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abstract
background: Drug use (including tobacco, alcohol and illicit drugs) is a leading cause of premature death, health loss and health 
inequities in Aotearoa New Zealand. Effective prevention and early intervention have potential to reduce drug-related human suffering 
across the lifecourse, thus decreasing pressure on health and social services. 
methods: To inform policy and practice, we investigated drug harm indicators among secondary students in Aotearoa and identified  
sub-populations at greatest need. We used Youth19 survey data (N=7,721) to investigate five indicators related to e-cigarette, tobacco, 
alcohol or cannabis use: prevalence of 1) past month use, 2) heavy use, 3) worry about use, 4) desire to cut down or stop, and 5) 
reported difficulty accessing cessation help. 
results: We found many adolescents, particularly those who used tobacco, were worried about their own drug use and wanted to 
cut down, yet getting appropriate help was not always easy. Need was not evenly spread; Māori, Pacific and LGBTQ+ youth, those aged 
under 16 years and those living in small towns, rural areas and the most socio-economically deprived communities had higher needs 
on many indicators. 
conclusion: Greater investment in drug harm prevention and early intervention may be warranted, with a focus on under-served 
populations. 

Drug use (including tobacco, alcohol 
and illicit drugs) is a leading cause of  
premature death, health loss and health 

inequities globally.1,2 In Aotearoa New Zealand 
(hereafter Aotearoa), tobacco, alcohol and illegal 
drug use accounts for nearly 9%, about 4% and 
just over 2% of total health loss respectively.2 Drug 
use generally begins during adolescence1 and 
early uptake is a predictor of long-term health 
and social problems, including substance use  
disorders in adulthood.3 The social and economic 
costs of drug harm to people, their families and 
communities are profound, hence drug harm  
prevention is an important population health 
issue in Aotearoa. 

Effective prevention and early intervention 
have the potential to reduce drug-related suffering  
across the lifecourse and reduce pressure on 
health and social services.3,4 This study explores 
drug harm prevention needs among adolescents 
in Aotearoa. We define “drug harm prevention” as 
organised efforts using the full spectrum of inter-
ventions at multiple levels (Figure 1) to a) reduce 
or delay drug use, b) mitigate the negative impacts 
of drug use, and c) support young people to cut 

down or stop drug use. 
Our conceptualisation of drug harm prevention 

acknowledges that the environments in which 
young people live, learn and play influence their 
drug use. For example, widespread availability 
and marketing of e-cigarettes, tobacco and alcohol 
are associated with increased use by adolescents.5 
At the individual level, adolescents engage with 
drug use for many reasons including curiosity, 
pleasure and as a coping mechanism.6 Reasons for 
use can affect when and how drugs are used, and 
the risk of harm. For example, drug use at a young 
age is often associated with trauma or psychosocial  
difficulties and used as a coping mechanism;7 
harm tends to be greater when drugs are used 
as a coping mechanism because the dosage and  
frequency of use tend to be higher.8,9 

In Aotearoa, the collective trauma of colo-
nisation and its intergenerational effects are 
important contextual factors that contribute 
to higher risk of drug harm among Māori and 
Pacific adolescents.10,11 Structurally privileged 
groups, including Pākehā (New Zealanders of 
European descent), have lower exposure to 
proximal risk factors for adolescent drug use 
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(e.g., experiences of interpersonal racism, social 
exclusion, exposure to alcohol marketing, sex-
ual abuse, family violence, parental drug use) 
compared to Indigenous peoples, migrants, low- 
income communities and those who identify 
as lesbian, gay, bisexual, transgender, queer,  
intersex and asexual (LGBTQ+).12–14 

Although adolescent drug use in Aotearoa has 
generally declined over the past two decades, sig-
nificant concerns remain. Prevalence of tobacco 
and alcohol use among secondary students is 
now lower than in the early 2000s, but inequities  
remain entrenched, reflecting the ongoing 
impacts of colonisation and broader structural 
and commercial determinants of health.10,15 The 
rapid uptake of nicotine-containing e-cigarettes 
since 2018 exemplifies the challenge that new 
and emerging substances pose, with daily use 
reported by 10% of Year 10 students in 2022, and 
particularly high rates among Māori youth (22%) 
compared with Pacific (14%) and Pākehā (8%).16 
Despite declines, alcohol and cannabis use remain 
prevalent by international standards; in 2019, 44% 
of Year 13 students reported recent binge-drinking, 
and nearly a quarter of high school students had 
tried cannabis—both substances linked to adverse 
mental health and educational outcomes.17  

Evidence suggests a substantial health burden 
from illegal drug use among young people, with 
risks heightened by early initiation and poly- 
substance use.18,19 These patterns underscore 
the urgent need for youth-specific drug harm  
reduction strategies, particularly those addressing 
systemic inequities.

The aim of this study is to inform policy and 
practice by investigating drug harm prevention 
needs among secondary students in Aotearoa, 
and updating and extending previous Aotearoa 
research. Previous studies have established 
high, inequitable and growing levels of foregone 
healthcare among adolescents in Aotearoa,20,21 yet 
recent investigation of unmet need for tobacco, 
alcohol and other drug services, by demographic 
sub-group, is a gap. Further, young people’s own 
concerns about their drug use have not been 
explored, except for alcohol use,22 and exploration 
of patterning of drug use by demographic factors 
has also been limited to date. 

Our study focusses on four drugs—e-cigarettes, 
tobacco, alcohol and cannabis—and investigates 
five indicators: prevalence of 1) past month 
use; 2) heavy use; 3) worry about use, 4) desire 
to cut down or quit, and 5) reported difficulty  
getting help to stop tobacco, alcohol or other drug 

Figure 1: Spectrum of interventions used to prevent drug harm in young people. (Reproduced with permission 
from: Stockings et al. Prevention, early intervention, harm reduction, and treatment of substance use in young  
people. Lancet Psychiatry. 2016;3(3):280-296.)
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use. Our investigation stratifies these indicators by 
socio-demographic variables to identify priority 
sub-groups, where need may be greater, and to 
better understand this issue for rangatahi Māori 
(Māori youth), as tangata whenua (Indigenous 
people of Aotearoa). 	

Methods
This study is a secondary analysis of data from 

Youth19, the latest Youth2000 survey on the health 
and wellbeing of secondary school students aged 
13–18. Detailed methods, participant character-
istics and ethical approval details are reported 
elsewhere.23 

We focussed on the drugs most commonly used 
by adolescents and for which data were readily  
available: e-cigarettes, tobacco, alcohol and 
cannabis.

Survey design 
Youth19 used a two-stage clustered sampling 

design with randomly selected schools and, 
within these, randomly selected students in three 
regions: Te Tai Tokerau (Northland), Tāmaki 
Makaurau (Auckland) and Waikato, an area that 
includes 47% of the secondary school population 
of Aotearoa. Data were collected in 2019, and 
the total number of respondents was 7,721. The  
survey included questions about home, school 
and community life, health behaviour, health  
status and access to healthcare services. 

Measures
“Past month use” of e-cigarettes, tobacco,  

alcohol and cannabis, was based on self- 
reported use in the past 4 weeks.

“Heavy use” was defined with the understanding  
that any drug use can harm adolescents, and 
heavier use increases this risk. For alcohol, “usually 
consuming five or more drinks per occasion” was 
the indicator used, based on evidence that binge 
drinking is associated with elevated risk of acute 
alcohol harm.13,24 The data available did not allow 
us to use other established measures of hazardous 
drinking (e.g., AUDIT [Alcohol Use Disorder 
Identification Test] score ≥8, or drinking over  
Ministry of Health guidelines). For e-cigarettes and 
tobacco, heavy use was defined as using weekly 
or more often, given this level of use puts people 
at high risk of nicotine addiction25 and greatly 
increases the risk of health, social and financial 
harm over the lifecourse.26 For cannabis, heavy 
use was defined as using weekly or more often, as 

frequent use in this age group is associated with 
immediate and long-term negative impacts.27,28 

“Worried about use” was based on the  
question “Do you worry about doing any of these 
things: a) cigarettes, b) vaping, c) alcohol, d)  
marijuana”, with responses of “a lot”, “some” and 
“a little” grouped as an affirmative response. 

“Desire to cut down” was based on responses 
to survey questions “Would you like to cut down 
or give up on any of these things?” and “Have 
you ever tried to cut down or give up any of these 
things?” In preliminary analysis, we found that 
responses were highly correlated, suggesting these 
two questions are measuring the same underlying 
construct (i.e., desire to cut down). Therefore, we 
combined these variables (using “or”) to simplify 
reporting. 

“Difficulty getting help” was based on 
responses to the survey question “In the last 12 
months, have you had any difficulty getting help 
for any of the following” and the specific sub- 
questions “Help with stopping smoking” and “Help 
with stopping drug or alcohol use”. Response 
options were “yes” or “no” for each. 

Demographic variables were: sex (male, 
female), age (<16, 16+), ethnic group (Māori, 
Pacific, non-Māori/non-Pacific), LGBTQ+ status (yes, 
no), locale (major urban, small town, rural), region 
(Te Tai Tokerau, Tāmaki Makaurau, Waikato) 
and neighbourhood socio-economic deprivation 
(least, medium, most) based on the New Zealand 
Index of Deprivation 2018. 

Analysis
Analysis was conducted using R (The R  

Foundation for Statistical Computing version 
4.1.3). Data were initially weighted using inverse 
probability of selection weights. Then, for preva-
lence estimates to better represent the population 
from which the sample was drawn, generalised 
raking29 was used to correct for non-response and 
to calibrate the results to the regional secondary 
school population.30

We used descriptive statistics to calculate life-
time and past month prevalence for each drug. 
Among past month users, we estimated the prev-
alence of 1) heavy use, 2) concern about use, and 
3) desire to cut down, overall and by demographic 
group, using weighted proportions.

To quantify difficulty in getting help, we calculated 
1) the proportion of past month tobacco users and 
secondary students overall who reported difficulty 
getting help to stop smoking, and 2) the proportion 
of past month alcohol or cannabis users, and sec-
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ondary students overall, who reported difficulty 
getting help to stop alcohol or other drug use. We 
used logistic regression to examine differences in 
reported difficulty across demographic groups, 
presenting results as odds ratios and p-values.

Results
Lifetime and past month drug use 

Ever use of e-cigarettes (38%) and alcohol 
(47%) was relatively common, whereas ever use 
of tobacco (15%) and cannabis (19%) was less 
prevalent (Figure 2). Past month use was much 
less prevalent than ever use for each drug. 

The remaining results focus on secondary 
school students who used e-cigarettes, tobacco, 
alcohol or cannabis in the past month. 

E-cigarettes
Among those who had used e-cigarettes in the 

past month, 59% reported vaping weekly or more 
often, half (50%) reported concern about their 
e-cigarette use and about a third (34%) wanted 
to cut down or stop (Table 1). Findings for demo-
graphic sub-groups are provided in Table 1. Desire 
to cut down or stop was highest among those  
living in areas with the least socio-economic 
deprivation (40%). 

Tobacco 
Among those who had used tobacco in the past 

month, 63% reported smoking weekly or more 

often, 63% reported concern about their tobacco 
use and two out of three (66%) wanted to cut 
down or stop (Table 2). Findings for demographic 
sub-groups are provided in Table 2. Heavy use  
differed significantly by ethnic group. 

Alcohol 
Among those who had used alcohol in the past 

month, almost half (46%) reported they usually 
drank five or more alcoholic drinks per drinking 
occasion, 45% were worried about their alcohol 
use and 18% wanted to cut down or stop. Findings  
for demographic sub-groups are provided in 
Table 3. Pacific students were least likely to have 
used alcohol in the past month (19%), but among 
past month users were most likely to drink heavily 
(65%). Prevalence of heavy use differed by age 
and sex as well as ethnicity. Those living in areas 
of high socio-economic deprivation were more 
likely to report wanting to cut down or stop (26%) 
compared with those in the least deprived areas 
(15%). 

Cannabis
Among those who had used cannabis in the past 

month, 44% reported using weekly or more often, 
about half (51%) worried about their cannabis use 
and 31% wanted to cut down or stop. Findings for 
demographic sub-groups are provided in Table 
4. Heavy use was higher in neighbourhoods with 
high socio-economic deprivation (57%) than in 
the least deprived areas (35%).

Figure 2: Prevalence of e-cigarette, tobacco, alcohol and cannabis use in secondary school students for the Te Tai 
Tokerau, Tāmaki Makaurau and Waikato Regions, 2019. 
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Table 1: Indicators of need among secondary school students who use e-cigarettes, by demographic variables, 2019.

Past month e-cigarette use

E-cigarette use 
weekly or more 
often among past 
month users

(N=732)

Worried about 
e-cigarette use 
among past 
month users

(N=732)

Desire to cut 
down or stop 
among past 
month users

(N=732)

n[N] % [95% CI] % [95% CI] % [95% CI] % [95% CI]

Total 732 [7,161] 9.7 [8.0–11.6] 58.9 [53.1–64.4] 50.1 [44.8–55.5] 33.9[28.5–39.7]

Age

<16 357 [4,446] 7.6 [6.0–9.5] 53.0 [46.1–59.8] 50.9 [43.8–58.0] 31.4 [26.1–37.1]

16+ 375 [2,715]
13.1 
[10.5–16.3]

64.4 [58.2–70.1] 49.5 [42.0–57.0] 36.1 [29.3–43.6]

Sex

Female 353 [3,953] 8.4 [6.6–10.7] 54.9 [47.9–61.8] 54.9 [48.0–61.5] 30.6 [23.3–39.1]

Male 370 [3,193] 11.2 [9.6–13.0] 62.4 [55.5–68.8] 44.9 [38.2–51.7] 36.5 [30.1–43.5]

Ethnic group

Non-Māori/
non-Pacific 

488 [5,000] 9.3 [7.6–11.4] 59.3 [51.5–66.7] 50.1 [44.3–55.9] 34.3 [29.5–39.4]

Māori 176 [1,331]
13.0 
[10.5–16.1]

44.5 [35.5–53.9] 51.2 [39.7–62.6] 31.2 [20.4–44.5]

Pacific 103 [1,042] 9.5 [7.0–12.6] 62 [55.7–68.0] 49.1 [32.4–65.9] 32.4 [17.2–52.6]

LGBTQ+

No 638 [6,347] 9.5 [7.8–11.4] 57.3 [51.1–63.3] 50.0 [44.8–55.3] 33.8 [28.0–40.2]

Yes 94 [814] 11.5 [8.0–16.3] 68.8 [54.6–80.2] 50.9 [40.3–61.3] 34 [22.3–48.1]

Locale 

Major urban 431 [4,886] 8.3 [6.6–10.4] 58.7 [50.1–66.8] 49.9 [43.2–56.6] 34.9 [29.7–40.6]

Small town 77 [510]
14.6 
[11.9–17.8]

62.2 [49.2–73.6] 48.6 [35.0–62.4] 21.9 [14.4–31.9]

Rural 118 [1,051] 11.3 [8.4–14.9] 55.4 [44.8–65.6] 44.4 [35.7–53.4] 29.8 [21.3–39.8]

Region

Te Tai Tokerau 88 [854] 10.4 [7.8–13.9] 58.6 [38.2–76.4] 47.2 [29.9–65.2] 31.1 [21.7–42.4]

Tāmaki 
Makaurau

552 [5,178] 10.2 [8.1–12.7] 58.6 [51.5–65.3] 51.7 [45.6–57.8] 35.5 [29.3–42.3]

Waikato 92 [1,129] 6.9 [4.7–10.2] 61.3 [54.0–68.1] 40.6 [33.4–48.2] 23.9 [15.6–34.7]
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Neighbourhood socio-economic deprivation

Least socio- 
economic 
deprivation 

247 [2,029] 11.8  [9.6–14.4] 61.3 [51.3–70.4] 53.2 [44.9–61.4] 39.5 [33.8–45.5]

Medium socio- 
economic 
deprivation

232 [2,666] 8.1 [6.3–10.4] 61 [53.0–68.4] 45.8 [38.9–52.8] 30.5 [22.5–39.9]

Most socio- 
economic 
deprivation

147 [1,749] 7.8 [6.2–9.9] 50.2 [41.7–58.6] 45.1 [35.4–55.2] 22.4 [15.2–31.8]

95% CI = 95% confidence interval; LGBTQ+ = lesbian, gay, bisexual, transgender, queer.

Table 1 (continued): Indicators of need among secondary school students who use e-cigarettes, by demographic 
variables, 2019.

Table 2: Indicators of need among secondary school students who smoke tobacco, by demographic variables, 2019.

Past month tobacco use

Smokes tobacco 
weekly or more 
often, among 
past month users

N=297

Worried about 
smoking tobacco, 
among past 
month users

N=297

Desire to cut 
down, among 
past month users

N=297

n[N] % [95% CI] % [95% CI] % [95% CI] % [95% CI]

Total 297 [7,169] 3.8 [3.0–4.8] 63.2 [55.4–70.4] 62.9 [55.5–69.7] 65.7 [55.9–74.4]

Age

<16 137 [4,442] 2.8 [2.0–3.8] 61.5 [50.8–71.1] 61.6 [52.4–70.1] 60.0 [49.6–69.6]

16+ 160 [2,727] 5.5 [4.3–7.0] 64.6 [52.0–75.4] 63.8 [54.2–72.4] 70.1 [59.4–79.0]

Sex

Female 173 [3,960] 3.9 [2.8–5.3] 60.2 [48.3–71.0] 68.4 [59.9–75.8] 70.5 [60.1–79.2]

Male 119 [3,194] 3.6 [2.6–4.9] 66.9 [55.8–76.5] 55.4 [45.3–65.1] 58.3 [46.5–69.2]

Ethnic group

Non-Māori/
non-Pacific 

134 [5,001] 2.6 [2.0–3.3] 54.7 [43.4–65.5] 68.9 [61.0–75.8] 63.8 [52.7–73.5]

Māori 108 [1,346] 7.4 [5.8–9.4] 67.8 [52.1–80.3] 50.3 [37.1–63.6] 64.8 [49.2–77.8]

Pacific 75 [1,035] 6.6 [5.0–8.7] 77.3 [65.1–86.1] 63.9 [45.4–79.1] 72.6 [51.8–86.7]

LGBTQ+

No 239 [6,358] 3.5 [2.7–4.4] 63.8 [55.2–71.5] 62.3 [54.1–69.8] 63.7 [52.4–73.7]

Yes 58 [811] 6.5 [4.4–9.5] 60.9 [45.4–74.4] 65.8 [52.6–76.9] 74.2 [57.9–85.8]
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 Socio-demographic patterning 
Prevalence of past month use was markedly 

lower among younger students (under 16 years) 
for all drugs. Yet younger students who used 
tobacco or cannabis in the past month were as, 
or more, likely than older students to use those 
drugs heavily. Sex differences in prevalence 
of past month use were generally small, but  
prevalence of heavy use was often higher for 
males than females. Differences by ethnic group 
were marked, whereas differences between 
LGBTQ+ and non-LGBTQ+ were generally small, 
except past month tobacco use. 

For most drugs, prevalence of past month use 
was lower in urban areas than in small towns or 
rural areas, though differences did not always 
reach statistical significance. 

Among past month users, heavy use was  
generally more prevalent among students in the 

most socio-economically deprived areas (i.e., less 
affluent) compared with the least socio-econom-
ically deprived (i.e., more affluent). E-cigarette 
use was the exception; differences did not reach 
statistical significance, but there was a trend 
towards higher prevalence of use and heavy use 
in neighbourhoods with the least socio-economic 
deprivation. 

Worry about use 
Those who used tobacco in the past month 

were most likely to be worried about their use 
(63%), followed by cannabis (51%), e-cigarettes 
(50%) and alcohol (45%) (Figure 3). Prevalence 
of worry did not necessarily correspond with  
prevalence of heavy use or desire to cut down. 

Desire to cut down or stop
Desire to cut down or stop was highest for 

tobacco (66%) and markedly lower for e-cigarettes 

Locale 

Major urban 168 [4,884] 3.3 [2.4–4.4] 65.9 [55.1–75.3] 65.3 [55.8–73.8] 64.2 [49.8–76.5]

Small town 43 [517] 7.4 [5.8–9.5] 59.8 [42.3–75.2] 56.3 [35.8–74.8] 72.8 [54.5–85.7]

Rural 48 [1,050] 4.3 [2.8–6.3] 60.8 [43.4–75.9] 49.2 [38.2–60.3] 47.3 [31.5–63.7]

Region

Te Tai Tokerau 49 [855] 4.8 [2.7–8.6] 80.7 [60.9–91.8] 52.1 [32.2–71.3] 58.4 [40.9–73.9]

Tāmaki 
Makaurau

191 [5,175] 3.5 [2.6–4.8] 63 [53.2–71.8] 66.6 [57.7–74.5] 66.7 [53.3–77.9]

Waikato 57 [1,137] 4.6 [3.6–6.0] 55.3 [36.6–72.5] 53.2 [36.8–68.8] 66.1 [51.4–78.1]

Neighbourhood socio-economic deprivation

Least socio- 
economic 
deprivation 

49 [2,030] 2.5 [1.8–3.4] 46.9 [27.2–67.6] 57.0[40.5–72.0] 52.2 [33.2–70.5]

Medium socio- 
economic 
deprivation

93 [2,662] 3.3 [2.4–4.5] 60.4 [49.7–70.2] 62.8 [52.0–72.5] 60.6 [48.4–71.6]

Most socio- 
economic 
deprivation

117 [1,758] 5.7 [4.2–7.5] 76.0[65.4–84.2] 62.3 [48.1–74.6] 70.8 [54.4–83.1]

95% CI = 95% confidence interval; LGBTQ+ = lesbian, gay, bisexual, transgender, queer.

Table 2 (continued): Indicators of need among secondary school students who smoke tobacco, by demographic 
variables, 2019.
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Table 3: Indicators of need among secondary school students who use alcohol, by demographic variables, 2019.

Past month alcohol use

Usually drinks 5+ 
drinks/occasion, 
among past 
month users

N=2,050

Worried about 
alcohol use, 
among past 
month users

N=2,050

Want to/tried to 
cut down, among 
past month users

N=2,050

n[N] % [95% CI] % [95% CI] % [95% CI] % [95% CI]

Total 2,050 [7,127]
27.2 
[24.3–30.3]

45.5 [41.3–49.7] 44.7 [41.9–47.6] 17.6 [15.4–20.1]

Age

<16 824 [4,419]
17.2 
[14.9–19.7]

37.5 [32.9–42.3] 49.3 [44.7–53.8] 21.9 [19.0–25.0]

16+ 1,226 [2,708]
43.3 
[38.8–48.0]

50.5 [45.4–55.6] 41.9 [38.1–45.8] 15.0 [12.2–18.4]

Sex

Female 1,104 [3,948]
26.8 
[23.9–29.9]

40.1 [35.4–45.1] 46.3 [43.1–49.4] 18.1 [15.1–21.5]

Male 940 [3,166]
27.7 
[24.0–31.8]

52.0 [48.2–55.8] 42.7 [37.8–47.6] 17.0 [13.7–20.9]

Ethnic group

Non-Māori/
non-Pacific 

1,412 [4,987]
27.4 
[24.5–30.6]

39.2 [35.2–43.3] 44.3 [41.0–47.5] 15.0 [12.8–17.4]

Māori 489 [1,329]
34.8 
[31.4–38.4]

61.1 [55.0–66.8] 43.1 [37.3–48.9] 23.1 [18.5–28.5]

Pacific 224 [1,034]
18.9 
[15.0–23.4]

64.8 [57.1–71.7] 53.0 [45.0–61.0] 29.9 [23.2–37.7]

LGBTQ+

No 1,798 [6,318]
26.6 
[23.6–29.8]

45.7 [41.4–50.1] 44.8 [42.0–47.5] 17.3 [15.0–19.9]

Yes 252 [809]
31.9 
[26.6–37.8]

44.0 [38.4–49.6] 44.7 [39.3–50.1] 19.6 [14.5–25.8]

Locale 

Major urban 1,160 [4,868]
23.0 
[19.8–26.6]

43.5 [38.4–48.7] 46.7 [44.2–49.1] 18.7 [15.2–22.8]

Small town 220 [509]
41.1 
[37.3–45.1]

53.1 [47.6–58.6] 46.9 [37.5–56.2] 29.9 [15.6–27.5]

Rural 405 [1,048]
36.8 
[33.2–40.5]

44.3 [39.3–49.4] 33.4 [27.4–39.5] 12.7 [9.8–16.1]
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Region

Te Tai Tokerau 325 [848]
37.7 
[33.0–42.6]

52.3 [46.5–58.1] 41.5 [33.7–49.2] 15.5 [12.8–18.6]

Tāmaki 
Makaurau

1,336 [5,159]
25.0 
[21.3–29.1]

44.0 [38.7–49.5] 46.7 [43.7–49.6] 17.1 [14.2–20.4]

Waikato 389 [1,120]
33.1 
[30.1–36.3]

47.1 [36.5–57.9] 39.1 [32.6–45.5] 20.8 [17.1–25.1]

Neighbourhood socio-economic deprivation

Least socio- 
economic 
deprivation

649 [2,025]
31.8 
[28.7–35.1]

42.9 [36.5–49.6] 43.1 [38.3–47.9] 14.8 [11.9–18.2]

Medium socio- 
economic 
deprivation

708 [2,657]
25.4 
[22.0–29.1]

41.0 [36.5–45.7] 43.4 [38.6–48.3] 16.4 [13.6–19.6]

Most socio- 
economic 
deprivation

428 [1,742]
21.4 
[17.9–25.4]

54.8 [49.0–60.4] 47.4 [42.3–52.5] 26.1 [21.0–31.8]

95% CI = 95% confidence interval; LGBTQ+ = lesbian, gay, bisexual, transgender, queer.

Table 3 (continued): Indicators of need among secondary school students who use alcohol, by demographic  
variables, 2019.

Table 4: Indicators of need among secondary school students who use cannabis, by demographic variables, 2019.

Past month cannabis use

Weekly or more 
often, among 
past month users

N=643

Worried about 
cannabis use, 
among past 
month users

N=643

Desire to cut 
down, among 
past month users

N=643

n[N] % [95% CI] % [95% CI] % [95% CI] % [95% CI]

Total 643 [7,004] 8.0 [6.6–9.7] 44.2 [38.7–49.9] 51.3 [45.5–57.0] 30.7 [26.5–35.3]

Age

<16 281 [4,339] 5.6 [4.4–7.0] 50.7 [44.3–57.1] 51.9 [44.2–59.6] 34.8 [27.9–42.5]

16+ 353 [2,656] 12.0 [9.6–14.9] 39.4 [32.1–47.1] 50.9 [43.1–58.6] 27.8 [23.1–33.2]

Sex

Female 315 [3,882] 7.3 [5.7–9.3] 38.4 [30.9–46.5] 49.6 [43.4–55.7] 27.4 [22.1–33.4]

Male 312 [3,099] 8.8 [7.3–10.6] 50.6 [43.4–57.8] 53.1 [44.5–61.6] 33.8 [28.8–39.3]

Ethnic group

Non-Māori/
non-Pacific 

345 [4,932] 6.5 [5.3–8.0] 38.0 [32.0–44.5] 49.9 [42.4–57.3] 29.7 [24.2–36.0]
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Māori 236 [1,270]
16.3  
[13.8–19.2]

51.7 [44.2–59.1] 51.3 [41.8–60.7] 30.3 [23.5–38.1]

Pacific 96 [995] 8.4 [6.1–11.5] 51.1 [39.2–62.8] 59.3 [48.0–69.7] 41.3 [28.4–55.4]

LGBTQ+

No 539 [6,199] 7.7 [6.3–9.3] 44.1 [38.1–50.2] 51.0 [44.9–57.0] 30.3 [25.9–35.1]

Yes 95 [796] 10.9 [8.3–14.1] 45 [32.4–58.3] 53.0 [40.7–65.0] 32.6 [23.0–43.9]

Locale 

Major urban 310 [4,778] 6.1 [4.7–7.9] 45.4 [37.2–53.8] 48.7 [40.3–57.2] 32.3 [26.5–38.8]

Small town 66 [494] 12.2 [8.5–17.2] 49 [36.1–62.1] 53.6 [40.1–66.6] 26.6 [14.0–44.5]

Rural 135 [1,034] 11.7 [9.4–14.5] 43.5 [33.3–54.2] 44.6 [33.8–56.0] 26.3 [18.0–36.8]

Region

Te Tai Tokerau 127 [836] 14.1 [9.7–20.1] 38.7 [32.4–45.3] 54.3 [46.5–61.9] 32.3 [21.4–45.4]

Tāmaki 
Makaurau

376 [5,070] 7.0 [5.4–9.0] 44.4 [36.5–52.6] 48.2 [36.5–60.0] 32.9 [27.6–38.6]

Waikato 131 [1,089] 10.4 [7.1–15.0] 47.3 [38.2–56.7] 43.0 [35.1–51.3] 22.9 [13.8–35.6]

Neighbourhood socio-economic deprivation

Least socio- 
economic 
deprivation 

157 [2,005] 7.4 [5.9–9.2] 34.8 [27.6–42.7] 55.6 [46.4–64.4] 25.4 [18.9–33.2]

Medium socio- 
economic 
deprivation

188 [2,612] 6.6 [5.2–8.4] 44.9 [36.2–54.0] 44.2 [32.9–56.1] 31.8 [25.7–38.5]

Most socio- 
economic 
deprivation

166 [1,688] 8.4 [6.3–11.2] 56.6 [48.2–64.6] 46.3 [36.7–56.1] 33.6 [23.4–45.6]

95% CI = 95% confidence interval; LGBTQ+ = lesbian, gay, bisexual, transgender, queer.

Table 4 (continued): Indicators of need among secondary school students who use cannabis, by demographic  
variables, 2019.
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(34%) and cannabis (31%). Participants who 
used alcohol (18%) were the least likely to report 
desire to cut down (Figure 3). There was a trend 
towards higher prevalence of desire to cut down 
among Pacific students and those living in areas 
of high socio-economic deprivation for most 
drugs, though differences did not reach statistical 
significance.

Difficulty getting help 
The proportion who reported difficulty getting 

help to stop smoking in the previous 12 months 
was 19% among those who smoked tobacco in the 
past month (Table 5), and 1.7% (95% confidence 
interval [CI] 1.2–2.4) among secondary school 
students overall (data not shown). Differences 
between socio-demographic groups did not reach 
statistical significance, but the results suggest that 
younger, LGBTQ+, Māori and Pacific students may 
be more likely to have difficulty accessing help to 
stop smoking.

The proportion who reported difficulty getting 
help to stop alcohol or other drug use was 5% of 
those who reported past month alcohol and/or 
cannabis use (Table 5) and 2% (95% CI 1.6–2.5) of 
secondary students overall (data not shown). Age 
and ethnic group were significantly associated 
with difficulty in accessing help, with younger, 
Māori and Pacific students more likely to report 

difficulty accessing help to stop alcohol or other 
drug use. Other differences did not reach statistical  
significance, but the findings suggest LGBTQ+  
students and those living in rural areas may also 
be more likely to have difficulty accessing help to 
stop alcohol and other drug use. 

Discussion
Our investigation highlights drug harm  

prevention needs among adolescents in Aotearoa. 
Although most secondary students reported 
they did not use e-cigarettes, tobacco, alcohol or  
cannabis, the prevalence of past month use (10%, 
4%, 27% and 8% respectively) is concerning,  
especially given many reported heavy use. 
Many past month users reported concern about  
their own use and desire to cut down or stop,  
particularly students who smoked tobacco. This is 
a positive finding, indicating a promising oppor-
tunity to support behaviour change. However, 
some participants reported difficulty getting help. 
We found need was not evenly spread; Māori, 
Pacific and LGBTQ+ youth, those aged under 
16 years and those living in small towns, rural 
areas and the most socio-economically deprived 
communities had higher needs on many indica-
tors. Our findings suggest these groups should be  
prioritised for prevention and early intervention.  

Figure 3: Proportion of past month users who were worried about their use or reported desire to cut down, 2019.
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Table 5: Difficulty getting help to stop smoking or alcohol/other drug use in the past 12 months, by demographic variables.

Difficulty getting help to stop smoking among past month tobacco 
users

Difficulty getting help to stop alcohol or other drug use among past 
month alcohol and/or cannabis users

n[N] % [95% CI]
OR [95% CI]

unadjusted
P-value n[N] % [95% CI]

OR [95% CI]

unadjusted
P-value

Total 49 [252] 18.5[13.5–24.7] 88 [1,743] 5.1[4.1–6.4]

Age

<16 27 [112] 21.6 [14.1–31.6] 1.00 0.336 48 [698] 6.9 [5.1–9.2] 1.00 0.031

16+ 22 [140] 16.1 [10.1–24.9] 0.70 [0.33–1.49] 40 [1,047] 4.0 [2.7–5.8]
0.56 
[0.33–0.97]

Sex
Female 27 [155] 16.8 [10.8–25.1] 1.00 0.822 43 [971] 4.5 [3.1–6.4] 1.00 0.434

Male 19 [93] 17.9 [10.7–28.4] 1.08 [0.53–2.14] 42 [763] 5.5 [3.9–7.8] 1.25 [0.70–2.21]

Ethnic 
group

Non-Māori/
non-Pacific

19 [120] 15.8 [9.6–25.1] 1.00 0.543 51 [1,173] 4.1 [3.0–5.6] 1.00 0.042

Māori 18 [82] 20.6 [12.3–32.5] 1.38 [0.60–3.10] 26 [430] 7.5 [4.7–11.7]
1.88 
[0.97–3.50]

Pacific 16 [64] 23.5 [14.4–36.0] 1.47 [0.63–3.33] 17 [203] 8.6 [5.6–13.0] 1.88 [1.03–3.24]

LGBTQ+
No 35 [200] 16.4 [11.3–23.2] 1.00 0.095 65 [1,516] 4.6 [3.5–6.0] 1.00 0.120

Yes 14 [52] 26.5 [15.3–41.9] 1.84 [0.85–3.82] 23 [227] 8.1 [4.2–14.9] 1.84 [0.79–3.89]

Locale

Major urban 26 [144] 17.5 [11.1–26.6] 1.00 0.760 52 [980] 5.3 [4.0–7.0] 1.00 0.199

Small town 10 [35] 21.5 [9.0–43.3] 1.29 [0.39–3.71] 11 [187] 6.6 [3.1–13.2] 1.25[0.51–2.70]

Rural 8 [42] 22.6 [11.9–38.7] 1.38 [0.50–3.45] 13 [339] 3.1 [1.5–6.3] 0.57 [0.23–1.22]
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Difficulty getting help to stop smoking among past month tobacco 
users

Difficulty getting help to stop alcohol or other drug use among past 
month alcohol and/or cannabis users

n[N] % [95% CI]
OR [95% CI]

unadjusted
P-value n[N] % [95% CI]

OR [95% CI]

unadjusted
P-value

Region

Tāmaki 
Makaurau

34 [170] 19.3 [13.0–27.6] 1.00 0.815 64 [1,146] 5.7 [4.4–7.2] 1.00 0.359

Te Tai 
Tokerau

6 [39] 16.3 [9.5–26.6] 0.82 [0.38–1.59] 13 [270] 4.1[1.6–10.4] 0.71 [0.25–1.63]

Waikato 9 [43] 16.3 [7.1–33.2] 0.81 [0.28–2.05] 11 [327] 3.5 [1.5–7.7] 0.60 [0.24–1.26]

Neigh-
bourhood 
socio- 
economic 
deprivation

Least socio- 
economic 
deprivation

8 [45] 18.0 [9.0–32.7] 1.00 0.879 24 [520] 4.2 [2.7–6.4] 1.00 0.424

Medium  
socio- 
economic 
deprivation

15 [77] 17.8 [10.1–29.5] 0.99 [0.36–2.81] 28 [605] 5.0 [3.6–7.0] 1.20 [0.73–2.01]

Most socio- 
economic 
deprivation

21 [99] 20.2 [13.6–29.0] 1.16 [0.49–2.88] 24 [381] 6.2 [4.0–9.5] 1.51 [0.79–2.91]

95% CI= 95% confidence interval; OR = odds ratio; LGBTQ+ = lesbian, gay, bisexual, transgender, queer. 
Statistically significant ORs and p-values are bolded. 

Table 5 (continued): Difficulty getting help to stop smoking or alcohol/other drug use in the past 12 months, by demographic variables.
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Findings differed by drug and indicator, highlight-
ing the benefit of using multiple indicators to gain 
a fuller understanding of drug harm prevention 
needs in this age group. 

Our findings should be interpreted within 
Aotearoa’s social context, where the acceptability 
of different drugs varies. Less socially accepted 
substances (e.g., tobacco, cannabis) were less 
commonly used than more accepted ones (e.g., 
alcohol, e-cigarettes). Notably, heavy use did not 
always align with high levels of worry or desire 
to cut down, possibly reflecting societal attitudes. 
For instance, worry and desire to cut down was 
generally lower for alcohol, a drug with high social 
acceptability, than for tobacco, which has become 
increasingly socially unacceptable in recent 
years.31 Relatedly, the relatively low proportion 
of students reporting difficulty accessing help to 
stop alcohol or drug use may reflect low levels of  
concern and help-seeking, rather than an abundance 
of appropriate and accessible support services.

In addition to permissive attitudes to some 
drugs, other barriers to help-seeking identified 
in previous research include lack of awareness of 
services, stigma, concerns about confidentiality 
and past experiences of racist or judgemental  
service providers.20,32–34 Because young people, 
particularly those from under-served communities, 
often do not seek help for drug issues, our find-
ings about difficulty getting help (specifically “no” 
responses) are challenging to interpret but are 
likely to underestimate need. 

Our findings align with previous studies that 
have identified significant unmet health need 
among Māori, Pacific and LGBTQ+ students, 
and those living in neighbourhoods with high 
socio-economic deprivation and in rural areas.20–22 
In addition, we have identified significant unmet 
need for drug harm prevention among younger 
students (those under 16 years old) and those  
living in small towns (population 1,000–10,000 
people). Younger adolescents are more vulnerable 
to drug harm than older adolescents, and their 
drug use may be linked to complex psychosocial 
needs.3,7 Accessible interventions for children 
under 16 years should be a priority, alongside 
other under-served groups. Whānau (family) 
based interventions may be needed, particularly 
for this younger age group.

Effective population-based measures to prevent 
or reduce tobacco and alcohol use in young people 
are well established,4 and while Aotearoa has a his-
tory of strong tobacco control, it lags behind other 
countries in alcohol control implementation.35  

Evidence is more limited for effective school-
based programmes, family programmes and brief 
interventions to reduce drug use in adolescents;4 
these are important areas for future research. 
Our study highlights the under-served popula-
tions such interventions should be tailored for. 
Previous research on barriers such as stigma,  
privacy concerns and mistrust—particularly 
among marginalised youth—highlights the 
importance of co-designed, culturally safe, youth- 
centred services.20,32 Digital interventions show 
promise,36 but there is a need to adapt and test 
these in Aotearoa. 

The strengths and limitations of this study 
should be considered when interpreting the 
findings. Strengths include a large, diverse  
sample and a survey design aimed at achieving 
a representative sample of secondary school stu-
dents. However, drug use may be underestimated, 
as youth with poor school attendance or outside 
the school system—who may be at greater risk of 
drug use37,38—were likely under-represented. As 
the survey was regional, findings may not generalise 
to other regions. E-cigarette findings reflect a period 
before cheap, high-nicotine vapes were widely 
available. The survey did not include questions  
about access to vaping cessation support, limiting 
analysis in this area. Continued research is needed 
to understand adolescent e-cigarette use and  
support needs in a rapidly evolving product and 
regulatory environment. Prevalence of “difficulty 
getting help” may be underestimated due to low 
help-seeking in this age group, and our findings 
should be considered alongside other research 
on help-seeking and unmet health needs in this  
population.20,32–34 While the data are now some-
what dated, Youth19 remains the most recent 
comprehensive survey of adolescent drug use, 
attitudes and health access in Aotearoa.

Conclusions
Many adolescents are concerned about their 

drug use and want to reduce it, yet getting 
appropriate help can be difficult. These findings  
suggest there are promising opportunities for 
drug harm prevention in Aotearoa. Our research 
identifies under-served populations including 
Māori, Pacific people, LGBTQ+ youth, younger 
adolescents and those living in small towns, 
or rural or socio-economically deprived areas. 
Addressing root causes of inequity is key to 
reducing drug-related harm and improving out-
comes. Prevention action should centre the needs 
of under-served groups and span the intervention 
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continuum, from upstream efforts to address the 
commercial, structural and social determinants 
of health, to population-based policy interven-
tions, and effective early intervention for young  
people who want to reduce their drug use. 
Although evidence-based policy interventions 
exist, Aotearoa has not fully adopted them; 

weak alcohol control is a notable shortfall to be 
addressed. Prioritising research and responsive 
support for youth and their whānau will help 
Aotearoa to prevent drug harm before it takes 
hold, thereby building healthier futures and 
stronger communities.
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