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Key messages 21 

● Screening in youths reporting taking part in risk behaviours (RB) was low 22 

● Physicians rarely address RB related topics with youths, despite their wishes 23 

● Males report decreased odds of addressing emotional issues with a physician 24 

● Despite the low screening rates, when RB are addressed, the screening is thorough 25 

● Training physicians in RB screening and counselling is of outmost importance 26 

  27 
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Abstract 28 

Background 29 

Adolescence and early adulthood are periods of experimentation during which health 30 

detrimental behaviours might be acquired.  31 

Objective 32 

This study’s purpose is to evaluate physicians’ likelihood of addressing health risk behaviours 33 

with youths depending on the youths’ wishes, risk behaviours, and personal characteristics. 34 

Methods  35 

Data were drawn from the third wave (2017-18) of the GenerationFRee longitudinal study 36 

carried out on a sample of 1970 youths aged 17-26 in Switzerland. Analysed risk behaviours 37 

were: eating disorders, substance use, emotional wellbeing, problematic internet use and 38 

gambling. Bivariate and multivariate analysis were performed, results are presented as 39 

adjusted odd ratios (aOR). 40 

Results  41 

Physicians discussed most risk behaviours with less than half of the youths. The odds of 42 

addressing risk behaviours were seldom raised when the risk behaviour was present, or 43 

when the youth wished to discuss it. Emotional wellbeing was addressed with half as many 44 

males as females (aOR 0.47), and drugs were found to be addressed more frequently with 45 

youths reporting a low family socio-economic status (aOR 6.18). When a risk behaviour is 46 

addressed it is mostly alongside an extended screening 47 

Conclusion 48 

This study confirmed the low levels of health risk behaviours screening, regardless of the 49 

youths’ wish to discuss the topic with their physician. Despite the low levels, physicians do 50 

tend to screen systematically, especially when discussing substance use. There is a need to 51 

improve physicians training in risk behaviour screening and counselling in order to increase 52 

this practice. 53 

Keywords 54 

Adolescents; Young adults; Primary care screening; Risk behaviours; Physician training; 55 

Prevention 56 
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Introduction  58 

Adolescence and young adulthood (AYA) (1, 2) is a period of physical, cognitive, social 59 

and emotional changes. AYA is also a period when navigating the line between experimenting 60 

and acquiring health-detrimental behaviours can be challenging. Knowing that the major 61 

cause of adolescent mortality and morbidity is risk behaviour related and hence preventable, 62 

this stage can be seen as a unique opportunity to reduce morbi-mortality through promoting 63 

healthy behaviours, affecting not only the concerned individuals, but future generations as 64 

well. (3) 65 

Since AYA is a period of significant health importance, it is essential to detect the 66 

individuals who are acquiring behavioural patterns that might affect their future health. (4, 5) 67 

To attain such a goal, and following the American Medical Association’s guidelines for 68 

adolescent preventive services (GAPS) (3), countries such as the United States and Australia 69 

(6, 7) have implemented recommendations. These focus mainly on adolescents and 70 

recommend that primary care physicians screen their patients from this age group during their 71 

visits. If screening reveals a concern, it should be followed by an appropriate intervention. (4) 72 

One of the many risk behaviour screening methods that exists among youths is an acronym 73 

created by Goldenring and Cohen in 1988 and updated last in 2014 by Klein et al.: the 74 

HEEADSSS (Home-Education-Eating-Activity-Drugs-Sex-Safety-Suicide) method. (4, 8). This 75 

screening method is widely used in Switzerland. 76 

Despite the available guidelines and tools, screening levels are still lower than what is 77 

recommended. (9, 10) For youths who have access to primary health care, this lack of 78 

screening has been attributed to different factors, foremost the time needed to correctly 79 

execute it, the insufficient training on how to manage an efficient screening in a short window 80 

of time. (4, 11) 81 
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The fact that physicians are unable to follow the screening guidelines raises an 82 

important question: do they address selective risk behaviours based on patient characteristics, 83 

allowing for disparities in covered topics or do they screen thoroughly? The pertinence of this 84 

question is supported by a study carried out by Adams et al., which demonstrates that 85 

physicians address certain topics with certain youths depending on characteristics such as age, 86 

gender, race or family income. (12) However, the influence of patient characteristics on risk 87 

behaviour screening has been rarely addressed in countries with a compulsory health 88 

coverage, such as Switzerland, which presents fewer disparities concerning young adults’ 89 

access to health access. (1) 90 

Therefore, this study sets out to, firstly, determine the likelihood of a physician 91 

addressing risk behaviours depending on whether youths wish to address the topic and have 92 

adopted a particular risk behaviour. Secondly, we aimed to determine whether individual 93 

patient characteristics and sociodemographic variables influence the likelihood of the 94 

physician to address certain topics.  95 

Methodology 96 

The data were drawn from the third wave of the GenerationFRee longitudinal study 97 

carried out from 2014 to 2019. This study’s aim was to examine the lifestyle of youths aged 98 

15-24 at baseline (mean age of 18 years in the third wave) attending the eleven post-99 

mandatory schools (five high- and six vocational schools) in the canton of Fribourg, 100 

Switzerland. Post-mandatory schools gather about one third of students who chose a high-101 

school path (that usually leads to university studies), and two-thirds who chose a vocational 102 

path (apprentices in a professional training). This research was included in the study’s third 103 

wave which was carried out in the 2017-2018 academic year. A web-based questionnaire was 104 

anonymously self-administered during class to 2419 youths attending 3rd year (response rate: 105 
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81.7%). Among them, 193 (8%) did not wish to participate, 45 were duplicates, 128 were not 106 

reliably completed, 67 were not in the age range, and 16 reported not being in school anymore 107 

(those in a two year vocational path were contacted by email). Therefore, the base sample 108 

used in this study included 1970 youths. Data were weighted according to known 109 

characteristics of the population under study: age, gender, academic track (student or 110 

apprentice) and language (French or German). The study was approved by the Ethics 111 

committee of the canton of Vaud.  112 

Variables 113 

For the purpose of this study, only youths who had visited a physician at least once in 114 

the past two years were included (N=1269; 67%). The physicians comprised general 115 

practitioners (GP) (for 82% of youths), paediatricians (2%) and specialists (6%), with 10% of 116 

respondents not indicating who their provider was. Visits to an emergency service were not 117 

included in this study. There were no significant differences between those who had visited a 118 

physician in the past two years and those who had not regarding age and academic track. 119 

However, there was a significant gender difference, with a majority of youths who had not 120 

visited a physician in the past two years being males (62% of youths). The demographic 121 

characteristics of the sample can be found in Table 1. 122 

The risk behaviours analysed were eating disorders, alcohol misuse, tobacco smoking, 123 

marijuana use, use of other illegal drugs, poor emotional wellbeing, internet addiction and 124 

problematic gambling. These were chosen since they are included in the HEEADSSS screening 125 

method, which is the primary screening method recommended in Switzerland. Problematic 126 

gambling was present in the original study from which data were drawn and we included it as 127 

an activity of young people. Although this is a problematic rarely addressed through screening, 128 

it has been shown to be linked to problematic Internet use and substance misuse.(14)  129 
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Each risk behaviour was first divided into two categories: youths whose physician had 130 

addressed the topic at least once in the past two years, whether sufficiently or insufficiently 131 

according to them; and those whose physician had not addressed it. The categories of 132 

sufficiently or insufficiently addressed were analysed as one, since there were no significant 133 

differences between them when analysed separately, and the number of participants in the 134 

insufficiently discussed group was small. One of the answer options for all questions regarding 135 

whether the physician had addressed a topic, was “I don’t know/don’t remember”. Those 136 

answers (ranging from 7.2% for eating disorders to 8.9% for emotional wellbeing) were 137 

excluded from the analysis. The total number of answers included for each risk behaviour is 138 

indicated in table 2. 139 

Risk behaviours were also classified into two supplementary categories: youths who 140 

reported a risk behaviour and those who did not. Eating disorders were analysed using the 141 

five question SCOFF screening tool, and youths were accordingly determined to be at risk if 142 

they answered yes to two or more questions. (15) Substance use included alcohol misuse (at 143 

least one episode of drunkenness during the last month), current tobacco smoking status 144 

(yes/no), and marijuana or other illegal drug use (at least once in the past month). Internet 145 

addiction was determined using the short version of the internet addiction test (IAT), with a 146 

score above 30 (range of 0-60) being considered at-risk. (16) Problematic gambling was 147 

determined using the South Oaks Gambling Screen revised for adolescents (SOGS-RA), with 148 

two or more positive answers being determined as at-risk. (17) Emotional well-being was 149 

assessed using the World Health Organization 5 (WHO5) index, which evaluates emotional 150 

well-being over the past two weeks through 5 questions, and a score below 13 (range 0 to 25) 151 

was considered as poor emotional well-being. (18) 152 
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The following independent variables were included: age and gender; perceived family 153 

socio-economic status (SES) (dichotomised into below average and average or higher, 154 

depending on the youths assessment of their family’s SES compared to other families in 155 

Switzerland, following the European school survey project on alcohol and other drugs (ESPAD) 156 

methodology) (19); parent’s situation (together or other); place of residence (rural or urban); 157 

academic track (apprentice or student) and their health perception (dichotomised into good 158 

[good/very good/excellent] and poor [fair/poor]). Additional independent variables were the 159 

youth’s wish to address the topic with their physician and the thoroughness of the physician’s 160 

screening which we named physician’s screening. Physician’s screening is a continuous 161 

variable, established through the mean of topics a physician addressed with a youth. It 162 

allowed us to determine that a majority of physicians addressed less than two risk behaviours, 163 

with 30% addressing none, and less than 20% addressing more than four. Entering this variable 164 

into a bivariate and multivariate analysis allowed us to determine whether when a risk 165 

behaviour was addressed, it was alongside a vast screening of risk behaviours, or whether it 166 

was a selective screening. 167 

Data were analysed using Stata 14 (StataCorp, college station, Texas), first through a 168 

bivariate analysis, providing the mean and point prevalence of each category, using the Chi-169 

square test for categorical variables, and student’s t for continuous ones. Statistically 170 

significant variables (p<0.05) were then entered into a separate logistic regression for each 171 

addressed risk behaviour, using “topic non addressed” as the reference category. Data are 172 

presented as adjusted odds ratios (aOR). 173 
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Results 174 

Our study revealed low screening rates, ranging from 6% for problematic gambling to 175 

53% for eating disorders. Most topics had been addressed with less than half of the youths 176 

(Table 2).  177 

The bivariate analysis (Table 2) showed that the majority of topics had a significantly 178 

higher chance of being addressed by physicians when the youth reported wanting to discuss 179 

it. However, when the corresponding risk behaviour was present, only few (marijuana use, 180 

tobacco smoking, internet addiction) were found to have a higher tendency of being 181 

discussed. Male gender was associated to higher chances of addressing most substance use 182 

topics, whereas females were related with emotional wellbeing and eating disorders, even if 183 

the later did not reach significance. Low family socio-economic status also raised the tendency 184 

of addressing substance use. The variable related to physician’s screening was found to be 185 

significantly correlated to all eight topics, with eating disorders being addressed through 186 

seemingly selective screening (3 other topics addressed), and substance use through broader 187 

screenings (mean of 5.4 other topics addressed).  188 

The multivariate analysis (Table 3) confirmed that only the odds of addressing eating disorders 189 

(aOR 1.82), tobacco (aOR 4.61) or marijuana (aOR 6.91) increased when the youth reported 190 

wishing to address the topic, or through the presence of the risk behaviour (aOR for tobacco: 191 

4.40; aOR for marijuana: 5.41). The odds of addressing alcohol misuse were also raised (aOR 192 

1.91), however only by the presence of the risk behaviour itself, and not by the youth’s wish 193 

to discuss it. Emotional wellbeing was addressed with half as many males as females (aOR 194 

0.47). Drugs were found to be addressed more frequently with youths who reported a low 195 

family socio-economic status (aOR 6.18). Through the variable physician’s screening, we were 196 

able to determine that despite the low screening rates, when a risk behaviour was addressed, 197 
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it was mostly addressed alongside an extended screening with aORs ranging from 2.27 for 198 

Internet addiction to 12.06 for problematic gambling. In the event of substance use being 199 

addressed, physicians were around 7 times more likely to have addressed other risk 200 

behaviours. 201 

Discussion 202 

Previous studies have put forward that adolescents from countries with compulsory 203 

health insurance such as Switzerland do not meet difficulties accessing the health care system. 204 

(9, 20, 21) This study confirms those results, since 67% of the youths reported having visited 205 

a physician in the past two years, most of them a general practitioner. However, among those 206 

who had not consulted recently, 62% were males. This has been addressed in previous 207 

research, and stresses the importance of being particularly attentive to male patients, since 208 

they are seen less regularly than females, even when taking into account gynaecological visits. 209 

(22, 23) 210 

Our study confirms that the screening levels of youths who have visited a health 211 

professional in the past two years are low since within most cases physicians appear to 212 

address risk behaviours with less than half of their young patients. The screening levels stay 213 

low for most risk behaviours even when youths report wanting to discuss them with their 214 

physician. Previous studies have shown similar results, with youths wishing to receive 215 

counselling from their physician, but providers failing to address those topics. (4, 24) An 216 

explanation could be that although youths would like to address risk related topics with their 217 

provider, they mainly seek medical help for physical issues (25), and do not seem to bring 218 

those topics up on their own therefore highlighting the importance of physicians being 219 

proactive about screening. 220 
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Screening in youths who reported taking part in risk behaviours was found to be 221 

equally low, apart for alcohol, tobacco, and marijuana. These were found to have raised odds 222 

of being addressed when the youth reported taking part in the risk behaviour. Adolescence 223 

being a period of experimentation, determining which youths are safely maturing, and which 224 

ones are at risk can be difficult. Regarding smoking, experimental cigarette use raises the risk 225 

of daily smoking two years later, and therefore needs to be addressed early. (26) Although 226 

alcohol misuse raises the odds of addressing alcohol with a physician, the proportion of youths 227 

in this study having addressed this topic with their provider is alarmingly low (24% of youths). 228 

Even more so knowing the dangerous impact that alcohol abuse can have on a youth’s health, 229 

and its important correlation with other risk behaviours. (27-29) Moreover, knowing that 230 

youths are favourable to address alcohol related topics with their physician (29), it does not 231 

appear sufficient to influence the odds of actually addressing it. This emphasises the 232 

importance of physician training regarding alcohol abuse in youths.  233 

The aim of this study was to determine whether physicians tended to do selective 234 

screening based on patients’ individual characteristics or whether they did broad screening. 235 

The variable named physicians screening, allows us to postulate that despite the overall low 236 

screening rates, when physicians do address risk behaviours, they do so through a thorough 237 

screening. Nevertheless, there are risk behaviours (such as substance use) that are much more 238 

often addressed than others (such as emotional wellbeing or eating disorders), and these 239 

differences may reflect to what extend some physicians feel at ease in discussing different 240 

issues. However, even though several barriers to screening have been put forward such as lack 241 

of time, lack of training or lack of further treatment options (30), the exact characteristics that 242 

differentiate physicians who screen thoroughly from the other providers are not yet fully 243 

understood. As previously stated, it is essential for physicians to do proactive screening 244 
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therefore allowing an opening of the discussion. This falls under the guidelines for youth 245 

friendly services. (24, 31-33) Moreover, it has been shown that youths have a more positive 246 

image of providers who discuss sensitive topics, allowing for a strengthened patient-provider 247 

relationship, and the opening up of hidden agendas. (34) 248 

Emotional wellbeing was overall reported to have been seldom addressed and was 249 

found to be less included in broad screenings. More alarming is the seeming lack of detection 250 

in youths who report low emotional wellbeing. This corroborates results found by Mauerhofer 251 

et al., which showed that although a majority of youths had visited a physician in the previous 252 

year, only a minority of them had addressed mental wellbeing (5), stressing the importance of 253 

physicians screening youths systematically since it increases detection rates. (35) Males were 254 

found to have decreased odds of addressing emotional issues with a primary care physician 255 

compared to females. This result confirms previous studies (36-38), which showed that young 256 

males have a lower tendency to seek help when in psychological distress. This can be partly 257 

attributed to their avoidance of recognition of their own issues (36, 37), and partly to 258 

physicians who address these topics less systematically. Since young males have higher rates 259 

of suicide attempts when compared with young females (39), it is essential for primary care 260 

physicians to screen systematically and independently from gender. Moreover, it has been 261 

stated that 57% of men seeking professional help regarding mental health issues were 262 

influenced by their general practitioner (36), stressing the important role GPs can play. 263 

Youths from families with a below average socio-economic status (SES) had a sixfold 264 

increase in the odds of having addressed drug use with a physician. This could be linked to 265 

previous research showing that youths from lower SES backgrounds show an increased 266 

probability of substance use. (40) However, since higher parental income has been shown to 267 

be associated to higher rates of binge drinking and marijuana use (41), it is essential to screen 268 
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patients from all SES backgrounds. In a country with compulsory health insurance, in which 269 

part of the health bill is paid by the patient, patients from lower SES backgrounds could be less 270 

inclined to visit a physician unless in case of an emergency. This stresses the importance of 271 

taking advantage of all types of visits to perform preventive care, since they might be the only 272 

contact between the youth and the health care system. 273 

This study’s strengths were the large school-based sample, as well as the 274 

exhaustiveness of topics covered through the questionnaire. Nevertheless, some limitations 275 

need to be mentioned. First, the cross-sectional aspect of the study does not allow for causal 276 

relations. Second, a possible recall bias cannot be ruled out as questions covered the last two-277 

years. Third, our sample did not include youths outside the educational system, which may be 278 

more at risk. Finally, we did not control for a number of visits. However, in a country with 279 

compulsory health coverage, with no disparities regarding access to primary health care, this 280 

limitation is likely to only have a small impact. Moreover, about 80% of adolescent females 281 

and 75% of adolescent males in Switzerland see their primary care provider at least once a 282 

year (21). 283 

Conclusions 284 

Our findings confirmed the low levels of health risk behaviours screening, regardless 285 

of the youths wish to discuss the topic with their physician. Despite these low levels, when 286 

physicians screen for risk behaviours, they do so thoroughly, especially when discussing 287 

substance use. However, emotional wellbeing is seldom addressed, especially with male 288 

patients. This stresses the importance of further training physicians in risk behaviour screening 289 

and counselling. Moreover, since youths risk behaviours may change rapidly, it is essential to 290 

use each medical encounter to re-evaluate them, independently of age, gender or 291 

socioeconomic status.  292 
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Table 1: Demographic table of youths attending 3rd year post-mandatory education in Fribourg, 421 
Switzerland, having visited a physician in the past two years (n=1269) 422 

Characteristics % Total Females (n) Males (n) 

Gender, female 51.53 658 618 

Age, mean, years 18.73 
(SD 0.08) 

18.76 18.61 

Academic track, apprentice 62.16 458 766 

Residence, rural area 64.48 596 672 

Low socio-economic status 9.70 89 101 

Parental situation (together) 68.02 609 728 

Health (poor) 3.77 42.33 30.54 

 423 

  424 
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Table 2: Result of bivariate analysis according to whether the risk behaviour was addressed, in 1269 youths (17-26 years) in Fribourg, Switzerland 

Risk behaviour: 
Eating disorders 

N = 1228 

Internet addiction 

N=1205 

Alcohol misuse 

N=1221 

Tobacco smoking 

N=1214 

Marijuana use 

 N=1219 

Drug use 

N=1217 

Emotional 

wellbeing 

N=1204 

Problematic 

gambling 

N=1216 

 Yes 

(53%) 

No 

(47%) 

Yes 

(18%) 

No 

(82%) 

Yes 

(24%) 

No 

(76%) 

Yes 

(30%) 

No 

(70%) 

Yes 

(15%) 

No 

(85%) 

Yes 

(12%) 

No 

(88%) 

Yes 

(45%) 

No 

(55%) 

Yes 

(6%) 

No 

(94%) 

Risk behaviour 

(present) (%) 

25.13 20.74 7.87    

* 

3.94    

* 

52.06 45.80 53.78 

*** 

32.44 

*** 

35.48  

** 

21.06  

* 

4.23 2.25 28.74 23.78 13.14 6.59 

Wish to address 

the item (yes) (%) 

66.03 

*** 

46.59 

*** 

25.71  

** 

14.58 

** 

50.09 

*** 

29.44 

*** 

51.09 

*** 

25.15 

*** 

47.98 

*** 

21.34 

*** 

47.51 

*** 

20.49 

*** 

49.56 

*** 

16.46 

*** 

3.27 5.29 

Mean age 

(Years±SD) 

18.69 

±0.006 

18.69  

±0.006 

19.51 

±0.10  

* 

18.74 

±0.05  

* 

18.7 

±0.09 

18.68 

±0.05 

18.99 

±0.09 

*** 

18.57 

±0.05 

*** 

18.7 

±0.7  

18.69 

±0.46 

18.76 

±0.14 

18.68 

±0.05 

18.76 

±0.07 

18.65 

±0.06 

18.77 

±0.21 

18.69 

±0.04 

Gender (Male) (%) 47.62 49.40 66.56 

*** 

44.8 

*** 

56.28   

* 

46.13  

* 

49.21 48.34 61.64 

** 

46.52 

** 

61.2    

* 

46.88  

* 

42.88  

* 

52.54  

* 

64.79 47.28 

Family SES (below 

average) (%) 

10.45 

 

9.54 10.21 9.99 15.79 

** 

8.2    

** 

15.89 

*** 

7.69 

*** 

19.39 

*** 

8.34 

*** 

20.29 

*** 

8.52 

*** 

12.79  

* 

8.32    

* 

19.32  

* 

9.27    

* 

Parents (not 

together) (%) 

32.17 34.10 29.86 33.65 31.84 33.16 36.22 31.51 30.80 33.34 28.88 33.40 34.99 31.33 23.75 33.17 

Residence (rural) 

(%) 

60.70 64.52 62.23 62.27 63.85 62.37 62.47 62.10 58.82 63.33 62.66 62.51 62.35 61.80 56.62 62.88 

Academic Track 

(apprentice) (%) 

61.94 61.72 68.42 60.92 65.37 61.19 67.11  

* 

60.37  

* 

66.67 61.60 64.82 61.96 62.21 61.75 67.64 61.76 

Health (poor) (%) 4.87    

* 

2.59    

* 

3.89 3.74 8.59 

*** 

2.37 

*** 

7.55  

** 

2.52  

** 

8.04    

* 

3.09    

* 

6.86     

* 

3.31    

* 

6.45  

** 

1.99  

** 

7.49 3.54 

Physician screening 

(mean±SD) 

3.03 

±0.09 

*** 

0.61 

±0.05 

*** 

4.96 

±0.17 

*** 

1.32 

±0.05 

*** 

4.96 

±0.11 

*** 

0.99 

±0.04 

*** 

4.44 

±0.11 

*** 

0.89 

±0.03 

*** 

5.80 

±0.11 

*** 

1.23 

±0.04 

*** 

6.24 

±0.09 

*** 

1.32 

±0.04 

*** 

3.34 

±0.10 

*** 

0.83 

±0.05 

*** 

6.76 

±0.12 

*** 

1.61 

±0.06 

*** 

Boldface indicates significant results (* p<0.05 ** p<0.001 ***p<0.0001) 
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Table 3: Results of multivariate analysis comparing risk behaviour screening to significant independent variables, using “topic not addressed” as the 
reference category, in 1269 youths (17-26 years) in Fribourg, Switzerland. 

Risk behaviour: Eating 

disorders 

Internet 

addiction 

Alcohol misuse Tobacco 

smoking 

Marijuana use Drug use Emotional 

wellbeing 

Problematic 

gambling 

 
OR 

95%CI 

OR 

95%CI 

OR 

95%CI 

OR 

95%CI 

OR 

95%CI 

OR 

95%CI 

OR 

95%CI 

OR 

95%CI 

Risk behaviour (present) 
1.01 

[0.71; 1.45] 

0.9 

[0.25; 3.19] 

1.91 * 

[1.02; 3.58] 

4.40 *** 

[2.55; 7.58] 

5.41 *** 

[2.24; 13.09] 

1.14 

[0.36; 3.64] 

1.1 

[0.76; 1.60] 

0.46 

[0.12; 4.68] 

Wish to address the item 

(yes) 

1.82 ** 

[1.33; 2.49] 

1.49 

[0.82; 2.71] 

1.54 

[0.82; 2.88] 

4.61 *** 

[2.57; 8.27] 

6.93 *** 

[2.90; 16.57] 

2.18 

[0.75; 6.35] 

0.65 

[0.41; 1.03] 
 

Mean age (Years ±SD) 
0.94 

[0.85; 1.04] 

0.82 * 

[0.70; 0.97] 

1.06 

[0.89; 1.27] 

1.42 *** 

[1.24; 1.63] 

0.89 

[0.72; 1.12] 

1.01 

[0.78; 1.30] 

1 

[0.90; 1.10] 

1.06 

[0.79 ; 1.41] 

Gender (Male) 
0.94 

[0.68; 1.29] 

2.38 *** 

[1.47; 2.87] 

1.2 

[0.65; 2.22] 

0.52   * 

[0.29; 0.96] 

1.55 

[0.68; 3.51] 

1.05 

[0.38; 2.86] 

0.47 *** 

[0.34; 0.66] 

1.24 

[0.41; 3.67] 

Family SES (below average)   
0.99 

[0.42; 2.31] 

1.51 

[0.74; 3.10] 

2.03 

[0.74; 5.57] 

6.18 ** 

[2.05; 18.31] 

0.83 

[0.45; 1.55] 

1.91 

[0.52; 7.03] 

Health (poor) 
0.47 

[0.17; 1.25] 
 

1.58 

[0.49; 5.15] 

0.42 

[0.13 ; 1.31] 

1.24 

[0.25; 6.00] 

1.17 

[0.28; 4.93] 

1.79 

[0.66; 4.82] 
 

Physician screening (Mean 

±SD) 

3.67 *** 

[2.80; 4.81] 

2.27 *** 

[2.07; 2.49] 

7.28 *** 

[5.13; 10.34] 

7.75 *** 

[5.78; 10.40] 

6.61 *** 

[4.94; 8.83] 

8.25 *** 

[5.18; 13.13] 

2.72 *** 

[2.31; 3.21] 

12.06 ** 

[2.57; 52.73] 

 

There were no significant differences in terms of academic track. 
Boldface indicates significant results (* p<0.05 ** p<0.001 ***p<0.0001) 

 

 


