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Abstract
Background: Health risk behaviours often co-occur in adolescence. This may be partially explained by a set
of common risk and protective factors. The current study examines the association between risk behaviours
throughout adolescence and identifies common risk factors for multiple risk behaviour in late adolescence.
Methods: We use data from the Longitudinal Study of Young People in England. We examined the association
between risk behaviours at age 14 (n = 15,588), age 16 (n = 12,416) and age 19 (n = 9,548). The associations
between age 19 risk behaviour and earlier risk behaviours and risk and protective factors were assessed
longitudinally. Health risk behaviours included smoking, alcohol use, illicit drug use, delinquency and unsafe
sexual behaviour.
Results: All risk behaviours were found to be associated with other risk behaviours with associations weakening
through adolescence. A number of sociodemographic, interpersonal, school and family factors at age 14 predicted
risk behaviour and multiple risk behaviour at 19, though predictors for heavy alcohol use often differed from other
health risk behaviours. Past risk behaviour was a strong predictor of age 19 risk behaviour though many involved
in only one form of risk behaviour in mid-adolescence do not progress to multiple risk behaviour.
Conclusions: Our findings reaffirm the links between health risk behaviours, but these diminish throughout
adolescence with multiple risk behaviour usually initiated in mid-adolescence. Multiple risk behaviour is initiated in
early or mid adolescence with a number of common risk factors explaining the co-occurrence of risk behaviours.
Keywords: Adolescence, Health, Risk behaviours, Substance use

Background
Many behaviours linked to illness, injury, mortality or
other negative outcomes have their origin in adolescence
[1, 2]. Approximately 80 % of lifetime smoking and alcohol use is initiated in adolescence in both high and
middle-income countries and initiation of illicit drug use
is rare over age 25 years [3]. Age of initiation of sexual
risk behaviours is predominantly in the teens in most
countries [4]. Similarly, adolescent aggression and delinquency remain moderately stable into adulthood [5].
These risk behaviours are linked with a range of adverse
outcomes in later life [5–9] which have made the prevention of adolescent health risk behaviours a policy
focus both in the UK and internationally [10].
* Correspondence: Daniel.hale@ucl.ac.uk
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Adolescent health risk behaviours such as delinquency,
substance use and sexual risk often co-occur [11–15].
Correlations between risk behaviours have typically been
found between .03 and 0.6 [16, 17]. There are two broad
theoretical approaches to explaining associations between health risk behaviours. Gateway theories purport
that involvement in one form of risk leads to others
through increased exposure and desire to engage in
other unsafe behaviours or through decreases in the perceived danger of other risk behaviours [18]. There is
some empirical support for these theories with smoking
and alcohol use leading to exposure and increased initiation of drug use [19] and sexual risk behaviour [20, 21].
Another approach is to postulate a set of common risk
factors for risk behaviours. Jessor’s “problem behaviour
theory” suggests that behaviours which are sociallydefined as problematic or unconventional are enacted as
a manifestation of disregard for such social conventions.

© 2016 Hale and Viner. Open Access This article is distributed under the terms of the Creative Commons Attribution 4.0
International License (http://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to
the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver
(http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated.

Hale and Viner BMC Public Health (2016) 16:458

This proclivity for problem behaviour arises based on
psychosocial protective and risk factors, with protective
factors decreasing the likelihood of problem behaviour
and risk factors increasing the likelihood. Because conventions for health behaviours are often age-dependent,
early health-risk behaviour is often enacted as a means
of demonstrating maturity and independence and repudiating conventionality. Within problem behaviour
theory, this shared function across risk behaviours in
adolescence is seen as a core explanation for cooccurrence [22]. The identification of a number of common risk and protective factors for risk behaviours [11,
14, 23] has contributed to an empirical basis for problem
behaviour theory.
However, little is known about the course of cooccurrence throughout adolescence. This information
could both help inform interventions as well as cast light
on the mechanisms of co-occurrence. For instance, gateway theories would predict an ever-increasing association between risk behaviours as adolescents gained
more and more opportunities to pursue new risk behaviours. Problem behaviour theory, however, might suggest
that adolescent experimentation with health risk behaviour, having correlating meanings and function, might
settled into stable adult health behaviour in late adolescence [24], co-occurrence might diminish. A recent
study indicated that the shared etiology contributing to
smoking, alcohol and marijuana use diminished through
adolescence and early adulthood [25]. This suggests that
interventions targeting multiple risk behaviours are particularly relevant in early adolescence.
The current study aims to:
1) Examine associations between risk behaviours
throughout adolescence into early adulthood to:
a. Examine magnitude of associations across risk
behaviours
b. Assess changes in the magnitude of associations
across adolescence.
2) Identify common risk factors in early adolescence
for alcohol use, drug use and sexual risk behaviour
in later adolescence, and
3) Identify patterns of early risk behaviour associated
with multiple risk behaviour in late adolescence.
We hypothesise, based on problem behaviour theory,
that associations between risk behaviours will be of
greater magnitude for risk behaviours which most precisely represent the aim of repudiating age-delineated
social norms. That is, behaviours which are strongly
socially condemned will have stronger average associations, due to their shared etiological function, than
behaviours which are considered age-normative or
conventional. Specifically, we predict the weakest
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associations with alcohol use, which is often considered normative within adolescence [26]. Conversely,
we expected relatively high associations with illicit
drug use due to its perceived danger and unconventionality [27]. No hypotheses regarding the magnitude
of associations across adolescence are proposed due
to convergent predictions from gateway theories and
problem behaviour theories.
In line, with past literature, we expect to find common
psychosocial risk factors across risk behaviours. However, problem behaviour theory would predict that, as
with associations among risk behaviours, less conventional behaviours would have more similar patterns of
risk. As such, we postulate the most divergent pattern of
risk factors for adolescent alcohol use. We hypothesise
that early risk behaviour, particularly multiple risk behaviour in early adolescence, will predict early adult
multiple risk behaviour.

Methods
This study used data from the Longitudinal Study of
Young People in England (LSYPE) managed by the Department for Education. Detailed methodology for the
panel study has been published previously [28]. Begun in
2004 when respondents were in Year 9 (an educational
year group in the UK taken when students are approx.
age 14), the panel was followed-up annually until 2010,
resulting in a total of seven waves of data. Our analyses
focus predominantly on data in the first three waves and
in wave 6. The data is publically available from the UK
Data Service (http://ukdataservice.ac.uk). As the study
used only secondary data, ethical approval was not
required, as per the UCL Research Ethics Committee
guidelines.
892 schools throughout England were selected for inclusion at wave 1 with 647 (73 %) agreeing to participate
resulting in a nationally-representative total of 15,588 respondents. In subsequent waves, dropout rates ranged
from 14 to 8 %, with a sample of 9,548 in the sixth wave.
Data were collected via face-to-face interviews with respondents and their parents. These data are supplemented by National Pupil Data (NPD) linked to LSYPE
responses. The NPD is a pupil level administrative record containing information for all state-educated students in England including attainment and school
history.
Measures

All measures used in the study were self-reported by
young people except for two measures of family environment (how well young person gets along with parents
and whether young person lives in single parent household) which were parent reported, as were school exclusions and parent education. Academic attainment was
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obtained from the NPD. Area-level deprivation was determined based on respondents’ postcodes.
We used data from Waves 1 to 3 and Wave 6. We did
not include data from Waves 4 and 5 because of a lack
of information on risk behaviours. Wave 4 did not
include items on smoking or sexual risk, making it unsuitable for comparing across a range of risk behaviours
to earlier and later waves. Wave 5 did not include any
assessment of risk behaviours.
Health risk behaviours

Health risk behaviours were chosen (based on their
availability within the dataset) that represented common
adolescent risks. Risk behaviours at age 14 (wave 1) and
age 16 (wave 3) consisted of smoking, alcohol use, cannabis use and delinquency. We created binary risk behaviour items as per government national statistics of
substance use which use the same data set [11]. Regular
smoking was defined as smoking an average of at least
one cigarette a week, and regular alcohol use as drinking
on average at least once a week. Cannabis use was a binary measure of whether the respondent had reported
ever trying cannabis. Finally, delinquency at age 14 was
defined as having ever vandalized public property, shoplifted, graffitied or taken part in a fight or public disturbance. At age 16, delinquency was defined as any of
the same behaviours within the last year. This change
was due to the availability of items within the survey.
Not all risk behaviours were available across all waves.
Sexual risk was not available until wave 6. At age 19
(wave 6) heavy alcohol use was defined as drinking at
least three or four times a week on average. Drug use
was defined as having used any drugs in the last four
weeks. Unsafe sex was defined based on two measures:
whether the respondent reports ever having had unsafe
safe, and, for those who report having had unprotected
sex, the frequency of unsafe sex (with response options
including “rarely”, “less than half the time”, “around half
the time”, “most times”, or “always”. We defined unsafe
sex as having ever had unprotected sex and reporting
frequency from “less than half the time” to “always”. The
only measures of drug taking available in wave 1 and
wave 3 were having ever tried cannabis. No measures of
delinquency and smoking were available in wave 6.
We calculated measures of multiple risk behaviour at
each of age 14, 16 and 19. Multiple risk behaviour was
defined as involvement in two or more risk behaviours
(as defined above) during any one wave.
Postulated predictors of health risk behaviours

Predictors of age 19 behaviours were categorized into
socio-demographic factors, previous risk behaviour, interpersonal factors, school, and family.
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Socio-demographic factors Socio-demographic factors
included gender and ethnicity reported at age 14 and
socio-economic status. The latter was based on 2004
English Index of Multiple Deprivation (IMD) quintiles
and parental education. The IMD is an area-level measure of deprivation created by the UK’s British Department for Communities and Local Government which
categorises areas in England based on seven domains of
deprivation including income, employment, health, education and training, housing and services, living environment and crime. These domains are ranked and
combined to create overall area-level deprivation scores
[29]. Respondents self-categorized into sixteen ethnicities which, for the purpose of the current study were
collapsed into five: white, south Asian, black, mixed race,
and other ethnicities. Parental education was defined
based on whether either parent reported having any secondary school qualifications.
Previous risk behaviour Previous risk behaviour was
based on reports of age 14 and age 16 risk behaviour as
described above. For each of regular smoking, regular alcohol use and delinquency, a four-category variable was
defined indicating those who were never involved in that
risk behaviour, those involved only at age 14, those
involved only at age 16 and those involved at both
reporting periods. For cannabis use, respondents were
categorized as having never tried it, tried it by age 14, or
tried it by age 16. Finally, a ‘risk score’ was constructed
for both age 14 and age 16 by summing the number of
health risk behaviours the respondent reported involvement in.
Interpersonal measures Psychological distress was
assessed using the General Health Questionnaire
(GHQ), completed at age 15. A12-item measure of recent psychological distress, it includes items regarding
a personal sense of self-worth, self-confidence and enjoyment of day-to-day activities [30]. As per UK national statistics criteria, scores of 4 and above were
considered indicative of psychological distress [31]. Three
single-item measures reported at age 14 assessed relationships with peers. Having friends over often and going out
with friends often were defined as more than twice a week.
A binary measure of bullying indicated whether respondents reported being a victim of any form of bullying in
the last 12 months.
School Attainment was measured as the average of
English, maths and science Key Stage 3 exams which are
usually administered when pupils are 14 years old. Low
academic attainment was defined as falling below the
expected level of attainment as per the UK National
Curriculum (Level 5). All other school variables were
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self-reported at age 14. Included was a binary selfassessed measure of academic ability, distinguishing
those who report being average or worse at schoolwork
from those who report being above average. Truancy
was defined as any truancy in the last 12 months. School
exclusion was defined as having been temporarily suspended or permanently excluded from school. Finally,
attitudes towards school were assessed with a composite
measure based on responses to 12 items about how
worthwhile, interesting and enjoyable respondent’s felt
school is.

involved in multiple risk behaviour. Expected and observed counts were computed, as well as adjusted residuals which indicate the magnitude of the difference
between observed and expected counts.

Family Family environment was assessed based on four
items reported at age 14. One item indicated whether
the young person lived in a single-parent household.
The three others assessed the relationship with their
parents. A parent-reported item assessed how well the
respondent got along with parents, classified as ‘fairly or
very well’ or ‘fairly or very badly’. Parental communication was measured as the extent to which the respondent talked to either of their parents about things that are
important to them, classified as less than or more than
once a week. Finally, respondents assessed how often
parents knew where they were while out in the evening
classified as ‘always’ or ‘not always’.

Attrition analyses

Analyses

All analyses were weighted to account for unequal probabilities of selection and follow-up non-response, using
weighting variables provided by the LSYPE team. Variables for which unequal probability of follow-up were
weighted include region, ethnicity, academic achievement, gender, socio-economic status and risk behaviour
participation. To account for the clustered sampling
protocol, analyses were carried out in Stata 12 [32] using
the survey estimation commands (svy); this accounts for
sampling strata, primary sampling unit and design and
attrition weights.
We first carried out separate logistic regression models
assessing the association between each risk behaviour
and other risk behaviours at each reporting period.
Analyses were controlled socio-demographic variables
including area-level deprivation, gender and ethnicity
which have all been shown to be independently associated with health risk behaviours in adolescence. A series
of logistic regression models were run to assess the association between early (age 14 and age 16) risk behaviour,
family, school and interpersonal factors, and age 19 risk
behaviours, controlling for area-level deprivation, gender
and ethnicity. Finally, two chi-square analyses were conducted comparing the proportion of young people involved in each type of risk behaviour, multiple risk
behaviour (two or more health risk behaviours) and no
risk behaviours at age 14 and age 16 who, at age 19 were

Results
Data were available on 15,588 at age 14, of which 12,416
were retained at age 16 and 9,548 at age 19. At age 14,
66 % of the sample self-identified as white, 17 % Asian,
9 % black, 5 % mixed and 3 % ‘other’ ethnicity. 51 % of
the sample was male.

We compared rates of survey completion at age 19
based on key socio-demographic variables and risk
behaviour participation at age 14. Attrition was significantly higher in males (41 %) than females (36 %;
p < .001). Follow-up also differed based on ethnicity
(p < .001). Black respondents had the highest rates of
attrition (51 %). Mixed ethnicity respondents had an
attrition rate of 44 %, followed by Asian (38 %) and
white respondents (37 %). Those who did not categorise into these ethnicities (‘other’ ethnicity) had an
attrition rate of 47 %. Finally, attrition rose steadily
from the least deprived (22 %) to the most deprived
IMD quintile (38 %; p < .001).
No significant differences in follow-up were found between regular alcohol users and non-regular users with
attrition rates of 41 and 38 % respectively (p = .09). However, regular smokers had substantially higher attrition
(59 %) than non-smokers (37 %; p < .001). Likewise,
those who had tried cannabis by age 14 were more
likely to drop out (46 %) than those who had not
(38 %; p < .001). Finally, those involved in delinquent
behaviour had higher attrition rates (47 %) than those
reporting no involvement (35 %; p < .001). Overall, the
analyses suggest differential attrition across sociodemographic variables and risk behaviour participation. The following analyses use sample weighting to
partially attenuate this shortcoming.
Prevalence of individual and concurrent risk behaviours

The prevalences of individual risk behaviours and combinations of behaviours at age 14 and 16 are shown by
gender in Table 1, with those for age 19 in Table 2.
(‘Individual’ risk behaviour use refers to involvement in
a given risk behaviour without regard to involvement in
other risk behaviours, i.e., involvement in an individual
risk behaviour may or may not co-occur with other risk
behaviours).
At all time-points, individual and concurrent risk behaviours were higher in males except for smoking and
most combinations involving smoking (the exception
being concurrent delinquency and smoking at age 16),
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Table 1 Prevalence of risk behaviours by gender at age 14 and age 16
Age 14

Age 16

Male

Female

Male

Female

N = 7,939

N = 7,649

N = 6.286

N = 6,130

% (95 % CI)

% (95 % CI)

% (95 % CI)

% (95 % CI)

Regular smoking

4.5 (3.8, 5.2)

7.3 (6.5, 8.1)

15.1 (14.0, 16.4)

19.4 (18.0, 20.9)

Regular alcohol use

8.2 (7.4, 9.1)

7.4 (6.6, 8.3)

21.4 (20.0, 22.8)

17.8 (16.5, 19.1)

Ever tried cannabis

10.4 (9.5, 11.4)

8.9 (8.1, 9.8)

29.6 (28.2, 31.2)

26.5 (25.1, 28.0)

Delinquency

34.2 (32.7, 35.7)

23.2 (21.9, 24.5)

27.3 (25.8, 28.8)

16.4 (15.3, 17.6)

Drinking and Smoking

1.6 (1.3, 2.0)

2.0 (1.6, 2.4)

7.3 (6.5, 8.2)

8.6 (7.7, 9.6)

Reg. alcohol use and tried cannabis

2.9 (2.4, 3.4)

2.8 (2.3, 3.4)

13.0 (11.9, 14.2)

11.4 (10.4, 12.6)

Smoking and tried cannabis

2.8 (2.4, 3.3)

4.0 (3.5, 4.6)

11.4 (10.4, 12.5)

13.6 (12.6, 14.8)

Delinquency and reg. alcohol use

5.1 (4.6, 5.8)

4.6 (4.0, 5.2)

11.2 (10.2, 12.3)

7.7 (6.8, 8.6)

Delinquency and smoking

3.8 (3.2, 4.5)

5.2 (4.6, 6.0)

9.3 (8.4, 10.4)

8.0 (7.1, 8.9)

Delinquency and drugs

7.8 (7.0, 8.6)

6.0 (5.4, 6.8)

15.8 (14.6, 17.1)

10.3 (9.3, 11.4)

Two or more risk behaviours

11.5 (10.6, 12.6)

11.0 (10.1, 11.9)

25.6 (24.2, 27.1)

21.9 (20.5, 23.4)

which were higher for females. The prevalence of all individual risk behaviours rose between age 14 and 16 except for delinquency, the prevalence of which decreased.
(Those at age 19 were not directly comparable because
they were defined differently.)
Association between health risk behaviours

The associations between each risk behaviour at each
reporting period are shown in Tables 3. In all cases, involvement in any risk behaviour was significantly associated with all other risk behaviours. This is reflected in
the fact that prevalences of any risk behaviour for those
involved in any other risk behaviour were many times
higher than those not involved in that risk behaviour.
The strength of association between risk behaviours was
equal or greater at age 14 than at 16 for all associations
excepting delinquency and alcohol use. Significant reductions in the strength of associations (based on nonoverlapping odds ratios) were found for regular smoking
Table 2 Prevalence of risk behaviours by gender at age 19
Age 19

Heavy alcohol use

Male

Female

N = 4,684

N = 4,864

% (95 % CI)

% (95 % CI)

24.6 (22.9, 26.4)

16.7 (15.3, 18.2)

Drug use in last month

18.5 (17.1, 19.9)

9.6 (8.6, 10.8)

Sexual risk

15.6 (14.3, 17.0)

11.6 (10.5, 12.9)

Heavy alcohol use and Drugs

7.5 (6.6, 8.5)

4.0 (3.3, 4.9)

Sex and heavy alcohol use

5.2 (4.5, 6.1)

2.8 (2.3, 3.5)

Sex and drugs

5.7 (4.9, 6.6)

2.0 (1.6, 2.6)

Two or more risk behaviours

13.4 (12.3, 14.7)

6.9 (6.0, 7.8)

with having ever tried cannabis, and regular smoking
with delinquency. Though associations are not directly
comparable between age 19 and earlier reporting periods
because risk behaviours were defined differently, the
odds-ratios at age 19 were uniformly smaller than in
earlier waves. The highest associations at age 14 and 16
were found between cannabis and smoking. The
strength of association between smoking and delinquency at age 14 was also particularly strong. At age 19,
the association between sexual risk behaviour and heavy
alcohol use was smaller than for other associations. For
other cases, the sizes of odds ratios within each wave
were largely comparable.
Because increasing associations between risk behaviours with age may be partly attributable to higher rates
of attrition for those participating in risk behaviours, we
examined associations between risk behaviours at age 14
and 16 using a complete-case sample of participants
who completed the Wave 6 assessment. Odds ratios (not
shown) were highly comparable to those in the original
analysis and patterns of decreasing associations between
risk behaviours with age held.
Predictors of age 19 risk behaviour

Odds Ratios and p-values for the association between
age 19 risk behaviours and earlier risk behaviour, demographics and interpersonal, school and family factors are
shown in Table 4. Males were significantly more likely to
be involved in all risk behaviours. Low parental education predicted unsafe sex but was inversely associated
with heavy alcohol use and unassociated with drug use.
Similarly, compared to the least deprived IMD quintile
all others were significantly associated with unsafe sex
and all quintiles excepting the second least deprived
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Table 3 Associations among risk behaviours at ages 14, 16 and 19
Engagement in other risk behaviours
Reg. smoking

Reg. alcohol use

Ever tried cannabis

Delinquency

% (95 % CI)

% (95 % CI)

% (95 % CI)

% (95 % CI)

Reg. smokers

–

30.0 (26.3, 34.0)

58.3 (54.0, 62.6)

77.2 (73.4, 80.6)

Non-regular smokers

–

6.4 (5.8, 7.0)

6.5 (6.0, 7.1)

25.5 (24.5, 26.5)

Association: OR

–

6.0 (4.8, 7.5)

22.2 (18.0, 27.3)

11.0 (8.8, 13.7)

Reg. alcohol users

22.9 (19.9, 26.2)

–

36.9 (33.3, 40.6)

62.3 (58.9, 65.5)

Not regular users

4.5 (4.0, 5.1)

–

7.5 (6.9, 8.1)

25.7 (24.6, 26.8)

Association: OR

6.0 (4.8, 7.5)

–

6.8 (5.6, 8.1)

4.7 (4.0, 5.5)

Tried Cannabis

35.6 (32.7, 38.7)

29.1 (26.3, 32.0)

–

71.4 (68.5, 74.1)

Not tried Cannabis

2.7 (2.3, 3.1)

5.4 (4.9, 5.9)

–

23.8 (22.8, 24.8)

Association: OR

22.3 (18.1, 27.5)

6.8 (5.6, 8.1)

–

7.4 (6.3, 8.6)

Delinquency

15.8 (14.3, 17.5)

17.0 (15.7, 18.5)

24.3 (22.7, 26.0)

–

No delinquency

1.9 (1.6, 2.2)

4.1 (3.4, 4.7)

3.9 (3.4, 4.4)

–

Association: OR

11.1 (8.9, 13.8)

4.7 (4.0, 5.5)

7.4 (6.3, 8.6)

–

Reg. smokers

–

46.2 (43.3, 49.1)

73.0 (70.7, 75.3)

50.1 (47.3, 52.9)

Non-regular smokers

–

13.9 (12.9, 14.8)

18.2 (17.2, 19.3)

15.5 (14.6, 16.4)

Association: OR

–

5.3 (4.7, 6.1)

13.0 (11.4, 14.9)

6.1 (5.3, 7.0)

Reg. alcohol users

40.1 (38.3, 43.6)

–

62.7 (60.1, 65.2)

48.1 (45.4, 50.8)

Not regular users

11.5 (10.6, 12.4)

–

20.0 (19.0, 21.0)

15.6 (14.7, 16.5)

Association: OR

5.3 (4.6, 6.1)

–

6.4 (5.6, 7.2)

5.2 (4.6, 5.9)

Tried cannabis

45.4 (43.1, 47.7)

43.3 (41.1, 45.5)

–

46.4 (44.3, 48.6)

Panel A: Age 14

Panel B: Age 16

Not tried

6.4 (5.8, 7.1)

10.2 (9.4, 11.0)

–

12.2 (11.4, 13.0)

Association: OR

13.1 (11.4, 14.9)

6.4 (5.7, 7.2)

–

6.4 (5.7, 7.2)

Delinquency

40.3 (37.9, 42.7)

43.0 (40.6, 45.4)

60.0 (57.6, 62.2)

–

No delinquency

11.0 (10.1, 11.9)

13.0 (12.1, 14.0)

19.3 (18.3, 20.3)

–

Association: OR

6.1 (5.3, 7.0)

5.2 (4.6, 5.9)

6.4 (5.7, 7.2)

–

Engagement in other risk behaviours
Heavy alcohol use

Drug use, 30 days

Sexual Risk

% (95 % CI)

% (95 % CI)

% (95 % CI)

Heavy alcohol use

–

28.2 (25.8, 30.7)

19.3 (17.1, 21.7)

Non-heavy or no use

–

10.5 (9.6, 11.4)

12.1 (11.2, 13.2)

Association: OR

–

3.1 (1.7, 2.3)

1.9 (1.6, 2.2)

Drugs

40.7 (37.4, 44.1)

–

26.8 (23.8, 30.1)

No drugs

17.0 (15.9, 18.3)

–

11.3 (10.4, 12.3)

Association: OR

3.1 (2.6, 3.6)

–

2.7 (2.3, 3.3)

Sexual Risk

29.3 (26.3, 32.6)

28.2 (25.2, 31.5)

–

Panel C: Age 19

No sexual risk

19.3 (18.1, 20.6)

12.1 (11.2, 13.0)

–

Association: OR

1.9 (1.6, 2.2)

2.7 (2.3, 3.3)

–

Prevalence of risk behaviours (%) by other risk involvement and odds-ratios (ORs; in bold) for the association between risk behaviours, controlled for gender,
ethnicity and area deprivation (English Index of Multiple Deprivation; IMD). Panel A shows associations at age 14, Panel B shows associations at age 16 and
Panel C shows associations at age 19
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Table 4 Adjusted associations of early risk behaviour, sociodemographic and psychosocial factors with age 19 unsafe sex, heavy
alcohol use and drug use
Unsafe sex

Heavy alcohol use

Drug use

OR (CI)

P

OR (CI)

P

OR (CI)

P

Gender (ref: Male)

.71 (.61, .81)

<.001

.61 (.53, .69)

<.001

.47 (.40, .54)

<.001

Low parental education

1.31 (1.08, 1.58)

.006

.52 (.43, .63)

<.001

.98 (.81, 1.20)

.862

2nd least deprived

1.28 (1.01, 1.61)

.04

.87 (.74, 1.01)

.067

1.06 (.88, 1.27)

.535

Median quintile

1.56 (1.23, 1.97)

<.001

.76 (.64, .90)

.002

.99 (.79, 1.23)

.923

2nd most deprived

2.27 (1.79, 2.87)

<.001

.62 (.51, .75)

<.001

1.07 (.85, 1.34)

.584

Most deprived

2.26 (1.74, 2.95)

<.001

.43 (.34, .55)

<.001

.98 (.76, 1.27)

.886

Asian

.16 (.11, .23)

<.001

.35 (.26, .46)

<.001

.32 (.24, .43)

<.001

Black

.57 (.40, .80)

.001

.25 (.17, .37)

<.001

.55 (.35, .88)

.012

Mixed

.89 (.62, 1.29)

.551

.80 (.56, 1.13)

.198

1.79 (1.31, 2.45)

<.001

Other

.45 (.24, .85)

.014

.43 (.34, .55)

<.001

.41 (.21, .78)

.007

Age 14 only

1.95 (1.33, 2.87)

.001

1.45 (1.04, 2.04)

.031

1.70 (1.17, 2.49)

.006

Age 16 only

1.99 (1.60, 2.46)

<.001

2.24 (1.90, 2.65)

<.001

3.06 (2.52, 3.71)

<.001

Both age 14 and 16

3.00 (2.18, 4.13)

<.001

3.82 (2.93, 4.98)

<.001

3.96 (2.92, 5.35)

<.001

Age 14 only

2.68 (1.16, 6.15)

.021

1.02 (.45, 2.32)

.955

2.54 (1.12, 5.75)

.025

Age 16 only

2.99 (2.43, 3.70)

<.001

1.49 (1.24, 1.81)

<.001

4.44 (3.65, 5.41)

<.001

Both age 14 and 16

3.25 (2.32, 4.55)

<.001

1.06 (.73, 1.54)

.753

5.28 (3.87, 7.19)

<.001

Age 14 only

2.20 (1.76, 2.75)

<.001

1.03 (.85, 1.25)

.757

2.08 (1.69, 2.54)

<.001

Age 16 only

2.54 (1.98, 3.24)

<.001

1.40 (1.12, 1.74)

.003

2.58 (2.06, 3.22)

<.001

Both age 14 and 16

4.33 (3.49, 5.36)

<.001

1.65 (1.34, 2.02)

<.001

5.32 (4.34, 6.53)

<.001

Tried by age 14

2.71 (2.16, 3.41)

<.001

1.80 (1.47, 2.22)

<.001

7.81 (6.25, 9.75)

<.001

Tried by age 16

2.22 (1.84, 2.67)

<.001

2.13 (1.83, 2.47)

<.001

5.29 (4.47, 6.26)

<.001

One

2.13 (1.76, 2.56)

<.001

1.34 (1.15, 1.55)

<.001

2.42 (2.03, 2.88)

<.001

Two

2.90 (2.21, 3.81)

<.001

1.49 (1.15, 1.94)

.002

4.15 (3.19, 5.38)

<.001

Three

4.12 (2.87, 5.90)

<.001

1.32 (.93, 1.88)

.118

6.83 (4.96, 9.40)

<.001

Four

4.36 (2.22, 8.58)

<.001

2.84 (1.51, 5.37)

.001

8.73 (4.59, 16.60)

<.001

One

1.93 (1.58, 2.36)

<.001

1.81 (1.55, 2.10)

<.001

3.23 (2.65, 3.93)

<.001

Two

3.14 (2.48, 3.96)

<.001

2.30 (1.91, 2.78)

<.001

5.98 (4.84, 7.39)

<.001

Three

3.75 (2.93, 4.80)

<.001

2.53 (2.00, 3.21)

<.001

10.70 (8.38, 13.66)

<.001

Four

6.05 (4.36, 8.38)

<.001

2.73 (2.04, 3.67)

<.001

14.10 (10.47,18.99

<.001

Sociodemographics

IMD (ref: least deprived)

Ethnicity (ref: White)

Risk behaviours
Regular alcohol use

Regular smoking

Delinquency

Tried cannabis

Age 14 risk score

Age 16 risk score

Interpersonal factors
GHQ (age 15)

1.52 (1.26, 1.83)

<.001

1.28 (1.10, 1.50)

.002

1.72 (1.43, 2.06)

<.001

Friends over often (age 14)

1.42 (1.20, 1.68)

<.001

.93 (.81, 1.06)

.271

1.37 (1.16, 1.60)

<.001
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Table 4 Adjusted associations of early risk behaviour, sociodemographic and psychosocial factors with age 19 unsafe sex, heavy
alcohol use and drug use (Continued)
Out with friends often (age 14)

1.79 (1.54, 2.08)

<.001

1.01 (.89, 1.15)

.856

1.53 (1.33, 1.75)

<.001

Bullied in last 12 months (age 14)

1.28 (1.09, 1.50)

.002

1.02 (.90, 1.16)

.740

1.34 (1.15, 1.55)

<.001

School factors
Low academic attainment (age 14)

1.71 (1.43, 2.05)

<.001

.62 (.51, .74)

<.001

.95 (.77, 1.16)

.590

Self-reported bad at school (age 14)

1.92 (1.64, 2.24)

<.001

.82 (.72, .93)

.002

1.29 (1.10, 1.50)

.001

Exclusions in past 3 years (age 14)

1.95 (1.52, 2.52)

<.001

1.03 (.80, 1.32)

.839

2.08 (1.63, 2.64)

<.001

Truancy in last 12 months (age 14)

2.11 (1.72, 2.60)

<.001

1.31 (1.10, 1.57)

.003

2.80 (2.34, 3.36)

<.001

Attitudes towards school (age 14; continuous)

.95 (.94, .96)

<.001

.99 (.98, 1.00)

.011

.96 (.95, .97)

<.001

Family factors
Single parent family (age 14)

1.37 (1.15, 1.64)

.001

.87 (.73, 1.03)

.113

1.31 (1.10, 1.57)

.003

Not get on very well with parents (age 14)

1.22 (1.03, 1.44)

.022

1.12 (.98, 1.29)

.105

1.21 (1.03, 1.41)

.020

Low parental communication (age 14)

1.31 (1.11, 1.54)

.001

1.11 (.97, 1.27)

.129

1.41 (1.21, 1.63)

<.001

Parents not always know where child is in evenings (age 14)

1.81 (1.55, 2.10)

<.001

1.24 (1.09, 1.40)

.001

1.93 (1.68, 2.21)

<.001

All analyses were adjusted for ethnicity, parental education, area deprivation (English Index of Multiple Deprivation; IMD) and gender. Associations for all other
items are modeled separately
Ref reference group. Where not stated, the reference group for all other categorical variables is the absence of the stated factor. All predictor variables are binary
except “attitudes towards school”

were inversely associated with heavy alcohol use. IMD
was unassociated with drug use. Compared to white ethnicity, Asian ethnicity was protective for all risk behaviours as were black and ‘other’ ethnicities for heavy
alcohol use. Mixed ethnicity was protective for heavy alcohol use but was associated with increased drug use.
Other comparisons failed to reach significance.
All age 14 and 16 risk behaviours were significantly associated with age 19 unsafe sex, drug use and heavy alcohol use except for age 14 only smoking which was not
significantly associated with alcohol use, and age 14 only
delinquency which was unassociated with heavy alcohol
use. In all cases, increasing risk scores were increasingly
associated with age 19 risk behaviours.
GHQ score was positively associated with all risk behaviours. Having friends over often, being out with
friends often and being bullied predicted all risk behaviours excepting heavy alcohol use.
Good grades were associated with increased risk for alcohol use, but were protective for unsafe sex. Grades
were unassociated with illicit drug use. Low self-rated
scholastic ability was associated with increased risk for
unsafe sex and drug use, but with decreased risk for
heavy alcohol use. Truancy was associated with all risk
behaviours at 19. School exclusions were associated with
all risk behaviours excepting alcohol use. Positive attitudes towards school were associated with decreased risk
for all risk behaviours.
Living in single-parent households was a significant
risk factor for all risk behaviours excepting heavy alcohol
use. The same patterns emerged for not getting along
with parents and parental communication. Parents not

always knowing where the respondent is in the evening
was a risk factor for all risk behaviours.
Comparing early risk behaviours as predictors for
multiple risk behaviour

Two chi-square analyses were conducted with the aim of
comparing early risk behaviours to ascertain which were
most strongly associated with multiple risk behaviour at
age 19. The results show that early risk behaviour was
associated with multiple risk behaviour at 19 for both
age 14 risk behaviour, χ2 (5) = 405.06, p < .001 and age 16
risk behaviour, χ2 (5) = 764.25, p < .001. We compared
observed proportions of respondents involved in multiple risk behaviour based on age 14 and age 16 patterns
of risk behaviour with expected proportions of multiple
risk behaviour. (Expected proportions were calculated as
the overall total rate of multiple risk behaviour involvement: 10.1 %.) Those not involved in any risk behaviour
at age 14 or 16 were underrepresented in age 19 multiple risk behaviour, while those involved in more than
one risk behaviour were overrepresented (Table 5).
Those who only smoke at age 14 were slightly underrepresented, while those who smoke only at age 16 were
substantially less likely to engage in multiple risk behaviour than average. Those who drank only at 14 were
most likely than average to become multiple risk takers
at 14 but those who drank only at 16 were less likely
than average. A similar pattern emerged for delinquency,
though observed and expected percentages of multiple
risk behaviour were near identical for age 16 delinquency. Having tried cannabis was the only individual
risk behaviour for which observed percentages for age
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Table 5 Expected and observed percentage of respondents involved in age 19 multiple risk behaviour (2 or more behaviours) by
age 14 and age 16 risk behaviour
Expected
(%)

Age 14
Observed (%)

Age 16
AR

Observed (%)

AR

No risk behaviours

10.1

6.1

−16.68

3.8

−19.97

Regular smoking

10.1

8.7

−0.35

5.8

−2.40

Regular drinking

10.1

15.3

2.34

7.7

−1.63

Tried Cannabis

10.1

22.4

5.32

16.0

4.15

Delinquency

10.1

14.6

6.08

9.5

−0.29

Multiple risk (2+)

10.1

24.4

14.44

24.8

23.04

AR adjusted residuals, indication of magnitude of difference between expected and observed counts. ARs over 2 and below −2 indicate statistically significant
differences between expected and observed proportions. Positive ARs indicate larger observed proportions than expected; negative ARs indicate smaller observed
proportions than expected

19 multiple risk behaviour were higher than expected at
both age 14 and 16.

Discussion
These data from a large nationally representative contemporary dataset demonstrate strong associations between health risk behaviours in adolescents, though the
strength of associations decreased with age. The strongest associations tended to be with drug use and the
weakest with alcohol use as hypothesised. Risk factors
for drug use and unsafe sex were comparable; patterns
of risk factors for heavy alcohol use often differed. This
corresponds with our proposed hypotheses regarding
perceptions of alcohol use as socially normative. Those
involved in multiple risk behaviour in early adolescence
were far more likely to be multiple risk-takers at age 19,
with single-risk takers in mid-adolescence largely underrepresented in age 19 multiple risk behaviour.
Our findings fit with gateway theories by suggesting
that few drug users are not also involved in other “stepping stone” behaviours, such as tobacco and alcohol use
[19] and that drinking and smoking in early adolescence
were strongly predictive of drug use in late adolescence.
The findings are also interpretable from the perspective
of problem behaviour theory, whereby different forms of
adolescent risk behaviour are manifestations of unconventional behaviour; this is consistent with alcohol
having weaker associations with other risk behaviours
because, arguably, it is among the most socially accepted
form of risk behaviour. Further, though early alcohol use
predicted other forms of later risk behaviour strongly,
other risk behaviours in early adolescence were relatively
weak predictors of age 19 drinking. Since respondents
were of legal drinking age at this age, social disapproval
for drinking may be perceived as particularly low. Other
included risk behaviours, such as adolescent smoking,
delinquency and drug use, and adult unsafe sex and drug
use are generally socially (or legally) proscribed. The

pattern of associations supports multiple risk behaviour
as a rejection of social norms.
Despite strong associations between risk behaviours at
all reporting periods, the size of associations decreased
with age. Past studies show that associations between
risk behaviours are substantially lower in late adolescence compared to earlier stages of adolescence [16, 33].
This may represent a transition from general risk behaviour etiology to risk-specific influences [25]. At-risk
adolescents appear to participate in risk behaviour indiscriminately. From a problem behaviour perspective, risk
behaviour in adolescence co-occurs because it serves
comparable functions, relating to sensation-seeking,
defying convention and demonstrating maturity and independence. This may be related to higher rates of impulsivity, and risk-taking compared to adults. Deficits in
impulse-control have a neurological basis due to ongoing maturation in the prefrontal cortex [34].
The weakening association between risks seems at
odds with gateway theories which might suggest that
associations between risks become stronger as early risk
behaviours led to opportunities to engage in others. Relatedly, multiple risk behaviour initiation seems to occur
early; age 14 and age 16 multiple risk takers were far
more likely than others to be involved in multiple risk
behaviour in late adolescence. Past work has noted that
those who initiate risk behaviours early are more likely
to be multiple risk-takers [35].
Along with previous health risk behaviours, we identified a number of sociodemographic, interpersonal,
school and family risk and protective factors for risk behaviours in late adolescence. These generally correspond
with findings of previous studies [13, 14, 35–37]. This
gives credence to the notion that multiple risk behaviours arise due to common risk and protective factors.
The identified common risk factors complement and
contribute to existing evidence regarding common risk
factors for substance use, delinquency and unsafe sexual
practices [11, 14, 17, 38, 39].
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Limitations

equivalent. Likewise, this weakness applies to the construction of risk scores at age 14 and 16, though sensitivity analyses suggest that excluding each individual risk
behaviour from the computation of the risk score leads
to similar associations with age 19 risk behaviours.
Measuring risk behaviour participation entirely based on
self-reports may threaten the validity of the findings.
However, studies comparing self-report to objective
measures of risk behaviour in adolescents suggests that
self-report measures provide largely valid data [47, 48].
Though a number of domains of risk factors for
health risk behaviours were represented within the
data set, several important predictors were unavailable such as impulsivity, sensation-seeking and peer
risk behaviours.
The analyses involved a relatively large number of
associations among pairs of variables and are thus liable to Type I errors. This limitation is somewhat
tempered by the strong effects noted for the majority
of significant associations, with P-values frequently
less than .001.
Attrition may have compromised the validity of the
findings. Total attrition between waves 1 and 6 was
nearly 40 %. This may have changed the pattern of results, especially considering the differences in attrition
across socio-demographic variables and participation in
risk behaviour. We used sample weights to partially attenuate this limitation. These weights accounted for differences in response rates based on risk behaviours
including substance use and sexual risk behaviour. Furthermore, we repeated analyses regarding the strength of
associations across adolescence (which we identified as
particularly vulnerable to bias due to attrition) with a
complete-case sample with identical results, suggesting
that changes across adolescence in the strength of associations among risk behaviours are not due to attrition.
As such, we believe the bias introduced by attrition to
be minimal.

Our study was strengthened by the use of a large, demographically representative national dataset containing
longitudinal data throughout adolescence. These data focused on a limited selection of risk behaviours. The definition of multiple-risk behaviour was based on this
limited selection and as such, differs from some past definitions [44–46]. Though the findings are likely generally
applicable across a wider range of risk factors, this requires replication using a broader range of risk behaviours. Risk behaviours available in earlier waves were not
available at age 19 so we could not assess the prevalence
of multiple risk behaviour at age 19 in a comparable way
to earlier waves.
Defining multiple risk behaviour as involvement in any
two risk behaviours also presents some problems because it treats all combinations of risk behaviours as

Conclusion
Adolescent risk behaviours are strongly linked, though
the strength of association decreases with age. This link
is at least partially attributable to common risk and protective factors, though late adolescent alcohol use does
not conform to the patterns established by other risk
behaviours. Multiple risk behaviours are initiated early
in adolescence with some adolescents initiating a single
risk behaviour in early or mid adolescence and not
progressing to others. The findings are suggestive of interventions targeting risk-taking as a manifestation of
non-conventional behaviour which, in conjunction with
single-risk behaviour prevention strategies, have the potential to reduce multiple risk behaviour by targeting
common risk factors.

Some key differences are evident when comparing alcohol use to other risk behaviours. Our findings correspond with past studies which have noted that alcohol
use (but not other risk behaviours) is associated with increased affluence [40, 41]. This may also be related to
the differences found in regards to school factors. Past
research has found that heavy alcohol use in early adolescence is related to poor academic performance, but in
late adolescence the association disappears or is reversed
[42]. Heavy alcohol use in late adolescence is associated
with different alcohol use trajectories. Some represent
pervasive and continuing heavy use, while others reflect
the contextual and social norms of late adolescence [43].
These trajectories are associated with different sociodemographic characteristics and educational outcomes.
Those in postsecondary education are often involved in
more heavy drinking than others, despite less alcohol
use in early adolescence [43].
Our results suggest that common risk factors are associated with a range of risk behaviours. This suggests that
interventions targeting risk factors for individual risk behaviours may also have implications for other (non-targeted) risk behaviours and multiple risk behaviours. The
findings also have implications for the timing of such interventions, since multiple risk behaviour is often initiated early in adolescence. However, a large proportion of
risk-takers are involved in only one type of risk meaning
that risk-specific interventions are indispensible. Most
risk behaviour fits a pattern of non-conventional behaviour manifesting in unhealthy behaviour. However, alcohol use in late adolescence appears to defy this pattern
in some regards necessitating strategies which reflect
its different range of risk and protective factors. As
such, our findings are highly consistent with explanations of adolescent risk behaviour based on problem
behaviour theory.

Hale and Viner BMC Public Health (2016) 16:458

Abbreviations
GHQ, General Health Questionnaire; IMD, Index of Multiple Deprivation;
LSYPE, Longitudinal Study of Young People in England; NPD, National
Pupil Data
Acknowledgements
This is an independent report commissioned and funded by the Policy
Research Programme in the Department of Health. The views expressed are
not necessarily those of the Department. We would also like to thank
members of the CPRU: Terence Stephenson, Catherine Law, Ruth Gilbert,
Miranda Wolpert, Amanda Edwards, Steve Morris, Helen Roberts and
Catherine Shaw.
We would also like to acknowledge that this research was conducted using
data from the ‘Longitudinal Study of Young People in England’ sponsored
by the Department for Education.
Availability of data and materials
The datasets supporting the conclusions of this article are available in the UK
Data Service repository. Data identifier: SN 5545, https://discover.
ukdataservice.ac.uk/catalogue/?sn=5545&type=Data%20catalogue.
Authors’ contributions
DH conducted analyses and prepared the manuscript. RV conceived the
programme of study, contributed to analyses and interpretation, and
proofread and edited the manuscript. Both authors read and approved the
final manuscript.
Competing interests
The authors declare that they have no competing interests.
Consent for publication
Not applicable.
Ethics approval and consent to participate
Review board approval was not needed. The UCL Research Ethics
Committee does not require approval for research involving the collection or
study of existing data, documents or records that are publicly available.
Received: 26 August 2015 Accepted: 17 May 2016

References
1. Committee on Adolescent Health Care Services and Models of Care for
Treatment P, and Healthy Development. Adolescent health services:
missing Opportunities. Report Brief. Washington, DC: National Academy of
Sciences; 2008.
2. World Health Organization. Young people: health risks and solutions.
Geneva: WHO; 2011.
3. Degenhardt L, Chiu W-T, Sampson N, Kessler RC, Anthony JC, Angermeyer
M, et al. Toward a global view of alcohol, tobacco, cannabis, and cocaine
use: findings from the WHO World Mental Health Surveys. PLoS Med. 2008;
5(7):e141. doi:10.1371/journal.pmed.0050141.
4. Wellings K, Collumbien M, Slaymaker E, Singh S, Hodges Z, Patel D, et al.
Sexual behaviour in context: a global perspective. Lancet. 2006;368(9548):
1706–28. doi:10.1016/s0140-6736(06)69479-8.
5. Huesmann LR, Dubow EF, Boxer P. Continuity of aggression from childhood
to early adulthood as a predictor of life outcomes: implications for the
adolescent-limited and life-course-persistent models. Aggress Behav. 2009;
35(2):136–49. doi:10.1002/ab.20300.
6. Mirza KAH, Mirza S. Adolescent substance misuse. Psychiatry. 2008;7(8):357–
62. doi:10.1016/j.mppsy.2008.05.011.
7. Rohde P, Lewinsohn PM, Kahler CW, Seeley JR, Brown RA. Natural course of
alcohol use disorders from adolescence to young adulthood. J Am Acad
Child Adolesc Psychiatry. 2001;40(1):83–90. doi:10.1097/00004583200101000-00020.
8. Sandfort TGM, Orr M, Hirsch JS, Santelli J. Long-term health correlates of
timing of sexual debut: results from a national US study. Am J Public Health.
2008;98(1):155–61. doi:10.2105/ajph.2006.097444.
9. Viner RM, Taylor B. Adult outcomes of binge drinking in adolescence:
findings from a UK national birth cohort. J Epidemiol Community Health.
2007;61(10):902–07. doi:10.1136/jech.2005.038117.

Page 11 of 12

10. Hale DR, Viner RM. Policy responses to multiple risk behaviours in
adolescents. J Public Health. 2012;34 suppl 1:i11–i9. doi:10.1093/pubmed/
fdr112.
11. Bridges S, Gill V, Omole T, Sutton R, Wright V. Smoking, drinking and drug
use among young people in England in 2010. London: National Centre for
Social Research and the National Foundation for Educational Research;
2011.
12. Doran N, Luczak SE, Bekman N, Koutsenok I, Brown SA. Adolescent
substance use and aggression: a review. Crim Justice Behav. 2012;39(6):748–
69. doi:10.1177/0093854812437022.
13. Hair EC, Park MJ, Ling TJ, Moore KA. Risky behaviors in late adolescence: cooccurrence, predictors, and consequences. J Adolesc Health. 2009;45(3):253–
61. doi:10.1016/j.jadohealth.2009.02.009.
14. Jackson C, Sweeting H, Haw S. Clustering of substance use and sexual risk
behaviour in adolescence: analysis of two cohort studies. BMJ Open. 2012;
2(1). doi:10.1136/bmjopen-2011-000661.
15. Schofield H-L, Bierman K, Heinrichs B, Nix R, Group CPPR. Predicting early
sexual activity with behavior problems exhibited at school entry and in
early adolescence. J Abnorm Child Psychol. 2008;36(8):1175–88. doi:10.1007/
s10802-008-9252-6.
16. Guilamo-Ramos V, Litardo HA, Jaccard J. Prevention programs for reducing
adolescent problem behaviors: implications of the co-occurrence of
problem behaviors in adolescence. J Adolesc Health. 2005;36(1):82–6. doi:10.
1016/j.jadohealth.2003.12.013.
17. Wiefferink C, Peters L, Hoekstra F, Dam G, Buijs G, Paulussen T. Clustering of
health-related behaviors and their determinants: possible consequences for
school health interventions. Prev Sci. 2006;7(2):127–49. doi:10.1007/s11121005-0021-2.
18. Pudney S. The road to ruin? Sequences of initiation to drug use and crime
in Britain. Econ J. 2003;113(486):C182–C98. doi:10.1111/1468-0297.00107.
19. Wagner FA, Anthony JC. Into the world of illegal drug use: exposure
opportunity and other mechanisms linking the use of alcohol, tobacco,
marijuana, and cocaine. Am J Epidemiol. 2002;155(10):918–25. doi:10.1093/
aje/155.10.918.
20. Bellis M, Hughes K, Calafat A, Juan M, Ramon A, Rodriguez J, et al. Sexual
uses of alcohol and drugs and the associated health risks: a cross sectional
study of young people in nine European cities. BMC Public Health. 2008;
8(1):155. doi:10.1186/1471-2458-8-155.
21. Parkes A, Wight D, Henderson M, Hart G. Explaining associations between
adolescent substance use and condom use. J Adolesc Health. 2007;40(2):
180.e1-18. doi:10.1016/j.jadohealth.2006.09.012.
22. Jessor R, Turbin MS, Costa FM. Protective factors in adolescent health behavior.
J Pers Soc Psychol. 1998;75(3):788–800. doi:10.1037//0022-3514.75.3.788.
23. Institute of Medicine. The science of adolescent risk-taking: Workshop
report. Washington, DC: Committee on the Science of Adolescence; 2010.
24. Chen K, Kandel DB. The natural history of drug use from adolescence
to the mid-thirties in a general population sample. Am J Public Health.
1995;85(1):41–7.
25. Vrieze SI, Hicks BM, Iacono WG, McGue M. Decline in genetic influence on
the co-occurrence of alcohol, marijuana, and nicotine dependence
symptoms from age 14 to 29. Am J Psychiatry. 2012;169(10):9.
26. Litt DM, Stock ML. Adolescent alcohol-related risk cognitions: the roles
of social norms and social networking sites. Psychol Addict Behav.
2011;25(4):708.
27. Flanagan CA, Elek-Fisk E, Gallay LS. Friends don’t let friends… or do they?
Developmental and gender differences in intervening in friends’ atod use. J
Drug Educ. 2004;34(4):351–71.
28. Department for Education. LSYPE user guide to the datasets: wave 1 to
wave 7. London: Department for Education; 2011.
29. Noble M, Wright G, Dibben C, Smith GAN, McLennan D, Anttila C, et al. The
English indices of deprivation 2004 revised. London: ODPM; 2004.
30. Goldberg D, Williams P. The users’ guide to the General Health
Questionnaire. Windsor: NFER-Nelson; 1988.
31. Beaumont J, Thomas J. Measuring national well-being - health. London:
Office for National Statistics; 2012.
32. StataCorp. Stata statistical software: Release 12. College Station: StataCorp
LP; 2011.
33. Wolfe D, Jaffe P, Crooks C. Adolescent risk behaviors: why teens experiment
and strategies to keep them safe. New Haven: Yale University Press; 2006.
34. Casey BJ, Getz S, Galvan A. The adolescent brain. Dev Rev. 2008;28(1):62–77.
doi:10.1016/j.dr.2007.08.003.

Hale and Viner BMC Public Health (2016) 16:458

Page 12 of 12

35. DuRant RH, Smith JA, Kreiter SR, Krowchuk DP. The relationship between
early age of onset of initial substance use and engaging in multiple health
risk behaviors among young adolescents. Arch Pediatr Adolesc Med. 1999;
153(3):286–91. doi:10.1001/archpedi.153.3.286.
36. Alamian A, Paradis G. Clustering of chronic disease behavioral risk factors in
Canadian children and adolescents. Prev Med. 2009;48(5):493–9. doi:10.1016/
j.ypmed.2009.02.015.
37. Viner RM, Haines MM, Head JA, Bhui K, Taylor S, Stansfield SA, et al.
Variations in associations of health risk behaviors among ethnic minority
early adolescents. J Adolesc Health. 2006;38:55.e16-55.e23. doi:10.1016/j.
jadohealth.2004.09.017.
38. Bond L, Butler H, Thomas L, Carlin J, Glover S, Bowes G, et al. Social and
school connectedness in early secondary school as predictors of late
teenage substance use, mental health, and academic outcomes. J Adoles
Health. 2007;40(4):357.e9-18. doi:10.1016/j.jadohealth.2006.10.013.
39. Peters L, Kok G, Ten Dam G, Buijs G, Paulussen T. Effective elements of
school health promotion across behavioral domains: a systematic review of
reviews. BMC Public Health. 2009;9(1):182. doi:10.1186/1471-2458-9-182.
40. Marmot M. Fair society, healthy lives: the Marmot review. London: University
College London; 2010.
41. Melotti R, Heron J, Hickman M, Macleod J, Araya R, Lewis G. Adolescent
alcohol and tobacco use and early socioeconomic position: the ALSPAC
Birth Cohort. Pediatrics. 2011;127(4):e948–e55. doi:10.1542/peds.2009-3450.
42. Bachman JG, O’Malley PM, Schulenberg JE, Johnston LD, Freedman-Doan P,
Messersmith EE. The education-drug use connection: how successes and
failures in school relate to adolescent smoking, drinking, drug use and
delinquency. London: Lawrence Erlbaum Associates; 2008.
43. Schulenberg JE, Maggs JL. A developmental perspective on alcohol use and
heavy drinking during adolescence and the transition to young adulthood.
J Stud Alcohol Suppl. 2002;14:54–70.
44. Brooks FM, Magnusson J, Spencer N, Morgan A. Adolescent multiple risk
behaviour: an asset approach to the role of family, school and community. J
Public Health. 2012;34 suppl 1:i48–56. doi:10.1093/pubmed/fds001.
45. Koven R, McColl MA, Ellis P, Pickett W. Multiple risk behaviour and its
association with head and neck injuries: a national analysis of young
Canadians. Prev Med. 2005;41(1):240–6. doi:10.1016/j.ypmed.2004.11.009.
46. MacArthur GJ, Smith MC, Melotti R, Heron J, Macleod J, Hickman M, et al.
Patterns of alcohol use and multiple risk behaviour by gender during early
and late adolescence: the ALSPAC cohort. J Public Health. 2012;34 suppl 1:
i20–30. doi:10.1093/pubmed/fds006.
47. Goddard E, Higgins V. Smoking, drinking and drug use among young
teenagers in 1998. London: The Stationery Office; 1999.
48. Williams RJ, Nowatzki N. Validity of adolescent self-report of substance use.
Subst Use Misuse. 2005;40(3):1–13.

Submit your next manuscript to BioMed Central
and we will help you at every step:
• We accept pre-submission inquiries
• Our selector tool helps you to find the most relevant journal
• We provide round the clock customer support
• Convenient online submission
• Thorough peer review
• Inclusion in PubMed and all major indexing services
• Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit

