence of comorbid substance use
among New Zealand adolescents
2. to examine the relationship between the frequency
of marijuana use, tobacco use and binge drinking
and the comorbid combination of these behaviours
3. to profile those engaging in comorbid substance use
in order to determine underlying risk factors and a
common vulnerability to adolescent substance use.

Page 2 of 9

Methods
Data were sourced from the 2012 New Zealand Youth
Insights Survey (YIS). The YIS is a biennial survey that
monitors risk and protective factors that relate to smoking
uptake among adolescents. Written consent to participate
was given by school principals and deputy school principals on behalf of their students. Given the anonymity of
the survey and the minimal risk of harm to students it was
not considered necessary to seek active consent from parents [22], although parents were advised through school
newsletters that their child’s school had been invited to
take part, the details of the survey, and that their child
would decide whether or not to participate.
Participants completed the questionnaire anonymously
in a classroom setting under supervision of their teacher
and a trained fieldworker. Participants were informed that
their responses would remain anonymous and that participation was voluntary, and were asked to tick a box on the
front of the questionnaire to indicate their consent. Participants did not put their name on the questionnaire and
neither teachers nor parents were permitted to look at the
questionnaires after completion. The questionnaire took
on average 45 minutes to complete. Participating schools
were not named or identified in any way in any publications or to the media. Ethical approval for the YIS was
granted by the Ministry of Health’s multi-regional ethics
committee in 2007.
Participants and sampling procedure

The YIS uses a two-stage cluster sample design to obtain
a nationally representative sample of New Zealand Year
10 students (predominantly 14 and 15-year-olds). A sample of 186 schools was randomly drawn from the list of all
eligible schools with Year 10 students in New Zealand.
Probability of school selection was proportional to roll
size. One Year 10 class in each selected school was then
randomly drawn from a list of all mutually exclusive Year
10 classes. Each Year 10 student had only one chance to
participate and an equal opportunity of selection. All students in selected classes were invited to participate. Further detail on the YIS methodology is described in a
methodology report [23].
Outcome measures

The YIS questions used for the outcome measures were
aligned with other similar youth surveys [6,24]. Following the recommendation of previous research [9] this
study considers substance use in the past month rather
than lifetime use. Marijuana use was measured by the
question, “During the past 30 days (one month), how
often did you smoke marijuana (pot, grass, weed, cannabis)?” Past-month marijuana smokers were defined as
students who reported they had smoked marijuana at
least once in the past month. Tobacco use was measured
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by the question, “During the past 30 days (one month), on
how many days did you smoke cigarettes?” Past-month tobacco smokers were defined as students who reported
they had smoked cigarettes on at least one day in the past
month. Finally, binge drinking was measured by the question, “During the past 30 days (one month), about how
often did you have 5 or more alcohol drinks in one session? (count one drink as one small glass of wine, one can
or stubbie, or one ready-made alcohol drink, e.g. rum and
Coke or one nip of spirits)”. Past month binge drinkers
were defined as students who reported they had done
this on at least one occasion in the past month. Five or
more drinks in one session is the adult male limit for
risk of injury recommended in low-risk alcohol drinking
advice [25]. This level of drinking is therefore a conservative estimate of alcohol-related harm among this survey population.
Demographic variables recorded included gender, prioritised ethnic identification (Māori or non-Māori), and
school decile status (low, mid or high) as a proxy for
socio-economic status. Prioritised ethnic identification
allocates individuals who identify with more than one
ethnic group to a single ethnic group based on whether
or not they identified with Māori ethnicity [26]. School
decile status was collapsed into ‘low’ (deciles 1 to 4, most
deprived), ‘mid’ (deciles 5 to 7), and ‘high’ (deciles 8 to 10,
least deprived).
Past week income was assessed by the question, “In
the past 7 days (one week), how much money did you
get or earn ($ per week)?” Responses were collapsed into
four categories (“none”, “$1 to $15”, “$16 to $30”, and
“more than $30”a) with a roughly even proportion of respondents in each.
Social connectedness was measured by combining all
eight items relating to family, peer, and school connectedness (Cronbach’s alpha = 0.78), where respondents were
asked the degree to which they agreed with each statement on a five-point scale ranging from “strongly agree”
to “strongly disagree”. The eight items were: “I like to
spend free time with my family/whānau”; “We can easily
think of things to do together as a family/whānau”; “My
family/whānau ask each other for help”; “I can trust my
friends with personal problems”; “My friends understand
and accept me for who I am”; “I feel I am treated with as
much respect as other students at school/kura”; “I like
going to my school/kura”; and, “I feel proud to say what
school/kura I go to”. Scores were collapsed into ‘low’,
‘medium’ and ‘high’ social connectedness based around
the three quartile distribution for the sample.
Parental monitoring of expenditure, monitoring of
whereabouts and rule enforcement were determined by
agreement with three statements: “My parents or caregivers generally know what I spend my pocket money
on”; “My parents or caregivers often have no idea of
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where I am, when I am away from my home” (reverse
scored); and, “If I break any important rules that my
parents or caregivers have set I always get into trouble”.
Responses for each statement were grouped into “agree”
and “disagree or don’t know”.
Analysis

The sample was weighted to adjust for non-response, selection probability and to match the sample’s gender and
ethnicity breakdown with the total for all New Zealand
Year 10 students. Weighted population estimates were
calculated for substance use behaviour prevalence and
the outcome measures. Ninety-five percent confidence
intervals (95% CI) were calculated using jack-knife variance estimation. Analyses were carried out using Stata
IC version 12.0, and were restricted to students aged 14
to 15 years [27].
To determine whether those engaging in a greater number of substance use behaviours were likely to undertake
each more frequently, three ordinal logistic regression
models [28] were constructed with the dependent measure being frequency of substance use behaviour and the
independent measure being whether one, two, or all
three behaviours were presentb. To determine the profile of those with the greatest degree of comorbidity, all
socio-demographic predictors were entered into another
ordinal logistic regression model with the dependent
measure being whether one, two, or all three behaviours
were present.

Results
Of the 186 schools selected from all New Zealand schools,
147 agreed to participate, giving a 77% school-level response rate. Completed questionnaires were received from
3,143 students, which gave a student-level response rate of
82% and an overall response rate of 65%. The analysis
sample (n = 3,017) comprised 49.0% female (n = 1,435)
and 22.9% people of Māori ethnicity (n = 681). In the
past month, 10.1% had smoked marijuana, 11.4% had
smoked tobacco, and 16.8% had engaged in binge drinking. Table 1 describes the weighted proportion frequency
and prevalence estimates of the substance use behaviours in more detail. Table 2 presents the weighted
proportion frequency estimates of the behaviours by
socio-demographic characteristics.
Prevalence of comorbid substance use behaviours

Around one-in-five students (22.4%; 95% CI = 20.3-24.6)
reported engaging in at least one of the substance use
behaviours in the past month. One-in-twenty (4.7%; 95%
CI = 3.7-5.7) had engaged in all three, 5.8% (95% CI = 4.96.7) in two, and 11.9% (95% CI = 10.4-13.4) in one only.
The prevalence of each substance use behaviour configuration was: none = 77.6% (95% CI = 75.4-79.7); only binge
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Table 1 Prevalence and frequency of substance use
behaviours in the past month
n

Weighted %
(95% CI)

Prevalence of marijuana use in past month
Smoked marijuana in past month

290

10.1 (8.7-11.5)

Did not smoke marijuana in past month

2680

89.9 (88.5-91.3)

2426

81.0 (78.8-83.1)

Frequency of marijuana use in past month
Never at all

Of those who had engaged in one substance use behaviour in the past month, 46.9% had also engaged in at
least one other. The weighted proportion estimates of
co-occurring additional substance use behaviours are
shown in Table 3. As shown, of those who had smoked
tobacco in the past month, more than half (55.9%) had
also smoked marijuana. A quarter (23.9%) had used tobacco in isolation, that is, without also using marijuana or
binge drinking. Just under half (45.3%) of binge drinkers
had not also used marijuana or tobacco.

In the past but not in the past 30 days

254

8.9 (7.5-10.3)

Once

62

2.2 (1.6-2.7)

Frequency of substance use behaviour

Two or three times

111

3.8 (3.1-4.6)

Once a week

32

1.1 (0.7-1.6)

Several times a week

37

1.3 (0.8-1.8)

Every day

17

0.5 (0.3-0.8)

Several times a day

31

1.1 (0.7-1.6)

Smoked cigarettes on at least one day
in past month

335

11.4 (9.8-12.9)

The association between comorbidity and substance use
behaviour frequency is presented in the ordinal regression models in Table 4. Considering the adjusted odds
ratios, the results suggest that number of substance use
behaviours engaged in is a significant predictor of behaviour frequency. In each instance, respondents who
reported a greater number of substance use behaviours
also reported undertaking each more frequently.

Did not smoke cigarettes on any days
in past month

2658

88.6 (87.1-90.2)

Profile of substance use comorbidity

Prevalence of tobacco use in past month

Frequency of tobacco use in past month
0 days

2658

88.6 (87.1-90.2)

1 to 2 days

123

4.1 (3.3-4.8)

3 to 5 days

46

1.6 (1.2-2.0)

6 to 9 days

19

0.6 (0.3-0.9)

10 to 19 days

43

1.5 (1.0-2.1)

20 to 29 days

27

0.9 (0.6-1.3)

All 30 days

77

2.6 (1.9-3.4)

Binge drinking in past month

472

16.8 (15.0-18.6)

No binge drinking in past month

2421

83.2 (81.4-85.0)

2025

69.4 (67.1-71.7)

Prevalence of binge drinking in past month

Frequency of binge drinking in past month
Never at all
In the past but not in the past 30 days

396

13.8 (12.3-15.2)

Once

169

6.0 (5.0-7.0)

Two or three times

184

6.6 (5.5-7.6)

Once a week

62

2.2 (1.5-2.8)

Several times a week

36

1.3 (0.9-1.8)

Most days

21

0.8 (0.3-1.2)

drinking = 7.5% (95% CI = 6.3-8.7); only tobacco smoking = 2.6% (95% CI = 2.0-3.3); only marijuana smoking =
1.8% (95% CI = 1.1-2.4); binge drinking and tobacco
smoking = 2.2% (95% CI = 1.6-2.8); binge drinking and
marijuana smoking = 2.2% (95% CI = 1.6-2.8); tobacco
and marijuana smoking = 1.4% (95% CI = 1.0-1.9); all
three = 4.7% (95% CI = 3.7-5.7).

The influence of socio-demographic characteristics on
degree of comorbidity is presented in the ordinal logistic
regression model in Table 5. Considering the adjusted
odds ratios for the selected predictor variables, the results
suggest that gender, ethnicity, school decile status, past
week income, social connectedness, and parental monitoring of income, monitoring of whereabouts and enforcement of rules are all significant predictors of an increasing
degree of substance use comorbidity.
Females were more likely to report a greater number
of substance use behaviours than males. Māori ethnicity,
low school decile status, higher weekly income and low
social connectedness were also associated with an increasing degree of substance use comorbidity. Greater
agreements that parents monitor expenditure, monitor
whereabouts and enforce rules were associated with a
decreasing degree of substance use comorbidity.

Discussion
This is the first New Zealand study to provide data on
the comorbid use of marijuana, tobacco, and binge drinking in a nationally representative sample of adolescents.
The results confirm that a significant number of Year 10
students engage in substance use behaviour, with around
one-in-five smoking marijuana, smoking tobacco, and/or
binge drinking in the past month. Comorbid substance
use was relatively common among those engaging in
substance use behaviours, with around half of those engaging in one also engaging in another, and a core group
of around 5% engaging in all three. The comorbid relationship between marijuana and tobacco was particularly strong, with nearly six-in-ten tobacco smokers also
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Table 2 Past month substance use behaviour by socio-demographic characteristics
Smoked marijuana

Smoked tobacco

Binge drinking

n

Weighted % (95% CI)

n

Weighted % (95% CI)

n

Female

142

10.1 (8.3-12.0)

186

13.4 (11.0-15.7)

233

17.4 (14.9-19.9)

Male

148

10.1 (8.3-11.8)

149

9.5 (7.8-11.2)

239

16.2 (13.8-18.6)

Māori

153

23.0 (18.7-27.4)

147

21.7 (17.8-25.6)

198

31.3 (27.0-35.6)

Non-Māori

137

6.3 (5.1-7.6)

188

8.4 (6.9-9.8)

274

12.6 (10.7-14.5)

Weighted % (95% CI)

Gender

Ethnicity

School decile status
Low

152

17.6 (13.7-21.5)

166

18.5 (14.6-22.4)

207

24.9 (20.8-29.0)

Mid

74

7.9 (5.9-9.9)

87

9.1 (6.5-11.7)

145

16.4 (12.8-20.1)

High

64

5.8 (4.2-7.4)

82

7.4 (5.6-9.2)

120

10.6 (8.3-13.0)

More than $30

104

17.3 (13.9-20.7)

106

17.3 (13.7-20.8)

166

28.3 (24.1-32.5)

$16 to $30

93

12.0 (9.6-14.4)

106

13.4 (11.0-15.9)

146

19.8 (16.7-23.0)

$1 to $15

45

5.7 (4.1-7.4)

65

8.0 (5.9-10.1)

77

9.6 (7.4-11.9)

None

45

6.7 (5.0-8.5)

56

8.2 (6.3-10.1)

79

11.9 (9.4-14.3)

Low

115

15.4 (12.3-18.4)

130

17.1 (14.0-20.1)

168

22.4 (19.2-25.5)

Medium

80

8.0 (6.0-10.0)

91

8.8 (6.7-10.9)

158

15.9 (13.0-18.8)

High

70

6.9 (5.0-8.8)

86

8.4 (6.5-10.3)

117

12.4 (9.9-14.9)

Disagree or don’t know

163

20.9 (17.6-24.2)

177

22.6 (19.1-26.0)

215

28.1 (24.6-31.7)

Agree

121

5.8 (4.7-6.9)

151

7.0 (5.7-8.3)

252

12.4 (10.6-14.2)

Disagree or don’t know

119

22.3 (18.2-26.4)

147

27.0 (22.7-31.4)

170

32.9 (28.7-37.1)

Agree

166

7.1 (5.9-8.4)

182

7.6 (6.3-8.9)

299

13.0 (11.3-14.7)

Disagree or don’t know

108

15.8 (12.2-19.3)

113

16.0 (12.7-19.2)

176

25.2 (21.9-28.5)

Agree

177

8.1 (6.8-9.4)

215

9.8 (8.2-11.3)

293

14.0 (12.1-15.9)

Past week income

Social connectedness

Parental monitoring of expenditure

Parental monitoring of whereabouts

Parental rule enforcement

smoking marijuana. Further, those who engaged in a
greater number of the substance use behaviours were
likely to undertake each more frequently and therefore
be at greater risk of subsequent associated harm; a finding consistent with international research [3,11,12]. The
study also found common socio-demographic characteristics among those adolescents engaging in comorbid
use of marijuana, tobacco, and binge drinking. Comorbid substance users were likely to be female, of Māori
ethnicity, attend a low decile school, report a high past
week income, have low social connectedness, and have
parents who do not monitor their expenditure, monitor
their whereabouts or enforce rules. These common factors
are consistent with previous research [16,19-21] and support the contention that there is a common underlying
vulnerability to substance use.

Given the high likelihood that adolescents engaging in
one substance use behaviour will also be engaging in
others, the literature recommends that public health interventions consider substance use as a whole, and that in
order to effectively reach those at greatest risk interventions need to screen for, consider, and address the multiple
links between substances [7,8,13,19,20,29]. However, this
recommendation is only partially supported by the findings of the current study. While only a small proportion
of substance-using adolescents used only tobacco or only
marijuana, around half engaged in binge drinking without
also using another substance, although those individuals
who were binge drinking more frequently were more
likely to also use the other substances. Therefore, these
findings suggest that interventions targeting marijuana
and tobacco use should indeed address the links with
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Table 3 Co-occurrence of additional substance use
behaviours for those who smoked marijuana, smoked
tobacco, or engaged in binge drinking in the past month
n

Weighted %
(95% CI)

Smoked marijuana
Only smoked marijuana

47

17.6 (11.5-23.7)

Also smoked tobacco but did not
binge drink

42

14.2 (10.1-18.2)

Also engaged in binge drinking but
did not smoke tobacco

60

21.4 (15.8-27.0)

Also both smoked tobacco and
engaged in binge drinking

131

46.8 (40.1-53.5)

Smoked tobacco
Only smoked tobacco

77

23.9 (18.9-28.9)

Also smoked marijuana but did not
binge drink

42

13.0 (9.4-16.6)

Also engaged in binge drinking but
did not smoke marijuana

58

20.2 (15.5-25.0)

Also both smoked marijuana and
engaged in binge drinking

131

42.9 (36.9-48.9)

Engaged in binge drinking
Only engaged in binge drinking

214

45.3 (39.9-50.6)

Also smoked marijuana but did not
smoke tobacco

60

13.0 (9.7-16.3)

Also smoked tobacco but did not
smoke marijuana

58

13.4 (10.2-16.5)

Also both smoked marijuana and tobacco

131

Table 5 Adjusted odds ratios in the ordinal logistic
regression model for socio-demographic characteristics,
by degree of substance use comorbidity
AOR (95% CI)

p-value

Female

1.31 (1.03-1.68)

0.031

Male

1

Gender

Ethnicity
Māori

2.24 (1.72-2.92)

Non-Māori

1

<0.001

School decile status
Low

1.98 (1.38-2.84)

<0.001

Mid

1.27 (0.89-1.80)

0.181

High

1

Past week income
More than $30

2.42 (1.84-3.19)

<0.001

$16 to $30

1.87 (1.42-2.46)

<0.001

$1 to $15

1.07 (0.79-1.45)

0.677

None

1

Social connectedness
Low

2.15 (1.63-2.84)

<0.001

Medium

1.35 (1.04-1.76)

0.024

High

1

Parental monitoring of expenditure
28.4 (23.0-33.7)

Disagree or don’t know

2.37 (1.90-2.96)

Agree

1

<0.001

Parental monitoring of whereabouts

Table 4 Adjusted odds ratios in the ordinal logistic
regression models for frequency of substance use by
number of behaviours
AOR (95% CI)

p-value

Disagree or don’t know

2.13 (1.67-2.71)

Agree

1

<0.001

Parental rule enforcement
Disagree or don’t know

1.37 (1.09-1.71)

Agree

1

0.006

Model: F(12,132) = 33.79, p < .001.

i

Marijuana

1 (only marijuana)

1

2

1.66 (.82-3.39)

0.160

3.19 (1.66-6.13)

0.001

3
ii

Tobacco

1 (only tobacco)

1

2

2.18 (1.32-3.60)

0.003

3

5.53 (3.15-9.74)

<0.001

iii

Binge drinking

i

1 (only binge drinking)

1

2

3.58 (2.18-5.87)

<0.001

3

7.01 (4.42-11.10)

<0.001

F(2,142) = 7.13, p < .01.
ii
F(2,142) = 18.17, p < .001.
iii
F(2,142) = 35.16, p < .001.

other substances, but it is possible that only those interventions targeting frequent binge drinking (as opposed to
occasional binge drinking) will also benefit from doing so.
The findings also suggest that the audience of tobaccoonly smoking adolescents likely to be reached by traditional tobacco control messages focusing solely on tobacco
is small. The tobacco-only group represented less than
three percent of the total Year 10 population, whereas just
over eight percent smoked tobacco as well as marijuana
and/or engaged in binge drinking. Therefore, tobacco control messages addressing multiple substances would have
around three times a larger audience. Further, whereas a
decade ago one-in-five Year 10 students in New Zealand
reported smoking tobacco [5], tobacco control efforts over
the years have reduced the rate found of smoking in the
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current study to a level nearly that of marijuana use
(around one-in-ten) – and as observed here they have
significant overlap. This raises the question as to whether
further tobacco control efforts considering the marketing
of tobacco can achieve efficient gains, assuming marijuana
prevalence is a fair indicator of the base rate for use of a
substance that is not commercially marketed. New Zealand
tobacco control efforts may now have reached all but a
core group. It may be difficult to further significantly
reduce adolescent tobacco use when rates of comorbid
substance use are so (comparatively) high unless tobacco control messages are widened to address multiple
substances. For example, young people have reported
difficulties in quitting smoking tobacco while still smoking marijuana [30] or consuming alcohol [31], so messages addressing these difficulties may be more useful.
It appears that binge drinking is relatively common by
age 14 and 15, with almost one-in-five reporting binge
drinking in the past month. The minimum legal purchase
age of alcohol in New Zealand is 18 years, so the availability of alcohol to younger adolescents is clearly a problem.
Comorbid substance use was less likely for binge drinkers
compared with tobacco or marijuana users, indicating that
comorbidity varies with substance accessibility and binge
drinkers are less likely to be deviant than tobacco or
marijuana users. Consequently, there is likely to be a
larger audience for alcohol-specific interventions. Policy
interventions targeting the social supply of alcohol to minors may therefore prove effective.
There may also be further risk factors for comorbid
substance use that were not available in this study. In
contrast to a previous study of a New Zealand birth
cohort which found that Māori ethnic identification was
no longer a risk factor for marijuana use when other factors were taken into account [32], Māori ethnicity did
remain a significant predictor of substance use comorbidity in the current study. One key risk factor that has
previously been found to relate to substance use, but was
not collected in the current study, is parental substance
use [33,34]. Future studies could include a wider range of
risk factors to help build a more comprehensive understanding of adolescent comorbid substance use.
Our results derive from a conservative measure of substance use (that is, ‘past month’ compared to lifetime or
past six month use), and with a younger age group (14 to
15 years old) compared to other measures in the adolescent substance use literature [9,10,20,35]. This suggests
that a core group engaged in comorbid substance use behaviours is formed relatively early, in mid-adolescence,
and highlights the need to intervene against substance use
in this age group.
However, although the study has established the presence of comorbid substance use among 14 to 15-yearolds, the cross-sectional nature of the data means that
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the trajectory of substance use cannot be determined.
Comorbid substance use appears constrained within a
subgroup which shares those factors indicating vulnerability to substance use. However, it is possible that identified
comorbid substance use at 14 and 15 years of age is an
indicator of more widespread uptake of substance use
in later adolescence. This aligns with Fergusson and
Horwood’s [32] finding that more than two-thirds of a
New Zealand birth cohort had used marijuana by age
21 years. On this interpretation, this study has identified an early-onset group of comorbid substance users.
Indeed, previous research indicates that likelihood of
comorbid substance use increases with age [8,35], so
the size of this substance-using group could increase as
the students grow older. Longitudinal research considering comorbid substance use is needed to determine
which theory is supported. Interventions will be implied
by such research results. If future research confirms psychological problems or social settings that impact on
underlying vulnerability to comorbid substance use, then
these could be targeted for intervention within the at-risk
group. Alternatively, if comorbid substance use is a relatively common part of adolescent development, then it
can be addressed at a broader or national level targeting
experimentation with substance use in general.
There are two other limitations of the study that are
also important to note. First, the study did not ask about
the relatively common practice of mixing tobacco in
with marijuana [36]. This may have implications for how
marijuana or tobacco use are defined, as a previous study
found that some marijuana users who self-identified as
‘non-smokers’ had smoked tobacco in the past month,
and appeared to be perceiving themselves in terms of their
use of marijuana without considering their tobacco use
[37]. This issue has also been raised as a limitation in previous research [20], and future studies would benefit from
making this distinction. Second, respondents were asked
in a class room setting about illegal behaviours, and
thus may have had concerns about confidentiality. However, to minimise response bias, the questionnaire was
anonymous and respondents were advised that participation was voluntary.

Conclusions
This study identifies the prevalence of comorbid use of
marijuana, tobacco and binge drinking in 14 to 15-yearolds. Comorbid substance use is related to a greater frequency of engaging in substance use behaviour, highlighting
a greater risk of subsequent harm arising from comorbid
substance use compared with the use of one substance in
isolation. Comorbid use is predicted by factors such as
gender, ethnicity, school decile status, past week income,
social connectedness, and monitoring and rule enforcement by parents. This supports the view that there is a
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common underlying vulnerability to substance use in
certain individuals, and implies the need for specific interventions. Alternatively, this study may reveal an early indication of more common comorbid substance use in later
adolescence. Further research is needed for clarification.
What is clear, however, is that interventions targeting multiple substances are required – especially concerning dual
marijuana and tobacco use.

Endnotes
a
The dollar amounts refer to New Zealand dollars (NZD).
NZD$30 is equivalent to approximately USD$22 or GBP
£15 as at February 2015.
b
Being respectful of the potential limitations of an ordinal logistic regression model, multinomial logistic regression models were run concurrently and produced
consistent results to those reported here.
Competing interests
The authors declare that they have no competing interests.

Page 8 of 9

8.

9.

10.

11.

12.
13.

14.

15.

16.
Authors’ contributions
All authors contributed to the conception and design of this study, based on
the data available in the New Zealand Youth Insights Survey. JW managed
the literature review, undertook the statistical analysis, and wrote the first
draft of the manuscript. DW assisted with analysis and interpretation and
provided statistical expertise. DW and NW provided critical revision of the
manuscript. All authors contributed to and have approved the final
manuscript.
Acknowledgements
We thank the survey participants, and acknowledge the Ministry of Health
as the funder of the New Zealand Youth Insights Survey. We also thank
Danny Tu for providing technical assistance with the analysis. Natalie Walker
is supported by a Heart Foundation Douglas Senior Fellowship in Heart
Health (Prevention).

17.

18.

19.

20.

21.
Author details
1
Health Promotion Agency, Wellington, New Zealand. 2University of
Canterbury, Christchurch, New Zealand. 3National Institute for Health
Innovation, University of Auckland, Auckland, New Zealand.
Received: 2 October 2013 Accepted: 25 February 2015

22.

23.
24.

References
1. Hilt RJ. Cannabis and the adolescent brain. Pediatr Ann. 2014;43:89–90.
2. U.S. Department of Health and Human Services. Preventing Tobacco Use
Among Young People: A Report of the Surgeon General. Atlanta, GA: U.S.
Department of Health and Human Services, Public Health Service, Centers
for Disease Control and Prevention, National Center for Chronic Disease
Prevention and Health Promotion, Office on Smoking and Health; 1994.
3. Miller JW, Naimi TS, Brewer RD, Jones SE. Binge drinking and associated health
risk behaviors among high school students. Pediatrics. 2007;119:76–85.
4. Ministry of Education: Exclusions from school. [http://www.educationcounts.
govt.nz/indicators/main/student-engagement-participation/80346]
5. Action on Smoking and Health. National ASH Year 10 Snapshot Survey,
1999–2012. Factsheet 1: Youth Smoking in New Zealand. Auckland, New
Zealand: ASH; 2013.
6. Clark TC, Fleming T, Bullen P, Denny S, Crengle S, Dyson B, et al. Youth’12
Overview: The Health and Wellbeing of New Zealand Secondary School
Students in 2012. Auckland, New Zealand: The University of Auckland; 2013.
7. Faeh D, Viswanathan B, Chiolero A, Warren W, Bovet P. Clustering of
smoking, alcohol drinking and cannabis use in adolescents in a rapidly
developing country. BMC Public Health. 2006;6:169.

25.
26.
27.

28.
29.

30.

31.

Leatherdale ST, Burkhalter R. The substance use profile of Canadian youth:
Exploring the prevalence of alcohol, drug and tobacco use by gender and
grade. Addict Behav. 2012;37:318–22.
White A, Chan GCK, Quek L-H, Connor JP, Saunders JB, Baker P, et al. The
topography of multiple drug use among adolescent Australians: Findings
from the National Drug Strategy Household Survey. Addict Behav.
2013;38:2068–73.
Dierker LC, Vesel F, Sledjeski EM, Costello D, Perrine N. Testing the dual
pathway hypothesis to substance use in adolescence and young adulthood.
Drug Alcohol Depend. 2007;87:83–93.
Schmid B, Hohm E, Blomeyer D, Zimmermann US, Schmidt MH, Esser G,
et al. Concurrent alcohol and tobacco use during early adolescence
characterizes a group at risk. Alcohol Alcohol. 2007;42:219–25.
Tu AW, Ratner PA, Johnson JL. Gender differences in the correlates of
adolescents’ cannabis use. Subst Use Misuse. 2008;43:1438–63.
Degenhardt L, Dierker L, Chiu WT, Medina-Mora ME, Neumark Y, Sampson
N, et al. Evaluating the drug use “gateway” theory using cross-national data:
Consistency and associations of the order of initiation of drug use among
participants in the WHO World Mental Health Surveys. Drug Alcohol
Depend. 2010;108:84–97.
Kandel DB, Yamaguchi K, Chen K. Stages of progression in drug
involvement from adolescence to adulthood: Further evidence for the
gateway theory. J Stud Alcohol. 1992;53:447–57.
Patton GC, Coffey C, Carlin JB, Sawyer SM, Lynskey M. Reverse gateways?
Frequent cannabis use as a predictor of tobacco initiation and nicotine
dependence. Addiction. 2005;100:1518–25.
Colder CR, Scalco M, Trucco EM, Read JP, Lengua LJ, Wieczorek WF, et al.
Prospective associations of internalizing and externalizing problems and
their co-occurrence with early adolescent substance use. J Abnorm Child
Psychol. 2013;41:667–77.
Englund MM, Siebenbruner J. Developmental pathways linking externalizing
symptoms, internalizing symptoms, and academic competence to
adolescent substance use. J Adolesc. 2012;35:1123–40.
Zucker RA, Heitzeg MM, Nigg JT. Parsing the undercontrol–disinhibition
pathway to substance use disorders: A multilevel developmental problem.
Child Dev Perspect. 2011;5:248–55.
Lynskey MT, Fergusson DM, Horwood LJ. The origins of the correlations
between tobacco, alcohol, and cannabis use during adolescence. J Child
Psychol Psychiatry. 1998;39:995–1005.
Leatherdale ST, Ahmed R. Alcohol, marijuana, and tobacco use among
Canadian youth: Do we need more multi-substance prevention programming?
J Prim Prev. 2010;31:99–108.
Harakeh Z, de Looze ME, Schrijvers CTM, van Dorsselaer SAFM, Vollebergh
WAM. Individual and environmental predictors of health risk behaviours
among Dutch adolescents: The HBSC study. Public Health. 2012;126:566–73.
Ruiz-Canela M, Burgo CL, Carlos S, Calatrava M, Beltramo C, Osorio A, et al.
Observational research with adolescents: a framework for the management
of the parental permission. BMC Med Ethics. 2013;14:2.
Health Promotion Agency. 2012 Youth Insights Survey: Methodology
Report. Wellington, New Zealand: Health Promotion Agency; 2013.
Jose PE, Ryan N, Pryor J. Does social connectedness promote a greater sense
of well-being in adolescence over time? J Res Adolesc. 2012;22:235–51.
Health Promotion Agency. Alcohol - the Body and Health Effects.
Wellington, New Zealand: Health Promotion Agency; 2014.
Ministry of Health. Ethnicity Data Protocols for the Health and Disability
Sector. Wellington, New Zealand: Ministry of Health; 2004.
Waa A, Edwards R, Newcombe R, Zhang J, Weerasekera D, Peace J, et al.
Parental behaviours, but not parental smoking, influence current smoking
and smoking susceptibility among 14 and 15 year-old children. Aust NZ J
Public Health. 2011;35:530–6.
Heeringa SG, West BT, Berglund PA. Applied Survey Data Analysis. Boca
Raton, FL: Taylor & Francis; 2010.
Camenga DR, Klein JD, Roy J. The changing risk profile of the American
adolescent smoker: Implications for prevention programs and tobacco
interventions. J Adolesc Health. 2006;39:120.e1–10.
Amos A, Wiltshire S, Bostock Y, Haw S, McNeill A. “You can’t go without a
fag…you need it for your hash” - A qualitative exploration of smoking,
cannabis and young people. Addiction. 2004;99:77–81.
Hoek J, Maubach N, Gendall P, Mather D, Gifford H, Erick S, et al. Consumer
Testing of Terminology and Key Messages for Smoking Cessation - Final Report
to the Ministry of Health. Dunedin, New Zealand: University of Otago; 2012.

White et al. BMC Public Health (2015) 15:233

Page 9 of 9

32. Fergusson DM, Horwood LJ. Cannabis use and dependence in a New
Zealand birth cohort. NZ Med J. 2000;113:156–8.
33. Fergusson D, Boden J. Alcohol use in adolescence. In: Gluckman P, Haynes
H, editors. Improving the Transition: Reducing Social and Psychological
Morbidity during Adolescence. Auckland, New Zealand: Office of the Prime
Minister’s Science Advisory Committee; 2011. p. 235–55.
34. Fergusson D, Boden J. Cannabis use in adolescence. In: Gluckman P, Haynes
H, editors. Improving the Transition: Reducing Social and Psychological
Morbidity during Adolescence. Auckland, New Zealand: Office of the Prime
Minister’s Science Advisory Committee; 2011. p. 257–71.
35. Font-Mayolas S, Gras ME, Cebrián N, Salamó A, Planes M, Sullman MJM.
Types of polydrug use among Spanish adolescents. Addict Behav.
2013;38:1605–9.
36. Bélanger RE, Akre C, Kuntsche E, Gmel G, Suris J-C. Adding tobacco to cannabis its frequency and likely implications. Nicotine Tob Res. 2011;13:746–50.
37. Okoli CTC, Richardson CG, Ratner PA, Johnson JL. Adolescents’ self-defined
tobacco use status, marijuana use, and tobacco dependence. Addict Behav.
2008;33:1491–9.

Submit your next manuscript to BioMed Central
and take full advantage of:
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at
www.biomedcentral.com/submit

