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Socioeconomic Differences
in Health Risk Behaviour in
Adolescence: Do They Exist?

Socioeconomic health differences are age-specific. In contrast to adults

and children, most studies have found little variation by social class in

morbidity and mortality among adolescents (West et al 1990, Macintyre

& West 1991, Rahkonen 1993, Rahkonen et al 1995). These studies con-

clude that adolescence is characterised, unlike other stages in the course

of life, more by the absence than the presence of socioeconomic health

differences. Recently, however, some suggestions have been made that

there may be socioeconomic health differences in adolescence (Tuinstra

et al). However, these differences are relatively small and are also

found only for a limited number of health measures.

Even if there are no consistent social class differences in health among

adolescents, there might be socioeconomic differences in health risk

behaviours during this period of life. These health risk behaviours have

an adverse effect on health in the long term, which has often been estab-

lished (Pietiläää et al 1995). Therefore, socioeconomic differences in health

risk behaviours in adolescence are one of the predictors of socioeco-

nomic health differences in adulthood. We consider this hypothesis as

the hypothesis of latent differences: while there are few differences in

health in adolescence, health behaviours are class differentiated. We

refer specifically to health risk behaviour, in contrast to West et al, who

used the same concept for, for example, height (West 1988).

In addition, in the inequality debate, lifestyle or behavioural factors are

seen as providing an important area of explanation for socioeconomic

health differences (Lucht van der 1992, Ranchor 1994, Stronks et al

1996). Studies on adults have established that these behavioural factors

often show a pattern which is disadvantageous to the lowest socioeco-
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nomic status (SES) groups (Ranchor et al 1990, Graham 1994, Ranchor

1994, Kooiker & Christiansen 1995, Lucht van der & Groothoff 1995,

Stronks et al 1996, Sanderman et al). People with a low SES exhibit

more risk behaviours, such as smoking, poor diet and physical inactiv-

ity, than high-SES people. Alcohol consumption, however, is a common

exception. The relation between SES and alcohol consumption is usual-

ly weak or reversed (Mackenbach 1992, Mulder et al).

Evidence about the relationship between SES and health risk behav-

iours in adolescence, however, is often inconsistent or even contradict-

ory. Some studies support the hypothesis that behaviour like smoking,

drinking, drug use and physical inactivity is more frequent among ado-

lescents with a low family SES (Green et al 1991, Greenland et al 1995,

Pietilää et al 1995, Lowry et al 1996). Other studies reject this hypothesis

and show that SES has little or no relationship to health risk behaviours

(O'Malley et al 1993, Donato et al 1994, Glendinning et al 1994, Donato

et al 1995). The picture gets even more complex with the introduction of

differences between male and female adolescents.

Recently, the importance of the combination of health risk behaviours

has been acknowledged (Osler 1993), mainly supported by the very

strong associations between the behaviours (Lytle et al 1995). Also, the

cumulative effect of health risk behaviours is to make people vulner-

able to health complaints, so that in combination they have a greater

power to predict the occurrence of ill health. Recent studies support the

idea that an accumulation of health risk behaviours is associated with

SES, both for adults (Sanderman et al, Mulder et al) and for adolescents

(Raitakari 1995, Lowry et al 1996). These socioeconomic differences in

adolescence might be one of the preludes to the re-emergence of socio-

economic health differences in adulthood.

Three questions are asked: Firstly, whether a relationship could be

found between SES and health risk behaviours, for the separate health

risk behaviours on the one hand, and for the combination of these

behaviours, on the other. Secondly and thirdly, we examined the main

and the interacting influences of gender in the relationship between SES

and health risk behaviour.

Methods

Procedure and sample
Data were collected in 1994 and 1995 with the cooperation of four

Public Health Services in four provinces in the north of the Nether-

lands, one from each province. In these areas, a random sample of 18
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secondary schools, vocational and high schools, was drawn. Only two

of the 18 schools approached refused to cooperate. To acquire the

desired sample number of adolescents, an additional sample was

drawn from two areas, one school per area. Eventually, 1984 of the total

sample (N=2090) of fourth grade scholars filled out a questionnaire.

This represents a response rate of 95%. The respondents (51.6% male

and 48.4% female; mean age 16.2 years old) completed the question-

naire in their classroom, under the guidance of a field worker. Besides

the questionnaire, each adolescent was asked to fill out an informed-

consent form for participation in a follow-up study, and for sending a

postal questionnaire to their parents. The response rate of the parents

was 71%. Adolescent-parents comparisons provided information about

the agreement between the answers about the education and occupation

of the parents. The degree of agreement, represented by gamma, was in

fact high: 0.89 (father), 0.92 (mother) and 0.86 (father), 0.86 (mother)

for, respectively, their educational level and occupational status. These

results allowed us to use the answers of the adolescents in the analysis,

since their response rates were higher.

Measurements of socioeconomic status
SES was operationalised by means of the educational level and occupa-

tional status of both parents. Educational level was defined as the high-

est level attained. The data were coded, corresponding to the levels of

the International Classification of Education (Unesco 1976). Six levels of

education were distinguished, ranging from primary education to uni-

versity education.

Following the recommendations of the Program Committee on Socio-

economic Health Differences (Berkel-Van Schaik van & Tax 1990), occu-

pational status was derived by coding job descriptions according to the

classification of the Central Bureau for Statistics (CBS 1985). These

nominal codes correspond with the International Standard

Classification of Occupations (ILO 1988). The occupational codes were

converted into prestige scores with an interval level of measurement

ranging from 13 (low) to 87 (high) (Sixma & Ultee 1983). These prestige

scores were finally divided into six categories.

Measurements of health risk behaviour 
We included four health risk behaviours in this study, smoking, alcohol

consumption, soft drug use, and (no) physical exercise. For each, a

dichotomised variable was constructed.

Questions on smoking habits were based on a questionnaire used by

the Dutch Institute of Alcohol and Drug (NIAD, Kuipers et al 1993) for
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large-scale youth studies. In this paper, the question: "Have you ever

smoked cigarettes?" is used. There were six possible answers, ranging

from �̀ I have never smoked' to �̀I smoke daily'. Subjects who smoked

daily were classified as smokers, the rest as non-smokers.

As with the question on smoking, alcohol consumption was based on

questions formulated by the NIAD. In the present study, we used the

question concerning frequency of consumption in the past four weeks.

The original variable included seven levels (0= never, 7= twenty times

or more). Individuals were classified as an alcohol consumer if they

reported consumption on three occasions or more in the past four

weeks.

The questions on (soft)drug use were also adapted from the NIAD. The

cut-off point for dichotomising the item "How often have you used soft

drugs (with examples) in the past twelve months?" was: never, in con-

trast to once or more.

(No) Physical exercise was assessed, yes/no, by the question: "Do you

do any sports?".

The cumulative health risk score is based on four dichotomized beha-

viour variables.

Data analysis
The analyses were all done by using the statistical software package

SPSS/PC+. For the separate health risk behaviour variables, logistic

regression was conducted to test the effects of the SES variables, gender

and the interaction between these two variables. We fitted two logistic

regression models, one without the interaction terms and one with the

interaction terms. The difference of the log likelihood of these two

models, Chi-square based, indicates whether or not there is an

interaction effect. 

Correlation coefficients demonstrate the associations among the four

behavioural variables. Based on the correlations, a combination was

made for three health risk behaviours. The combination of the three

behaviours was first studied by comparing the observed and expected

proportions for zero, one, two and three simultaneously occurring

behaviours. The expected proportions were calculated by multiplying

together the individual probabilities of each behaviour, based on its

occurrence in the total sample. To analyse the association between SES

and the combined behaviours, a score was computed of these beha-

viours, ranging from zero to three. Two analyses were used to examine

the relationship between SES and the combined behaviours. Firstly,

analyses of variance were used to compare the mean scores of risk

behaviours among the six SES groups. Secondly, Chi-square tests com-

Health in Adolescence

jol.qxd  28-04-98 19:27  Page /62



pared the distribution of the extreme groups over the SES groups,

focussing on those displaying no risk behaviours and those displaying

three. To avoid capitalization of chance, we used the Bonferroni/Holm

correction in the interpretation of our results. When testing three

hypotheses at once, the p-values are respectively 0.016, 0.025 and 0.05.

The variation in numbers (N) in the analysis is due to differences in the

missing values and `don't know` in the SES variables. The latter are

supplemented as much as possible by the answers of the parents.

Results 

Separate health risk behaviours

The first set of analyses examined the effect of the SES of the parents, of

gender and of the interaction between these two variables on the sepa-

rate health risk behaviours (Table 1).

As can be seen from Table 1, the relations of SES and gender vary for

the different behaviours. With respect to SES, we found no overall rela-

tionship with smoking and alcohol consumption. For drug use and

physical exercise, the relationship with SES was statistically significant.

Taking a closer look at the overall absence of a relationship between

SES and smoking, we found that only the occupational status of the

father was significantly related to this behaviour. However, this rela-

tionship is not linearly shaped, as expected. For the males, we found

the highest smoking rate in the middle SES group (group 3), and for the

females in the highest SES group, followed by the lowest SES group.

Considering alcohol consumption, the same pattern appears. The occu-

pational status of the father is again the only SES indicator that has a

relationship with the risk behaviour. As with smoking, the observed

relationship is not linear. Again we found the highest rate applying to

males in the middle SES group (group 3). For females, the highest rate

of alcohol consumption was found in the highest SES group.

We found stronger relations between SES and drug use and (no) physi-

cal exercise than between SES and smoking and alcohol consumption.

Three of the four SES indicators used have a significant relationship

with drug use, namely the educational level of both parents and the

occupational status of the father. For both male and female adolescents,

the highest father's educational group have the highest rate of having

used soft drugs during the past twelve months. However, again the

relationship is not linear. The groups 6, 1 and 3 of father's education

have, respectively, the highest rates of soft drug use. The relationships
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Health in Adolescence

Table 1 Health risk behaviours, SES of the parents and gender, in %

low high

11 22 33 44 55 66 ttoottaall  ((NN)) eeffffeecctt PP22((ddff)) pp

smoking

educational level

father edu-fath 11.69 (5) n.s.

hh 50.0 34.0 37.2 36.3 37.2 36.7 37.0 (870) sex 1.95 (1) n.s.

mm 48.2 37.9 32.9 26.4 32.9 32.3 33.6 (798) edu-fath*sex 4.19 (5) n.s.

mother edu-moth 1.83 (5) n.s.

hh 34.4 40.0 34.3 38.5 37.1 22.6 36.3 (891) sex 0.07 (1) n.s.

mm 32.8 30.8 35.0 34.1 34.1 33.3 33.8 (850) edu-moth*sex 3.69 (5) n.s.

occupational status

father occ-fath 17.13 (5) .004

hh 42.1 28.8 44.8 31.7 35.2 36.5 37.0 (901) sex 0.47 (1) n.s.

mm 40.0 32.1 36.5 28.9 29.3 42.6 34.9 (862) occ-fath*sex 4.76 (5) n.s.

mother occ-moth 10.24 (5) n.s.

hh 42.1 45.8 35.3 37.4 32.2 35.3 37.9 (718) sex 1.01 (1) n.s.

mm 40.0 37.2 34.2 37.9 26.4 36.4 34.7 (740) occ-moth*sex 2.02 (5) n.s.

alcohol consumption

educational level

father edu-fath 4.27 (5) n.s.

hh 57.7 61.2 59.1 53.8 65.4 59.2 59.3 (870) sex 37.38 (1) .000

mm 42.9 47.1 44.3 42.0 42.0 38.7 43.2 (798) edu-fath*sex 3.00 (5) n.s.

mother edu-moth 11.50 (5) n.s.

hh 47.5 64.7 57.4 62.1 61.9 48.4 59.4 (891) sex 24.54 (1) .000

mm 32.8 47.9 44.2 44.1 35.2 43.3 42.9 (850) edu-moth*sex 3.77 (5) n.s.

occupational status

father occ-fath 13.35 (5) .020

hh 59.1 52.7 68.7 59.2 59.9 63.5 60.7 (901) sex 61.99 (1) .000

mm 37.4 40.3 45.3 37.5 38.9 50.4 41.5 (862) occ-fath*sex 3.46 (5) n.s.

mother occ-moth 3.48 (5) n.s.

hh 66.7 60.1 61.7 57.9 61.7 60.5 61.0 (718) sex 46.51 (1) .000

mm 47.3 36.6 44.9 40.8 41.1 43.0 41.9 (740) occ-moth*sex 1.02 (5) n.s.

drugs use 

educational level

father edu-fath 23.27 (5) .000

hh 34.6 22.3 30.5 26.9 33.3 42.9 30.0 (870) sex 16.87 (1) .000

mm 19.6 16.7 22.8 16.7 26.6 29.0 21.3 (798) edu-fath*sex 1.53 (5) n.s.

mother edu-moth 17.85 (5) .003

hh 23.0 30.6 25.8 36.4 38.1 22.6 30.2 (891) sex 7.25 (1) .007

mm 13.4 14.4 21.7 25.7 27.5 30.0 21.5 (850) edu-moth*sex 7.04 (5) n.s. >>
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between the mother's education and the father's occupation, in relation

to the rates of soft-drug use, are also not linear. All that can be said is

that the highest rates are always found in the three highest groups of

SES, groups 4, 5 or 6.

Of the four health risk behaviours studied, the relationships for (no)

physical exercise are the only ones found to be linear. Adolescents in

the lowest SES groups report the highest rates of not doing any sports.

For both the father's and the mother's educational level, for males and

females, the highest rates of `no sports' was found in the lowest group.

This rate decreases with an increase in educational level of the parents.

For the father's occupational status, we found the highest `no sports'

rates in the second group. As with drug use, the occupational status of

75 / Socioeconomic Differences in Health Risk Behaviour  

Table 1 (continued) Health risk behaviours, SES of the parents and gender,
in %

low high

11 22 33 44 55 66 ttoottaall  ((NN)) eeffffeecctt PP22((ddff)) pp

drugs use 

occupational status

father occ-fath 15.79 (5) .007

hh 29.2 20.5 33.1 30.8 36.6 34.6 30.9 (901) sex 21.40 (1) .000

mm 16.1 17.9 22.6 18.0 25.5 25.6 21.0 (862) occ-fath*sex 2.62 (5) n.s.

mother occ-moth 8.59 (5) n.s.

hh 38.6 30.7 26.9 30.8 33.0 37.8 32.0 (718) sex 20.76 (1) .000

mm 18.2 19.3 21.4 24.3 17.1 29.8 21.8 (740) occ-moth*sex 4.36 (5) n.s.

no sports

educational level

father edu-fath 20.88 (5) .000

hh 34.6 32.4 22.0 20.9 18.1 22.4 24.1 (868) sex 3.49 (1) n.s.

mm 44.6 29.3 26.6 25.3 23.8 26.9 27.7 (798) edu-fath*sex 2.96 (5) n.s.

mother edu-moth 17.44 (5) .003

hh 27.9 25.3 25.7 23.6 20.0 16.1 24.3 (889) sex 5.09 (1) .024

mm 50.7 37.7 24.6 24.6 29.7 16.7 29.2 (850) edu-fath*sex 10.05 (5) n.s.

occupational status

father occ-fath 15.40 (5) .008

hh 30.6 32.2 21.5 25.0 18.3 22.0 25.0 (900) sex 4.15 (1) n.s.

mm 31.0 35.8 27.7 27.3 25.5 27.1 29.0 (862) occ-fath*sex 1.62 (5) n.s.

mother occ-moth 5.07 (5) n.s.

hh 21.1 27.0 22.8 23.4 24.3 16.8 22.9 (717) sex 3.15 (1) n.s.

mm 27.3 32.4 25.7 23.3 24.0 28.1 26.9 (740) occ-moth*sex 3.20 (5) n.s.
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the mother is the only SES indicator without a significant relationship.

We found significant differences between male and female adolescents

only for alcohol consumption and drugs use. Male adolescents showed

higher rates of these than female. We found no interaction between SES

and gender on the four behaviours. So, all observed relationships

between SES and the health risk behaviours are similar for males and

females.

In all, we summarize that, with the exception of sports, there is no rela-

tionship between SES and smoking, drinking and soft-drug use. 

Table 2 shows the correlation coefficients between the four health risk

behaviours, for both the total group and for males and females sepa-

rately. These coefficients show which health risk behaviours are likely

to be combined. As can be seen, all correlations are very similar for

males and females. The table shows very clearly that smoking, drinking

and soft-drug use correlate and that sports is a separate dimension,

with no or very low correlations with the other three behaviours.

The strongest correlation was found between smoking and drug use.

This is expected, because smoking is often inherent in drug use.

Moderate correlations have been found between smoking and alcohol

consumption, on the one hand, and between alcohol consumption and

drug use on the other.

Based on these findings we made a combined index for three health

behaviours, smoking, drinking and soft drug use.

Health in Adolescence

Correlations between health risk behaviours, N=1984

ssmmookkiinngg aallccoohhooll ddrruuggss

ccoonnssuummppttiioonn uussee

ttoottaall hhhh mmmm ttoottaall hhhh mmmm ttoottaall hhhh mmmm

smoking

alcohol

consumption .332 .362 .312

drugs use .522 .532 .522 .282 .282 .272

no sports .092 .112 .081 -.01 -.02 .02 .071 .091 .07

1 p < .01 (two-tailed); 2 p < .001 (two-tailed)

Table 2
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Cumulation of health risk behaviours

Altogether, there are 8 possible combinations of smoking, drinking and

soft-drug use (Table 3).

The proportion of adolescents displaying none of the three health risk

behaviours is 37.4 per cent. This proportion is greater than expected,

based on the occurrence in the total sample; the ratio observed/expect-

ed is 1.6. The occurrence of one or two behaviours was less than expect-

ed, with a ratio of 0.6 and 0.7 respectively. Finally, the accumulation of

three behaviours was stronger than expected, with a ratio of 3.3. 

Table 4 presents the mean cumulative score by SES group and gender.

As can be seen, the occupational status of the father is the only SES

indicator which is significantly related to the cumulative health risk

behaviours (also with a Bonferroni/Holm correction). Adolescents in

the highest father's occupational status group have the highest score,

closely followed by the third group. Thus, we found no support for the

expectation of cumulation of health risk behaviours for adolescents in

the lowest SES groups. The relation is more W-shaped. The observed

relationship is not affected by gender, because no interaction was found

77 / Socioeconomic Differences in Health Risk Behaviour  

Frequency of combinations of health risk behaviours in adolescence,
N=1984

## ssmmookkiinngg11 aallccoohhooll ddrruuggss oobbsseerrvveedd eexxppeecctteedd OO//EE

ccoonnssuummppttiioonn22 uussee33 pprrooppoorrttiioonn pprrooppoorrttiioonn rraattiioo

0 - - - 37.4 23.2 1.6

1 + - - 5.0 13.05 0.6

1 - + - 20.8 24.15

1 - - + 2.0 8.15

2 + + - 10.4 13.6 0.7

2 + - + 4.7 4.6

2 - - + 3.8 8.5

3 + + + 15.9 4.8 3.3

1 "smoking daily"
2 "three times or more in the past four weeks"
3 "once or more in the past twelve months"

Table 3
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between SES and gender on the cumulative score. The differences

between males and females were significant. The female adolescents

score overall lower on the cumulation risk score than their male coun-

terparts. 

Because we did not find any interaction effects between SES and gen-

der, our final analyses have been done for the complete group. Table 5

shows the comparison of the two extreme groups, those displaying no

health risk behaviours and those displaying all three. Again, as for the

mean score, the findings show an overall absence of relationship

between the SES of the parents and the extreme groups. Also, for these

analyses, we found a relation only for the father's occupational status.

Markedly, there is relatively high rate of adolescents exhibiting three

health risk behaviours in the highest father's occupational group.

Health in Adolescence

Table  4 Cumulations of health risk behaviours, SES of the parents and gender,
mean sumscores of three behaviours

low high

11 22 33 44 55 66 ttoottaall  ((NN)) eeffffeecctt FF pp

educational level

father

total 1.26 1.10 1.14 1.03 1.19 1.20 1.13 (1668) edu_fath 1.90 .15

hh 1.42 1.18 1.27 1.17 1.36 1.39 1.26 (870) sex 34.16 .000

mm 1.11 1.02 1.00 0.85 1.01 1.00 0.98 (798) edu_fath * sex 0.41 .84

mother

total 0.91 1.16 1.09 1.21 1.18 1.00 1.12 (1741) edu_moth 1.73 .12

hh 1.05 1.35 1.18 1.37 1.37 0.94 1.26 (891) sex 27.59 .000

mm 0.79 0.93 1.01 1.04 0.97 1.07 0.98 (850) edu_moth * sex 1.25 .28

occupational status

father

total 1.13 0.96 1.26 1.02 1.12 1.27 1.13 (1763) occ_fath 3.63 .003

hh 1.30 1.02 1.47 1.22 1.32 1.35 1.29 (901) sex 36.36 .000

mm 0.94 0.90 1.04 0.84 0.94 1.19 0.97 (862) occ_fath * sex 1.07 .38

mother

total 1.27 1.15 1.12 1.15 1.05 1.21 1.14 (1458) occ_moth 0.84 .52

hh 1.47 1.37 1.24 1.26 1.27 1.34 1.31 (718) sex 32.37 .000

mm 1.05 0.93 1.01 1.03 0.84 1.09 0.98 (740) occ_moth * sex 0.56 .73
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Conclusion and Discussion 

The most important conclusion of our study is that the idea of latent

differences in health in adolescence is in general not supported by the

data. Latent differences are defined as a combination of a lack of socio-

economic health differences, with the presence of differences in health

risk behaviours on the other, which can be seen as one of the forerun-

ners of the re-emergence of socioeconomic health differences in adult-

hood.

The overall conclusion is that no relationships exist between SES and

smoking, drinking and soft-drug use. Also, the combination of smok-

ing, drinking and soft-drug use is not related to SES.

Some additional conclusions can be drawn. Firstly, the only linear rela-

tionship found was for sport. Adolescents in the lowest SES groups

engage in sport less. Evidently sport in adolescence is different from

smoking, drinking and soft-drug use. This suggestion is supported by

the low correlations between sport and the other three health beha-

Table  5 Zero versus three health risk behaviours by SES of the parents,
in %

low high

11 22 33 44 55 66 NN  ((110000%%)) PP22 ddff pp

educational level

father

# 0 6.9 19.0 19.0 25.4 17.3 12.5 626

# 3 9.5 15.6 19.4 19.4 20.2 16.0 263 8.3 5 0.14

mother

# 0 8.5 16.9 39.3 19.5 11.6 4.3 657

# 3 4.0 18.6 35.8 25.2 13.1 3.3 274 10.2 5 0.07

occupational status

father

# 0 18.3 18.7 14.5 16.1 18.3 14.1 654

# 3 17.6 12.9 18.7 12.1 16.5 21.9 278 15.6 5 0.01

mother

# 0 6.4 21.1 22.6 16.2 18.2 15.4 544

# 3 9.3 19.8 21.1 16.9 14.3 18.6 237 4.6 5 0.46
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viours. Secondly, for smoking and drinking, we found a relationship

only with the father's occupation. The highest rates of smoking and

drinking were found in the SES groups 1, 3 and 6. Thirdly, for the com-

bination of health risk behaviours, we found one relationship with an

SES indicator of the parents. As with smoking and drinking, the

father's occupational status is related to a combination of smoking,

drinking and soft-drugs use.

These relationships between SES and health risk behaviours were one

of the central questions in this paper. The other two questions concern

the relationship between health risk behaviour and gender, and the

interaction of SES and gender in relation to health risk behaviour.

A significant relationship between gender and the separate health risk

behaviours was found only for alcohol consumption and drug use. For

both these, we found higher rates for the males. Male adolescents also

scored higher on the combined score of health risk behaviours than

females. For smoking and lack of physical activity, male and female

adolescents report similar rates of risk behaviour.

The final research question can be answered by the conclusion that all

observed relationships are similar for male and female adolescents,

since we found no interactions between SES and gender.

Despite these clear conclusions, which support rejection of the idea of

latent differences in adolescence, some remarks can be made concern-

ing our study.

Firstly, we confined our study to health behaviours as preludes to the

re-emergence of socioeconomic health differences in adulthood. Of

course, in adolescence there are also other factors and mechanisms

responsible for the re-emergence of health inequalities, such as living

circumstances. Stronks et al (1996) showed that both material condi-

tions (direct or through behaviour) and behaviour (independent of

material conditions) are equally important factors when explaining

socioeconomic inequalities in health. Based on these results, it was

plausible, in our study, to expect differences in health risk behaviours

in adolescence as a prelude to differences in health in adulthood.

Secondly, there are several problems in the analysis of health risk

behaviours, and especially their combination. The first problem con-

cerns queries about their operationalisation. No consensus exists about

drug use, for example. How many times and in what period does an

adolescent have to have used drugs before belonging to a risk group?

The second problem follows naturally from the first problem, the deci-

sion about the cut-off point indicating that an adolescent belongs to a

risk group is often arbitrary. Its age-specificity makes this problem

even more controversial. Nevertheless, all the health risk behaviours
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used in this study have their origin in adolescence and it is known that

their consolidation in young adulthood is very strong (Lytle et al 1995).

This fact makes the exact cut-off point less important. Another problem

concerns the construction of a cumulative measure of health risk beha-

viours. In our study, we presented a sum score, which gave the same

weight to each of the three types of behaviour examined, in the cumula-

tive index. It is, however, plausible that these weights differ in terms of

effects on health conditions. In addition, it can be argued that the sepa-

rate behaviours have specific effects in terms of disease and time (short-

term versus long-term).

A third remark applies to the notion of a cohort effect on the SES pat-

terning of health risk behaviours in adolescence. The inconsistent find-

ings about the relationship between SES and health risk behaviours

suggest a changing relationship from an earlier SES-differentiated pat-

tern to a more recent pattern of little or no relationship. An interesting

question for a follow-up of our study is: "Is the pattern found in adoles-

cence stable or will it change when this cohort gets older?"
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