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Objective: To analyze the association between individual and contextual characteristics with alcohol indicators of experimentation, use in the last 30 days and drunkenness in Brazilian adolescents.
Methods: Cross-sectional study based on data from 100,914 student attending 9th grade from the 2015 National School Health Survey. Multilevel logistic regression models were performed for the outcomes: alcohol experimentation; use in the last 30 days and drunkenness; and exposures, adjusted for adolescents’ sociodemographic characteristics.
Results: Girls were more likely to experiment alcohol (OR = 1.09; 95% CI = 1.05–1.12), use it in the last 30 days (OR = 1.09; 95% CI = 1.00–1.13) and less prone to drunkenness (OR = 0.90; 95% CI = 0.87–0.93). A higher proportion of public-school students reported drinking. There was a positive association of substance use by parents, peers and the adolescents themselves with the outcomes. Having a policy of banning alcohol consumption at school was associated with a greater chance of alcohol experimentation in public schools.
Conclusion: Exposure to legal and illegal substances by friends, family members and a prohibitive school environment favored the outcomes.
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INTRODUCTION
Alcohol is the most prevalent psychoactive substance use among adolescents in the world [1]. Worldwide, 43% of adolescents over the age of 15 reported having consumed alcoholic beverages in the last year [2]. In Brazil, 66.6% of students from the 6th to the 9th grade had already tried alcohol and 21.8% had already been drunk in 2012 [3].
Alcohol consumption is determined by adolescents individual and behavioral characteristics and their social context, including the family environment, friends and the school [4]. Living with peers, parents or older family members who use alcohol is associated with a greater chance of adolescents also using and maintaining this behavior throughout life [3, 5–10]. In Porto Velho, Brazil, alcohol experimentation at home was reported by 39.2% of students, most of them aged between 12 and 13 years [9]. They also reported the habit of drinking primarily with friends and family members [9].
In addition to individual and relational characteristics, contextual factors, including the school environment, are associated with adolescent alcohol consumption [10–12]. The school is an important space for the development of policies aimed at reducing the consumption of alcohol and other substances such as illicit drugs and cigarettes [13, 14]. Policies in well-established educational institutions have positive results in student behaviors, such as reducing alcohol consumption, improving academic performance and decreasing problematic attitudes [15, 16].
After the adoption of prevention policies at school, a study conducted in the United States showed a 22% reduction in alcohol consumption in the last 30 days and a 25% reduction in alcohol-related consequences among adolescents [17], while an European study showed a 22% reduction in alcohol-related behavioral problems. In a study carried out in southern Brazil, there was no association between the absence of specific preventive actions for alcohol use and the promotion of healthy habits and alcohol consumption among schoolchildren [18]. Onrust et al. [19] emphasize in their meta-analysis that there is no consistency in the results on the effectiveness of school programs for the prevention of substance use.
Although the school offers resources to intervene in health and in the adoption of preventive measures in adolescent substance consumption [3, 13, 20] studies that conducted a detailed analysis on the subject are scarce in Brazil [9, 18]. In addition, experimentation of alcoholic drinks, regular use and excessive consumption leading to drunkenness may have different determinants [21]. Therefore, investigations on the determinants of different indicators of alcohol use are extremely important in the formulation of specific policies and actions. Thus, this study was designed to analyze the association between individual and contextual characteristics with alcohol indicators of experimentation, use in the last 30 days and episode of drunkenness in Brazilian adolescents.
METHODS
Population, Sampling and Data Collection
This is a cross-sectional study based on data from the 2015 National School Health Survey (PeNSE) [22, 23]. PeNSE was carried out through a partnership between the Ministry of Health, the Ministry of Education and the Brazilian Institute of Geography and Statistics (IBGE). The sample design of PeNSE 2015 [22, 23] ensured representativeness for the whole country and for the five major geographic regions. We used data from sample 1 of PeNSE [22, 23], with adolescents enrolled in public and private schools, who attended the 9th grade of elementary school, from the 26 capitals of the Brazilian states and the Federal District in 2015. Schools were the primary sampling units and classes the secondary sample units. The probability of selecting the school was proportional to its size, defined by the number of existing 9th grade classes. One class was selected from each school that reported having up to two 9th grade classes, and two classes from each school that reported having three or more 9th grade classes. In addition, all students in the chosen classes were invited to participate in the survey.
Two questionnaires were used. The first intended for students in a self-administered manner, using smartphones, based on the questionnaire of the Global School-based Student Health Survey (GSHS), containing the following themes: socioeconomic aspect; family context; and substance use (tobacco; alcohol and illicit drugs). The second questionnaire was administered to the principals or those responsible for the school and completed by the IBGE interviewer, containing questions about the school’s structure, physical dimension, spaces, equipment, practices and routines, policies adopted by the institution and situations around the school. More information about the Survey is available in Oliveira et al. [23].
Description of the Variables of Interest
Outcomes
The adolescents answered about the use of alcoholic drinks in their lives (no/yes), hereinafter called alcohol experimentation; about alcohol use in the last 30 days (no/yes); and episode of drunkenness in life (no/yes).
The questions were as follows:
Alcohol experimentation: “Have you ever had a drink of alcohol?” (one dose is equivalent to a can of beer or a glass of wine or a dose of cachaça or whiskey etc.), with the coding “No” and “Yes”; Alcohol use in the last 30 days: “In the last 30 days, how many days have you had at least one glass or one dose of alcohol?” (one dose is equivalent to a can of beer or a glass of wine or a dose of cachaça or whiskey etc.), with the coding “No” (no day in the last 30 days) and “Yes” (1 or more days); Episode of drunkenness: “In your life, how many times have you drank so much that you were really drunk?,” with the coding “No” (never) and “Yes” (1 or more times).
Exposure Variables
The exposure variables were subdivided into individual and contextual variables. The following individual variables were assessed: having friends (none; 1 or 2; 3 or more friends); having friends who consume alcoholic drinks (no; a few, most, do not know); having friends who use illicit drugs (no; a few, most, do not know); having smoking parents (no; one smokes, both smokes, do not know). The illicit drugs considered were marijuana, cocaine, crack, cola, loló, perfume launcher, ecstasy, oxy, etc.
The following contextual variables were assessed the administrative situation of school (public/private), the existence of health policies at the school, such as the presence of a committee coordinating health actions at the school (no/yes), the implementation of actions of the Health at School Program (PSE) in public schools (no/yes); the practice of joint actions with Primary Care (PC) (no/yes) at school; principal’s report of use of cigarettes by teachers at school (no/yes); principal’s report of use of cigarettes by students at school (no/yes), and the existence of policy banning alcohol consumption at school (no/yes).
The PSE is an intersectoral policy of the Ministry of Health and the Ministry of Education, implemented through Decree no. 6,286/2007 [14], which promotes actions of attention, prevention, promotion and assistance in health, including, among others, the prevention and reduction of alcohol consumption in public schools. The presence of the committee that coordinates health actions at school and the practice of joint actions with PC collaborate to promote integral health and education, with a view to addressing the vulnerabilities that compromise the full development of children and young people.
Covariables
The following covariables were considered: sex (female; male); age (categorized as: ≤ 13; 14 or 15; 16 years or over); color or race (white; black; Asian; brown; and Native Brazilian Indian); maternal education (incomplete elementary school; complete elementary school; complete high school; complete higher education). In addition to these variables, information on cigarette consumption by the adolescent at any time in life (no/yes) was included, as well as cigarette consumption in the last 30 days (no/yes), consumption of illicit drugs at least once in life (no/yes) and consumption of illicit drugs in the last 30 days (no/yes). There was no income variable in the questionnaire, so the score for goods and services was created, based on the self-reported possession of landline, cell phone, computer, internet at home, car and access to maid service. Each item was weighted by the inverse of the frequency of possession and the score for each student was obtained by adding the weighted scores, as described by Levy et al. [22]. Finally, the score was divided into terciles, the first tercile being composed of those with the lowest score and the third tercile of those with the highest score.
The categories of answers “do not know” or “missing” in covariates were preserved in the analyzes to minimize sample loss. However, in multilevel models these categories have been omitted. The response rate was 98.6%, totaling 2,979 schools and 100,914 students.
Statistical Analysis
Initially, the variables were examined by means of descriptive analyses, being expressed in prevalence according to the type of school administration (public and private) and general prevalence for the set of schools. The association between alcohol consumption outcomes (alcohol experimentation; alcohol use in the last 30 days and episode of drunkenness) and exposure variables (individual and contextual) was analyzed using multilevel logistic regression models to obtain the odds ratio (OR) with the respective 95% confidence intervals (CI). The analyzes were performed stratified for public and private schools and for the total set of schools (crude and adjusted models). For the adjustment, the covariables (sex, age, maternal education, skin color, score of goods, information on cigarette and illicit drugs consumption by the adolescent) were used. The variable on the implementation of PSE actions was used only in the public school model, as it is a policy implemented only in those schools. Values where p < 0.05 were considered statistically significant. The data were analyzed using the Stata SE 14.0 software.
Ethical Aspects
PeNSE data are publicly available on the IBGE website, without any identification of the participants. PeNSE 2015 was approved by the National Research Ethics Commission (CONEP), of the National Health Council (CNS), through CONEP opinion No. 1.006.467.
RESULTS
The sex distribution of the adolescents was similar, most of them were between 14 and 15 years old and self-declared brown skin color/race. The maternal education levels most reported by students from public and private schools were incomplete elementary school and complete higher education, respectively (Table 1). Students from public schools reported greater experimentation, last-30-day consumption, and episode of drunkenness than those from private schools, and most schools had policies prohibiting alcohol use. Joint actions with PC and actions coordinated by a school committee were practiced in 74.6% and 35.7% of public schools and in 34.4% and 42.2% of private schools, respectively. PSE actions were implemented in 43.1% of public schools (Table 1).
TABLE 1 | Prevalence of individual and contextual characteristics by type of school (public, private). National School Health Survey, Brazil, 2015.
[image: Table 1]In the model for the total sample, being female, having already tried cigarettes and drugs, having friends who used alcohol and drugs, having parents who smoke, and being a student in schools that had a policy of prohibiting the consumption of alcoholic beverages was associated with a greater probability of experimenting with alcohol. Students whose principals reported being aware that teachers smoked inside the school were more likely to try alcohol in the total model and in the model for public schools. In the stratified model for public schools, the implementation of PSE actions was associated with less alcohol experimentation in the crude model, although the association was not statistically significant after the adjustments (Table2).
TABLE 2 | Odds ratio estimated by multilevel analysis for the association between individual and contextual characteristics and alcohol experimentation by Brazilian adolescents. National School Health Survey, Brazil, 2015.
[image: Table 2]Being a female, having previous cigarette and drug use, having friends who use alcohol and drugs, and having smoking parents were positively associated with alcohol use in the last 30 days (Table 3). In the total model, adolescents from schools that were aware of student cigarette use were less likely to use alcohol in the last 30 days, whereas those from schools that knew about teacher cigarette use on their premises were more likely to use alcohol, both losing association in the stratified adjusted model for private schools. Although PSE actions implemented in public schools were associated with less alcohol use in the last 30 days in the crude model, the association did not hold after adjustments (Table 3).
TABLE 3 | Odds ratio estimated by multilevel analysis for the association between individual and contextual characteristics and alcohol consumption in the last 30 days by Brazilian adolescents. National School Health Survey, Brazil, 2015.
[image: Table 3]Being a female was negatively associated with drunken episodes, while previous cigarette and illicit drug consumption, alcohol and illicit drug consumption by peers, and having smoking parents were positively associated with drunken episodes in adolescents. As with the other outcomes, there was a positive association between schools that knew about teacher cigarette use on their premises and drunken episodes, in the total and stratified model for public schools. In the same way as for the other outcomes, the association of implementation of PSE actions with drunkenness did not hold after the adjustments (Table 4).
TABLE 4 | Odds ratio estimated by multilevel analysis for the association between individual and contextual characteristics and drunkenness episode by Brazilian adolescents. National School Health Survey, Brazil, 2015.
[image: Table 4]DISCUSSION
This study, which analyzed data from more than one hundred thousand Brazilian adolescents, found that girls had a greater chance of alcohol experimentation and consumption in the last 30 days, although boys were more likely to get drunk. There was a positive association between substance use by parents, peers and the adolescent himself and all outcomes of alcohol consumption by them. Students whose schools had a policy banning alcohol were more likely to try alcoholic drinks and students whose principals reported that teachers smoked on school premises had greater alcohol use in all of their outcomes in the set of schools and in public schools.
The greater alcohol experimentation and consumption in the last 30 days by girls was observed in previous surveys [3, 24]. In contrast, boys were more likely to get drunk, a fact that can be justified by the standards and customs present in society, where excessive alcohol consumption by females is still frowned upon [25]. Moreover, males tend to adopt more risky behaviors, considering heavy drinking as a challenging attitude and maintaining their consumption in an abusive and problematic way [24–27].
Adolescents who reported alcohol use by friends had a positive association for alcohol consumption in the three different outcomes, corroborating previous reports in the literature [28]. This finding can be explained by the fact that peers are identified as the main alcohol suppliers for adolescents [29], and because drinking is considered a behavior of peer acceptance [20, 30]. In contrast, adolescents tend to approach people who have similar habits and customs, so students who have consumed alcohol would have friends who share the same lifestyle [31].
Adolescents who had a smoking parent were more likely to use alcohol in its three outcomes, and if both parents smoked the chances were even greater. The smoking habit is commonly associated with drinking, and therefore, a family environment permissive about cigarette use may also reflect greater tolerance to alcohol [24]. Parents and friends are a source of support, protection and an example to adolescents and, therefore, their attitudes can be replicated by young people [32].
Previous consumption of cigarettes and illicit drugs by students was associated with the three outcomes of alcohol use. This fact can be explained by the multiplier effect caused by substance use, where in most cases alcohol and cigarettes are considered as a gateway to illicit drug use [9, 24, 33]. Although alcohol consumption is associated with other substance consumption, the present study did not analyze which substance was the initiation one.
The existence of an alcohol ban policy had a positive association with alcohol experimentation in public schools. It is possible that schools have created policies to ban alcohol consumption after detecting the growing use of alcohol by adolescents, and for this reason our data show worse results of experimentation in schools with such policies. In addition, this study failed to identify which policies were adopted by schools, making it impossible to differentiate between stricter and more lenient measures. Differently from our results, a study carried out in the United States and Australia found that low enforcement of alcohol ban policies at school increased the chances of both use in the last 30 days and episode of drunkenness by adolescents [34]. Alcohol ban policies at school may have different effects than preventive policies. The problem, according to Beauchesne [35] and Veríssimo [36], is that very restrictive prohibitionist policies tend to decrease the production of knowledge about substances, such as alcohol and drugs, and the consequences of their use, directly impacting the adolescent’s ability to deal with the use of these substances.
Positive effects on the creation of alcohol consumption prevention programs or policies have been shown to be effective in some studies. European studies have identified a lower propensity in the progress of frequent alcohol consumption and lower chances of alcohol-related problems, in addition to a reduction of 29% in the chances of consuming alcoholic drinks and of 43% in abusive drinking [37]. In contrast, other studies have found no association between preventive policies and alcohol consumption reduction, delayed experimentation and episode of drunkenness [18, 38, 39]. It is worth mentioning that some interventions fail because they do not take into account individual, contextual and type of consumption factors and there is no conclusive information in the literature regarding why alcohol use prevention programs are beneficial for some groups of adolescents and not for others [19, 37, 39].
The development of joint health actions with PC was not associated with alcohol use in any of the outcomes, but there was a higher prevalence of these actions in public than in private schools. PC should be the point of reference for the entire community, including schools, in health promotion and disease prevention actions, due to the presence of professionals qualified to deal with the topic [40]. School curriculum with programs that encompass individual aspects, family and community involvement, teacher training and joint actions with specialists in prevention campaigns are more effective in reducing adolescent substance use [10, 41].
PSE was evaluated only in the stratified models for public schools, since in Brazil this policy is exclusive to the public sector [14, 40]. Students of schools that implemented PSE actions were less likely to use alcohol in the three outcomes of unadjusted models. In this context, it is possible that alcohol use was related to individual characteristics rather than to contextual variables, explaining the loss of association after making the adjustments. In addition, only 43.1% of public schools implemented PSE actions. In contrast, a study that evaluated the implementation of PSE actions highlighted problems such as activities attributed to health services with limited school participation, and insufficient results in the adolescents’ attitudes [42]. It is worth mentioning that alcohol preventive actions are essential actions of the program, but their implementation is not mandatory in all schools [14, 40].
When teachers smoked on school premises and the school community was aware of this fact, students were more likely to use alcohol in the three outcomes. As the school is the teaching place, the school’s acceptance of teachers smoking at school can indicate to students that substance use is not a problem and may work as a model [35, 43].
In schools that were aware of adolescent cigarette use on their premises, students were less likely to consume alcohol in the last 30 days. A possible explanation for this finding is that the knowledge of the school management about cigarette consumption on its premises may be the result of the stricter monitoring of students by the school, potentially adopting measures to control substance use that led to the protection of young people and, thus, the lower possibility of students having used alcohol recently [44].
Adolescents in public schools consumed more substances than those in private schools. The former had a lower socioeconomic level, assessed by asset score tertiles, than the latter, which could explain the difference. The low socioeconomic status was associated with a higher incidence of alcohol abuse among adolescents in a previous study [45]. The hypothesis raised by the researchers was that low income was associated with low parental education and, therefore, the scarcity of information from the family nucleus increased the adolescents chances of consuming alcohol in an abusive way.
Our results do not corroborate the hypothesis that the different alcohol outcomes could have different predictors [21]. Most of the associations with alcohol use determinants in the three outcomes were the same. Thus, policies tackling these exposures could potentially have a positive impact in alcohol experimentation and use in the last 30 days and drunkenness episode among adolescents.
Finally, it should be noted that, in Brazil, the sale of alcoholic beverages to persons under 18 is prohibited, pursuant to article 243 of the Child and Adolescent Statute (Law 8,069/1990) and by the Criminal Misdemeanors Law, article 63 [46]. Since March 2015, selling, supplying, serving, administering or delivering alcoholic beverages to a child or adolescent, even if free of charge, is liable to imprisonment for two to 4 years and a fine. In addition, advertising is restricted to beverages with an alcohol content equal to or greater than 0.5-degree Gay Lussac, and advertisements can only be aired on radio and television stations between 9 pm and 6 am [47]. In the long term, better results are expected with the implementation and enforcement of these measures.
Despite this, studies have shown the consumption of alcoholic beverages by an important portion of adolescents in the country [47–50]. In addition to the factors already discussed, the lack of enforcement of laws, low price of alcoholic beverages, few restrictions on alcohol advertising in the media, wide availability of alcohol in environments, bars operating under a minimum consumption system and “open bar” promotions increase the risk of problems related to alcohol consumption in this age group [51].
Therefore, the findings of this study highlight the need to strengthen preventive and restrictive programs for alcohol use in schools, in addition to other policies that regulate the alcohol market (such as tax increases) and prevent early consumption of alcoholic beverages, always accompanied by continuous evaluations of the effectiveness of these measures.
Strengths and Limitations
This study’s strengths include sample size, high response rate (98.6%), the representativeness for entire Brazilian territory, and possibility of determining if the existence of a committee that coordinates health activities at school, if carrying out joint actions with PC, and if implementing PSE actions at school were associated with adolescent alcohol consumption. It is also worth mentioning that multilevel analysis allows analyzing the effect of contextual variables taking into account the possible correlation between data from the same group. However, some limitations must be considered. First, it is a cross-sectional study, making it impossible to establish a causal relationship. Second, the possibility of omitted variables, measurement errors of the variables included in the model and/or simultaneity between dependent and independent variables, generating some endogeneity problem. Third, self-reported information allows for underestimation or overestimation of the indicators studied, depending on the lower or higher social acceptance of the evaluated behaviors, the difficulty in understanding the questions or even the memory bias. In addition, the PeNSE [22, 23] questions did not allow to identify what the alcohol ban policy on school premises was like and which PC actions were developed at school. Furthermore, it was not possible to identify whether the PSE actions involved the theme of alcohol, limiting our ability to differentiate levels of implementation of these actions and policies. Another point is the fact that the survey was conducted only with adolescents enrolled and present on the day the questionnaire was applied, excluding absent students or dropouts. The literature shows that those most exposed to psychotropic substance use are also more prone to school absenteeism and dropout [3]. Regarding the multilevel analysis, it was not possible to consider the complex sampling design in the models due to operational limitations of the software. However, previous studies have found no differences in the results of association analysis when comparing models that accounted for the sample design with models that did not [52, 53]. Despite this, the standard errors and consequently the 95% CI might have been affected by not incorporating the complex sample design in our analysis; therefore, the readers should interpret any weak associations with caution.
ETHICS STATEMENT
PeNSE 2015 was approved by the National Research Ethics Commission (CONEP), of the National Health Council (CNS), through CONEP No. 1.006.467. Written informed consent from the participants’ legal guardian/next of kin was not required to participate in this study in accordance with the national legislation and the institutional requirements.
AUTHOR CONTRIBUTIONS
PA and AS were responsible for the analysis of data and for drafting the article; AR, LS, and CA were involved in the conception and design of the study and critical review for important intellectual content. All authors were involved in interpretation of data and final approval of the version to be submitted.
REFERENCES
 1. Marques, ACPR. O uso Do álcool e a evolução Do conceito de dependência de álcool e outras drogas e tratamento. Rev IMESC No3 (2001) 3:73–86. 
 2.WHO. Global Status Report on Alcohol and Health 2018. [Internet]. Geneva: World Health Organization (2018). 
 3. Malta, DC, Porto, DL, Melo, FCM, Monteiro, RA, Sardinha, LMV, and Lessa, BH. Family and the protection from Use of Tobacco, Alcohol, and Drugs in Adolescents, National School Health Survey. Rev Bras Epidemiol (2011) 14(Suppl. 1):166–77. doi:10.1590/s1415-790x2011000500017
 4. Bobo, JK, and Husten, C. Sociocultural Influences on Smoking and Drinking. Alcohol Res Heal (2000) 24(4):225. 
 5. Bonnie, RJ, and O’Connell, ME. Developmental and Environmental Influences on Underage Drinking: A General Overview. In: Reducing Underage Drinking: A Collective Responsibility [Internet] . Washington (DC): National Academies Press (2004). 
 6. Kim, MJ, Fleming, CB, and Catalano, RF. Individual and Social Influences on Progression to Daily Smoking during Adolescence. Pediatrics (2009) 124(3):895. doi:10.1542/peds.2008-2015
 7. Cardoso, LRD, and Malbergier, A. A influência dos amigos no consumo de drogas entre adolescentes. Estud Psicol (2014) 31(1):65–74. doi:10.1590/0103-166X2014000100007
 8. Pedersen, W, Bakken, A, and von Soest, T. Neighborhood or School? Influences on Alcohol Consumption and Heavy Episodic Drinking Among Urban Adolescents. J Youth Adolesc (2017) 47(10):2073–87. doi:10.1007/s10964-017-0787-0
 9. Elicker, E, Palazzodos, LS, Aerts, DRGde C, Alves, GG, and Câmara, S. Uso de álcool, tabaco e outras drogas por adolescentes escolares de Porto Velho-RO. Brasil Epidemiol e Serviços Saúde (2015) 24(3):399–410. 
 10. Enstad, F, Pedersen, W, Nilsen, W, and von Soest, T. Predicting Early Onset of Intoxication versus Drinking-A Population-Based Prospective Study of Norwegian Adolescents. Addict Behaviors Rep (2017) 6:1–7. doi:10.1016/j.abrep.2017.04.002
 11. Carlson, P. Declining Alcohol Consumption Among Adolescents and Schools in Stockholm, 2010–2016. Nord Stud Alcohol Drugs (2019) 36(4):344–56. doi:10.1177/1455072519835710
 12. Takakura, M, Miyagi, M, Ueji, M, Kobayashi, M, Kurihara, A, and Kyan, A. The Relative Association of Collective Efficacy in School and Neighborhood Contexts with Adolescent Alcohol Use. J Epidemiol (2019) 29(10):390. doi:10.2188/jea.JE20180125
 13. Allison, KR, Adlaf, EM, Irving, HM, Schoueri-Mychasiw, N, and Rehm, J. The Search for Healthy Schools: A Multilevel Latent Class Analysis of Schools and Their Students. Prev Med Rep (2016) 4:331–7. doi:10.1016/j.pmedr.2016.06.016
 14.Brasil. Programa Saúde Na Escola. Ministério da Saúde. Secretaria de Atenção Primária à Saúde (2021). 
 15. Arria, A, and Jernigan, D. Addressing College Drinking as a Statewide Public Health Problem: Key Findings from the Maryland Collaborative. Health Promot Pract (2018) 19(2):303–13. doi:10.1177/1524839917711399
 16. Oh, SS, Ju, YJ, Jang, S, and Park, E-C. Self-reported Campus Alcohol Policy and College Alcohol Consumption: a Multilevel Analysis of 4592 Korean Students from 82 Colleges. Subst Abus Treat Prev Pol (2020) 15(1):1–10. doi:10.1186/s13011-020-0255-9
 17. Komro, K, Livingston, M, Wagenaar, A, Kominsky, T, Pettigrew, D, and Garrett, B. Multilevel Prevention Trial of Alcohol Use Among American Indian and White High School Students in the Cherokee Nation. Am J Public Health (2017) 107(3):453–9. doi:10.2105/AJPH.2016.303603
 18. Paz, FM, Teixeira, VA, Pinto, RO, Andersen, CS, Fontoura, LP, Castro, L, et al. School Health Promotion and Use of Drugs Among Students in Southern Brazil. Rev Saude Publica (2018) 52:58. doi:10.11606/S1518-8787.2018052000311
 19. Onrust, SA, Otten, R, Lammers, J, and Smit, F. School-based Programmes to Reduce and Prevent Substance Use in Different Age Groups: What Works for Whom? Systematic Review and Meta-Regression Analysis. Clin Psychol Rev (2016) 44:45–59. doi:10.1016/j.cpr.2015.11.002
 20. Kristjansson, AL, Sigfusdottir, ID, and Allegrante, JP. Adolescent Substance Use and Peer Use: a Multilevel Analysis of Cross-Sectional Population Data. Subst Abus Treat Prev Pol (2013) 8:1–10. doi:10.1186/1747-597x-8-27
 21. Petit, G, Kornreich, C, Verbanck, P, Cimochowska, A, and Campanella, S. Why Is Adolescence a Key Period of Alcohol Initiation and Who Is Prone to Develop Long-Term Problem Use?: A Review of Current Available Data. Socioaffective Neurosci Psychol (2013) 3:21890. doi:10.3402/snp.v3i0.21890
 22. Levy, RB, Castro, I, Cardoso, L, Tavares, LF, Sardinha, LMV, Gomes, Fda S, et al. Consumo e comportamento alimentar entre adolescentes brasileiros: Pesquisa Nacional de Saúde Do Escolar (PeNSE), 2009. Cien Saude Colet (2010) 15(Suppl. 2):3085–97. doi:10.1590/S1413-81232010000800013
 23. Oliveira, M, Campos, M, Andreazzi, M, and Malta, D. Characteristics of the National Adolescent School-Based Health Survey - PeNSE, Brazil. Epidemiol e Serviços Saúde (2017) 26(3):605–16. doi:10.5123/S1679-49742017000300017
 24. Gohari, MR, Dubin, JA, Cook, RJ, and Leatherdale, ST. Original Quantitative Research Identifying Trajectories of Alcohol Use Among a Sample of Secondary-School Students in Ontario and Alberta: Longitudinal Evidence from the COMPASS Study. Heal Promot Chronic Dis Prev Can Res Pol Pract (2019) 39(8–9):253. doi:10.24095/hpcdp.39.8/9.02
 25. Nolen-Hoeksema, S. Gender Differences in Risk Factors and Consequences for Alcohol Use and Problems. Clin Psychol Rev (2004) 24(8):981–1010. doi:10.1016/j.cpr.2004.08.003
 26. Mays, D, and Thompson, NJ. Alcohol-Related Risk Behaviors and Sports Participation Among Adolescents: An Analysis of 2005 Youth Risk Behavior Survey Data. J Adolesc Heal (2009) 44(1):87–9. doi:10.1016/j.jadohealth.2008.06.011
 27. Brito, I, Precioso, J, Correia, C, Albuquerque, C, Samorinha, C, Cunha-Filho, H, et al. Fatores associados ao consumo de álcool na adolescência, em função Do género. Psic, Saúde & Doenças (2015) 16(3):392–410.
 28. Mehus, CJ, and Patrick, ME. Alcohol Use Among 10th‐graders: Distinguishing between High‐intensity Drinking and Other Levels of Use. J Adolescence (2020) 83:27–30. doi:10.1016/j.adolescence.2020.07.004
 29. Paschall, MJ, Grube, JW, Black, C, and Ringwalt, CL. Is Commercial Alcohol Availability Related to Adolescent Alcohol Sources and Alcohol Use? Findings from a Multi-Level Study. J Adolesc Heal (2007) 41(2):174. doi:10.1016/j.jadohealth.2007.03.009
 30. Borsari, B, and Carey, K. Peer Influences on College Drinking: a Review of the Research. J Subst Abuse (2001) 13(4):391–424. doi:10.1016/s0899-3289(01)00098-0
 31. Fujimoto, K, and Valente, TW. Alcohol Peer Influence of Participating in Organized School Activities: A Network Approach. Heal Psychol (2013) 32(10):1092. doi:10.1037/a0029466
 32. Latendresse, SJ, Rose, RJ, Viken, RJ, Pulkkinen, L, Kaprio, J, and Dick, DM. Parenting Mechanisms in Links between Parents’ and Adolescents’ Alcohol Use Behaviors. Alcohol Clin Exp Res (2008) 32(2):330. doi:10.1111/j.1530-0277.2007.00583.x
 33. Tomczyk, S, Isensee, B, and Hanewinkel, R. Latent Classes of Polysubstance Use Among Adolescents-A Systematic Review. Drug and Alcohol Dependence (2016) 160:12–29. doi:10.1016/j.drugalcdep.2015.11.035
 34. Evans-Whipp, TJ, Plenty, SM, Catalano, RF, Herrenkohl, TI, and Toumbourou, JW. The Impact of School Alcohol Policy on Student Drinking. Health Educ Res (2013) 28:651–62. doi:10.1093/her/cyt068
 35. Beauchesne, L. Legalizar as Drogas: Para Melhor Prevenir Os Abusos. 1st ed. Rio de Janeiro: UFRJ (2017). p. 1–292. 
 36. Veríssimo, M. As “drogas”, seus usos e abusos no ambiente escolar. Em Soc (2018) 1(1):76–98. doi:10.5752/P.2595-7716.2018v1n1p76-98
 37. Conrod, PJ, O’Leary-Barrett, M, Newton, N, Topper, L, Castellanos-Ryan, N, Mackie, C, et al. Effectiveness of a Selective, Personality-Targeted Prevention Program for Adolescent Alcohol Use and Misuse: A Cluster Randomized Controlled Trial. JAMA Psychiatry (2013) 70(3):334–42. doi:10.1001/jamapsychiatry.2013.651
 38. Bodin, MC, and Strandberg, AK. The Örebro Prevention Programme Revisited: a Cluster-Randomized Effectiveness Trial of Programme Effects on Youth Drinking. Addiction (2011) 106(12):2134–43. doi:10.1111/j.1360-0443.2011.03540.x
 39. Malmberg, M, Kleinjan, M, Overbeek, G, Vermulst, A, Lammers, J, Monshouwer, K, et al. Substance Use Outcomes in the Healthy School and Drugs Program: Results from a Latent Growth Curve Approach. Addict Behaviors (2015) 42:194–202. doi:10.1016/j.addbeh.2014.11.021
 40.Informes Técnicos Institucionais. Programa Saúde da Família. Rev Saude Publica (2000) 34(3):316–9. doi:10.1590/S0034-89102000000300018
 41. Tobler, NS, Roona, MR, Ochshorn, P, Marshall, DG, Streke, AV, and Stackpole, KM. School-Based Adolescent Drug Prevention Programs: 1998 Meta-Analysis. J Prim Prev (2000) 20(4):275–336. doi:10.1023/A:1021314704811
 42. Sousa, MCde, Esperidião, M, and Medina, MG. Intersectorality in the ‘Health in Schools’ Program: an Evaluation of the Political-Management Process and Working Practices. Cien Saude Colet (2017) 22(6):1781–90. doi:10.1590/1413-81232017226.24262016
 43. Wold, B, Torsheim, T, Currie, C, and Roberts, C. National and School Policies on Restrictions of Teacher Smoking: a Multilevel Analysis of Student Exposure to Teacher Smoking in Seven European Countries. Health Educ Res (2004) 19(3):217–26. doi:10.1093/her/cyg029
 44. Maddox, SJ, and Prinz, RJ. School Bonding in Children and Adolescents: Conceptualization, Assessment, and Associated Variables. Clin Child Fam Psychol Rev (2003) 6:31–49. doi:10.1023/a:1022214022478
 45. Paiva, PCP, Paiva, H, Lamounier, J, Ferreira, E, César, C, and Zarzar, P. Consumo de álcool em binge por adolescentes escolares de 12 anos de idade e sua associação com sexo, condição socioeconômica e consumo de álcool por melhores amigos e familiares. Cien Saude Colet (2015) 20:3427–35.
 46.Brasil. Lei nº 13.106, de 17 de março de 2015. Altera a Lei nº 8.069, de 13 de julho de 1990 - Estatuto da Criança e do Adolescente, para tornar crime vender, fornecer, servir, ministrar ou entregar bebida alcoólica a criança ou a adolescente; e revoga o inciso I do art. 63 do Decreto-Lei nº 3.688, de 3 de outubro de 194. Brasília (DF); Lei das Contravenções Penais (2015). 
 47. Coutinho, ES, França-Santos, D, Magliano, ES, Bloch, KV, Barufaldi, LA, Cunha, CF, et al. ERICA: Patterns of Alcohol Consumption in Brazilian Adolescents. Rev Saude Publica (2016) 50(Suppl. 1):8s. doi:10.1590/S01518-8787.2016050006684
 48. Malta, DC, Mascarenhas, MDM, Porto, DL, Barreto, SM, and Morais Neto, OLd. Exposição ao álcool entre escolares e fatores associados. Rev Saúde Pública (2014) 48(1):52–62. doi:10.1590/S0034-8910.2014048004563
 49. Pinsky, I, Sanches, M, Zaleski, M, Laranjeira, R, and Caetano, R. Patterns of Alcohol Use Among Brazilian Adolescents. Rev Bras Psiquiatr (2010) 32(3):242–9. doi:10.1590/S1516-44462010005000007
 50. Strauch, ES, Pinheiro, RT, Silva, RA, and Horta, BL. Uso de álcool por adolescentes: estudo de base populacional. Rev Saúde Pública (2009) 43(4):647–55. doi:10.1590/S0034-89102009005000044
 51. Romano, M, Duailibi, S, Pinsky, I, and Laranjeira, R. Pesquisa de compra de bebidas alcoólicas por adolescentes em duas cidades Do Estado de São Paulo. Rev Saúde Pública (2007) 41(4):495–501. doi:10.1590/S0034-89102007000400001
 52. Rai, D, Zitko, P, Jones, K, Lynch, J, and Araya, R. Country- and Individual-Level Socioeconomic Determinants of Depression: Multilevel Cross-National Comparison. Br J Psychiatry (2013) 202:195–203. doi:10.1192/bjp.bp.112.112482
 53. Lemeshow, S, Letenneur, L, Dartigues, J-Fo., Lafont, S, Orgogozo, J-M, and Commenges, D. Illustration of Analysis Taking into Account Complex Survey Considerations: The Association between Wine Consumption and Dementia in the PAQUID Study. Am J Epidemiol (1998) 148:298–306. doi:10.1093/oxfordjournals.aje.a009639
Conflict of Interest: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.
Copyright © 2022 Arruda, Silva, Rinaldi, Silva and Azeredo. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.
OPS/images/ijph-67-1604397-t003.jpg
Variables Public schools

Private schools

Total

Crude model Adjusted model
OR OR
(95%Cl) (95%Cl)
Individuals
Sex
Male 1 )
Female 1.1 (1.08-1.15) 1.10 (1.06-1.15)
Used cigarette in the last 30 days
No 1 1
Yes 1469 (13.65-1581) 579 (5.33-6.30)
Used drugs in the past 30 days
No 1 1
Yes 16.49 (15.05-18.06) 3.8 (3.49-4.31)
Having friends
None 1 1
1 or 2 friends 1.18 (1.08-1.30) 1.1 (1.00-1.24)
3 or more friends 1.05 (0.97-1.14) 1.07 (0.97-1.18)
Friends use alcohol
No 1 1
Afew 6.55 (6.02-7.12) 478 (4.38-6.22)
Most 25.57 (23.45-27.87)  13.15 (11.98-14.44)
Friends use drugs
No 1 1
Afew 417 (3.99-4.35) 1.80 (1.72-1.89)
Most 9.59 (8.94-10.28) 1.60 (1.47-1.74)
Parents smoke
No 1 1
Only one 1.57 (1.50-1.63) 1.24 (1.19-1.30)
Both smoke 2.08 (1.93-2.25) 1.42 (1.30-1.56)
Contextual
School type
Public -
Private -
Committee that coordinates health actions at school
No 1 1
Yes 098 (0.93-1.04) 096 (0.90-1.01)
Joint actions with PC* at school
No 1 i
Yes 1.00 (0.94-1.06) 1.6(0.9-1.13)
Implements PSE actions®
No 1 1
Yes 093 (0.88-0.98) 099 (0.93-1.05)
Principal’s report of use of cigarettes by teachers in the school
No 1 1
Yes 1.18 (1.00-1.27) 1.17 (1.09-1.26)
Principal’s report of use of cigarettes by students at school
No 1 1
Yes 1.03 (0.97-1.10) 090 (0.85-0.96)
Policy banning alcohol consumption at school
No 1 1
Yes 1.13 (1.04-1.23) 1.03 (0.95-1.12)

"PC: primary care.
"PSE: health at school program.

Crude model
OR
(95%Cl)

1
1.11 (1.04-1.19)

1
25.13 (20.27-31.15)

1
30.10 (23.76-38.13)

1
1.40 (1.09-1.79)
137 (1.08-1.73)

1
7.19 (5.98-8.69)
35.37 (29.27-42.74)

i ]
571 (5.24-6.28)
17.58 (14.61-21.14)

1
2.20 (1.76-2.73)
2,54 (1.92-3.37)

1
1.01 (0.89-1.14)

1
1.7 (0.95-1.21)

1
1.15 (0.92-1.43)

1
1.22 (0.95-157)

1
1.03 (0.81-1.30)

Adjusted model
OR

(95%C1)

1
1.04 (0.96-1.13)

L
5.53 (4.31-7.09)

1
6.19 (4.71-8.14)

1
1.45 (1.00-1.95)
1.53 (1.16-2.02)

1
4.93 (4.08-5.97)
14.95 (12.19-18.32)

%
2.35 (2.13-2.59)
2.34 (1.86-2.94)

1
1.46 (1.31-1.63)
1.30 (1.00-1.69)

1
1.00 (0.89-1.12)

1
1.06 (0.95-1.19)

1
0.97 (0.76-1.24)

1
1.08 (0.82-1.42)

L
0.99 (0.79-1.24)

Crude model
OR
(95%Cl)

1
1.1 (1.08-1.15)

1
15.76 (14.70-16.89)

1
18.11 (16.64-19.71)

1
1.19 (1.10-1.30)
1.08 (1.00-1.17)

1
6.67 (6.18-7.20)
27.22 (25.16-20.46)

4
4.45 (4.28-4.62)
1051 (2.85-11.21)

1
1.62 (1.56-1.68)
212 (1.97-2.28)

1
0.82 (0.77-0.87)

1
0.98 (0.93-1.03

1
1.07 (1.01-1.13)

1
1.19 (1.11-1.28)

1
1.08 (1.01-1.14)

1
1.10 (1.01-1.19)

Adjusted model
OR

(95%C1)

1
1.09 (1.06-1.13)

1
5.75 (5.32-6.23)

L |
4.15 (3.76-4.58)

1
1.15 (1.04-1.27)
1.12 (1.02-1.22)

1
4.79 (4.42-5.18)
13.43 (12.34-14.62)

1
1.90 (1.82-1.98)
1.68 (1.65-1.83)

1
1.27 (1.22-1.33)
1.41 (1.30-1.54)

1
0.91 (0.85-0.98)

1
0.96 (092-1.01)

1
1.06 (1.00-1.12)

1
1.16 (1.08-1.24)

1
091 (0.86-0.97)

1
1.02 (0.95-1.11)

For the adjustment, the following variables were used: sex, age, maternal education, skin color, score of goods, information on cigarette and ilicit drugs consumption by the adolescent.

OR: odds ratio: Cl: confidence interval.
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Variables Public schools

Private schools

Total

Crude model Adjusted model
OR OR
(95%Cl) (95%Cl)
Individuals
Sex
Male 1 1
Female 0.95 (0.92-0.98) 091 (0.87-0.95)
Used cigarette in the last 30 days
No 1 1
Yes 11.72 (1094-1256)  4.01 (3.70-4.34)
Used drugs in the past 30 days
No 1 1
Yes 1645 (15.04-17.99)  3.68 (3.32-4.08)
Having friends
None 1 1
1 or 2 friends 1.16 (1.06-1.27) 1.14 (1.03-1.27)
3 or more friends 0.93 (0.86-1.02) 0.96 (0.87-1.06)
Friends use alcohol
No 1 1
Afew 4.94 (4.57-5.34) 3.21 (2.96-3.48)
Most 18.25 (16.83-19.78) 7.62 (6.98-8.33)
Friends use drugs
No 1 1
Afew 4.90 (4.69-5.13) 2.39 (2.28-2.51)
Most 12.18 (11.36-13.06)  2.60 (2.39-2.83)
Parents smoke
No 1 1
Only one 1.67 (1.60-1.74) 1.34 (1.28-1.40)
Both smoke 2.25 (2.09-2.44) 158 (1.45-1.73)
Contextual
School type
Public - -
Private - -
Committee that coordinates health actions at school
No 1 1
Yes 1.00 (0.94-1.05) 0.98 (0.93-1.04)
Joint actions with PC* at school
No 1 1
Yes 0.98 (0.92-1.05) 1.06 (1.00-1.12)
Implements PSE actions®
No 1 1
Yes 091 (0.86-0.96) 0.96 (0.91-1.01)
Principal’s report of use of cigarettes by teachers in the school
No 1 1
Yes 1.17 (1.08-127) 113 (1.06-1.22)
Principal’s report of use of cigarettes by students at school
No 1 1
Yes 1.1 (1.04-1.18) 097 (0.91-1.03)
Policy banning alcohol consumption at school
No | 1
Yes 1.16 (1.06-127) 1.05 (0.97-1.13)

"PC, primary care.
°PSE, health at school program.

Crude model
OR
(95%Cl)

1
0.93 (0.86-1.00)

1
21.92 (18.05-26.62)

1
30.04 (24.13-37.40)

1
082 (0.65-1.03)
0.78 (0.63-0.97)

1
635 (5.22-7.73)
3250 (26.57-39.75)

1
6.34 (5.78-6.96)
24.48 (20.32-29.48)

1
2.04 (1.85-2.25)
262 (2.10-3.27)

1
0.98 (0.87-1.10)

1
1.5 (0.93-1.18)

1
1.19 (0.96-1.47)

1
1.24 (0.97-1.58)

1
094 (0.74-1.18)

Adjusted model
OR

(95%CI)

1
0.83 (0.76-0.91)

1
420 (3.34-5.29)

1
5.43 (4.20-7.00)

1
0.75 (0.57-0.97)
0.76 (0.59-0.97)

1
4.20 (3.42-5.16)
12.49 (10.04-15.53)

|
261 (2.35-2.90)
350 (2.79-4.39)

|
1.58 (1.41-1.77)
1.56 (1.20-2.04)

1
0.99 (0.90-1.10)

1
1.02 (0.92-1.13)

1
1.04 (0.84-1.30)

1
1.06 (0.83-1.36)

1
091 (0.73-1.12)

Crude model
OR
(95%C1)

|
095 (0.92-0.98)

,
12.78 (11.98-13.64)

1
18.14 (16.70-19.71)

1
1.10 (1.01-1.20)
091 (0.84-0.98)

4
5.11 (4.75-5.50)
20.9 (18.63-21.65)

i
5.16 (4.96-5.37)
1354 (12.6-14.4)

1
1.73 (1.67-1.80)
2.32 (2.16-2.50)

1
0.73 (0.69-0.78)

3
0.99 (0.94-1.04)

4
1.08 (1.03-1.14)

1
1.20 (1.12-1.30)

4
1.17 (1.10-1.25)

.
1.10 (1.02-1.20)

Adjusted model
OR

(95%Cl)

"
090 (0.87-0.93)

1
03 (3.74-4.35)

"
393 (3.58-4.32)

"
1.08 (0.98-1.19)
093 (0.85-1.02)

|
332 (3.07-358)
821 (7.57-891)

q
244 (2.34-2.55)
260 (2.49-2.91)

i
1.37 (1.31-1.43)
1.68 (1.45-1.72)

i
0.87 (0.82-0.93)

1
0.98 (0.93-1.02)

4
1.04 (0.99-1.10)

1
1.13 (1.06-1.21)

1
097 (0.92-1.09)

i
1.03 (0.95-1.11)

For the adjustment, the following variables were used: sex, age, maternal education, skin color, score of goods, information on cigarette and ilicit drugs consumption by the adolescent.

OR. odds ratio: Cl. Confidence Interval.
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Variables Public school % Private school %
(95%Cl1) (95%CI)

Individuals (n = 100.914) n=611 n=2368
Sex

Female 51.5 (50.8-52.2) 51.0 (49.5-52.4)

Male 48.4 (47.7-49.1) 48.9 (47.5-50.4)
Age (years)

<13 16.8 (15.6-18.0) 27.1 (24.8-29.6)

140r 15 71.0 (69.9-72.2) 69.3 (66.9-71.7)

216 12.1 (11.4-12.8) 3.4 (28-4.1)
Color or race

White 33.1 (32.1-34.2) 53.8 (60.9-66.7)

Black 14.2 (13.6-14.8) 7.82 (6.81-8.9)

Asian 3.8(36-4.1) 5.3 (4.8-6.0)

Brown 45.2 (44.2-46.1) 29.8 (27.6-32.0)

Indigenous 3.3(3.0-3.5) 3.0 (25-3.5)
Maternal education

Incomplete elementary school 27.7 (27.0-28.4) 65 (55-7.6)

Complete elementary education 132 (12.7-137) 84 (7.6-9.2)

CGomplete high school 215 (20.8-22.2) 28.5 (26.5-30.6)

Gomplete higher education 8.4 (7.9-88) 42,0 (38.8-45.2)
Score for goods

1° Tertle 41.4 (40.1-42.6) 7.7 (65-9.0)

2" Tertie 32,6 (31.9-33.3) 22,9 (21.2-24.7)

3 Tertie 25.9 (24.7-27.1) 69.2 (66.6-71.7)
Experienced aloohol® 53.6 (652.7-54.5) 48.7 (46.8-50.6)
Drank alcohol in the last 30 days * 242 (235-24.9) 212 (19.5-22.9)
Had an episode of drunkenness® 22.2 (21.4-22.9) 16.5 (15.4-17.7)
Experienced cigarette® 19.3 (18.6-19.9) 125 (11.4-13.7)
Have used cigarettes in the last 30 days 59 (65-6.3) 3.6(3.04.3)
Experienced drugs (mariuana, cocaine, crack, cola, lolo, perfume 9.3(8.1-9.8) 6.7 (6.0-7.5)
launcher, ecstasy, oxy etc)*
Have used drugs in the last 30 days 4.2 (3.9-4.6) 3.3 (2839
Having friends

None 44 (42-47) 3.0 (2.4-3.7)

1or2 19.1 (18.5-19.7) 169 (15.7-18.2)

3 or more 76.3 (75.7-76.9) 79.9 (78.6-81.2)
Friends use alcohof®

No 19.0 (18.4-19.6) 19.6 (18.0-21.2)

Afew 50.9 (50.3-51.6) 54.6 (62.7-66.5)

Most 20.7 (20.0-21.5) 18.1 (16.7-19.6)

Do not know 9.1 (8.7-9.5) 75 (6.7-8.5)
Friends use ilicit drugs

No 46.0 (45.0-47.1) 52.3 (60.2-54.4)

Afew 315 (30.7-32.3) 31.0 (28.7-33.4)

Most 6.2 (6.7-6.7) 312687

Do not know 16.1 (15.5-16.6) 13.4 (12.4-14.4)
Parents smoke

No 69.9 (69.2-70.6) 81.9 (80.7-83.0)

One smokes 23,0 (22.4-23.7) 142 (13.3-15.2)

Both smoke 46 (4.3-5.0) 2.4 (2.0-3.0)

Do not know 22(2.0-2.4) 1.3 (1.0-16)
Contextual (n = 2.979)

School type

Public - -

Private - -
Committee that coordinates health actions at school 35.7 (32.1-39.5) 42.2 (35.0-49.8)
PSE actions implemented? 43.1 (39.8-46.5) -
Joint actions with PG* 74.6 (70.9-77.9) 34.4 (27.9-41.4)
Principal's report of use of cigarettes by teachers at school® 15.1 (12.5-18.2) 6.6 (4.1-10.7)
Principal's report of use of cigarettes by students at school® 205 (17.5-23.9) 53 (3.0-9.1)
Policy banning alcohol consumption at school 90.4 (88.5-92.1) 92.4 (87.9-95.3)

"Presentation of answers “yes".
C! confidence interval.

Total % (95% Cl)

51.8 (51.5-62.1)
48.1(47.8-48.4)

16.9 (16.7-17.1)
710 (70.7-713)
11.9 (11.8-12.2)

330 (32.8-33.3)
12,5 (12.3-12.7)
4.4(43-46)
45.9 (45.6-46.2)
37 36-38)

232 (23.0-235)
12,0 (11.8-12.2)
229 (22.6-23.1)
16.9 (16.7-17.1)

39.6 (39.3-39.9)
29.7 (20.4-30.0)
30.5 (30.2-30.8)
51.7 (51.4-52.0)
221 (21.9-22.4)
20.2 (20.0-20.5)
18.3 (18.0-18.5)
55 (5.1-6.4)
8.4 (8.2-86)

3.8 3.7-39)

4.0 3.9-4.2)
19.1(18.8-19.3)
76.7 (76.5-77.0)

20.1(19.9-20.4)

51.4(51.1-51.7)

19.7 (19.5-20.0)
86 8.4-8.7)

48.9 (48.6-49.2)
30.0 (29.7-30.3)
5.1(50-6.3)
15.8 (15.6-16.0)

738 (73.5-74.0)
20.1 (19.0-20.4)
37 (36-38)
22 2.1-2.3)

79.4(79.1-79.6)
205 (20.3-20.8)

36.1 (35.8-36.4)

67.1(66.8-67.4)
12.3 (12.1-12.5)
20.8 (20.5-21.0)
90.5 (90.3-90.7)
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Variables Public schools

Private schools

Total

Crude model Adjusted model
OR OR
(95%CH) (95%CI)

Individuals

Sex

Male 1 1

Female 1,09 (1.06-1.12) 1.12 (1.08-1.16)
Experienced cigarette

No 1 1

Yes 14.38 (18.57-15.24)  7.41 (6.96-7.90)
Experienced drugs

No 1 1

Yes 1833 (16.52-20.33)  3.67 (3.26-4.12)
Having friends

None 1 1

1 or 2 friends 1.15 (1.07-1.24) 1.08 (098-1.18)

3 or more friends 1,00 (0.93-1.07) 1.02 (094-1.11)
Friends use alcohol

No 1 1

Afew 459 (4.40-4.79) 3.24 (3.08-3.39)

Most 1494 (14.13-1579) 661 (6.20-7.05)
Friends use drugs

No 1 1

Afew 4.86 (4.68-5.04) 2.00 (1.92-2.09)

Most 9.26 (8.52-10.06) 1.52 (1.37-1.68)
Parents smoke

No 1 1

Only one 159 (1.54-1.65) 1.24 (1.19-1.29)

Both smoke 1.96 (1.2-2.12) 1.29 (1.18-1.41)
Contextual

School type

Public - e

Private - -
Committee that coordinates health actions at school

No 1 1

Yes 1,01 (0.96-1.06) 1.00 (0.95-1.05)
Joint actions with PG* at school

No 1 1

Yes 096 (0.91-1.02) 1.00 (0.95-1.06)
Implements PSE actions®

No 1 1

Yes 0.93 (0.89-0.98) 0.99 (0.94-1.04)
Principal’s report of use of cigarettes by teachers in the school

No 1 1

Yes 1.17 (1.09-1.26) 1.17 (1.10-1.26)
Principal's report of use of cigarettes by students at school

No 1 1

Yes 1.05 (0.99-1.11) 0.92 (0.87-0.97)
Policy banning alcohol consumption at school

No 1 1

Yes 121 (1.12-1.30) 1.13 (1.05-1.21)

PC, primary care.
°PSE, health at school program.

Crude model
OR
(95%Cl)

4
1.04 (0.99-1.11)

1
20.59 (17.42-24.34)

)
28,09 (21.47-36.74)

"
1.12 (0.93-1.34)
0.99 (0.84-1.17)

i
4.65 (4.27-5.07)
18.66 (16.64-20.93)

5
5.46 (5.08-5.89)
16.71 (12.91-21.63)

1
1.84 (1.69-2.00)
1 (1.86-2.86)

1
0.96 (0.88-1.06)

4
1.06 (0.96-1.16)

q
1.09 (0.92-1.29)

q
1.19 (0.98-1.45)

7
0.98 (0.82-1.17)

Adjusted model
OR
(95%Cl)

1
0.98 (0.92-1.05)

|
8.02 (6.70-9.60)

1
4.26 (3.16-5.75)

"
1.07 (0.87-1.33)
1.02 (0.83-1.25)

4
3.26 (2.98-3.58)
7.72 (6.78-8.79)

5
2.24 (2.06-2.43)
218 (162-2.94)

4
1.38 (1.25-1.53)
1.39 (1.08-1.80)

1
0.97 (0.98-1.06)

3
1.03 (0.94-1.12)

B
0.91 (0.75-1.11)

5
1.16 (0.93-1.44)

1
0.98 (0.82-1.18)

Crude model
OR
(95%Cl)

1
1.08 (1.05-1.11)

.
15.02 (14.22-15.87)

1
1950 (17.78-21.58)

"
1.14 (1.07-1.28)
1.00 (0.97-1.11)

1
461 (4.43-4.79)
15.61 (14.85-16.41)

q
4.98 (4.82-5.15)
9.95 (9.19-10.76)

1
1.63 (1.58-1.69)
201 (1.87-2.16)

"
0.84 (0.79-0.88)

1
1.00 (0.95-1.04)

1
1.04 (0.99-1.08)

1
1.18 (1.10-1.26)

.
1.09 (1.03-1.15)

1
1.16 (1.08-1.24)

Adjusted model
OR
(95%Cl)

4
1.09 (1.05-1.12)

"
7.46 (7.03-7.92)

.
377 (3.38-4.20)

y
1.07 (0.99-1.17)
1.02 (0.94-1.10)

i
323 (3.10-3.37)
679 (6.41-7.19)

i
2,05 (1.98-2.13)
1.58 (1.44-1.74)

1
1.26 (1.21-1.30)
1.30 (1.19-1.41)

1
1.01 (0.95-1.07)

1
0.99 (0.95-1.03)

1
1.01 (0.97-1.06)

1
1.15 (1.08-1.23)

4
93 (0.95-1.03)

i
1.1 (1.04-1.18)

For the adjustment, the following variables were used: sex, age, maternal education, skin color, score of goods, information on cigarette and ilict drugs consumption by the adolescent.

OR. odds ratio: Cl. confidence interval.
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