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Article type |, : Scientific Article

Associations between I ndividual-level and Area-levd social disadvantageand oral
health behaviour sin Augtralian adolescents

Abstract

Background: Oral health behaviours are significant determinants of oral health. Thereis
evidence that socio-economic position influences oral health behaviours, but little is known
about this asseciation during adolescence. This study aimsto investigate the association
between social disadvantage (individual- and area-level) and oral health behaviours among

Australian adolescents.

M ethods: Thisstudy utilised data from the Longitudinal Study of Australian Children
(LSAC). Theissample consisted of 2877 adolescents. Exposure measures were area-level
socia disadvantage (Socioeconomic Indexes for Areas (SEIFA)), and parent-reported
household income from Wave 5. Outcomes, measured in Wave 6, wereadol escent-reported
oral health behaviours: frequency of brushing, consumption of sugar-sweetened beverages
(SSB) and dental visits. Associations between quintiles of each exposure and each oral health

behaviour were tested by fitting multivariable logistic regression models.

Results: Household income and area-level disadvantage were associated with dental visits
and brushing frequency. Associations between social disadvantage and consumption of SSBs
was less apparent, with only the |eastdisadvantaged adol escentshaving lower odds of
consumption of SSBs compared to the mostdisadvantaged group.
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Conclusion: Broad population-based strategies must be adopted to reduce intake of SSBs,
however targeted strategies are needed among more disadvantaged popul ations to address

infrequent tooth brushing and irregular dental visits among adol escents.

Keywor ds: Adolescence, Australia, oral health behaviours, SEIFA, social disadvantage.

BACKGROUND

Globally, over.3.9.hbillion people experience oral diseases, with dental caries being the most
common condition according to the Global Burden of Disease Study 2015(1). Over $8 billion
AUD (AustralianDollars) is spent yearly on dental services, with dental caries being the
second most expensive diet-related disease(1). Oral diseases significantly contribute to the
burden of disease worldwide and in Australia. In addition to causing pain, discomfort,
financial burden'and reduced quality of life, dental caries and periodontal diseases together
account for 90% of tooth loss(1). The impact of oral diseasesis not just limited to the
individual, but also extends to society at large through high financial costs and a burdened
health system(2). The burden of oral diseasesis also higher among socially disadvantaged

individual sthan among their more advantaged counterparts(3).

Most prevalent oral health conditions, including dental caries and periodontal diseases, are
largely preventable as oral health behaviours play an essential role in their aetiology(4).
Thereis strong.evidence that sugar is an important cause of dental caries. The World Health
Organisation (WHO), recommends lowering free sugar consumption to 5% of total energy
intake to reducethe detrimental impact of sugar on dental health (5). Consumption of free
sugars, partieularly in the form of sugar-sweetened beverages, has been consistently linked
with rising levels of dental caries(6). Sugar-sweetened beverages (SSB) by definition include
drinks with added sugar such as, fruit drinks, soft drink and energy drinks(6). Sugars,
especialy in the form of SSBs can be easily consumed in large quantitiesin the current food
environment. For instance, an average cola drink can contains 40 grams of free sugars
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(approximately10 teaspoons of sugar)(7). Despite recommendations by health organisations
to reduce consumption of SSBs, sales of soft drinks and other SSB’s are increasing

worldwide, further contributing to the burden of disease (8) .

Preventive and regular dental visits are also known to benefit dental health by reducing the
progression of'oral diseases, and are therefore key to the prevention of dental caries(9).
Similarly, oral.hygiene practices, primarily tooth brushing twice or more during the day with
fluoridated toothpaste, are known to reduce the occurrence of dental caries dueto local
delivery of fluoride. Additionaly, by physically removing plague and calculus, tooth-
brushing also prevents periodontal disease(4). Other risk factors for oral diseases include
tobacco smoking.and acohol use(10).

Adolescenceis.akey stage of life, and is particularly important in terms of the establishment
and maintenance.of health behaviours(11). Investigating health behaviours in this age group
iscrucia, asmany patterns for future health-related behaviours and outcomes have their roots
in adolescence(12). Additionaly, in relation to oral health, adolescence is avital period as
permanent dentition is complete, and thisis when parental monitoring of oral health
behaviour typically ceases(13). Further, evidence shows that poor dental health in
adolescenceisarisk factor for poor dental health in adulthood(14). The period of

adol escenceytherefore, poses an optimal point of intervention to prevent the effects of poor
oral health behaviours being carried into adulthood.

Although there have been studies examining theassociations between social disadvantage and
oral health behaviours among adolescentsin countries such as New Zealand(15, 16),
Brazil(17) and the United states of America(18), little examination has been donein
Australia. Additionally, thisisthe first study that we are aware of that has analysed both
individual-level,and area-level social disadvantagein relation to oral health behaviours
among adolescents in Australia.Given the importance of the adolescent period in establishing
good healthitragjectories, any observed associations between social disadvantage and oral
health coulde exacerbated across the life-course. Additionally, examining and identifying
associations between social disadvantage and oral health behaviours are needed to tailor
preventive strategies. Using data from a representative sample of Australian adolescents aged
14-15 years, this study aimed to test whether individua - and area-level social disadvantageis
associated with three oral health behaviours (SSB consumption, frequent tooth brushing and
regular dental attendance).
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METHODS

Study population

This study utilised'data from the ‘Longitudinal Study of Australian Children’(LSAC)(19),
which has amultiple cohort cross-sequential study design. The study received ethics approval
from the Australiannstitute of Family Studies Ethics Committee and conformsto the
principles embodied in the Declaration of Helsinki.Datafrom Waves 4, 5 and 6, used in this
research werecollected between 2010 and 2014, by face-to-face interviews and Computer
Assisted Self Interviews at the participant’s home every two years. Participantsin this study
include adol escents aged 14 to 15 years. The eligible sample of adolescentsin Cohort K were
3240. Thosewith/missing data on covariates, and exposure and outcome variables were
excluded, resulting in an analytic sample of 2877 adolescents. To respect the theorised
temporal relationship between the variables, covariates were obtained from Wave 4 (Y ear:

2010), expasures from Wave 5 (Y ear: 2012) and outcomes from Wave 6 (Y ear: 2014).

Exposure

Socio-economic position (SEP) at an individua level was measured using parent-reported
household ineeme measured in Australian dollars (AUD). This continuous variable was mean
centred and-categorised into quintiles. The second exposure, area-level SEP, was measured
using the Socio-Economic Indexes for Areas (SEIFA). SEIFA is developed by the Australian
Bureau of Statistics (ABS) and measures socio-economic advantage and disadvantage at an
arealevel (20)==This study used SEIFA — IRSD from 2011 obtained from the ABS. This

continuous variable was also converted into quintiles.

Outcomes

Three oral healthbehaviours were included in the study: dental visits, consumption of SSBs
and tooth brushing. Regarding dental visits, participants were asked “Have you visited the
dentist in theslast12 months?” and eligible responses were ‘Yes’ or ‘No’(21). For SSBs,
participants.were asked, “Thinking about yesterday, how often did you have... soft drink or
cordial, not diet.or sugar free soft drink or cordial ?’. Available responses were: not at all,
once, twice or more. These responses were dichotomised for analysis: ‘once’ and ‘twice or
more’ were combined as one category with ‘not at all’ as the reference category(22).
Regarding tooth brushing, participants were asked, “how often did you clean your teeth?”.

Eligible responses were: not at all, once, twice and more than twice. Responses were
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dichotomised with ‘not at all” and ‘once’ combined to represent infrequent tooth brushing,

while ‘twice’ and ‘more than twice’” were combined for the reference category(22).

Covariates

Covariates included in the models as confounders were gender (male, female), parental
education (“at least one parent completed year 12 and ‘no parent completed year 12°)
geographic remoteness (non-remote and remote areas. the non-remote category comprised of
major citiesginner.regional areas, and outer regional areas while the remote category
consisted of remote areas and very remote areas), household composition (single
parent/caregiver household, household with two parents) and Indigenous status (Indigenous
Australian identity, non-Indigenous Australian identity). All confounding variables were
dichotomised.

Statistical Analysis

Multivariable logistic regression models were fitted to test the associations between both
exposures and each oral health behaviour after adjusting for confounding variables. Separate
models werefitted for household income and each oral health behaviour (Model 1), and for
area-level SEP'and each oral health behaviour (Model 2). Model 3 mutually adjusted for both
household income and area-level SEP in the same model. All models were adjusted for
gender, parental“education, geographic remoteness, household composition, and Indigenous
status. To account for the complex survey design, survey commands (prefix: svy) were used.
All statistical analyses were performed in Stata version 15. (StataCorp. 2017. Stata Statistical
Software: Release 15. College Station, TX: StataCorp LLC).

RESULTS

The sample’had equal representation of males and femal es with most adolescents identifying
as non-Indigenous.(97.3%), belonging to households with two parents (80%) and living in
non-remote areas (98.8%). In relation to parental education, two-thirds of the sample had at
least one parent who had completed year 12 education (63.3%). Overall, 35.8% of

adol escents hadnot visited a dentist in the last 12 months, 33.4% of the sample did not brush
at least twoitimes a day and almost 71.5% had consumed sugar-sweetened beverages at |east
once in the last 24 hours (Table 1).

In analytic models, a clear gradient was observed between both exposures (household income
and SEIFA) and dental visits. The odds of visiting the dentist were 77% higher in adolescents

from highest income quintiles (quintiles 4 and 5) when compared to those from lowest
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income quintile (OR 1.76 95%CI 1.29-2.41; OR 1.77, 95%CI 1.30-2.43 respectively). Similar
associations were observed for area-level SEP, with those in the least disadvantaged quintiles
(quintiles 4 and 5) reporting greater odds of visiting the dentist (OR 1.48 95%Cl 1.09-2.01;
OR 1.84 95%CI 1.38-2.47). These associations persisted with the inclusion of both exposures
in Model 3(Table?2).

Table 3 shows associ ations between the exposure variables and frequency of tooth brushing.
Those injinceme.quintile 4 and 5 (highest household income) had greater odds of brushing at
least twice aday,.compared to those in the lowest quintile (OR 1.39 95%CI 1.02-1.91, OR
1.35 95%CIl¢1.00-1.82 respectively). These associations did not persist when models also
adjusted for area-level SEP (model 3). Inrelation to area-level SEP, those in quintiles 2-5 had
approximately/50% increased odds of brushing at least two times a day compared to those in
the most disadvantaged quintiles (OR 1.50 95%CI 1.13-2.01; OR 1.57 95%CI 1.15-2.13; OR
1.50 95%CI_1.14-1.97 quintile 2, quintile 4, quintile 5 respectively). These associations
remained after‘adjusting for household income in model 3.

Associations betweensocial disadvantage (household income or SEIFA score) and the
consumption of sugar-sweetened beverages in adolescents (Table 4) were only observed for
the least disadvantaged quintile (quintile 5) (OR=0.71 95% CI 0.53-0.97 for incomein
model 3) and (OR=0.70 95%CI 0.51-0.96 for area-based SEP in model 3). Thiswas

consi stent malisthree models, and no gradient was observed.

DISCUSSION

This study presents evidence that individual-level and area-level socioeconomic positionis
associated with teoth brushing and regular dental attendance among Australian adolescents.
Individual -| evel"soci oeconomic position and area-level socioeconomic position were

associatedwithr'SSB consumptiononly in the least disadvantaged group of adolescents.

The findingSthat Tndividual s from higher socio-economic position are more likely to
regularly visit'the dentist compared to their disadvantaged counterparts are in line with
previous research,among adults (23). The most common deterrent to regular dental visitsis
the high cost of dental services(23). Other factors include the disproportionate number of
dental practicesin least disadvantaged areas when compared to most disadvantaged areas,
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lack of public transport, and lack of knowledge regarding the importance of preventative
dental treatment(23).

No prominent association or socia gradient was observed between socio-economic position,
measured at either theindividual or area-level, and the consumption of sugar-sweetened
beverages.However, adolescents from higher socio-economic position had lower odds of
consumption of SSB.This could partly be explained because adolescents aged 14 to 15 years
consume the highest levels of SSBs of any age group in Australia(24) and the low cost of soft
drinks, and cerdial, makes consumption affordable and accessible. Indeed, SSBs are cheaper
than bottled'wateriin many countries including Australia(25) and the perception that SSBs are
good value formoney further drives consumption(26). SSBs are also often easily available at
school vending machines and school canteens, further increasing accessibility(27).
Furthermoreitiswidely believed that fruit juices and sports beverages (neither of which are

captured here).are healthy, this also likely driving consumption of sugar in beverages(4).

There have been conflicting reportsin relation to individual socio-economic position and
SSBs, with some studies demonstrating an association between lower socio-economic
position and anincreased intake of sugar-sweetened beverages(28, 29). The findings related
to area-leveldisadvantage are also in contrast to previous research which suggests that
individuals residing in more disadvantaged areas consume more sugar-sweetened
beverages(30)=Anbetter understanding how area-level socia disadvantage impacts individual
SSB consumption is needed. We argue however, that it islikely that the pervasive and high
supply of SSBsimakes the whole population of adolescents vulnerable regardless of their
level of social disadvantage - this potentially underpinning the fact that the only association
between SEPand SSB consumption observed was for the most advantaged (least
disadvantaged) quintile.

Two key features'of the afore-mentioned oral health behaviours underscore the imperatives to
understand and address them. First, they are also common risks to arange of general health
conditions. For example, high sugar intake is associated with obesity and diabetes(31).
Thereforegaddressing oral health behaviours have twofold benefits of reducing oral diseases
and preventing life threatening general health conditions. Second, more socially
disadvantaged individuals are more vulnerable to health compromising behaviours than their
advantaged counterparts(32). Improving oral health behaviours may represent one
opportunity to partly reduce unfair social inequalitiesin oral health outcomes.
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The results showing a weak association between tooth brushing behaviour in adolescents and
household income is broadly consistent with previous research showing that individuals from
low-income households are more likely to report infrequent tooth brushing behaviour(33).
However, many prior studies have not adjusted for area-level disadvantage. Hence the
findings fromrthis paper build on this existing research by demonstrating that the association
observed between household income and brushing frequency may be largely driven by area-
level disadvantage.

Possible explanations for the association between area-level disadvantage and tooth brushing
include the role of\social processes such as social capital that may influence social norms
related to tooth'brushing or generally healthy behavioursin areas(34). Social capital is
defined as “features of social organization such as trust, norms, and networks that can
improve theefficiency of society by facilitating coordinated actions”(35, p 167). Areas with
high social capital have a more cohesive neighbourhood with more trust, mutual concern for
others and health=promoting behaviour(36). Further, these neighbourhoods also commonly
have a shared'eonsensus regarding what constitutes ‘appropriate’ practices and behaviours,
which in turn influences and encourages good health behaviours. On the other hand, areas
with low levelsof socia capital tolerate health-compromising behaviours due to aless
binding morakerder(37). Further work will examine the role of social capital in the

associ ationsbetween area-level social disadvantage and tooth brushing.

We note some important strengths and limitations of thiswork. Thisisthe first study that we
are aware of thatrhas analysed both individual-level and area-level social disadvantagein
relation to aral health behaviours among adolescents in Australia. In addition, the
longitudinal design of the study is an advantage, enabling us to define the theorised temporal
ordering of the exposure and outcome. Further, alarge population representative sample was
used, with good retention of participants. In terms of limitations, the lack of information
regarding thereason for dental visits and quantity of sugar-sweetened beverages consumed
was a limitation.Dental visits could be related to dental trauma, be treatment focused or be
preventative inmature; this information could provide more clarity regarding good oral health
behaviour."Similarly, information on the quantity of sugar-sweetened beverages consumed
would be of benefit, asthere is some evidence of a dose-response relationship between the
consumption of sugar-sweetened beverages and dental caries(38). A more detailed
examination of the consumption patterns of SSB in adolescents is needed, with particular

attention to the quantity as well as the frequency of consumption.
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Poor oral health behaviours observed in the most disadvantaged individuals (at both the
individual and area-level) supports the argument that oral health is socially determined. The
challengeis, however, to identify an appropriate solution for these social inequalities.
Interventions to reduce oral health inequalities may be best directed at all levels, including at
individual*behaviours, as well as upstream interventions at a community or population level.
For example, increasing the federal budget for public dental care and universal dental health
coverage for the popul ation may reduce inequalities. In addition, increasing the availability
of, and access to, dental clinicsin the most disadvantaged neighbourhoods to improve access
to regular and preventative dental careis essential, andmay be important in addressing the
contextual factorsrelated to dental health inequalities. The introduction of school-based tooth
brushing pragrams may also be beneficial, as thiswould target al students, irrespective of
their social background. Additionally, the free distribution of fluoridated toothpastesin
schools and other education or sports centres where adol escents frequently visit may also be
effective. Further, policiesto remove SSBs from vendors in close proximity to schools should

be implemented to reduce easy access to SSBs.

The World Health,Organi sation recommends a sugar tax as an effective intervention to
reduce consumption of sugars (39), just as taxing tobacco has hel ped to significantly reduce
tobacco use'(40). Taxation on SSBsin the United States of America has shown promising
results, delivering a US$ 17 billion in healthcare cost savings(41). In Mexico, implementation
of asugar tax led to low-income consumers reducing purchases of SSBs by 11.7% (42).
Moreover, revenue generated by these taxes could be used to improve health care systems
(43).

Effective dental policies targeting adolescents at both the individual and community level are
vital- not simply to create healthy oral behaviours that can be carried into adulthood, but also
to reduce health inequalities early in life.
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Table 1. Descriptive characteristics of the sample(n=2877)

Variables

Indigenous status

Gender

Household

Composition
Parental education

Remoteness
Sugar-sweetened
beverages (SSB)

Dental visits

Brushing

Household income

Socioeconomic

Indexesfor Areas

This article is protected by copyright. All rights reserved

Category

Non- Indigenous
Indigenous

Male

Femae

Two parents
Single parent
Atleast 1 parent
competed year 12
No parent completed
year 12
Non-remote
Remote

©nee or more
Notat all

None

Once or more
lzess than 2 times

Two or more times

Quintile 1
Quintile 2
Quintile 3
Quintile4
Quintile 5
Quintile 1

Obsvervations
(n=2877)
2821

56

1466

1411

2435

442

2137

740

2837
40
1995
882
956
1921
899
1978

546
582
581
587
581
635

Weighted proportions (95%CI)

97.3% (96.4%, 98.0%)
2.7% (2.0%, 3.6%)

51.5% (49.4%, 53.6%)
48.5% (46.4%, 50.6%)
80.0% (78.1%, 82.0%)
20.0% (18.1%, 22.0%)
63.3% (60.5%, 65.9%)

36.7% (34.1%, 39.5%)

98.8% (97.5%, 99.4%)
1.2% (0.6%, 2.5%)

71.5% (69.6%, 73.4%)
28.5% (26.6%, 30.4%)
35.8% (33.6%, 38.0%)
64.2% (62.0%, 66.4%)
33.4% (31.3%, 35.5%)
66.6% (64.5%, 68.7%)

Weighted proportions (mean,

standard deviation)
24.0% (779.3, 251.2)
21.3% (1516.0, 163.0)
19.3% (2127.9, 181.8)
18.8% (2814.4, 249.9)
16.6% (4983.2, 3023.6)
25.6% (915.6, 40.7)



(SEIFA) Score

Quintile 2 523 19.1% (985.2, 10.4)
Quintile 3 639 21.2% (1024.2, 11.3)
Observations (n=2877) Model 1* Model 2** Model 3***
Quintile 4 533 17.0% (1061.2, 8.5)
Quintile5 547 17.0% (1097.0, 15.1)

Table 2: Multivariable logistic regression models for the associations between household

income, Socioeconomic I ndexes for Areas (SEIFA) score and dental visits.
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OR (95% ClI) OR (95% ClI) OR (95% ClI)
Household income
Quintile 1 (lowest income) 1.00 (reference) 1.00 (reference)
Quintile 2 1.24 (0.94, 1.65) 1.22(0.92, 1.61)
Quintile 3 1.28 (0.93, 1.76) 1.23 (0.90, 1.69)
Quintile 4 1.76 (1.29, 2.41) 1.67 (1.22, 2.28)
Quintile 5 (highest income) 1.77 (1.30,2.43) 1.53(1.13, 2.10)
SEIFA
Quintile 1 (most.di sadvantaged) 1.00 (reference) 1.00 (reference)
Quintile 2 1.10(0.83,1.46) 1.06(0.80, 1.40)
Quintile 3 1.18(0.89,155) 1.12(0.85,1.47)
Quintile 4 1.48(1.09,2.01) 1.39(1.02, 1.88)

Quintile 5 (least disadvantaged)

1.84 (1.38, 2.47)

1.67 (1.24, 2.25)

* Model 1: Assaciation between ‘dental visits’ and ‘Household income’. Model adjusted for: gender, parental education,

geographic remoteness, household composition, and Indigenous status.

** Model 2: Association between ‘dental visits” and ‘SEIFA score’. Model adjusted for: gender, parental education,

geographic remoteness, household composition, and Indigenous status.

*** Model 3: Association between ‘dental visits and ‘Household income’ or ‘SEIFA score’ (mutually adjusting for both

‘household ineome’ and ‘SEIFA score’ in the same model).Model also adjusted for: gender, parental education, geographic

remoteness, household composition, and Indigenous status.
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Table 3: Multivariable logistic regression models for the associations between household

income, Socioeconomic Indexesfor Areas (SEIFA) score and tooth brushing habits.

Observations (n=2877) Model 1* Model 2** Model 3***

OR (95% ClI) OR (95% ClI) OR (95% ClI)
Household income
Quintile 1 (lewest.income) 1.00 (reference) 1.00 (reference)
Quintile 2 1.08 (0.82, 1.42) 1.04 (0.79, 1.37)
Quintile 3 1.28 (0.96, 1.72) 1.21 (0.90, 1.62)
Quintile 4 1.39(1.02, 1.91) 1.32(0.96, 1.81)
Quintile 5 (highest income) 1.35(1, 1.82) 1.21 (0.88, 1.65)
SEIFA
Quintile 1 (most'di sadvantaged) 1.00 (reference) 1.00 (reference)

Quintile 2
Quintile 3
Quintile 4
Quintile 5 (least disadvantaged)

1.50 (1.13, 2.01)
1.30 (0.96, 1.74)
1.57 (1.15, 2.13)
1.50 (1.14, 1.97)

1.47 (1.10, 1.97)
1.26 (0.93, 1.70)
1.52 (1.11, 2.09)
1.43 (1.07, 1.90)

* Model 1: Association between ‘tooth brushing habits” and ‘Household income’. Model adjusted for: gender, parental

education, geographic remoteness, household composition, and Indigenous status.

** Model 2: Association;between ‘tooth brushing habits” and ‘SEIFA score’. Model adjusted for: gender, parental education,

geographic remoteness, household composition, and Indigenous status.

*** Model 3:; A'ssociation between ‘tooth brushing habits’ and ‘Household income’ or ‘SEIFA score’ (mutually adjusting for
both ‘household.income’, and ‘SEIFA score’ in the same model). Model also adjusted for: gender, parental education,

geographic remoteness, household composition, and Indigenous status.
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Table 4: Multivariable logistic regression models for the associations between household

income, Socieeconomic I ndexes for Areas (SEIFA) score and consumption of sugar-

sweetened beverages.

Observations (n=2877) Model 1* Model 2** Model 3***

OR (95% ClI) OR (95% ClI) OR (95% ClI)
Household income
Quintile 1 (lowest income) 1.00 (reference) 1.00 (reference)
Quintile 2 0.97 (0.71, 1.32) 0.98 (0.72, 1.34)
Quintile 3 1.08 (0.78, 1.48) 1.12(0.81, 1.54)
Quintile 4 1.06 (0.77, 1.46) 1.11(0.81, 1.53)
Quintile 5 (highest income) 0.65 (0.48, 0.87) 0.71 (0.53, 0.97)
SEIFA
Quintile 1 (most.disadvantaged) 1.00 (reference) 1.00 (reference)

Quintile 2
Quintile 3
Quintile 4
Quintile 5 (leastdisadvantaged)

0.88 (0.65, 1.21)
0.81 (0.62, 1.07)
0.81 (0.60, 1.09)
0.64 (0.47, 0.87)

0.90 (0.65, 1.23)
0.82 (0.62, 1.09)
0.85 (0.62, 1.15)
0.70 (0.51, 0.96)

* Model 1: Associatiombetween ‘consumption of sugar-sweetened beverages’ and ‘Household income’. Model adjusted for:

gender, parental education, geographic remoteness, household composition, and Indigenous status.

** Model 2: Association between ‘consumption of sugar-sweetened beverages’ and ‘SEIFA score’. Model adjusted for:

gender, parental education, geographic remoteness, household composition, and Indigenous status.
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*** Model 3: Association between ‘consumption of sugar-sweetened beverages’ and ‘Household income’ or ‘SEIFA score’
(mutually adjusting for both ‘household income’ and ‘SEIFA score’ in the same model). Model adjusted for: gender,
parental education, geographic remoteness, household composition, and Indigenous status.
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