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Abstract  

Background  

Both social support and alcohol consumption are known to influence health 

outcomes, but the relationship between social support and alcohol consumption is 

complex and poorly understood.  A better understanding of which aspects of social 

support influence risky drinking could lead to improved public health messaging and 

interventions that incorporate social, as well as health aspects of alcohol 

consumption. 

Methods 

A mixed methods design was used to explore the relationship between social support 

and alcohol consumption at different life course stages.  Cross-sectional data from 

the National Child Development Study and the UK Household Longitudinal Study 

were used in i) multinomial logistic regression models exploring associations between 

aspects of social support and alcohol consumption and ii) structural equation models 

testing the direct and indirect (via psychological distress) effects of quality of support 

on alcohol consumption.  A thematic analysis of qualitative one-to-one interviews 

undertaken with 12 adults accessing alcohol treatment services was conducted. 

Results  

Key areas of social support associated with risky drinking were identified: conflict and 

negative support; isolation and loneliness; supportive and unsupportive friendships.  

Depending upon the quality of support, relationships with partners could be 

protective of, or associated with, risky drinking.  There were no clear differences 

according to life course stage; however, psychological distress mediated the 

relationship between quality of support and drinking frequency amongst early adults 

and drinking volume amongst mid-adults. 
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Conclusions 

Negative aspects of support, such as conflict, isolation and loneliness, were 

associated with risky drinking; however, so were positive aspects, such as emotional 

support from friends.  Mixed methods enabled the representation of heavy drinker 

experiences missed from population-level surveys.  Measures of drinking risk should 

consider life course stage.  Interventions to address risky drinking should consider 

drinking motivations linked to social support to identify and address coping motives, 

and support the maintenance of positive relationships.   
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Impact statement 

Alcohol consumption is a major public health concern, responsible for an increasing 

number of UK alcohol-related hospital admissions and deaths.  Despite the well-

known health risks, alcohol consumption remains a common feature of life in many 

western countries, including England, where 80% of adults report drinking in the past 

year, and 30% of men and 15% of women report drinking above the UK low risk 

drinking guideline of 14 units per week. 

People cite many reasons for drinking alcohol, including social wellbeing, celebration, 

stress reduction, mood enhancement and belonging.  Social factors are intrinsically 

linked to drinking, to the extent that one colloquial term for non-problematic alcohol 

ŎƻƴǎǳƳǇǘƛƻƴ ƛǎ ΨǎƻŎƛŀƭ ŘǊƛƴƪƛƴƎΩ.  Public health policies and interventions tend to 

focus on health outcomes and ignore this important social context.  A better 

understanding of the interplay between social support and alcohol consumption 

could enable more credible, and thus more effective public health messaging. 

This thesis found that relationships with friends, specifically, seeing friends frequently 

and receiving positive support from friends, were associated with higher levels of 

alcohol consumption, including higher risk drinking.  This challenges the notion that 

social drinking is not problematic.  Furthermore, it demonstrates the need for policies 

and interventions that enable people to maintain positive, supportive friendships 

alongside reducing alcohol consumption.  

Whilst positive social support was associated with higher alcohol consumption 

predominantly in relation to friendships, negative support from any source was 

consistently associated with higher consumption and higher risk drinking.  

Psychological distress partly explained these associations.  Drinking to cope motives 

were common across the qualitative accounts and might explain how the 

intermediary psychological distress leads to higher alcohol consumption.  Alcohol 

brief interventions (ABIs), used opportunistically across health and social care 

settings, have a strong health focus that may be insufficient to affect change.  A brief 
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assessment of drinking motives would enable practitioners to target ABIs more 

effectively and offer specific advice around alternative coping mechanisms. 

Loneliness and social isolation were associated with higher risk drinking, particularly 

amongst young men.  This is concerning because social isolation, loneliness and at-

risk drinking are all risk factors for poor mental health and suicide in this group.  A 

holistic approach to support vulnerable young men to enhance social engagement 

whilst reducing alcohol consumption is needed. 

This thesis makes several methodological contributions to this field of research.  The 

novel use of confirmatory factor analysis to measure the constructs of positive and 

negative support from six commonly used survey items improves upon the typical 

sum score approach.  Analysing sources of support separately enabled the 

identification of differential effects that would be obscured in composite measures 

of support.  The use of mixed methods facilitated a rich, triangulated exploration of 

the complex interplay between social support and alcohol consumption, and 

represented the experiences of heavy drinkers, a group typically neglected in 

population-level surveys. 

Findings from this thesis have been presented at international conferences and were 

awarded the Inclusion Prize (poster presentation) at the Society for the Study of 

Addiction Conference 2021.  The findings will further be disseminated through peer-

reviewed journals.   
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CLOSER Cohort and Longitudinal Studies Enhancement Resources 

CI Confidence Interval  

CIS-R Clinical Interview Schedule-Revised 

CPQ Close Persons Questionnaire 

DSM-5 Diagnostic and Statistical Manual of Mental Disorders - 

Version 5 

ELSA The English Longitudinal Study of Ageing 

GHQ General Health Questionnaire 

HDD Heaviest Drinking Day 

HED Heavy Episodic Drinking 

HRA Health Research Authority 

IPV Intimate Partner Violence 

IRAS  Integrated Research Application System 

MI Multiple Imputation 

MOS-SSS Medical Outcomes Study: Social Support Survey  

NCDS National Child Development Study 
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NCISH National Confidential Inquiry into Suicide and Homicide in 

mental health  

NHS National Health Service 

NICE National Institute for Health and Care Excellence 

NIHR National Institute for Health Research 

NS-SEC3 National Statistics Socio-Economic Classification (with 3 

classes) 

PHE Public Health England 

PI Principal Investigator 

REC Research Ethics Committee  

RMSEA Root Mean Square Error of Approximation 

SEM Structural Equation Model/Modelling 

SEP Socioeconomic Position 

SRMR Standardised Root Mean squared Residual 

ShARRP Sheffield Addiction Recovery Research Panel  

TLI Tucker Lewis Index 

UCL University College London 

UKHLS UK Household Longitudinal Study 

WHO World Health Organization 

WLSMV Weighted Least Square with robust Means and Variance 
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Chapter 1 Background 

Both social support and alcohol consumption are known to influence health 

outcomes, but the relationship between social support and alcohol consumption 

appears complex and poorly understood.  This thesis is comprised of quantitative 

analyses of population-level data and a qualitative study of individual drinkers 

accessing alcohol treatment to explore the interplay between social support and 

alcohol consumption at different stages of the life course.  The combined findings 

from this research shed light on the aspects of social support that are associated with 

risky alcohol consumption and propose mechanisms through which the quality of 

social relationships may influence alcohol consumption at different life course stages.  

These findings could inform policy debates on public health interventions that enable 

people to maintain supportive relationships whilst making healthier choices about 

alcohol consumption, the provision of holistic support to those who are most 

vulnerable to the combined risks of loneliness, isolation and higher risk drinking, and 

the importance of drinking motives when offering individual interventions to support 

alcohol reduction.  

This thesis contains eight chapters through which the interplay between social 

support and alcohol consumption at different stages of the life course are explored.  

Chapter 1 introduces the background to the subject area, giving an overview of social 

support, alcohol, and the relevance of the life course.  Chapter 2 presents a review of 

the existing literature and Chapter 3 outlines the rationale for this thesis, defines the 

research aims and objectives and presents the rationale for the methods selected.  

Chapter 4 introduces the datasets and social support variables.  Chapters 5, 6 and 7 

each address a specific research aim and its associated objectives, as well as providing 

information on the methods used, data collected, results and conclusions.  Chapter 8 

brings together the findings from each of the three preceding empirical chapters, 

draws conclusions from the collection of research studies and outlines research, 

policy, and practice implications. 
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 Social support 

The social nature of human beings can be traced back to the evolutionary need for 

protection in numbers (1), and the need for close relationships to provide security 

and wellbeing persist today (2). 

1.1.1 Social support and health 

Social support is a broad term that describes a variety of characteristics relating to 

social relationships.  These may relate to aspects of quantity, such as the number of 

social relationships an individual has, the frequency of contact with others and the 

extent to which an individual is socially isolated; or they may relate to aspects of 

quality, such as the nature of emotional support an individual has access to, or 

conversely, the types of conflict an individual experiences within their social 

relationships.  Social support can also include feelings of loneliness, whereby the 

amount of support an individual receives is less than the amount they desire (3).   

For many years, a link between social support and health has been recognised.  

Kaplan and colleagues (4) identified two main psychological processes that 

contribute to the onset and development of disease: psychological stressors that 

ƛƴŎǊŜŀǎŜ ŘƛǎŜŀǎŜ ǎǳǎŎŜǇǘƛōƛƭƛǘȅ ŀƴŘ ǇǎȅŎƘƻƭƻƎƛŎŀƭ ΨōǳŦŦŜǊǎΩΣ ǿƘƛŎƘ ŀǊŜ ǇǊƻǘŜŎǘƛǾŜ 

factors that reduce the adverse effects of stressors.  They considered social support 

tƻ ōŜ ŀ ǎƛƎƴƛŦƛŎŀƴǘ ΨōǳŦŦŜǊΩ ŀƴŘ ŀǊƎǳŜŘ ǘƘŀǘ ƳŜŘƛŎŀƭ ǇǊƻŦŜǎǎƛƻƴŀƭǎ ǎƘƻǳƭŘ ŦƻŎǳǎ ƻƴ 

enhancing social support as a more practical solution than attempting to reduce 

stressors.  The authors also identified social factors within the psychological stressors, 

for example, social role conflict and role ambiguity.  Thus, it might be presumed that 

positive aspects of social support are beneficial to health whereas negative aspects 

of support are detrimental. 

Studies and systematic reviews have repeatedly found that higher levels of loneliness 

(5ς7), higher levels of social isolation (7), and being unmarried/non-cohabiting (7,8) 

are all associated with increased risk of all-cause mortality.  Furthermore, poor social 

support has been linked with an increased risk in the incidence of specific conditions, 
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such as mental health problems (9ς12), suicidal ideation (12,13), cognitive ageing 

(14), dementia (15), falls (16), cardiovascular disease and stroke (17,18), as well as 

hospital attendances for respiratory disease (19). 

In addition to the stress-buffer theory of social support, a number of other 

mechanisms to explain the link between social support and health have been 

suggested within the literature.  Suggested mechanisms include a direct physiological 

response to social isolation that increases vulnerability to disease (20,21) (and a 

direct physiological response to social engagement that is protective of disease (22)) 

and a direct psychological response to isolation leading to psychological problems 

(for example, depression or anxiety) which are known to independently influence 

health (10).  Furthermore, health practices, such as diet, exercise, smoking and 

drinking alcohol, have been suggested as explanatory mechanisms in the link 

between social support and health (5,23) and studies have demonstrated a link 

between social support and a variety of health behaviours (9,24,25).   

1.1.2 Defining social support 

Across the literature, social support has been conceptualised, labelled, and measured 

in a variety of ways.  Much of the existing literature differentiates between, and 

explores in tandem, the concepts of social isolation and loneliness (e.g.  (7,23,26ς

30)).  In these studies, social isolation is typically described as an objective, 

quantifiable measure of the number of social relationships and social contacts that a 

person has; whereas lonelinessΣ ƛƴ ƭƛƴŜ ǿƛǘƘ tŜǊƭƳŀƴ ŀƴŘ tŜǇƭŀǳΩǎ ǎŜƳƛƴŀƭ ǿƻǊƪ (3), 

is commonly referred to as the perceived discrepancy between desired and received 

social support. 

Measures of social isolation vary between studies.  Lƴ .ŜǊƪƳŀƴ ŀƴŘ {ȅƳŜΩǎ (5) early 

work on social networks and mortality, they created a social network index from four 

sources of social contact: marriage, contacts with close friends and relatives, church 

membership and group membership.  Later work by Fuhrer and Stansfeld (31) built 

upon this index to include: the number of people in a social network, frequency of 

contact, group membership and church attendance, but not including marital status, 
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which was considered to be a separate construct to that of social connectedness as 

measured through the social network index.  Notably, these and other studies (30,32) 

have included a combination of contact with friends and family when creating a social 

network index.  Whilst this may be valid for studies investigating health outcomes 

more generally, there are some outcomes, for example the consumption of alcohol, 

which might be expected to be differentially related to relationships with friends vs 

children vs family more broadly, and this has been reflected in research that has 

considered these types of relationship separately (24,33,34).   

In addition to quantitative measures of support (such as the number and frequency 

of contacts), the quality of support is acknowledged to be of importance in the field 

of social support (12,18,35ς39).  In recognition of this, Stansfeld and Marmot (40) 

developed the Close Persons Questionnaire (CPQ) specifically to capture measures of 

the quantity (e.g., άAre there any relatives outside of your household with whom you 

have regular contact?έ άHow often do you regularly visit or are visited by these 

relatives?έ) and quality (e.g., άWho have you felt closest to in the last 12 months: How 

much in the last 12 months did you confide in this person?έ  άHow much in the last 12 

months did talking to this person make things worse?έ) of social support.  Measures 

capturing similar elements of relational quality have been developed elsewhere (e.g., 

(9)) and some studies have sought to establish quality of support through related 

questions such as how much friends and family can be relied upon and how much 

they offer support and encouragement  (41). 

Where loneliness is conceptualised as a perceived discrepancy between desired and 

received social support (3), it could certainly be considered a negative aspect of 

support.  Indeed, in the CPQ, one of the two elements measuring the negative aspects 

ƻŦ ǎǳǇǇƻǊǘ ƛǎ ΨŀŘŜǉǳŀŎȅΩ ƻŦ ǎǳǇǇƻǊǘΣ ǿƘƛŎƘ ƛƴŎƭǳŘŜǎ ǘƘŜ ǉǳŜǎǘƛƻƴǎΥ άHow much in the 

last 12 months would you have liked to have confided more in (your closest) person?έ 

ŀƴŘ άHow much in the last 12 months would you have liked more practical help with 

major thingsΚέ (40).  Therefore, negative aspects of support are here aligned with a 

perceived discrepancy between desired and received support and thus aligned with 

the concept of loneliness.  However, the other negative aspects of support captured 
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within the CPQ relate to the close person making things worse and causing worries 

and stress, which might be considered conceptually different to loneliness. 

Whilst there may be some relationship or overlap between the negative aspects of 

quality of support and loneliness (outlined above), the elements of social support that 

relate to quantity (e.g., how often we see friends or relatives) do appear to be distinct 

from loneliness; with social isolation and loneliness frequently being found to be only 

weakly correlated (3,29,30,42).  Furthermore, the distinction between social isolation 

and loneliness is conceptually plausible when considering that loneliness is a 

distressing and unpleasant experience, whereas a lack of contact with others may be 

distressing, but equally may be restorative and beneficial (43).   

1.1.3 Theoretical framework of social support 

Issues with the conceptualisation of social relationships in relation to health and the 

consequent question of whether all of the important aspects of social relationships 

were accounted for in health research, were recognised as early as 1988 by House 

and colleagues (44), who proposed a framework to support research in this area (see 

Figure 1-1).  Within this framework, relationships are broken down into the structural 

elements of: 

1. Social Integration/Isolation, meaning the existence of, or number of 

relationships and including the type of relationship and frequency of contact. 

2. Social Network Structure, which includes elements such as reciprocity and 

durability in relationships, network density (for example, how many of a 

ǇŜǊǎƻƴΩǎ ŦǊƛŜƴŘǎ ŀǊŜ ŦǊƛŜƴŘǎ ǿƛǘƘ ŜŀŎƘ ƻǘƘŜǊ ƛƴŘŜǇŜƴŘŜƴǘƭȅύ ŀƴŘ ǎƛƳƛƭŀrity of 

people within networks.   

And the process element of: 

3. Relational Content which includes three social processes which might explain 

the effect of the structural elements: i) Social Support, said to include the 

positive and supportive aspects of relationships, ii) Social Regulation, which 

includes the influence of social relationships through approval or disapproval 
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of certain behaviours (for example, drinking alcohol) and iii) Social Conflict, 

which includes the negative aspects of relationships. 

Figure 1-1: A framework for research on structure and processes of social relationships in 
relation to health.  From House et al. 1988 (44). 

Within this model, the structural elements of social integration/isolation and social 

network structure relate to the elements of quantity of support an individual has 

access to and relational content relates to the quality of that social support. 

It has been observed that social support and health are linked and that health 

behaviours appear to play a role in this relationship.  However, a linear relationship 

whereby better social support leads to more beneficial health behaviours/fewer 

detrimental health behaviours, ultimately resulting in improved health outcomes 

may not hold true for the relationship between social support and alcohol 

consumption.  Whilst it is known that alcohol leads to many adverse health (and 

social) consequences, people continue to drink, and they cite many social benefits of 

doing so; therefore, it might be assumed that greater social support would lead to 

higher alcohol consumption with potential adverse consequences for health.  

Furthermore, the different areas of social support that are important for health (i.e., 
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social integration/isolation, social network structure and relational content) could 

have differential impacts on alcohol consumption. 

 Alcohol 

1.2.1 Alcohol and public health 

Alcohol consumption is a common feature of life in many western countries.  In 

England in 2019, 80% of adults had consumed alcohol in the previous 12 months and 

48% of adults (55% of men and 41% of women) usually drank alcohol at least once 

per week (45).  The majority of people (57%) drank at levels which are considered 

Ψƭƻǿ ǊƛǎƪΩ (45), that is in line with the UK Low Risk Drinking Guidelines (46) of up to 14 

units of alcohol per week (1 unit=10 ml or 8g of pure alcohol).  However, 30% of men 

and 15% of women were drinking above the low risk drinking guidelines and were 

therefore considered at-risk drinkers (45). 

Alcohol consumption is responsible for 5.3% of global deaths each year, a figure that 

rises to 13.5% amongst those aged between 20 and 39 years (47).  It has been 

identified as a causal factor in over 200 disease and injury conditions as well as 

affecting the progression of diseases such as HIV/AIDS (47).  Whilst per capita alcohol 

consumption reduced in Europe between 2005 and 2016, it remains higher in Europe 

than in any other World Health Organization (WHO) region (47). 

In the UK, alcohol consumption has fallen in recent years, particularly amongst 

younger people (48ς50).  However, the rate of alcohol-specific deaths in the UK has 

increased with a rate of 14.0 deaths per 100,000 of the population in 2020 (51) and 

alcohol-related hospital admissions have continued to rise (52).  Men in the UK 

continue to drink more than women, on average consuming just under double the 

amount of alcohol (15.7 vs 8.7 units per week) (45).  Furthermore, men die from 

alcohol-specific causes at double the rate of women (19.0 vs 9.2 deaths per 100,000) 

in the UK.  However, the number of alcohol-specific deaths in both men and women 

significantly increased between 2001 and 2020 in England (51).  Alcohol-specific 

deaths include only those conditions which are exclusively caused by alcohol.  These 
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include conditions associated with long-term heavy consumption, such as alcohol-

induced pancreatitis, alcoholic liver disease, and alcoholic gastritis, and conditions 

caused by acute intoxication, such as excess alcohol blood levels, and poisoning by, 

and exposure to, alcohol (accidental, intentional, undetermined intent) (51). 

Globally, mortality due to alcohol consumption exceeds that of diseases such as 

tuberculosis (2.3%), HIV/AIDS (1.8%) and diabetes (2.8%) (47), furthermore, the 

ŀƭŎƻƘƻƭ ōǳǊŘŜƴ ŜȄǘŜƴŘǎ ŦŀǊ ōŜȅƻƴŘ Ǌƛǎƪǎ ǘƻ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ƘŜŀƭǘƘ.  Alcohol is related 

to a number of adverse social consequences, such as violence and crime (53,54), 

domestic violence (55), child abuse and neglect (56,57), reduced workplace 

productivity and unemployment (58,59) and the less tangible effects on quality of 

life, pain and suffering, both for the person who is drinking and for those around 

them (60). 

Despite clear evidence of the health and social risks associated with excessive alcohol 

consumption (61ς63), people continue to drink alcohol and cite numerous perceived 

benefits of drinking.  Such benefits include social wellbeing and socialisation (64ς66), 

for enjoyment and celebration (64,65), to reduce stress and enhance mood (66), and 

for in-group identification (65) or social norms (64).  For men in particular, alcohol 

has also been identified as pivotal to forging and maintaining friendships and 

facilitating conversations about emotional wellbeing, which may not otherwise be 

seen as appropriate (67).  Indeed these ΨǎƻŎƛŀƭ ōŜƴŜŦƛǘǎΩ ƻŦ ŘǊƛƴƪƛƴƎ ŀǊŜ ŜǇƛǘƻƳƛǎŜŘ ōȅ 

ǘƘŜ ŜȄƛǎǘŜƴŎŜ ƻŦ ǘƘŜ ǘŜǊƳ ΨǎƻŎƛŀƭ ŘǊƛƴƪƛƴƎΩΣ ǿƘƛŎƘ ƛǎ ŎƻƳƳƻƴƭȅ ǳǎŜŘ ǘƻ ŘŜǎŎǊƛōŜ ƴƻƴ-

problematic drinking (68,69).   

Whilst there have been calls to highlight the social benefits of drinking as well as the 

harmful consequences (65), the vast majority of  alcohol literature continues to focus 

on the harms associated with drinking.  It is possible that by ignoring the social 

aspects of drinking, public health messages may be less credible as attempts to 

demonise something that is viewed and experienced as fundamental to the socio-

cultural fabric of the UK are counter intuitive.  9ǉǳŀƭƭȅΣ ƛŦ ŀǘǘŜƳǇǘǎ ǘƻ ǊŜŘǳŎŜ ǇŜƻǇƭŜǎΩ 

alcohol consumption are successful, an unintended outcome might be increasing 
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social isolation and loneliness, potentially increasing risks to health via physiological 

and psychological processes and thus negating any benefits to health of reduced 

drinking. 

1.2.2 Defining risk in alcohol consumption 

In line with the focus on harms associated with drinking, research into alcohol 

consumption often seeks to identify people who are drinking at levels which pose a 

risk to their health.  In order to do this, these levels of risk need to be defined.  The 

definition of risk can be done in a number of ways, but generally falls into two broad 

categories: defining risk according to the amount of alcohol consumed (whereby risk 

categories equate to specified volumes of alcohol consumed) and/or the 

identification of alcohol-related problems using validated screening tools such as the 

Alcohol Use Disorders Identification Test (AUDIT) (70,71) or the CAGE (mnemonic for 

cut-down, annoyed, guilty and eye opener) (72), which are used in both clinical and 

research settings.  Problematic alcohol consumption may also be identified via self-

reported or register data on access to treatment services, recorded diagnoses, 

medication usage and drink driving convictions (see (73) for an example using 

Swedish register data). 

1.2.2.1 Amount of alcohol consumed 

Weekly volume consumed 

In the UK, low risk drinking is defined by the UK Low Risk Drinking Guidelines (46) as 

drinking no more than 14 units of alcohol per week.  Drinking above the low risk 

ƎǳƛŘŜƭƛƴŜ ƛǎ ŎƻƴǎƛŘŜǊŜŘ ǘƻ ōŜ Ψŀǘ-ǊƛǎƪΩ ŘǊƛƴƪƛƴƎ ŀƴŘ ǘƘƛǎ ƛǎ ŦǳǊǘƘŜǊ ōǊƻƪŜƴ Řƻǿƴ ƛƴǘƻ 

higher risk (also called harmful) drinking, which is defined within the National 

Institute for Health and Care Excellence (NICE) guidelines as drinking 50 units or more 

per week for men or 35 units or more per week for women, and increased risk (also 

called hazardous) drinking defined as drinking between low and higher risk levels 

(74).   

The low risk guideline is based upon calculations of absolute mortality risk from 

alcohol compared to mortality risk for other reasons.  With this approach, morbidity 



33 
 

and mortality risks from alcohol consumption were calculated using the Sheffield 

Alcohol Policy Model with the aim of determining a level at which 1% of deaths would 

be from alcohol-related causes if the population drank at this level, a percentage 

comparable to risks from other daily activities (46,75).  The conditions that were 

considered included wholly alcohol attributable chronic conditions (e.g., alcoholic 

liver disease), wholly alcohol attributable acute conditions (e.g., ethanol poisoning), 

partially attributable chronic conditions (e.g., cancer of the oesophagus) and partially 

attributable acute conditions (e.g., falls) (75).  Thus, an increased risk drinker is at an 

increased risk of experiencing these alcohol-related harms and a higher risk drinker 

is at a higher risk of experiencing these harms.   

Alcohol risk is commonly defined using average weekly consumption to categorise 

low, increased, and higher risk drinking in UK reports used to inform policy discussion, 

such as the Health Survey for England reports (45).  Whilst defining alcohol risk in this 

way enables research to be easily interpreted within a given country; low risk drinking 

guidelines vary between countries (76) and may change within a country, thereby 

changing the number of people considered to be drinking at risky levels despite the 

absence of a change in actual consumption levels (77). 

Units consumed on a single occasion 

Prior to 2016, the UK government recommended drinking no more than 3-4 units per 

day for men and no more than 2-3 units per day for women (78).  At this time, heavy 

ŜǇƛǎƻŘƛŎ ŘǊƛƴƪƛƴƎ όI95ύ όŀƭǎƻ ǊŜŦŜǊǊŜŘ ǘƻ ŀǎ ΨōƛƴƎŜ ŘǊƛƴƪƛƴƎΩύ was defined as drinking 

8 or more units on a single occasion for men, or 6 or more units on a single occasion 

for women (78).  Although daily limits and specific single occasion drinking guidelines 

were removed in the 2016 Low Risk Drinking Guidelines (in view of the fact that most 

people do not drink alcohol every day) (46), some national survey data collected 

under the previous guidelines, focussed on units per day rather than units per week 

in line with the contemporaneous daily guidelines. 

The weekly low risk drinking guidelines were calculated using risk calculations for 

both chronic and acute alcohol-related conditions, meaning that people drinking 
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above the low risk guidelines are at greater risk from all alcohol-related harms.  

However, acute and chronic harms are associated with specific patterns of drinking, 

with acute alcohol-related conditions such as immediate negative health 

consequences, accidents, injury and risky behaviour being particularly associated 

with intoxication through heavy episodic drinking (46,79) and chronic alcohol-related 

conditions being linked to long-term heavy drinking (46). 

1.2.2.2 Alcohol risk screening tools 

Tools such as the AUDIT and CAGE provide an alternative method of defining alcohol 

risk.  The AUDIT is an alcohol harm screening tool developed by the WHO and 

comprises 10 questions.  It includes questions on frequency and amount of alcohol 

consumed, as well as negative consequences and concern from others.  Public Health 

England (PHE) endorse the WHO recommendations for scoring the AUDIT screening 

tool: 0-7 indicates low risk, 8-15 indicates increased risk (termed hazardous by WHO), 

16-19 indicates higher risk (termed harmful drinking by WHO) and 20 or more 

indicates possible dependence (70,80).  The CAGE tool comprises four questions for 

which its name is a mnemonic (relating to attempts to cut down, being annoyed at 

ƻǘƘŜǊǎΩ ŎǊƛǘƛŎƛǎƳΣ ŦŜŜƭƛƴƎ guilty and needing a morning drink or eye-opener) with a 

score of two or more (out of four) indicating an at-risk drinker (81). 

Similar to the weekly guideline, the terms increased, and higher risk drinker indicate 

an increased or higher risk of experiencing alcohol-related harms.  Alcohol 

dependence refers to a clinically diagnosable condition based on specific criteria, 

many of which focus on problems with controlling drinking and negative 

consequences of drinking (82).  In the most recent version of Diagnostic and 

Statistical Manual of Mental Disorders (DSM-5), the diagnoses of alcohol dependence 

and alcohol abuse have been merged into a single disorder: Alcohol Use Disorder 

(AUD) with three levels of severity: mild, moderate, and severe (83). 

1.2.3 Social roles and alcohol across the life course 

Levels of alcohol consumption are known to vary across the life course, with studies  

typically finding that consumption rises in late adolescence to early adulthood, before 
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reducing and plateauing in early to mid-adulthood and reducing further in older age 

(84,85).  A frequent mechanism cited for this pattern of reduced consumption in early 

to mid-adulthood is social role transitions during this period which are incompatible 

with high levels of alcohol consumption; such as marriage, parenthood and (to a 

lesser extent) employment (67,86ς88).   

A cross-sectional study of social roles and alcohol consumption amongst women (89) 

found that Ψrole deprivationΩ was associated with problem drinking at all age groups, 

with young women (aged 21-34) more likely to exhibit problem drinking behaviours 

if they were unmarried and did not have children, women aged 35-49 were more 

likely to exhibit problematic drinking if they had lost a marital role through divorce or 

separation or if their children had left home and women aged 50-64 were more likely 

to exhibit problematic drinking if they were either living at home with a drinking 

husband, with children who had left home and were not employed outside of the 

home or if they had neither husbands nor children at home and were in paid 

employment or were students.  Interestingly, amongst women aged 50-64, it was 

those without husbands or children who were employed or students who (as well as 

exhibiting more problematic drinking behaviours) were most likely to have more than 

two friends with whom to discuss problems, have pleasant daily contact with 

neighbours and friends and have at least weekly contact with friends or relatives.  

Thus, indicating that social roles are conceptually different from social support and 

may impact alcohol consumption in different ways.  In one qualitative study, 

participants reinforced the idea of social roles leading to reduced alcohol 

consumption as they described managing alcohol consumption in order to meet the 

requirements of their employment or parental roles; however, these descriptions of 

managing alcohol consumption to maintain social roles were challenged by 

simultaneous reports of drinking and drunkenness (often linked to socialising and 

enjoyment) despite holding these social roles (67). 

Currently in England, at-risk drinking is most prevalent amongst 55-74 year olds (45).  

Whilst this is at odds with the previously found pattern of reduced consumption in 

mid- and older adulthood (84,85), it is in keeping with the social role and alcohol 
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incompatibility theory, whereby the family and employment responsibilities which 

had a downward influence on alcohol consumption may no longer be present as 

children leave home and people retire.  Furthermore, it has been proposed that a 

ŎƻƘƻǊǘ ŜŦŦŜŎǘ ƛƴ ǘƘƛǎ Ψōŀōȅ-ōƻƻƳŜǊΩ ƎŜƴŜǊŀǘƛƻƴ Ƴŀȅ ōŜ ǇǊŜǎŜƴǘΣ ǿƘŜǊŜōȅ ŀ ƎŜƴŜǊŀǘƛƻƴ 

that was socialised into drinking at a time of increased alcohol consumption, is also 

retiring on a higher income than previous generations meaning that higher levels of 

alcohol consumption might be expected to be maintained into older adulthood 

(90,91). 

 Summary 

Both social support and alcohol consumption are known to influence health 

outcomes, but the relationship between alcohol consumption and social support 

appears complex and poorly understood.  Social factors are cited both as motivators 

for, and adverse consequences of, drinking alcohol.  These conflicting interpretations 

might reflect different levels of alcohol consumption, or they may indicate a 

complexity to the relationship between alcohol and social support that is yet to be 

explored.  ¢ƘŜ ŜƭŜƳŜƴǘǎ ƻŦ ǎƻŎƛŀƭ ǎǳǇǇƻǊǘ ǇǊƻǇƻǎŜŘ ƛƴ IƻǳǎŜ Ŝǘ ŀƭΦΩǎ (44) model 

present a framework through which to explore the relationship between different 

aspects of social support and alcohol consumption. 

Social support has been described as a psychological buffer that protects against the 

adverse effects of stressors, and conversely, social isolation has been suggested to 

lead to a direct psychological response, resulting in poorer mental health.  

Psychological benefits are often cited alongside the social benefits of drinking (64,66), 

whereas problematic alcohol consumption often co-occurs with psychological 

distress and mental health problems (92ς95).  Therefore, psychological wellbeing and 

psychological distress, may be mechanisms through which positive and negative 

aspects of social support influence alcohol consumption. 

Social roles appear important in the life course trajectories of alcohol consumption 

but are conceptually different from social support.  Despite conceptual differences, 

there is likely to be considerable overlap with social roles and social support.  For 
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example, a spousal relationship may be associated with positive social support or 

social conflict, but may still constitute a part of that indiǾƛŘǳŀƭΩǎ ǎƻŎƛŀƭ ƴŜǘǿƻǊƪΤ ƻǊ 

employment may be associated with high levels of social integration (e.g., 

employment in a large, firm with like-minded colleagues) or social isolation (e.g., 

employed to work from home). 

There is therefore a need to explore the relationship between different elements of 

social support and alcohol consumption whilst taking into consideration the impact 

of social roles and this thesis makes a substantial contribution to this exploration.  

Chapter 2 explores the existing literature in the field of social support and alcohol 

consumption, considering both the quantity and quality of support that people 

receive, as well as research exploring psychological wellbeing or distress as a 

mechanism in this relationship. 
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Chapter 2 Literature Review 

This chapter contains a review of the existing literature in this area.  As outlined in 

Chapter 1, the social support literature can be broadly split into two categories: 

quantity and quality of support, and this distinction has been applied to the collation 

of the existing evidence in this field.  The first section of this review presents the 

evidence regarding quantity of social support and alcohol consumption and the 

second looks at quality of social support (including loneliness) and alcohol 

consumption.  In order to consider whether psychological wellbeing or distress may 

be mechanisms explaining the relationship between social support and alcohol 

consumption, a final section presents the literature on social support, psychological 

wellbeing and distress, and alcohol. 

The literature reviewed here includes both quantitative and qualitative research 

studies from a range of countries that have explored the relationship between social 

support and alcohol consumption. 

Literature review methods 

This thesis is exploratory in nature and therefore a literature review was deemed 

more appropriate than a systematic review.  Specifically, a literature review was 

selected as the approach due to the need to identify a greater breadth of literature 

than could be defined in the single research question required for a systematic 

review, and due to the need to identify literature with a range of study designs 

(96,97).  Aspects of the systematic review methodology were used to enable 

reproducibility of results (96).  A list of databases and other literature sources is 

reported in Appendix 1, along with the search terms used.  The abstracts of all papers 

identified through the literature search were screened to identify papers that were 

related to 1) any aspect of social support and alcohol consumption, 2) social roles and 

alcohol consumption, or 3) social support, mental health and alcohol consumption.  

Details of relevant papers were entered into one of three tables (as outlined above).  

Papers were colour coded depending upon whether they were quantitative or 
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qualitative research studies and details of study quality (quantitative: sample size, 

sampling technique, potential sources of bias, measurements, analysis, reporting; 

qualitative: information on data collection and obtaining participation, data 

saturation and consistency), study population, and main findings were recorded.  The 

literature search was conducted between July 2018 and November 2019 and was 

updated in January 2022 and focussed on research conducted the past twenty years 

(from 1998).  Earlier seminal works on the topic were also included. 

 Quantity of social support and alcohol consumption 

The quantity of social support refers to measures such as the number of people 

within ǎƻƳŜƻƴŜΩǎ ǎƻŎƛŀƭ ƴŜǘǿƻǊƪ, or frequency of contact with friends or relatives.  

Within the existing literature, marital status is often used either synonymously with 

the concept of social support, or is used as part of a measurement of social support.  

Whilst marital status is not considered to be synonymous with social support as 

conceptualised by House et al. (44), support (or lack of support) within marital 

relationships comprise one aspect of social support; therefore, the literature in this 

area remains pertinent and is reported here. 

2.1.1 Non-intimate relationships: friends, networks, relatives 

In ²ŀǘǘ ŀƴŘ ŎƻƭƭŜŀƎǳŜǎΩ (24) study of a nationally representative United States of 

America (USA) sample of adults over 60 years old, they found no association between 

the number of close friends a person has and their alcohol consumption.  Conversely, 

Kauppi et al. (98) found that smaller social network size was associated with heavy 

alcohol use in a longitudinal analysis of pooled Finnish data (n=20,115); however, this 

effect was only found amongst women.  Whilst both of these studies included large, 

nationally representative samples, neither study was conducted in the UK.  Within 

the UK, Smyth et al. (11) found no link between size of family network or of friendship 

network and hazardous drinking in their non-nationally representative sample of 

adults living in South East London.  Where research has explored the characteristics 

of friendship groups in relation to alcohol, having more drinkers within a social 

network has been found to be associated with alcohol problems (99) and heavier 
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drinking (99,100), although both of these studies included small, non-representative 

samples.   

Mikkelsen et al. (33) conducted one of the key studies in the area of social support 

and alcohol consumption.  Although the sample for this study is drawn from 

Copenhagen, Denmark, it includes a large, random, age-stratified sample (original 

study sample was 20,000 from a population of 90,000; this study includes 9589 

participants), focussed specifically on alcohol as an outcome measure and used 

administrative data on alcohol use disorders rather than relying on participation at 

follow-up.  Mikkelson et al. (33) found that in a sample of adults (over 21), higher 

frequency of contact with friends was associated with a higher risk of developing an 

Alcohol Use Disorder (AUD).  In a smaller, Polish sample of young to mid-adults (aged 

16-46) selected to represent more and less economically advantaged populations, 

Pavlova et al. (101) found that participants who undertook joint activities with their 

friends sometimes or often, had one and a half times greater odds of having been 

very drunk at least once in the past year.  Similarly, Case and Britton (31) found that 

in a UK sample of civil servants, seeing friends daily was associated with being a 

higher risk drinker amongst men.  

In a random sample of 7019 members of a large health maintenance organisation in 

the USA, Green et al. (32) found that women and men who saw friends and relatives 

(measured together) more frequently, and who participated in more non-religious 

clubs, drank more alcohol measured in drinks consumed per month (although the 

opposite was true of those who attended more religious services).  Similarly, in a non-

random sample of 1884 adults aged 55 to 65 years old who had consumed alcohol in 

the past year, Moos et al. (93) used a combined family and friends measure, and 

found that social activities, including a range of items related to engaging in activities 

with family or friends, was positively associated with a greater likelihood of higher 

risk drinking.   

In the same study by Mikkelsen et al (33), the frequency of contact with family was 

not associated with a risk of developing an AUD.  Case and Britton (34), however, 
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found that both male and female participants who saw relatives less frequently were 

more likely to be at-risk drinkers and those seeing relatives more frequently were 

more likely to be non-drinkers.  This indicates that there may be some difference 

between the influence of friends and family on alcohol consumption.   

Iƴ YƻōŀȅŀǎƘƛ Ŝǘ ŀƭΦΩǎ (30) study of social isolation in a sample of 3392 adults over 52 

years old recruited for a UK population-based longitudinal study, they created a five 

point index using measures of less than monthly contact with children, other family, 

or friends, living alone and not belonging to any social organisation.  A score of two 

or more was considered to be high social isolation.  Socially isolated individuals were 

found to be less likely to drink alcohol daily at any time point, although this 

relationship was no longer statistically significant when the model was adjusted for 

ethnicity, marital status, net wealth, and educational attainment.   

Whilst YƻōŀȅŀǎƘƛ ŀǘ ŀƭΦΩǎ study (30) brings together different elements of social 

contact (or lack thereof), it combines aspects that could potentially have conflicting 

effects on alcohol consumption (i.e., combining contact with family, contact with 

children and contact with friends).  Furthermore, by using a binary measure of alcohol 

consumption, predictive models may not be able to account for opposing effects (i.e., 

lack of social contact may predict lower consumption due to fewer social occasions 

or may predict higher consumption due to perceived lack of support) and therefore 

models that do not allow for a prediction or higher and lower consumption may miss 

significant associations (an issue noted also by Smyth et al. (11)). 

Whilst the evidence presented here is by no means conclusive, it indicates that seeing 

friends more frequently is associated with increased alcohol consumption and risk.  

This finding was consistent across study designs, populations, nationally 

representative and non-representative samples, and a range of alcohol outcome 

measures (continuous, discrete, self-report and administrative data).  This is 

supported by the qualitative literature, which has found alcohol consumption to be 

associated with social engagement and enjoyment, both in non-problematic drinking 

populations (64,67,102) and for people with lived experience of AUD (103,104).   
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In a systematic review of qualitative studies relating to drinking in older people, the 

authors found that drinking was linked to improved social engagement and social life 

in nearly every study, with most studies associating alcohol within a social context to 

fun and enjoyment (64).  The intrinsic link between alcohol consumption and positive 

social experiences, fun and enjoyment has been found in qualitative research from 

both young adults (105) and older adults (67,102), although amongst young adults, 

the focus tends towards aiding social interactions and enabling confidence in social 

and sexual situations (105), whereas with older adults alcohol was positioned more 

as a part of routines within already established friendship groups (67). 

2.1.2 Intimate relationships: marital and cohabitation status 

Whilst the literature presented in Section 2.1.1 above is considered the most relevant 

to the topic of this thesis, when considering quantitative measures of social support, 

much of the literature has focused on marital and/or cohabitation status as a 

measure of social support.  Therefore the literature in this field is presented below. 

In line with evidence showing that alcohol consumption declines across the life 

course (84,85), in their study of 4052 men and women aged 21-25 years old at 

baseline, Curran et al. (106) found that alcohol consumption decreased over time for 

both married and unmarried people; however the decrease in consumption was 

significantly accelerated following marriage, reflecting similar evidence to that which 

has demonstrated a decline in alcohol consumption (107,108) and risk of AUD (73) 

following marriage.  Whilst Curran et al. (106) used a complex sampling strategy in 

order to ensure nationally representative sample and followed participants up across 

four time points, the data were collected between 1982 and 1985 when marital 

norms were different to present day norms (109).  However, confidence can be taken 

from the replication of this finding in more contemporary samples, with Dinescu et 

al.Ωǎ (107) study of 2425 same sex twins in 2010 ŀƴŘ YŜƴŘƭŜǊ Ŝǘ ŀƭΦΩǎ (73) population-

based study using Swedish administrative data up to 2010 (N=3,220,628). 

Equally, higher levels of consumption have been found amongst unmarried people, 

with single people often cited as drinking the most (of the marital status groups) 
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(107,110), with marital dissolution (107,110) and being divorced found to be 

associated with increased alcohol consumption (24,108).  It also appears that the 

timing of marital dissolution might be important, with Power et al.  (110) finding that 

the odds of heavy drinking were highest for recent (within the past two years) 

divorces.  In Power et aƭΦΩǎ study (110) using data from the National Child 

Development Study, which is a British birth cohort study started in 1958 (111) , the 

odds of heavy drinking at age 33 for divorced participants was significantly greater 

than for continuously married participants (OR=2.05, 95%CI=1.49-2.83 for men; 

OR=2.61, 95%CI=1.67-4.09 for women), but amongst participants who divorced in the 

past two years the odds were increased further (OR=4.97, 95%CI=2.86=8.57 and 

OR=5.25, 95%CI=2.60-10.65 respectively) . 

Whilst the research described above explored the relationship between marital 

status and alcohol either cross-sectionally (24,107) or longitudinally, with marital 

status as a predictor of alcohol outcomes (73,110), Cranford (112) explored AUD as a 

predictor of marital dissolution amongst a nationally representative sample of adults 

(18+ years) living in the USA who reported being married in 2001 and completed 

follow-up in 2004 (N=17,192), finding that rates of lifetime marital dissolution were 

significantly higher in people with a lifetime diagnosis of AUD (48%) compared to 

those without a history of AUD (30%).  In this study, the incidence of marital 

dissolution during a three-year follow-up period was 15.5% for those with a diagnosis 

of AUD in the past 12 months at baseline, compared to 4.8% amongst those with no 

AUD. 

Whilst the evidence above found similar patterns for men and women, several 

studies have found different effects of marriage on alcohol consumption according 

to sex.  Both Watt and colleagues (24) and Mikkelsen and colleagues (33) found 

divorced/separated and widowed men to be at greater risk of heavy drinking and 

AUD (respectively); however, Mikkelsen et al. (33) found no associations for women, 

whilst Watt et al. (24) found heavy drinking to be more common amongst single 

women.  In Reczek et al.Ωǎ (113) longitudinal, mixed methods study including 

nationally representative US data from 10,457 individuals (46 qualitative interviews) 
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and 2170 (42 qualitative interviews) couples who participated between 1992 and 

2010, they ŦƻǳƴŘ ǘƘŀǘ ƳŀǊǊƛŀƎŜ όƛƴŎƭǳŘƛƴƎ ǊŜƳŀǊǊƛŀƎŜύ ǊŜŘǳŎŜŘ ƳŜƴΩǎ ŀƭŎƻƘƻƭ 

ŎƻƴǎǳƳǇǘƛƻƴΣ ōǳǘ ƛƴŎǊŜŀǎŜŘ ǿƻƳŜƴΩǎ ŀƭŎƻƘƻƭ ŎƻƴǎǳƳǇǘƛƻƴ ǊŜƭŀǘƛǾŜ ǘƻ ōŜƛƴƎ 

unmarried; with the opposite pattern being found ŦƻǊ ŘƛǾƻǊŎŜΣ ǿƘŜǊŜōȅ ƳŜƴΩǎ 

ŘǊƛƴƪƛƴƎ ƛƴŎǊŜŀǎŜŘ ŀƴŘ ǿƻƳŜƴΩǎ ŘǊƛƴƪƛƴƎ ŘŜŎǊŜŀǎŜŘ.  This pattern of increased 

consumption following marriage and decreased consumption following divorce in 

women was also found by Zins et al. (114), who attribute this pattern to women in 

their French, employment-based sample, drinking less than men prior to marriage, 

with their consumption increasing in line with their husbandΩs drinking during 

marriage and then reducing again to pre-marriage levels post-divorce.  Similarly, in a 

nationally representative sample of UK older adults from the English Longitudinal 

Study of Ageing (ELSA) study (N=4738), men who were not in an intimate relationship 

drank more than other men, whilst for women, those whose partnerships ended 

experienced steeper declines in consumption than those remaining in a relationship 

(91).  Conversely, Klaas-Jan et al. (115) found that getting married was significantly 

associated with a reduction in alcohol consumption in women and that the loss of 

this marital role (i.e., separation or divorce) was associated with an increase in 

consumption in women only; however, this study was limited to one province of the 

Netherlands in 1980-1989 with 1327 participants, of which, only a small proportion 

reported a change in spousal roles between time 1 and time 2 (32 (5%) men/39 (7%) 

women lost marital role; 102 (16%) men/83 (15%) women gained marital role).   

The argument for the convergence of drinking patterns following marriage put 

forward by Reczek et al. and Zins et al. (113,114) may be partially supported by 

evidence of correlations in spousal drinking (116,117) and the finding that alcohol 

consumption frequency declined among husbands in discordant couples (where the 

wife was drinking less), but not among husbands in concordant couples (where the 

wife was drinking a similar amount), although it should be noted that the sample sizes 

in the latter study were small (118).  Furthermore, the influence ƻŦ ƻƴŜ ǇŀǊǘƴŜǊΩs 

ŀƭŎƻƘƻƭ ŎƻƴǎǳƳǇǘƛƻƴ ƻƴ ǘƘŜ ƻǘƘŜǊΩǎ Ƙŀǎ ōŜŜƴ ǎƘƻǿƴ ōȅ ǇŀǊǘƴŜǊǎ ƘŀǾƛƴƎ ŀ ǎƛƎƴƛŦƛŎŀƴǘ 

effect on ŜŀŎƘ ƻǘƘŜǊΩǎ drinking in a non-representative sample of 429 marital dyads 

in the USA (119), and an increase in risk of developing an AUD where the partner has 
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a lifetime history of AUD amongst a Swedish whole population dataset (73).  Again, 

gender differences are apparent with one study finding that women exert a greater 

influence ƻǾŜǊ ǘƘŜƛǊ ƘǳǎōŀƴŘǎΩ ŘǊƛƴƪƛƴƎ (119) ŀƴŘ ŀƴƻǘƘŜǊ ŦƛƴŘƛƴƎ ǘƘŀǘ ǿƘƛƭǎǘ ƳŜƴΩǎ 

heavy drinking at baseline increased ǿƛǾŜǎΩ ŘǊƛƴƪƛƴƎ ƻǾŜǊ ǘƛƳŜΣ ǿƻƳŜƴΩǎ heavy 

ŘǊƛƴƪƛƴƎ ŀǘ ōŀǎŜƭƛƴŜ ŘŜŎǊŜŀǎŜŘ ƘǳǎōŀƴŘǎΩ ŘǊƛƴƪƛƴƎ (113). 

Convergence of drinking habits within a marital or cohabiting relationship, may be a 

protective mechanism for that relationship, as numerous studies have found that 

discordance relating to alcohol consumption levels is more strongly related to marital 

dissolution than alcohol consumption levels per se (116,120,121), with the lowest 

rates of divorce found within relationships where both partners are abstainers or 

where both partners are heavy drinkers (116).  Equally, one qualitative study found 

that drinking together as a couple enables time together as a practice of care (122).  

In terms of gender differences, whilst Ostermann et al. (116) found significantly 

higher rates of divorce for a number of discrepant drinking relationships, including 

relationships involving a heavier drinking wife and relationships involving a heavier 

drinking husband, evidence from all inhabitants of one Norwegian county (N=19,977) 

suggests that discordance is most problematic when the female partner is the heavier 

drinker (121).  Whilst the Norwegian sample is large, it is specific to one region, 

ǿƘŜǊŜŀǎ hǎǘŜǊƳŀƴƴ Ŝǘ ŀƭΦΩǎ ǎǘǳŘȅ ǳǘƛƭƛǎŜǎ ŀ ǎŀƳǇƭƛƴƎ ǎǘǊŀǘŜƎȅ ŀƛƳŜŘ ŀǘ creating a 

nationally representative sample of the USA, which may be more similar to a UK 

population.   

However, marital relationships are not the only social relationships that can impact 

upon alcohol consumption, and even within the marriage and alcohol consumption 

literature, the influence of friends has been noted, both in terms of higher alcohol 

involvement in peer networks being associated with heavier drinking (100) and 

ƘŀǾƛƴƎ ŀ ƭŀǊƎŜ ƴǳƳōŜǊ ƻŦ ΨŘǊƛƴƪƛƴƎ ōǳŘŘƛŜǎΩ ōŜƛƴƎ ŀǎǎƻŎƛŀǘŜŘ ǿƛǘh heavy drinking 

(husbands only) and problem drinking (husbands and wives) (123).  It is therefore 

important to consider different types of social relationship in relation to alcohol 

consumption. 



46 
 

 Quality of social support and alcohol consumption 

The quality of support relates to the content of peopleΩs relationships and includes 

both positive (e.g., emotional and practical support) and negative (e.g., social conflict 

and loneliness) aspects of social support. 

2.2.1 Positive aspects of support (irrespective of relationship) 

Positive aspects of support have commonly been divided into emotional support, 

which includes having someone in whom to confide, and practical support, which 

includes having someone to help out if in need (40).  It is this form of positive social 

support that Kaplan et al. (4) refer to when they describe the stress buffering effect 

of social support.   

There are two key studies which have explored positive social support and alcohol 

consumption.  In these two large, nationally representative US studies of adults over 

60 years of age, neither emotional support (24), nor emotional and practical support 

(124) were found to be associated with alcohol consumption or risky drinking.  In 

²ŀǘǘ Ŝǘ ŀƭΦΩǎ (24) study, they used two questions to establish a binary variable of 

sufficient vs lack of emotional support: ά/ŀƴ ȅƻǳ Ŏƻǳƴǘ ƻƴ ŀƴȅƻƴŜ ǘƻ ǇǊƻǾƛŘŜ ȅƻǳ ǿƛǘƘ 

emotional support such as talking over problems or helping you make a difficult 

ŘŜŎƛǎƛƻƴΚέ ŀƴŘ άLƴ ǘƘŜ ƭŀǎǘ мн ƳƻƴǘƘǎΣ ŎƻǳƭŘ ȅƻǳ ƘŀǾŜ ǳǎŜŘ ƳƻǊŜ ŜƳƻǘƛƻƴŀƭ ǎǳǇǇƻǊǘ 

ǘƘŀƴ ȅƻǳ ǊŜŎŜƛǾŜŘΚέ ǿƛǘƘ ŀƴ ŀƴǎǿŜǊ ƻŦ ΨƴƻΩ ǘƻ ǘƘŜ ŦƛǊǎǘ ǉǳŜǎǘƛƻƴ ƻǊ ΨȅŜǎΩ ǘƻ ǘƘŜ ǎŜŎƻƴŘ 

question being recorded as lacking support.  The authors report that these measures 

are used elsewhere in the literature, although there is no evidence of them being 

validated measure.  Alcohol was a binary outcome measure of heavy drinking (more 

than 2/1 drinks per day for men/women) vs no heavy drinking.  Lƴ {ŀŎŎƻ Ŝǘ ŀƭΦΩǎ (125) 

study, perceived social support was measured using the validated Interpersonal 

Support and Evaluation List-12, and alcohol was measured in three ways: as a 

continuous variable of average daily volume consumed, dichotomised into at-risk 

drinking based upon average consumption and by using the Alcohol Use Disorder and 

Associated Disabilities Interview Schedule - DSM-IV version (AUDADIS-IV) to establish 

AUD in the past year.  Whilst the use of a dichotomous alcohol outcome in Watt et 
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ŀƭΦΩǎ (24) work may fail to pick up the nuances of the relationship between quality of 

support and alcohol consumption as described above in Section 2.1.1 in relation to 

Kobayashi et ŀƭΦΩǎ (30); the fact that Sacco et al. (125) found no effect across alcohol 

outcome measure lends credence to the finding of no effect.  However, neither study 

considered the source of support when measuring quality of support, which, as 

described earlier, may have a differential effect on alcohol outcomes, and both 

studies were limited to older adult samples, amongst whom the relationship between 

quality of support and alcohol consumption may differ from younger samples. 

Similarly, in two smaller, non-nationally representative UK studies, no relationship 

between quality of support and alcohol consumption was found.  In a study of adults 

living in South East London, neither emotional nor instrumental (practical) support 

were found to be associated with hazardous alcohol consumption (11), and in a study 

of 326 adults with severe mental illness no link was found between social support 

(measured with the Medical Outcomes Study: Social Support Survey (MOS-SSS) 

including items for emotional, practical, affectionate and positive-interactional 

support) and alcohol consumption (126).  Conversely, in a nationally representative 

sample of adults in England, Ng Fat et al. (41) found that lack of social support 

(defined as whether friends/family can be relied on and whether they provide 

support and encouragement) reduced the odds of participants being a drinker (versus 

a non-drinker), yet also increased the odds of participants having fewer than two 

drink free days per week.  The apparently contradictory findings in bƎ Cŀǘ Ŝǘ ŀƭΦΩǎ (41) 

work may be a consequence of the dichotomous outcome variables used.  As noted 

in Section 2.1.1 above, lack of social contact might be associated with drinking less 

due to fewer opportunities to drink, or more, either through drinking to cope with 

loneliness or through loss of relationships due to drinking.  Ng Fat et al. Ωǎ (41) findings 

appear to support this by finding that a lack of perceived support was associated with 

being a non-drinker and a frequent drinker.  Notably, none of these studies 

differentiated between the sources of support. 

In further research considering specific populations, Boatang-Peku et al. (127) found 

that quality of emotional support was negatively associated with alcohol 
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consumption amongst a sample from the Carolina African-American Twin Study.  

Conversely, in a sample of lesbian, gay and bisexual adults (aged 50+), greater social 

support (measured with the MOS-SSS) from any source was associated with a greater 

likelihood of high risk drinking amongst women only (128).   

The difference in results from the studies described above, might be due to 

uncaptured information regarding who makes up ǇŜƻǇƭŜǎΩ support networks.  It was 

found under quantity of support that spending time with friends compared with 

relatives had different effects on alcohol consumption, so it might be that receipt of 

positive support may also have a differential effect on alcohol consumption according 

to who provides such support.  The importance of the source of support in terms of 

its effect on alcohol consumption is supported by the qualitative literature, where 

alcohol consumption is frequently associated with perceived social benefits, being 

viewed as an integral part of socialisation and viewed as socially normative (64,129).  

These benefits are often found to be linked to friendships rather than family-based 

relationships.  For example, alcohol consumption has been described as disguised 

care-giving in non-family relationships (122), suggesting that alcohol aids the 

provision of emotional support in a normalised context.  Similarly, within the social 

practice literature, alcohol consumption during the week has been found to provide 

ŀ ΨǘƛƳŜ ƻǳǘΩ ŦǊƻƳ Řŀȅ ǘƻ Řŀȅ ǘŀǎƪǎ (130) and to provide a period of relaxation after 

the daily responsibilities had been met (131) for women in early mid-life, whilst 

weekend drinking is often described as facilitating social connections (131) and 

providing opportunities to relive experiences of earlier life (130).  Similar 

interpretations have been found elsewhere for men, where providing emotional 

support in a non-(alcohol) drinking context, for example, over a coffee, was 

considered άǳƴƭƛƪŜƭȅ ƻǊ ƭŀǳƎƘŀōƭŜέ (p 491) (67). 

2.2.2 Negative aspects of support (irrespective of relationship) 

Only one study was identified that directly explored negative support and alcohol 

consumption.  In this study of just under 5000 Dutch adults aged 26 to 65, high levels 

of negative support (including experiences such as being belittled, or experiencing a 

lack of understanding from others) were found to be associated with future excessive 
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alcohol consumption (9).  This was a cohort study from a rural area in the Netherlands 

that considered the influence of social support (measured using a validated tool) on 

a range of health outcomes measured at three time points, including alcohol 

consumption (dichotomised into two or more glasses per day versus less than two 

glasses per day).  The study explored both prevalence and incidence of these 

outcome measures using generalised estimating equations and negative support was 

only found to be associated with future excessive drinking.  Whilst this study included 

a sizeable general population sample, the population may not be directly comparable 

to those living in the UK. 

Although only one study specifically explored the relationship between negative 

aspects of support and alcohol consumption, a number of studies have examined the 

relationship between loneliness and alcohol consumption. 

2.2.2.1 Loneliness 

Whilst higher levels of loneliness have been found to be associated with drinking to 

intoxication (women only) in a sample of young people (N=893), recruited in 1990 in 

one region of Canada (132) and increased odds of probable drinking problems (scored 

using CAGE) in a large, stratified random sample of adults aged 18 and over in former 

Soviet Union countries (N=18,000) (133); loneliness has also been associated with 

reduced odds of drinking on between 4 and 7 days per week (vs no days per week) 

amongst adults aged 50 and over in a nationally representative US sample (N=2004) 

(134) and ceasing to be a higher risk drinker (>50/>35 units per week for 

men/women) over time in a nationally representative study of people in England 

aged 50 and over (N=9251) (135).  Equally, occasional and daily drinking (versus non-

drinking) have been associated with decreased loneliness in a nationally 

representative study of adults in Germany aged 40 to 95 years (N=7820) (136).  The 

contradictory nature of results in this area is further demonstrated in a second study 

using the same data from nine former Soviet Union countries, where data were 

stratified by country and loneliness was associated with an increased risk of 

consuming alcohol in one country, an increased risk of problem drinking in two 

countries and an increased risk of heavy episodic drinking (HED) in one country; but 
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was found to be associated with a reduced risk of HED in one country and no 

associations were found in the remainder of countries examined (137). 

Additional analyses from the US sample of adults aged 50 and above found no 

association between loneliness and at-risk or binge drinking (134) and a small, non-

representative sample of US young adults found no direct effect on alcohol 

consumption (138), although the latter study found an indirect effect via stress. 

The difference in association between loneliness and drinking in different former 

Soviet Union countries when using the same measures and methodology in the same 

period, indicates that cultural context may be important in this relationship (137).  

Furthermore, the finding of an association between loneliness and drinking to 

intoxication amongst young women (albeit in a non-representative and non-

contemporary US sample) (132), whilst multiple nationally representative studies of 

mid- and older adults found the reverse relationship (134ς136) indicates a possible 

difference in the relationship according to life course stage.   

The prevalence of loneliness, and factors associated with loneliness, are known to 

differ across the life course as social needs and expectations change.   Research has 

repeatedly found a non-linear relationship between age and loneliness, with the 

highest levels of loneliness amongst both young and older adults (139ς141).  

Explanations for differences in loneliness include the possibility that young people 

may have greater social expectations than those in mid-adulthood and therefore may 

be more vulnerable to the perceived discrepancy between desired and achieved 

social support that represents loneliness (3,142).  This age-normative perspective is 

supported by findings from a large, nationally representative German study, that 

found income, relationship and work status, and household size to be differentially 

associated with loneliness according to age group, whereas indicators of the quantity 

of social support were associated with loneliness across age groups (139).  Equally, a 

smaller, non-representative US study found loneliness to be closely associated with 

social network connectedness in young adults and close social ties in older adults 
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(29), although it should be noted that more recent work by Hawkley et al. (141). has 

found no age-related differences in predictors of loneliness. 

The contradictory nature of the existing research in this area might also be partially 

explained by the inclusion of non-drinkers in some of the studies.  Where the 

reference category was drinking on 0 days per week, lonely participants were less 

likely to drink on 4 to 7 days per week (134) and where the reference category was 

non-drinking, occasional and daily drinkers were found to be less lonely (136).  Non-

drinkers are known to be a heterogeneous group, which includes, amongst others, 

people with pre-existing poor health (143,144).  Therefore, loneliness might be 

associated with non-drinking due to a range of pre-existing factors.   

One early study with a small sample size, found that loneliness was associated with 

alcohol problems but not consumption (145) and the association between loneliness 

was characterised in an early review of the evidence, as potentially being:  

άSignificant at all stages in the course of alcoholism as a contributing and 
maintaining factor in the growth of abuse and as an encumbrance in 
attempts to ƎƛǾŜ ƛǘ ǳǇΦέ (2) (p.405) 

Whilst not entirely consistent with the evidence presented here, it is plausible that 

negative aspects of support, including loneliness, might be associated with 

problematic alcohol consumption, but not with alcohol consumption levels per se.   

2.2.3 Quality of support within marital relationships 

Whilst the literature presented in Section 2.2.2 is most relevant to the subject of this 

thesis, much of the literature has considered the quality of marital relationships in 

relation to alcohol.  Therefore the literature on this related topic is presented below 

to give additional context to the theme of social support and alcohol consumption. 

When looking at marital quality, Whisman et al. (146) found marital dissatisfaction to 

be associated with AUD, with dissatisfied spouses at baseline being 3.7 times more 

likely than satisfied spouses to have a diagnosis of AUD one year later.  However, only 

0.8% of the sample (n=14 out of a sample of 1675) had a diagnosis of AUD at follow-
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up, so this finding should be treated with caution.  In a non-random sample of 1884 

55 to 65 year olds in the US, Moos et al. (147) explored a number of social and 

financial factors in relation to high risk drinking over time, and found that a more 

positive spousal/partner relationship at baseline predicted high risk alcohol 

consumption at 10-year follow up. 

Interestingly, in contrast to the literature on marital status (as a measure of quantity), 

the literature related to marital quality and alcohol use focusses predominantly on 

alcohol as a predicator of the quality of relationships. 

In a review of the evidence published in 1999, Leonard (108) identified the negative 

effects of heavy drinking on marital quality and stability, whilst Marshal (55) 

concluded in his 2003 review of the literature that alcohol is maladaptive and is 

associated with dissatisfaction, negative marital interactions and increased marital 

violence; although he did note that a small number of studies found alcohol to be 

associated with positive marital functioning.  Whilst neither review was systematic, 

Marshal (55) described in detail the methods of his review and the results of both 

reviews were largely comparable. 

Consistent with other research on the decline in alcohol consumption over time 

(84,85,106), in their study of 592 married couples recruited from consecutive couples 

applying for a marriage license from one city hall in the USA over a three-year period, 

Kearns-Bodkin and Leonard (117) found that alcohol consumption, but also marital 

quality declined over time.  However, they found that steeper declines in one 

ǇŜǊǎƻƴΩǎ ŘǊƛƴƪƛƴƎ ǿŜǊŜ ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘ ƭŜǎǎ ǎǘŜŜǇ Řeclines in both their own, and 

ǘƘŜƛǊ ǇŀǊǘƴŜǊΩǎ ƳŀǊƛǘŀƭ ǉǳŀƭƛǘȅ.  The authors also found that partners who drank more 

at the time of marriage reported lower marital quality two years later. 

Again, specific effects for women have been found in the alcohol and marital quality 

literature.  Cranford et al (148) found that lifetime AUD in the wives in their sample, 

ǿŀǎ ƴŜƎŀǘƛǾŜƭȅ ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘ ǘƘŜƛǊ ƻǿƴ ŀƴŘ ǘƘŜƛǊ ƘǳǎōŀƴŘǎΩ ƳŀǊƛǘŀƭ ǎŀǘƛǎŦŀŎǘƛƻƴ 

nine years later, although it should be noted that this sample was selected through 

identifying married men with drink driving convictions, and women were recruited 
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ōŀǎŜŘ ǎƻƭŜƭȅ ǳǇƻƴ ǘƘŜƛǊ ƘǳǎōŀƴŘǎΩ ŎƻƴǾƛŎǘƛƻƴǎ, irrespective of their drinking habits; 

therefore, the relationship between marital satisfaction and future AUD may be 

influenced by factors ǊŜƭŀǘƛƴƎ ǘƻ ǘƘŜ ƘǳǎōŀƴŘΩǎ ŘǊƛƴƪƛƴƎΦ  Leonard et al. (149) found 

problem drinking in wives at the time of marriage to be associated with a reduction 

in marital quality one year later.  Leonard et al. (149) also found that when 

problematic drinking was controlled for in their analysiǎΣ ǿƻƳŜƴΩǎ ŘǊƛƴƪƛƴƎ ǿŀǎ 

positively associated with marital quality and whilst problem drinking was associated 

with increased marital aggression (from the husband towards the wife), daily drinking 

in women was associated with reduced marital aggression.  The authors attribute this 

pattern to the previously mentioned protective mechanism on a relationship that is 

performed by the convergence of drinking patterns (assuming that husbands were 

drinking more heavily than wives prior to marriage and provided that consumption 

does not become problematic for women).  Whilst this study included 530 couples 

and the authors went to considerable lengths to reduce selection bias, the dates of 

data collection are not given, but the publication of the paper in 1998 suggests that 

this study explored the first year of marriage for young (husbands up to age 29) 

couples at least 25 years ago, when marital roles and practices were considerably 

different to the present day.  Finally, whilst both Holden et al. (150), in a convenience 

sample of US adults (N=532), and Mattson et al. (151), in a treatment seeking 

population (N=181) found that differences in consumption between partners were 

linked to dissatisfaction through conflict, Mattson et al. (131) found that similar levels 

of consumption were not necessarily linked to relationship benefits within a sample 

accessing alcohol treatment.  Despite early marital satisfaction when both partners 

drank heavily, they found steep declines in satisfaction over time.  They concluded 

that the relationship between alcohol use and dissatisfaction was highly complex, 

with some evidence of reciprocal causation between conflict and alcohol 

consumption within relationships (151). 
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 Social support, psychological wellbeing and distress, and 

alcohol consumption 

Moderate alcohol consumption, variously conceptualised as drinking within national 

limits or not drinking to intoxication, has been linked to psychological benefits, such 

as mood enhancement and stress reduction, in addition to psychological benefits 

directly linked to social interactions such as sociability and social integration (66,152).  

Whilst evidence reviews have highlighted the interplay between social and 

psychological factors and alcohol consumption, they have concluded that it is 

impossible to establish whether moderate drinking improves mental health, or 

whether good mental health is associated with moderate drinking (66,152).  What 

does appear to be clearer, is that when drinking is heavier, mental health benefits are 

no longer apparent (66,152).  Indeed, when looking at clinical populations, mental 

health disorders and alcohol use disorders commonly co-occur (92,95,153,154) 

resulting in poorer treatment outcomes (92,153), an escalated risk of self-harm and 

suicide (92,95,155), and higher rates of overall physical morbidity (95,156) and 

mortality (95,157).   

When considering the link between social support, psychological wellbeing and 

distress, and alcohol use, two theories containing key social elements have been 

posited to explain how psychological and emotional factors contribute to making 

alcohol (and other drug) use problematic: social learning theory (158) and the self-

medication hypothesis (142,143).  These theories are described below along with 

applications and critiques of the theories that relevant to the area of social support, 

psychological wellbeing and distress, and alcohol consumption. 

2.3.1 Coping skills within a social learning theory context and the self-

medication hypothesis 

.ŀƴŘǳǊŀΩǎ (159,160) first conceptualisation of social learning theory comprised four 

elements: differential reinforcement (e.g., positive experiences of drinking alcohol 

reinforce future drinking behaviour), vicarious learning (e.g., observation of others 

drinking in given situations leads to own future drinking in those situations),  
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cognitive processes (e.g., thoughts about how alcohol will help cope with 

environmental stressors are created that guide future behaviour) and reciprocal 

determinism (e.g., a heavy drinker drinks to cope with social rejection that is caused 

by heavy drinking).  Using alcohol as a means to cope with stressful situations in the 

absence of alternative coping skills is a key part of social learning theory (160) and 

has been the focus of much research.   

In their seminal work on social learning formulations, tested within an adult general 

population sample of 119 adults meeting criteria for alcohol abuse or dependence 

and 948 adults who drink alcohol but had no history of abuse or dependence, Cooper 

et al. (161) found drinking to cope to be a significant predictor of both alcohol use 

and abuse.  Drinking to cope was most likely in people with an avoidant style of coping 

with emotion, who also held positive expectancies about alcohol consumption (161).  

Cooper and colleagues concluded that the consequences of drinking are largely 

ŘŜǘŜǊƳƛƴŜŘ ōȅ ǇŜƻǇƭŜΩǎ ƳƻǘƛǾŀǘƛƻƴ ŦƻǊ ŘǊƛƴƪƛƴƎΣ ǎǳŎƘ ǘƘŀǘ ǘƘŜ ƳŀƭŀŘŀǇǘƛǾŜ ƴŀǘǳǊŜ ƻŦ 

drinking to cope may be linked to psychological dependence, which in turn promotes 

continued drinking despite its associated adverse consequences (161).  Conversely, 

drinking for other (e.g., social) motives is not linked to dependence. 

Lƴ /ƻƻǇŜǊ Ŝǘ ŀƭΦΩǎ ǊŜǎŜŀǊŎƘ ƛƴǘƻ 2544 adolescents aged 13 to 19 living in one area of 

New York City (162), they found that drinking to cope was associated with more 

alcohol-related problems despite drinking less than adolescents who drank to 

enhance positive emotions.  Similarly, a review by Kuntsche et al. (163) found that, 

whilst drinking to cope was rare amongst adolescents, it was associated with alcohol-

related problems, whereas drinking for social motives was associated with moderate 

alcohol use.  In a meta-analysis including 44 studies of young adults with social 

anxiety, Schry et al. (164) found that social anxiety was negatively associated with 

alcohol consumption, but positively associated with alcohol-related problems (164) 

as well as being positively associated with drinking to cope motives.  Cooper et al. 

(162) found that both adolescents and adults who drank to cope, had generally higher 

levels of depressed affect, greater maladaptive emotional coping and strong beliefs 

in the ability of alcohol to relieve tension.  Taken together, this research indicates 
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that coping motives are an important predictor in the development of problems with 

alcohol, although it should be noted that there is considerable overlap in coping and 

social motives for drinking amongst general population samples (162). 

Drinking to cope has been extensively researched as a mediator between 

psychological and emotional stressors and alcohol use.  In addition to being found to 

mediate the relationship between depression and alcohol consumption amongst US 

adolescents (165) and anxiety and alcohol consumption amongst Canadian and US 

undergraduates (166,167), drinking to cope has been found to mediate the 

relationship between stressors from interpersonal relationships and alcohol 

consumption.  For example, drinking to cope has been found to mediate the 

relationship between maladaptive jealousy (vindictiveness, distrust, sexual 

possessiveness) and problem drinking (168), experience of intimate partner violence 

and later drinking problems (169), and relationship conflict and alcohol-related 

problems, with this latter finding related specifically to coping with depression 

motives (170).  It should be noted that all of these studies (168ς170) were conducted 

on US or Canadian undergraduate samples and the findings may not therefore be 

relevant to populations outside of North America, to older populations or to young 

adults outside of higher education. 

Similarly to drinking to cope, the self-medication hypothesis posited by Khantzian 

(171,172) suggests that people experiencing drug and/or alcohol dependence are 

pre-disposed to dependence due to painful affect states (for example, finding feelings 

unbearable, or finding them to be painfully confusing or inaccessible) and psychiatric 

disorders, because the use of drugs/alcohol helps to alleviate, at least in part, these 

states.  The hypothesis goes on to state that the drugs chosen by these individuals 

are chosen specifically to address their symptoms, with alcohol reportedly used to: 
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ΧŀŎǘ ƻƴ ǘƘƻǎŜ ǇŀǊǘǎ ƻŦ ǘƘŜ ǎŜƭŦ ǘƘŀǘ ŀǊŜ Ŏǳǘ ƻŦŦ ŦǊƻƳ ǎŜƭŦ ŀƴŘ ƻǘƘŜǊǎ ōȅ 
rigid defences that produce feelings of isolation and emptiness and 
related tense/anxious states and mask fears of closeness and 
dependency.  Although they are not good antidepressants, alcohol and 
related drugs create the illusion of relief because they temporarily soften 
rigid defences and ameliorate states of isolation and emptiness that 
predispose to depression.  (p.233)(171) 

YƘŀƴǘȊƛŀƴΩǎ ŜŀǊƭȅ ǿƻǊƪ (172) focussed on the link between clinically diagnosed 

psychiatric disorders and addiction, but his later iterations (171) considered self-

medication as a reaction to dysphoric (non-clinical) affect states.  As can be seen 

ǿƛǘƘƛƴ YƘŀƴǘȊƛŀƴΩǎ ŘŜǎŎǊƛǇǘƛƻƴΣ ƻƴŜ ŦŀŎŜǘ ƻŦ ǎŜƭŦ-medication in relation to alcohol is 

considered to be a temporary relief from isolation, which he posits to be related to 

problems with self-regulation, including affect, self-esteem, behaviour and 

relationships (171).  Therefore, when considering the relationship between social 

support, psychological wellbeing and distress, and alcohol consumption, self-

medication may be a key factor.   

One critique of the self-medication hypothesis notes that this model requires 

psychological distress to precede drug or alcohol use and therefore cannot account 

for the many cases where no pre-existing pathology is present; however, it is 

acknowledged by the same authors to explain some, though not all addiction-related 

phenomena (173).  Conversely, in LembkeΩǎ (174) critique of the self-medication 

hypothesis, she goes further to state that not only does the self-medication 

hypothesis lack supporting evidence, but it encourages patients to interpret all 

psychological suffering as caused by an underlying psychological disorder rather than 

being related to substance use, and therefore disincentivises behaviour change.  

Whilst Lembke raises some key issues with the hypothesis that are seconded by 

others (173), her concern that the term Ψself-medicationΩ now pervades lay and 

clinical understandings of the link between mental health and substance use (174) 

makes it a key theory of interest when considering how people make sense of their 

problems with alcohol and how this might influence their drinking behaviour. 

Despite the critiques, support has been found for the self-medication hypothesis as 

an explanatory factor in the relationship between mood and anxiety disorders and 
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substance use disorders in a narrative review of 22 studies between 1997 and 2018 

(175), post-traumatic stress disorder and alcohol consumption in a systematic review 

including 24 studies published in 2020 (153), and social phobia and alcohol 

consumption in a literature review published in 2003 (176).  Furthermore, research 

using data from a very large nationally representative US population survey 

(N=43,093) has found a high prevalence of self-medication motives for drinking (and 

taking drugs) amongst clinical psychiatric populations, particularly amongst people 

with bipolar I (177), anxiety (177,178), and personality disorders (177), and a recent 

systematic review has found high prevalence of drinking to cope motives amongst 

people with post-traumatic stress disorder (151).  Where research has explored self-

medication in a nationally representative, non-clinical, population sample, self-

medication of anxiety has been found to be common, but less prevalent than in 

clinical samples (179). 

2.3.2 Mental health (including psychological wellbeing or distress) as a mediator 

in the relationship between social support and alcohol consumption 

The introduction to Chapter 2 (section 2.3) noted the potential interplay between 

social and psychological benefits of drinking, whilst section 2.3.1 described two 

theoretical mechanisms that might explain the commonly found co-occurrence of 

mental health problems and alcohol use disorders: social learning theory and the self-

medication hypothesis. 

Poor social support is known to negatively influence mental health (9,180,181), whilst 

good social support is known to be protective of mental health (11,127), and drinking 

to cope or self-medicate present possible mechanisms to explain the commonly 

found relationship between poor mental health and problems with alcohol (161,165ς

167).   With evidence of a link between quantity and quality of social support and 

alcohol consumption (presented earlier in Chapter 2), it is plausible that some 

positive aspects of support might influence alcohol consumption via psychological 

wellbeing, whilst some negative aspects of social support might influence alcohol 

consumption through psychological distress. 
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Therefore, the current evidence of psychological wellbeing or distress (including 

clinically and non-clinically diagnosed mental health problems) as mediators in the 

relationship between social support and alcohol use is reviewed below. 

Only one study was found that considered measures of mental health as a mediator 

in the relationship between social support and alcohol consumption.  In a longitudinal 

study of 1192 US adults selecting through ransom sampling, Peirce et al. (173) found 

that greater social contact predicted greater perceived social support, which in turn 

predicted lower levels of depression.  Higher levels of depression were found to be 

predictive of greater alcohol consumption in one of the two included time points.  It 

was highlighted that in terms of the self-medication hypothesis, measures of 

depression and alcohol use may need to be temporally proximal in order to find a 

consistent effect of depression on alcohol consumption.  The authors conclude that 

higher levels of depression are directly related to greater alcohol use, whilst greater 

alcohol use is indirectly related to greater depression via reduced social contact and 

social support, and greater depression is indirectly associated with lower social 

contact and support via alcohol use (173). 

 Alcohol across the life course 

A high quality, longitudinal study of pooled and harmonised data across nine UK-

based cohort studies (N=59,397) found that for both men and women, levels of 

alcohol consumption increased sharply during adolescence, peaking at 

approximately 25 years old (at 20 units per week for men and 7 to 8 units per week 

for women), decreasing and levelling out during midlife, before reducing further after 

the age of 60 (84).  The authors also found that frequent drinking became more 

common during mid- to older age, the exact ages varied by study, but there was a 

general increase in frequency from early forties, peaking during the sixties or early 

seventies for men and the mid-sixties for women (84).  Relatedly, in a meta-analysis 

of longitudinal alcohol studies, Johnstone et al. (85) found significant patterns of 

change in alcohol consumption amongst adolescents and young adults, followed by 

declines in the frequency of drinking after the age of 30 and relative stability in 
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alcohol consumption levels in middle and later adulthood.  The findings from 

Johnstone et al. (85) indicate that the drinking habits which are formed during early 

adulthood, stabilise, and are then maintained into mid-adulthood. 

In a recent paper reporting the results of a large (N=20,593), well designed 

longitudinal study exploring alcohol consumption trajectories across the life course 

in Australia, the authors found that risky single occasion drinking and the volume 

consumed per drinking occasion peaked in early adulthood, whilst frequency of 

drinking peaked in mid-adulthood leading to overall consumption also peaking in 

mid-adulthood (182)Φ  ¢Ƙƛǎ ŎƻƴŎǳǊǎ ǿƛǘƘ .Ǌƛǘǘƻƴ Ŝǘ ŀƭΦΩǎ (84) finding regarding 

frequency of consumption peaking in mid-adulthood, although this did not result in 

a higher overall consumption in mid-adulthood in their study.  However, Leggat et 

ŀƭΦΩǎ (182) findings do broadly correspond with the current highest prevalence of at-

risk drinking in the UK amongst 55 to 64 year olds (45) and the slight difference in 

findings relating to overall consumption might be due to the more recent trend in 

heavier drinking in mid-adulthood being reflected in the more contemporary paper. 

All of these papers describe life course trajectories of alcohol consumption in terms 

of age, with the terminology of early adulthood used to describe late adolescence to 

mid-twenties, with mid-adulthood starting in the early forties (84) to early fifties 

(182).  Whilst there is considerable heterogeneity within the life course trajectories, 

with many studies modelling these different trajectories (e.g., (183ς185)), when 

considering alcohol across the life course, there is a clear pattern of high consumption 

amongst young adults, that has been attributed to the transition to adulthood that 

ends as adult roles and responsibilities are taken on (85,183).  This has been 

demonstrated by Staff et al. (86) using longitudinal data from the National Child 

Development Study (N=14,589) from late adolescence (age 16) to mid-adulthood 

(age 50).  Similar to the larger pooled data studies described above, Staff et al. (86) 

found that the overall consumption pattern was characterised by increases in late 

adolescent and early adulthood, with a decline and stabilisation during the late 

twenties and early thirties, and a later peak in mid-adulthood.  The authors also found 

that when participants were married, working and living with young children, they 
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scored significantly lower on units consumed per week, heavy daily drinking, and 

CAGE score.  Similar findings were reported in a large cross sectional study of ten 

industrialised countries (186), whereby trajectories of consumption fell with the 

acquisition of social roles and increased with the loss of roles (86).  However, in a 

study exploring the influence of different timings of role transitions on alcohol 

outcomes using three UK cohort studies, transitions into family roles were associated 

with drinking less, whereas transition into employment was not (187), this pattern 

has also been found elsewhere, in both cross sectional (186) and longitudinal (115) 

research studies, indicating that the type of role transition is important in relation to 

alcohol outcomes. 

Similar to the previous studies reviewed in this section, alcohol use was found to 

decline after the age of 25 in a longitudinal study of adults aged 21 to 35 in Australasia 

(N=4015) (188).  The authors also found that having a child under one year old was 

associated with drinking less; however, they found that the protective effect 

diminished as the child aged, providing little protection after the age of five and the 

associations between parenthood and alcohol consumption were weaker amongst 

men (188). 

The evidence reviewed in this section highlights an increase in drinking in late 

adolescence and early adulthood, followed by a reduction in alcohol consumption 

around the age of 25.  This is likely to be associated with taking on roles and 

responsibilities that are not compatible with heavy drinking; however, the influence 

of social roles appears to be nuanced, with family roles exerting a greater influence 

than employment roles, and with parental roles having differential effects according 

to the age of the child and sex of the parent.  Mid-adulthood is used to describe adults 

in their forties and early fifties, with consistent evidence that the frequency of alcohol 

consumption peaks during this period, and more contemporary evidence indicating 

that this results in a second peak in overall consumption, broadly consistent with the 

high levels of at-risk drinking in the UK. 
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 Social support across the life course 

Lƴ YŀƭƳƛƧƴ Ŝǘ ŀƭΦΩǎ (189) longitudinal study of a large, nationally representative Swiss 

sample (N=7799) exploring social support across the life course, measured by age, 

marriage, and parenthood, ǘƘŜȅ ŦƻǳƴŘ ǘƘŀǘ ǘƘŜ ǎƛȊŜ ƻŦ ǇŜƻǇƭŜǎΩ ǎƻŎƛŀƭ ƴŜǘǿƻǊƪǎ 

declined over time όǿƛǘƘ ǘƘŜ ŜȄŎŜǇǘƛƻƴ ƻŦ ǿƻƳŜƴΩǎ ŎƻƭƭŜŀƎǳŜǎ ŀƴŘ ŀŎǉǳŀƛƴǘŀƴŎŜǎ 

from clubs, which increased with age), and that support from relatives increased over 

time, whilst support from other sources largely stayed the same, and support from 

friends reduced for men.  Similarly, in a smaller longitudinal study with a US nationally 

representative sample, Schnittker (190) found that as age increased, so did the 

likelihood of reporting no close friends; however, the number of people reporting no 

close friends was small, and in general, the number of confidants and friends 

remained stable over time.  In addition, support was viewed more positively in older 

age and loneliness decreased (190).  Conversely, a cross sectional study with a 

regional probability sample found that social networks did not differ between men 

at different ages, whereas for women in later life, social networks provided less 

support than at younger ages (191).  In terms of social roles, Kalmijn et al. (189) found 

marriage to be associated with a reduction in friendships but had no influence on 

neighbours or acquaintances, which the authors attribute to the similar function of 

friends and spouses as opposed to the different functions of less proximal contacts.  

Friendships became less important once individuals became parents, whilst 

neighbours became more important, both effects were more acute whilst children 

were younger, and separation and widowhood were found to have a positive 

influence on social contacts and support (189). 

Similar to Kalmijn et al. (189), Ang (192), in their longitudinal study using US nationally 

representative, prospective panel data (N=3606 in 1986 to N=1318 in 2011), found 

that informal social participation (spending time with and/or speaking with friends 

and relatives) declined across the life course; however, they also found that formal 

social participation (spending time participating in social clubs or religious meetings) 

increased.  These findings have been replicated in a US nationally representative 

cross sectional study of US adults aged 57 to 85 (N=4400), which found age to be 
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negatively related to the size and closeness of social networks, but positively related 

to volunteering, taking part in religious activities and spending time with neighbours 

(193).  Similar to Kalmijn et al. (189), Cornwell and colleagues (193) found that some 

transitions in later life, such as losing a partner or retiring, led to greater social 

connectedness.  They conclude by challenging the concept that old age is universally 

associated with poorer social connectedness (193). 

 Summary of the literature 

In terms of quantity of support, the evidence of social network size and alcohol 

consumption is unclear, with most studies finding no effect and one finding that 

smaller network size was linked to AUD.  The evidence relating to the frequency of 

seeing friends was much clearer, with all studies finding a positive association 

between frequency of seeing friends and a range of alcohol consumption measures.  

Where measures of seeing friends and relatives were combined, some studies still 

found a positive relationship with alcohol consumption whilst others found no 

relationship.  Where seeing relatives was considered separately, either no effect 

between seeing relatives and alcohol consumption was found, or seeing relatives was 

found to be associated with drinking less.  Being married was generally found to be 

protective across alcohol measures, although there is some evidence that 

convergence of drinking patterns following marriage results in lower consumption for 

men and increased consumption for women. 

The evidence relating to positive quality of social support and alcohol consumption is 

equivocal, with most studies finding no effect and two studies of different, specific 

populations finding opposite effects of positive support on consumption.  None of 

the studies found explored the source of positive social support, which might explain 

the equivocal results if, for example, support from a partner or family member was 

associated with drinking less whilst support from friends was associated with drinking 

more.  In addition, one study which considered different alcohol outcome measures, 

found that lack of social support was associated with a lower likelihood of being a 

drinker and a higher likelihood of having fewer than two drink free days per week, 
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indicating that a lack of social support may be associated with both extremes of 

drinking (i.e., being a non-drinker and drinking on five or more days per week).  Only 

one study was found that considered negative quality of support (from any source) 

in relation to alcohol consumption, and it found negative support to predict excessive 

alcohol consumption.  In terms of spousal relationships, marital issues appeared to 

be linked to problems with alcohol, and equally, problems with alcohol appeared to 

be linked to marital issues.  The effect of loneliness was unclear with studies finding 

no effect, and both negative and positive associations with a range of alcohol 

consumption measures; however, there is some evidence that the influence of 

loneliness on alcohol consumption may differ according to life course stage, which is 

consistent with the life course loneliness literature. 

When considering the role of psychological wellbeing and distress, two theories 

suggest a mechanism through which mental health and alcohol consumption may be 

linked.  First, drinking to cope as part of social learning theory, whereby people who 

have avoidant coping styles and positive expectancies about the effects of alcohol, 

drink to cope with negative affect.  Secondly, the self-medication hypothesis, 

whereby people drink to ΨƳŜŘƛŎŀǘŜΩ ƴŜƎŀǘƛǾŜ ǘƘƻǳƎƘǘǎ ŀƴŘ ŦŜŜƭƛƴƎs.  These theories 

may serve to partially explain any relationship between social support and alcohol 

consumption (i.e., negative support leads to negative affect, which causes an increase 

in consumption through drinking to cope).  One study of this relationship found that 

social support was linked to depression and depression was in turn linked to alcohol 

consumption, although indirect effects were not calculated.   

The existing evidence suggests that the quantity of social support received in terms 

of frequency of contact is related to higher levels of alcohol consumption, although 

there is evidence that this varies according to whether this contact is with friends or 

relatives.  Most of the evidence on positive quality of social support on alcohol 

consumption is equivocal, whilst there is evidence that negative support is linked to 

increased consumption; however, inconsistencies in the existing literature might be 

explained by a failure to take into account the source of support and, in some cases, 

by the use of binary alcohol outcomes that do not allow for an exploration of the 
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relationship between social support and both extremes of the alcohol consumption 

spectrum.  The evidence on loneliness and alcohol consumption is mixed, and 

appears to be related to stage of the life course, with limited evidence of a link 

between loneliness and risky drinking amongst young women and more consistent 

evidence of a link between loneliness and less risky drinking amongst older 

populations. 

Changes in both alcohol consumption and social support are observed across the life 

course, with alcohol consumption peaking in late adolescence and early adulthood, 

before declining around the mid-twenties.  Frequency of alcohol consumption peaks 

in mid-adulthood, variously conceptualised as being aged between the early forties 

and mid-ŦƛŦǘƛŜǎΦ  ¢ƘŜ ǎƛȊŜ ƻŦ ǇŜƻǇƭŜǎΩ ǎƻŎƛŀƭ ƴŜǘǿƻǊƪǎ ŀǇǇŜŀǊǎ ǘƻ ŘŜŎƭƛƴŜ ŀŎǊƻǎǎ ǘƘŜ ƭƛŦŜ 

course; however, evidence suggests that the quality of support is maintained and 

different types of social relationship become important.  Changes in both alcohol 

consumption and social support are observed as people transition through marital, 

parental, and, to a lesser extent, employment roles.   

The evidence presented in this chapter indicates that some aspects of social support 

appear to be associated with higher levels of alcohol consumption (e.g., frequency of 

contact, negative support), but that other aspects do not appear to be linked to 

drinking (e.g., positive support).  However, there is evidence that more detail is 

required in order to draw clearer conclusions about the relationship between social 

support and alcohol consumption, including the differential impact of different types 

of relationship, associations between both ends of the alcohol consumption 

spectrum, the influence of life course stage, and any differences between people 

holding specific social roles, such as marital, parental or employment roles.  The 

following chapter summarises Chapters 1 and 2 to provide a rationale for this thesis 

and for the methods used.  The aims and objectives of the thesis are then presented. 
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Chapter 3 Rationale and Research Aims  

 Rationale for the research 

The evidence provided in the literature review (Chapter 2) indicates a link between 

individuals having access to a greater quantity of support (e.g., through contact with 

friends) and higher levels of alcohol consumption; although the evidence is by no 

means comprehensive, with no studies considering all of the elements of social 

integration/isolation identified by House et al. (44) (i.e., the existence of and number 

of relationships, the type of relationship and the frequency of contact).   

The evidence relating to emotional and practical support and alcohol consumption is 

equivocal, although qualitative evidence suggests that alcohol consumption practices 

can provide important settings in which to share this type of support.  Only one study 

considered negative aspects of support (outside of the marital/couple relationship) 

and found it to be linked to increased risk of AUD; a finding that was replicated within 

the marital relationship literature.    Drinking to cope with psychological distress is a 

pathway that might explain the relationship between negative social support and 

alcohol consumption; however, only one study looked at longitudinal relationships 

between social support, depression, and alcohol use.  This study found social support 

to be negatively related to depressive symptoms, and depressive symptoms to be 

positively related to alcohol use.  The authors however suggested that a more 

proximal exploration of these relationships should be undertaken if drinking to cope 

was the motive for drinking.   

Much of the existing evidence in this field fails to differentiate between the source of 

support, both when considering quantity and quality of support.  This means that 

sources of support which might be expected to have differential influence on alcohol 

consumption (i.e., support from friends compared to support from a spouse or 

relative) are grouped together, possibly masking any effect on alcohol consumption. 

Whilst loneliness has been considered a negative aspect of support, feelings of 

loneliness are considerably different to being, for example, criticised, and therefore 
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may have a different relationship with alcohol consumption.  The evidence on 

loneliness and alcohol consumption is equivocal, with opposing findings coming from 

different, and indeed sometimes from the same, studies.  That said, there may be 

some evidence that loneliness is linked to alcohol use disorders rather than to alcohol 

consumption per se.   

Although marital status is often used as a measure of social support, the life course 

literature indicates that the relationship between marital status and alcohol 

consumption may be better attributed to practical and role expectations than to 

social support as conceptualised by House et al. (44).  Whilst marital status is clearly 

important in relation to alcohol consumption, an approach which considers marital 

status and other social roles separately to social support, rather than using these 

roles interchangeably with the concept of social support (for example, by considering 

them as effect modifiers rather than predictors of alcohol consumption) may enable 

a fuller understanding of the relationship between social support and alcohol 

consumption. 

Whilst the existing evidence suggests that there is an association between different 

facets of social support and alcohol consumption, there is a lack of comprehensive 

research that considers aspects of both quantity and quality in order to identify which 

aspects are most associated with different levels of alcohol consumption.  

Furthermore, despite existing knowledge of the importance of social roles within a 

life course perspective on alcohol consumption, no research to date has explored the 

relationship between different aspects of social support and alcohol consumption at 

different stages of the life course, nor considered whether the relationship between 

aspects of social support and alcohol consumption differs between people holding 

specific social roles.  Finally, there is a dearth of evidence looking at psychological 

distress as a mediator in the relationship between quality of support and alcohol 

consumption. 

In order to address the current gaps in the literature, this research aims to 

comprehensively explore the relationship between social support and alcohol 
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consumption.  Using House et al.Ωs (44) model as a framework, it will investigate 

which aspects of social support are most important in the relationship between social 

support and alcohol consumption amongst men and women in both early and mid-

adulthood; whether these aspects differ according social role, and what mechanisms 

might explain the relationship.   

As noted by Peirce and colleagues (194), the relationship between depressive 

symptoms and alcohol use is likely to be temporally proximal if it is linked to drinking 

to cope motives.  When considering social support and alcohol consumption, it is 

posited that this relationship would also be temporally proximal in light of i) the 

potential social nature of drinking (e.g., seeing more people may create more 

opportunities to drink in the immediate term) and ii) the potential relationship 

between poor quality of relationships and drinking to cope motives.  Therefore the 

quantitative studies will explore the cross-sectional relationship between social 

support and alcohol consumption. 

 Rationale for using mixed methods 

It is clear from the quantitative and qualitative literature reviewed in Chapter 2, that 

whilst quantitative studies can explore associations between aspects of social 

support and alcohol consumption, qualitative studies are key in understanding the 

lived experience of the relationship between social support and alcohol consumption, 

by giving context to the (sometimes contradictory) findings of the quantitative 

research in this area, and in reaching groups who are not included within population-

level survey data.   

Mixed methods research combines elements of quantitative and qualitative research 

approaches with the aim of supporting, challenging and explaining findings (195).  

Mixed methods are recommended when the use of one data source or type of data 

may not be sufficient to answer the research question (196).  Exploring complex social 

processes and the motivations that determine health behaviours have been 

identified as key examples of research areas that require mixed methods approaches 

(197).  When exploring the interplay between social support and alcohol 
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consumption, the existing quantitative literature (reviewed in Chapter 2) has already 

demonstrated some contradictory findings which are likely due to the complex 

nature of social interactions and their interplay with alcohol consumption.  It is 

therefore crucial to explore both the population-level, generalisable associations 

between social support and alcohol consumption through quantitative methods, and 

to qualitatively explore the individual-level experiences which can add context to any 

identified population-level associations.  

In addition to adding context to the quantitative findings, the inclusion of a 

qualitative element in this study enables the experiences of a population of drinkers 

that is underrepresented in survey data to be included.  Survey data used to capture 

population-level experiences are known to significantly underrepresent dependent 

drinkers (198,199).  Therefore, the inclusion of a qualitative study with a sample of 

service users accessing alcohol treatment services was included to i) add context and 

help to explain the quantitative findings and ii) represent the experiences of 

dependent drinkers who might not be sufficiently represented in the quantitative 

sample.   

The intention had been to also include a sample of higher risk drinkers not accessing 

treatment in order to explore any possible differences between those accessing, and 

those not accessing, treatment.  Unfortunately, due to significant delays in data 

collection due to the COVID-19 pandemic, it was not possible to collect sufficient data 

from two samples within the given timeframe, and it was decided to complete data 

collection for the treatment sample only.  The rationale for continuing with the 

treatment sample was that data collection for this sample had already begun, and it 

was considered that non-treatment seeking higher risk drinkers who might volunteer 

to take part in research interviews may be similar to those higher risk drinkers already 

included in the secondary data, and it was therefore considered more important to 

capture the experiences of treatment seeking individuals. 
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 Mixed methods purpose statement 

This mixed methods research explores the relationship between social support and 

alcohol consumption.  A mixed methods design within a pragmatic paradigm 

(196,200) was used.  A sequential design meant that the quantitative data were 

analysed first, and this informed the qualitative data collection and analysis.  The 

findings of the qualitative study were then used to better understand, or explain, the 

quantitative results (196). 

In this thesis, survey data from two nationally representative UK surveys were used 

(see Chapter 4) to examine which aspects of social support are significantly 

associated with different levels of alcohol consumption, and to explore the direct and 

indirect effects of quality of support on alcohol consumption.  In-depth interviews 

explored the interplay between social support and alcohol consumption for people 

accessing alcohol services in England.  The qualitative data were used in this study to 

enable the experience of people accessing alcohol treatment services to be 

represented.  Although the survey sample and the treatment sample were likely to 

be different, because alcohol consumption is on a continuum, it was also expected 

that the qualitative data would support, challenge, and explain results from the 

quantitative studies, enabling a greater understanding of the relationship between 

social support and alcohol consumption than would have been obtained from either 

a quantitative or qualitative study alone.   

The initial quantitative analyses (Chapter 5) were completed prior to the start of data 

collection for the qualitative study (Chapter 7).  Due to time constraints, data 

collection and initial stages of analysis for the qualitative study ran parallel to the 

second set of quantitative analyses (Chapter 6).  All quantitative data analyses were 

completed prior to the final stage of qualitative analysis to enable a connection to be 

made between the quantitative results and the qualitative findings.  The integration 

of these two sets of analyses involved bringing together the results in a discussion 

section and highlighting areas of convergence and divergence.  This facilitated the 
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development of a summary and interpretation of the merged findings (Chapter 8) 

(196). 

 Research aims and objectives 

3.4.1 Overall research aim: To explore the relationship between social support 

and alcohol consumption at different stages of the life course. 

Mixed methods were used to achieve the overall aim of the thesis to explore the 

relationship between social support and alcohol consumption by comparing and 

corroborating the results of the quantitative and qualitative studies.   

The overall research aim was explored through three individual aims:  

3.4.2 To explore the population-level relationship between social support and 

alcohol consumption at different stages of the life course (Chapter 5). 

Quantitative methods were used to achieve the aim of exploring the population-level 

relationship between social support and alcohol consumption by addressing the 

following research objectives: 

3.4.2.1 Research objectives 

1. To examine which aspects of social support exert the greatest influence on 

alcohol consumption at different stages of the life course. 

2. To examine which aspects of social support exert the greatest influence on 

alcohol consumption in men and in women. 

3. The examine whether the aspects of social support exerting the greatest 

influence on alcohol consumption differ according to the social roles people 

hold (marital/cohabiting, parental, employment status). 
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3.4.3 To explore the direct and indirect relationships between quality of social 

support from three different sources and alcohol consumption at different 

stages of the life course (Chapter 6). 

Quantitative methods were used to achieve the aim of exploring the direct and 

indirect effects of quality of social support on alcohol consumption by addressing the 

following research objectives: 

3.4.3.1 Research objectives 

1. To test measurement models of quality of social support from partners, 

friends, and relatives at different stages of the life course. 

2. To explore the direct relationship between quality of social support from 

three separate sources and alcohol consumption and the indirect relationship 

via psychological distress, at different stages of the life course. 

3. To explore whether any identified relationships between quality of social 

support and alcohol consumption differ between men and women. 

3.4.4 To explore the lived experience of the interplay between social support 

and alcohol consumption across the life course from people accessing 

alcohol treatment services (Chapter 7). 

Qualitative methods were used to explore the lived experience of the interplay 

between social support and alcohol consumption by addressing the following 

research objectives from the perspective of heavy drinkers accessing alcohol 

treatment services: 

3.4.4.1 Research objectives 

1. To explore the lived experience of how, and which aspects of social support 

contribute to changes in alcohol consumption across the life course. 

2. To explore how, and which aspects of alcohol consumption contribute to 

changes in social support across the life course. 
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This chapter has provided the rationale for the thesis and for the approach and 

methods selected.  The next chapter (Chapter 4) will introduce the datasets for the 

quantitative analyses that will be presented in Chapters 5 and 6. 
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Chapter 4 Introduction to the Datasets and Variables 

In this chapter, the two population-level datasets used in the quantitative analyses 

(Chapters 5 and 6) are described.  The specific sweeps/waves of data collection that 

were selected for this thesis, and the key variables included in the analyses are 

described along with the reasons for their selection.  Finally, the challenges presented 

by the available data and the implications of these challenges for the analyses are 

described.   

When searching for appropriate datasets to explore the relationship between social 

support and alcohol consumption at different stages of the life course, the 

requirements consisted of datasets including participants from more than one life 

course stage, with alcohol consumption and social support variables that mapped 

onto the ŎƻƳǇƻƴŜƴǘǎ ƻŦ IƻǳǎŜ Ŝǘ ŀƭΦΩǎ (44) framework of social relationships.  At the 

start of this PhD, one of the aims had been to explore causal relationships between 

social support and alcohol consumption, and therefore the focus was on selecting 

longitudinal datasets which would allow for a casual analysis.  In order to identify 

longitudinal studies, the studies which form Cohort and Longitudinal Studies 

Enhancement Resources (CLOSER) were explored (201) and papers involving UK 

longitudinal studies of social support or alcohol consumption were reviewed to 

investigate which datasets were used.  A table was created to map social support and 

alcohol variables across the identified studies, and the National Child Development 

Study (NCDS) and UK Household Longitudinal Study (UKHLS) were identified as those 

containing the most comprehensive social support and alcohol variables. 

Despite these datasets having the most comprehensive social support and alcohol 

variables, neither dataset contained variables on all aspects of social support as 

conceptualised by House et al. (44) and very few social support and alcohol variables 

were collected at repeated time points in a way that would allow for a causal analysis 

to be conducted.  It was therefore decided during the course of the PhD that a causal 

analysis would not be feasible, and whilst this was a pragmatic decision based upon 

the quality of the data available, this was supported conceptually during the 
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qualitative analysis, where it was apparent that there was a complex bi-directional 

relationship between social support and alcohol consumption that might not be 

identified through a statistical causal analysis. 

Due to the lack of repeated measures across time, it was decided that cross sectional 

analyses at different stages of the life course were more appropriate to the available 

data than a longitudinal analysis across the life course.  The limitations of using cross 

sectional analyses are outlined in the sections below. 

 National Child Development Study (NCDS) 

The NCDS (202) started in 1958 as the Perinatal Mortality Survey.  The mothers of all 

babies born in England, Scotland, and Wales in one week of March 1958 were invited 

to participate in the study.  Midwives collected information from mothers and data 

from medical records were also collected.  17,415 babies were included in the first 

data collection sweep.  Additional participants who had been born in the same week 

and had moved to England, Scotland, and Wales from abroad were included at ages 

7 (N=375), 11 (N=273) and 16 (N=270). 

Since 1958, participants have been followed up ten times.  Details of each data 

collection time point are show in Table 4-1. 

Table 4-1: National Child Development Study data collection details 

Sweep 

number/name 

Age of participants Year of data 

collection 

Number of 

participants 

1 7 1965 15,425 

2 11 1969 15,337 

3 16 1974 14,654 

4 23 1981 12,537 

5 33 1991 11,469 

6 41-42 1999-2000 11,419 

Biomedical 44-45 2002-2003 9,337 

7 45-46 2004-2005 9,534 

8 50-51 2008-2009 9,790 

9 55 2013 9,137 
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The analyses in this research include data collected in early adulthood: Age 23 (1981) 

and mid-adulthood: Ages 44-45 (2002-2003) and ages 50-51 (2008-2009).  For the 

remainder of this thesis, when data collection straddled two years, the age of 

participants and the year when the majority of data were collected will be used.  This 

will be age 44 (2002) and age 50 (2008). 

The NCDS was selected because of the wide range of social support and alcohol 

variables available (see Appendix 2 and Appendix 3 for list of all relevant variables); 

however, it is limited by the relative dearth of repeated variables across time points 

making the data unsuitable for longitudinal analysis.  Whilst the sample at the start 

of the NCDS study in 1958 was representative of the population, immigrant 

populations were only added up to the age of 16, meaning that the sample is likely 

to no longer be representative of the contemporary population of England.  Thus, 

results from the NCDS sample may only be generalisable to a predominantly white, 

UK born population.  Furthermore, the analyses for this thesis conducted upon the 

early adulthood sample comprised data from 1981, which may be limited in its 

relevance to early adults in the present day.  However, from a life course perspective, 

it is interesting and important to explore how associations between social support 

and alcohol consumption differ at different stages of the life course in people of the 

same generation (i.e., differences may be assumed to be linked to life course stage 

rather than generational differences), in addition to exploring differences between 

people at different life course stages who are also from different generations, in 

accordance with the analyses from the UKHLS described below. 

 UK Household Longitudinal Study (UKHLS) 

The UKHLS (203) (also known as Understanding Society) includes approximately 

40,000 UK households recruited between 2009 and 2011 and followed up every year 

with a two-year data collection period (e.g., wave 1: 2009-2011, wave 2: 2010-2012, 

wave 3: 2011-2013 etc.).  The survey comprises (204): 

1.  A general population sample: A clustered and stratified probability sample 

of households in Great Britain (approximately 24,000 households). 
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2. A simple random sample of households in Northern Ireland (approximately 

2000 households). 

3. An ethnic minority boost sample: Households from high ethnic minority 

areas selected and included where at least one inhabitant was from an 

ethnic minority in 2009/2010 (approximately 4000 households). 

4. An immigrant and ethnic minority boost sample: Households from high 

ethnic minority areas selected and included where at least one inhabitant 

was born outside of the UK or was from an ethnic minority in wave 6 

(approximately 2900 households). 

5. The British Household Panel Survey sample: Added to UKHLS in 2010-2012 

(approximately 8000 households). 

All age groups are included in the survey, with all household members aged 16 and 

above completing the full questionnaire and 10 to 15-year olds completing a youth 

questionnaire.  To explore the relationship between measures of social support and 

alcohol consumption at different stages of the life course, participants were grouped 

by age:  

1. Young adulthood: 18 to 25 

2. Mid adulthood: 41 to 55 

Social support and alcohol variables were not collected every year in the UKHLS and 

therefore data from different waves were used to address specific areas of social 

support.  The waves used in this research were wave 2 (2010-2012) and wave 9 (2017-

2019).   

The UKHLS was selected due to the inclusion of both social support and alcohol 

variables in some of the data collection waves, its inclusion of mental health variables 

within these same data collection waves making a mediation analysis possible, and 

its inclusion of the full range of ages.  The UKHLS also included loneliness variables, 

which were not available in the NCDS.  Similar to the NCDS, the UKHLS was limited by 

a lack of repeated measures for social support and alcohol consumption over time.   

For wave 2, analyses comprised data collected in 2010-2012 and for wave 9 it 



78 
 

comprised data collected in 2017-2019.  For the early adulthood samples, both UKHLS 

samples are considerably more contemporary than the NCDS sample, and for the 

mid-adulthood samples, NCDS data were collected in 2002 and 2008 and therefore 

are likely to be largely comparable to the 2010 UKHLS sample.  Although changes may 

have taken place between the first ten years of this century and 2017, the pertinent 

changes relate to differences in alcohol consumption, with younger people drinking 

less (50) and those in mid- to late adulthood drinking more (45), and it is apparent 

that these trends started prior to 2010 (205).  Therefore, the key generational 

difference is between early adults in the NCDS sample and early adults in the UKHLS 

samples. 

 Selection of life course stages 

In his seminal work on life course perspectives, Elder (206) highlights four central 

themes: lives and historical times, the timing of lives, linked lives, and human agency.  

Lives and historical times refers to the cohort effect of being born in a specific period 

and how this interacts with the life course, and the timing of lives refers to the timings 

of social transitions, such as changes in social roles (206).  Both concepts are of 

particular relevance to this study due to differences in alcohol consumption across 

the life course and intergenerational differences in alcohol consumption.  As outlined 

in Chapter 1, alcohol consumption is typically found to increase in late adolescence 

to early adulthood, before reducing and plateauing in early to mid-adulthood and 

reducing further in older age (84,85).  This pattern is largely attributed to the 

demands of changing social roles, such as marriage, parenthood and employment 

(67,86ς88).  However, this pathway will be complicated by intergenerational 

differences; for example, ǘƘŜ Ψōŀōȅ ōƻƻƳŜǊΩ ƎŜƴŜǊŀǘƛƻƴ ƛǎ ŎƻƴǎƛŘŜǊŜŘ ǘƻ ōŜ ƻƴŜ ƻŦ 

the heaviest drinking generations in the UK (90,91), which is reflected in the current 

high levels of consumption in 55 to 74 year olds (45), whereas alcohol consumption 

is in decline amongst younger generations (50,207).  Participants of the NCDS were 

born in 1958 and are ǘƘŜǊŜŦƻǊŜ ƻŦ ǘƘŜ Ψōŀōȅ ōƻƻƳŜǊΩ ƎŜƴŜǊŀǘƛƻƴ.  Unfortunately, data 

collection at age 60 was not complete at the time of completing this thesis and the 

variables available at age 55 were not relevant to the research aim; however, the 
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associations between social support and alcohol consumption found in mid-

adulthood amongst the generation who are now the heaviest drinkers in the UK are 

of interest. 

Early adulthood and mid-adulthood were selected as the two stages of the life course 

as they represent two distinct periods in life course trajectories both in terms of social 

support and alcohol consumption.  Young adulthood is associated with instability 

during the transition from childhood to adulthood (208), and, even in the context of 

reduced drinking in current young generations, is associated with heavier drinking on 

fewer days (209).   

There exist a variety of ways in which to conceptualise life course stage.  Giele and 

Elder (210) ŘŜǎŎǊƛōŜ ǘƘŜ ƭƛŦŜ ŎƻǳǊǎŜ ƛƴ ǘŜǊƳǎ ƻŦ ǘƘŜ άƛƴǘŜǊǎŜŎǘƛƻƴ ƻŦ ŀƎŜΣ ǇŜǊƛƻŘΣ ŀƴŘ 

cohort timingέ (p. 6); they highlight the importance of age-related biological and 

psychological changes, as well as aging related to progressing through a sequence of 

social roles.  Whilst the period and cohort timing were selected according to the 

datasets available (these aspects relate to the generational impacts described in the 

sections above), the age-related aspect of life course could be selected by biological 

age, or by progression through social roles, or a combination of both.  Whilst evidence 

clearly suggests changes in alcohol consumption associated with role acquisition and 

role loss (86), these are inconsistent across role types, with parental and marital roles 

being more significant that employment roles (115,186,187), and inconsistent within 

roles, for example with parenthood influencing consumption more amongst women 

than men, ŀƴŘ ƳƻǊŜ ǿƛǘƘƛƴ ǘƘŜ ŦƛǊǎǘ ȅŜŀǊ ƻŦ ǘƘŜ ŎƘƛƭŘΩǎ ƭƛŦŜ όмууύΦ  However, there is 

strong and consistent evidence of age-related changes in alcohol consumption, even 

where role status is included in the models (84ς86,182,188).  Similarly, in the social 

support literature, there are clear age-related changes to social support, with 

evidence of the size of friendship networks decreasing over time (189), and some 

evidence of support being viewed more positively with age (190) and the type of 

support changing over time, with informal social groups being replaced by more 

formal groups (189,192).  Again, evidence suggests that there are specific changes to 

social support that happen as a consequence of social role transitions, but these 
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changes often include replacing one type of support with another (e.g., replacing 

support from friends to support from neighbours after becoming a parent) (189). 

In light of the clear changes in social support and alcohol that are observed as people 

age, biological age was chosen as the means of categorising life course stage.  The 

evidence that support from one source is replaced by another during role transitions 

would mean that social support, as conceptualised in the available variables in this 

thesis, would remain relatively stable (because friends and neighbours are grouped 

together).  Furthermore, in acknowledgement of the importance of social roles in the 

relationship between social support and alcohol consumption, social roles were 

explored as effect modifiers in the relationship between social support and alcohol 

consumption.   

The ages 18-25 are commonly used to denote early (or young) adulthood based upon 

!ǊƴŜǘǘΩǎ ǎŜƳƛƴŀƭ ǿƻǊƪ ƻƴ ŜƳŜǊƎƛƴƎ ŀŘǳƭǘƘƻƻŘ (211) and therefore this age range was 

selected to represent early adulthood in the UKHLS sample and age 23 was selected 

in the NCDS as the only year of data collection to fall within this age range.  The age 

range included to represent mid-adulthood varies across existing studies from 40 

(212,213) to 70 (213).  Due to well documented later transitions into family (marriage, 

parenthood) and stable employment from early twenties often into early thirties 

(109), the ages 41 to 55 were selected to represent mid-adulthood for this research 

to represent a period of increased social stability and a plateauing of alcohol 

consumption (84,85).  The age range 41-55 was used to represent mid-adulthood in 

the UKHLS and the ages 44 (2002) and 50-51 (2008) were used in the NCDS.  Age 41 

(1999) and age 45 (2004) were also considered for inclusion in mid-adulthood; 

however, neither sweep included variables that were relevant to this research.  The 

progression through life course stages in terms of social roles varies greatly between 

individuals (210) and therefore the inclusion of participants aged 41 to 55 may 

capture people at different stages in terms of age of marriage/cohabitation, children 

and employment; however, the influence of marital, parental, and employment roles 

was explored within the statistical analyses in Chapter 5 in order to unpick some of 

this variability. 
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The early and mid-adulthood samples provide the opportunity to explore the 

relationship between social support and alcohol consumption at different stages of 

the life course, and, whilst intergenerational comparisons are not the focus of this 

thesis, a consideration of generational differences between the early adulthood 

samples (23 year olds in 1981 (NCDS) and 18-25 year olds in 2010-2012 and 2017-

2019) is important when interpreting the findings. 

 Selection of social support measures 

The first stage of selecting social support variables involved creating a list of all 

possible variables from the NCDS 1958 British birth cohort relating to social support 

and alcohol consumption.  This initial list is contained within Appendix 2.   

The aspects of social support explored in relation to alcohol consumption were based 

upon IƻǳǎŜ Ŝǘ ŀƭΦΩǎ (44) framework of structures and processes of social 

relationships.  This framework captures all of the elements that have been studied 

separately as described in Chapter 2, and includes aspects that have been highlighted 

from the literature review (Chapter 2) as potentially important and not yet explored, 

including the source of support (type of relationship).  House et al. (44) describe two 

structural elements: social integration/isolation and social network structure, in 

addition to the processual element of relational content.  These are defined as: 

Social integration/ isolation (quantity): includes the existence of, and the number of 

relationships an individual has, the types of relationship an individual has, and the 

frequency with which an individual has social contacts.  This category may be broadly 

described as the quantity of support a person receives. 

Relational content (quality): includes the positive aspects of social support, the 

negative aspects of social conflict, and social regulation.  House et al. (44) highlight 

that this content may be distinguished by source of support.  This category may be 

broadly described as the quality of support a person receives. 

Social network structure (quantity): includes elements of reciprocity, multiplexity and 

durability of dyadic relationships, and considers elements related to social networks, 
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such as network density, homogeneity, multiplexity and dispersion.  This category 

concerns the structure within which a set of relationships are situated. 

The measures included in NCDS which relate to IƻǳǎŜ Ŝǘ ŀƭΦΩǎ (44) framework of social 

structures and processes are further broken down in Appendix 3.  In order to compare 

the relationship between social support and alcohol consumption at different stages 

of the life course, only variables collected both in early and mid-adulthood were 

included.  The variables available to represent the existence and number of 

relationships were limited.  In Berkman and SymeǎΩ (5) seminal work on social support 

and mortality, they included church membership within their composite social 

support.  More recent research has explored religious participation as an element of 

social support (32) and as one of several types of community group (214), but have 

considered religious participation/membership individually, rather than as part of a 

composite.  In keeping with the existing evidence in this area, religious observance 

(meaning attendance at religious services or meetings) was included as a measure of 

the existence of relationships.  However, it is acknowledged that religiosity and 

belonging to a range of different religious groups is associated with lower levels of 

alcohol consumption and with abstention (215ς217) and therefore any relationship 

may be indicative of the influence of ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ religious beliefs rather than the 

influence of social support from this source.  

Due to a lack of coverage in the NCDS for measures of relational content in early 

adulthood, and a lack of measures of loneliness and social network structure at any 

age, additional measures from the UKHLS were included to explore loneliness and 

social network structure in Chapter 5.  Chapter 6 includes measures from UKHLS to 

explore the concept of relational content in more depth. 

Table 4-2 contains the final list of variables used in this thesis to explore the three 

areas of social support in relation to alcohol consumption.  Where there were no 

variables within either dataset that cover an area of social support identified within 

IƻǳǎŜ Ŝǘ ŀƭΦΩǎ (44) model, these areas were explored within the qualitative study 

(Chapter 7). 
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Table 4-2: Variables and their data sources 

SOCIAL INTEGRATION/ ISOLATION (QUANTITY) 

Existence and number of relationships Type of relationship Frequency of contact 

Question Age Alcohol Study Question Age Alcohol Study Question Age Alcohol Study 

Lives with others 23, 50 Units last 
week 

NCDS Relationship to closest 
person 

18-25 
41-55 

Units HDD 
last week 

UKHLS 
(w2) 

Frequency sees 
family/ friends 

23, 50 Units last 
week 

NCDS 

Religious affiliation  23, 50 Units last 
week 

NCDS         

 For added granularity in mid-adulthood: For added granularity in mid-adulthood: 

Relationship to closest 
person 

44 AUDIT NCDS Last 2 weeks: freq. 
visits by/to friends 

50 Units last 
week 

NCDS 

    Last 2 weeks: freq. 
contact with friends 

50 Units last 
week 

NCDS 
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RELATIONAL CONTENT (QUALITY) 

Social Support Social Conflict Social Regulation 

Question Age Alcohol Study Question Age Alcohol Study Question Age Alcohol Study 

Close person provides 
emotional/confiding 
support (CPQ) 

44 AUDIT NCDS Close person provides 
negative support (CPQ) 

44 AUDIT NCDS Qualitative study 
(Chapter 7) 

   

Close person provides 
practical support 
(CPQ) 

44 AUDIT NCDS         

Partner/friends/family:  Partner/friends/family:  

...understand how 
you feel 

18-25 
41-55 

Units HDD 
last week 

UKHLS 
(w2) 

...criticise  18-25 
41-55 

Units HDD 
last week 

UKHLS 
(w2) 

    

...can rely on them 18-25 
41-55 

Units HDD 
last week 

UKHLS 
(w2) 

...let down 18-25 
41-55 

Units HDD 
last week 

UKHLS 
(w2) 

    

...can open up to 
them 

18-25 
41-55 

Units HDD 
last week 

UKHLS 
(w2) 

...get on nerves 18-25 
41-55 

Units HDD 
last week 

UKHLS 
(w2) 

    

*HDD: Heaviest Drinking Day 

 

SOCIAL NETWORK STRUCTURE (QUANTITY) 

DYADIC (relationship between an individual and one other) 

Reciprocity 
 

Durability 
 

Multiplexity  
(No.  separate connections between 2 actors) 

Question Study Age Question Study Age Question Study Age 

Qualitative study (Chapter 7)   Qualitative study (Chapter 7)   Qualitative study (Chapter 7)   

 

 

 

NETWORK (relationship between an individual and two or more others) 
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Density 

 
Homogeneity 

 
Multiplexity  Dispersion 

Question Study Age Question Age Alcohol Study Question Study Age Question Age Alcohol Study 

Qualitative study 
(Chapter 7) 

  Qualitative study 
(Chapter 7) 

   Qualitative study 
(Chapter 7) 

  What 
proportion of 
friends: 

   

      ...live in local 
area 

18-25 
41-55 

AUDIT-C UKHLS 
(w9) 

     

    

    

    

LONELINESS 

Loneliness 

Question Age  Alcohol Study 

How often do you feel lonely? 18-25, 41-55 AUDIT-C UKHLS (wave 9) 

3-item UCLA loneliness scale 18-25, 41-55 AUDIT-C UKHLS (wave 9) 
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 Selection of alcohol measures 

In Chapter 5 of this thesis, all alcohol outcome measures are categorised into risk 

categories and these categories are described in detail below.  As described in 

Chapter 2, there is some evidence to suggest that elements of social support might 

be associated with the extremes of alcohol consumption, for example, Ng Fat et al. 

(41) found a lack of social support to be associated with both non-drinking and 

frequent drinking.  A continuous measure of alcohol consumption would have been 

unable to detect this important aspect of the relationship between social support and 

alcohol consumption, and indeed, these associations may have been masked.  

Furthermore, with the majority of the population drinking at low risk levels, this 

group provides a natural comparator by which to identify the factors associated with 

risky drinking, which is a public health priority.  Whilst it might be argued that the use 

of categorical alcohol outcomes could create artificial relationships between 

predictor variables and alcohol risk groups because an increase of, for example, one 

unit could mean an increase in risk category, the evidence suggests that people 

drinking at these different levels are susceptible to differential alcohol-related risks  

(75,218).  In addition, an equivalent problem arises in the interpretation of 

continuous measures of alcohol consumption, whereby associations with (for 

example,) increased alcohol may simply reflect an increase from minimal 

consumption to levels that would still be considered low risk (e.g., (219)).  Therefore, 

the use of risk categories enables an easier interpretation of the findings in relation 

to the risks associated with alcohol consumption.   

Whilst alcohol risk categories are used in Chapter 5 for the reasons described above, 

Chapter 6, which focuses on units consumed on heaviest drinking day, uses a 

continuous measure of units consumed.  Due to the smaller numbers associated with 

risk when consumption is on a single occasion (i.e., for men, high risk is 50 units per 

week, but 8 units in a single occasion), a one unit increase on this continuous 

outcome for this measure is more easily interpreted.  
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4.5.1 National Child Development Study 

4.5.1.1 Units per week and alcohol risk categories 

At ages 23, 33, 42, 44, 46, 50 and 55, participants were asked how frequently they 

consumed alcohol.  Data from ages 23, 44 and 50 were used for this thesis.  At all 

ages except age 44, participants who consumed alcohol at least once per month were 

asked about the different types of alcohol they consumed in the past week, and units 

consumed in the past week were calculated.  Units were calculated based on 1 unit 

equalling half a pint of beer/cider, one glass of wine, or one measure of spirit (220).  

Units consumed in the past week were used to regroup participants into risk 

categories according to NICE guidance (74): lƻǿŜǊ Ǌƛǎƪ όҖмп ǳƴƛǘǎ ǇŜǊ ǿŜŜƪύΣ ƛƴŎǊŜŀǎŜŘ 

risk (>14 unitǎ ŀƴŘ Җрл ǳƴƛǘǎ ŦƻǊ ƳŜƴκҖор ǳƴƛǘǎ ŦƻǊ ǿƻƳŜƴύΣ ƘƛƎƘŜǊ Ǌƛǎƪ όҔрл ǳƴƛǘǎ ǇŜǊ 

week for men/>35 units per week for women). 

4.5.1.2 Alcohol Use Disorders Identification Test and alcohol risk categories 

At age 44 and 50, participants were administered the 10-item Alcohol Use Disorders 

Identification Test (AUDIT).  The AUDIT was developed by the World Health 

Organization (70), and has demonstrated good validity and reliability across age and 

sex (221ς223).  The AUDIT comprises three questions on alcohol consumption, three 

questions on dependence and four questions on alcohol-related harm.  In line with 

UK government guidelines for identifying at-risk alcohol consumption using the 

AUDIT (224), the following cut off scores and risk categories were used: 

¶ Low risk: 0 to 7 

¶ Increased risk: 8 to 15 

¶ Higher risk: 16 to 19 

¶ Possible dependence: 20 or more 

Due to the small number of participants scoring 20 or more (1% of men and <1% of 

women), all participants scoring over 16 were grouped together as higher risk 

drinkers. 
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4.5.2 UK Household Longitudinal Study 

4.5.2.1 Frequency of drinking 

In the 2010-12 and 2017-19 waves of the UKHLS, participants were asked about the 

frequency of their alcohol consumption in the past year and the past week. 

4.5.2.2 Units consumed on heaviest drinking day and single episode risk categories 

(wave 2, 2010-2012) 

In the 2010-12 wave of the UKHLS, participants who reported having consumed an 

alcoholic drink in the past week were invited to think of the day on which they drank 

the most in the last seven days and were asked separate questions for each type of 

alcohol consumed: How many pints of beer, lager, stout, or cider did you have?  How 

many measures of spirits or liqueurs, such as gin, whisky, rum, brandy, vodka, or 

cocktails did you have? How many glasses of wine did you have?  How many 

ΨŀƭŎƻǇƻǇǎΩ ŘƛŘ ȅƻǳ ƘŀǾŜΚ  In line with the way in which units were calculated in the 

NCDS (220), one pint of beer, lager, stout or cider was calculated as 2 units and all 

other drinks were counted as one unit.  Risk categories were calculated from units 

consumed on the heaviest drinking day in the last week.  Guidance on single episode 

drinking is not provided under the current drinking guidelines (46).  Therefore, based 

on the low risk drinking guidelines prior to 2016 (when these data were collected) of 

no more than 3-4 units per day for men and no more than 2-3 units per day for 

women (78), low risk single occasion drinking was defined as Җ4/Җ3 units for 

men/women respectively; in line with the definition of heavy episodic drinking (HED) 

prior to 2016, >8/>6 (men/women) was considered HED (78) (also termed higher risk 

single occasion drinking, but HED will used for brevity from this point forward) and 

drinking between ҔпκҔо ŀƴŘ ҖуκҖс (men/women) on the heaviest drinking day was 

considered increased risk single occasion drinking.  Participants who reported 

drinking once or twice per year or not in the last 12 months were coded as rare/non-

drinkers.  Participants who reported drinking more often than once to twice per year, 

but who had not consumed alcohol in the past week (25% of early and 17% of mid-

adults) were not included in the analyses. 
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4.5.2.3 Alcohol Use Disorders Identification Test (short version) and alcohol risk 

categories (wave 9, 2017-2019) 

The AUDIT-C was administered in the 2017-19 wave of the UKHLS.  The AUDIT-C is a 

short version of the AUDIT, comprising the first three questions from the full AUDIT 

questionnaire.  The AUDIT-C has been widely validated for identifying risky drinking 

(225,226) and in line with the UK guidance for identifying risk using the AUDIT-C (224) 

the following cut off scores and risk categories were used: 

¶ Low risk: 0 to 4 

¶ Increased risk: 5 to 7 

¶ Higher risk: 8 to 10 

¶ Possible dependence: 11 to 12 

In line with categories using the full AUDIT in the NCDS dataset, possible dependence 

and higher risk drinking were merged into one category called Ψhigher riskΩΦ 

 Challenges in the data 

The NCDS collected units in last week (from participants who reported drinking at 

least once per month) for all waves except age 44 (2002), which collected the AUDIT 

only.  At age 50, data on units consumed in past week and AUDIT were collected.  To 

test whether risk categories were comparable across the two types of measure, risk 

categories calculated using units consumed in past week were compared to risk 

categories calculated using AUDIT scores from participants at age 50 (see Table 4-3).   

Table 4-3: Comparison of risk categories from NCDS participants aged 50 when calculated 
using units consumed in last week vs AUDIT score 

 MEN WOMEN 

 Units last week 
N (%) 

AUDIT 
N (%) 

Units last week  
N (%) 

AUDIT 
N (%) 

Non-drinkers 570 (12) 227 (5) 1076 (22) 388 (8) 

Low risk 2489 (52) 3362 (71) 3306 (67) 3968 (81) 

Increased risk 1505 (32) 992 (21) 488 (10) 463 (10) 

Higher risk 208 (4) 132 (3) 72 (1) 69 (1) 

Total 4772 4713 4942 4888 

 



 

90 
 

Slightly more participants completed the units in last week measure, compared to 

the AUDIT.  A higher proportion of men and women were recorded as non-drinkers 

when risk was calculated with units in last week vs AUDIT.  This is due to participants 

who reported drinking on special occasions being coded as rare/non-drinkers in the 

weekly measure, whereas only those who did not drink alcohol in the past year were 

coded as non-drinkers with the AUDIT.   

For women, this discrepancy in the recording of non-drinkers (AUDIT) and rare/non-

drinkers (units past week) explains the difference between the proportion of low risk 

drinkers according to which alcohol measure was used, and the proportion of 

increased and higher risk drinkers was the same across both measures.  For men, this 

discrepancy partially explains the difference between the proportion of low risk 

drinkers; however, it does not explain the higher proportion of increased risk drinkers 

(32% vs 21%) and higher risk drinker (4% vs 3%) when alcohol risk was measured by 

units consumed in last week.  This discrepancy might be explained by men, 

particularly in the increased risk category, not seeing their drinking as problematic 

and therefore not identifying with the alcohol-related harms elicited in the AUDIT.  

This may be partially caused by the way in which risk groups were calculated in this 

thesis, which was in line with the current (2016) low risk guidelines of no more than 

14 units per week for men or women (46).  At the time of data collection, the 

guideline for men was no more that 3 to 4 units per day (227) and many people still 

believed the previous guideline of 21 units per week for men to be current (77,228), 

meaning that there would be a group of men who at the time were considered low 

risk drinkers, but would now be considered increased risk drinkers despite no change 

to their consumption habits (see Case et al. for population estimates of the number 

of men affected by the change to guidelines (77)). 

The UKHLS collected units consumed on the heaviest drinking day in the past week 

during the early waves of data collection.  For both NCDS and UKHLS, collecting data 

on alcohol consumption in the last week may mean that that people who usually 

drink, but consumed no alcohol in the past week were incorrectly considered to be 
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rare/non-drinkers, and both heavy and light drinkers may be incorrectly categorised 

due to aberrant drinking patterns in the previous week.   

Whilst different alcohol measures mean that results are not directly comparable, it 

was possible to explore the relationship between social support and alcohol 

consumption, and conclusions relate to the relationship between social support and 

average weekly consumption, single occasion drinking or alcohol harm (AUDIT) as 

appropriate to the measure used. 

Both datasets used measures of social support and alcohol inconsistently across the 

years, meaning that longitudinal analysis was not possible.  However, due to the 

nature of social support and its proposed effect on alcohol consumption (e.g., 

spending time with friends may be linked to drinking more alcohol as alcohol 

consumption is often involved in social gatherings), it is plausible that any influence 

would be temporally proximal, making cross-sectional analysis appropriate.  Whilst 

there is an argument for cross sectional analyses being more appropriate when 

exploring the relationship between social support and alcohol consumption, there 

are several limitations associated with conducting cross sectional analyses for 

research exploring life course associations.  As outlined in section 4.3 above, there is 

considerable variability in how and when people progress through the life course in 

terms of social roles and in terms of biological and psychological changes.  A cross 

sectional analysis is unable to take account of these individual differences in the way 

a longitudinal analysis could; whilst the inclusion of social roles as effect modifiers 

goes someway to unpick the influence of these differences, it does not allow for a 

more nuanced analysis of life course trajectories that would be possible within a 

longitudinal analysis.    

When comparing people in early adulthood with those in mid-adulthood, two 

different approaches were used: 

NCDS: With the NCDS, it is the same cohort of participants followed up over time and 

therefore participants aged 23 (early adulthood), 44 and 50 (mid-adulthood) may be 

the same participants.  However, because this study is looking at cross-sectional 
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associations, and comparing people at different stages of the life course rather than 

looking at longitudinal changes, the maximum sample size at each data collection 

point was used rather than limiting the sample to people who participated in all the 

three time points. 

UKHLS: In the UKHLS, participants in each wave used (wave 2 (2010-12) and wave 9 

(2017-19)) were grouped by age into early adulthood (aged 18-25) and mid-

adulthood (aged 41-55).  Therefore, each of the samples are likely to be independent 

of one another.  Again, all analyses explore cross-sectional associations and therefore 

the independence (or otherwise) of samples used has no bearing on the 

interpretation of results. 

Some of the reciprocal elements of relationships (such as social regulation) and 

network elements (such as network density and multiplexity) are not covered by the 

quantitative measures available in either dataset, and these aspects were instead 

coded in the analysis of the qualitative study. 

4.6.1 Missing data 

Due to the nature of longitudinal and household datasets, both NCDS and UKHLS are 

vulnerable to missing data.  Data might be missing due to, i) non-participation in a 

wave of data collection and ii) due to non-completion of specific questions within an 

interview.  Both reasons may introduce bias into the data. 

Missing data at the interview level may be due to drop out, loss to follow up or death 

(229), any of which might plausibly be associated with heavy alcohol consumption.  

Whilst this thesis does not include longitudinal analyses and uses the maximum 

sample size at each wave of data collection, loss of participants following the initial 

probability sampling (UKHLS) or from the initial birth cohort (NCDS) has implications 

for the representativeness of the sample at subsequent data collection time points.  

For example, socio-economic disadvantage, poor mental health and lower cognitive 

ability in childhood, and lack of social participation in adulthood have all been found 

to be associated with non-response at later sweeps in the NCDS (230). 
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Missing data within the interview (i.e., non-response to individual questions) could 

be due to a range of issues, including the method of data collection (i.e., interviewer 

vs self-completion), unwillingness to respond or a perceived lack of relevance.  

Alcohol questions are often provided using self-completion methods to encourage 

candour.  In the UKHLS, alcohol questions were included in the self-completion 

questionnaire at both time points included in this thesis (as were most social support 

and loneliness variables).  At ages 23 and 50 in the NCDS, alcohol and social support 

questions were asked by the interviewer, and at age 44, alcohol questions were 

included in a computer aided self-completion questionnaire given to the participant 

by the interviewer, and social support measures were included in a self-completion 

booklet.  Although it has been argued that self-completion questionnaires yield a 

lower response rate, potentially introducing bias, a pilot of self-completion 

questionnaires in the NCDS found that the response rate was only marginally lower 

and did not differ by participant characteristics (231).   

Data from longitudinal studies including UKHLS and NCDS have been criticised for not 

being representative of the whole population, by typically failing to include looked 

after children, and people who are homeless or under the criminal justice system 

(232) and these missing groups contribute significantly to the broadly acknowledged 

under-representation of the heaviest drinkers in society within survey data (198,199).  

Therefore, any associations identified between social support and higher risk drinking 

may not be generalisable to the heaviest drinkers, particularly not those who are 

vulnerably housed or currently in the criminal justice system.  In order to address this 

shortcoming, the qualitative study in Chapter 7 will explore the experiences of people 

accessing alcohol treatment services, which includes some people within this missing 

group. 

The overall prevalence of missing data due to non-response was between 3% (age 

23) and 22% (age 41) in the NCDS.  There was a higher proportion of men, people 

with a socio-economic position (SEP) ǊŜŎƻǊŘŜŘ ŀǎ ΨƻǘƘŜǊΩΣ people from non-white 

backgrounds and people with limiting and longstanding health conditions with 

missing data across all sweeps of the NCDS (see Appendix 4). 
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In the UKHLS (2010-2012), complete cases as a proportion of total responders were 

relatively low (46% in early adulthood and 59% in mid-adulthood); however, many of 

these data were excluded rather than missing.  As described earlier in this chapter, in 

this wave of data collection, participants were asked how many units they consumed 

on their heaviest drinking day in the past week.  Whilst rare/non-drinkers were added 

as a category, people who drank regularly but had not consumed any alcohol in past 

week could not be included in the analysis and were therefore excluded.  At the next 

included year of data collection for the UKHLS (2017-2019), complete cases account 

for 76% of the early adulthood sample and 78% of the mid-adulthood sample.  Again, 

more menΣ ǇŜƻǇƭŜ ǿƛǘƘ ŀƴ ΨƛƴŀǇǇƭƛŎŀōƭŜΩ {9t recorded, and people from non-white 

backgrounds had missing or excluded data.  The difference between ethnicities was 

particularly significant in UKHLS 2010-2012.  There was no difference in complete 

cases by longstanding health conditions in the UKHLS samples (see Appendix 4). 

Whilst there was drop out between each wave of data collection, as shown in Table 

4-1 (NCDS) and as described by Lynn and Borkowska (233) (UKHLS), the aims of the 

quantitative studies are to explore cross-sectional associations between aspects of 

social support and alcohol consumption at different stages of the life course rather 

than to explore longitudinal changes, therefore the maximum sample was used at 

each time point rather than selecting the same participants at different ages.  

Consequently, a detailed analysis of drop-outs between waves is not included.  More 

information on missing data is provided within each chapter. 

This chapter has provided an explanation for the selection of the survey data, 

waves/sweeps, and variables that were included in the analyses to address aims of 

the quantitative studies.  The limitations of these types of data were also presented.  

The analytic methods and results are presented in the following two chapters.  
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Chapter 5 Associations between Aspects of Social Support and 

Alcohol Consumption 

 Introduction 

Using cross-sectional data from men and women in early and mid-adulthood, this 

chapter explores which aspects of social support are significantly associated with 

being i) a non-drinker, ii) an increased risk drinker and iii) a higher risk drinker, 

compared with being a low risk drinker (the reference category in all analyses).  The 

aspects of social support that are explored are based on IƻǳǎŜ Ŝǘ ŀƭΦΩǎ (44) framework 

of structures and processes of social relationships: social integration/isolation  (e.g., 

frequency of contact with friends or family), relational content (e.g., quality of 

support from closest person) and social network structure (e.g., dispersion of social 

network) (see Chapter 1).  In addition to the components of House et ŀƭΦΩǎ (44) 

framework, the relationship between loneliness and alcohol consumption risk group 

are investigated. 

This chapter starts with the aim and objectives for this study, followed by a 

description of the methods, including further information on the variables used.  The 

results are presented in ƭƛƴŜ ǿƛǘƘ IƻǳǎŜ Ŝǘ ŀƭΦΩǎ (44) framework and finally a 

discussion of the key findings is given. 

 Research aim 

To explore the population-level relationship between social support and alcohol 

consumption at different stages of the life course. 

 Research objectives 

1. To examine which aspects of social support exert the greatest influence on 

alcohol consumption at different stages of the life course. 

2. To examine which aspects of social support exert the greatest influence on 

alcohol consumption in men and in women. 
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3. The examine whether the aspects of social support exerting the greatest 

influence on alcohol consumption differ according to the social roles people 

hold (marital/cohabiting, parental, employment status). 

 Methodology 

5.4.1 Design 

The main analysis utilised data from a longitudinal British birth cohort study: The 

National Child Development Study (NCDS) (202).  Additional analyses were conducted 

using the UK Household Longitudinal Study (UKHLS) (203). 

5.4.2 Participants 

Participants of the NCDS and UKHLS are described in Chapter 4. 

5.4.3 Measures 

Social integration/ social isolation (quantity) 

In order to examine which aspects of social support exert the greatest influence on 

alcohol consumption at different stages of the life course, NCDS variables from the 

list shown in Appendix 3 which featured in both early (age 23) and mid-(age 50) 

adulthood were selected, with some additional variables selected from both NCDS 

and UKHLS to add granularity to the data analyses (see Table 4-2). 

5.4.3.1 Existence of and number of relationships 

Lives alone vs lives with others 

NCDS: At ages 23 and 50 a household grid was created to establish with whom the 

participant shared a home.  Sharing a home was deemed as sharing meals and a 

common living area.  At each time point, this measure has been dichotomised into 

living alone versus living with others.   

 Religious observation 

NCDS: Participants were asked whether they belonged to any religion at ages 23 and 

50 and what religion that was.  Participants were then asked how often they had 
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attended a religious meeting or service.  Responses were dichotomised into yes ς 

attended a religious service or meeting in the past month vs not in the past month.   

5.4.3.2 Types of relationship 

NCDS: At age 44 only, participants were ŀǎƪŜŘΥ άThinking about the person you have 

felt closest ǘƻ ƛƴ ǘƘŜ ƭŀǎǘ мн ƳƻƴǘƘǎ ǇƭŜŀǎŜ ŀƴǎǿŜǊ ǘƘŜ ŦƻƭƭƻǿƛƴƎΥ Lǎ ǘƘƛǎ ǇŜǊǎƻƴ ȅƻǳǊΧ 

husband/wife/partner, girlfriend/boyfriend, parent, brother/sister, other relative, 

neighbour, friend from work, other friend, otherέ.  These responses were recoded into 

binary variables: partner vs not partner, parent or sibling vs not parent or sibling, 

friend or neighbour vs not friend or neighbour, child vs not child, other vs not other. 

UKHLS: At wave 2, participants were asked: άPlease think of the person you can best 

ǎƘŀǊŜ ȅƻǳǊ ǇǊƛǾŀǘŜ ŦŜŜƭƛƴƎǎ ŀƴŘ ŎƻƴŎŜǊƴǎ ǿƛǘƘΦ  ²Ƙŀǘ ƛǎ ǘƘƛǎ ǇŜǊǎƻƴΩǎ ǊŜƭŀǘƛƻƴǎƘƛǇ ǘƻ 

you?έ όHusband/wife or partner, son or daughter, mother or father, brother or sister, 

grandparent, grandchild, aunt/uncle, or cousin, other relative, friend).  These 

responses were recoded into binary variables: partner vs not partner, parent or 

sibling vs not parent or sibling, friend vs not friend, child vs not child, other relative 

vs not other relative. 

5.4.3.3 Frequency of contact 

NCDS: At age 23, participants were given a showcard and were told: LΩƳ ƎƻƛƴƎ ǘƻ ǊŜŀŘ 

out a list of activities.  Please tell me from this card, how often you have done each 

one over the past 4 weeks (5 times a week or more often/3 or 4 times a week/once or 

twice a week/2 or 3 times in the past 4 weeks/once in the last 4 weeks/not at all in 

the last 4 weeks): Visited friends or relatives or had them come to see you.   

At age 50, participants were told: We are interested in the things people do in their 

leisure time.  Please indicate how frequently you do each one (at least once a week/at 

least once a month/several times a year/once a year or less/never or almost never): 

Visit friends or relations or have them visit you. 
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The answers to these questions were re-coded at each time point into: at least once 

per week, at least once per month and less than once per month to enable 

comparison across time points. 

Previous research has indicated that seeing relatives more frequently was linked to 

being a non-drinker and seeing relatives less frequently was associated with drinking 

more, whereas seeing friends more frequently was associated with consuming more 

alcohol (34).  To explore whether the grouping together of frequency of contact with 

friends and relatives may have affected any findings related to alcohol consumption, 

measures of the frequency of contact with friends only at age 50 were used to make 

comparisons with the grouped frequency variable.  At age 50, participants were 

asked: In the past two weeks, how often have you gone out to visit friends?  In the 

past two weeks, how often have you had friends visit you?  The variables for visits to 

and visits by friends were merged into one variable measuring visits to or by friends 

in the last two weeks. 

Relational content (quality) 

To examine which aspects of social support exert the greatest influence on alcohol 

consumption at different stages of the life course (objective 1) and amongst men and 

women (objective 2), variables from the list shown in Appendix 3 were examined.  

Unfortunately, no measures of relational content were collected in early adulthood 

in the NCDS.  Therefore, only measures of relational content from mid-adulthood 

were used from NCDS.  Additional variables relating to relational content are used 

from the UKHLS to explore relational content in greater depth in Chapter 6. 

5.4.3.4 Social support 

NCDS: At ŀƎŜ ппΣ ǇŀǊǘƛŎƛǇŀƴǘǎ ǿŜǊŜ ŀŘƳƛƴƛǎǘŜǊŜŘ ǘƘŜ /ƭƻǎŜ tŜǊǎƻƴΩǎ vǳŜǎǘƛƻƴƴŀƛǊŜ 

(CPQ).  This questionnaire includes eight questions that have been validated to reflect 

ΨŜƳƻǘƛƻƴŀƭ ƻǊ ŎƻƴŦƛŘƛƴƎ ǎǳǇǇƻǊǘΩ.  Participants were asked to think about the person 

they feel closest to and answer the following questions: 
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How much in the last 12 months did this person give you information, suggestions and 

guidance that you found helpful?  How much in the last 12 months could you rely on 

this person (was this person there when you needed him/her)? How much in the last 

12 months did this person make you feel good about yourself?  How much in the last 

12 months did you share interests, hobbies and fun with this person?  How much in 

the last 12 months did you want to confide in (talk frankly, share feelings with) this 

person? How much in the last 12 months did you confide in this person? How much in 

the last 12 months did you trust this person with your most personal worries and 

problems? How much in the last 12 months did he/she talk about his/her personal 

worries with you?  (0: not at all, 1: a little, 2: quite a lot, 3: a great deal) 

In the original paper validating this measure, the item on reliance was not found to 

contribute sufficiently to the measure of emotional/confiding support and was 

therefore omitted as an item in the final factor analysis (40).  Consequently, in line 

with other research which has used the CPQ (e.g. 22,28,123), only 7 items were 

included to represent emotional/confiding support. 

The CPQ includes ǘƘǊŜŜ ǉǳŜǎǘƛƻƴǎ ǘƘŀǘ ƘŀǾŜ ōŜŜƴ ǾŀƭƛŘŀǘŜŘ ǘƻ ǊŜŦƭŜŎǘ ΨǇǊŀŎǘƛŎŀƭ 

ǎǳǇǇƻǊǘΩ.  Participants were asked to think about the person they feel closest to and 

answer the following questions: 

How much in the last 12 months did you need practical help from this person with 

major things (for example, look after you when ill, help with finances, children)?  How 

much in the last 12 months did this person give you practical help with the major 

things?  How much in the last 12 months did this person give you practical help with 

the small things when you needed it (for example, chores, shopping, watering plants 

etc.)?  (0: not at all, 1: a little, 2: quite a lot, 3: a great deal) 

5.4.3.5 Social conflict 

The CPQ includes ŦƻǳǊ ǉǳŜǎǘƛƻƴǎ ǘƘŀǘ ƘŀǾŜ ōŜŜƴ ǾŀƭƛŘŀǘŜŘ ǘƻ ǊŜŦƭŜŎǘ ΨƴŜƎŀǘƛǾŜ 

ǎǳǇǇƻǊǘΩ.  Participants were asked to think about the person they feel closest to and 

answer the following questions: 
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How much in the last 12 months did this person give you worries, problems and stress?  

How much in the last 12 months did talking to this person make things worse?  How 

much in the last 12 months would you have liked to have confided more in this person?  

How much in the last 12 months would you have liked more practical help with major 

things?     

Following methods implemented elsewhere (10,25,31) and described in Appendix 5, 

the scores from the Likert scale responses (0: not at all, 1: a little, 2: quite a lot, 3: a 

great deal) for the three areas of social support captured in the CPQ 

(emotional/confiding, practical and negative) were summed and the summed scores 

were split into tertiles. 

5.4.3.6 Social regulation 

No questions relating to social regulation were posed in the NCDS or UKHLS.  

Therefore, social regulation was explored within the qualitative interviews.   

Social network structure (quantity) 

NCDS: None of the questions in the NCDS relate to the dyadic characteristics of 

reciprocity, durability or multiplexity; nor the network characteristics of density, 

homogeneity, multiplexity or dispersion.   

UKHLS: Aspects of dispersion were captured in wave 9 (2017-19) of the UKHLS.  

Participants were asked: What proportion of your friends live in your local area?  (All 

are in the local area/more than half/about half/less than half/none).  Responses were 

dichotomised into ΨƭŜǎǎ ǘƘŀƴ ƘŀƭŦΩ ŀƴŘ Ψŀǘ ƭŜŀǎǘ ƘŀƭŦΩ 

Social network structure in relation to alcohol consumption was further explored in 

the qualitative analysis. 

Loneliness 

In wave 9 of the UKHLS, the 3-item UCLA Loneliness Scale (235) was administered.  

This scale contains the following three questions: ΨIƻǿ ƻŦǘŜƴ Řƻ ȅƻǳ ŦŜŜƭ ȅƻǳ ƭŀŎƪ 

ŎƻƳǇŀƴƛƻƴǎƘƛǇΚΩ ΨIƻǿ ƻŦǘŜƴ Řƻ ȅƻǳ ŦŜŜƭ ƭŜŦǘ ƻǳǘΚΩ ΨIƻǿ ƻŦǘŜƴ Řƻ ȅƻǳ ŦŜŜƭ ƛǎƻƭŀǘŜŘ 
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ŦǊƻƳ ƻǘƘŜǊǎΚΩ όмΥ hardly ever or never, 2: some of the time, 3: often).  The scores were 

summed and split into quartiles, with the loneliest quaǊǘƛƭŜ ǎŎƻǊŜŘ ŀǎ ΨƭƻƴŜƭȅΩ. 

In wave 9 of UKHLS, participants were also asked: How often do you feel lonely? (1: 

hardly ever or never, 2: some of the time, 3: often.) 

Guidelines created to harmonise loneliness variables (236), suggest that both indirect 

(the UCLA loneliness sŎŀƭŜΣ ǿƘƛŎƘ ŘƻŜǎ ƴƻǘ ƳŜƴǘƛƻƴ ǘƘŜ ǿƻǊŘ ΨƭƻƴŜƭȅΩύ ŀƴŘ ŘƛǊŜŎǘ 

(How often do you feel lonely?) measures should be used in research and any 

discrepancies in findings should be reported in order to aid understanding of the 

utility of each approach.  Therefore, both types of measure were analysed. 

Alcohol consumption and alcohol risk 

National Child Development Study: 

5.4.3.7 Units per week (age 23 and age 50) 

At age 23 participants were asked ΨIƻǿ ƻŦǘŜƴ do you usually have an alcoholic drink 

ƻŦ ŀƴȅ ƪƛƴŘΚΩ όaƻǎǘ ŘŀȅǎκŀǊƻǳƴŘ ƻƴŎŜ ƻǊ ǘǿƛŎŜ ŀ week/less often/only on special 

occasions/never).  At age 50 participants were asked ΨIƻǿ ƻŦǘŜƴ Řƻ ȅƻǳ ƘŀǾŜ ŀƴ 

ŀƭŎƻƘƻƭƛŎ ŘǊƛƴƪ ƻŦ ŀƴȅ ƪƛƴŘΚΩ όaƻǎǘ Řŀȅǎκн ǘƻ о Řŀȅǎ ǇŜǊ week/once a week/2 to 3 

times a month/once a month/less often or only on special occasions/never).   

Participants who reported drinking more often than special occasions only (age 23) 

or at least once per month (age 50) were then asked: ΨLƴ the last seven days that is 

not counting today but starting from last (name present day of the week), how much 

beer, stout, lager or cider, (or ale-age 50) have you had?  How many measures of 

spirits (or liqueurs-age 50) have you had (like gin, whiskey, rum, brandy, vodka or 

advocaat-age 50)?  How many glasses of wine have you had?  How many glasses or 

martini, vermouth (or sherry, port-age 50) or similar drinks have you had?  At age 50 

only, participants were asked: Ψ/ŀƴ L Ƨǳǎǘ ŎƘŜŎƪ, in the last seven days, have you had 

any other alcoholic drinks? 
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Using the total number of units consumed in past week (see Chapter 4, section 4.5.1), 

participants were grouped into alcohol risk categories according to NICE guidance 

(74): lƻǿŜǊ Ǌƛǎƪ όҖмп ǳƴƛǘǎ ǇŜǊ ǿŜŜƪύΣ ƛƴŎǊŜŀǎed risk (>14 units and Җрл ǳƴƛǘǎ ŦƻǊ 

meƴκҖор ǳƴƛǘǎ ŦƻǊ ǿƻƳŜƴύΣ ƘƛƎƘŜǊ Ǌƛǎƪ όҔрл ǳƴƛǘǎ ǇŜǊ ǿŜŜƪ ŦƻǊ ƳŜƴκҔор ǳƴƛǘǎ ǇŜǊ 

week for women).  Participants who reported drinking on special occasions only or 

never were coded as rare/non-drinkers and participants who reported drinking more 

often than special occasions only, but did not have units consumed in last week 

recorded, were coded as low risk drinkers. 

5.4.3.8 Alcohol Use Disorders Identification Test (age 44):  

At age 44, participants were administered the 10-item Alcohol Use Disorders 

Identification Test (AUDIT).  The AUDIT comprises three questions on alcohol 

consumption: ΨHow often do you have a drink containing alcohol?Ω (Not in the last 12 

months/once a month or less/two to four times a month/two to three times a 

week/four or more times a week).  People reporting no alcohol consumption in the 

last 12 months were not asked the remaining questions and were coded as non-

drinkers for this study.  Anyone reporting drinking in the last 12 months was asked: 

ΨHow many standard drinks do you have on a typical day when you are drinking? A 

standard drink means half a pint of normal strength beer, or a small glass of wine or 

a single pub measure of spiritsΦΩ όhƴŜ ǘƻ ǘǿƻκǘƘǊŜŜ ǘƻ Ŧƻǳr/five to six/seven to 

eight/nine to ten); ΨHow often do you had 6 or more standard drinks on one occasion 

in the last year?Ω (Never/less than monthly/monthly/weekly/daily or almost daily).  

¢ƘǊŜŜ ǉǳŜǎǘƛƻƴǎ ŦƻŎǳǎ ƻƴ ŘŜǇŜƴŘŜƴŎŜΥ ΨHow often during the last year have you 

ŦƻǳƴŘ ǘƘŀǘ ȅƻǳ ǿŜǊŜ ƴƻǘ ŀōƭŜ ǘƻ ǎǘƻǇ ŘǊƛƴƪƛƴƎ ƻƴŎŜ ȅƻǳ ƘŀŘ ǎǘŀǊǘŜŘΚΩΤ ΨIƻǿ ƻŦǘŜƴ 

during the last year have you failed to do what was normally expected of you because 

ƻŦ ŘǊƛƴƪƛƴƎΚΩΤ ΨIƻǿ ƻŦǘŜƴ ŘǳǊƛƴƎ ǘƘŜ ƭŀǎǘ ȅŜŀǊ ƘŀǾe you needed an alcoholic drink in 

the morning to get yourself going after a heavy drinking sesǎƛƻƴΚΩ όbŜǾŜǊκƭŜǎǎ ǘƘŀƴ 

monthly/monthly/weekly/daily or almost daily). 

Four questions focus on alcohol-related harm: ΨIƻǿ ƻŦǘŜƴ ŘǳǊƛƴƎ ǘƘŜ ƭŀǎǘ ȅŜŀǊ ƘŀǾŜ 

you had ŀ ŦŜŜƭƛƴƎ ƻŦ Ǝǳƛƭǘ ƻǊ ǊŜƎǊŜǘ ŀŦǘŜǊ ŘǊƛƴƪƛƴƎΚΩΤ Iƻǿ ƻŦǘŜƴ ŘǳǊƛƴƎ ǘƘŜ ƭŀǎǘ ȅŜŀǊ 
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have you been unable to remember what happened the night before because you had 

ōŜŜƴ ŘǊƛƴƪƛƴƎΚΩ όbŜǾŜǊκƭŜǎǎ ǘƘŀƴ ƳƻƴǘƘƭȅκƳƻƴǘƘƭȅκǿŜŜƪƭȅκŘŀƛƭȅ ƻǊ ŀƭƳƻǎǘ Řŀƛƭȅύ.  

ΨIŀǾŜ ȅƻǳ ƻǊ ǎƻƳŜƻƴŜ ŜƭǎŜ ōŜŜƴ ƛƴƧǳǊŜŘ ŀǎ ŀ ǊŜǎǳƭǘ ƻŦ ȅƻǳǊ ŘǊƛƴƪƛƴƎΚΩΤ ΨIŀǎ ŀ ǊŜƭŀǘƛǾŜΣ 

friend, doctor or other healthcare worker been concerned about your drinking or 

ǎǳƎƎŜǎǘŜŘ ǘƘŀǘ ȅƻǳ Ŏǳǘ ŘƻǿƴΚΩ όbƻκȅŜǎΣ ōǳǘ ƴƻǘ ƛƴ ǘƘŜ ƭŀǎǘ ȅŜŀǊκȅŜǎΣ ŘǳǊƛƴƎ ǘƘŜ ƭŀǎǘ 

year). 

The scores were summed and the variable was grouped according to UK government 

guidelines (224): low risk (0-7), increased risk (8-15), higher risk (16+). 

Participants scoring over 16 were grouped together as higher risk drinkers, including 

those with possible dependence (scoring 20+). 

UK Household Longitudinal Study: 

5.4.3.9 Units consumed on heaviest drinking day (2010-2012) 

In 2010-12, participants who reported drinking alcohol in the past seven days were 

invited to think of the day on which they drank the most in the last seven days and 

were asked separate questions for each type of alcohol: How many pints of beer, 

lager, stout or cider did you have?  How many measures of spirits or liqueurs, such as 

gin, whisky, rum, brandy, vodka or cocktails did you have? How many glasses of wine 

ŘƛŘ ȅƻǳ ƘŀǾŜΚ  Iƻǿ Ƴŀƴȅ ΨŀƭŎƻǇƻǇǎΩ ŘƛŘ ȅƻǳ ƘŀǾŜΚ  In line with the unit calculations 

from NCDS, one pint of beer, lager, stout or cider was calculated as 2 units and all 

other drinks were counted as one unit.  Risk categories were calculated from units 

consumed on the heaviest drinking day in the last week and were categorised as 

follows: low risk single occasion drinking: Җ4/Җ3 units (men/women); increased risk 

single occasion drinking: 5-8/4-6 units (men/women); heavy episodic drinking (HED): 

>8/>6 (men/women) (see Chapter 4, section 4.5.2).  Participants reporting drinking 

once to twice per year or not in the last 12 months were coded as rare/non-drinkers.  

Participants who reported drinking more often than once to twice per year, but who 

had not consumed alcohol in the past week were not included in the analyses (25% 

of early and 17% of mid-adults). 
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5.4.3.10 Alcohol Use Disorders Identification Test (short): AUDIT-C (2017-2019) 

In 2017-19, all participants were administered the 3-item AUDIT-C.  Participants were 

asked: ΨLƴ ǘƘŜ Ǉŀǎǘ мн ƳƻƴǘƘǎ ƘŀǾŜ ȅƻǳ ǘŀƪŜƴ ŀƴ ŀƭŎƻƘƻƭƛŎ ŘǊƛƴƪΚΩ (yes/no).  

Participants who answered ΨȅŜǎΩ were then asked the first three questions from the 

AUDIT (known as the AUDIT-C): Ψ¢ƘƛƴƪƛƴƎ ŀōƻǳǘ ǘƘŜ ƭŀǎǘ 12 months, how often do you 

ƘŀǾŜ ŀ ŘǊƛƴƪ ŎƻƴǘŀƛƴƛƴƎ ŀƭŎƻƘƻƭΚΩ όbŜǾŜǊκƳƻƴǘƘƭȅ ƻǊ ƭŜǎǎκн-4 times per month/2-3 

times per week/4+ times per week); ΨIƻǿ Ƴŀƴȅ ŘǊƛƴƪǎ Řƻ ȅƻǳ ƘŀǾŜ ƻƴ ŀ ǘȅǇƛŎŀƭ Řŀȅ 

ǿƘŜƴ ȅƻǳΩǊŜ ŘǊƛƴƪƛƴƎΚΩ όм-2/3-4/5-6/7-фκмлҌύΤ ΨIƻǿ ƻŦǘŜƴ ƘŀǾŜ ȅƻǳ had 6 or more 

(women)/8 or more (men) units on a single occasion in the last year? (Never/less than 

monthly/monthly/weekly/daily or almost daily).   

Risk categories were calculated in line with UK government guidance (224) as low 

risk: 0-4; increased risk: 5-7; higher risk: 8+ (incorporating higher risk and possible 

dependence (scores of 11-12). 

Covariates 

Socio-economic position (237,238), ethnicity (239,240) and self-reported physical 

health (32,143), have been identified in the literature as factors that are associated 

with both alcohol consumption and social support.  These items were therefore 

included in the regression models as adjustment variables. 

5.4.3.11 Socio-economic position 

NCDS: In 2019, the Cohort and Longitudinal Studies Enhancement Resources 

(CLOSER) organisation produced a dataset and user guide for harmonised socio-

economic measures across four cohort studies including the NCDS (241).  These 

harmonised measures were initially used in the analyses; however, their use resulted 

in a high level of missing data, therefore the socio-economic position (SEP) variables 

collected at each data collection point were used in order to maximise sample size. 

At age 23, participants were grouped as: professional and intermediate, other non-

manual, skilled manual, other manual and other. 
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At age 44, SEP waǎ ōŀǎŜŘ ƻƴ ǘƘŜ ŎƻƘƻǊǘ ƳŜƳōŜǊΩǎ ƻŎŎǳǇŀǘƛƻƴ ŀǘ ŀƎŜ пмκпн.  This was 

based on the RG Class 1990 codes (241) and was recoded into five categories: 

professional and managerial, skilled non-manual, skilled manual, other manual, 

unknown. 

At age 50, SEP was recorded using the National Statistics Socio-Economic 

Classification with three classes (NS-SEC3) (242): managerial/professional, 

intermediate, routine/manual/long-term unemployed, plus an additional category 

for retired, long-term sick or full-time parents/those looking after home and family. 

UKHLS: In both 2010-12 and 2017-19 the NS-SEC3 was collected. 

5.4.3.12 Ethnicity 

NCDS: NCDS maintains a dataset with all study response data and participant 

ethnicity.  This dataset was merged with the data from each year of data used for this 

chapter and ethnic groups were ŘƛŎƘƻǘƻƳƛǎŜŘ ƛƴǘƻΥ Ψ²ƘƛǘŜ ōŀŎƪƎǊƻǳƴŘǎΩ ŀƴŘ Ψŀƭƭ 

ƻǘƘŜǊ ōŀŎƪƎǊƻǳƴŘǎΩΦ 

UKHLS: Participants in every wave of data collection were asked: Ψ²Ƙŀǘ ƛǎ ȅƻǳǊ ŜǘƘƴƛŎ 

ƎǊƻǳǇΚΩ  Lƴ ƭƛƴŜ ǿƛǘƘ ǘƘŜ b/5{ ŘŀǘŀΣ ŜǘƘƴƛŎƛǘȅ ǿŀǎ ƎǊƻǳǇŜŘ ƛƴǘƻ ǘǿƻ ŎŀǘŜƎƻǊƛŜǎΥ Ψ²ƘƛǘŜ 

ōŀŎƪƎǊƻǳƴŘǎΩ ŀƴŘ Ψŀƭƭ ƻǘƘŜǊ ōŀŎƪƎǊƻǳƴŘǎΩΦ 

Both UKHLS samples had a higher proportion of participants from non-white 

backgrounds than the NCDS samples, as these datasets include an ethnic minority 

booster sample (243).  Weighting variables for these datasets have been calculated 

to include the effect of these booster samples and all descriptive statistics and 

analyses included in this chapter utilise the complex survey design syntax within 

STATA and include the appropriate weighting variables. 

5.4.3.13 Health 

NCDS: At age 23, participants were asked: Ψ5o you have any longstanding illness, 

disability or infirmity which limits your activities in any way compared with people of 

ȅƻǳǊ ƻǿƴ ŀƎŜΚΩ (Yes/no). 
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At age 44, participants were asked: ΨIŀǾŜ ŀƴȅ ƻŦ ǘƘŜ ŦƻƭƭƻǿƛƴƎ ƭƛŦŜ ŜǾŜƴǘǎ ƻǊ ǇǊƻōƭŜƳǎ 

ƘŀǇǇŜƴŜŘ ǘƻ ȅƻǳ ƛƴ ǘƘŜ ƭŀǎǘ с ƳƻƴǘƘǎΚ Χ¸ƻǳ ȅƻǳǊǎŜƭŦ ǎǳŦŦŜǊŜŘ ǎŜǊƛƻǳǎ ƛƭƭƴŜǎǎΣ ƛƴƧǳǊȅ ƻǊ 

assault? (Yes/no). 

At age 50, participants were asked about a range of physical and mental health 

problems.  They were then askedΥ ΨDoes your health in any way limit your daily 

activities compared to most people you age?Ω (Yes/no) 

UKHLS: In both the 2010-12 and 2017-19 waves, participants were asked: Ψ5ƻ ȅƻǳ 

have any long-standing physical or mental ƛƳǇŀƛǊƳŜƴǘΣ ƛƭƭƴŜǎǎ ƻǊ ŘƛǎŀōƛƭƛǘȅΚ .ȅ ΨƭƻƴƎ-

ǎǘŀƴŘƛƴƎΩ L ƳŜŀƴ ŀƴȅǘƘƛƴƎ ǘƘŀǘ Ƙŀǎ ǘǊƻǳōƭŜŘ ȅƻǳ ƻǾŜǊ ŀ ǇŜǊƛƻŘ ƻŦ ŀǘ ƭŜŀǎǘ мн ƳƻƴǘƘǎ 

ƻǊ ǘƘŀǘ ƛǎ ƭƛƪŜƭȅ ǘƻ ǘǊƻǳōƭŜ ȅƻǳ ƻǾŜǊ ŀ ǇŜǊƛƻŘ ƻŦ ŀǘ ƭŜŀǎǘ мн ƳƻƴǘƘǎΦΩ ό¸ŜǎκƴƻύΦ 

In the NCDS, participants were asked whether longstanding health conditions limited 

their activities, whereas in the UKHLS, participants were just asked whether they had 

any longstanding conditions.  Therefore, a higher proportion of UKHLS participants 

were recorded as experiencing a longstanding condition. 

Effect Modifiers: Social Roles 

To address objective 3 (to explore whether the relationship between social support 

and alcohol consumption differs by social role), social roles were explored through 

the addition of interaction terms and stratification of analyses. 

Marital status (119,148,149), parental status (87,110,244) and employment status 

(245ς247) are all known to be associated with both alcohol consumption and social 

support. 

5.4.3.14 Marital status 

NCDS & UKHLS: Marital status and cohabitation status were obtained at every wave 

of both datasets.  Civil partnerships were specifically included as categories in NCDS 

age 50 (not at ages 23 and 44) and in UKHLS 2010-12 and 2017-19 waves.  For all 

analyses, the categories for married and cohabiting were merged, which should 
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ensure that any civil partnerships prior to years where this category was included 

weǊŜ ǎǘƛƭƭ ŎŀǇǘǳǊŜŘ ǿƛǘƘƛƴ ǘƘŜ ƎǊƻǳǇ ΨƳŀǊǊƛŜŘκŎƻƘŀōƛǘƛƴƎΩΦ 

In order to enter marital status as an effect modifier, the category was dichotomised 

ƛƴǘƻΥ ΨƳŀǊǊƛŜŘκŎƻƘŀōƛǘƛƴƎΩ ŀƴŘ Ψƴƻǘ ƳŀǊǊƛŜŘκŎƻƘŀōƛǘƛƴƎΩΦ 

5.4.3.15 Parental status 

NCDS: At age 23, participants were asked if they had living natural children and asked 

ƛŦ ǘƘŜȅ ƘŀŘ ŀƴȅ ŀŘƻǇǘƛǾŜκǎǇƻǳǎŜΩǎκǇŀǊǘƴŜǊΩǎκŦƻǎǘŜǊ ƻǊ ƻǘƘŜǊ ŎƘƛƭŘǊŜƴ ƛƴ ǘƘŜƛǊ ŎŀǊŜ.  

These categories were merged and coded as (1) Ψchild/children living in the 

householdΩ.  Participants who answered no to both questions were coded (0) Ψno 

child/children living in householdΩ.  Participants were also asked if all children lived 

away from home, and these participants were recoded as 0.  Due to the age of 

participants (23) all children are assumed to be under 16 although the age is not 

specified in the questionnaire. 

At age 44, participants were asked: Ψ5ƻ ȅƻǳ ƘŀǾŜ ŎƘƛƭŘǊŜƴ ŀƎŜŘ му ƻǊ ƭŜǎǎ ƭƛǾƛƴƎ ǿƛǘƘ 

you whom you care for?Ω  όYes/no). 

At age 50, participants were asked how many of their biological children aged 16 or 

under lived in the household and how many non-biological children aged 16 or under 

lived in the household.  Any participants answering one or more to either of these 

questions were coded (1) Ψchild aged 16 or under living in the householdΩ and all 

participants who answered zero to both questions were coded as (0) Ψno children 

aged 16 or under living in the householdΩ. 

UKHLS:  In the 2010-12 and 2017-19 waves, participants were asked if they had their 

own child living with them (yes/no).  Own child included: natural, adopted, foster or 

step-children under 16 years old. 

5.4.3.16 Employment status 

NCDS: At ages 23 and 50, information on employment status was collected and 

employment status was categorised.  To include employment status as an effect 

modifier, employment status was dichotomised into: ΨIn paid employmentΩ vs Ψnot in 
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paid employmentΩ.  ΨLƴ ǇŀƛŘ ŜƳǇƭƻȅƳŜƴǘΩ ƛƴŎƭǳŘŜŘ Ŧǳƭƭ-time or part-time paid 

employment or self-employment. 

At age 44, participants were asked: Ψ!ǊŜ ȅƻǳ ƛƴ ǇŀƛŘ ǿƻǊƪ ŜƛǘƘŜǊ Ŧǳƭƭ-time or part-

ǘƛƳŜΚΩ ό¸ŜǎκƴƻύΦ 

UKHLS: In the 2010-12 and 2017-19 waves, information on employment status was 

collected and categorised.  9ƳǇƭƻȅƳŜƴǘ ǎǘŀǘǳǎ ǿŀǎ ŘƛŎƘƻǘƻƳƛǎŜŘ ƛƴǘƻΥ ΨLƴ ǇŀƛŘ 

ŜƳǇƭƻȅƳŜƴǘΩ Ǿǎ Ψƴƻǘ ƛƴ ǇŀƛŘ ŜƳǇƭƻȅƳŜƴǘΩ.  ΨLƴ ǇŀƛŘ ŜƳǇƭƻȅƳŜƴǘΩ ƛƴŎƭǳŘŜŘ Ŧǳƭƭ-time 

or part-time paid employment or self-employment. 

5.4.4 Analyses 

5.4.4.1 Objective 1: To examine which aspects of social support exert the greatest 

influence on alcohol consumption at different stages of the life course. 

The relationship between 1) social integration/isolation, divided into i) the existence 

and number of relationships, ii) the type of relationship, iii) the frequency of contact; 

2) relational content, divided into i) social support and ii) social conflict; 3) social 

network structure, comprising i) network dispersion; and 4) loneliness and alcohol 

consumption were explored individually in cross-sectional logistic regression models.   

From the existing evidence in this field, the expected cross-sectional effects from 

different aspects of social support on alcohol risk category (calculated through units 

consumed in past week, units consumed on heaviest drinking day in last week or 

AUDIT score) are shown in Figure 5-1. 

All analyses were conducted in Stata version 15.1 (216).  Bivariate analyses were first 

tested in unadjusted models (model 1), then adjusted for socioeconomic position 

(SEP) (model 2), SEP and ethnicity (model 3) and finally SEP, ethnicity and 

longstanding illness or disability (model 4). 

To compare the influence of all social support elements on alcohol consumption at 

different stages of the life course, all analyses were conducted separately using data 

from early adulthood and mid-adulthood. 
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5.4.4.2 Objective 2: To examine which aspects of social support exert the greatest 

influence on alcohol consumption in men and in women. 

To explore the influence of all social support elements on alcohol consumption for 

men and for women, the above analyses (for objective 1) were stratified by sex.  

Women and men were analysed separately due to known differences, both in levels 

and patterns of social support (31,32) and alcohol consumption (48) by sex. 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

Figure 5-1: Hypothesised cross-sectional relationships between social support and alcohol 
consumption 
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5.4.4.3 Objective 3: The examine whether the aspects of social support exerting the 

greatest influence on alcohol consumption differ according to the social roles 

people hold (marital/cohabiting, parental, employment status). 

The same analyses conducted for objectives 1 and 2 were repeated to explore the 

influence of social roles (marital/cohabitation status, parental status, employment 

status).  They were explored as potential effect modifiers by entering social roles as 

interaction terms into the logistic regression models (e.g., social support 

variable*social role).  Where significant interaction effects were identified, the 

analyses were stratified to explore the direction of effect. 

5.4.4.4 Small cell sizes and multiple testing 

For all analyses, where cell sizes <10, analytical results will not be reported.  Due to 

the number of analyses being conducted per dataset, there is an increased risk of 

familywise error (249).  Therefore, a Bonferroni correction was calculated for each 

family of analyses (each group of analyses conducted on the same data collection 

wave for each dataset), to ensure that the overall Type I error for all analyses remains 

at 0.05.  This is calculated by dividing 0.05 by the number of analyses (249).  

Confidence intervals are reported throughout, and the results of the Bonferroni 

corrections are reported only when they alter the statistical significance of the result.  

The Bonferroni corrected alphas for each family of analyses is shown at the bottom 

of each figure (below) and results table (Appendix 7). 

5.4.4.5 Missing data 

All data analyses were conducted on complete cases and non-response weighting 

was applied when available.  In order to maximise sample size and due to the cross-

sectional nature of the analyses, complete cases included all participants within each 

sweep with data on all the variables of interest.  Therefore, all analyses conducted on 

NCDS participants at age 23 were conducted on the same participants, but these 

were not necessarily the same participants at age 50 (due to drop-out/lack of 

participation at that wave).  Complete cases ranged from 97% (age 23) to 78% (age 

41) of the sample for each data collection sweep of the NCDS.  As described in 

Chapter 4 (section 4.6.1), some data were missing, and some data were excluded 
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from the analyses with the UKHLS sample due to the outcome measure relying on 

people consuming alcohol in the past week.  The proportions of the sample that were 

included in the analyses (complete cases) for the UKHLS (2010-2012) were 46% of 

early adults and 59% of mid-adults.  In the more recent UKHLS dataset (2017-2019) 

when the AUDIT tool was collected to measure alcohol risk, complete cases 

comprised 76% (early) and 78% (mid) of the sample.  An analysis of complete vs 

excluded/missing cases is included in Appendix 4. 

Multiple imputation (MI) is a method for managing the issue of missing data, by 

creating multiple, plausible copies of the dataset where missing values are imputed 

and the results across the imputed datasets are combined (248).  Whilst MI can 

improve the validity of research results (248), it was not feasible to use MI in these 

analyses for two reasons.  First, one of the key assumptions for using MI is that data 

are not Ψmissing not at randomΩ (248); however, as described in Chapter 4, section 

4.6.1, this assumption cannot be made for these analyses, because heavy drinkers 

are more likely to not participate in data collection waves and may be less inclined to 

respond to alcohol-related questions.  Secondly, MI is computationally demanding 

and can be subject to errors occurring in certain circumstances (248) and that risk is 

increased when a large number of analyses are conducted.  Following discussions 

with my statistical supervisor, it was decided that the risk of an error occurring, due 

to the high number of different models run using different waves and/or datasets 

outweighed the potential benefit of using multiple imputation.  Weighted analyses 

were conducted instead for the UKHLS analyses.  The UKHLS sample comprised 

households from a general population sample, an ethnic minority boost, an 

immigrant and ethnic minƻǊƛǘȅ ōƻƻǎǘ ŀƴŘ ŀ ǇǊŜǾƛƻǳǎ ǎǘǳŘȅΩǎ ǎŀƳǇƭŜ (204), specific 

guidance has been provided for including weights, which account for unequal 

selection probabilities, non-responses that differ by group and potential sampling 

errors (249).  All UKHLS analyses presented in this chapter were conducted using the 

complex survey design with the appropriate weighting variables for each analysis 

applied.  No weighting is provided for the NCDS, therefore complete case analysis 

was applied for this sample.   
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 Results 

This section begins with a description of the outcome, alcohol consumption, by 

sample characteristics.  The analytic results are described in terms of the social 

support concepts outlined by House et al. (44).  The first section explores the concept 

of social integration/isolation in relation to alcohol consumption, through House et 

al.(44)Ωǎ ǘƘǊŜŜ ǎǳō-headings of existence and number of relationships, type of 

relationship and frequency of contact.  The second section explores the concept of 

relational content through the relationship between (positive) social support and 

(negative) social conflict and alcohol consumption.  The third section explores House 

et al.(44)Ωǎ ŎƻƴŎŜǇǘ ƻŦ ǎƻŎƛŀƭ ƴŜǘǿƻǊƪ ǎǘǊǳŎǘǳǊŜ ƛƴ ǊŜƭŀǘƛƻƴ ǘƻ ŀƭŎƻƘƻƭ ŎƻƴǎǳƳǇǘƛƻƴΣ 

but only considers dispersion of social network due to the exposure variables 

available.  Separate to House et al. (44)Ωǎ ŎƻƴŎŜǇǘǳŀƭ ƳƻŘŜƭ, the fourth and final 

section looks at the relationship between loneliness and alcohol consumption. 

Several waves of data from NCDS (1981, 2002, 2008) and UKHLS (2010-2012, 2017-

2019) have contributed to the exploration of each of the four concepts related to 

social support in order to use the most appropriate exposure variables for each 

concept.   

5.5.1 Alcohol consumption (outcome) by age, sex, and dataset 

National Child Development Study: Alcohol risk by units consumed in past week 

and AUDIT score 

In the NCDS sample, the majority of men in early adulthood (age 23) were either low 

risk (38%) or increased risk (39%) drinkers (see Table 5-1).  Whereas by mid-

adulthood the majority were low risk drinkers, both when risk was calculated by 

AUDIT score (age 44: 61% low risk) and by weekly alcohol consumption (age 50: 53% 

low risk) (see Table 5-5 and Table 5-1).  The higher proportion of low risk drinkers 

when risk was calculated by AUDIT score (for both men and women) is accounted for 

ōȅ ǘƘŜ ƛƴŎƭǳǎƛƻƴ ƻŦ ΨǊŀǊŜΩ ŘǊƛƴƪŜǊǎ όǿƘƻ ŘǊank on special occasions and consumed 

alcohol in the past yearύ ŀǎ ƭƻǿ Ǌƛǎƪ ƛƴ ǘƘƛǎ ƳŜŀǎǳǊŜΣ ǿƘŜǊŜŀǎ ΨǊŀǊŜΩ ŘǊƛƴƪŜǊǎ ŀǊŜ 
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included with non-ŘǊƛƴƪŜǊǎ όΨǊŀǊŜκƴƻƴ-ŘǊƛƴƪŜǊǎΩύ ƛn the weekly consumption 

measure.  The proportion of higher risk drinkers fell from 13% of men in early 

adulthood (age 23) to 5% at age 44 and 4% at age 50.   

The majority of women in the NCDS sample at both early (age 23: 60%) and mid-

adulthood (age 44: 79%; age 50: 67%) were low risk drinkers, with a minority in both 

early (2%) and mid-(2% aged 44; 1% aged 50) adulthood being higher risk drinkers.   

The proportion of women who were increased risk drinkers remained largely 

consistent across time points (10% of NCDS participants aged 23, 12% at age 44 and 

10% at age 50).  For men, the proportion of increased risk drinkers fell between early 

(39%) and mid-(30-31%) adulthood. 

UK Household Longitudinal Study (2010-12): Alcohol single episode risk by units 

consumed on heaviest drinking day in past week 

When looking at heavy episodic drinking, the majority of men in early adulthood 

(52%) were classed as being HED (heavy episodic drinkers), whereas the proportion 

in each episodic drinking risk category was more evenly spread amongst men in mid-

adulthood. 

Most women in early adulthood (39%) were classified as HED based on their heaviest 

drinking day in the last week, whereas most women in mid-adulthood (39%) were 

classified as low risk single episode drinkers. 

When looking at risk in term of units consumed on a single episode, the proportion 

of increased risk single episode drinkers was greater amongst the mid-adulthood 

sample than the early adulthood sample for both men and women; with men and 

women having the same proportion of increased risk single episode drinkers in mid-

adulthood (26%). 
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UK Household Longitudinal Study (2017-19): Alcohol risk by AUDIT-C score  

When looking at alcohol risk by AUDIT-C score in the wave 9 (2017-19) UKHLS sample 

(see Table 5-3), the proportion of male higher risk drinkers was similar in the two age 

groups: 14% of men in early adulthood and 12% of men in mid-adulthood.   

Amongst women, there was a more pronounced difference: 9% of women in early 

adulthood and 5% women in mid-adulthood were classed as higher risk drinkers. 

All datasets: NCDS (1981, 2004, 2008), UKHLS (2010-2012, 2017-2019) 

A higher proportion of men than women were classified as higher risk drinkers and 

as heavy episodic drinkers across all age groups and datasets.  Within each dataset, a 

higher proportion of men and women in early adulthood (compared to mid-

adulthood) were classified higher risk drinkers and as heavy episodic drinkers.   

Rare and non-drinkers 

When using comparable measures (i.e., consumed alcohol on special occasions only 

or never), the proportion of rare/non-drinkers was similar for men in early (10%) and 

mid-(12%) adulthood in both the NCDS (age 23 and age 50) and UKHLS (2010-12) 

samples.   

Amongst women, the proportion of rare/non-drinkers in early adulthood was higher 

in the NCDS sample (28%) compared to the UKHLS sample (20%).  This may reflect 

generational differences in the normative age for childbirth between the NCDS 

sample (1981) and the UKHLS sample (2010-12) and the slight difference in ages 

whereby the NCDS sample were all 23 years old, whereas the UKHLS sample included 

women between the ages of 18 and 25.  The proportion of female rare/non-drinkers 

in mid-adulthood was the same (22%) across both datasets. 

Non-drinkers only 

The proportion of male non-drinkers (people stating that they had not consumed 

alcohol in the past 12 months) in the UKHLS (2017-19) sample was 17% of men in 
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early adulthood and 12% of men in mid-adulthood (see Table 5-3), a markedly larger 

proportion than in the NCDS (2002-2004) mid-adulthood sample (4%) (see Table 5-5). 

The proportion of female non-drinkers was 18% in early adulthood and 16% in mid-

adulthood in the UKHLS (2017-19) sample, which was a larger proportion than those 

in the NCDS mid-adulthood (2002-2004) sample (8%). 

These different proportions may be accounted for by differences in ethnic 

backgrounds in the two datasets, as a higher proportion of participants from all other 

backgrounds than from white backgrounds were non-drinkers and the UKHLS had a 

higher proportion of people from all other backgrounds.   

5.5.2 Alcohol consumption (outcome) by sample characteristics and social roles 

The prevalence of alcohol consumption by risk group by sample characteristics and 

social roles as shown in Table 5-1, Table 5-2 and Table 5-3 are described below. 

Socio-economic position 

In both the NCDS (Table 5-1) and UKHLS (2010-12; Table 5-2) samples, there was a 

higher proportion of higher risk (NCDS) and heavy episodic (UKHLS) drinkers amongst 

men in early adulthood working in manual occupations vs non-manual occupations.  

This pattern was the same for men in mid-adulthood. 

A higher proportion of men and women in both age groups who worked in 

managerial or professional occupations were increased risk drinkers (NCDS; Table 

5-1) compared to those in manual occupations and the same was true for men only 

in the UKHLS sample (for increased risk single episode drinking) (Table 5-2). 

The pattern of results was similar for the UKHLS (2017-19; Table 5-3) sample, 

although the differences were less pronounced. 

A higher proportion of sick and unemployed participants were rare/non-drinkers 

across all groups. 
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Ethnicity 

Both UKHLS samples had a higher proportion of participants from all other (non-

white) backgrounds than the NCDS samples, because these datasets include an ethnic 

minority booster sample (see section 5.4.3). 

In both UKHLS datasets across all groups, a higher proportion of white participants 

were increased risk/increased single episode risk and higher risk/heavy episodic 

drinkers compared to participants from all other backgrounds and a higher 

proportion of participants from all other backgrounds were non-drinkers compared 

to white participants (Table 5-2; Table 5-3).  The pattern is the same for non-drinkers 

and increased risk drinkers in the NCDS sample, but is less clear in the higher risk 

drinkers, where number for people from non-white backgrounds is very low (Table 

5-1). 

Longstanding illnesses and disabilities 

The proportion of rare/non-drinkers in all groups across all datasets was greater 

amongst those with a longstanding illness or disability compared to those without a 

longstanding illness.  The proportion of higher risk drinkers was similar across the 

groups, although in the UKHLS (2010-12; Table 5-2) the proportion of heavy episodic 

drinkers was higher in young men without (vs with) a longstanding illness and in 

UKHLS (2017-19; Table 5-3) the proportion of higher risk drinkers was greater in 

young women with (vs without) a longstanding illness. 

Marital/cohabitation status 

A higher proportion of unmarried (vs married/cohabiting) participants were higher 

risk drinkers or heavy episodic drinkers across all groups.  This pattern was more 

pronounced in early adulthood and more pronounced for heavy episodic drinkers 

compared with higher risk drinkers (in weekly units). 
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In early adulthood, a higher proportion of married/cohabiting (vs not) male and 

female participants were rare/non-drinkers across all datasets, whereas in mid-

adulthood, a higher proportion of unmarried participants were rare/none-drinkers.   

Parental status 

In early adulthood, the proportion of rare/non-drinkers was greater amongst men 

and women with children at home, whereas in mid-adulthood, the proportion of 

rare/non-drinkers was greater amongst those without a child at home.   

The proportion of heavy episodic drinkers was higher amongst those without children 

at home across all groups (UKHLS 2010-12; Table 5-2).  The proportion of higher risk 

drinkers was also greater amongst those without children living at home in both the 

UKHLS (2017-19; Table 5-3) and NCDS (Table 5-1) samples, but the pattern was 

considerably less pronounced in the NCDS sample. 

Employment status 

The data were dichotomised into those in paid employed vs those not in paid 

employment.  The proportion of rare/non-drinkers was consistently lowest amongst 

employed participants.  The proportion of increased risk and increased single episode 

risk drinkers was consistently highest amongst participants in paid employment.    The 

proportions of higher risk drinkers were similar between both groups in early 

adulthood, but there was a slightly higher proportion of higher risk drinkers amongst 

those not in paid employment in mid-adulthood (see Table 5-1).  The proportion of 

heavy episodic drinkers was similar by employment status in all groups, except young 

women where a greater proportion of HED were in paid employment (see Table 5-2).  

The proportion of higher risk drinkers (AUDIT-C) was similar across employment 

status for women in both age groups.  Amongst men in early adulthood, a higher 

proportion of higher risk drinkers were in paid employment, whereas amongst men 

in mid-adulthood, a higher proportion of higher risk drinkers were not in paid 

employment.
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Table 5-1: Sample characteristics and social roles by alcohol risk category (units consumed per week) ς National Child Development Study  

 1981 (sweep 4) 
(23yrs) n=12,122 

2008-2009 (sweep 8) 
(50-51yrs) n=7840 

ALCOHOL RISK ALCOHOL RISK 

Rare/ 
non-
drink

er 

Low 
risk 

<=14 
units 

Increa
sed 

15 to 
<50 

High-
er risk 
(50+) 

Total 
(% per 
expos
ure) 

Rare/ 
non-
drink

er 

Low 
risk 

<=14 
unit 

Increa
sed 

15 to 
<35 

High-
er risk 
(35+) 

Total 
(% per 
expos
ure) 

Rare/ 
non-
drink

er 

Low 
risk 

<=14 
unit 

Increa
sed 

15 to 
<50 

High-
er risk 
(50+) 

Total 
(% per 
expos
ure) 

Rare/ 
non-
drink

er 

Low 
risk 

<=14 
unit 

Increa
sed 

15 to 
<35 

High-
er 

risk 
(35+) 

Total 
(% per 
expos
ure) 

Men (n=6027) Women (n=6095) Men (n=3819) Women (n=4021) 

 n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) 

TOTAL 599 
(10) 

2289 
(38) 

2346 
(39) 

793 
(13) 

6027 
(100) 

1728 
(28) 

3644 
(60) 

613 
(10) 

110 
(2) 

6095 
(100) 

455 
(12) 

2007 
(53) 

1207 
(31) 

150 
(4) 

3819 
(100) 

867 
(22) 

2701 
(67) 

395 
(10) 

58 
(1) 

4021 
(100) 

Socio-economic group 

 Professional & 
intermediate 

93 
(8) 

495 
(40) 

511 
(42) 

120 
(10) 

1219 
(20) 

249 
(21) 

771 
(64) 

157 
(13) 

23 
(2) 

1200 
(20) 

          

 Other non-manual 87 
(9) 

413 
(42) 

390 
(39) 

100 
(10) 

990 
(16) 

792 
(26) 

1861 
(62) 

306 
(10) 

46 
(2) 

3005 
(49) 

          

 Skilled manual 215 
(9) 

887 
(37) 

918 
(39) 

361 
(15) 

2381 
(40) 

175 
(32) 

308 
(56) 

54 
(10) 

14 
(2) 

551 
(9) 

          

 Other manual 166 
(14) 

390 
(33) 

441 
(37) 

187 
(16) 

1184 
(20) 

441 
(37) 

631 
(54) 

82 
(7) 

25 
(2) 

1179 
(19) 

          

 Other 38 
(15) 

104 
(41) 

86 
(34) 

25 
(10) 

253 
(4) 

71 
(44) 

73 
(46) 

14 
(9) 

2 
(1) 

160 
(3) 

          

 Managerial/ 
professional 

          140 
(8) 

965 
(55) 

621 
(35) 

45 
(2) 

1771 
(47) 

227 
(14) 

1173 
(73) 

177 
(11) 

23 
(2) 

1600 
(40) 

 Intermediate           94 
(12) 

397 
(51) 

245 
(32) 

40 
(5) 

776 
(20) 

174 
(19) 

634 
(69) 

96 
(11) 

11 
(1) 

915 
(23) 

Routine/manual/ 
long-term 
unemployed 

          158 
(14) 

592 
(53) 

308 
(28) 

53 
(5) 

1111 
(29) 

277 
(26) 

686 
(65) 

89 
(8) 

13 
(1) 

1065 
(26) 

 Retired/home/sick           63 
(39) 

53 
(33) 

33 
(21) 

12 
(7) 

161 
(4) 

189 
(43) 

209 
(47) 

33 
(7) 

11 
(3) 

441 
(11) 

Ethnicity 

 White backgrounds 552 
(10) 

2242 
(38) 

2308 
(39) 

783 
(13) 

5885 
(98) 

1670 
(28) 

3590 
(60) 

606 
(10) 

106 
(2) 

5972 
(98) 

433 
(11) 

1972 
(53) 

1193 
(32) 

147 
(4) 

3745 
(98) 

831 
(21) 

2657 
(68) 

392 
(10) 

58 
(1) 

3938 
(98) 

 Non-white 
backgrounds 

47 
(33) 

47 
(33) 

38 
(27) 

10 
(7) 

142 
(2) 

58 
(47) 

54 
(44) 

7 
(6) 

4 
(3) 

123 
(2) 

22 
(30) 

35 
(47) 

14 
(19) 

3 
(4) 

74 
(2) 

36 
(43) 

44 
(53) 

3 
(4) 

0 83 
(2) 
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Table 5-2: Sample characteristics and social roles by alcohol risk category (units on heaviest drinking day): UKHLS (wave 2: 2010-2012)  

Limiting health condition 

 Yes 58 
(20) 

105 
(36) 

93 
(32) 

34 
(12) 

290 
(5) 

105 
(45) 

105 
(45) 

18  
(8) 

5  
(2) 

233 
(4) 

121 
(24) 

230 
(46) 

123 
(25) 

27 
(5) 

501 
(13) 

269 
(40) 

344 
(52) 

39 
(6) 

13 
(2) 

665 
(17) 

 No 541 
(10) 

2184 
(38) 

2253 
(39) 

759 
(13) 

5737 
(95) 

1623 
(28) 

3539 
(60) 

595 
(10) 

105 
(2) 

5862 
(96) 

334 
(10) 

1777 
(54) 

1084 
(33) 

123 
(4) 

3318 
(87) 

598 
(18) 

2357 
(70) 

356 
(11) 

45 
(1) 

3356 
(83) 

SOCIAL ROLES 

Marital/cohabitation status: 

  Married/ 
cohabiting 

293 
(12) 

1132 
(45) 

878 
(35) 

192 
(8) 

2495 
(41) 

1282 
(34) 

2242 
(58) 

282 
(7) 

36 
(1) 

2842 
(63) 

319 
(10) 

1704 
(54) 

1017 
(32) 

117 
(4) 

3157 
(83) 

673 
(21) 

2234 
(68) 

337 
(10) 

37 
(1) 

3281 
(82) 

Not married/ 
cohabiting 

306 
(9) 

1157 
(33) 

1468 
(41) 

601 
(17) 

3532 
(59) 

446 
(20) 

1402 
(62) 

331 
(15) 

74 
(3) 

2253 
(37) 

136 
(20) 

303 
(46) 

190 
(29) 

33 
(5) 

662 
(17) 

194 
(26) 

467 
(63) 

58 
(8) 

21 
(3) 

740 
(18) 

Parental status: 

 No child in HH 427 
(9) 

1825 
(37) 

2002 
(40) 

684 
(14) 

4938 
(82) 

824 
(20) 

2605 
(65) 

523 
(13) 

90 
(2) 

4042 
(66) 

353 
(13) 

1424 
(51) 

886 
(32) 

118 
(4) 

2781 
(73) 

711 
(22) 

2138 
(67) 

307 
(10) 

49 
(1) 

3205 
(80) 

 Own child aged 16 
or less in HH 

172 
(16) 

464 
(43) 

34 
(31) 

109 
(10) 

1089 
(18) 

904 
(44) 

1039 
(51) 

90  
(4) 

20 
(1) 

2053 
(34) 

102 
(10) 

583 
(56) 

320 
(31) 

32 
(3) 

1037 
(27) 

156 
(19) 

563 
(69) 

88 
(11) 

9 
(1) 

816 
(20) 

Employment status: 

Employed/self-
employed 

440 
(9) 

1950 
(39) 

1981 
(39) 

650 
(13) 

5021 
(83) 

800 
(21) 

2535 
(65) 

483 
(12) 

84 
(2) 

3902 
(64) 

351 
(10) 

1852 
(54) 

1123 
(32) 

123 
(4) 

3449 
(90) 

607 
(18) 

2332 
(71) 

333 
(10) 

39 
(1) 

3311 
(82) 

Unemployed/sick/ 
family/retired/stud
ent 

159 
(16) 

339 
(34) 

365 
(36) 

143 
(14) 

1006 
(17) 

928 
(42) 

1109 
(51) 

130 
(6) 

26 
(1) 

2193 
(36) 

104 
(28) 

155 
(42) 

84 
(23) 

27 
(7) 

370 
(10) 

260 
(36) 

369 
(52) 

62 
(9) 

19 
(3) 

710 
(18) 
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 Wave 2 (2010-2012) 
Age 18-25 n=3179 

Wave 2 (2010-2012) 
Age 41-55 n=8499 

ALCOHOL RISK ALCOHOL RISK 

Drink 
rarely 

or 
never 

Low 
risk 
Җ4* 
units  

Incre
ased 
>4 & 
Җ8  

HED~ 
>8 

units 

Total 
(% per 
expos
ure) 

Drin 
rarely 

or 
never 

Low 
risk 
Җ3 

units  

Incre
ased 
>3 & 
Җ6 

HED 
>6 

units 

Total 
(% per 
expos
ure) 

Drink 
rarely 

or 
never 

Low 
risk 
Җ4 

units 

Incre
ased 
>4 & 
Җ8 

HED 
>8 

units 

Total 
(% per 
expos
ure) 

Drink 
rarely 

or 
never 

Low 
risk 
Җ3 

units 

Increa
sed 
>3 & 
Җ6 

HED 
>6 

units 

Total 
(%per 
expos
ure) 

Men (n=1518) Women (n=1661) Men (n=3914) Women (n=4585) 

 n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) 

TOTAL 153 
(10) 

312 
(21) 

262 
(17) 

791 
(52) 

1518 
(100) 

325 
(20) 

360 
(22) 

327 
(20) 

649 
(39) 

1661 
(100) 

459 
(12) 

1180 
(30) 

1008 
(26) 

1267 
(32) 

3914 
(100) 

1018 
(22) 

1801 
(39) 

1172 
(26) 

594 
(13) 

4585 
(100) 

Socio-economic group 

 
Managerial/professional 

16 
(7) 

60 
(25) 

49 
(21) 

111 
(47) 

236 
(16) 

26 
(11) 

70 
(29) 

50 
(21) 

91 
(39) 

237 
(14) 

95 
(6) 

586 
(36) 

478 
(29) 

467 
(29) 

1626 
(42) 

221 
(13) 

798 
(48) 

455 
(27) 

200 
(12) 

1674 
(36) 

 Intermediate 11 
(7) 

45 
(29) 

32 
(20) 

69 
(44) 

157 
(10) 

40 
(15) 

57 
(20) 

55 
(21) 

118 
(44) 

270 
(16) 

81 
(11) 

227 
(30) 

177 
(24) 

261 
(35) 

746 
(19) 

163 
(18) 

397 
(44) 

246 
(27) 

94 
(11) 

900 
(20) 

 Routine/manual/long-
term unemployed 

46 
(8) 

117 
(19) 

94 
(15) 

352 
(58) 

609 
(40) 

86 
(15) 

122 
(21) 

120 
(21) 

245 
(43) 

573 
(35) 

137 
(13) 

263 
(26) 

248 
(24) 

384 
(37) 

1032 
(26) 

268 
(26) 

340 
(32) 

272 
(26) 

168 
(16) 

1048 
(23) 

 Not applicable 80 
(16) 

90 
(17) 

88 
(17) 

260 
(50) 

518 
(34) 

173 
(30) 

111 
(19) 

102 
(17) 

195 
(34) 

581 
(35) 

145 
(29) 

103 
(20) 

105 
(20) 

156 
(31) 

509 
(13) 

366 
(38) 

267 
(28) 

199 
(21) 

131 
(13) 

963 
(21) 

Ethnicity 

 White backgrounds 115 
(8) 

291 
(21) 

253 
(18) 

753 
(53) 

1412 
(93) 

255 
(17) 

331 
(22) 

305 
(20) 

629 
(41) 

1520 
(92) 

405 
(11) 

1112 
(30) 

923 
(26) 

1234 
(33) 

3724 
(95) 

919 
(21) 

1748 
(40) 

1135 
(26) 

578 
(13) 

4380 
(96) 

 Non-white backgrounds 38 
(35) 

22 
(20) 

9 
(8) 

39 
(37) 

108 
(7) 

69 
(50) 

29 
(21) 

21 
(15) 

20 
(14) 

139 
(8) 

53 
(28) 

68 
(36) 

35 
(18) 

34 
(18) 

190 
(5) 

100 
(48) 

54 
(26) 

36 
(18) 

16 (8) 206 
(4) 

Longstanding illness or disability 

 Yes 30 
(14) 

43 
(19) 

39 
(18) 

108 
(49) 

220 
(14) 

78 
(29) 

44 
(16) 

49 
(18) 

100 
(37) 

271 
(16) 

222 
(18) 

322 
(27) 

296 
(24) 

375 
(31) 

1215 
(31) 

487 
(32) 

521 
(34) 

315 
(21) 

200 
(13) 

1524 
(33) 

 No 123 
(9) 

270 
(21) 

223 
(17) 

683 
(53) 

1299 
(86) 

247 
(18) 

316 
(23) 

278 
(20) 

549 
(39) 

1390 
(84) 

236 
(9) 

858 
(32) 

712 
(26) 

893 
(33) 

2699 
(69) 

531 
(17) 

1280 
(42) 

856 
(28) 

394 
(13) 

3061 
(67) 

SOCIAL ROLES 

Marital/cohabitation status: 

   Not 
Married/cohabiting 

111 
(9) 

247 
(20) 

213 
(17) 

680 
(54) 

1251 
(82) 

198 
(16) 

264 
(21) 

242 
(20) 

534 
(43) 

1238 
(75) 

106 
(15) 

186 
(27) 

151 
(21) 

258 
(37) 

701 
(18) 

349 
(30) 

350 
(30) 

297 
(26) 

156 
(14) 

1152 
(25) 

   Married/cohabiting 42 
(16) 

65 
(24) 

49 
(18) 

111 
(42) 

267 
(18) 

127 
(30) 

96 
(23) 

85 
(20) 

115 
(27) 

422 
(25) 

353 
(11) 

994 
(31) 

857 
(27) 

1010 
(31) 

3213 
(82) 

670 
(20) 

1451 
(42) 

875 
(25) 

437 
(13) 

3433 
(75) 
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*Units consumed on heaviest drinking day of the previous week 
~HED = Heavy Episodic Drinker 
All results shown are weighted 

 

 

 

 

 

 

 

 

 

 

Table 5-3: Sample characteristics and social roles by alcohol risk category (AUDIT-C score): Wave 9 UKHLS (2017-2019) 

Parental status: 

 Own child/ren <16 in HH 

 No 131 
(9) 

293 
(21) 

241 
(17) 

756 
(53) 

1421 
(94) 

186 
(14) 

287 
(22) 

278 
(21) 

568 
(43) 

1319 
(79) 

281 
(12) 

679 
(29) 

586 
(25) 

789 
(34) 

2335 
(60) 

691 
(24) 

1051 
(37) 

706 
(24) 

427 
(15) 

2875 
(63) 

 Yes 22 
(22) 

19 
(20) 

21 
(21) 

36 
(37) 

98 
(6) 

139 
(41) 

73 
(21) 

49 
(14) 

81 
(24) 

342 
(21) 

177 
(11) 

501 
(32) 

422 
(27) 

479 
(30) 

1579 
(40) 

327 
(19) 

750 
(44) 

466 
(27) 

167 
(10) 

1710 
(37) 

Employment status: 

 Employed/self-
employed (F/T or P/T) 

66 
(8) 

194 
(22) 

154 
(18) 

444 
(52) 

858 
(56) 

114 
(13) 

213 
(24) 

189 
(21) 

380 
(42) 

896 
(54) 

312 
(9) 

1086 
(32) 

906 
(26) 

1113 
(33) 

3417 
(87) 

648 
(18) 

1528 
(42) 

970 
(27) 

464 
(13) 

3610 
(79) 

Unemployed/sick/ 
family/retired/student 

88 
(13) 

118 
(18) 

107 
(16) 

348 
(53) 

661 
(44) 

210 
(28) 

148 
(19) 

138 
(18) 

270 
(35) 

766 
(46) 

147 
(30) 

94 
(19) 

101 
(20) 

155 
(31) 

497 
(13) 

371 
(38) 

273 
(28) 

201 
(21) 

130 
(13) 

975 
(21) 



 

 
 

1
2

2 
1

2
2 

1
2
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 Wave 9 (2017-2019) 
Age 18-25 n=2855 

Wave 9 (2017-2019) 
Age 41-55 n=6028 

ALCOHOL RISK ALCOHOL RISK 

Non-
drink

er 

Low 
risk*  

 

Increa
sed 
risk 

Highe
r risk 

Total 
(% per 
exposu

re) 

Non-
drink

er 

Low 
risk 

Increa
sed 
risk 

Highe
r risk 

Total 
(% per 
expos
ure) 

Non-
drink

er 

Low 
risk 

Increa
sed 
risk 

Highe
r risk 

Total 
(% per 
expos
ure) 

Non-
drink

er 

Low 
risk 

Incre
ased 
risk 

Highe
r risk 

Total 
(%per 
expos
ure) 

Men (n=1372) Women (n=1483) Men (n=2884) Women (n=3144) 

 n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) 

TOTAL 227 
(17) 

504 
(37) 

442 
(32) 

199 
(14) 

1372 261 
(18) 

628 
(42) 

463 
(31) 

131 
(9) 

1483 389 
(14) 

1296 
(45) 

846 
(29) 

353 
(12) 

2884 514 
(16) 

1691 
(54) 

770 
(25) 

169 
(5) 

3144 

Socio-economic position: 

 Managerial & 
professional 

27 
(12) 

77 
(33) 

94 
(41) 

32 
(14) 

230 
(17) 

23 
(10) 

101 
(42) 

92 
(38) 

25 
(10) 

241 
(16) 

102 
(8) 

600 
(48) 

410 
(33) 

134 
(11) 

1246 
(43) 

107 
(9) 

698 
(58) 

335 
(28) 

64 
(5) 

1204 
(38) 

 Intermediate 22 
(14) 

62 
(39) 

46 
(30) 

26 
(17) 

156 
(11) 

28 
(13) 

103 
(47) 

73 
(33) 

16 
(7) 

220 
(15) 

57 
(12) 

214 
(42) 

167 
(34) 

58 
(12) 

496 
(17) 

70 
(11) 

341 
(56) 

170 
(28) 

32 
(5) 

613 
(20) 

 Routine 64 
(12) 

182 
(36) 

186 
(36) 

80 
(16) 

512 
(37) 

70 
(13) 

223 
(42) 

183 
(35) 

50 
(10) 

526 
(36) 

113 
(15) 

326 
(45) 

202 
(28) 

91 
(12) 

732 
(26) 

128 
(18) 

397 
(54) 

168 
(23) 

37 
(5) 

730 
(23) 

 Not applicable 113 
(24) 

183 
(39) 

116 
(24) 

61 
(13) 

473 
(35) 

140 
(28) 

201 
(41) 

116 
(23) 

39 
(8) 

496 
(33) 

117 
(29) 

156 
(38) 

67 
(16) 

71 
(17) 

411 
(14) 

209 
(35) 

255 
(43) 

97 
(16) 

36 
(6) 

597 
(19) 

Ethnicity: 

 White 142 
(12) 

461 
(38) 

421 
(35) 

186 
(15) 

1210 
(88) 

145 
(11) 

574 
(45) 

428 
(34) 

125 
(10) 

1273 
(86) 

282 
(11) 

1182 
(45) 

825 
(31) 

345 
(13) 

2634 
(91) 

388 
(13) 

1590 
(55) 

742 
(26) 

167 
(6) 

2887 
(92) 

 All other 
backgrounds 

85 
(52) 

43 
(27) 

21 
(13) 

13 
(8) 

162 
(12) 

116 
(55) 

54 
(26) 

36 
(17) 

5 
(2) 

211 
(14) 

107 
(43) 

114 
(46) 

21 
(8) 

8 
(3) 

250 
(9) 

126 
(49) 

102 
(39) 

28 
(11) 

2 
(1) 

258 
(8) 

Long standing illness/disability: 

 Yes 53 
(24) 

95 
(44) 

37 
(17) 

33 
(15) 

218 
(16) 

67 
(19) 

155 
(45) 

80 
(23) 

43 
(13) 

345 
(23) 

162 
(17) 

412 
(45) 

227 
(25) 

121 
(13) 

922 
(32) 

242 
(22) 

580 
(52) 

219 
(20) 

64 
(6) 

1105 
(35) 

 No 174 
(15) 

409 
(36) 

406 
(35) 

166 
(14) 

1155 
(84) 

195 
(17) 

472 
(42) 

383 
(34) 

88 
(9) 

1138 
(77) 

227 
(12) 

884 
(45) 

619 
(31) 

232 
(12) 

1962 
(68) 

273 
(13) 

1112 
(55) 

550 
(27) 

105 
(5) 

2040 
(65) 
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*AUDIT-C cut off scores: Low risk: 0-4; increased risk: 5-7; higher risk: 8+ 
All results shown are weighted 

SOCIAL ROLES 

Marital status/cohabitation status: 

 Married/cohabiting 17 
(17) 

53 
(53) 

25 
(24) 

6 
(6) 

101 
(2) 

39 
(22) 

98 
(56) 

32 
(18) 

6 
(4) 

175 
(12) 

277 
(12) 

1015 
(46) 

692 
(31) 

245 
(11) 

2229 
(77) 

332 
(15) 

1260 
(56) 

556 
(24) 

123 
(5) 

2271 
(72) 

 Not married/ 
cohabiting 

210 
(17) 

451 
(35) 

418 
(33) 

193 
(15) 

1272 
(93) 

222 
(17) 

530 
(41) 

431 
(33) 

125 
(9) 

1308 
(88) 

112 
(17) 

281 
(43) 

154 
(23) 

108 
(17) 

6552 
(23) 

183 
(21) 

431 
(49) 

214 
(25) 

46 
(5) 

874 
(28) 

Parental status: 

 No child <16 in HH 224 
(17) 

491 
(36) 

437 
(32) 

198 
(15) 

1350 
(98) 

230 
(17) 

563 
(42) 

423 
(32) 

126 
(9) 

1342 
(90) 

234 
(14) 

716 
(43) 

470 
(29) 

233 
(14) 

1653 
(57) 

326 
(18) 

974 
(52) 

454 
(24) 

106 
(6) 

1859 
(59) 

 Child <16 in HH 3 
(15) 

12 
(57) 

5 
(24) 

1 
(4) 

21 
(2) 

32 
(22) 

65 
(46) 

40 
(29) 

5 
(3) 

142 
(10) 

155 
(13) 

580 
(47) 

376 
(30) 

121 
(10) 

1232 
(43) 

188 
(15) 

718 
(56) 

316 
(24) 

66 
(5) 

1285 
(41) 

Employment status 

 Employed 79 
(11) 

279 
(37) 

274 
(36) 

124 
(16) 

756 
(55) 

93 
(12) 

352 
(44) 

286 
(36) 

72 
(9) 

803 
(54) 

286 
(11) 

1167 
(46) 

799 
(32) 

289 
(11) 

2541 
(88) 

311 
(12) 

1432 
(56) 

670 
(27) 

136 
(5) 

2549 
(81) 

Unemployed/sick/fa
mily/retired/student 

148 
(24) 

225 
(37) 

169 
(27) 

74 
(12) 

617 
(45) 

169 
(25) 

277 
(40) 

177 
(26) 

59 
(9) 

681 
(46) 

103 
(30) 

129 
(37) 

47 
(14) 

64 
(19) 

343 
(12) 

203 
(34) 

259 
(44) 

99 
(17) 

33 
(5) 

594 
(19) 



 

124 
 

5.5.3 Social integration/isolation and alcohol risk 

Existence and number of relationships 

The exposures examined to explore House et al (44)Ωǎ concept of existence and 

number of relationships, were living alone and religious observance.  In early 

adulthood, 5% of men and 4% of women lived alone.  By mid-adulthood, the 

proportion of people living alone had increased to 13% of men and 9% of women.  

The proportion of people attending a religious service or meeting at least once per 

month remained consistent over time, with 8% of men in early adulthood, 7% of men 

in mid-adulthood and 12% of women in both early and mid-adulthood attending 

religious meetings monthly or more often (Table 5-4).   
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Table 5-4: Social integration/isolation: Living alone, religious observance, frequency of contact and alcohol risk (units in last week).  National 
Child Development Study age 23 (1981) and 50 (2008) 

 1981 (sweep 4) 
(23yrs) n=12,122 

2008-2009 (sweep 8) 
(50-51yrs) n=7840 

ALCOHOL RISK ALCOHOL RISK 

Rare/ 
non-
drink

er 

Low 
risk 

<=14 
units 

Incre
ased 
15 to 
<50 

Highe
r risk 
(50+) 

Total 
(% 
per 

exp) *  

Rare/ 
non-
drink

er 

Low 
risk 

<=14 
units 

Incre
ased 
15 to 
<35 

Highe
r risk 
(35+) 

Total 
(% 
per 
exp) 

Rare/ 
non-
drink

er 

Low 
risk 

<=14 
units 

Incre
ased 
15 to 
<50 

Highe
r risk 
(50+) 

Total 
(% 
per 
exp) 

Rare/ 
non-
drink

er 

Low 
risk 

<=14 
units 

Incre
ased 
15 to 
<35 

Highe
r risk 
(35+) 

Total 
(% 
per 
exp) 

Men (n=6027) Women (n=6095) Men (n=3819) Women (n=4021) 

 n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) 

TOTAL 599 
(10) 

2289 
(38) 

2346 
(39) 

793 
(13) 

6027 
(100) 

1728 
(28) 

3644 
(60) 

613 
(10) 

110 
(2) 

6095 
(100) 

455 
(12) 

2007 
(53) 

1207 
(31) 

150 
(4) 

3819 
(100) 

867 
(22) 

2701 
(67) 

395 
(10) 

58 
(1) 

4021 
(100) 

EXISTENCE & NUMBER OF RELATIONSHIPS 

 Lives with others 578 
(10) 

2196 
(38) 

2208 
(39) 

744 
(13) 

5726 
(95) 

1690 
(29) 

3504 
(60) 

576 
(10) 

102 
(2) 

5872 
(96) 

358 
(11) 

1781 
(53) 

1060 
(32) 

123 
(4) 

3322 
(87) 

782 
(21) 

2460 
(68) 

356 
(10) 

43 
(1) 

3641 
(91) 

 Lives alone 21 
(7) 

93 
(31) 

138 
(46) 

49 
(16) 

301 
(5) 

38 
(17) 

140 
(63) 

37 
(17) 

8 
(4) 

223 
(4) 

97 
(19) 

226 
(46) 

147 
(30) 

27 
(5) 

497 
(13) 

85 
(23) 

241 
(63) 

39 
(10) 

15 
(4) 

380 
(9) 

Religious observance: 

 Yes (last month) 84 
(17) 

213 
(44) 

142 
(29) 

43 
(9) 

482 
(8) 

232 
(31) 

452 
(61) 

44 
(6) 

10 
(1) 

738 
(12) 

46 
(17) 

174 
(63) 

53 
(19) 

4 
(1) 

277 
(7) 

116 
(24) 

329 
(69) 

28 
(6) 

3 
(1) 

476 
(12) 

 No (last month) 515 
(9) 

2076 
(37) 

2204 
(40) 

750 
(14) 

5545 
(92) 

1496 
(28) 

3192 
(60) 

569 
(11) 

100 
(2) 

5357 
(88) 

409 
(11) 

1833 
(52) 

1154 
(33) 

146 
(4) 

3542 
(93) 

751 
(21) 

2372 
(67) 

367 
(10) 

55 
(2) 

3545 
(88) 

FREQUENCY OF CONTACT 

Frequency sees friends/family  

 Min.  1/week 386 
(10) 

1493 
(38) 

1550 
(39) 

495 
(13) 

3924 
(65) 

1277 
(29) 

2642 
(59) 

438 
(10) 

82 
(2) 

4439 
(73) 

166 
(12) 

689 
(52) 

422 
(32) 

55 
(4) 

1332 
(35) 

491 
(24) 

1336 
(66) 

189 
(9) 

26 
(1) 

2042 
(51) 
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*Exp = exposure 

 

 

 

Table 5-5: Social integration/isolation: Type of relationship to person felt closest to and alcohol risk group (AUDIT score): National Child 

Development Study, age 44 (2002) 

 Min.  1/month 149 
(9) 

665 
(40) 

636 
(38) 

208 
(13) 

1658 
(28) 

399 
(27) 

912 
(61) 

153 
(10) 

22 
(2) 

1486 
(24) 

125 
(10) 

635 
(53) 

398 
(33) 

44 
(4) 

1202 
(31) 

173 
(16) 

806 
(73) 

111 
(10) 

13 
(1) 

1103 
(27) 

 Less than 1/month 64 
(14) 

131 
(30) 

160 
(36) 

90 
(20) 

445 
(7) 

52 
(31) 

90 
(53) 

22 
(13) 

6 
(3) 

170 
(3) 

164 
(13) 

683 
(53) 

387 
(30) 

51 
(4) 

1285 
(34) 

203 
(23) 

559 
(64) 

95 
(11) 

19 
(2) 

876 
(22) 

Freq seen friends last 2 weeks: 

 Not at all           128 
(18) 

393 
(56) 

161 
(23) 

25 
(3) 

707 
(18) 

189 
(29) 

393 
(59) 

65 
(10) 

14 
(2) 

661 
(16) 

 Once or twice           184 
(10) 

1034 
(57) 

558 
(31) 

39 
(2) 

1815 
(48) 

351 
(20) 

1284 
(71) 

150 
(8) 

15 
(1) 

1800 
(45) 

 3 ς 6 times           97 
(10) 

473 
(47) 

387 
(38) 

51 
(5) 

1008 
(26) 

231 
(19) 

852 
(68) 

148 
(12) 

13 
(1) 

1244 
(31) 

 More than 6 times           46 
(16) 

107 
(37) 

101 
(35) 

35 
(12) 

289 
(8) 

96 
(30) 

172 
(55) 

32 
(10) 

16 
(5) 

316 
(8) 

 2002-2004 (biomedical sweep) 
(44-45yrs) n=7357 

ALCOHOL RISK ALCOHOL RISK 

Non-drinker Low risk 
0-7 AUDIT 

Increased risk 
8-15 AUDIT 

Higher risk 
16+ 

AUDIT 

Total 
(% per 

exposure) 

Non-drinker Low risk 
0-7 AUDIT 

Increased risk 
8-15 AUDIT 

Higher risk 
16+ 

AUDIT 

Total 
(% per 

exposure) 

Men (n=3579) Women (n=3781) 

TYPE OF RELATIONSHIP n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) 

TOTAL 150 (4) 2180 (61) 1085 (30) 164 (5) 3579 (100) 289 (8) 2973 (79) 448 (12) 71 (2) 3781 (100) 

Relationship to person feel closest to 

 Partner/spouse 114 (4) 1902 (62) 913 (30) 131 (4) 3060 (85) 184 (6) 2244 (80) 328 (12) 45 (2) 2801 (74) 

 Parent/sibling 19 (9) 114 (53) 70 (32) 13 (6) 216 (6) 38 (12) 242 (75) 35 (11) 8 (2) 323 (9) 

Friend/neighbour 8 (4) 110 (54) 70 (35) 15 (7) 203 (6) 40 (9) 314 (74) 63 (15) 9 (2) 426 (11) 

 Child 8 (11) 36 (51) 22 (31) 5 (7) 71 (2) 21 (11) 145 (76) 17 (9) 8 (4) 191 (5) 
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Table 5-6: Social integration/isolation: Existence of relationships, type of relationship to person felt closest to and heavy episodic drinking 

(heaviest drinking day in last 7 days): UKHLS wave 2 (2010-2012) 

* Units consumed on heaviest drinking day in the previous week 
All results shown are weighted 

 Other 1 (3) 18 (62) 10 (35) 0 29 (1) 6 (15) 28 (70) 5 (13) 1 (2) 40 (1) 

 Wave 2 (2010-2012) 
Age 18-25 n=2955 

Wave 2 (2010-2012) 
Age 41-55 n=8701 

ALCOHOL RISK ALCOHOL RISK 

Rare / 
non-
drink

er 

Low 
risk 
Җ4* 

Units 

Increa
sed 
>4 & 
Җ8 

HED 
>8 

units  

Total 
(% per 
exposu

re) 

Rare / 
non-
drink

er 

Low 
risk 
Җ3uni
t HDD 

Increa
sed 
>3 & 
Җ6 

HED 
>6 

units  

Total 
(% per 
expos
ure) 

Rare / 
non-
drink

er 

Low 
risk 
Җ4 

units 

Increa
sed 
>4 & 
Җ8  

HED 
>8 

units 

Total 
(% per 
expos
ure) 

Rare / 
non-
drink

er 

Low 
risk 
Җ3 

units  

Increa
sed 
>3 & 
Җ6 

HED 
>6 

units 

Total 
(% 
per 

expos
ure) 

Men (n=1518) Women (n=1661) Men (n=3914) Women (n=4585) 

TYPE OF 
RELATIONSHIP 

n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) 

TOTAL 153 
(10) 

312 
(21) 

262 
(17) 

192 
(52) 

1518 
(100) 

325 
(20) 

360 
(22) 

327 
(20) 

650 
(39) 

1661 
(100) 

459 
(12) 

1180 
(30) 

1008 
(26) 

1268 
(32) 

3914 
(100) 

1018 
(22) 

1801 
(39) 

1172 
(26) 

594 
(13) 

4585 
(100) 

Relationship to closest person 

 Partner/spouse 47 
(12) 

93 
(23) 

79 
(20) 

176 
(45) 

395 
(26) 

108 
(21) 

129 
(25) 

127 
(24) 

155 
(30) 

519 
(31) 

300 
(12) 

815 
(31) 

691 
(27) 

774 
(30) 

2580 
(66) 

388 
(19) 

920 
(44) 

553 
(26) 

234 
(11) 

2095 
(46) 

 Parent or sibling 39 
(13) 

67 
(22) 

45 
(15) 

148 
(50) 

299 
(20) 

86 
(24) 

74 
(20) 

67 
(18) 

136 
(38) 

363 
(22) 

41 
(14) 

72 
(26) 

62 
(22) 

106 
(38) 

281 
(7) 

149 
(25) 

226 
(38) 

146 
(24) 

78 
(13) 

599 
(13) 

 Friend 61 
(8) 

147 
(19) 

134 
(17) 

446 
(56) 

788 
(52) 

114 
(16) 

147 
(20) 

127 
(17) 

340 
(47) 

728 
(44) 

97 
(10) 

271 
(29) 

230 
(24) 

349 
(37) 

947 
(24) 

320 
(21) 

550 
(37) 

402 
(27) 

220 
(15) 

1492 
(32) 

 Child 1 
(67) 

0 0 1 
(33) 

2 
(<1) 

2 
(33) 

0 1 
(19) 

2 
(48) 

5 
(<1) 

13 
(23) 

9 
(16) 

14 
(23) 

22 
(38) 

58 
(2) 

131 
(40) 

83 
(25) 

62 
(19) 

54 
(16) 

330 
(7) 

 Other relative 5 
(13) 

6 
(16) 

4 
(11) 

21 
(60) 

36 
(2) 

15 
(32) 

10 
(22) 

5 
(11) 

16 
(35) 

46 
(3) 

8 
(17) 

13 
(27) 

11 
(23) 

16 
(33) 

48 
(1) 

32 
(45) 

21 
(31) 

9 
(13) 

8 
(11) 

70 
(2) 
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Appendix 6 contains all stepwise regression models, including: Model 1: unadjusted, Model 2: 

adjusted for socio-economic position (SEP), Model 3: adjusted for SEP and ethnicity, Model 4 

(shown in the results section): adjusted for SEP, ethnicity and longstanding illness or disability. 

Living alone and drinking risk (NCDS) 

Figure 5-2 shows the relative risk ratios for alcohol risk group regressed on living alone for men 

and women in early and mid-adulthood (a full table of results is available in Appendix 7).  In 

early adulthood, both men and women follow a pattern whereby people living alone are less 

likely to be rare/non-drinkers, more likely to be increased risk drinkers and more likely again 

to be higher risk drinkers compared to low-risk drinkers.  In early adulthood, men who lived 

alone were significantly more likely to be increased risk (RRR=1.51, 95%CI=1.15-1.97) and 

higher risk (RRR=1.71, 95%CI=1.20-2.45) drinkers compared to low-risk drinkers.  Women who 

lived alone in early adulthood were significantly less likely to be rare/non-drinkers (RRR=0.59, 

95%CI=0.41-0.85) and significantly more likely to be increased risk drinkers (RRR=1.55, 

95%CI=1.07-2.25); however, the association with increased risk drinking was no longer 

statistically significant when a Bonferroni correction for multiple testing was applied. 

Men living alone in mid-adulthood were significantly more likely to be rare/non-drinkers 

(RRR=1.71, 95%CI=1.30-2.25) and were more likely to be higher risk drinkers (RRR=1.52, 

95%CI=0.97-2.37) though this effect did not reach statistical significance, whilst women living 

alone in mid-adulthood were significantly more likely to be higher risk drinkers only (RRR=3.42, 

95%CI=1.86-6.30). 
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Rare/Non-drinker=drinks less than monthly ς never Low risk=up to 14 units per week (reference category) 
Increased risk=15 ς 50/35 (men/women) per week Higher risk=50+/35+ (men/women) units per week 
Early adulthood = 23 years old (1981)  Mid-adulthood = 50-51 years old (2008-09) 
         Cell size<10    ~Bonferroni corrected alpha: early=0.167; mid=0.125 
 

Figure 5-2: Association of living alone and alcohol risk (units last week) (NCDS) 

 

Religious observance and drinking risk (NCDS) 

Results of the associations between religious observance and alcohol risk groups are shown in 

Figure 5-3 (full table of results in Appendix 7).  Across both sexes and life course stages, 

religious observers were more likely to be rare/non-drinkers and less likely to be increased or 

higher risk drinkers; however, there were insufficient numbers of high risk drinking religious 

observers to have confidence in these associations.  All results were in the expected direction 

and all associations between religious observance and a lower likelihood of risky drinking 

achieved statistical significance except those associations between religious observance and 

higher risk drinking amongst women.  This is likely due to relatively smaller sample sizes of 

higher risk drinking women.   
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Rare/non-drinker=drinks less than monthly ς never Low risk=up to 14 units per week (reference category) 
Increased risk=15 ς 50/35 (men/women) per week Higher risk=50+/35+ (men/women) units per week 
Early adulthood = 23 years old (1981)  Mid-adulthood = 50-51 years old (2008-09) 
         Cell size<10    ~Bonferroni corrected alpha: early=0.167; mid=0.125 
 

 

 
Rare/Non-drinker=drinks less than monthly ς never Low risk=up to 14 units per week (reference category) 
Increased risk=15 ς 50/35 (men/women) per week Higher risk=50+/35+ (men/women) units per week 
Early adulthood = 23 years old (1981)  Mid-adulthood = 50-51 years old (2008-09) 
         Cell size<10    ~Bonferroni corrected alpha: early=0.167; mid=0.125 
 

Figure 5-3: Association of religious observance and alcohol risk (units last week) (NCDS) 

 

Summary: Existence and number of relationships 

Living alone was significantly associated with risky drinking for men in early adulthood.  The 

direction of effect was the same for men in mid-adulthood although it failed to reach statistical 

significance.  In mid-adulthood men living alone were more likely to be rare or non-drinkers.  

Living alone was associated with risky drinking for women in both early and mid-adulthood. 
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Religious observance was associated with a lower likelihood of risky drinking for men and 

women in early and mid-adulthood. 

Table 5-7: Significant associations between living alone and alcohol risk 

 More likely: 
higher risk 
drinker 

More likely: 
increased risk 
drinker 

Less likely: 
rare/non-
drinker 

More likely: 
rare/non-
drinker 

Less likely: 
increased risk 
drinker 

Less likely: 
higher risk 
drinker 

Men: Early Yes Yes No No No No 

Men: Mid No No No Yes No No 

Women: Early No No Yes No No No 

Women: Mid Yes No No No No No 

 

Table 5-8: Significant associations between religious observance and alcohol risk 

 More likely: 
higher risk 
drinker 

More likely: 
increased risk 
drinker 

Less likely:  
rare/non-
drinker 

More likely:  
rare/non-
drinker 

Less likely: 
increased risk 
drinker 

Less likely: 
higher risk 
drinker 

Men: Early No No No Yes Yes Yes 

Men: Mid No No No No Yes Yes 

Women: Early No No No No Yes No 

Women: Mid No No No No Yes No 

 

Type of relationship 

To explore the concept of type of relationship, the exposure explored was relationship to the 

person the respondent felt closest to.  This measure was used in mid-adulthood (age 44) in 

the NCDS, and it was collected in UKHLS 2010-12 (using both age groups from different 

participants).   

At age 44, the majority of the NCDS sample nominated their partner as their closest person, 

although the proportion of men nominating a partner was higher than for women (85% vs 

74%: Table 5-5).  A higher proportion of women than men nominated a friend (11% vs 6%), a 

parent (9% vs 6%) or a child (5% vs 2%). 

The majority of early adults in the UKHLS dataset (2010-12; Table 5-6), nominated a friend as 

their closest person (52% of men and 44% of women), whereas the majority of the mid-

adulthood sample nominated a partner (66% of men and 46% of women).  In early adulthood, 

a higher proportion of women than men nominated a partner as their closest person (31% of 

women and 26% of men, whereas this pattern was reversed amongst the older sample).   
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As with the NCDS mid-adulthood group, a higher proportion of women than men nominated 

a friend (32% vs 24%), parent or sibling (13% vs 7%) or child (7% vs 2%). 

Relationship to closest person and heavy episodic drinking (UKHLS) 

In early adulthood, men who felt closest to a friend were significantly less likely to be rare/non-

drinkers and significantly more likely to be heavy episodic drinkers (HED) (see Figure 5-4 and 

Appendix 7).  In mid-adulthood, men who felt closest to either a friend or parent/sibling were 

significantly more likely to be HED, whereas those who felt closest to a partner were 

significantly less like to be HED. 

Similarly to men, women who were closest to a friend or parent/sibling were more likely to be 

HED and those who were closest to a partner were less likely to be HED; however, for women, 

these associations were all significant for both age groups.  In addition, women in mid-

adulthood were significantly less likely to be rare/non-drinkers if they felt closest to their 

partner; and those who felt closest to their child were significantly more likely to be a 

rare/non-drinker and significantly more likely to be HED. 
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Rare/non-drinker=drinks less than monthly or never  
Low risk=4 or fewer units on heaviest drinking day in last week (reference category) 
Heavy episodic=more than 8 units on heaviest drinking day of last week 
Early adulthood=18-25 years (2010-12) Mid-adulthood=41-55 years (2010-12) 
Results of weighted analysis reported ~Bonferroni corrected alpha=0.05 
 

Figure 5-4: Association of type of relationship to closest person and heavy episodic drinking (UKHLS) 

 

Relationship to closest person and drinking risk (NCDS) 

The majority of participants reported feeling closest to their partner or spouse (85% of men 

and 74% of women), although a higher proportion of women than men reported feeling 

closest to a friend/neighbour, parent/sibling or child (see Table 5-5). 

In mid-adulthood, feeling closest to a partner was associated with a lower likelihood of being 

both a rare/non-drinker and being an increased drinker (based on AUDIT score) for men (see 

Figure 5-5 and Appendix 7).  Feeling closest to a parent or sibling was associated with an 

increased likelihood of being a rare/non-drinker, an increased risk drinker and a higher risk 

drinker when compared to being a low-risk drinker.  Men who felt closest to a friend were 

more likely to be rare/non-drinkers.  None of these findings, except the association between 

feeling closest to a partner and a lower likelihood of being a non-drinker, remained statistically 

significant following the application of the Bonferroni correction and should therefore be 

treated with caution. 

For women in mid-adulthood, feeling closest to a partner was associated with a lower 

likelihood of being both a rare/non-drinker and a higher risk drinker (see Figure 5-5 and 
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Appendix 7), although only the former remained statistically significant following the 

application of a Bonferroni correction.  Feeling closest to a parent/sibling was associated with 

a higher likelihood of being a rare/non-drinker, and it was not possible to assess the 

association between feeling closest to a friend or parent/sibling and likelihood of being a 

higher risk drinker due to the small number of women in this group.   

 

 
Non-drinker=drinks never   Low risk=scores 0-7 on AUDIT (reference category) 
Increased risk=scores 8-15 on AUDIT  Higher risk=scores 16+ on AUDIT 
Mid-adulthood=44-45 years old (2002-2004) ~Bonferroni corrected alpha=0.125 
         Cell size<10 
 

Figure 5-5: Association of type of relationship to closest person and alcohol risk group (AUDIT score) 
(NCDS) 
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Type of relationship, social roles, and alcohol risk group (UKHLS & NCDS) 

In order to see whether the association between type of relationship and alcohol risk differed 

according to social role; social roles were dichotomised (married/cohabiting vs not; own child 

under 16 living in household vs not; employed/self-employed vs not employed/self-employed) 

and interaction terms were added to the fully adjusted models.   

Results of the interaction effects for type of relationship are shown in  
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Appendix 10.  Many of the sample sizes for young men were too small to be calculated, and 

where significant interactions were found for results relating to men in mid-adulthood, the 

sample sizes were too small to conduct the stratified analyses. 

Two 

notable results with sufficient sample sizes to be calculated related to the association between 

feeling closest to a parent/sibling and risky drinking according to marital status.   In mid-

 EARLY ADULTHOOD (age 18-25) 
 Men Women 

 ALCOHOL RISK ALCOHOL RISK 

Person felt closest to Rare / 
non-

drinker 

Low risk  Increase
d  

HED Rare / 
non-

drinker 

Low risk  Increase
d  

HED 

 RRR 95% 
CI 

 RRR 95% 
CI 

RRR 95% 
CI 

RRR 95% 
CI 

 RRR 95% 
CI 

RRR 95% 
CI 

Not this person Ref Ref Ref Ref Ref Ref Ref Ref 

Partner*marital 
status 

0.38 (--) Ref 1.52 (--) 1.27 (--) 1.07 
0.26-4.39 

Ref 0.74 
0.30-1.84 

0.70 
0.30-1.60 

Friend*marital status  2.23 (--) Ref 0.68 (--) 0.73 (--) 2.99* 
1.06-8.42 

Ref 1.44 
0.48-4.33 

1.40 
0.50-3.90 

Parent/sibling*marital 
status 

1.98 (--) Ref 0.64 (--) 0.77 (--) 1.60 
0.64-4.00 

Ref 1.12 
0.45-2.76 

1.19 
0.51-2.77 

Partner*parental 
status 

0.70 (--) Ref 1.99 (--) 1.44 (--) 1.29 
0.54-3.04 

Ref 1.00 
0.40-2.50 

0.60 
0.24-1.50 

Friend* parental 
status  

1.01 
0.15-6.93 

Ref 0.45 
0.06-3.41 

0.19 
0.03-1.05 

1.57 
0.59-4.18 

Ref 1.46 
0.54-3.90 

1.15 
0.45-2.94 

Parent/sibling*parent
al status 

1.50 
0.24-9.49 

Ref 0.51 
0.07-3.94 

0.60 
0.12-2.96 

1.11 
0.47-2.61 

Ref 1.03 
0.42-2.56 

1.36 
0.57-3.27 

Partner* employment 
status 

0.70 (--) Ref 1.10 (--) 1.14 (--) 1.51 
0.67-3.42 

Ref 0.83 
0.39-1.77 

0.96 
0.47-1.94 

Friend* employment 
status  

0.93 
0.33-2.60 

Ref 0.72 
0.31-1.66 

0.64 
0.32-1.27 

0.63 
0.29-1.40 

Ref 0.64 
0.30-1.36 

0.77 
0.40-1.47 

Parent/sibling* 
employment status  

1.37 
0.46-4.11 

Ref 0.87 
0.34-2.22 

0.71 
0.33-1.56 

0.73 
0.33-1.62 

Ref 1.28 
0.60-2.75 

0.88 
0.44-1.76 

 MID-ADULTHOOD (age 41-55) 
 Men Women 
 ALCOHOL RISK ALCOHOL RISK 

Person felt closest to Rare / 
non-

drinker 

Low risk  Increase
d  

HED Rare / 
non-

drinker 

Low risk  Increase
d  

HED 

 RRR 95% 
CI 

 RRR 95% 
CI 

RRR 95% 
CI 

RRR 95% 
CI 

 RRR 95% 
CI 

RRR 95% 
CI 

Not this person Ref Ref Ref Ref Ref Ref Ref Ref 

Partner*marital 
status  

1.49 
0.51-4.33 

Ref 0.41* 
0.19-0.89 

0.80 
0.38-1.69 

1.85 
0.85-4.00 

Ref 0.72 
0.38-1.36 

0.80 
0.32-1.99 

Friend*marital status  1.84 
0.85-3.98 

Ref 2.52** 
1.41-4.50 

1.86* 
1.08-3.19 

1.46 
0.94-2.26 

Ref 1.03 
0.67-1.57 

1.38 
0.81-2.35 

Parent/sibling*marital 
status 

1.37 
0.60-3.14 

Ref 3.31***  
1.71-3.69 

1.46 
0.77-2.75 

1.74* 
1.06-2.84 

Ref 1.22 
0.76-1.98 

2.03** 
0.29-0.72 

Partner*parental 
status 

0.92 
0.50-1.69 

Ref 0.68 
0.44-1.07 

0.81 
0.53-1.23 

1.16 
0.80-1.69 

Ref 0.97 
0.69-1.36 

0.73 
0.47-1.15 

Friend* parental 
status  

1.56 
0.77-3.14 

Ref 1.59 
0.97-2.60 

1.46 
0.92-2.32 

1.02 
0.68-1.54 

Ref 1.19 
0.83-1.71 

1.33 
0.84-2.10 

Parent/sibling*parent
al status 

1.31 
069-2.48 

Ref 1.61* 
1.02-2.54 

1.27 
0.83-1.94 

1.02 
0.71-1.47 

Ref 1.11 
0.79-1.56 

1.44 
0.93-2.23 

Partner* employment 
status 

1.01 
0.50-2.02 

Ref 0.85 
0.41-1.75 

1.10 
0.59-2.03 

0.74 
0.49-1.12 

Ref 0.69 
0.44-1.09 

0.46** 
0.26-0.81 

Friend* employment 
status  

0.47 
0.22-1.03 

Ref 0.74 
0.35-1.57 

0.71 
0.37-1.34 

1.31 
0.84-2.05 

Ref 1.38 
0.87-2.18 

0.98 
0.56-1.70 

Parent/sibling* 
employment status  

0.79 
0.39-1.63 

Ref 1.28 
0.62-2.64 

0.93 
0.50-1.71 

1.33 
0.87-2.03 

Ref 1.54 
0.99-2.40 

1.63 
0.96-2.79 
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adulthood, feeling closest to a parent/sibling was associated with a greater likelihood of 

increased risk single episode drinking for married/cohabiting men (RRR=1.26, 95%CI=0.95-

1.67) and heavy episodic drinking for married/cohabiting women (RRR=1.36, 95%CI=1.07-

1.73), whereas feeling closest to a parent/sibling was associated with a lower likelihood of 

increased risk single episodic drinking for unmarried/non-cohabiting men (R=0.38, 

95%CI=0.21-0.70) and heavy episodic drinking for unmarried/non-cohabiting women 

(RRR=0.67, 95%CI=0.40-1.13).  However, this result was not replicated for increased or higher 

risk drinking amongst the mid-adulthood NCDS sample. 

Summary: Type of relationship 

A summary of statistically significant associations can be found in Table 5-9.  Across both 

datasets and all age groups, feeling closest to a partner appears to be protective against being 

a heavy episodic or higher risk drinker.  However, in mid-adulthood, feeling closest to a partner 

was also associated with a lower likelihood of being a rare or non-drinker. 

Feeling closest to a friend was associated with risky drinking across all groups and feeling 

closest to a parent or sibling was associated with risky drinking with all groups except men in 

early adulthood.  However, feeling closest to a parent or sibling was also linked to a greater 

likelihood of being a rare/non-drinking for both sexes in mid-adulthood and there appeared 

to be some differences according to marital/cohabiting status. 

For women in mid-adulthood, feeling closest to their child was associated with a greater 

likelihood of being a higher risk drinker and a greater likelihood of being a rare/non-drinker. 

 

Table 5-9: Significant associations between person feel closest to and alcohol risk 

 More likely: 
higher risk 
drinker 

More likely: 
heavy 
episodic 
drinker 

More likely: 
increased 
risk drinker 

Less likely: 
rare/non-
drinker 

More likely: 
rare/non-
drinker 

Less likely: 
increased 
risk drinker 

Less likely: 
heavy 
episodic 
drinker 

Less likely: 
higher risk 
drinker 

Men: Early  Friend  Friend     

Men: Mid Parent/ 
sibling 

Parent/ 
sibling 
Friend 

Parent/ 
sibling 

Partner  Parent/ 
sibling 
Friend 

Partner Partner  

Women: 
Early 

 Parent/ 
sibling 
Friend 

 Friend   Partner  

Women: 
Mid 

 
Parent/ 
sibling 

 Partner  Parent/ 
sibling 

Partner Partner Partner 
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Friend 
Child 

Child 

 

Frequency of contact 

The exposure variable frequency of visits to or received by friends or relatives (collected in 

early adulthood: aged 23 and mid-adulthood: aged 50) was used to explore the concept of 

frequency of contact.  Due to evidence that the effect of seeing relatives may be different to 

that of seeing friends, the exposure frequency of visits to or by friends in the last two weeks 

(collected in mid-adulthood: aged 50) was also explored. 

In early adulthood, most participants saw friends or relatives at least once per week (65% of 

men and 73% of women) and the minority saw friends or family less than once per month to 

never (7% of men and 3% of women) (Table 5-4).  By mid-adulthood, the proportion of people 

seeing friends or family at least once per week had dropped to 35% of men and 51% of women.  

And the proportion seeing friends or family less than once per month had increased to 34% of 

men and 22% of women. 

Whilst a higher proportion of women than men saw friends or relatives at least once per week 

in mid-adulthood, the proportion of participants who saw friends only was similar for men and 

women across each frequency (Table 5-3).  The majority of participants had seen friends once 

or twice in the past two weeks (48% of men and 45% of women).  Eight per cent of men and 

women saw friends more than 6 times in the last two weeks and 18% of men and 16% of 

women had seen no friends in the last two weeks. 

Frequency seen friends or family and alcohol risk group (NCDS) 

For men, there were no significant differences in drinking risk between those who had seen 

friends or family at least once in the last month compared to those who had seen friends or 

family at least weekly.  However, men in early adulthood who had seen no friends or family 

(vs seeing them weekly or more often) were significantly more likely to be rare/non-drinkers 

and significantly more likely to be higher risk drinkers (see Figure 5-6 and Appendix 7).  By mid-

adulthood however, these differences were no longer evident. 
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For women, there were no significant associations between frequency of seeing friends or 

family and drinking risk, except amongst women in mid-adulthood where those seeing friends 

or family at least monthly (vs at least weekly) were significantly less likely to be rare/non-

drinkers (see Figure 5-7 and Appendix 7).  However, there was a non-significant tendency for 

a greater likelihood of risky drinking amongst women of both ages who had seen no friends or 

family in the past month. 

Frequency seen friends or family, social roles, and alcohol risk group (NCDS) 

In order to see whether the association between frequency of visits to/from friends or 

relatives and alcohol risk differed according to social role; social roles were dichotomised 

(married/cohabiting vs not; own child under 16 living in household vs not; employed/self-

employed vs not employed/self-employed) and interaction terms were added to the fully 

adjusted models.   

Results are shown in Table 5-10, where statistically significant interactions were found 

amongst men in early adulthood for parental status and higher risk drinking and for 

employment status and rare/non-drinking and higher risk drinking, and amongst women in 

mid-adulthood for parental status and higher risk drinking.  Analyses were stratified for each 

for these social roles and drinking risks to explore these findings further.   

No significant interactions were found for marital status and frequency of contact in either sex 

or age group. 

Parental status and higher risk drinking 

For men in early adulthood with children living at home, seeing friends or family at least once 

per month (vs at least once per week) was associated with a lower likelihood of being a higher 

risk drinker (RRR=0.51, 95%CI=0.28-0.93), whereas no such association was present amongst 

men without children at home (RRR=1.01, 95%CI=0.83-1.24). 

Employment status, risky drinking, and non-drinking 
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Amongst employed men in early adulthood, seeing no friends or family was associated with a 

greater likelihood of being a higher risk drinker (RRR=2.39, 95%CI=1.74-3.27), whereas no such 

association was present amongst men who were not employed (RRR=0.83, 95%CI=0.58-1.14). 

Amongst men in early adulthood who were not employed, those seeing friends or family at 

least once per month (vs at least once per week) were significantly less likely to be higher risk 

drinkers (RRR=0.54, 95%CI=0.33-0.89) and significantly less likely to be rare/non-drinkers 

(RRR=0.54, 95%CI=0.34-0.87).  No such association was found amongst employed men for 

higher risk drinking (RRR=1.08, 95%CI=0.88-1.32) or for rare/non-drinking (RRR=1.01, 

95%CI=0.80-1.29).   
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Rare/Non-drinker=drinks less than monthly ς never Low risk=up to 14 units per week (reference category) 
Increased risk=15 ς 50 per week   Higher risk=50+ units per week 
Early adulthood = 23 years old (1981)  Mid-adulthood = 50-51 years old (2008-09) 
~Bonferroni corrected alpha: early=0.167; mid=0.125 

Figure 5-6: Frequency of visits to/from friends and family in last month and alcohol risk group (units 
last week) (NCDS) 

 
Rare/Non-drinker=drinks less than monthly-never Low risk=up to 14 units per week (reference category) 
Increased risk=15ς35 per week   Higher risk=35+ units per week 
Early adulthood=23 years old (1981)  Mid-adulthood=50-51 years old (2008-09) 
         Cell size<10    ~Bonferroni corrected alpha: early=0.167; mid=0.125 
 

Figure 5-7: Frequency of visits to/from friends and family in last month and alcohol risk group (units 
last week) (NCDS) 
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Table 5-10: Relative risk ratios for the association between social integration/isolation (frequency of 
visits to/from friends or family) and alcohol risk group with social roles as interaction terms (NCDS 
1981 and 2008-2009) 

 EARLY ADULTHOOD (age 23) 
 Men (n=6027) Women (n=6095) 

 ALCOHOL RISK ALCOHOL RISK 

Frequency visits 
friends/relatives 

Rare / 
non-

drinker 

Low risk 
Җ14 units 

Increase
d 15 to 

<50 

Higher 
risk 

(50+) 

Rare / 
non-

drinker 

Low risk 
Җ14 units 

Increase
d 15 to 

<35 

Higher 
risk 

(35+) 

 RRR 95% 
CI 

 RRR 95% 
CI 

RRR 95% 
CI 

RRR 95% 
CI 

 RRR 95% 
CI 

RRR 95% 
CI 

Min.  1/week Ref Ref Ref Ref Ref Ref Ref Ref 

Min.  1/mth*marital 
status 

0.74 
0.49-1.14 

Ref 0.98 
0.75-1.28 

0.85 
0.55-1.30 

1.24 
0.93-1.67 

Ref 0.88 
0.59-1.31 

0.95 
0.33-2.73 

Not in last 4 
weeks*marital status  

1.13 
0.53-2.45 

Ref 1.27 
0.68-2.37 

0.97 
0.41-2.30 

1.73- 
0.83-3.61 

Ref 0.70 
0.24-2.01 

0.32 
0.05-1.97 

Min.  1/mth*parental 
status 

1.04 
0.64-1.70 

Ref 1.03 
0.72-1.48 

0.52* 
0.28-0.96 

0.92 
0.69-1.23 

Ref 0.94 
0.51-1.73 

1.03 
0.27-3.94 

Not in last 4 weeks* 
parental status  

0.62 
0.27-1.44 

Ref 0.74 
0.36-1.52 

0.79 
0.33-1.89 

0.90 
0.41-1.99 

Ref 0.99 
0.21-4.77 

- 
 

Min.  1/mth* 
employment status  

0.53* 
0.31-0.90 

Ref 0.85 
0.59-1.22 

0.50* 
0.29-0.85 

1.01 
0.76-1.34 

Ref 0.99 
0.59-1.66 

0.41 
0.09-1.90 

Not in last 4 weeks* 
employment status  

0.68 
0.32-1.43 

Ref 1.27 
0.70-2.31 

0.36* 
0.16-0.80 

1.29 
0.61-2.69 

Ref 1.30 
0.42-4.01 

0.69 
0.07-6.56 

 MID-ADULTHOOD (age 50-51) 
 Men (n=3819) Women (n=4021) 
 ALCOHOL RISK ALCOHOL RISK 

Frequency visits 
friends/relatives 

Rare / 
non-

drinker 

Low risk 
Җ14 units 

Increase
d 15 to 

<50 

Higher 
risk 

(50+) 

Rare / 
non-

drinker 

Low risk 
Җ14 units 

Increase
d 15 to 

<35 

Higher 
risk 

(35+) 

 RRR 95% 
CI 

 RRR 95% 
CI 

RRR 95% 
CI 

RRR 95% 
CI 

 RRR 95% 
CI 

RRR 95% 
CI 

Min.  1/week Ref Ref Ref Ref Ref Ref Ref Ref 

Min.  1/mth*marital 
status 

0.81 
0.44-1.49 

Ref 0.62 
0.38-1.05 

1.17 
0.40-3.46 

1.16 
0.70-1.94 

Ref 0.76 
0.37-1.58 

1.00 
0.25-4.01 

Not in last 4 
weeks*marital status  

0.84 
0.48-1.47 

Ref 1.04 
0.65-1.64 

1.83 
0.70-4.78 

1.39 
0.86-2.24 

Ref 0.83 
0.39-1.74 

0.50 
0.13-1.86 

Min.  1/mth*parental 
status 

1.24 
0.66-2.31 

Ref 1.34 
0.91-1.98 

0.55 
0.20-1.50 

0.74 
0.44-1.23 

Ref 0.99 
0.54-1.81 

0.15 
0.02-1.42 

Not in last 4 weeks* 
parental status  

1.08 
0.60-1.94 

Ref 0.74 
0.49-1.11 

0.53 
0.21-1.38 

0.63 
0.38-1.05 

Ref 0.85 
0.45-1.60 

0.09* 
0.01-0.78 

Min.  1/mth* 
employment status  

2.01 
1.00-4.05 

Ref 0.76 
0.37-1.56 

0.55 
0.13-2.25 

0.92 
0.57-1.49 

Ref 0.74 
0.37-1.49 

0.49 
0.11-2.28 

Not in last 4 weeks* 
employment status  

1.83 
0.94-3.54 

Ref 1.45 
0.76-2.76 

2.50 
0.92-6.79 

0.97 
0.60-1.58 

Ref 0.67 
0.30-1.52 

0.68 
0.18-2.53 

Marital status=not married cohabiting (vs married/cohabiting)  *P<0.05  **P<0.01  ***P<0.001 
Parental status=children<16 in households (vs not) Model adjusted for SEP, ethnicity and  
Employment status=not employed/self-employed    longstanding illness or disability 
(vs employed/self-employed)     ^Outcome base category is low risk drinkers 
         Cell size<10 
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Frequency seen friends in last 2 weeks (NCDS - mid-adulthood only) 

The majority of both men (48%) and women (45%) had seen friends once or twice in the last 

two weeks, with the smallest proportions seeing friends more than 6 times (8% of men and 

women) followed by those seeing no friends (18% men; 16% women) (see Table 5-4). 

For both men and women in mid-adulthood, seeing no friends in the last two weeks was 

associated with a higher likelihood of being a rare/non-drinker and a higher likelihood of being 

a higher risk drinker (although the latter only reached statistical significance amongst women) 

(see Figure 5-8 and Appendix 7).  For men, seeing no friends was associated with a decreased 

likelihood of being an increased risk drinker, whereas amongst women, seeing no friends was 

associated with an increased likelihood of being an increased risk drinker.  However, neither 

result remained statistical significant following the Bonferroni correction. 

At the other extreme, seeing friends more than six times in the last two weeks was associated 

with a significantly greater likelihood of being a rare/non-drinker, an increased risk drinker 

and a higher risk drinker for both men and women in mid-adulthood.  All of these results 

remained statistically significant following the Bonferroni correction, except for the 

association between seeing friends more than six times and increased risk drinking amongst 

women.  The association was particularly pronounced for people seeing friends more than six 

times in the last week and being higher risk drinkers.  The relative risk of being a higher (vs 

low) risk drinker increased by a factor of 7.78 for men seeing friends more than six times (vs 

once or twice) (RRR=7.78, 95%CI=4.70-12.88) and increased by a factor of 7.38 for women 

(RRR=7.38, 95%CI=3.56-15.28).  It should be noted that the sample sizes were small here (35 

men and 16 women: see Table 5-4) leading to large confidence intervals. 
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Rare/Non-drinker=drinks less than monthly-never Low risk=up to 14 units per week (reference category) 
Increased risk=15-50/35 (men/women) per week Higher risk=50+/35+ (men/women) units per week 
Mid-adulthood=50-51 years old (2008-09)  ~Bonferroni corrected alpha=0.125 

Figure 5-8: Frequency seen friends in last 2 weeks and alcohol risk group (units last week): Men and 
women in mid-adulthood (NCDS) 

 
 

Frequency seen friends in last two weeks, social roles, and alcohol risk group (NCDS) 

In order to see whether the association between frequency of visits to/from friends in the last 

two weeks and alcohol risk differed according to social role; social roles were dichotomised 
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(married/cohabiting vs not; own child under 16 living in household vs not; employed/self-

employed vs not employed/self-employed) and interaction terms were added to the fully 

adjusted models.   

Results are shown in Table 5-11 where statistically significant interactions were found 

amongst men for seeing no friends at all and increased risk drinking by parental status and 

amongst women for seeing no friends at all and increased risk drinking by employment status.  

Analyses were stratified for each for these social roles to explore this finding further.   

No significant interactions were found for marital status and frequency of contact in either sex 

or age group. 

 

Parental status and increased risk drinking: men in mid-adulthood 

Amongst men in mid-adulthood, those with children living in the household who had seen no 

friends in the last two weeks (vs seen friends once or twice) were significantly less likely to be 

increased (vs low) risk drinkers (RRR=0.49, 95%CI=0.32-0.76).  No significant relationship 

between seeing no friends and increased risk drinking was found for men without children in 

the household (RRR=0.88, 95%CI=0.69-1.13). 

Employment status and increased risk drinking: women in mid-adulthood 

Amongst women in mid-adulthood, those who were employed and had seen no friends in the 

previous two weeks (vs seen friends once or twice) were significantly more likely to be 

increased (vs low) risk drinkers (RRR=1.63, 95%CI=1.17-2.26); whereas the opposite direction 

of effect (non-significant) was present for women who were not employed (RRR=0.48, 

95%CI=0.16-1.47). 

Table 5-11: Relative risk ratios for the association between social integration/isolation 
(frequency seeing FRIENDS ONLY) and alcohol risk with social roles as interaction terms 
(NCDS 2008-2009) 

 MID-ADULTHOOD (age 50-51) 
 Men (n=3819) Women (n=4021) 

 ALCOHOL RISK ALCOHOL RISK 

Frequency 
visited/visited by 
friends last 2 weeks 

Rare / 
non-

drinker 

Low risk 
Җ14 
units 

Increase
d 15 to 

<50 

Higher 
risk 

(50+) 

Rare / 
non-

drinker 

Low risk 
Җ14 
units 

Increase
d 15 to 

<35 

Higher 
risk 

(35+) 
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 RRR 95% 
CI 

 RRR 95% 
CI 

RRR 95% 
CI 

RRR 95% 
CI 

 RRR 95% 
CI 

RRR 95% 
CI 

Not at all*marital 
status 

1.43 
0.77-2.66 

Ref 1.71 
0.94-3.10 

0.61 
0.14-2.69 

1.54 
0.87-2.75 

Ref 0.84 
0.30-2.34 

1.78 
0.35-8.98 

Once or twice Ref Ref Ref Ref Ref Ref Ref Ref 

Three to six 
times*marital status 

0.61 
0.32-1.16 

Ref 0.92 
0.58-1.48 

0.62 
0.21-1.83 

1.39 
0.85-2.26 

Ref 1.00 
0.51-1.99 

1.76 
0.36-8.68 

More than six 
times*marital status 

1.12 
0.48-2.59 

Ref 1.75 
0.88-3.48 

0.97 
0.30-3.07 

1.37 
0.72-2.62 

Ref 0.98 
0.36-2.67 

0.71 
0.15-3.44 

Not at all*parental 
status 

0.56 
0.30-1.06 

Ref 0.55* 
0.34-0.91 

1.77 
0.52-5.98 

0.73 
0.41-1.33 

Ref 0.83 
0.38-1.79 

- 

Three to six 
times*parental status 

1.44 
0.78-2.68 

Ref 1.17 
0.80-1.71 

2.22 
0.77-6.43 

1.03 
0.63-1.67 

Ref 1.07 
0.60-1.90 

0.15 
0.02-1.54 

More than six 
times*parental status 

0.46 
0.16-1.30 

Ref 0.53 
0.26-1.08 

0.85 
0.23-3.22 

1.53 
0.76-3.08 

Ref 0.64 
0.21-1.93 

0.46 
0.08-2.50 

Not at all* 
employment status 

1.16 
0.55-2.44 

Ref 0.49 
0.17-1.43 

0.66 
0.16-2.69 

1.22 
0.72-2.08 

Ref 0.30* 
0.09-0.95 

1.77 
0.32-9.77 

Three to six times* 
employment status 

0.79 
0.38-1.65 

Ref 0.74 
0.38-1.45 

0.38 
0.11-1.23 

1.08 
0.68-1.72 

Ref 0.81 
0.41-1.59 

0.55 
0.08-3.97 

More than six times* 
employment status 

1.31 
0.52-3.30 

Ref 1.85 
0.80-4.26 

0.43 
0.12-1.51 

0.97 
0.52-1.82 

Ref 1.08 
0.42-2.76 

1.85 
0.35-9.65 

Marital status=not married cohabiting (vs married/cohabiting)  *P<0.05  **P<0.01  ***P<0.001 
Parental status=children<16 in households (vs not) Model adjusted for SEP, ethnicity and  
Employment status=not employed/self-employed    longstanding illness or disability 
(vs employed/self-employed)     ^Outcome base category is low risk drinkers 

Summary: Frequency of contact 

For men in early adulthood, seeing no friends or family in the past month was associated with 

a greater likelihood of being a higher risk drinker and a greater risk of being a rare/non-drinker.  

For women in mid-adulthood, seeing no friends or family was associated with a greater 

likelihood of being a higher risk drinker (see Table 5-12). 

Table 5-12: Significant associations between seeing no friends or family in past month and alcohol 
risk 

 More likely: 
higher risk 
drinker 

More likely: 
increased risk 
drinker 

Less likely: 
rare/non-
drinker 

More likely: 
rare/non-
drinker 

Less likely: 
increased risk 
drinker 

Less likely: 
higher risk 
drinker 

Men: Early Yeŝ  No No Yes No No 

Men: Mid No No No No No No 

Women: Early No No No No No No 

Women: Mid Yes~ No No No No No 

^Significant interaction by employment status: Men in paid employment significantly more likely to be higher risk drinkers, 
no significant difference for men not in paid employment. 
~Significant interaction by parental status: Women with no child in the household significantly more likely to be higher risk 
drinkers, no significant difference for women with children in household. 

 

Significant associations between seeing no friends and seeing friends very frequently (>6 

times) in the past two weeks are shown in Table 5-13. 

For men in mid-adulthood, seeing no friends was associated with a lower likelihood of 

increased risk drinking, but a greater (though non-significant) likelihood of higher risk drinking, 
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whereas seeing friends very frequently was associated with a greater likelihood of both 

increased and higher risk drinking.  For women in mid-adulthood, seeing no friends and seeing 

friends very frequently were both associated with a greater likelihood of risky drinking.  For 

both men and women, seeing no friends and seeing friends very frequently were associated 

with a greater likelihood of rare/non-drinking compared to low-risk drinking. 

Table 5-13: Significant associations between seeing no friends vs seeing friends very frequently (>6 
times) in past two weeks 

 More likely: 
higher risk 
drinker 

More likely: 
increased risk 
drinker 

Less likely: 
rare/non-
drinker 

More likely: 
rare/non-
drinker 

Less likely: 
increased b 
drinker 

Less likely: 
higher risk 
drinker 

Saw no friends in past 2 weeks 

Men: Mid No No No Yes Yes No 

Women: Mid Yes Yes No Yes No No 

Saw friends more than 6 times in past 2 weeks 

Men: Mid Yes Yes No Yes No No 

Women: Mid Yes Yes No Yes No No 

Sensitivity analysis 1 

A sensitivity analysis was conducted including all social integration/isolation variables into one 

model for each age group (Appendix 8).  The inclusion of all variables into one model did not 

change the pattern of effects.  

Sensitivity analysis 2 

An additional sensitivity analysis was conducted repeating the separate analyses described in 

this section with additional adjustment for highest level of education, income (where 

available), personality (where available) and mental health or wellbeing.  A full description of 

these sensitivity analyses is included in Appendix 9.  The inclusion of additional adjustment 

variables did not alter the pattern of results for the relationship between religious observance 

and alcohol consumption, relationship to closest person and alcohol consumption, or living 

alone and alcohol consumption, although the association between living alone and higher risk 

drinking amongst women in mid-adulthood was somewhat attenuated by the addition of the 

mental wellbeing variable (RRR=2.01, 95%CI=0.97-4.20).  Similarly, the relationship between 

frequency of seeing friends and family was largely similar in the additionally adjusted models, 

but the association between seeing no friends and family in the past 4 weeks and higher risk 

drinking was somewhat attenuated in women of both age groups when the mental wellbeing 

variable was added.  This indicates that part of the relationship between isolation and higher 
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risk drinking amongst women may be explained by psychological factors.  That said, whilst the 

pattern of effects was again largely similar in the additionally adjusted models exploring 

frequency of seeing friends in the past two weeks and alcohol consumption in mid-adulthood, 

the relationship between seeing no friends and higher risk drinking amongst women was 

strengthened by the addition of the mental wellbeing variable. 

5.5.4 Relational content and alcohol risk 

To explore House et al. (44)Ωǎ Ŏƻncept of relational content, this section firstly explores the 

relationship between (positive) social support and alcohol risk and then explores the 

relationship between (negative) social conflict and alcohol risk. 

 

Social support 

The exposures examined to explore the concept of social support were amount of 

confiding/emotional support received from closest person (middle and highest tertile vs 

lowest tertile) and the amount of practical support received from closest person (middle and 

highest tertile vs lowest tertile) collected at age 44 (mid-adulthood) in the NCDS. 

As per the analyses for type of relationship, which also used data from the age 44 sweep of 

the NCDS, alcohol risk is calculated here by AUDIT score.   

The highest proportion of higher risk drinkers (men and women) was found amongst those in 

the lowest tertile of receiving emotional/confiding support.  For men, a similar (though less 

pronounced) pattern was found for practical support, whereas for women, higher risk drinkers 

were evenly spread across the practical support tertiles (see  
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Table 5-14).   

Social conflict 

The exposures examined to explore the concept of social conflict were amount of negative 

support received from closest person (middle and highest tertile vs lowest tertile) collected at 

age 44 (mid-adulthood) in the NCDS. 

For both men and women, those in the highest tertile for receiving negative support had the 

highest proportion of higher risk drinkers (see Table 5 14). 

 

 

 

 2002-2004 (biomedical sweep) 
(44-45yrs) n=7357 

ALCOHOL RISK ALCOHOL RISK 

Non-
drinker 

Low 
risk 

AUDIT 
1-7 

Increas
ed 

AUDIT 
8-15 

Higher 
risk 

AUDIT 
16+ 

Total Non-
drinker 

Low 
risk 

AUDIT 
1-7 

Increas
ed  

AUDIT 
8-15 

Higher 
risk 

AUDIT 
16+ 

Total 

Men (n=3579) Women (n=3781) 

 n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) 

TOTAL 150 
(4) 

2180 
(61) 

1085 
(30) 

164 
(5) 

3579 289 
(8) 

2974 
(79) 

448 
(12) 

71 
(2) 

3781 

SOCIAL SUPPORT 

Confiding/emotional support tertiles 

 Lowest 62 
(4) 

919 
(59) 

491 
(31) 

86 
(6) 

1558 
(44) 

125 
(9) 

1091 
(77) 

165 
(12) 

36 
(2) 

1417 
(37) 

 Middle 42 
(4) 

688 
(60) 

373 
(32) 

48 
(4) 

1151 
(32) 

89 
(7) 

1032 
(81) 

141 
(11) 

19 
(1) 

1281 
(34) 

 Highest 46 
(5) 

573 
(66) 

221 
(26) 

30 
(3) 

870 
(24) 

75 
(7) 

850 
(78) 

142 
(13) 

16 
(1) 

1083 
(29) 

Practical support tertiles 

 Lowest 57 
(5) 

717 
(58) 

398 
(32) 

59 
(5) 

1231 
(35) 

116 
(8) 

1155 
(78) 

181 
(12) 

32 
(2) 

1484 
(39) 

 Middle 37 
(3) 

682 
(61) 

348 
(31) 

56 
(5) 

1123 
(31) 

64 
(6) 

881 
(79) 

149 
(13) 

17 
(2) 

1111 
(30) 

 Highest 56 
(5) 

781 
(64) 

339 
(28) 

49 
(4) 

1225 
(34) 

109 
(9) 

937 
(79) 

118 
(10) 

22 
(2) 

1186 
(31) 

SOCIAL CONFLICT 

Negative support tertiles 

 Lowest 61 
(4) 

1059 
(63) 

511 
(30) 

57 
(3) 

1688 
(47) 

132 
(8) 

1420 
(80) 

196 
(11) 

21 
(1) 

1769 
(47) 

 Middle 55 
(5) 

710 
(59) 

372 
(31) 

59 
(5) 

1196 
(34) 

88 
(6) 

1095 
(80) 

160 
(12) 

25 
(2) 

1368 
(36) 

 Highest 34 
(5) 

411 
(59) 

202 
(29) 

48 
(7) 

695 
(19) 

69 
(11) 

458 
(71) 

92 
(14) 

25 
(4) 

644 
(17) 



 

151 
 

 

 

 

 

 

 

 

Table 5-14: Relational content: Social support and social conflict and alcohol risk (AUDIT score) in 
mid-adulthood (NCDS 2002-2004) 

 

Social support: emotional/confiding support and alcohol risk  

For men in mid-adulthood, those receiving the highest level of emotional/confiding support, 

were significantly less likely to be increased or higher (vs low) risk drinkers (see Figure 5-9 and 

Appendix 7).  For women in mid-adulthood, those in the middle (vs lowest) tertile for 

 2002-2004 (biomedical sweep) 
(44-45yrs) n=7357 

ALCOHOL RISK ALCOHOL RISK 

Non-
drinker 

Low 
risk 

AUDIT 
1-7 

Increas
ed 

AUDIT 
8-15 

Higher 
risk 

AUDIT 
16+ 

Total Non-
drinker 

Low 
risk 

AUDIT 
1-7 

Increas
ed  

AUDIT 
8-15 

Higher 
risk 

AUDIT 
16+ 

Total 

Men (n=3579) Women (n=3781) 

 n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) 

TOTAL 150 
(4) 

2180 
(61) 

1085 
(30) 

164 
(5) 

3579 289 
(8) 

2974 
(79) 

448 
(12) 

71 
(2) 

3781 

SOCIAL SUPPORT 

Confiding/emotional support tertiles 

 Lowest 62 
(4) 

919 
(59) 

491 
(31) 

86 
(6) 

1558 
(44) 

125 
(9) 

1091 
(77) 

165 
(12) 

36 
(2) 

1417 
(37) 

 Middle 42 
(4) 

688 
(60) 

373 
(32) 

48 
(4) 

1151 
(32) 

89 
(7) 

1032 
(81) 

141 
(11) 

19 
(1) 

1281 
(34) 

 Highest 46 
(5) 

573 
(66) 

221 
(26) 

30 
(3) 

870 
(24) 

75 
(7) 

850 
(78) 

142 
(13) 

16 
(1) 

1083 
(29) 

Practical support tertiles 

 Lowest 57 
(5) 

717 
(58) 

398 
(32) 

59 
(5) 

1231 
(35) 

116 
(8) 

1155 
(78) 

181 
(12) 

32 
(2) 

1484 
(39) 

 Middle 37 
(3) 

682 
(61) 

348 
(31) 

56 
(5) 

1123 
(31) 

64 
(6) 

881 
(79) 

149 
(13) 

17 
(2) 

1111 
(30) 

 Highest 56 
(5) 

781 
(64) 

339 
(28) 

49 
(4) 

1225 
(34) 

109 
(9) 

937 
(79) 

118 
(10) 

22 
(2) 

1186 
(31) 

SOCIAL CONFLICT 

Negative support tertiles 

 Lowest 61 
(4) 

1059 
(63) 

511 
(30) 

57 
(3) 

1688 
(47) 

132 
(8) 

1420 
(80) 

196 
(11) 

21 
(1) 

1769 
(47) 

 Middle 55 
(5) 

710 
(59) 

372 
(31) 

59 
(5) 

1196 
(34) 

88 
(6) 

1095 
(80) 

160 
(12) 

25 
(2) 

1368 
(36) 

 Highest 34 
(5) 

411 
(59) 

202 
(29) 

48 
(7) 

695 
(19) 

69 
(11) 

458 
(71) 

92 
(14) 

25 
(4) 

644 
(17) 
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emotional/confiding support were significantly less likely to be higher risk drinkers (see Figure 

5-9).  The results for men remained statistically significant when accounting for multiple 

testing using the Bonferroni correction, but the results for women did not.  The direction of 

effect for women in the highest tertile for emotional/confiding support was the same, but the 

relationship failed to reach statistical significance. 

 

Sensitivity analysis 1 

A sensitivity analysis was conducted including all relational content variables and the closest 

person variable in one model (see Appendix 8).  In the integrated model, the modelled 

relationships between emotional/confiding support and alcohol risk were similar, but the 

relationship between high emotional/confiding support and increased risk drinking amongst 

women was significantly strengthened in the integrated model.  

Sensitivity analysis 2 

An additional sensitivity analysis was conducted where the model was additionally adjusted 

for mental health (see Appendix 9).  The pattern of results was largely similar, although the 

relationship between high emotional/confiding support and a greater likelihood of increased 

risk drinking amongst women was strengthened. 

Social support: emotional/  confiding support, social roles, and alcohol risk  

Interaction terms for marital status (married/cohabiting vs not), parental status (own children 

under 16 living at home vs not) and employment status (in paid employment vs not) were 

entered into the fully adjusted models (see Table 5-15).  Significant interactions were found 

for marital status and employment status. 

Highest tertile of confiding/emotional support, risky drinking, and marital status 

Amongst married and cohabiting men in mid-adulthood, those receiving the highest level of 

emotional/confiding support (vs lowest level) were significantly less likely to be increased (vs 

low) risk drinkers (RRR=0.80, 95%CI=0.66-0.99) and significantly less likely to be higher risk 
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drinkers (RRR=0.44, 95%CI=0.27-0.74).  Amongst unmarried men, the relationship between 

the highest level of confiding/emotional support and increased risk drinking was strengthened 

(RRR=0.37, 95%CI=0.18-0.77); whereas the relationship between high levels of 

confiding/emotional support and higher risk drinking was non-significant and in the opposite 

direction (RRR=1.96, 95%CI=0.83-4.63). 

Amongst unmarried women in mid-adulthood, those receiving the highest levels of 

confiding/emotional support were significantly more likely to be increased risk drinkers 

(RRR=2.00, 95%CI=1.08-3.69), whereas no such relationship was present amongst married 

women (RRR=0.98, 0.75-1.27).  This might explain the strengthened association between high 

levels of emotional/confiding support and increased risk drinking amongst women when 

closest person was included in the model (see Appendix 8). 

Middle and highest tertiles of confiding/emotional support, risky drinking, and employment 

status 

Men in mid-adulthood who were not in paid employment and were in the middle (RRR=0.42, 

95%CI=0.19-0.94) and highest (RRR=0.24, 95%CI=0.08-0.70) (vs lowest) tertiles for 

confiding/emotional support were significantly less likely to be increased (vs low) risk drinkers.  

Men in paid employment and in the highest tertile for confiding/emotional support were still 

significantly less likely to be increased risk drinkers (RRR=0.76, 95%CI=0.63-0.93) but the 

magnitude of effect was weaker, and no relationship was found between the middle tertile of 

confiding/emotional support and increased risk drinking (RRR=1.07, 95%CI=0.90-1.27). 

For women in mid-adulthood, those who were not in paid employment and were in the middle 

(vs lowest) tertile for confiding/emotional support, were significantly less likely to be higher 

risk drinkers (RRR=0.13, 0.03-0.61), whereas no such relationship existing amongst women in 

paid employment (RRR=0.81, 95%CI=0.43-1.54). 

Social support: Practical support and alcohol risk 

Men in mid-adulthood who received the most practical support, were significantly less likely 

to be increased (vs low) risk drinkers (see Figure 5-10 and Appendix 7).  For both men and 

women, being in the higher tertiles of practical support appeared to be associated with a lower 
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likelihood of risky drinking, although no other relationships were found to be statistically 

significant (see Figure 5-10). 

Sensitivity analysis 1 

When all relational content variables and relationship to closest person were included in one 

model in a sensitivity analysis (see Appendix 8) all associations remained non-statistically 

significant and largely similar, except the relationship between high practical support and non-

drinking amongst women, where women in this model with high levels of practical support 

were significantly more likely to be non-drinkers. 

Sensitivity analysis 2 

In a second sensitivity analysis, where mental health was entered as an additional adjustment 

variable, the pattern of results was broadly similar, although the protective effect of practical 

support on higher risk drinking was strengthened amongst men (see Appendix 9). 

Social support: Practical support, social roles, and alcohol risk  

No significant interactions were found for practical support and alcohol risk by social role (see 

Table 5-15). 
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Non-drinker=drinks never   Low risk=scores 0-7 on AUDIT (reference category) 
Increased risk=scores 8-15 on AUDIT  Higher risk=scores 16+ on AUDIT 
Mid-adulthood=44-45 years old (2002-2004) ~Bonferroni corrected alpha=0.125 
 

Figure 5-9: Tertile of emotional/confiding support (middle and highest vs lowest) and alcohol risk 
(AUDIT score) (NCDS) 
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Non-drinker=drinks never   Low risk=scores 0-7 on AUDIT (reference category) 
Increased risk=scores 8-15 on AUDIT  Higher risk=scores 16+ on AUDIT 
Mid-adulthood=44-45 years old (2002-2004) ~Bonferroni corrected alpha=0.125 
 

Figure 5-10: Tertile of practical support (middle and highest vs lowest) and alcohol risk (AUDIT score) 
(NCDS) 
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Table 5-15: Relative risk ratios for the association between relational content (confiding/emotional 
and practical support) and alcohol risk (AUDIT score) with social roles as interaction terms (NCDS 
2002-2004) 

 MID-ADULTHOOD (age 44-45) 
 Men (n=3579) Women (n=3781) 

 ALCOHOL RISK ALCOHOL RISK 

Emotional/confiding 
support 

Non-
drinker 

Low risk 
AUDIT 1-7 

Increasing 
AUDIT 8-

15 

Higher risk 
AUDIT 16+ 

Non-
drinker 

Low risk 
AUDIT 1-7 

Increasing 
AUDIT 8-

15 

Higher risk 
AUDIT 16+ 

 RRR 95% 
CI 

 RRR 95% 
CI 

RRR 95% 
CI 

RRR 95% 
CI 

 RRR 95% 
CI 

RRR 95% 
CI 

Lowest tertile Ref Ref Ref Ref Ref Ref Ref Ref 

Middle tertile* marital 
status 

1.70 
0.66-4.37 

Ref 0.60 
0.98-2.59 

1.07 
0.36-3.21 

0.79 
0.40-1.57 

Ref 1.58 
0.82-3.04 

1.09 
0.31-3.88 

Highest tertile* 
marital status 

0.57 
0.17-1.92 

Ref 0.46* 
0.22-0.99 

4.68** 
1.73-12.70 

0.88 
0.41-1.92 

Ref 2.09* 
1.08-4.07 

0.30 
0.03-2.60 

Middle tertile* 
parental status 

0.72 
0.32-1.65 

Ref 0.95 
0.67-1.34 

1.46 
0.67-3.17 

0.83 
0.46-1.49 

Ref 0.90 
0.55-1.48 

0.36 
0.11-1.17 

Highest tertile* 
parental status 

1.24 
0.55-2.79 

Ref 0.94 
0.64-1.39 

0.52 
0.22-1.26 

0.73 
0.39-1.34 

Ref 1.07 
0.65-1.76 

0.49 
0.14-1.67 

Middle tertile* 
employment status 

0.45 
0.15-1.36 

Ref 0.39* 
0.17-0.87 

0.29 
0.07-1.15 

0.53 
0.27-1.07 

Ref 0.94 
0.46-1.93 

0.17* 
0.03-0.89 

Highest tertile* 
employment status 

1.10 
0.40-3.01 

Ref 0.32* 
0.11-0.92 

0.84 
0.23-3.12 

0.49 
0.23-1.05 

Ref 0.87 
0.41-1.82 

0.37 
0.09-1.60 

Practical support Non-
drinker 

Low risk Increased 
risk 

Higher risk Non-
drinker 

Low risk Increased 
risk 

Higher risk 

Lowest tertile Ref Ref Ref Ref Ref Ref Ref Ref 

Middle tertile* marital 
status 

1.04 
0.33-3.29 

Ref 0.99 
0.57-1.74 

0.61 
0.18-2.04 

1.26 
0.57-2.75 

Ref 1.43 
0.75-2.70 

0.82 
0.15-4.36 

Highest tertile* 
marital status 

1.16 
0.39-3.48 

Ref 0.55 
0.26-1.18 

1.90 
0.66-5.43 

1.16 
0.54-2.48 

Ref 1.19 
0.51-2.77 

2.13 
0.55-8.22 

Middle tertile* 
parental status 

1.57 
0.64-3.86 

Ref 1.06 
0.73-1.53 

1.90 
0..85-4.25 

1.23 
0.64-2.36 

Ref 0.79 
0.58-1.09 

1.32 
0.37-4.72 

Highest tertile* 
parental status 

1.29 
0.57-2.91 

Ref 1.24 
0.85-1.82 

1.35 
0.59-3.11 

0.72 
0.41-1.27 

Ref 0.82 
0.49-1.27 

0.36 
0.12-1.11 

Middle tertile* 
employment status 

0.58 
0.17-1.94 

Ref 0.62 
0.25-1.54 

0.50 
0.13-1.93 

0.75 
0.33-1.68 

Ref 1.15 
0.54-2.42 

0.47 
0.11-2.07 

Highest tertile* 
employment status 

0.50 
0.19-1.32 

Ref 0.45 
0.20-1.00 

0.49 
0.15-1.55 

1.13 
0.59-2.18 

Ref 1.48 
0.54-2.42 

0.69 
0.20-2.35 

Marital status=not married cohabiting (vs married/cohabiting)  *P<0.05  **P<0.01  ***P<0.001 
Parental status=children<16 in households (vs not) Model adjusted for SEP, ethnicity and  
Employment status=not employed/self-employed    longstanding illness or disability 
(vs employed/self-employed)     ^Outcome base category is low risk drinkers 
 

Social conflict: negative support and alcohol risk 

For men in mid-adulthood, being in either the middle or the highest tertile for negative 

support (i.e., receiving more negative support) was associated with an increased likelihood of 

being a higher risk drinker (see Figure 5-11 and Appendix 7), although only the latter result 

remained statistically significant following the Bonferroni correction.  For women in mid-

adulthood, receiving the most negative support was associated with an increased likelihood 

of being a non-drinker, an increased risk drinker and a higher risk drinker (vs a low-risk drinker) 

(see Figure 5-11) and all results remained significant following the Bonferroni correction. 
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Sensitivity analysis 1 

In a sensitivity analysis including all relational content variables and the relationship to closest 

person (see Appendix 8), the pattern of the relationship between negative support and alcohol 

risk remained the same for women; however, the relationship between negative support and 

higher risk drinking was attenuated amongst men to the extent there was no longer a 

relationship between the two variables. 

Sensitivity analysis 2 

Similarly, in an additional sensitivity analysis where the model for negative support and alcohol 

risk was additionally adjusted for mental health, the pattern of results was similar (though 

somewhat attenuated) for women; however, for men, negative support was associated with 

a (non-statistically significant) lower likelihood of higher risk drinking when mental health was 

taken into consideration (see Appendix 9), indicating that the relationship between negative 

support and higher risk drinking may be better explained by poorer mental health amongst 

men in this sample. 

Social conflict: negative support, social roles, and alcohol risk 

Interaction terms for marital status (married/cohabiting vs not), parental status (own children under 
16 living at home vs not) and employment status (in paid employment vs not) were entered into the 
fully adjusted models (see  

 

Table 5-16).  Significant interactions were found for marital status and employment status for 

women only. 

Middle tertile of negative support, non-drinking, and marital status 

Amongst women in mid-adulthood who scored in the middle (vs lowest) tertile for negative 

support; those who were not married or cohabiting were significantly less likely to be non-

drinkers (vs low risk drinkers) (RRR=0.37, 95%CI=0.16-0.82); whereas there was no 

relationship between negative support and non-drinking amongst married women (RRR=1.05, 

95%CI=0.77-1.43). 
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Middle tertile of negative support, non-drinking, and employment status 

Amongst women in mid-adulthood who scored in the middle (vs lowest) tertile for negative 

support; those who were not in paid employment were significantly less likely to be non-

drinkers (vs low risk drinkers) (RRR=0.53, 95%CI=0.29-0.96); whereas there was no 

relationship between negative support and non-drinking amongst employed women 

(RRR=1.01, 95%CI=0.73-1.39). 

 

 

Non-drinker=drinks never   Low risk=scores 0-7 on AUDIT (reference category) 
Increased risk=scores 8-15 on AUDIT  Higher risk=scores 16+ on AUDIT 
Mid-adulthood=44-45 years old (2002-2004) ~Bonferroni corrected alpha=0.125 
 

Figure 5-11: Tertile of negative support (highest = most negative support) and alcohol risk (AUDIT 
score) (NCDS) 
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Table 5-16: Relative risk ratios for the association between relational content (negative support) and 
alcohol risk (AUDIT score) with social roles as interaction terms (NCDS 2002-2004) 

 MID-ADULTHOOD (age 44-45) 
 Men (n=3579) Women (n=3781) 

 ALCOHOL RISK ALCOHOL RISK 

Negative support Non-
drinker 

Low risk 
AUDIT 1-

7 

Increasin
g AUDIT 

8-15 

Higher 
risk 

AUDIT 
16+ 

Non-
drinker 

Low risk 
AUDIT 1-

7 

Increasin
g AUDIT 

8-15 

Higher risk 
AUDIT 16+ 

 RRR 95% 
CI 

 RRR 95% 
CI 

RRR 95% 
CI 

RRR 95% 
CI 

 RRR 95% 
CI 

RRR 95% 
CI 

Lowest tertile Ref Ref Ref Ref Ref Ref Ref Ref 

Middle tertile*  
marital status 

1.68 
0.70-4.04 

Ref 1.12 
0.71-1.76 

1.06 
0.44-2.54 

0.36* 
0.15-0.83 

Ref 0.77 
0.41-1.43 

0.38 
0.06-2.25 

Highest tertile* 
marital status 

0.73 
0.24-2.24 

Ref 1.06 
0.44-2.54 

0.41 
0.14-1.23 

1.44 
0.71-2.92 

Ref 0.92 
0.44-1.94 

2.72 
0.72-10.23 

Middle tertile*  
parental status 

0.67 
0.31-1.43 

Ref 1.07 
0.76-1.50 

0.90 
0.42-1.93 

1.05 
0.59-1.87 

Ref 0.78 
0.58-1.07 

2.59 
0.76-8.88 

Highest tertile* 
parental status 

1.06 
0.44-2.60 

Ref 0.90 
0.60-1.37 

1.55 
0.67-3.55 

1.18 
0.62-2.24 

Ref 0.74 
0.42-1.28 

1.82 
0.54-6.13 

Middle tertile* 
employment status 

2.73 
0.96-7.80 

Ref 1.33 
0.60-2.94 

1.04 
0.31-3.55 

0.50* 
0.25-0.99 

Ref 0.74 
0.38-1.44 

1.40 
0.30-6.61 

Highest tertile* 
employment status 

2.35 
0.75-7.33 

Ref 1.16 
0.48-2.80 

0.87 
0.25-3.04 

0.56 
0.26-1.19 

Ref 0.50 
0.21-1.23 

3.09 
0.69-13.90 

Marital status=not married cohabiting (vs married/cohabiting)  *P<0.05  **P<0.01  ***P<0.001 
Parental status=children<16 in households (vs not) Model adjusted for SEP, ethnicity and  
Employment status=not employed/self-employed    longstanding illness or disability 
(vs employed/self-employed)     ^Outcome base category is low risk drinkers 

These analyses were re-run with the tertiles calculated per sex and the pattern of results was 

the same (see Appendix 5). 

Summary: Relational content and drinking risk 

Negative support was associated with an increased likelihood of risky drinking, whereas 

positive support (especially emotional and confiding support) was associated with a lower 

likelihood of risky drinking (see Table 5-17).  It may be that the relationship between negative 

support and higher risk drinking amongst men is better explained by psychological distress. 

Table 5-17: Significant associations between emotional/confiding, practical and negative support 
and alcohol risk 

 More likely: 
higher risk 
drinker 

More likely: 
increased risk 
drinker 

Less likely: 
rare/non-
drinker 

More likely: 
rare/non-
drinker 

Less likely: 
increased risk 
drinker 

Less likely: 
higher risk 
drinker 

Men:  
Mid 

High negative 
Mid negative 

   High emotional 
/confiding 
High practical 

High emotional 
/confidinĝ  

Women: 
Mid 

High negative High negative  High negative  Mid emotional 
/confiding~ 
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^ Significant interaction by marital status:  Married men significantly less likely to be higher risk drinkers, unmarried men 
more likely (non-significant) to be higher risk drinkers.  ~Significant interaction by employment status:  Women not in paid 
employment significantly less likely to be higher risk drinkers, no significant difference for women in paid employment.
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5.5.5 Social network structure and alcohol risk 

To explore House et al.(44)Ωǎ ŎƻƴŎŜǇǘ ƻŦ ǎƻŎƛŀƭ ƴŜǘǿƻǊƪ ǎǘǊǳŎǘǳǊŜΣ ǘƘŜ ƻƴƭȅ ŀǊŜŀ ǘƘŀǘ ŎƻǳƭŘ ōŜ 

explored with the available data was network dispersion.   

Dispersion 

Men and women in early adulthood and men in mid-adulthood had similar proportions of 

people with dispersed (less than half of friends living locally) friendship groups (31-33%), 

whereas a smaller proportion of women in mid-adulthood had dispersed friends (25%) (see 

Table 5-18). 

Men in early adulthood who had less than half of their friends living locally were significantly 

more likely to be non-drinkers (vs low risk drinkers) and significantly less likely to be increased 

or higher (vs low) risk drinkers (see Figure 5-12 and Appendix 7); however, none of these 

associations reached statistical significance following the Bonferroni correction.  No 

statistically significant findings were found for the other groups; however, a similar pattern 

was present for men in mid-adulthood until the models were adjusted for ethnicity (see 

Appendix 6).  Women in mid-adulthood with dispersed friends appeared to be more likely to 

be higher risk drinkers, although this result failed to reach statistical significance. 

A sensitivity analysis was conducted whereby the model was additionally adjusted for 

education, income, and psychological distress (see Appendix 9).  These additional adjustments 

had no effect on the results of the model. 

Summary: Dispersion 

Men and women in early adulthood whose friends were dispersed appeared to be less likely 

to be risky drinkers; however, men in mid-adulthood with dispersed friends were no more or 

less likely to be risky drinkers and women in mid-adulthood with dispersed friends were more 

likely to be higher risk drinkers.  When corrected for multiple testing, none of these results 

reached statistical significance. 
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Table 5-18: Dispersion of social network and alcohol risk (AUDIT score) in early and mid-adulthood: UKHLS wave 9 (2017-2019) 

 

All data reported are weighted 

 Wave 9 (2017-2019) 
Age 18-25 n=2855 

Wave 9 (2017-2019) 
Age 41-55 n=6028 

ALCOHOL RISK ALCOHOL RISK 

Non-
drinke

r 

Low 
risk 

AUDIT 
1-7 

Increa
sing 

AUDIT 
8-15 

Higher 
risk 

AUDIT 
16+ 

Total Non-
drinke

r 

Low 
risk 

AUDIT 
1-7 

Increa
sing 

AUDIT 
8-15 

Higher 
risk 

AUDIT 
16+ 

Total Non-
drinke

r 

Low 
risk 

AUDIT 
1-7 

Increa
sing 

AUDIT 
8-15 

Higher 
risk 

AUDIT 
16+ 

Total Non-
drinke

r 

Low 
risk 

AUDIT 
1-7 

Increa
sing 

AUDIT 
8-15 

Highe
r risk 

AUDIT 
16+ 

Total 

Men (n=1372) Women (n=1483) Men (n=2884) Women (n=3144) 
 n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) 

Dispersion 
What proportion of your friends live in the local area? 

Less than 
half 

96 
(22) 

176 
(41) 

109 
(26) 

49 
(11) 

430 
(32) 

99 
(21) 

208 
(44) 

134 
(28) 

31 
(6) 

471 
(33) 

147 
(16) 

442 
(47) 

248 
(26) 

106 
(11) 

943 
(34) 

152 
(19) 

415 
(51) 

191 
(24) 

51 
(6) 

809 
(26) 

At least 
half 

104 
(12) 

325 
(36) 

331 
(36) 

150 
(16) 

910 
(68) 

143 
(15) 

409 
(42) 

326 
(33) 

100 
(10) 

978 
(67) 

208 
(11) 

822 
(44) 

586 
(32) 

237 
(13) 

1853 
(66) 

330 
(15) 

1241 
(55) 

570 
(25) 

115 
(5) 

2256 
(74) 
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Non-drinker= never drinks    Low risk=scores 0-7 on AUDIT (reference category) 
Increased risk=scores 8-15 on AUDIT   Higher risk=scores 16+ on AUDIT 
Early adulthood=18-25 (2017-2019)   Mid-adulthood=41-55 (2017-2019) 
Less than half of friends live locally (vs more than half)  Results of weighted analysis reported 
~Bonferroni corrected alpha=0.167 

Figure 5-12: Dispersion of friends (less than half of friends live locally) and alcohol risk (AUDIT score) 
(UKHLS) 
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5.5.6 Loneliness and alcohol risk 

To measure loneliness, two exposure variables were examined from the UKHLS (2017-19) 

dataset.  First, a 1-item measure of loneliness, and secondly, the 3-item UCLA loneliness scale, 

which was split into quartiles with the loneliest quartile considered lonely (vs not lonely).   

How often do you feel lonely? 

A higher proportion of men and women reported feeling lonely some of the time (33% of men, 

43% of women) or often (12% of men, 15% of women) in early adulthood compared to mid-

adulthood when 7% of men and 10% of women reported often feeling lonely.  In both age 

groups, a higher proportion of women than men reported feeling lonely some of the time or 

often (see Table 5-19). 

 UCLA 3-item loneliness scale 

As with the standalone measure, a higher proportion of young adults (13% of men, 16% of 

women) were in the loneliest quartile, compared to those in mid-adulthood (9% of men and 

11% of women in the loneliest quartile).  In both age groups, a higher proportion of women 

than men were in the loneliest quartile (see Table 5-19). 
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Table 5-19: Loneliness and alcohol risk (AUDIT score) in early and mid-adulthood: UKHLS wave 9 (2017-2019)  

All data reported are weighted   

 

 Wave 9 (2017-2019) 
Age 18-25 n=2855 

Wave 9 (2017-2019) 
Age 41-55 n=6028 

ALCOHOL RISK ALCOHOL RISK 

Non-
drinke

r 

Low 
risk 

AUDIT 
1-7 

Increa
sing 

AUDIT 
8-15 

Higher 
risk 

AUDIT 
16+ 

Total Non-
drinke

r 

Low 
risk 

AUDIT 
1-7 

Increa
sing 

AUDIT 
8-15 

Higher 
risk 

AUDIT 
16+ 

Total Non-
drinke

r 

Low 
risk 

AUDIT 
1-7 

Increa
sing 

AUDIT 
8-15 

Higher 
risk 

AUDIT 
16+ 

Total Non-
drinke

r 

Low 
risk 

AUDIT 
1-7 

Increa
sing 

AUDIT 
8-15 

Highe
r risk 

AUDIT 
16+ 

Total 

Men (n=1372) Women (n=1483) Men (n=2884) Women (n=3144) 

 n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) 

 227 
(17) 

504 
(37) 

443 
(32) 

198 
(14) 

1372 261 
(18) 

629 
(42) 

463 
(31) 

130 
(9) 

1483 389 
(13) 

1296 
(46) 

846 
(29) 

353 
(12) 

2884 514 
(16) 

1691 
(55) 

770 
(24) 

169 
(5) 

3144 

How often do you feel lonely? 

Hardly 
ever 
/never 

136 
(18) 

283 
(37) 

248 
(32) 

96 
(13) 

762 
(55) 

120 
(19) 

270 
(43) 

186 
(30) 

46 
(8) 

622 
(42) 

212 
(11) 

888 
(46) 

618 
(32) 

213 
(11) 

1930 
(67) 

262 
(14) 

1050 
(55) 

507 
(26) 

97 
(5) 

1915 
(61) 

Some of 
the time 

58 
(13) 

164 
(37) 

161 
(36) 

64 
(14) 

447 
(33) 

103 
(16) 

256 
(40) 

215 
(34) 

67 
(10) 

641 
(43) 

127 
(17) 

335 
(44) 

190 
(25) 

105 
(14) 

758 
(26) 

178 
(19) 

486 
(53) 

203 
(22) 

51 
(5) 

919 
(29) 

Often 33 
(21) 

57 
(35) 

34 
(21) 

38 
(23) 

162 
(12) 

38 
(17) 

103 
(47) 

62 
(28) 

17 
(8) 

220 
(15) 

50 
(25) 

73 
(37) 

38 
(19) 

35 
(18) 

196 
(7) 

74 
(24) 

155 
(50) 

60 
(19) 

21 
(7) 

310 
(10) 

UCLA-3 Loneliness scale 

 Not 
lonely 

195 
(16) 

438 
(37) 

408 
(34) 

153 
(13) 

1194 
(87) 

220 
(18) 

528 
(42) 

389 
(31) 

113 
(9) 

1250 
(84) 

328 
(12) 

1175 
(45) 

799 
(31) 

311 
(12) 

2614 
(91) 

432 
(16) 

1514 
(54) 

705 
(25) 

141 
(5) 

2792 
(89) 

Lonely 
(loneliest 
quartile) 

32 
(18) 

66 
(37) 

35 
(19) 

46 
(26) 

179 
(13) 

42 
(18) 

100 
(43) 

74 
(31) 

18 
(8) 

234 
(16) 

61 
(22) 

121 
(45) 

47 
(17) 

42 
(16) 

271 
(9) 

82 
(23) 

178 
(50) 

65 
(19) 

28 
(8) 

353 
(11) 
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When looking at loneliness using the UCLA loneliness measure (loneliest quartile = 

άƭƻƴŜƭȅέύΣ ŀ ƘƛƎƘŜǊ ǇǊƻǇƻǊǘƛƻƴ ƻŦ ǿƻƳŜƴ ǘƘŀƴ ƳŜƴ ǿŜǊŜ ŎƭŀǎǎƛŦƛŜŘ ŀǎ ƭƻƴŜƭȅ ƛƴ ŜŀŎƘ 

age group and a higher proportion of young adults were lonely compared to mid-

adults (see Table 5-19).  Amongst young adults, the proportion of higher risk drinking 

men was double for those in the loneliest quartile than those in the other quartiles 

combined; however, there was no difference in the proportion of higher risk drinking 

women by loneliness.  A greater proportion of the loneliest men and women in mid-

adulthood were higher risk drinkers compared to the less lonely.  A similar 

distribution was found for the stand-alone loneliness measure. 

Using both the single measure of loneliness (RRR=2.23, 95%CI=1.10-4.52) and the 

UCLA composite (RRR=2.20, 95%CI=1.19-4.07), young men experiencing the most 

loneliness were significantly more likely to be higher (vs low) risk drinkers (see Figure 

5-13 and Figure 5-14); however, only the UCLA composite measure remained 

statistically significant following the Bonferroni correction. 

In mid-adulthood, men who reported feeling lonely often (vs hardly ever) were more 

likely to be non-drinkers (vs low risk drinkers) when using the single measure 

(RRR=1.98, 95%CI=1.17-3.34), and men in the loneliest quartile (using the UCLA 

loneliness scale) were significantly less likely to be increased (vs low) risk drinkers 

(RRR=0.64, 95%CI=0.42-0.98); however, neither result remained statistically 

significant following the Bonferroni correction.  Lonely men in mid-adulthood had a 

non-significant tendency towards higher risk drinking (lonely often: RRR=1.69, 

95%CI=0.94-3.04; loneliest quartile: RRR=1.18, 95%CI=0.78-1.92)  (see Figure 5-13 

and Figure 5-14). 

No statistically significant associations between loneliness and drinking risk were 

found for women in either age group, although women in mid adulthood who were 

lonely had a non-significant tendency towards higher risk drinking (lonely often: 

RRR=1.33, 95%CI=0.73-2.47; loneliest quartile: RRR=1.56, 95%CI=0.91-2.68), whereas 

women in early adulthood who were lonely had a non-significant tendency towards 



 

168 
 

a lower likelihood of higher risk drinking (lonely often: RRR=0.86, 95%CI=0.42-1.75; 

loneliest quartile: RRR=0.74, 95%CI=0.36-1.52). 

Sensitivity analysis 1 

Due to the way in which the same construct is being measured in two different ways 

in this analysis, it was not appropriate to adjust for them both in one model.  

Therefore, sensitivity analysis 1 has been omitted for the loneliness models. 

Sensitivity analysis 2 

A sensitivity analysis was conducted whereby the loneliness models were additionally 

adjusted for education, income and psychological distress (see Appendix 9).  The 

pattern of results was largely similar for the standalone measure, although the effect 

sizes were somewhat attenuated by the addition of the psychological distress 

variable and the association between feeling lonely often and higher risk drinking 

amongst young men was no longer significant in the fully adjusted model.  For the 

UCLA loneliness measure, the pattern of results were also largely similar.  For  men, 

the addition of psychological distress slightly attenuated the relationship between 

loneliness and higher risk drinking; however, loneliness remained significantly 

associated with a greater likelihood of higher risk drinking amongst men in early 

adulthood and a lower likelihood of increased risk drinking amongst men in mid-

adulthood, even when additional adjustments for education, income, and 

psychological distress were included in the model.   

Loneliness, social roles, and alcohol risk 

Interaction terms for marital status (married/cohabiting vs not), parental status 

(children under 16 living at home vs not) and employment status (in paid employment 

vs not) were entered into the fully adjusted models (see Table 5-20).  Significant 

interactions were found for employment status amongst men in early adulthood and 

parental status for women in early and mid-adulthood and for men in mid-adulthood.  

The only significant interaction for marital status was found amongst men in early 
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adulthood, but the sample size is too small to derive meaningful results for this group, 

as demonstrated by the extremely wide confidence interval. 

Feeling lonely, risky drinking, and employment status 

Amongst employed men in early adulthood, those who felt lonely some of the time 

(vs hardly ever) were more likely to be higher risk drinkers (RRR=1.87, 95%CI=0.97-

3.61), whilst young men not in paid employment who felt lonely some of the time 

were less likely to be higher risk drinkers (RRR=0.52, 95%CI=0.23-1.16).  However, it 

should be noted that neither result was statistically significant.  The inverse 

relationship was present for young men who felt lonely often and increased risk 

drinking.  Employed men who often felt lonely were less likely to be increased risk 

drinkers (RRR=0.39, 95%CI=0.14-1.05 NS), whereas men not in paid employment who 

often felt lonely appeared to be more likely to be increased risk drinkers (RRR=1.54, 

95%CI=0.63-3.76 NS), although neither result was statistically significant, and the 

latter confidence interval was wide.   

Loneliness, risky drinking, and parental status 

For women in early adulthood with children under 16 living at home, those who felt 

lonely some of the time (vs hardly ever) were significantly more likely to be increased 

risk drinkers (RRR=4.64, 95%CI=1.18-18.18), whereas no such relationship was 

present amongst women without children living at home (RRR=1.17, 95%CI=0.82-

1.66). 

Whilst the confidence intervals here are wide due to small sample sizes, a similar 

direction of results was found for women in mid-adulthood.  Here a significant 

interaction was found between feeling lonely some of the time high risk drinking by 

parental status (see Table 5-20).  Stratification showed that women with children at 

home who felt lonely sometimes were more likely to be higher risk drinkers 

(RRR=1.75, 95%CI=0.86-3.54 NS), whereas those without children at home were less 

likely to be higher risk drinkers (RRR=0.84, 95%CI=0.50-1.40 NS). 
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A similar pattern was found amongst men in mid-adulthood.  For men with children 

living at home, those in the loneliest quartile (UCLA loneliness scale) (RRR=2.67, 

95%CI=1.26-5.65) and those reporting feeling lonely often (RRR=4.64, 95%CI=1.80-

11.99) were significantly more likely to be higher (vs low) risk drinkers.  No such 

relationship with higher risk drinking was found amongst men without children living 

at home (loneliest quartile: RRR=0.78, 95%CI=0.42-1.46; lonely often: RRR=1.05, 

95%CI=0.51-2.21). 
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Non-drinker= never drinks   Low risk=scores 0-7 on AUDIT (reference category) 
Increased risk=scores 8-15 on AUDIT  Higher risk=scores 16+ on AUDIT 
Early adulthood=18-25 (2017-2019)  Mid-adulthood=41-55 (2017-2019) 
Results of weighted analysis reported  ~Bonferroni corrected alpha=0.167 
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Non-drinker= never drinks   Low risk=scores 0-7 on AUDIT (reference category) 
Increased risk=scores 8-15 on AUDIT  Higher risk=scores 16+ on AUDIT 
Early adulthood=18-25 (2017-2019)  Mid-adulthood=41-55 (2017-2019) 
Results of weighted analysis reported  ~Bonferroni corrected alpha=0.167 
 

Figure 5-13: Loneliness (how often do you feel lonely? Often and some of the time vs hardly 
ever) and alcohol risk (AUDIT score) (UKHLS) 
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Non-drinker= never drinks   Low risk=scores 0-7 on AUDIT (reference category) 
Increased risk=scores 8-15 on AUDIT  Higher risk=scores 16+ on AUDIT 
Early adulthood=18-25 (2017-2019)  Mid-adulthood=41-55 (2017-2019) 
Results of weighted analysis reported  ~Bonferroni corrected alpha=0.167 
 

Figure 5-14: Loneliness (UCLA loneliness measure: most lonely quartile) and alcohol risk 
(AUDIT score) (UKHLS) 

 

Table 5-20: Relative risk ratios for the association between loneliness (stand-alone measure 
& UCLA 3-item loneliness scale) and alcohol risk (AUDIT score) with social roles entered as 
interaction terms (UKHLS wave 9 2017-2019) 

 EARLY ADULTHOOD (age 18-25) 
 Men (n=1372) Women (n=1483) 

 ALCOHOL RISK ALCOHOL RISK 

 Non-
drinker 

Low risk 
AUDIT 1-

7 

Increasing 
AUDIT 8-

15 

Higher 
risk 

AUDIT 
16+ 

Non-
drinker 

Low risk 
AUDIT 1-

7 

Increasing 
AUDIT 8-

15 

Higher 
risk 

AUDIT 
16+ 

 RRR  
95% CI 

 RRR  
95% CI 

RRR  
95% CI 

RRR  
95% CI 

 RRR  
95% CI 

RRR  
95% CI 

How often do you feel lonely? 

Hardly ever Ref Ref Ref Ref Ref Ref Ref Ref 

Some of the 
time*marital status 

0.84 
0.21-3.38 

Ref 1.02 
0.25-4.19 

0.84 
0.10-7.44 

1.11 
0.32-3.83 

Ref 0.55 
0.22-1.38 

0.72 
0.11-4.63 
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Often*marital 
status 

58.48** 
4.14-
826.8 

Ref 0.40 
0.03-4.99 

- 1.00 
0.19-5.20 

Ref 2.04 
0.46-9.04 

0.97 
0.10-9.44 

Some of the 
time*parental 
status 

9.53 
0.72-
125.5 

Ref 6.87 
0.49-95.85 

- 2.35 
0.40-
13.76 

Ref 4.84* 
1.21-19.45 

- 

Often*parental 
status 

4.41 
0.64-
30.36 

Ref - 2.41 
0.24-
24.41 

0.68 
0.09-5.04 

Ref 2.29 
0.38-13.89 

- 

Some of the 
time*employment 
status 

0.35 
0.12-1.03 

Ref 0.82 
0.38-1.76 

0.31* 
0.11-0.85 

0.51 
0.19-1.36 

Ref 0.79 
0.39-1.59 

0.39 
0.13-1.17 

Often*employment 
status 

1.48 
0.34-6.39 

Ref 4.32* 
1.17-16.00 

0.81 
0.22-2.98 

0.58 
0.14-2.36 

Ref 1.40 
0.50-3.93 

1.83 
0.37-9.05 

UCLA loneliness measure: most lonely quartile 

Not lonely Ref Ref Ref Ref Ref Ref Ref Ref 

Lonely*marital 
status 

- Ref 0.48 
0.06-3.69 

- 0.89 
0.21-3.75 

Ref 0.89 
0.24-3.32 

0.95 
0.12-7.51 

Lonely*parental 
status 

2.25 
0.55-9.16 

Ref - 2.83 
0.30-
26.61 

0.54 
0.10-2.97 

Ref 2.55 
0.59-10.97 

1.60 
0.11-
23.00 

Lonely*employment 
status 

0.71 
0.16-3.09 

Ref 1.17 
0.35-3.90 

1.04 
0.32-3.39 

0.88 
0.26-3.00 

Ref 1.60 
0.65-3.95 

0.37 
0.09-1.56 

 MID-ADULTHOOD (age 41-55) 
 Men (n=2884) Women (n=3144) 

 ALCOHOL RISK ALCOHOL RISK 

 Non-
drinker 

Low risk 
AUDIT 1-

7 

Increasing 
AUDIT 8-

15 

Higher 
risk 

AUDIT 
16+ 

Non-
drinker 

Low risk 
AUDIT 1-

7 

Increasing 
AUDIT 8-

15 

Higher 
risk 

AUDIT 
16+ 

 RRR  
95% CI 

 RRR  
95% CI 

RRR  
95% CI 

RRR  
95% CI 

 RRR  
95% CI 

RRR  
95% CI 

How often do you feel lonely? 

Hardly ever Ref Ref Ref Ref Ref Ref Ref Ref 

Some of the 
time*marital status 

0.74 
0.32-1.69 

Ref 1.75 
0.95-3.22 

0.95 
0.42-2.15 

0.92 
0.49-1.71 

Ref 1.10 
0.67-1.82 

0.67 
0.25-1.79 

Often*marital 
status 

0.83 
0.29-2.35 

Ref 1.04 
0.35-3.03 

0.44 
0.14-1.42 

0.83 
0.37-1.86 

Ref 0.98 
0.45-2.15 

0.83 
0.24-2.83 

Some of the 
time*parental 
status 

1.61 
0.83-3.09 

Ref 1.16 
0.70-1.93 

1.13 
0.56-2.26 

1.01 
0.58-1.77 

Ref 1.03 
0.66-1.60 

2.38* 
1.02-5.53 

Often*parental 
status 

0.97 
0.33-2.85 

Ref 1.22 
0.40-3.69 

4.14* 
1.35-
12.65 

1.68 
0.71-4.02 

Ref 1.43 
0.65-3.12 

1.47 
0.46-4.74 

Some of the 
time*employment 
status 

1.08 
0.41-2.88 

Ref 2.02 
0.72-5.67 

0.52 
0.19-1.47 

1.11 
0.59-2.07 

Ref 0.66 
0.32-1.36 

1.52 
0.50-4.60 

Often*employment 
status 

1.14 
0.35-3.73 

Ref 2.18 
0.61-7.86 

0.30 
0.08-1.15 

1.40 
0.62-3.16 

Ref 0.56 
0.22-1.41 

0.93 
0.25-3.38 

UCLA loneliness measure: most lonely quartile 

Not lonely Ref Ref Ref Ref Ref Ref Ref Ref 

Lonely*marital 
status 

1.22 
0.51-2.92 

Ref 0.79 
0.31-1.99 

0.57 
0.21-1.50 

0.91 
0.44-1.88 

Ref 1.14 
0.57-2.30 

0.98 
0.60-1.62 

Lonely*parental 
status 

1.00 
0.42-2.36 

Ref 1.70 
0.71-4.09 

3.18* 
1.24-8.18 

1.07 
0.46-2.53 

Ref 1.09 
0.53-2.21 

1.23 
0.43-3.48 

Lonely*employment 
status 

2.04 
0.77-5.40 

Ref 1.66 
0.52-5.30 

0.46 
0.14-1.50 

1.17 
0.55-2.50 

Ref 0.74 
0.32-1.71 

0.60 
0.20-1.74 

Marital status=not married cohabiting (vs married/cohabiting)  *P<0.05  **P<0.01  ***P<0.001 
Parental status=children<16 in households (vs not) Model adjusted for SEP, ethnicity and  
Employment status=not employed/self-employed    longstanding illness or disability 
(vs employed/self-employed)     ^Outcome base category is low risk drinkers 
Results of weighted analyses reported  
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Summary: Loneliness and alcohol risk 

For men in early adulthood, feeling lonely was associated with a greater likelihood of 

being a higher risk drinker, whereas in mid-adulthood, the association between 

loneliness and higher risk drinking was weaker and appeared to only be present 

amongst men with children living at home.  In mid-adulthood, lonely men were more 

likely to be rare/non-drinkers.  There were no significant associations between 

loneliness and alcohol risk amongst women; however, the loneliest young women 

appeared to be less likely to be higher risk drinkers whilst the loneliest women in mid-

adulthood appeared to be more likely to be higher risk drinkers. 

Table 5-21: Significant associations between loneliness and alcohol risk 

 More likely: 
higher risk 
drinker 

More likely: 
increased 
risk drinker 

Less likely: 
rare/non-
drinker 

More likely: 
rare/non-
drinker 

Less likely: 
increased 
risk drinker 

Less likely:  
higher risk 
drinker 

Men: Early Feel lonely 
often 
Loneliest 
quartile 

     

Men: Mid    Feel lonely 
often 

Loneliest 
quartile 

 

Women: Early       

Women: Mid       

 

5.5.7 Summary of the findings 

Below is a summary of the statistically significant relationships (without Bonferroni 

corrections applied) between aspects of social support and alcohol consumption for 

men and women in early and mid-adulthood. 

Men in early adulthood: 

MORE likely to be 
HIGHER RISK drinker 
if: 

MORE likely to be 
HEAVY EPISODIC 
drinker if: 

LESS likely to be 
HIGHER RISK drinker 
if: 

LESS likely to be 
HEAVY EPISODIC 
drinker if: 

Lives alone 
Seen no friends/ 
family in past month  
Feels lonely often 
Scored in loneliest 
quartile (UCLA) 

Felt closest to friend Attended religious 
service in past month 
Friendship group 
dispersed 

 

MORE likely to be 
INCREASED RISK 
drinker if:  

MORE likely to be 
INCREASED EPISODIC 
RISK drinker if: 

LESS likely to be 
INCREASED RISK 
drinker if: 

LESS likely to be 
INCREASED EPISODIC 
RISK drinker if: 
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Lived alone  Attended religious 
service in past month 
Friendship group 
dispersed 

 

LESS likely to be RARE/NON-drinker if: MORE likely to be RARE/NON-drinker if: 

Felt closest to friend (UKHLS) Attended religious service in past month 
Seen no friends/family in past month 
Friendship group dispersed 

 

Men in mid-adulthood 

MORE likely to be 
HIGHER RISK drinker 
if: 

MORE likely to be 
HEAVY EPISODIC 
drinker if: 

LESS likely to be 
HIGHER RISK drinker 
if: 

LESS likely to be 
HEAVY EPISODIC 
drinker if: 

Felt closest to 
parent/sibling 
Seen friends more 
often than once or 
twice in last 2 weeks 
In middle or highest 
(vs lowest) tertile for 
negative support 

Felt closest to 
parent/sibling 
Felt closest to friend 

Attended religious 
service in past month 
In highest (vs lowest) 
tertile for emotional/ 
confiding support 

Felt closest to partner 

MORE likely to be 
INCREASED RISK 
drinker if:  

MORE likely to be 
INCREASED EPISODIC 
RISK drinker if: 

LESS likely to be 
INCREASED RISK 
drinker if: 

LESS likely to be 
INCREASED EPISODIC 
RISK drinker if: 

Felt closest to 
parent/sibling 
Seen friends more 
often than once or 
twice in last 2 weeks 

 Attended religious 
service in past month 
Felt closest to partner  
Seen no friends in last 
2 weeks 
In highest (vs lowest) 
tertile for emotional/ 
confiding support 
In highest (vs lowest) 
tertile for practical 
support 
In loneliest quartile 
(UCLA) 

 

LESS likely to be RARE/NON-drinker if: MORE likely to be RARE/NON-drinker if: 

Felt closest to partner (NCDS) Lived alone 
Felt closest to parent/sibling (NCDS) 
Felt closest to friend (NCDS) 
Seen no friends in last 2 weeks 
Seen friends >6 (vs 1-2) times in last 2 weeks 
Feel lonely often 

 

Women in early adulthood 

MORE likely to be 
HIGHER RISK drinker 
if: 

MORE likely to be 
HEAVY EPISODIC 
drinker if: 

LESS likely to be 
HIGHER RISK drinker 
if: 

LESS likely to be 
HEAVY EPISODIC 
drinker if: 

 Felt closest to 
parent/sibling 
Felt closest to friend 

 Felt closest to partner 
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MORE likely to be 
INCREASED RISK 
drinker if:  

MORE likely to be 
INCREASED EPISODIC 
RISK drinker if: 

LESS likely to be 
INCREASED RISK 
drinker if: 

LESS likely to be 
INCREASED EPISODIC 
RISK drinker if: 

Lived alone  Attended religious 
service in past month 

 

LESS likely to be RARE/NON-drinker if: MORE likely to be RARE/NON-drinker if: 

Lived alone 
Felt closest to friend (UKHLS) 

 

 

Women in mid-adulthood 

MORE likely to be 
HIGHER RISK drinker 
if: 

MORE likely to be 
HEAVY EPISODIC 
drinker if: 

LESS likely to be 
HIGHER RISK drinker 
if: 

LESS likely to be 
HEAVY EPISODIC 
drinker if: 

Lived alone 
Felt closest to friend 
Seen no friends in last 
2 weeks 
Seen friends >6 (vs 1-
2) times in last 2 
weeks 
In highest (vs lowest) 
tertile for negative 
support 

Felt closest to 
parent/sibling 
Felt closest to friend 
Felt closest to child 

Felt closest to partner 
In middle (vs lowest) 
tertile for emotional/ 
confiding support 

Felt closest to partner 

MORE likely to be 
INCREASED RISK 
drinker if:  

MORE likely to be 
INCREASED EPISODIC 
RISK drinker if: 

LESS likely to be 
INCREASED RISK 
drinker if: 

LESS likely to be 
INCREASED EPISODIC 
RISK drinker if: 

Seen no friends in last 
2 weeks 
Seen friends more 
than once or twice in 
last 2 weeks 
In highest (vs lowest) 
tertile for negative 
support 

 Attended religious 
service in past month 
Felt closest to partner 

 

LESS likely to be RARE/NON-drinker if: MORE likely to be RARE/NON-drinker if: 

Felt closest to partner (UKHLS & NCDS) 
Saw friends/family at least once in past month 
(vs once in last week) 

Felt closest to child (UKHLS) 
Felt closest to parent/sibling (NCDS) 
Seen no friends in last 2 weeks 
Seen friends >6 (vs 1-2) times in last 2 weeks 
In highest (vs lowest) tertile for negative 
support 

 

Social role stratifications 

Below are all of the results of analyses stratified by social role where a significant 

interaction was found.  Whilst the analyses with interaction terms entered for the 

relationships below were all significant; following stratification, in some instances 
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neither stratified result was statistically significant.  Non-significant results are 

ŘŜƴƻǘŜŘ ōȅ Ψb{Ω ŀƴŘ ǎƛƎƴƛŦƛŎŀƴǘ ǊŜǎǳƭǘǎ ŀǊŜ ŘŜƴƻǘŜŘ ōȅ Ψ{ƛƎΩΦ 

Marital status 

Women ς early adulthood Women ς mid-adulthood 

Married / 
cohabiting 

Not married / 
cohabiting 

Married / cohabiting Not married / 
cohabiting 

  Middle (vs lowest) tertile 
negative support = No 
difference to drinking 
risk 

Middle (vs lowest) tertile 
negative support = LESS 
likely to be non-drinker 
(Sig) 

  Highest (vs lowest) 
tertile 
emotional/confiding 
support = No difference 
to drinking risk 

Highest (vs lowest) 
tertile 
emotional/confiding 
support = MORE likely to 
be increased risk 
drinkers (Sig) 

Men ς early adulthood Men ς mid-adulthood 

Married / 
cohabiting 

Not married / 
cohabiting 

Married / cohabiting Not married / 
cohabiting 

  Highest (vs lowest) 
tertile 
emotional/confiding 
support = LESS likely to 
be increased risk 
drinkers (Sig) 

Highest (vs lowest) 
tertile 
emotional/confiding 
support = LESS likely to 
be increased risk 
drinkers (Sig) 

  Highest (vs lowest) 
tertile 
emotional/confiding 
support = LESS likely to 
be higher risk drinkers 
(Sig) 

Highest (vs lowest) 
tertile 
emotional/confiding 
support = MORE likely to 
be higher risk drinkers 
(NS) 

 

Parental status 

Women ς early adulthood Women ς mid-adulthood 

Child <16 in 
household 

No child <16 in 
household 

Child <16 in household No child <16 in 
household 

Lonely some of the 
time = MORE likely to 
be increased risk 
drinker (Sig) 

Lonely some of the 
time = No difference 
to drinking risk 

Seeing no 
friends/family in last 
month = No difference 
to drinking risk 

Seeing no 
friends/family in last 
month = MORE likely 
to be higher risk 
drinkers (Sig) 

  Lonely some of the 
time = MORE likely to 
be higher risk drinker 
(NS) 

Lonely some of the 
time = LESS likely to be 
higher risk drinker (NS) 
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Men ς early adulthood Men ς mid-adulthood 

Child <16 in household No child <16 in 
household 

Child <16 in 
household 

No child <16 in 
household 

Seeing friends/family 
at least 1/mth (vs 
1/wk) = LESS likely to 
be higher risk drinker 
(Sig) 

Seeing friends/family 
at least 1/mth (vs 
1/wk) = No difference 
to drinking risk 

Loneliest quartile 
(UCLA) = MORE likely 
to be higher risk 
drinker (Sig) 

Loneliest quartile 
(UCLA) = LESS likely 
to be higher risk 
drinker (NS) 

  Lonely often = MORE 
likely to be higher risk 
drinker (Sig) 

Lonely often = No 
difference to drinking 
risk 

 

 Employment status 

Men ς early adulthood Men ς mid-adulthood 

In paid employment Not in paid 
employment 

In paid employment Not in paid 
employment 

Seeing no 
friends/family in last 
month = MORE 
likely to be higher 
risk drinker (Sig) 

Seeing no 
friends/family in last 
month = No 
difference to 
drinking risk 

Middle (vs lowest) 
tertile 
confiding/emotional 
support = No difference 
to drinking risk 

Middle (vs lowest) 
tertile 
confiding/emotional 
support = LESS likely to 
be increased risk 
drinkers (Sig) 

Seeing 
friends/family at 
least 1/mth (vs 
1/wk) = No 
difference to 
drinking risk 

Seeing 
friends/family at 
least 1/mth (vs 
1/wk) = LESS likely 
to be higher risk 
drinkers 

Highest (vs lowest) 
tertile 
confiding/emotional 
support = LESS likely to 
be increased risk 
drinkers (Sig) 

Highest (vs lowest) 
tertile 
confiding/emotional 
support = LESS likely to 
be increased risk 
drinkers (Sig) 

 Seeing 
friends/family at 
least 1/mth (vs 
1/wk) = LESS likely 
to be non-drinkers 

  

Lonely some of the 
time = MORE likely 
to be higher risk 
drinker (NS) 

Lonely some of the 
time = LESS likely to 
be higher risk 
drinker (NS) 

  

Lonely often = LESS 
likely to be 
increased risk 
drinker (NS) 

Lonely often = 
MORE likely to be 
increased risk 
drinker (NS) 

  

 

Women ς early adulthood Women ς mid-adulthood 

In paid employment Not in paid 
employment 

In paid employment Not in paid 
employment 

  Middle (vs lowest) 
tertile 
confiding/emotional 
support = No difference 
to drinking risk 

Middle (vs lowest) 
tertile 
confiding/emotional 
support = LESS likely to 
be higher risk drinker 
(Sig) 
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  Middle (vs lowest) 
tertile negative support 
= No difference to 
drinking risk 

Middle (vs lowest) 
tertile negative support 
= LESS likely to be non-
drinker (Sig) 

 

 Discussion 

This chapter has explored the cross-sectional relationships between a range of 

aspects of social support and alcohol consumption.  The key findings discussed here 

relate to the objectives of examining which aspects of social support exert the 

greatest influence on alcohol consumption at different stages of the life course and 

amongst men and women.  Those aspects of social support are, extremes of social 

support and extremes of alcohol consumption; isolation and parenthood; friends 

versus relatives; types of close relationship; quality of support; loneliness, isolation 

and young men and finally a comment on increased versus higher risk drinkers.  

Within each aspect of support identified as influencing alcohol consumption, any key 

findings relating to the final objective of differences according to social role are 

discussed.  Policy and research recommendations are highlighted along with key 

limitations.  The results of this chapter will be further discussed in relation to the 

findings from Chapters 6 and 7 in the final conclusions chapter (Chapter 8). 

Extremes of social support and extremes of alcohol consumption 

The relationship between frequency of seeing friends in the past two weeks and 

alcohol consumption amongst 50-year olds was striking.  For both men and women, 

the relative risk of being a higher risk (compared to a low risk) drinker increased by a 

factor of nearly eight amongst those people who saw friends more than six times 

compared to those who saw them once or twice (albeit with a small sample size).  

Seeing friends very frequently was also associated with a greater likelihood of being 

an increased risk drinker.  This is consistent with the qualitative literature on social 

practices of drinking in early mid-life, where heavy alcohol consumption is often 

described in association with social connections (67,131) and is of concern since it is 

people of this generation that are drinking heavily in England (45) and these 
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associations with higher risk drinking might be assumed to carry on as people age and 

have fewer role responsibilities (90). 

Whilst it has previously been shown that a greater frequency of social contacts is 

linked to drinking more (32ς34,66), as might be expected where more frequent 

contact provides more opportunities for alcohol consumption, it is a cause for 

ǊŜŦƭŜŎǘƛƻƴ ƻƴ ǘƘŜ ǘŜǊƳ ΨǎƻŎƛŀƭ ŘǊƛƴƪƛƴƎΩΦ  Colloquially, non-problematic alcohol 

ŎƻƴǎǳƳǇǘƛƻƴ ƛǎ ŎŀƭƭŜŘ ΨǎƻŎƛŀƭ ŘǊƛƴƪƛƴƎΩ ŀƴŘ ǘƘŜ ǘŜǊƳ has been used to differentiate 

ŘǊƛƴƪƛƴƎ ǿƛǘƘ ŦǊƛŜƴŘǎ όΨƴƻǊƳŀƭΩ ŘǊƛƴƪƛƴƎύ ŀƴŘ ŘǊƛƴƪƛƴƎ ŀƭƻƴŜ όΨǇǊƻōƭŜƳΩ ŘǊƛƴƪƛƴƎύ 

(68,69,250).  However, the finding that seeing friends very regularly is linked to higher 

risk drinking, indicates that this public perception of drinking being acceptable if it is 

with friends, is masking drinking at levels that pose significant risks to health. 

Seeing friends very frequently was also associated with being a non-drinker, 

indicating that the extremes of social contact are associated with the extremes of 

alcohol consumption (higher risk drinking and abstention).  However, because non-

drinkers may include previous drinkers in these samples, there may be unmeasured 

factors influencing the relationship between social factors and non-drinking. 

At the other end of the social spectrum, seeing no friends in the past two weeks was 

also associated with a greater likelihood of being a non-drinker and a greater 

likelihood of being a higher risk drinker (although the latter relationship was not 

significant amongst men).  This pattern of social factors being associated with both 

abstention and higher risk drinking was found across a number of variables, including 

the relationship between living alone and drinking for men in mid-adulthood, and the 

relationship between loneliness and drinking for all groups except women in early 

adulthood, although the results for loneliness failed to reach statistical significance 

except amongst young men.  A U-shaped relationship for sociability whereby the 

poorest scores are found amongst both abstainers and heavy drinkers has previously 

been found amongst young men (251).  Furthermore, a curvilinear relationship has 

been found between alcohol consumption and the effect of stress on depression 
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(252), and alcohol consumption and negative affect (212), sense of mastery and 

psychological distress (253).   

Non-drinkers in this study may have included both never- and former-drinkers and 

thus associations with non-drinkers should be treated with caution; however, the link 

between extremes of social support and extremes of drinking found in this study, and 

in previous research, indicates that loneliness and social isolation affect people 

differently in terms of alcohol consumption.  It might be that people who feel lonely 

and/or are socially isolated and consume alcohol, do so to manage these negative 

feelings, and both drinking to cope with negative feelings (161ς163) and drinking 

alone, particularly amongst young people (254ς257), have been linked to more 

harmful alcohol consumption.  Equally, those who do not drink to cope with negative 

emotions may manage their loneliness/isolation in different ways, and may also have 

fewer (social) opportunities to consume alcohol.   These results indicate that any 

intervention to address loneliness should include an exploration of peoplesΩ ŎƻǇƛƴƎ 

strategies and incorporate a flexible range of interventions, such as alcohol 

ƛƴǘŜǊǾŜƴǘƛƻƴǎΣ ŀŎŎƻǊŘƛƴƎ ǘƻ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ƴŜŜŘǎΦ  Equally, any intervention to 

address alcohol, should consider the motives for drinking and look at alternative 

coping mechanisms along with support for the root, or interwoven causes (e.g., 

loneliness and/or social isolation). 

Loneliness and parenthood 

In the more contemporary (2017-2019) sample explored in this chapter, women in 

both age groups who felt lonely some of the time were more likely to be risky drinkers 

if they had a child living at home and no more or less likely (young women) or less 

likely (mid-women) to be risky drinkers if they had no child at home.  A similar pattern 

was found for men in mid-adulthood, whereby lonely men with children at home 

were more likely to be higher risk drinkers, whilst those without children at home 

were less likely to be higher risk drinkers.  Traditionally, having children at home has 

tended to be protective against higher risk drinking (87) and has been linked to 

ceasing to be a higher risk drinker over time (along with loneliness (135)), which may 
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mean that the parental role buffered against the effect of social isolation on alcohol 

consumption in this mid-adulthood sample in 2008.  However, the recent increased 

targeting of mothers and motherhood by alcohol marketing campaigns and social 

media (258,259) has the potential to eliminate any buffering effect of parenthood in 

the relationship between isolation and risky drinking.  In the social practice literature, 

women in early mid-life describe using alcohol to relax and take time out from daily 

life including parenting responsibilities (130,131), with the participants of one study 

viewing drinking ŦƻƭƭƻǿƛƴƎ ǘƘŜ ŜƴŘ ƻŦ ǘƘŜ ŘŀȅΩǎ ŘǳǘƛŜǎ as the only appropriate time to 

drink alone (131). Thus the acceptability of drinking alone and the normalisation of 

drinking to manage the mundanities and stressors of parental responsibilities may 

combine to put contemporary parents at greater risk of heavy drinking.  Considering 

that parenthood can be a lonely and isolating period for many people (260), exploring 

the relationship between isolation, loneliness, parenthood and alcohol consumption 

further in contemporary samples is warranted.  This is particularly important in light 

of the adverse consequences of parental drinking on children (261). 

Friends versus relatives  

The only measure of frequency of contact with others that was included at both age 

23 and age 50 in the NCDS was frequency of seeing friends or relatives; however, the 

impact on alcohol consumption of seeing friends may be different to the impact of 

seeing relatives (as has been found elsewhere (33,34)).  This differential impact was 

borne out amongst men in mid-adulthood by the finding that frequency of seeing 

friends and relatives was not associated with drinking risk, whilst frequency of seeing 

friends was highly associated with risky drinking.   

More frequent contact with friends (but not relatives) has been linked to an increased 

risk of alcohol use disorders in men and women (32ς34,66); however, composite 

indexes of social isolation (30) have had less clear relationships with drinking, 

demonstrating how different aspects of social support have different and sometimes 

opposing influences on drinking and highlighting the importance of considering these 

influences separately.  Based upon Berkman and SymeΩǎ (5) seminal work on social 
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networks and mortality where they created a social network index based upon 

marriage, contacts with close friends and relatives, church membership and group 

membership; much contemporary research considers social support through similar 

composite indices; however, the finding that contact with friends had the opposite 

effect to contact with relatives and religious observance in the present study 

indicates that such composites are not appropriate when considering alcohol 

consumption as an outcome.  It is equally possible that different types of social 

support may have differential effects for other health related outcomes, thus an 

unpicking of aspects of social support may be indicated in the social support literature 

more broadly.  

Type of close relationship 

Across both sexes and life course stages, feeling closest to a partner was linked to a 

lower likelihood of heavy episodic and a lower likelihood of higher risk drinking, 

whereas feeling closest to a parent/sibling or friends was linked to a greater likelihood 

of heavy episodic and higher risk drinking.  Whilst the sample sizes were small in the 

NCDS sample, those in the UKHLS were larger and the findings were replicated, 

enabling greater confidence in the pattern of results across samples.  Furthermore, 

the findings were replicated across an historical sample (NCDS: 1981) and a more 

contemporary sample (UKHLS 2010-2012) of young adults, indicating that this aspect 

of social support and alcohol consumption may be stable across cohorts.  Marriage 

and cohabitation have repeatedly been found to be associated with reduced levels of 

alcohol consumption (106,107,262) so it is possible that feeling closest to a partner is 

a proxy for being married/cohabiting.  Equally, spending time with friends is 

associated with high levels of drinking (32ς34,66) and therefore feeling closest to a 

friend may be a proxy for spending time with friends.  It is interesting to note that 

feeling closest to a parent or sibling was also linked to heavy episodic and higher risk 

drinking, which is unexpected considering findings from previous research (34) and 

the present study, which suggests that seeing family is not associated with alcohol 

consumption. 
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One potential explanation for this was suggested by the apparent different 

relationship between feeling closest to a parent/sibling and heavy episodic drinking 

depending upon marital/cohabitation status of the respondent.  In mid-adulthood, 

feeling closest to a parent/sibling was associated with heavy episodic (women) and 

increased risk single occasion (men) drinking only amongst married participants, and 

the opposite direction of effect was found for unmarried participants.   This finding 

was not replicated in the NCDS with increased or higher risk drinking and therefore 

additional work would be needed before drawing reliable conclusions, but it is 

plausible that feeling closest to a relative rather than a spouse/partner may be a 

proxy for marital issues, and these marital issues may be driving drinking behaviour 

rather than the type oŦ ǊŜƭŀǘƛƻƴǎƘƛǇ ǘƻ ƻƴŜΩǎ ŎƭƻǎŜǎǘ ǇŜǊǎƻƴ ǇŜǊ ǎŜΦ  ¢Ƙƛǎ Ƴŀȅ ōŜ 

further supported by the evidence of links between negative support and risky 

drinking described in the section below. 

The link between type of relationship and non-drinking differed between age groups 

and to an extent between datasets.  Amongst early adults (men and women in 

UKHLS), feeling closest to a partner was associated with a greater likelihood of being 

a non-drinker, whereas feeling closest to a parent/sibling or friend was associated 

with a lower likelihood of being a non-drinker (the opposite direction of effect to 

heavy episodic drinking amongst early adults).  Conversely, feeling closest to a 

partner was linked to a lower likelihood of being a non-drinker and feeling closest to 

a parent/sibling or friend was linked to a higher likelihood of non-drinking amongst 

mid-adults in the NCDS sample.  Previous research has found that drinking patterns 

converge between married individuals and this has been linked to increased drinking 

amongst women (113,114) and reduced drinking amongst men (113), and the finding 

that feeling closest to a partner was associated with a lower likelihood of being a non-

drinker may indicate that being in a (supportive) relationship is associated with some 

alcohol consumption at low risk levels for both sexes.  The link between being in a 

relationship and low risk drinking for men as well as women is further supported in 

this research by the finding that men in mid-adulthood who lived alone were 

significantly more likely to be non-drinkers compared to low risk drinkers. 
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Quality of support 

High levels of emotional and confiding support were associated with a lower 

likelihood of risky drinking for men and women.  However, when exploring 

differences according to social role, it was apparent that this association existed 

predominantly amongst married/cohabiting participants, and that high levels of 

emotional and confiding support were linked to risky drinking amongst 

unmarried/non-cohabiting participants.  The finding that married participants with 

high levels of emotional/confiding support were less likely to be risky drinkers concurs 

with the finding described under type of close relationship that people who felt 

closest to their partner were less likely to be higher risk or heavy episodic drinkers, 

lending more credence to the protective influence of (supportive) 

marital/cohabitation relationships against risky drinking (106,107,262).  The finding 

that unmarried/non-cohabiting participants with high levels of emotional/confiding 

support were more likely to be risky drinkers indicates that outside of the 

marital/cohabitation relationship, alcohol may be facilitative in forming or 

maintaining confiding relationships.  This finding in a large nationally representative 

sample supports existing qualitative evidence of alcohol facilitating emotional 

support in non-family relationships (67,122) and particularly enabling men to provide 

emotional support to other men in a way that is considered gender-appropriate (67).   

The link between emotional and confiding support and drinking discovered here is 

different to previous quantitative research which has found no link (24,125).  

However, the link between positive support and reduced likelihood of risky drinking 

amongst married/cohabiting participants is consistent with previous research that 

has found high levels of support from partners (but not friends or relatives) to 

protectively moderate the effect of genetic and environmental influences on 

problems with alcohol (263).  Positive social support has also been found to moderate 

the effect of stress on alcohol consumption (264); however this is the first study to 

find a direct link between positive support and lower likelihood of risky drinking and 

the first to find a moderating effect for marital status.   
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Unlike the relationship between emotional/confiding support and risky drinking, 

which was different amongst married and unmarried people, negative support was 

associated with risky drinking independently of social role.  The more consistent 

influences of negative support on risky drinking corresponds with evidence that 

negative interactions, particularly those with partners and friends, are more 

predictive of depressed mood than positive support (265) and negative support is 

predictive of future excessive alcohol consumption (9).   

One possible mechanism to explain this relationship is drinking to cope with negative 

emotions caused by negative social support.  Drinking to cope has been identified as 

a key driver of heavy alcohol consumption and a strong indicator of problematic 

drinking (161ς163).  Whilst this study did not assess participant mood or drinking 

motives, negative support was no longer associated with higher risk drinking amongst 

men when mental wellbeing was entered into the model, indicating that 

psychological factors may better explain this relationship.  This broadly aligns with 

the evidence of dyadic conflict being found to predict coping motives in relation to 

alcohol consumption (170) and drinking to cope might be assumed to be playing a 

role in the relationship between negative social support and higher risk drinking in 

this sample.  The following chapter will explore the role that psychological distress 

plays in this relationship. 

It should be noted that when emotional/confiding support, practical support, 

negative support, and relationship to closest person were included in one model, 

there was no longer a relationship between negative support and higher risk drinking 

amongst men, whereas high levels of emotional/confiding support were still 

associated with a lower likelihood of higher risk dinking.  This indicates that for men 

in mid-adulthood, when all sources of support are considered, emotional support 

remains protective and negates the negative influence of negative support.   

Emotional support within marital/cohabiting relationships was linked to less risky 

drinking and emotional support if not married/cohabiting was associated with more 

risky drinking, whereas negative support was linked with risky drinking irrespective 
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of marital status.  The existing research on marriage and drinking, shows that married 

people are less likely to be risky drinkers (24,33), but this research indicates that the 

quality of the relationship, rather than the existence of the relationship is key.   

Loneliness, isolation, and young men 

Where data were available to compare participants in early adulthood with those in 

mid-adulthood, there were a number of risk factors that stood out only amongst 

young men.  Young men who felt lonely often or scored highly on the UCLA loneliness 

scale were more likely to be higher risk drinkers, as were young men who lived alone 

and who had seen no friends or family in the past month.  Seeing no friends or family 

was not associated with drinking risk in any other group (young women, or men or 

women in mid-adulthood) and, although there was a non-significant tendency toward 

higher risk drinking in lonely men and women in mid-adulthood, loneliness was only 

significantly associated with higher risk drinking in young men, and with non-drinking 

and a reduced likelihood of increased risk drinking amongst men in mid-adulthood.   

The differential impact of loneliness on drinking depending on age has been identified 

to a certain extent within the existing literature.  Similarly to the finding here that 

loneliness was associated with non-drinking amongst men in mid-adulthood, 

previous research with mid- and older adults has found loneliness to be associated 

with a lower frequency of drinking (30,134), with ceasing to be a higher risk drinker 

over time (135), and drinking has been found to be associated with reduced 

loneliness (136).  Conversely, previous work with adolescents  has found loneliness 

to be linked with binge drinking in China (180) and with recent drinking and binge 

drinking amongst US girls (266), and loneliness has been found to be associated with 

problematic drinking amongst young adults in Canada (132). 

The findings across two samples of men that living alone, seeing no friends or family 

in the past month and feeling lonely often were associated with risky drinking 

amongst young men is concerning given that loneliness has been linked to increased 

suicidal ideation, particularly amongst young men (267), and alcohol is a known risk 

factor in suicide (268ς270).  The most recent report from the National Confidential 



 

189 
 

Inquiry into Suicide and Homicide in mental health (NCISH) highlighted the 

prevalence of death by suicide amongst young people under 25 years of age and 

people who were vulnerable to feeling isolated from society (those who lived alone, 

had recent relationship breakdowns and were unemployed) and raised alcohol 

misuse as one of a number of key risk factors in these deaths (155).  Taken together, 

these findings highlight the need to address the apparent link between social 

isolation, loneliness and high risk drinking amongst young men.  The attenuation of 

the relationship between loneliness and higher risk drinking when psychological 

distress was entered into the models indicates that psychological distress plays an 

important part in this relationship, lending further credence to the need to holistically 

address loneliness, mental health and at-risk drinking in this vulnerable group. 

Higher versus increased risk drinkers 

There was a tendency amongst men for the negative aspects of support to be linked 

to higher risk drinking, but not increased risk drinking.  For example, negative support 

from a close person was linked to higher risk drinking, but not increased risk drinking 

amongst men.  Similarly, loneliness was associated with a greater likelihood of higher 

risk drinking, but a lower likelihood of increased risk drinking.  However, with the 

more positive measures of social support, such as frequency of seeing friends, men 

had a greater likelihood of being an increased risk drinker, and a greater likelihood 

again of being a higher risk drinker.  This may indicate that there are different 

mechanisms at work in the association between the more negative and more positive 

aspects of support and alcohol consumption.  Previous research has found distinct 

pathways for drinking to enhance positive mood compared to drinking to cope with 

negative emotions (162) and has found both pathways to increase drinking, but only 

drinking to cope with negative emotions to increase problematic drinking (161,162).  

Whilst the findings presented here support the possibility of different pathways for 

negative and positive aspects of support to drinking, further research would be 

needed to ascertain whether higher risk drinking linked to these different aspects of 

support differed in terms of alcohol-related problems. 
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Amongst women, the tendency for both negative aspects of support and more 

positive aspects of support was for there to be a greater likelihood of increased risk 

drinking and a greater likelihood again of higher risk drinking, although this 

relationship did not hold true for all aspects of support or both age groups.  This might 

indicate a difference between men and women in terms of the mechanism of linking 

positive and negative support with alcohol consumption, or might be indicative of 

more problems with alcohol at lower levels of consumption and at lower AUDIT 

scores.   

Strengths and limitations 

This study was the first to explore a theory-based range of social support components 

in relation to alcohol consumption risk at different stages of the life course.  

Furthermore, this is the first study to consider differences in the relationship between 

social support and alcohol consumption by people with specific social roles.  The use 

of two population-level datasets enabled generalisations to be made to the UK 

population. 

Due to the relatively small sample of higher risk drinkers amongst women in the NCDS 

sample, some of the sample sizes are small and therefore some results need to be 

interpreted with caution.   

Furthermore, very heavy or problematic drinkers are under-represented in survey 

data (198,199) and therefore associations between aspects of social support and 

problematic alcohol consumption may not be fully captured in these analyses.  This 

may be further compounded by heavy drinkers potentially dropping out of studies 

over time.  It is therefore possible that associations reported here are under-

estimated. 

Data on alcohol consumption were all self-reported.  Alcohol consumption is often 

under-reported in self-report data (198) and this is likely to have been compounded 

by conservative estimates of units consumed due to the way in which units were 

calculated in NCDS and UKHLS (2010-12) (i.e., a pint of beer counted as two units, 
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whereas a 4.5% alcohol by volume (ABV) pint of beer is 2.6 units, and many beers are 

stronger than this).  Equally, a glass of wine was calculated as one unit, whereas a 

small (125ml) glass of 12% ABV wine is 1.5 units and most standard glasses of wine 

served in licensed premises are now 175ml (12% ABV) and people may pour larger 

servings at home (199).  Therefore, analyses of associations with risk groups based 

upon volume of consumption (living alone, religious observance, frequency seeing 

friends and family, frequency seeing friends, person felt closest to) might be 

conservative, i.e., associations with increased risk drinking might in fact be 

associations with higher risk drinking. 

Whilst the NCDS is a large dataset that was nationally representative at its conception 

in 1958, only two additions of UK immigrants were added, in 1965 and 1974, 

therefore the sample may not be representative of the contemporary UK population.  

Furthermore, whilst interesting to compare young adults to mid-adults in the NCDS 

sample, the findings relating to associations between social support and alcohol 

consumption in early adulthood may not be relevant to young people today as there 

have been significant generational changes to norms around marriage, parenthood 

and stable employment with all three happening later amongst contemporary 

generations (109).  Furthermore, alcohol consumption has increased amongst 

women since 1981 (271,272), although overall levels of consumption amongst young 

people are currently in decline (50).   

This study explored the relationship between religious observance and alcohol 

consumption; however, any relationship between religious observance and alcohol 

consumption may be related to ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ǊŜƭƛƎƛƻǳǎ ōŜƭƛŜŦǎ ǊŀǘƘŜǊ ǘƘŀƴ ǘƘŜ 

influence of social support from this source. 

Finally, measures of frequency of contact with friends/friends and family only 

included face-to-face contact, but people with no contact may have been drinking at 

home with a partner of online with friends.  However, no significant interaction was 

found by marital status for frequency of contact and the timing of the NCDS data 

collection would be earlier than when online socialising became commonplace. 
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Research implications 

The research presented in this chapter raises a number of implications for future 

research.  These are summarised below: 

1. Much of the research exploring the influence of social support on health and 

health behaviours uses composite measures of social support and/or include 

support from any source.  The evidence presented in this chapter 

demonstrates that, in terms of alcohol consumption, different sources of 

support appear to have a differential impact upon alcohol consumption and 

therefore composite measures of support may not provide an accurate 

picture of the relationship between social support and alcohol consumption.  

Future research considering social support as a predictor of health 

behaviours, particularly alcohol consumption, should take a more nuanced 

approach when measuring social support in order to ascertain a clearer 

picture of the relationship. 

2. This cross-sectional analysis enabled the identification of temporally proximal   

associations between aspects of social support and alcohol consumption.  

Whilst many of the aspects of social support considered here in relation to 

alcohol are likely to have an immediate effect (e.g., frequency of seeing 

friends, criticism from a loved one provokes alcohol consumption as a coping 

motive), some aspects of social support (e.g., negative support from loved 

ones) may have a longer-term detrimental effect that influences alcohol 

consumption over time and would benefit from longitudinal exploration.  

Furthermore, changes in social support over time might have more influence 

over alcohol consumption than stable levels of support at any level.  

Therefore, the availability of longitudinal datasets with comparable social 

support and alcohol consumption measures over time to enable an 

exploration of longitudinal associations would be beneficial. 

3. Loneliness was associated with higher risk drinking amongst all groups except 

young women; yet in the standalone measure of loneliness, young women 
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ǿƘƻ ŦŜƭǘ ƭƻƴŜƭȅ ΨǎƻƳŜ ƻŦ ǘƘŜ ǘƛƳŜΩ ǿŜǊŜ ƳƻǊŜ ƭƛƪŜƭȅ ǘƻ ōŜ Ǌƛǎƪȅ ŘǊƛƴƪŜǊǎΦ  Future 

research might focus on whether this is a true representation of the 

relationship between loneliness and risky drinking in young women, or 

whether this in an artefact of the way in which young women, compared to 

older women and men, understand these measure of loneliness.  

4. There was some evidence to suggest that being a parent was protective in the 

relationship between social isolation and risky drinking in the less 

contemporary sample, but parenthood was a risk factor in the relationship 

between loneliness and risky drinking in the more contemporary sample.  

However, further analysis to explore this relationship and any possible 

confounders is needed. 

Policy and practice recommendations 

Several policy and practice recommendations arise from the research presented in 

this chapter.  These are summarised below:  

1. Young men appear to be particularly vulnerable to higher risk alcohol 

consumption in combination with social isolation and loneliness, potentially 

putting them at greater risk of poorer mental health and risk of suicide.  A 

holistic approach to supporting vulnerable young men that considers 

addressing loneliness and isolation and alcohol risks is needed including 

approaching young men in alternative settings to healthcare practices, where 

young men are known to have less contact than other groups (273).  This could 

include pubs, gyms, and workplaces. 

2.  Seeing friends and experiencing emotional and confiding support from friends 

(or others outside of a marital/cohabiting relationship) is associated with risky 

drinking.  It is important that positive aspects of support are maintained whilst 

public health interventions support a reduction in consumption.  This might 

include: 
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i. National campaigns such as Dry January targeting peer groups to 

encourage and support friendship groups to abstain for one month 

and reset their relationship with alcohol. 

ii. Continued efforts to address the stigma of non-drinking 

iii. Normalisation of non-alcoholic options in pubs and venues that are 

competitively priced to encourage opting for non-alcoholic drinks. 

iv. Late opening of non-drinking venues such as cafes. 

This chapter has explored the associations between different aspects of social 

support and alcohol consumption at different stages of the life course.  The following 

chapter examines the relationship between quality of support and alcohol 

consumption in more detail.  
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Chapter 6 Direct and Indirect Relationships between Quality of 

Social Support, Psychological Distress, and Alcohol Consumption  

 Introduction 

Chapter 5 explored which aspects of social support were associated with non-

drinking, increased risk drinking and higher risk drinking.  When considering the 

concept of relational contenǘΣ ƳŜŀƴƛƴƎ ǘƘŜ ǉǳŀƭƛǘȅ ƻŦ ǇŜƻǇƭŜǎΩ ǎƻŎƛŀƭ ǊŜƭŀǘƛƻƴǎƘƛǇǎΣ 

Chapter 5 included data from the NCDS at age 44, where participants had completed 

the validated Close Persons Questionnaire (CPQ).  The results indicated that higher 

levels of negative support were linked to greater likelihood of higher risk drinking, 

whilst higher levels of emotional and confiding support were linked to a lower 

likelihood of higher risk drinking. 

These findings are important in terms of understanding the influence of quality of 

support on alcohol consumption and warrant further exploration to consider possible 

mechanisms that might explain this relationship.  Chapter 2 (section 2.3.1) discussed 

social learning theory (158,161) and self-medication theory (154,155), which posit 

that people use alcohol as a way to manage negative psychological or emotional 

states.  An application of these theories might suggest that psychological distress 

could act as a mechanism in the relationship between negative support and alcohol 

consumption, by people drinking to cope with the distress caused by negative aspects 

of relationships. 

Whilst important, the findings from Chapter 5 were limited by only having data at one 

stage of the life course (mid-adulthood) in the NCDS, making it difficult to conclude 

whether these results are applicable to early adults.  Therefore, further exploration 

of this relationship at different stages of the life course is required.  The findings in 

Chapter 5 were further limited by the questions in the CPQ focussing only on the 

ǇŀǊǘƛŎƛǇŀƴǘΩǎ relationship with the person they felt closest to.  When social roles were 

included in the models through interaction terms, it appeared that higher levels of 

emotional and confiding support were only linked to a lower likelihood of higher risk 
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drinking amongst married/cohabiting participants but were linked to a higher 

likelihood of risky drinking amongst unmarried/non-cohabiting participants; thus, 

providing some evidence that the link between quality of support and alcohol 

consumption depends upon the source of that support. 

In order to expand on the results in the previous chapter and explore the mechanism 

by which quality of support influences alcohol consumption, this chapter explores the 

relationship between quality of support and alcohol consumption in more depth.  This 

includes an exploration of the relationship between quality of support from different 

sources and alcohol consumption, the relationship between quality of support and 

alcohol consumption at different stages of life course and amongst women compared 

to men, and an exploration of psychological distress as a possible mediator in this 

relationship.   

 Research aim 

To explore the direct and indirect relationships between quality of social support 

from three different sources and alcohol consumption at different stages of the life 

course. 

 Research objectives 

1. To test measurement models of quality of social support from partners, 

friends, and relatives at different stages of the life course. 

2. To explore the direct relationship between quality of social support from 

three separate sources and alcohol consumption and the indirect relationship 

via psychological distress, at different stages of the life course. 

3. To explore whether any identified relationships between quality of social 

support and alcohol consumption differ between men and women.  

 Methodology 

6.4.1 Design 

The analyses utilised data from the UK Household Longitudinal Study (UKHLS). 
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6.4.2 Participants 

UK Household Longitudinal Study (UKHLS) 

Details of the UKHLS can be found in Chapter 4.  In line with the analyses for Chapter 

5, data from 2010-2012 were used. 

6.4.3 Measures 

Within IƻǳǎŜ Ŝǘ ŀƭΦΩǎ (44) model of social structure and processes, the quality of social 

support received by an individual falls under the processual element of relational 

content, which includes the positive aspects of ǊŜƭŀǘƛƻƴǎƘƛǇǎ όǘŜǊƳŜŘ Ψsocial supportΩ 

by House et al. (44)), the negative aspects of ǊŜƭŀǘƛƻƴǎƘƛǇǎ όǘŜǊƳŜŘ Ψsocial conflictΩύ 

and ǘƘŜ ǊŜƎǳƭŀǘƻǊȅ ŀǎǇŜŎǘǎ ƻŦ ǎƻŎƛŀƭ ǊŜƭŀǘƛƻƴǎƘƛǇǎ όǘŜǊƳŜŘ Ψsocial regulationΩύ.  These 

analyses will focus on positive and negative aspects of support. 

6.4.3.1 Relational content (quality) 

The following variables relating to relational content from wave 2 of the UKHLS were 

used: 

Positive aspects of social support (social support) 

In wave 2 (2010-2012) of the UKHLS, participants were asked: Do you have a husband, 

wife, or partner with whom you live?  Participants who answered yes, were then 

asked three questions relating to social support: How much do they really understand 

the way you feel about things?  How much can you rely on them if you have a serious 

problem?  How much can you open up to them if you need to talk about your worries?  

Participants were posed the same three questions if they reported having any friends 

and if they reported having any immediate family (for example, children, brothers, 

sisters, parents, cousins, aunts, uncles, grandparents, or grandchildren).  These 

variables also allowed for a comparison between types of relationship (captured 

ǿƛǘƘƛƴ IƻǳǎŜ Ŝǘ ŀƭΦΩǎ (44) structural element of social integration/isolation).   
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Negative aspects of social support (social conflict) 

In wave 2 (2010-2012) of the UKHLS, participants were asked: Do you have a husband, 

wife, or partner with whom you live?  Participants who answered yes, were asked 

three questions relating to social conflict: How much do they criticise you?  How much 

do they let you down when you are counting on them?  How much do they get on your 

nerves?  Participants were posed the same three questions if they reported having 

any friends and if they reported having any immediate family (for example, children, 

brothers, sisters, parents, cousins, aunts, uncles, grandparents, or grandchildren). 

6.4.3.2 Alcohol consumption: frequency and volume on heaviest drinking day 

Two alcohol outcome measures were used: frequency alcohol was consumed in the 

past week and units consumed on heaviest drinking day. 

Frequency consumed alcohol in past week 

In wave 2 of the UKHLS, participants were asked: Thinking about all kinds of drinks, 

how often have you had an alcoholic drink of any kind during the last 12 months? 

(Eight answer categories frƻƳΥ !ƭƳƻǎǘ ŜǾŜǊȅ ŘŀȅΣ ŦƛǾŜ ƻǊ ǎƛȄ Řŀȅǎ ŀ ǿŜŜƪΧ ǘƻ ƴƻǘ ŀǘ 

all in the last 12 months).  Participants reporting any alcohol consumption in the last 

12 months were asked: Did you have an alcoholic drink in the seven days ending 

yesterday?  And participants responding positively to this question were asked: In the 

last seven days, on how many days did you have an alcoholic drink? (Responses from 

one to seven days).  For the purpose of these analyses, everyone who responded to 

the question on frequency of alcohol consumption in past year but reported not 

ŘǊƛƴƪƛƴƎ ƛƴ ǘƘŜ ƭŀǎǘ ǎŜǾŜƴ Řŀȅǎ ǿŀǎ ŎƻŘŜŘ ŀǎ ŘǊƛƴƪƛƴƎ ƻƴ ΨлΩ Řŀȅǎ ƻǳǘ ƻŦ ǘƘŜ ƭŀǎǘ ǎŜǾŜƴΦ  

For these analyses, the continuous outcome was number of days consumed in past 

week (0-7). 

Units consumed on heaviest drinking day 

Participants were then invited to think of the day on which they drank the most in 

the last seven days and were asked separate questions for each type of alcohol: How 

many pints of beer, lager, stout or cider did you have?  How many measures of spirits 
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or liqueurs, such as gin, whisky, rum, brandy, vodka or cocktails did you have? How 

many glasses ƻŦ ǿƛƴŜ ŘƛŘ ȅƻǳ ƘŀǾŜΚ  Iƻǿ Ƴŀƴȅ ΨŀƭŎƻǇƻǇǎΩ ŘƛŘ ȅƻǳ ƘŀǾŜΚ  In line with 

the unit calculations from NCDS, one pint of beer, lager, stout or cider was calculated 

as 2 units and all other drinks were counted as one unit.  For these analyses, the 

continuous outcome was units consumed on heaviest drinking day in past week.  

These analyses only include participants who reported drinking in the past week and 

responded to the question about drinks consumed on heaviest drinking day. 

Units consumed on heaviest drinking day was the primary outcome of interest and 

number of days alcohol consumed in past week was the outcome in secondary 

analyses. 

6.4.3.3 Covariates 

In line with Chapter 5, socio-economic position, ethnicity, and self-reported health 

were considered confounding variables and were included in all models.  A 

description of the measures is contained in Chapter 5 (section 5.4.3). 

6.4.3.4 Mediator: psychological distress 

As noted in Chapter 2, poor social support is associated with poorer mental health 

(9,180,181), whilst good social support is considered to be protective of mental 

health (11,127).  Drinking to cope or self-medicate present possible mechanisms to 

explain the commonly found relationship between poor mental health and problems 

with alcohol (161,165ς167).   With evidence of a link between quantity and quality of 

social support and alcohol consumption presented both in the literature review in 

Chapter 2 and in the analyses in Chapter 5, it is plausible that some positive aspects 

of support might influence alcohol consumption via psychological wellbeing, whilst 

some negative aspects of social support might influence alcohol consumption 

through psychological distress. 

In order to explore whether psychological distress is a mediator in the relationship 

between quality of social support and alcohol consumption at different stages of the 

life course (objective 2), the General Health Questionnaire (GHQ-12) (which was 



 

200 
 

administered in wave 2 of the UKHLS) was used as a measure of psychological 

distress. 

The GHQ-12 is a 12-item screening tool to identify psychological disorders in general 

health care (274,275).  Participants are asked to consider how they have been feeling 

in the last few weeks and are asked (for example): IŀǾŜ ȅƻǳ ǊŜŎŜƴǘƭȅΧ ōŜŜƴ ŀōƭŜ ǘƻ 

concentrate on what you are doing? (Better than usual/same as usual/less than 

usual/much less than usual) Χƭƻǎǘ ƳǳŎƘ ǎƭŜŜǇ ƻǾŜǊ ǿƻǊǊȅΚ (Not at all/no more than 

usual/rather more than usual/much more than usual) ΧŦŜƭǘ ǘƘŀǘ ȅƻu were playing a 

useful part in things? (More so than usual/same as usual/less so than usual/much less 

than usual).   

The UKHLS dataset includes a derived variable which converts the answers from each 

item of the 12-item GHQ to a scale of 0 to 3 and sums all responses giving a scale of 

0 (least distressed) to 36 (most distressed).  This summed scale was used in the 

analyses (276). 

6.4.4 Analyses 

6.4.4.1 Objective 1: To test measurement models of quality of social support from 

partners, friends, and relatives at different stages of the life course 

In the measures outlined in section 6.4.3 above, some of the questions were about 

positive aspects of relationships and some were about negative aspects, but the 

questions are not from a validated questionnaire.  Therefore, analyses for objective 

1 will apply a series of confirmatory factor analyses (CFA) to see whether the item 

responses are measuring the factors of positive support and negative support for 

each age group and each source of support.   

Confirmatory factor analysis assesses the amount of shared variance between each 

factor and its individual factor indicators.  Unlike the summed score approach often 

used with measurement tools where each item is usually given an equal weight, CFA 

allocates a greater weighting to those indicators which have a greater shared variance 

(a larger factor loading ( )) with the factor (277).  In addition, measurement error is 

included within CFA models through error terms, thus creating latent constructs that 
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ŀǊŜ άǳƴŎƻƴǘŀƳƛƴŀǘŜŘ ōȅ ƳŜŀǎǳǊŜƳŜƴǘ ŜǊǊƻǊέ (p.3) (277).  Structural equation 

modelling techniques enable the simultaneous testing of a measurement model 

benefiting from these advantages and a predictive model. 

Confirmatory factor analyses were conducted in MPlus version 8.0 (278) with 

variance-adjusted weighted least squares (WLSMV) estimation to test the 

assumption that of the six items relating to relational content, three items related to 

positive (social) support and three related to negative support (social conflict) (see 

Figure 6-1).  WLSMV uses probit regression methods to assess the strength of the 

relationship between variables (in this case to explain the amount of shared variance 

between the factors positive support and negative support and their six factor 

indicators). 

For each model, data were constrained to include only participants who reported 

holding that relationship (e.g., having friends).  Model fit was assessed using multiple 

model fit indices: Chi-square goodness of fit statistic (²) (non-significant), Root Mean 

Square Error of Approximation (RMSEA)<0.06, Comparative Fit Index (CFI)>0.95, 

Tucker Lewis Index (TLI)>0.95, and Standardized Root Mean Square Residual 

(SRMR)<0.08 (279ς281). 

 

Figure 6-1: Proposed two-factor model of positive and negative social support 
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Six models were tested: a model for each of the three sources of social support (from 

partner, friends, relatives) in each of the age groups (early adulthood, mid-

adulthood).   

Each of the six models was tested three times, comparing a two-factor model where 

the factors were allowed to covary, to a two-factor model with where the factors 

were not allowed to covary and a one factor model.  Fit indices for the three 

comparisons of each of the six models are shown in Appendix 11. 

6.4.4.2 Objective 2: To explore the direct relationship between quality of social 

support from three separate sources and alcohol consumption and the 

indirect relationship via psychological distress, at different stages of the life 

course. 

Mediation analyses were conducted in MPlus version 8.0 (278) with WLSMV 

estimation to test whether psychological distress (measured by the GHQ) mediated 

the relationship between positive support and alcohol units consumed on heaviest 

drinking day (HDD) and the relationship between negative support and alcohol units 

consumed on HDD (see Figure 6-2).  Additional analyses were conducted using days 

consumed alcohol in past week as the outcome.  The hypothesised directions of effect 

were the same as for units consumed on heaviest drinking day (see Figure 6-3).  

WLSMV uses probit regression methods to assess the strength of the relationship 

between variables.  Ninety-five percent confidence intervals (95% CI) were calculated 

using bias-corrected bootstrapping (BCBOOTSTRAP x 1000 iterations) methods to 

account for non-symmetrical CIs required for multiplicative indirect effects (282).   

In line with the findings in Chapter 5, the direct relationships between social support 

and units consumed were hypothesised to be different according to the source of 

support, with positive support from friends hypothesised to increase units consumed 

on heaviest drinking day, whilst positive support from partner and relatives was 

hypothesised to reduce units consumed on heaviest drinking day (see Figure 6-2). 

For each model, data were constrained to include only participants who reported 

holding that relationship (e.g., having friends).  Model fit was assessed using multiple 
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model fit indices: ² (non-significant), RMSEA<0.06, CFI>0.95, TLI>0.95, and 

SRMR<0.08 (279ς281).  However, due to the large sample size for these analyses, the 

chi square was always significant (281) and therefore the other model fit indices were 

used to assess model fit. 

Six models were tested: one each of the three sources of social support (from partner, 

friends, relatives) in each of the age groups (early adulthood, mid-adulthood).   

 

 

U=Understand, R=Rely, O=Open up, C=Criticise, L=Let down, A=Annoy 

Figure 6-2: Conceptual mediation model: outcome of units consumed on heaviest drinking 
day in the past week. 
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U=Understand, R=Rely, O=Open up, C=Criticise, L=Let down, A=Annoy 

Figure 6-3: Conceptual mediation model: outcome of days consumed alcohol in the past 
week. 

 

6.4.4.3 Objective 3: To explore whether any identified relationships between quality 

of social support and alcohol consumption differ between men and women 

In order to explore whether any relationships identified in objective 2 differed by sex, 

multiple group analyses were conducted in MPlus version 8.0 (278) with WLSMV 

estimation.   

First, measurement invariance was tested to establish whether the factors were 

measuring the same construct across groups (283) (i.e., to test whether the 

ŎƻƴǎǘǊǳŎǘǎ ΨǇƻǎƛǘƛǾŜ ǎǳǇǇƻǊǘΩ ŀƴŘ ΨƴŜƎŀǘƛǾŜ ǎǳǇǇƻǊǘΩ ǿŜǊŜ ƳŜŀǎǳǊƛƴƎ ǘƘŜ ǎŀƳŜ factor 

in women as in men).  Model comparisons for the configural model (all parameters 

freely estimated in each group), metric model (factor loadings held equal across 

groups) and scalar model (thresholds held equal across groups) were generated in 

MPlus using the MODEL = CONFIGURAL METRIC SCALAR analysis syntax.  In order to 

test for construct level metric invariance, the metric model was compared to the 

configural model.  If the constraining of factor loading across groups did not lead to a 

significant deterioration in model fit, then construct-level metric invariance was 

assumed to have been achieved.  5ǳŜ ǘƻ ǘƘŜ ŎƘƛ ǎǉǳŀǊŜ ŘƛŦŦŜǊŜƴŎŜ ǘŜǎǘΩǎ ǎŜƴǎƛǘƛǾƛǘȅ ǘƻ 
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sample size, it was not appropriate to use this test in the analyses due to the large 

sample sizes.  ¢ƘŜǊŜŦƻǊŜΣ ŦƻƭƭƻǿƛƴƎ /ƘŜƴΩǎ (284) recommendations, changes in CFI, 

RMSEA and SRMR were calculated by hand and the following cut offs were applied: 

ǊŜŘǳŎǘƛƻƴ ƛƴ /CL ҖлΦлмлΣ ǎǳǇǇƭŜƳŜƴǘŜŘ ōȅ ŀƴ ƛƴŎǊŜŀǎŜ ƛƴ wa{9! ҖлΦлмр ŀƴŘ ŀƴ 

ƛƴŎǊŜŀǎŜ ƛƴ {waw ҖлΦлол ŦƻǊ ǘƘŜ ƳŜǘǊƛŎ Ǿǎ ŎƻƴŦƛƎǳǊŀƭ ƳƻŘŜƭ ŀƴŘ ҖлΦлмл ŦƻǊ ǘƘŜ ǎŎŀƭŀǊ 

vs metric models. 

If construct level metric invariance was achieved, scalar invariance was tested to 

establish whether the factor indicators had comparable values in each group (men 

and women).  If constraining the factor indicator thresholds to be equal across groups 

did not cause a signƛŦƛŎŀƴǘ ŘŜǘŜǊƛƻǊŀǘƛƻƴ ƛƴ ƳƻŘŜƭ Ŧƛǘ όǳǎƛƴƎ /ƘŜƴΩǎ (284) 

recommendations to compare the scalar model with the metric model) then scalar 

invariance was considered to have been achieved. 

Where measurement invariance was confirmed, structural invariance was tested to 

explore whether the relationship between quality of support and alcohol 

consumption, both directly, and via psychological distress, differed significantly 

between women and men.  To test structural invariance, an unconstrained, multiple 

group analysis was conducted with sex (men and women) as the grouping variable.  

Model fit indices for the unconstrained model are reported along with the results 

from the models for men and women.  Each model was then re-run with 1) all paths 

constrained to be equal and 2) each individual path constrained to be equal.  If the 

model fit significantly deteriorateŘ όǳǎƛƴƎ /ƘŜƴΩǎ (284) criteria) when the path or 

paths were constrained between the sexes, this indicated a statistically significant 

difference between men and women for that model or path. 

Where measurement was non-invariant (not equivalent between groups) a 

description of the findings is given.  However, testing for differences between groups 

in the structural model would not provide valid results due to the lack of equivalence 

between the groups in what the constructs were measuring. 

For all analyses across the three objectives, standardised results are presented in 

order to aid with comparability of results using different scales.  For continuous 
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outcomes ΨStdXYΩ standardised results are reported.  ΨStdXYΩ uses the variance of the 

latent and outcome variables for standardisation.  For categorical outcomes 

(including the CFA where the factor indicators were categorical), ΨStdΩ standardised 

results are reported, which uses only the variance of the continuous latent variable 

(the factor) (285). 

6.4.4.4 Missing data 

Data were missing for 27% of early adults and 19% of mid-adults on the quality of 

social support items.  For each analysis, only data from participants reporting having 

the relevant relationship (e.g., they have a partner, have friends, or have relatives) 

were included.  Of those who reported having each type of relationship, less than 1% 

of data on the six items of social support corresponding to that relationship were 

missing.   

As described in Chapter 4 (section 4.6.1) only those who had consumed alcohol in the 

past week had a value recorded for units of alcohol consumed on heaviest drinking 

day in the past week.  42% of early adults and 52% of mid-adults had data available 

on this measure.  73% of early adults and 81% of mid-adults had data available for 

the GHQ (measure of psychological distress).   

All data analyses were conducted on available cases.  Cases were excluded only if they 

were missing data on covariates (<1%) or if they were missing data on all dependent 

variables (<0.1%). 

The use of multiple imputation (MI) was not feasible as the statistical analyses run in 

MPlus included many different models, which applied bootstrapping for 95% 

confidence intervals (with 1000 iterations), and would have resulted in 

misspecifications of the models, non-convergence as well as large computational 

times. 
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 Results 

This section will begin with a description of the sample characteristics and an 

overview of the distribution of the key variables to be included in the analyses.  The 

analytic results will first describe the sample characteristics and will then be described 

in the order of the objectives for this chapter: 

1. To test measurement models of quality of social support from partners, 

friends, and relatives at different stages of the life course. 

2. To explore the direct relationship between quality of social support from 

three separate sources and alcohol consumption at different stages of the life 

course, and the indirect relationship via psychological distress. 

3. To explore whether any identified relationships between quality of social 

support and alcohol consumption differ between men and women. 

6.5.1 Sample characteristics and distribution of key variables 

6.5.1.1 Sample characteristics 

Sample characteristics can be found in Figure 6-4 and raw numbers can be found in 

Appendix 13.  A higher proportion of participants in early (53%) and mid-(54%) 

adulthood were women.  In early adulthood, the majority of participantsΩ (42%) socio-

economic position was ŎƭŀǎǎŜŘ ŀǎ ΨƛƴŀǇǇƭƛŎŀōƭŜΩΣ ǿƘƛŎƘ ƛƴŎƭǳŘŜŘ ǎǘǳŘŜƴǘǎ ŀƴŘ those 

looking after home and family.  In mid-adulthood, the majority of participants were 

in managerial or professional occupations (34%).  In both life course stages, the 

majority of the sample were from white backgrounds, although non-white 

backgrounds were better represented in the younger age group (23% of participants 

in early adulthood vs 15% in mid-adulthood).  A higher proportion of the mid-

adulthood sample (34%) had a longstanding illness or disability, compared to the 

early adulthood sample (14%).  A higher proportion of the mid-adulthood sample (vs 

the early adulthood sample) were married or cohabiting (75% vs 23%), living with a 

child they had parental responsibility for (41% vs 15%) and in paid employment (79% 

vs 49%). 
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Figure 6-4: Sample characteristics 
and social roles: UKHLS Wave 2 
(2010-2012) 
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6.5.1.2 Quality of social support (predictor) variables 

A table containing the response distributions for the quality of social support 

variables can be found in Appendix 14.  Responses to all questions were skewed 

towards positive outcomes.  For the positively positioned questions (how much each 

source of support understands the participant, can be relied upon and the participant 

can open up to them), the majority of participants responded, Ψŀ ƭƻǘΩ ŀƴŘ ǘƘŜ 

proportion of responses per category reduced in succession with the smallest 

ǇǊƻǇƻǊǘƛƻƴ ƛƴ ǘƘŜ Ψƴƻǘ ŀǘ ŀƭƭΩ ŎŀǘŜƎƻǊȅ.  The only exceptions to this pattern of results 

were for participants in both age groups responding to how much their friends and 

how much their relatives understand them; for both sources of support, the highest 

proportion of respondents answered ΨǎƻƳŜǿƘŀǘΩΣ ǘƘŜ ƴŜȄǘ ƘƛƎƘŜǎǘ ǇǊƻǇƻǊǘƛƻƴ 

ŀƴǎǿŜǊŜŘΣ Ψŀ ƭƻǘΩΣ ŦƻƭƭƻǿŜŘ ōȅ Ψŀ ƭƛǘǘƭŜΩ ŀƴŘ Ψƴƻǘ ŀǘ ŀƭƭΩΦ 

For the negatively positioned questions (how much each source of support criticises 

the participant, lets them down or gets on their nerves), whilst responses were still 

skewed towards positive outcomes (i.e., a higher proportion of participants 

ǊŜǎǇƻƴŘŜŘ Ψƴƻǘ ŀǘ ŀƭƭΩ ƻǊ Ψŀ ƭƛǘǘƭŜΩ ŎƻƳǇŀǊŜŘ ǘƻ ǊŜǎǇƻƴŘƛƴƎ Ψŀ ƭƻǘΩ ƻǊ ΨǎƻƳŜǿƘŀǘΩύΣ ŀ 

higher proportion of thŜ ǎŀƳǇƭŜ ǊŜǎǇƻƴŘŜŘ Ψŀ ƭƛǘǘƭŜΩ ŎƻƳǇŀǊŜŘ ǘƻ Ψƴƻǘ ŀǘ ŀƭƭΩ ƛƴ ǎŜǾŜǊŀƭ 

of the items.  This might demonstrate a higher prevalence of these negative traits of 

relationships being present, or it might be an artefact of the way the response 

categories are worded, bŜŎŀǳǎŜ Ψƴƻǘ ŀǘ ŀƭƭΩ ƛǎ ŀ ŘŜŦƛƴƛǘƛǾŜ ǊŜǎǇƻƴǎŜΣ ǿƘŜǊŜŀǎ Ψŀ ƭƻǘΩ ƛǎ 

not equally definitive (i.e., the source of support does not need to act in that way all 

ǘƘŜ ǘƛƳŜ ŦƻǊ ǇŀǊǘƛŎƛǇŀƴǘǎ ǘƻ ǊŜǎǇƻƴŘ Ψŀ ƭƻǘΩ ōǳǘ ǘƘŜȅ ƴŜŜŘ ǘƻ ƴŜǾŜǊ ŀŎǘ ƛƴ ǘƘŀǘ ǿŀȅ ǘƻ 

ǊŜǎǇƻƴŘ Ψƴƻǘ ŀǘ ŀƭƭΩύ.   

6.5.1.3 Alcohol outcome variables  

Table 6-1 shows the descriptive statistics for the outcome variables.  The alcohol 

outcome variables were positively skewed (see   
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Appendix 15).  In terms of the outcome variables, 42% of participants in early 

adulthood and 52% of participants in mid-adulthood had a response for the units 

consumed on the heaviest drinking day in the last week and the median response was 

8 units (mean=10.7 units) for early adults and 4 units (mean=6.2 units) for people in 

mid-adulthood.   

A higher proportion of responses were present for the number of days alcohol was 

consumed in the past seven days (67% of early adults and 77% of mid-adults) because 

this included all respondents to the alcohol frequency in past year question, whereas 

the units on heaviest drinking day only includes participants who reported consuming 

alcohol in the last seven days.  The median days in the last seven that alcohol was 

consumed was 1 for early adults (mean=1.4) and 2 for people in mid-adulthood 

(mean=2.1).  A breakdown of the proportion of participants drinking on 0 to 7 days in 

the last week is included in Figure 6-5 and a full breakdown of numbers can be found 

in Appendix 13.  A higher proportion of people in early adulthood consumed alcohol 

on 0 to 2 days in the past week and a higher proportion of people in mid-adulthood 

consumed alcohol on 3 or more days in the past week.   

Participants in early adulthood consuming a higher number of units on their heaviest 

drinking day but drinking on fewer days per week is consistent with the evidence 

(45,209) and demonstrates the need to explore both outcomes. 

6.5.1.4 Psychological distress mediator  

Table 6-1 shows the descriptive statistics for the mediator variable psychological 

distress.  GHQ score was normally distributed (see   
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Appendix 15).  The mean score for early adults was 10.6, with mid-adults scoring 

slightly higher (more psychologically distressed) on average with a mean score 11.9.   

Table 6-1: Descriptive statistics for the continuous mediator and outcome variables: 
General Health Questionnaire, units consumed on heaviest drinking day and number of 
days consumed alcohol in past week 

 Early adulthood Mid-adulthood 

Variable Sample 
size (% 
of total 
sample) 

Mean 
(Std 
dev.) 

Medi
an 

Rang
e 

Sample 
size (% 
of total 
sample) 

Mean 
(Std 
dev.) 

Medi
an 

Rang
e 

GHQ 4654 
(73) 

10.6 
(5.36) 

9 0-36 11,827 
(81) 

11.9 
(5.85) 

11 0-36 

Units on HDD 2642 
(42) 

10.7 
(9.09) 

8 0-90 7686 
(52) 

6.2 
(5.40) 

4 0-75 

No.  days 
alcohol 
consumed in 
last week 

4229 
(67) 

1.4 
(1.51) 

1 0-7 11,306 
(77) 

2.1 
(2.06) 

2 0-7 

 

Figure 6-5: Days consumed alcohol in last 7 days 

 

6.5.2 Objective 1: To test measurement models of quality of social support from 

partners, friends, and relatives at different stages of the life course 

Six measurement models were tested: 



 

212 
 

1. Support from partner: Early adulthood 

2. Support from partner: Mid-adulthood 

3. Support from friends: Early adulthood 

4. Support from friends: Mid-adulthood 

5. Support from relatives: Early adulthood 

6. Support from relatives: Mid-adulthood 

For each of the models, data were constrained to include only those participants who 

reported having that source of support (e.g., having a partner).  When data were 

constrained in this way, more than 99% of data on the six quality of support items 

were present (not missing).   

 

 

 

Model 1: Support from partner: Early adulthood 

A total of 1284 (28%) participants in early adulthood reported having a spouse or 

cohabiting partner and a total of 1278 participants with available data were included 

in this analysis. 

The proposed two factor model shown in Figure 6-1 (above) was tested in a CFA.  It 

appeared to have poor model fit when looking at the chi-square test (²=66.10, df=8, 

p<0.001), which was statistically significant.  However, for models with larger sample 

sizes (i.e., 400 or more cases) as is the case here, the chi square will nearly always be 

significant (281) and therefore the other model fit indices were used.  Due to the 

issues with using the chi squared statistic for large sample sizes, the chi square 

statistic will not be reported for the remainder of this chapter. 

The other fit indices for this CFA analysis demonstrated good model fit (RMSEA=0.08 

(0.06-0.09); CFI=0.99; TLI=0.97, SRMR=0.03).   

To ensure that this was the best fitting model for the data, this measurement model 

(which allowed the two factors to covary) was compared to a one factor model, and 
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to a two-factor model where the factors were not allowed to covary (all model 

comparisons can be found in Appendix 11).  This model had the best fit out of the 

three models.   

However, when considering the individual items, it seemed likely that there would be 

some shared variance in the factor indicators: how much they can rely on partner and 

how much they are let down by partner.  Therefore, the model was re-run allowing 

these two indicators to covary. 

Allowing this covariance improved the model fit further: RMSEA=0.06 (0.04-0.08); 

CFI=0.99; TLI=0.98; SRMR=0.02).  The two-factor model, where the factors were able 

ǘƻ ŎƻǾŀǊȅ ŀƴŘ ǿƘŜǊŜ ǘƘŜ ΨǊŜƭȅΩ ŀƴŘ ΨƭŜǘ ŘƻǿƴΩ ƛƴŘƛŎŀǘƻǊǎ ǿŜǊŜ ŀƭƭƻǿŜŘ ǘƻ ŎƻǾŀǊȅ ƘŀŘ 

the best model fit, and this measurement model was retained. 

The standardised measurement model for quality of support from partner in early 

adulthood is shown in Figure 6-6. all parameter estimates were statistically significant 

(p<.001) and explained substantial amounts of item variance (R² ranged from .34 to 

.81).  The greatest proportion of variance in the factor positive support was explained 

by the indicator representing how much the participants felt they could open up to 

their partner (81%).  This indicator also had the largest factor loading ( =0.90, 

SE=0.02, p<.001).  The greatest proportion of variance in the factor negative support 

was explained by the indicator relating to how much a partner gets on the nerves of 

the respondent (60%; =0.78, SE=0.02, p<.001), closely followed by how much their 

partner lets then down (59%; =0.77, SE=0.03, p<.001).  Positive support and negative 

support were significantly negatively correlated (r=-0.48, SE=0.03, p<.001). 
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Figure 6-6: Standardised measurement model 1: Quality of support from partner in early 
adulthood 

Model 2: Support from partner: Mid-adulthood 

A total of 9037 (76%) participants in mid-adulthood reported having a spouse or 

cohabiting partner and a total of 9004 participants with available data were included 

in this analysis. 

In line with Model 1, a two-factor measurement model where the factors and the 

indicators relating to relying on partner and being let down by partner were allowed 

to covary had the best model fit: RMSEA=0.06 (0.06-0.07); CFI=0.99; TLI=0.99; 

SRMR=0.02) (see Appendix 11 for all model comparisons). 

The standardised measurement model for quality of support from partner in early 

adulthood is shown in Figure 6-7, all parameter estimates were statistically significant 

(p<.001) and explained substantial amounts of item variance (R² ranged from .32 to 

.80).  Similarly to the measurement model for early adults, in mid-adulthood the 

indicator relating to being able to open up to a partner explained the most variance 

(80%) and had the largest factor loading ( =0.90, SE=0.005, p<.001) related to positive 

support, whilst the indicator related to how much a partner gets on the nerves of the 

respondent explained the most variance (71%) and had the largest factor loading 

( =0.84, SE=0.008, p<.001) related to negative support. 
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Figure 6-7: Standardised measurement model 2: Quality of support from partner in mid-
adulthood 

Model 3: Support from friends: Early adulthood 

A total of 4568 (98%) participants reported having at least one friend in early 

adulthood and 4559 participants with available data were included in this analysis. 

Consistent with the support from partner measurement models, the measurement 

model for support from friends in early adulthood where positive support and 

negative support were able to covary ŀƴŘ ǘƘŜ ΨǊŜƭȅΩ ŀƴŘ ΨƭŜǘ ŘƻǿƴΩ ƛƴŘƛŎŀǘƻǊǎ ǿŜǊŜ 

able to covary had the best fit RMSEA=0.09 (0.08-0.10); CFI=0.99; TLI=0.98; 

SRMR=0.04) (see Appendix 11 for all model comparisons).  The RMSEA exceeded the 

value of 0.06 which has been identified as an indicator of good model fit by Hu and 

Bentler (279); however, both the estimate and its confidence interval fall within 

aŀŎ/ŀƭƭǳƳΣ .ǊƻǿƴŜ ŀƴŘ {ǳƎŀǿŀǊŀΩǎ (286) range for mediocre fit of 0.08 to 0.10.  

Modification indices suggested the addition of paths from each of the negative 

indicators to positive support; however, this would not make conceptual sense, in 

addition to which, CFA does not support cross-loading (indicators loading onto more 

than one factor) and a two-factor model has already been demonstrated to fit the 

data better than a one-factor model.  Therefore, this model was retained.   
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All parameter estimates were statistically significant (p<.001) and explained 

substantial amounts of item variance (R² ranged from .31 to .77).  In line with the 

models relating to support from partner, being able to open up to friends explained 

the greatest proportion of variance (77%) in the factor positive support (factor 

loading: =0.88, SE=0.007, p<.001) and friends getting on their nerves explained the 

greatest amount of variance (65%) in the factor negative support (factor loading: 

=0.81, SE=0.02, p<.001) in early adulthood (shown in Figure 6-8). 

 

Figure 6-8: Standardised measurement model 3: Quality of support from friends in early 
adulthood 

 

Model 4: Support from friends: Mid-adulthood 

A total of 11,373 (96%) participants reported having at least one friend in mid-

adulthood and 11,339 participants with available data were included in this analysis.  

In line with the previous measurement models, the measurement model for support 

from friends in early adulthood where positive support and negative support were 

ŀōƭŜ ǘƻ ŎƻǾŀǊȅ ŀƴŘ ǘƘŜ ΨǊŜƭȅΩ ŀƴŘ ΨƭŜǘ ŘƻǿƴΩ ƛƴŘƛŎŀǘƻǊǎ ǿŜǊŜ ŀōƭŜ ǘƻ ŎƻǾŀǊȅΣ ƘŀŘ ǘƘŜ 

best fit RMSEA=0.09 (0.08-0.10); CFI=0.99; TLI=0.98; SRMR=0.04) (see Appendix 11 

for all model comparisons).  As per the measurement model for support from friends 
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in early adulthood, the mid-adulthood model also had an RMSEA of 0.90, but this 

model was still considered the most appropriate measurement model for the data. 

All parameter estimates were statistically significant (p<.001) and explained 

substantial amounts of item variance (R² ranged from .44 to .86).  In line with previous 

models, being able to open up to friends explained the greatest proportion of 

variance (86%) in the factor positive support (factor loading: =0.93, SE=0.004, 

p<.001) and friends getting on their nerves explained the greatest amount of variance 

(71%) in the factor negative support (factor loading: =0.84, SE=0.008, p<.001) in mid-

adulthood (shown in Figure 6-9). 

 

Figure 6-9: Standardised measurement model 4: Quality of support from friends in mid-
adulthood 

Model 5: Support from relatives: Early adulthood 

A total of 4496 (97%) participants reported having at least one relative in early 

adulthood and 4482 participants with available data were included in this analysis. 

Consistent with the support from partner and friends measurement models, the 

measurement model for support from relatives in early adulthood where positive 

support and negative support ǿŜǊŜ ŀōƭŜ ǘƻ ŎƻǾŀǊȅ ŀƴŘ ǘƘŜ ΨǊŜƭȅΩ ŀƴŘ ΨƭŜǘ ŘƻǿƴΩ 

indicators were able to covary had the best fit RMSEA=0.07 (0.06-0.08); CFI=0.99; 

TLI=0.98; SRMR=0.02) (see Appendix 11 for all model comparisons).   
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All parameter estimates were statistically significant (p<.001) and explained 

substantial amounts of item variance (R² ranged .40 to .83).  Consistent with previous 

models, being able to open up to relatives explained the greatest proportion of 

variance (83%) in the factor positive support (factor loading: =0.91, SE=0.007, 

p<.001) and relatives getting on their nerves explained the greatest amount of 

variance (68%) in the factor negative support (factor loading: =0.83, SE=0.01, 

p<.001) (shown in Figure 6-10) in early adulthood. 

 

Figure 6-10: Standardised measurement model 5: Quality of support from relatives in early 
adulthood 

 

Model 6: Support from relatives: Mid-adulthood 

A total of 11,603 (98%) of participants reported having at least one relative in mid-

adulthood and 11,543 participants with available data were included in this analysis. 

In line with the previous measurement models, the measurement model for support 

from relatives in mid-adulthood where positive support and negative support were 

ŀōƭŜ ǘƻ ŎƻǾŀǊȅ ŀƴŘ ǘƘŜ ΨǊŜƭȅΩ ŀƴŘ ΨƭŜǘ ŘƻǿƴΩ ƛƴŘƛŎŀǘƻǊǎ ǿŜǊŜ ŀōƭŜ ǘƻ ŎƻǾŀǊȅΣ ƘŀŘ ǘƘŜ 

best fit RMSEA=0.10 (0.09-0.10); CFI=0.99; TLI=0.97; SRMR=0.03) (see Appendix 11 

for all model comparisons).  In line with some of the previous models, the mid-
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adulthood model for support from relatives had an RMSEA exceeding Hu and 

.ŜƴǘƭŜǊΩǎ (279) ǊŀƴƎŜ ŦƻǊ ƎƻƻŘ ŦƛǘΣ ōǳǘ Ƨǳǎǘ ǿƛǘƘƛƴ aŀŎ/ŀƭƭǳƳΣ .ǊƻǿƴŜ ŀƴŘ {ǳƎŀǿŀǊŀΩǎ 

(286) range for mediocre fit and this model was still considered the most appropriate 

measurement model for the data. 

All parameter estimates were statistically significant (p<.001) and explained 

substantial amounts of item variance (R² ranged from .39 to .86).  In line with previous 

models, being able to open up to relatives explained the greatest proportion of 

variance (86%) in the factor positive support (factor loading: =0.93, SE=0.004, 

p<.001) and relatives getting on their nerves explained the greatest amount of 

variance (69%) in the factor negative support (factor loading: =0.83, SE=0.007, 

p<.001). 

 

Figure 6-11: Standardised measurement model 6: Quality of support from relatives in mid-
adulthood 

A sensitivity analysis was conducted containing positive and negative support from 

all sources in one measurement model per life course stage and this is contained in 

Appendix 12.  The measurement models remain largely the same. 
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6.5.3 Objective 2: To explore the direct relationship between quality of social 

support from three separate sources and alcohol consumption and the 

indirect relationship via psychological distress, at different stages of the 

life course. 

Six structural equation models were tested using the six measurement models tested 

in section 6.5.2: 

1. Support from partner: Early adulthood 

2. Support from partner: Mid-adulthood 

3. Support from friends: Early adulthood 

4. Support from friends: Mid-adulthood 

5. Support from relatives: Early adulthood 

6. Support from relatives: Mid-adulthood 

 

Model fit indices 

Table 6-2 contains the model fit indices for all six models. 

The model fit indices for models 1, 2, 3, 5 and 6 were good.  The model fit indices for 

model 4 (support from friends in mid-adulthood) were mixed (Table 6-2).  The TLI and 

SRMR were outside of the range for good model fit and the RMSEA exceeded Hu and 

.ŜƴǘƭŜǊΩǎ (279) range for good fit, although it was within MacCallum, Browne and 

{ǳƎŀǿŀǊŀΩǎ (286) range for mediocre fit.  The TLI favours parsimonious models (281), 

and therefore non-significant paths from ethnicity to psychological distress, from NS-

SEC2 (intermediate occupations) to psychological distress and from health to units on 

heaviest drinking day were removed iteratively; however, these changes did not 

significantly improve the overall model fit and were therefore reinstated to be in line 

with previous models. 

Table 6-2: Model fit indices for the six structural equation models 

Fit index: RMSEA CFI TLI SRMR 

Good model fit  
(279): 

<0.06 >0.95 >0.95 <0.08 

Model 1 0.04 (0.03-0.05) 0.98 0.96 0.06 

Model 2 0.06 (0.05-0.06) 0.97 0.95 0.08 

Model 3 0.05 (0.05-0.06)  0.97 0.95 0.08 

Model 4 0.08 (0.07-0.08) 0.95 0.92 0.09 
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Model 5 0.04 (0.03-0.04) 0.98 0.98 0.04 

Model 6 0.05 (0.05-0.06) 0.97 0.96 0.08 

 

Model 1: Support from partner: Early adulthood 

Quality of support, psychological distress and units consumed on heaviest drinking 

day in past week 

For this analysis, a total of 1274 participants with available data were included and 

model fit indices indicated good model fit (Table 6-2). 

The structural model for support from partner in early adulthood is shown in Figure 

6-12.  Greater positive support was significantly associated with lower psychological 

distress όʲҐ-0.19, 95%CI=-0.27 to -0.11), whereas greater negative support was 

significantly associated with greater psychological distress όʲҐлΦм3, 95%CI=0.03 to 

0.20).  Positive support from partner was associated with lower units consumed on 

heaviest drinking day όʲҐ-0.08, 95%CI=-0.18 to 0.05) whereas negative support from 

partner was associated with higher units consumed on HDD όʲҐлΦ04, 95%CI=-0.09 to 

0.16).  Greater psychological distress was associated with consuming fewer units on 

HDD όʲҐ-0.04, 95%CI=-0.12 to 0.05), although this result did not reach statistical 

significance.  Neither the direct paths between positive and negative support and 

units consumed on heaviest drinking day, nor the indirect paths via psychological 

distress reached statistical significance (see Table 6-3 and Figure 6-12). 



 

222 
 

 

Figure 6-12: Standardised structural model 1: Quality of support from partner in early 
adulthood 

Quality of support, psychological distress and days consumed alcohol in past week 

The models and findings for the outcome, Ψdays consumed alcohol in past weekΩ are 

included in Appendix 16.  For the direct paths, the direction of effect for the path 

from negative support to both alcohol outcomes were the same; however, the direct 

effect from positive support from partner to days consumed alcohol in the past week 

was in the opposite direction to the effect between positive support and units 

consumed on HDD, indicating that greater support from a partner was associated 

with drinking on more days per week amongst early adults, but also with consuming 

fewer units on HDD.   

Unlike the direction of effect between psychological distress and units consumed on 

heaviest drinking day, greater psychological distress was associated with consuming 

alcohol on more days amongst young adults, although this result did not reach 

statistical significance.  Due to this difference, the indirect effects were in the 

opposite direction for days consumed on previous week (positive support: IND=-0.01, 

95%CI= -0.03 to 0.000; negative support: IND=0.007, 95%CI=-0.001 to 0.02) than for 

units consumed on HDD.  Again, the indirect effects failed to achieve statistical 

significance.    

NS-SEC2 = intermediate occupations; NS-SEC3 = routine & manual; NS-SEC4 = inapplicable (vs NS-SEC1= managerial & professional) 
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A further difference between the two outcomes, was that in all models, the  ̡

coefficients for the paths from NS-SEC to days consumed alcohol in past week, were 

in the opposite direction to those for the paths from NS-SEC to units consumed on 

heaviest drinking day.  When compared to the highest socio-economic group 

(professional and managerial) all other groups were associated with an increase in 

units consumed on heaviest drinking day, whereas being in the lower socioeconomic 

groups was associated with a reduction in days consuming alcohol in the past week. 

Model 2: Support from partner: Mid-adulthood 

Quality of support, psychological distress and units consumed on heaviest drinking 

day in past week 

For this analysis, a total of 8997 participants with available data were included and 

model fit indices indicated good model fit (Table 6-2). 

The structural model for support from partner in mid-adulthood is shown in Figure 

6-13.  Greater positive support was significantly associated with lower psychological 

distress όʲҐ-0.20, 95%CI=-0.24 to -0.16), whereas greater negative support was 

significantly associated with greater psychological distress όʲҐлΦм0, 95%CI=0.06 to 

0.13).  Greater positive support from partner was associated with consuming fewer 

units on HDD όʲҐ-0.005, 95%CI=-0.05 to 0.05), although the standardised coefficient 

was small, and was not statistically significant.  Higher levels of negative support were 

significantly associated with consuming more units on HDD όʲҐлΦм0, 95%CI=0.06 to 

0.13).  The unstandardised coefficient for this path was B=0.83 (95%CI=0.36 to 1.28), 

indicating that each one unit increase in negative support was associated with 

consuming just under 1 (0.8) unit more on the heaviest drinking day.   

The standardised indirect paths from both positive (IND=-0.006, 95%CI=-0.01 to -

0.001) and negative (IND=0.003, 95%CI=0.000 to 0.007) support to units consumed 

on HDD via psychological distress were small but statistically significant (see Table 6-3 

and Figure 6-13).  These paths indicate that psychological distress mediates the 

relationship between both positive support and units consumed, and negative 

support and units consumed; with greater positive support associated with lower 

distress, which is (inferred to be) associated with fewer units consumed, and greater 
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negative support associated with greater psychological distress, which is associated 

with higher units consumed on HDD. 

 

Figure 6-13: Standardised structural model 2: Quality of support from partner in mid-
adulthood 

Table 6-3: Standardised total, total indirect and total direct effects: Support from partner 

 Early adulthood Mid-adulthood 

 Estimate S.E. 95% CI Estimate S.E. 95% CI 

POSITIVE SUPPORT to Units on HDD 

Total effect 

 

-0.07 0.06 -0.17 to 0.05 -0.01 0.03 -0.06 to 0.04 

Indirect via 

psychological 

distress 

0.008 0.008 -0.008 to 0.02 -0.006* 0.003 -0.01 to -0.001 

Direct effect -0.08 0.06 -0.18 to 0.05 -0.005 0.03 -0.05 to 0.05 

       

       

NEGATIVE SUPPORT to Units on HDD 

Total effect 

 

0.03 0.06 -0.09 to 0.15 0.10***  0.03 0.04 to 0.15 

Indirect via 

psychological 

distress 

-0.005 0.006 -0.02 to 0.006 0.003* 0.002 0.000 to 0.007 

Direct effect 0.04 0.06 -0.09 to 0.16 0.10***  0.03 0.04 to 0.14 

* <.05  ** <.01  *** <.001 

Quality of support, psychological distress and days consumed alcohol in past week 

NS-SEC2 = intermediate occupations; NS-SEC3 = routine & manual; NS-SEC4 = inapplicable (vs NS-SEC1= managerial & professional) 
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The models and findings for the outcome Ψdays consumed alcohol in past weekΩ are 

included in Appendix 16.  The direction of effect for the direct path between negative 

support and days consumed alcohol was the same as the path from negative support 

to units on HDD; however, greater positive support from partner was associated with 

a higher number of days consuming alcohol in past week όʲҐлΦ04, 95%CI=0.002 to 

0.08), whereas it was associated with drinking fewer units on the heaviest drinking 

day.  However, the coefficients were small and neither result achieved statistical 

significance.  The indirect effects via psychological distress did not reach statistical 

significance. 

Comparisons of early vs mid-adults in frequency vs volume: support from partner 

Psychological distress mediated the relationship between positive and negative 

support and alcohol in different ways amongst early adults and mid-adults.  This can 

be attributed to the differential effects of psychological distress upon the two alcohol 

outcomes amongst the two age groups, because the other relevant effects in the 

mediatory relationship (positive support on psychological distress and negative 

support on psychological distress) were consistent amongst both age groups (positive 

support associated with lower distress and negative support associated with greater 

distress).  Amongst early adults, greater psychological distress was associated with 

consuming fewer units on HDD but with consuming alcohol on more days per week, 

whereas amongst mid-adults, greater distress was associated with consuming more 

units on HDD but consuming alcohol on fewer days per week.  Thus, amongst mid-

adults, greater positive support was associated with lower psychological distress, 

which was (inferred to be) associated with drinking fewer units on HDD, and greater 

negative support was associated with greater psychological distress, which was 

associated with consuming more units on HDD.  The opposite relationships were 

found amongst early adults. 

Yet, amongst early adults, greater positive support was associated with lower 

psychological distress, which was (inferred to be) associated with consuming alcohol 

on fewer days per week, and greater negative support was associated with greater 
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psychological distress, which was associated with consuming alcohol on more days 

per week.  The opposite relationships were found amongst those in mid-adulthood. 

Model 3: Support from friends: Early adulthood 

Quality of support, psychological distress and units consumed on heaviest drinking 

day in past week 

For this analysis, a total of 4544 participants with available data were included and 

model fit indices indicated good model fit (see Table 6-2). 

The structural model for support from friends in early adulthood is shown in Figure 

6-14.  Greater positive support was significantly associated with lower psychological 

distress όʲҐ-0.18, 95%CI=-0.22 to -0.15), whereas greater negative support was 

significantly associated with greater psychological distress όʲҐлΦм1, 95%CI=0.07 to 

0.14).  Both greater positive support (ʲҐ0.14, 95%CI=0.08 to 0.18) and greater 

negative support όʲҐ0.11, 95%CI=0.06 to 0.16) from friends were significantly 

associated with consuming more units on HDD amongst young adults.  The 

unstandardised effect for positive support on units consumed was B=1.50 

(95%CI=0.91 to 1.99), meaning that for each one unit increase in positive support, 

young people (who had consumed alcohol in the past week) consumed 1.5 more units 

of alcohol on their HDD.  The unstandardised effect for negative support was B=1.87 

(95%CI=0.98 to 2.76), meaning that for each one unit increase in negative support, 

young adults consumed just under 2 (1.9) more units on their HDD. 

The indirect paths from both positive (IND=-0.01, 95%CI=-0.02 to -0.002) and 

negative (IND=0.006, 95%CI=0.001 to 0.01) support to units consumed on HDD via 

psychological distress were statistically significant, indicating that greater positive 

support was associated with lower psychological distress, which was associated with 

consuming fewer units on the HDD, and greater negative support was associated with 

greater psychological distress, which was associated with consuming more units on 

HDD (see Table 6-4 and Figure 6-14). 
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Figure 6-14: Standardised structural model 3: Quality of support from friends in early 
adulthood 

Quality of support, psychological distress and days consumed alcohol in past week 

The models and findings for the outcome Ψdays consumed alcohol in past weekΩ are 

included in Appendix 16.  The direction of effect for the direct and indirect effects 

was similar for the number of days alcohol was consumed in the past week and the 

number of units consumed on heaviest drinking day in relation to support from 

friends amongst early adults.   

Model 4: Support from friends: Mid-adulthood 

Quality of support, psychological distress and units consumed on heaviest drinking 

day in past week 

For this analysis, a total of 11,324 participants with available data were included and 

model fit indices were adequate (Table 6-2 and described at the start of section, 

6.5.3). 

The structural model for support from friends in mid-adulthood is shown in Figure 

6-15.  Greater positive support was significantly associated with lower psychological 

distress όʲҐ-0.10, 95%CI=-0.12 to -0.08), whereas greater negative support was 

significantly associated with greater psychological distress όʲҐлΦм2, 95%CI=0.10 to 

NS-SEC2 = intermediate occupations; NS-SEC3 = routine & manual; NS-SEC4 = inapplicable (vs NS-SEC1= managerial & professional) 
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0.14).  Both greater positive support (̡ Ґ0.05, 95%CI=0.03 to 0.08) and greater 

negative support όʲҐ0.10, 95%CI=0.07 to 0.12) were significantly associated with 

consuming a higher number of units on HDD.  The unstandardised effect for positive 

support on units consumed was B=0.36 (95%CI=0.20 to 0.54) and the unstandardised 

effect for negative support was B=0.81 (95%CI=0.56 to 1.04), meaning that a one unit 

increase in positive support from friends was associated with consuming 0.4 more 

units of alcohol, and a one unit increase in negative support was associated with 

consuming 0.8 more units of alcohol on the HDD amongst mid-adults. 

The standardised indirect paths from both positive (IND=-0.005, 95%CI=-0.008 to -

0.003) and negative (IND=0.006, 95%CI=0.003 to 0.01) support to units consumed on 

HDD via psychological distress were statistically significant, indicating that greater 

positive support was associated with lower psychological distress, which was 

(inferred to be) associated with consuming fewer units on the HDD, and greater 

negative support was associated with greater psychological distress, which was 

associated with consuming more units on HDD (see Table 6-4 and Figure 6-15). 

 

 

Figure 6-15: Standardised structural model 4: Quality of support from friends in mid-
adulthood 

NS-SEC2 = intermediate occupations; NS-SEC3 = routine & manual; NS-SEC4 = inapplicable (vs NS-SEC1= managerial & professional) 
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Table 6-4: Standardised total, total indirect and total direct effects: Support from friends 

 Early adulthood Mid-adulthood 

 Estimate S.E. 95% CI Estimate S.E. 95% CI 

POSITIVE SUPPORT to Units on HDD 

Total effect 

 

0.13***  0.02 0.08 to 0.17 0.05***  0.01 0.02 to 0.07 

Indirect via 

psychological 

distress 

-0.01* 0.004 -0.02 to -

0.002 

-

0.005*** 

0.001 -0.008 to -

0.003 

Direct effect 0.14***  0.02 0.09 to 0.19 0.05***  0.01 0.03 to 0.08 

NEGATIVE SUPPORT to Units on HDD 

Total effect 

 

0.12***  0.03 0.07 to 0.16 0.10***  0.01 0.07 to 0.13 

Indirect via 

psychological 

distress 

0.006* 0.003 0.001 to 0.01 0.006** * 0.002 0.003 to 0.01 

Direct effect 0.11***  0.03 0.06 to 0.16 0.10***  0.01 0.07 to 0.12 

* <.05  ** <.01  *** <.001 

 

 

 

 

Quality of support, psychological distress and days consumed alcohol in past week 

The models and findings for the outcome Ψdays consumed alcohol in past weekΩ are 

included in Appendix 16.  The direction of effect for the direct effects was similar for 

the number of days alcohol was consumed in the past week and units consumed on 

heaviest drinking days in relation to support from friends amongst mid-adults.  

However, the relationship between quality of support from friends in mid-adulthood 

and units consumed on HDD appeared to be partially mediated via psychological 

distress, whereas the relationship between quality of support and number of days 

alcohol was consumed in the past week was not. 

Comparisons of early vs mid-adults in frequency vs volume: support from friends 

Similarly to the findings for support from partner in mid-adulthood, greater 

psychological distress was significantly associated with a higher number of units 
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consumed on HDD όʲҐлΦлрΣ фр҈/LҐ0.02 to 0.08); whereas greater distress was only 

weakly associated with consuming alcohol on more days in the past week (̡ ҐлΦ003, 

95%CI=-0.02 to 0.03) amongst mid-adults.  This lack of association between 

psychological distress and days alcohol consumed in past week resulted in there 

being no indirect path from either positive (IND=0.00, 95%CI=-0.002 to -0.002) or 

negative (IND=0.00, 95%CI=-0.002 to 0.002) support to days consumed alcohol in past 

week via psychological distress, indicating that amongst people in mid-adulthood, 

psychological distress does not mediate the relationship between quality of support 

and frequency of alcohol consumption.  Conversely, psychological distress did 

mediate the relationship between positive and negative support and units consumed 

on HDD amongst mid-adults. 

This was different to young adults, where the relationships between both negative 

support and positive support and both units consumed on HDD and days consumed 

alcohol were all partially mediated via psychological distress. 

 

 

Model 5: Support from relatives: Early adulthood 

Quality of support, psychological distress and units consumed on heaviest drinking 

day in past week 

For this analysis, a total of 4472 participants with available data were included and 

model fit indices indicated good model fit (Table 6-2). 

The structural model for support from relatives in early adulthood is shown in Figure 

6-16.  Greater positive support was significantly associated with lower psychological 

distress όʲҐ-0.22, 95%CI=-0.26 to -0.18), whereas greater negative support was 

significantly associated with greater psychological distress όʲҐлΦм4, 95%CI=0.10 to 

0.19).  Greater positive support from relatives was associated with consuming more 

units on HDD όʲҐлΦ02, 95%CI=-0.03 to 0.07) amongst early adults, although the 

standardised coefficient was small and did not reach statistical significance.  Greater 
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negative support was significantly associated with consuming more units on HDD 

όʲҐлΦ07, 95%CI=0.02 to 0.13), with a one unit increase in negative support associated 

with consuming an additional 1 unit of alcohol on the HDD in the past week (B=1.05, 

95%CI=0.30 to 1.89).  Greater psychological distress was associated with consuming 

more units on HDD (̡ҐлΦл3, 95%CI=-0.02 to 0.08), although this result did not reach 

statistical significance.  Similarly, neither the indirect path from positive (IND=-0.006, 

95%CI=-0.02 to 0.003) nor negative (IND=0.004, 95%CI=-0.002 to 0.01) support to 

units consumed on HDD via psychological distress was statistically significant, 

indicating that psychological distress was not a mediator in the relationship between 

quality of support from relatives and units consumed on HDD amongst early adults 

(see Table 6-5 and Figure 6-16). 

 

Figure 6-16: Standardised structural model 5: Quality of support from relatives in early 
adulthood 

Quality of support, psychological distress and days consumed alcohol in past week 

The models and findings for the outcome Ψdays consumed alcohol in past weekΩ are 

included in Appendix 16.  The direction of effect for the direct and indirect effects 

was the same for the number of days alcohol was consumed in the past week and 

units consumed on heaviest drinking day in relation to support from relatives 

amongst early adults.  However, whilst the indirect effects were in the same direction 

NS-SEC2 = intermediate occupations; NS-SEC3 = routine & manual; NS-SEC4 = inapplicable (vs NS-SEC1= managerial & professional) 
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with both outcome variables, both the indirect effect for positive support (IND=-0.01, 

95%CI=-0.02 to -0.006) and negative support (IND=0.008, 95%CI=0.003 to 0.01) to 

days consumed alcohol in past week via psychological distress were statistically 

significant, whereas the standardised coefficients were smaller and did not reach 

statistical significance for the paths to units consumed on heaviest drinking day.  This 

indicates that psychological distress is a mediator in the relationship between quality 

of social support from relatives and frequency of alcohol consumption, but is not a 

mediator in the relationship between support from relatives and units consumed on 

HDD amongst early adults. 

 

 

Model 6: Support from relatives: Mid-adulthood 

Quality of support, psychological distress and units consumed on heaviest drinking 

day in past week 

For this analysis, a total of 11,553 participants with available data were included and 

the model fit indices indicated good model fit. 

The structural model for support from relatives in early adulthood is shown in Figure 

6-17.  Greater positive support was significantly associated with lower psychological 

distress όʲҐ-0.14, 95%CI=-0.16 to -0.12), whereas greater negative support was 

significantly associated with greater psychological distress όʲҐлΦм3, 95%CI=0.11 to 

0.15).  Both greater negative support όʲҐлΦ03, 95%CI=-0.002 to 0.06), and greater 

positive support όʲҐлΦлпΣ фр҈/LҐлΦлм ǘƻ лΦлтύΣ were associated with consuming more 

units on HDD, although the result for negative support did not reach statistical 

significance.  A one unit increase in positive support from relatives was associated 

with consuming an additional 0.27 units on HDD (B=0.27, 95%CI=0.09 to 0.44) 

amongst mid-adults.  Both the indirect paths from positive (IND=-0.009, 95%CI=-0.01 

to -0.005) and negative (IND=0.008, 95%CI=0.005 to 0.01) support to units consumed 

on HDD via psychological distress were statistically significant, indicating that positive 

support from relatives was associated with lower psychological distress, which was 
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(inferred to be) associated with consuming fewer units on HDD, and greater negative 

support from relatives was associated with greater psychological distress, which was 

associated with consuming more units on HDD (see Table 6-5 and Figure 6-17).   

 

Figure 6-17: Standardised structural model 6: Quality of support from relatives in mid- 
adulthood 

 

Table 6-5: Standardised total, total indirect and total direct effects: Support from relatives 

 Early adulthood Mid-adulthood 

 Estimate S.E. 95% CI Estimate S.E. 95% CI 

POSITIVE SUPPORT to Units on HDD 

Total effect 

 

0.01 0.03 -0.04 to 0.06 0.03* 0.01 0.004 to 0.06 

Indirect via 

psychological 

distress 

-0.006 0.005 -0.02 to 0.003 -0.009 

***  

0.002 -0.01 to -0.005 

Direct effect 0.02 0.03 -0.03 to 0.07 0.04**  0.01 0.01 to 0.07 

NEGATIVE SUPPORT to Units on HDD 

Total effect 

 

0.08**  0.03 0.03 to 0.13 0.04* 0.02 0.008 to 0.07 

Indirect via 

psychological 

distress 

0.004 0.003 -0.002 to 0.01 0.008*** 0.002 0.005 to 0.01 

Direct effect 0.07** 0.03 0.02 to 0.13 0.03 0.02 -0.002 to 0.06 

* <.05  ** <.01  *** <.001 

NS-SEC2 = intermediate occupations; NS-SEC3 = routine & manual; NS-SEC4 = inapplicable (vs NS-SEC1= managerial & professional) 
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Quality of support, psychological distress and days consumed alcohol in past week 

The models and findings for the outcome Ψdays consumed alcohol in past weekΩ are 

included in Appendix 16  When looking at the outcome for days consumed alcohol in 

past week, the directions of effect for the direct effects differed from those 

associated with units consumed on HDD.  Both greater positive support όʲҐ-0.005, 

95%CI=-0.03 to 0.02) and greater negative support όʲҐ-0.006, 95%CI=-0.03 to 0.02) 

from relatives were weakly associated with fewer days consumed alcohol in past 

week, though neither result achieved statistical significance.  Psychological distress 

did not mediate the relationship between quality of support from relatives and 

number of days on which alcohol was consumed in the past week amongst mid-

adults. 

Comparisons of early vs mid-adults in frequency vs volume: support from relatives 

Similar to the findings from the comparisons between drinking outcomes in the mid-

adulthood sample when looking at support from partner, neither the indirect effect 

from positive support (IND=0.001, 95%CI=-0.002 to 0.004) nor from negative support 

(IND=-0.001, 95%CI=-0.003 to 0.002) to days consumed alcohol in past week were 

statistically significant; whereas these paths both had greater standardised 

coefficients, and were both statistically significant (positive: IND=-0.008, 95%CI=-0.01 

to -0.005; negative: IND=0.008, 95%CI=0.005 to 0.01) for the outcome units 

consumed on HDD.  Whilst the standardised effect sizes appear small, this does 

indicate that psychological distress partially mediates the relationship between 

quality of social support from relatives and units consumed on heaviest drinking day, 

but does not mediate the relationship between quality of support and frequency of 

alcohol consumption amongst mid-adults. 



 

235 
 

The opposite relationship was found amongst young adults, with results suggesting 

that psychological distress is a mediator in the relationship between quality of social 

support from relatives and frequency of alcohol consumption, but not in the 

relationship between quality of support from relatives and units consumed on HDD. 

6.5.4 Objective 3: To explore whether any identified relationships between 

quality of social support and alcohol consumption differ between men and 

women. 

Descriptive statistics by sex and stage of the life course can be found in Table 6-6.  

Women scored more highly on the GHQ (higher psychological distress) than men and 

participants in mid-adulthood scored more highly than their early adulthood 

counterparts.  Men consumed more units on average on their heaviest drinking day 

than women, and both men and women in early adulthood consumed a higher 

average number of units on their heaviest drinking day than men and women in mid-

adulthood.  Figure 6-18 shows the proportion of the sample drinking on 0 to 7 days 

per week by sex and life course stage.  In both age groups, a higher proportion of 

women consumed alcohol on 0 or 1 days per week and a higher proportion of men 

consumed alcohol on 2 to 7 days per week.  In mid-adulthood, a higher proportion of 

men and women drank more frequently (3+ days per week) than in early adulthood. 

Table 6-6: Descriptive statistics for the continuous mediator and outcome variables by sex: 
General Health Questionnaire, units consumed on heaviest drinking day and number of 
days consumed alcohol in past week 

 Early adulthood 

 Men Women 

Variable Sample 
size (% of 
total 
sample) 

Mean 
(Std 
dev.) 

Media
n 

Range Sample 
size (% of 
total 
sample) 

Mean 
(Std 
dev.) 

Media
n 

Range 

GHQ 2025 9.9 
(4.98) 

9 0-36 2629 11.2 
(5.56) 

10 0-36 

Units on HDD 1302 13.1 
(10.38) 

11 0-90 1340 8.3 
(6.86) 

7 0-54 

No.  days alcohol 
consumed in last 
week 

1857 1.7 
(1.64) 

1 0-7 2372 1.2 
(1.36) 

1 0-7 
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 Mid-adulthood 

 Men Women 

Variable Sample 
size (% of 
total 
sample) 

Mean 
(Std 
dev.) 

Media
n 

Range Sample 
size (% of 
total 
sample) 

Mean 
(Std 
dev.) 

Media
n 

Range 

GHQ 5113 11.3 
(5.54) 

10 0-36 6714 12.3 
(6.05) 

11 0-36 

Units on HDD 3645 8.3 
(6.26) 

7 0-75 4041 4.4 
(3.60) 

3 0-50 

No.  days alcohol 
consumed in last 
week 

4913 2.4 
(2.16) 

2 0-7 6393 1.8 
(1.95) 

1 0-7 

 

 

 

Figure 6-18: Days consumed alcohol in last 7 days by sex and stage of life course 

A table containing the response distributions for the quality of social support 

variables by sex can be found in Appendix 17 and Figure 6-19. 
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A sensitivity analysis containing data from all sources of support in one structural 

model is contained in Appendix 12.  Amongst early adults, the direct effect of both 

positive and negative support from friends on (higher) units on heaviest drinking day 

remained the most significant when all sources of support were modelled.  Amongst 

mid-adults, the direct effect of both positive and negative support from friends on 

(higher) units on heaviest drinking day also remained significant in the full model, as 

did the association between negative support from relatives and fewer units 

consumed on HDD.  This corresponds broadly with the individual model findings, 

where the largest effect sizes were found in the models exploring support from 

friends. 
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Figure 6-19: Distribution of responses for each factor 
indicator by sex for support from partner (early and 
mid-adulthood), support from friends (early and mid-
adulthood and support from relatives (early and mid-
adulthood) 
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Measurement invariance 

Measurement invariance was tested by comparing configural models (all parameters 

freely estimated), metric models (factor loadings constrained to be equal between 

men and women) and scalar models (factor thresholds constrained to be equal 

between men and women) to see whether good model fit was retained when 

constraints were added to the models.  Full results are shown and described in 

Appendix 18.   

The model for support from partner was measurement non-invariant, indicating that 

the constructs of positive and negative support from partner do not appear to 

manifest in the same way between men and women.  It is therefore not appropriate 

to compare the influence of these constructs of quality of support on alcohol 

consumption between men and women.  However, the models of quality of support 

from friends and relatives were measurement invariant, indicating that these 

constructs appear to manifest in the same way between men and women.  Therefore, 

the following section will describe the relationship between quality of support from 

partner amongst men and women, and will explore comparisons of men vs women 

in the relationship between quality of support from friends and relatives and alcohol 

consumption, both directly and via psychological distress. 

Multigroup models and structural invariance 

When entered into a multiple group model, the model fit for support from partner in 

both early adulthood and mid-adulthood was poor.  Furthermore, due to the 

measurement non-invariance highlighted above, it was not possible to compare men 

and women; therefore, using a multigroup model was not necessary in order to 

describe the relationship between variables for men and for women.  In light of these 

issues, support from partner was explored in separate models for men and women.  
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Support from partner: Early adulthood 

Available data from a total of 472 men and 802 women were used in these analyses.  

Model fit was good for both men (RMSEA=0.04 (0.02-0.05); CFI=0.98; TLI=0.96; 

SRMR=0.09) and women (RMSEA=0.03 (0.02-0.04); CFI=0.99; TLI=0.98; SRMR=0.05). 

For men in early adulthood, greater positive support was associated with lower 

psychological distress όʲҐ-0.11, 95%CI=-0.22 to 0.01) and greater negative support 

ǿŀǎ ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘ ƎǊŜŀǘŜǊ ǇǎȅŎƘƻƭƻƎƛŎŀƭ ŘƛǎǘǊŜǎǎ όʲҐлΦмтΣ фр҈/LҐлΦло ǘƻ лΦнфύ, 

although the former finding did not reach statistical significance.  Both positive 

support and negative support were associated with drinking fewer units on HDD, 

although the coefficients were small and non-statistically significant (positive: ̡ Ґ-

0.02, 95%CI=--0.17 to 0.18; negative: ̡ Ґ-0.04, 95%CI=-0.23 to 0.20).  Higher 

psychological distress was associated with consuming fewer units on HDD όʲҐ-0.06, 

95%CI=-0.20 to 0.08), but again, this statistic failed to reach statistical significance.  

Full results can be found in Figure 6-20. 

 

Figure 6-20: Standardised structural model: Support from partner: men in early adulthood 

 

NS-SEC2 = intermediate occupations; NS-SEC3 = routine & manual; NS-SEC4 = inapplicable (vs NS-SEC1= managerial & professional) 
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Neither the indirect effect from positive support to units consumed on heaviest 

drinking day (IND=0.007, 95%CI=-0.007 to 0.03) nor from negative support to units 

consumed on heaviest drinking day (IND=-0.01 95%CI=-0.05 to 0.01) was statistically 

significant. 

For women in early adulthood, greater positive support was significantly associated 

with lower psychological distress (=-0.23, 95%CI=-0.35 to -0.12), and greater 

negative support was non-significantly associated with greater psychological distress 

όʲҐлΦ09, 95%CI=-0.03 to 0.21).  Whilst no direct comparison can be made due to the 

models being run separately, it appears that the direction of effect was the same for 

women and men, but the association between positive support and psychological 

distress was stronger for women, whilst the association between negative support 

and psychological distress appeared to be stronger for men.  For women, positive 

support was associated with consuming fewer units on HDD όʲҐ-0.14, 95%CI=-0.29 to 

0.05) and negative support was associated with drinking more units on HDD όʲҐлΦ14, 

95%CI=-0.03 to 0.33).  Although neither result achieved statistical significance, 

negative support from partner appeared to be associated with drinking more units 

for women, and fewer units for men in early adulthood.    

There was a small, non-significant, negative association between psychological 

distress and units consumed on HDD, indicating that psychological distress was 

associated with consuming fewer units on HDD, which was the same as the finding 

amongst young men.  Full results can be found in Figure 6-21. 

Similarly to men, neither the indirect effect from positive support to units consumed 

on heaviest drinking day (IND=0.006, 95%CI=-0.02 to 0.04) nor from negative support 

to units consumed on heaviest drinking day (IND=-0.002, 95%CI=-0.02 to 0.006) was 

statistically significant, indicating that psychological distress did not mediate the 

relationship between quality of social support and alcohol consumption amongst 

either young men or young women. 
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Figure 6-21: Standardised structural model: Support from partner: women in early 
adulthood 

Support from partner: Mid-adulthood 

Available data from a total of 4110 men and 4887 women were used in these 

analyses.  Model fit was good for both men (RMSEA=0.05 (0.04-0.05); CFI=0.97; 

TLI=0.96; SRMR=0.05) and women (RMSEA=0.05 (0.04-0.05); CFI=0.98; TLI=0.98; 

SRMR=0.05). 

For men in mid-adulthood, greater positive support was significantly associated with 

lower psychological distress (=-0.21, 95%CI=-0.26 to -0.16) and greater negative 

support was significantly associated with greater psychological distress (=0.06, 

95%CI=0.01 to 0.12).  The magnitude of effect was greater for positive support than 

for negative support amongst men in mid-adulthood.  Greater positive support was 

associated with consuming fewer units on HDD όʲҐ-0.03, 95%CI=-0.10 to 0.04), 

although this failed to reach statistical significance, whereas greater negative support 

was significantly associated with consuming more units on HDD όʲҐлΦммΣ фр҈/LҐлΦлп 

to 0.17).  

NS-SEC2 = intermediate occupations; NS-SEC3 = routine & manual; NS-SEC4 = inapplicable (vs NS-SEC1= managerial & professional) 
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Greater psychological distress was weakly associated with consuming fewer units on 

HDD όʲҐ-0.003, 95%CI=-0.05 to 0.04).  Full results can be found in Figure 6-22. 

 

Figure 6-22: Standardised structural model: Support from partner: men in mid-adulthood 

As with the early adulthood sample, neither the indirect effect from positive support 

to units consumed on heaviest drinking day (IND=0.001, 95%CI=-0.008 to 0.01) nor 

the indirect effect from negative support to units consumed on heaviest drinking day 

(IND=0.000, 95%CI=-0.003 to 0.003) was statistically significant indicating no 

mediation of quality of support from partner on units consumed on HDD via 

psychological distress amongst men in mid-adulthood. 

For women in mid-adulthood, greater positive support from partner was significantly 

associated with lower psychological distress (=-0.18, 95%CI=-0.24 to -0.13) and 

greater negative support was significantly associated with greater psychological 

distress (=0.13, 95%CI=0.07 to 0.18).  Unlike men in mid-adulthood, greater positive 

support was associated with consuming more (as opposed to fewer) units on HDD 

όʲҐлΦ02, 95%CI=-0.05 to 0.09), although the relationship failed to reach statistical 

significance.  Similarly to men, greater negative support was significantly associated 

with consuming more units on HDD όʲҐлΦл8, 95%CI=0.01 to 0.16).   

NS-SEC2 = intermediate occupations; NS-SEC3 = routine & manual; NS-SEC4 = inapplicable (vs NS-SEC1= managerial & professional) 
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Greater psychological distress was significantly associated with consuming more units 

on heaviest drinking day (=0.10, 95%CI=0.05 to 0.15), which was the opposite 

direction of effect to that found amongst men in mid-adulthood.  Full results can be 

found in Figure 6-23. 

 

Figure 6-23: Standardised structural model: Support from partner: women in mid-
adulthood 

Unlike the mid-male and the early adulthood samples, amongst women in mid-

adulthood, both the indirect effect from positive support to units consumed on 

heaviest drinking day (IND=-0.02, 95%CI=-0.03 to -0.008) and the indirect effect from 

negative support to units consumed on heaviest drinking day (IND=0.01, 95%CI=0.004 

to 0.02) were statistically significant.  Whilst these standardised indirect effects are 

still small, they are larger than those found in the three other subsamples, indicating 

that psychological distress does mediate the relationship between quality of support 

from partner and units consumed on HDD amongst women in mid-adulthood. 

 

 

NS-SEC2 = intermediate occupations; NS-SEC3 = routine & manual; NS-SEC4 = inapplicable (vs NS-SEC1= managerial & professional) 
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Support from friends: Early adulthood 

The total sample size for the multigroup analysis was 4544, of which 1970 were men 

and 2574 were women. 

The multi group model containing model results for men and women demonstrated 

good model fit: RMSEA=0.05 (95%CI=0.05-0.05); CFI=0.97, TLI=0.96; SRMR=0.06 and 

a full description of results by sex is contained in Appendix 19. 

To test whether the difference in magnitude of effect between women and men for 

the model paths was statistically significant, nested models were run in which 1) all 

paths were held constant between men and women, and 2) each path was 

individually held constant between men and women.  The change in model fit was 

assessed for each nested model and if model fit did not deteriorate when paths were 

constrained to be equal between men and women it was assumed that the paths did 

not differ significantly between the sexes. 

In the nested model constraining all paths between positive support, negative 

support and units consumed on HDD to be equal between men and women, the 

model fit improved (see Table 6-7), indicating that the relationships in the model do 

not differ significantly between women and men.  Appendix 20 contains the results 

of a series of models in which each path is individually constrained between men and 

women and in each model, the model fit remained the same or improved indicating 

that there was no significant difference between men and women on any individual 

path in the model. 

The unstandardised indirect effect from positive support to units consumed on 

heaviest drinking day was non-significant amongst men (IND=-0.10, 95%CI=-0.26 to 

0.06) and significant amongst women (IND=-0.09, 95%CI=-0.017 to -0.006), but the 

difference between the indirect path for men and women was not statistically 

significant (DIFF_IND=-0.01, 95%CI=-0.19 to 0.17). 

Similarly, the indirect effect from negative support to units consumed on heaviest 

drinking day was non-significant amongst men (IND=0.08, 95%CI=-0.05 to 0.021) and 
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significant amongst women (IND=0.06, 95%CI=0.000 to 0.011), but the difference 

between the indirect path for men and women was not statistically significant 

(DIFF_IND =0.02, 95%CI=-0.12 to 0.16).  

Support from friends: Mid-adulthood 

The total sample size for the multigroup analysis was 11,324, of which 4838 were 

men and 6486 were women. 

The multi group model containing model results for men and women demonstrated 

good model fit: RMSEA=0.06 (95%CI=0.06-0.06); CFI=0.96, TLI=0.96; SRMR= 0.07 and 

a full description of the models for men and women is contained in Appendix 19. 

As with the early adult sample, the model fit did not deteriorate when paths were 

held equal between men and women in either the full model (see Table 6-7) or in any 

individual path in the model (see Appendix 20), indicating that there was no 

statistically significant difference in the modelled relationships between men and 

women in this sample. 

 

Table 6-7: Comparison of model fit indices for baseline and nested models for support from 
friends 

Model 3: Support from friends: Early adults (n=4544. 57% women) 

/ƘŜƴΩǎ Ŏǳǘ ƻŦŦǎ (284) Җ-0.010 ҖлΦлмр ҖлΦлолό/ύκ 

ҖлΦлмлό{ύ 

 CFI RMSEA SRMR ɲ/CL ɲwa{9! ɲ{waw 

Baseline 0.969 0.050 0.064    

Nested: All direct and 

indirect paths held equal 
0.969 0.049 0.064 0 -0.001 0 

Model 4: Support from friends: Mid-adulthood (n=11,324. 57% women) 

Baseline 0.963 0.060 0.071    

Nested: All direct and 

indirect paths held equal 
0.964 0.058 0.071 0.001 -0.002 0 

 

The unstandardised indirect effect from positive support to units consumed on 

heaviest drinking day was statistically significant amongst men (IND=-0.04, 95%CI=-

0.007 to -0.01) and women (IND=-0.03, 95%CI=-0.06 to -0.01), and the difference 
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between the indirect paths for men and women was not statistically significant 

(DIFF_IND=-0.008, 95%CI=-0.05 to 0.03). 

Similarly, the unstandardised indirect effect from negative support to units consumed 

on heaviest drinking day was significant amongst men (IND=0.04, 95%CI=0.01 to 0.08) 

and women (IND=0.04, 95%CI=0.02 to 0.07), but the difference between the indirect 

path for men and women was not statistically significant (DIFF_IND=0.003, 95%CI=-

0.04 to 0.04). 

Taken together, these results indicate that there was no significant difference in the 

relationship between quality of support from friends and units consumed on heaviest 

drinking day between men and women, and therefore the results reported under 

objective 2, whereby men and women are modelled together, are valid. 

Support from relatives: Early adulthood 

The total sample size was 4472, of which 1909 were men and 2563 were women. 

The multi group model containing model results for men and women did not meet 

Iǳ ŀƴŘ .ŜƴǘƭŜǊΩǎ (279) criteria for good model fit: RMSEA=0.09 (95%CI=0.09-0.10); 

CFI=0.89, TLI=0.86; SRMR=0.09; alǘƘƻǳƎƘ ǘƘŜ wa{9! ƛǎ ǿƛǘƘƛƴ aŀŎ/ŀƭƭǳƳ Ŝǘ ŀƭΦΩǎ 

range for mediocre fit (286), the CFI and TLI are outside of the range for good fit.  

Therefore, the models for men and women are not reported here or in the 

appendices. 

To explore whether the modelled relationships differed between men and women, 

nested models were run in which 1) all paths were held constant between men and 

women, and 2) each path individually was held constant between men and women.  

The change in model fit was assessed for each nested model, and if model fit did not 

deteriorate when paths were constrained to be equal between men and women, it 

was assumed that the paths did not differ significantly between the sexes. 

In the nested model constraining all paths between positive support, negative 

support and units consumed on HDD to be equal between men and women, the 
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model fit improved (see Table 6-8), indicating that the relationships in the model did 

not differ significantly between women and men.  Appendix 20 contains the results 

of a series of models in which each path is individually constrained between men and 

women and in each model, the model fit remained the same or improved indicating 

that there was no significant difference between men and women on any individual 

path in the model. 

None of the unstandardised indirect paths from either positive support to units 

consumed on heaviest drinking day (men: IND=-0.08, 95%CI=-0.32 to 0.15; women: 

IND=-0.008, 95%CI=-0.14 to 0.13), or negative support to units consumed on heaviest 

drinking day (men: IND=0.08, 95%CI=-0.14 to 0.29; women: IND=0.007, 95%CI=-0.11 

to 0.12), were statistically significant in the early adulthood sample.  The difference 

between the indirect paths for men and women were not statistically significant 

(positive support: DIFF_IND=-0.08, 95%CI=-0.35 to 0.20; negative support: 

DIFF_IND=0.07, 95%CI= -0.17 to 0.31).  These results should be treated with some 

caution due to the mediocre model fit of the multigroup model. 

Support from relatives: Mid-adulthood 

The total sample size was 11,553, of which 4935 were men and 6118 were women. 

The multi group model containing model results for men and women did not meet 

Iǳ ŀƴŘ .ŜƴǘƭŜǊΩǎ (279) criteria for good model fit: RMSEA=0.10 (95%CI=0.09-0.10); 

CFI=0.90, TLI=0.87; SRMR=0.10; aƭǘƘƻǳƎƘ ǘƘŜ wa{9! ƛǎ ǿƛǘƘƛƴ aŀŎ/ŀƭƭǳƳ Ŝǘ ŀƭΦΩǎ 

range for mediocre fit (286). 

As with the models looking at support from friends and support from relatives in the 

early adulthood sample, model fit did not deteriorate when paths were constrained 

to be equal between men and women in either the full model (seeTable 6-8) or in any 

individual path in the model (see Appendix 20), indicating that there was no 

statistically significant difference between the sexes in the relationship between 

quality of support from relatives and units consumed on HDD in mid-adulthood. 
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Table 6-8: Comparison of model fit indices for baseline and nested models for support from 
relatives 

Model 5: Support from relatives: Early adults (n=4472. 57% women) 

/ƘŜƴΩǎ Ŏǳǘ ƻŦŦǎ (284) Җ-0.010 ҖлΦлмр ҖлΦлолό/ύκ

ҖлΦлмлό{ύ 

 CFI RMSEA SRMR ɲ/CL ɲwa{9! ɲ{waw 

Baseline 0.885 0.092 0.089    

Nested: All direct and 

indirect paths held equal 
0.887 0.089 0.089 0.002 -0.003 0 

Model 6: Support from relatives: Mid-adulthood (n=11,553. 57% women) 

Baseline 0.896 0.097 0.095    

Nested: All direct and 

indirect paths held equal 
0.899 0.093 0.096 0.003 -0.004 0.001 

 

Unlike with the early adulthood sample, all the unstandardised indirect paths from 

both positive support to units consumed on heaviest drinking day (men: IND=-0.07, 

95%CI=-0.12 to -0.03; women: IND=-0.07, 95%CI=-0.10 to -0.04), and negative 

support to units consumed on heaviest drinking day (men: IND=0.07, 95%CI=0.02 to 

0.11; women: IND=0.07, 95%CI=0.04 to 0.10), were statistically significant in the mid-

adulthood sample.  However, as with the early adulthood sample, the difference 

between the indirect paths for men and women were not significantly different 

(positive support: DIFF_IND=-0.004, 95%CI=-0.06 to 0.05; negative support: 

DIFF_IND=-0.003, 95%CI=-0.06 to 0.05).  These results should be treated with some 

caution due to the mediocre model fit of the multigroup model. 

Taken together, these results indicate that there was no significant difference in the 

relationship between quality of support from relatives and units consumed on 

heaviest drinking day between men and women, and therefore the results reported 

under objective 2, whereby men and women are modelled together, are valid. 

 Discussion 

This chapter firstly sought to test measurement models of quality of support from 

partners, friends, and relatives at different stages of the life course, and secondly to 

explore the relationship between quality of support and alcohol consumption both 
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directly and indirectly via psychological distress.  Results of the measurement models 

are discussed first with implications for research more broadly.  Results of the direct 

relationships between quality of support and alcohol consumption are then 

discussed, followed by results of the indirect relationships via psychological distress.  

Finally, there is a comment on sex differences, before conclusions, strengths and 

limitations, research implications, and policy and practice recommendations are 

discussed. 

Measuring quality of support from three sources 

This is the first time, ǘƻ ǘƘŜ ŀǳǘƘƻǊΩǎ ƪƴƻǿƭŜŘƎŜ, that a confirmatory factor analysis 

has been applied to these items on social support, which are included in the UKHLS 

and other longitudinal datasets (e.g., the English Longitudinal Study of Ageing, (287)).  

A series of two-factor models of positive and negative support from partners, friends 

and relatives demonstrated good model fit that was reproduced across questions 

relating to support from different sources, and from people in both early and mid-

adulthood, indicating that the items reliably measure the constructs of positive and 

negative support.  Importantly, results of the confirmatory factor analysis (CFA) 

demonstrated differential factor loadings for each of the items, with being able to 

open up to oneΩǎ partner/friends/relatives consistently explaining the most variance 

in the positive support factorΣ ŀƴŘ ōŜƛƴƎ ŀƴƴƻȅŜŘ ōȅ ƻƴŜΩǎ ǇŀǊǘƴŜǊκŦǊƛŜƴŘǎκǊŜƭŀǘƛǾŜǎ 

consistently explaining the most variance in the negative support factor.  Thus, using 

CFA, which accounts for the different strengths with which items load onto factors, is 

likely to provide a more accurate representation of the factors positive and negative 

support than the currently used summed score approach (288), which assigns equal 

weight across all items. 

Next, these measurement models were used to explore the relationship between 

quality of support from three separate sources and alcohol consumption at different 

stages of the life course.  The results for the direct relationships between quality of 

social support and alcohol consumption are discussed first, followed by the results of 

the indirect relationships via psychological distress. 
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Quality of social support and alcohol consumption 

The direct relationship between quality of social support and alcohol consumption 

was strongest in the models exploring support from friends, and when all 

relationships were modelled together, the associations between positive support and 

negative support from friends remained statistically significant in both age groups, 

indicating that when considering the relationship between support and single 

episode drinking, support from friends is most influential.  Both positive and negative 

support from friends were associated with consuming more units on pŜƻǇƭŜǎΩ 

heaviest drinking day and consuming alcohol on more days in the past week.  

Amongst early adults, a one unit increase in positive support was associated with 

consuming 1.5 alcohol units more on the heaviest drinking day, and a one unit 

increase in negative support was associated with drinking just under 2 alcohol units 

more on the heaviest drinking day. 

When exploring support from partners in both early and mid-adulthood, greater 

positive support from partners was weakly associated with consuming fewer units, 

but drinking on more days per week, whereas negative support from partners was 

associated with drinking more units and on more days.  The finding that there was no 

relationship between positive support from partners and units consumed on a single 

occasion, when taken in combination with the Chapter 5 findings of a lower likelihood 

of risky drinking amongst married/cohabiting people with high levels of emotional 

support and amongst people who felt closest to their partner, indicates that positive 

aspects of support, when received from a partner, are not associated with risky 

drinking, and may have a protective effect over some aspects of drinking. 

In early adulthood, both positive and negative support from relatives were associated 

with higher alcohol consumption (single episode quantity and last week frequency).  

In mid-adulthood, positive and negative support were both associated with a higher 

number of units consumed on HDD, but weakly associated with consuming alcohol 

on fewer days in the past week.  In Chapter 5, participants were more likely to be 

higher risk drinkers if they felt closest to a parent or sibling, which concurs with these 
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findings of support from relatives being associated with drinking more; however, 

when all sources of support were modelled together, support from relatives was only 

significantly associated with units consumed on heaviest drinking day amongst mid-

adults and the direction of effect was different to that in the individual models (i.e., 

was associated with consuming fewer units).  More research is needed to ascertain 

the relationship between support from relatives and alcohol consumption, and the 

somewhat contradictory findings reported here may be due to the significant 

heterogeneity in types of relationship with relative (e.g., having a carer role for an 

older parent versus a relationship more akin to a friendship with a sibling). 

Research focusing on marital relationships has found a link between romantic conflict 

and alcohol consumption, both with alcohol consumption leading to conflict (289) 

and conflict leading to problem alcohol use (146).  Equally, research looking at 

negative support from any (unspecified) source has found a link between negative 

support and future excessive alcohol consumption (9).  This study adds granularity by 

identifying that negative support is consistently associated with consuming more 

alcohol irrespective of the source of that negative support, the stage of life course or 

the measure of alcohol consumption.  Whilst the effect sizes are small, the 

consistency of results across all models in Chapter 6, in addition to the associations 

found between negative support and higher risk drinking in Chapter 5 lends credence 

to the existence of a link between interpersonal conflict and higher alcohol 

consumption.  These analyses were cross-sectional and therefore causal attributions 

cannot be drawn and there are plausible explanations for the effect travelling in both 

directions.  Laboratory-based research has found that acute psychosocial stressors 

ƛƴŎǊŜŀǎŜ ŀƭŎƻƘƻƭ ŎǊŀǾƛƴƎ ŀƳƻƴƎǎǘ ΨǎƻŎƛŀƭ ŘǊƛƴƪŜǊǎΩ όнптύΣ and relatedly, tension 

reduction and enhanced mood are some of the common alcohol expectancies 

amongst people who drink (66,290,291), thus negative aspects of any interpersonal 

relationships, such as criticism or annoyance might lead directly to alcohol craving 

and subsequent increased consumption and/or drinking with the expectation of 

relieving tension and improving mood.  Equally, high levels of alcohol consumption 

(particularly consumed on one occasion) have been linked to interpersonal conflict 

(292ς295).  It is equally likely that the relationship is complexly intertwined in a 
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bidirectional nature, and the crucial message is that negative interactions and alcohol 

are linked.   

The direct link between negative aspects of social support and alcohol consumption 

presents a potentially novel, yet easily introduced element to alcohol brief 

interventions, that has thus far been largely neglected: an assessment of motives for 

drinking and drinking expectations.  An assessment of why people drink that enables 

a discussion of psychosocial stressors, as well as the expectations an individual has 

regarding alcohol consumption, may provide an ideal starting place for a brief 

intervention to address these motives and expectations.  Furthermore, in recognition 

that drinking may lead to social conflict as opposed to conflict leading to drinking 

more, a more socially informed brief intervention could also provide a platform to 

consider the negative consequences of drinking that might contribute to the 

motivation required to initiate behaviour change.  This addition to brief interventions 

should be tested in experimental studies to explore effectiveness and to identify 

which elements have the most impact on alcohol consumption. 

Unlike negative support, the influence of positive support on alcohol consumption 

varied according to the source of support.  Receiving more positive support from 

friends and relatives in early and mid-adulthood, was associated with consuming 

more units on heaviest drinking day, whereas positive support from a partner was  

not.  The different effect by relationship type might account for previous findings of 

no relationship between positive support and alcohol consumption (9,24,125).  It has 

been proposed that alcohol triggers the endorphin system and thus the consumption 

of alcohol in social settings services and reinforces social bonds (296).  Furthermore, 

research has found that people who drink in social settings have greater access to 

emotional support from friends as well as feeling better engaged with their local 

community (122,296).  Within the qualitative literature, drinking is often portrayed in 

positive terms as a way of enjoying oneself and socialising (64,67,226,297,298), with 

some representations describing alcohol as a facilitator to being able to talk about 

emotions and express care (67,122).  This study adds weight to these arguments by 

being the first to use a large, nationally representative dataset to demonstrate a link 
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between positive support from friends and higher units consumed on heaviest 

drinking day, as well as consuming alcohol on more days in the past week amongst 

men and women in both early and mid-adulthood.  This is not to say that alcohol 

consumption should be recommended, but rather that the value associated with 

alcohol consumption for some people should be recognised when delivering health 

messages about drinking, and any interventions to reduce alcohol consumption 

should simultaneously seek to ensure positive support from friends continues to be 

received in non-drinking contexts. 

Quality of social support and alcohol consumption via psychological distress 

At both stages of the life course, greater positive support from any source was 

associated with lower psychological distress, and greater negative support was 

associated with higher psychological distress.  This is consistent with existing research 

exploring negative and positive support and psychological wellbeing (10,265). 

Greater psychological distress was associated with consuming more units on the 

heaviest drinking day for both age groups, except amongst the subsample of early 

adults who reported having a partner.  Amongst early adults, a smaller proportion of 

participants (28%) reported cohabiting with a partner/spouse and therefore it is 

possible that unmeasured factors, such as having a young family, might explain why 

psychological distress was associated with consuming fewer units of alcohol in this 

group only.  Conversely, greater psychological distress was associated with higher 

frequency of drinking in the past week amongst early adults, but was not associated 

with consuming alcohol on more days amongst mid-adults.   

In line with the finding that psychological distress was not associated with drinking 

more frequently amongst mid-adults, psychological distress was only found to 

mediate the relationship between positive and negative support (from friends and 

from relatives) and frequency of consumption amongst early adults.  Conversely, 

psychological distress was found to be a mediator in the relationship between both 

positive support and negative support from all sources and units consumed on 

heaviest drinking day for people in mid-adulthood, but only for positive and negative 
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support from friends and units consumed amongst early adults.  Whilst the effect 

sizes were small in the mediation models, there was consistency across models in the 

presence of an indirect effect from support via psychological distress to frequency 

(early adults) and single episode volume (mid-adults) of drinking.  Furthermore, in 

Chapter 5, adjusting for psychological distress attenuated, but did not eliminate, the 

relationship between quality of support and alcohol consumption, indicating that 

both factors influence alcohol consumption. 

The finding that negative support was associated with increased alcohol consumption 

via increased psychological distress adds to previous research that has found a link 

between negative support and alcohol consumption (9) by proposing an explanatory 

mechanism for part of that relationship.  The mediatory effect of psychological 

distress in this relationship is further supported by social learning theory.  Social 

learning theory suggests that problematic alcohol use is linked to difficulties with 

coping skills combined with positive drinking expectancies (e.g., a belief that alcohol 

can help to improve negative affective states) (158,161).  A key element to this 

perspective is that alcohol is used as a coping mechanism, and that using alcohol to 

cope leads to heavier drinking (and eventual alcohol abuse) (162,299).  Even amongst 

non-problematic drinkers, alcohol is commonly referred to as a socially acceptable 

way of relaxing (64,67,297,298), indicating that alcohol is synonymous with managing 

life stressors, both significant and minor.  The relationship between negative support, 

psychological distress and increased alcohol consumption presents an additional 

component to be tested within alcohol brief interventions, by further exploring 

motives for drinking, for example, drinking to cope with negative interpersonal 

experiences, and associated treatment strategies, for example, discussing and 

identifying alternative coping mechanisms. 

The relationship between positive social support and alcohol consumption was also 

mediated via psychological distress, with greater levels of positive support being 

associated with lower levels of psychological distress, which was inferred to be 

associated with lower alcohol consumption.  Prior research that has found that social 

support acts as a buffer in the relationship between stress and alcohol consumption, 
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whereby people experiencing stress who have poor social support are significantly 

more likely to consume alcohol than those who have good social support (264).  

Whilst a causal direction cannot be established from the current research, it suggests 

that, in addition to social support buffering the effects of stress (as per previous 

studies in this field), positive support may also be associated with psychological 

wellbeing, which, in turn is linked to lower alcohol consumption.  

Interestingly, the direct effects of support from friends and relatives on units 

consumed on heaviest drinking day went in different directions to the indirect effects 

of these same paths.  Whilst more positive support from friends and relatives was 

associated with consuming more units, the indirect effect led to fewer units 

consumed (i.e., positive support was associated with lower psychological distress, 

which was associated with fewer units consumed).  These different directions of 

effect (i.e., positive direct effects and negative indirect effects) might be explained by 

differing motivations for drinking, whereby drinking to cope is reduced by receiving 

positive support, but drinking for other reasons (e.g., pleasure, fun, sociability) is 

increased by access to supportive relationships, and is unrelated to psychological 

distress.   

Differences by life course stage: quantity vs frequency 

As noted above, psychological distress was a significant mediator in models exploring 

the association between support from friends and relatives, and the number of days 

alcohol was consumed in the past week for early adults, whereas in mid-adulthood, 

it was a significant mediator in all models exploring the association between quality 

of support and units consumed on heaviest drinking day.  It was observed in the 

descriptive statistics, that early adults drank more, on average, on their heaviest 

drinking day, whereas mid-adults drank on more days per week.  This suggests (in line 

with previous evidence (45,209)) that drinking more heavily on fewer nights is 

normative in this early adulthood sample, whereas drinking less, but on more days is 

normative in the mid-adulthood sample.   
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When looking at psychological distress as a mediator in the context of drinking to 

cope, it might be expected that mediation effects are found in more problematic (and 

less normative) forms of drinking.  In exploring the risks of heavy episodic drinking 

compared to spreading the same volume of alcohol over more days, Kuntsche et al. 

(79) noted that risky single occasion drinking was acceptable amongst younger 

ŘǊƛƴƪŜǊǎΣ ǿƘƛƭǎǘ ŘǊƛƴƪƛƴƎ ŦǊŜǉǳŜƴǘƭȅ ǿŀǎ ŎƻƴǎƛŘŜǊŜŘ ΨŘŜǾƛŀƴǘΩ and this was taken to 

explain the finding that more frequent drinking was associated with more negative 

consequences of drinking amongst the younger age groups.  The finding in this 

chapter that the relationship between quality of support from friends and relatives 

and higher frequency of drinking is mediated via psychological distress in the early 

adulthood sample only, indicates that as well as more frequent drinking being 

associated with negative consequences amongst early adults (as per Kuntsche et al. 

(79)), frequent drinking may be a consequence of psychological distress amongst 

early adults.  Equally, the less usual behaviour amongst mid-adults of drinking heavily 

on a single occasion was mediated via psychological distress.  Considering that 

mediation in the relationship between negative support and alcohol consumption 

may plausibly be linked with drinking to cope, and drinking to cope with negative 

emotions is known to be associated with poorer outcomes (161,162,167); the results 

presented here indicate that any examination of factors associated with drinking risk 

should take into consideration the stage of the life course and assess risk according 

to the non-normative drinking behaviours for that age group.  

Men and women 

Through the use of measurement invariance techniques, it was discovered that the 

constructs of positive and negative support from partners did not appear to be 

measuring comparable constructs between men and women.  Future research 

exploring the validity and reliability of these items in measuring positive and negative 

social support should explore these questions in relation to partners to discover how 

they might be worded in a way that captures the same construct across the sexes.  

Interestingly, this did not appear to be an issue with the same questions when applied 

to support from friends or relatives.   
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When modelling the relationships between quality of support and units consumed on 

heaviest drinking day separately for men and women, there were some differences 

between the sexes.  For men and women in early adulthood and men in mid-

adulthood, greater positive support from a partner was associated with consuming 

fewer units, whereas for women in mid-adulthood, greater positive support from a 

partner was associated with consuming more units (although none of these results 

reached statistical significance).  The finding that supportive partnerships in mid-

adulthood were linked to lower alcohol amongst men and higher alcohol 

consumption amongst women, broadly concurs with previous research on the 

convergence of drinking habits between spousesΣ ǿƘƛŎƘ Ƙŀǎ ŦƻǳƴŘ ƳŜƴΩǎ ŘǊƛƴƪƛƴƎ ǘƻ 

ǊŜŘǳŎŜ ŀƴŘ ǿƻƳŜƴΩǎ ŘǊƛƴƪƛƴƎ ǘƻ ƛƴŎǊŜŀǎŜ ŦƻƭƭƻǿƛƴƎ ƳŀǊǊƛŀƎŜ (113,114).  Greater 

negative support from a partner was associated with consuming more units across all 

groups except young men, where greater negative support was linked to consuming 

fewer units on the heaviest drinking day. 

When comparing the relationships between quality of social support from friends and 

relatives and alcohol consumption, no differences were found between men and 

women.  In Chapter 5, all models were stratified by sex due to previously found 

differences in both social support and alcohol consumption between the sexes 

(31,32); however, the finding that there were no sex differences in the modelled 

relationships between quality of social support and alcohol consumption, suggests 

that men and women could have been modelled together. 

Strengths and limitations 

This research was the first to use confirmatory factor analysis (CFA) to test 

measurement models of positive and negative support using six items commonly 

used in longitudinal datasets.  CFA assesses the amount of shared variance between 

the factors and its factor loadings, allocating a greater weight to those indicators that 

have a greater shared variance.  Furthermore, measurement error is included within 

CFA models, which is not the case when using summed score measures.  Nationally 

representative data were used to test the direct and indirect effects between positive 
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and negative support and alcohol consumption using structural equation models, 

which combine the CFA with regression techniques enabling a more accurate 

representation of the measured constructs of positive and negative support, and 

thus, a more accurate model of their relationship with alcohol consumption and 

psychological distress. 

It should be noted that the effect sizes for the direct and indirect effects modelled 

were small, and there is a lack of existing data on clinically significant effect sizes for 

research of this type.  However, the effect sizes from positive (̡ ranged from -0.10 to 

-0.22) and negative (̡ ranged from 0.10 to 0.14) support to psychological distress 

were similar to the effect sizes for support from partner, and larger than the effect 

sizes for support from friends and relatives found by Schuster et al. (265) when 

considering the relationship between positive and negative support and 

psychological distress.  Furthermore, the effect sizes from positive support to 

psychological distress and psychological distress to units consumed on heaviest 

drinking day were broadly comparable to those found between social support and 

depression, and depression to alcohol use ƛƴ tŜƛǊŎŜ Ŝǘ ŀƭΦΩǎ (194) cross lagged models. 

The analyses were conducted only on the sample of participants who reported 

holding that relationship.  This was necessary because only people who reported 

having a partner (for example), could respond to the questions about the quality of 

support from their partner.  However, it was not possible to assess the impact of 

positive and/or negative support from more than one source at an individual level, 

and therefore the buffering effects of positive support from one source against the 

impact of negative support from another sources could not be established. 

Research implications 

Research presented in this chapter has several implications for future research, which 

are outlined below: 
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1. This study took an important first step in establishing the reliability and 

validity of these six, commonly used questions as measure of positive and 

negative social support from different sources.  Future research might: 

i. Further explore the reliability of this measure, specifically to explore 

whether it is measuring the same constructs of positive and negative 

support from partner across the sexes. 

ii. Test the validity of this social support measure by comparing results 

against other validated social support measures and/or by conducting 

qualitative research to ensure that it is measuring positive and 

negative social support.  

2. Future research might further explore whether positive support from one or 

more sources buffers against negative support. 

3. The finding that psychological distress was associated with drinking on more 

days per week amongst young adults only, indicates that distress was 

associated with the less normative alcohol outcome for each outcome.  This 

demonstrates the importance of future research taking age group into 

account when predicting alcohol risk. 

Policy and practice recommendations 

Several policy and practice recommendations arise from the study presented in this 

chapter and these are summarised below: 

1. Endorsing the findings from Chapter 5, positive support from friends appears 

to be associated with consuming more alcohol, therefore finding ways to 

enable people to maintain supportive relationships and reduce consumption 

are key.  Policy recommendations are outlined in Chapter 5.   

2.  The finding that negative support was directly linked to higher alcohol 

consumption indicates that there may be value in alcohol brief interventions 

exploring both motives for drinking (e.g., to manage interpersonal conflict) 
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and/or consequence of drinking (e.g., drinking leads to social conflict) and 

expectancies around alcohol consumption (e.g., that alcohol will relieve 

tension or enhance mood).  Although the analyses in this thesis cannot 

identify the direction of causality in the relationship between negative 

support and alcohol consumption, alcohol brief interventions are 

opportunistic and therefore have the potential of identifying people who 

drink above the low risk guidelines irrespective of whether alcohol is caused 

by, or leads to, conflict, or is a combination of both.  Exploring the social 

motives and consequences of consumption could provide the foundation of a 

brief intervention  that  addresses these expectancies, seeks other responses 

to interpersonal conflict, or builds motivation based upon the negative 

consequences of drinking on interpersonal relationships.  Any such 

intervention should be developed and tested in an experimental study to 

explore its effectiveness. 

3. The finding that psychological distress mediated the relationship between 

quality of support and the less normative drinking behaviours for each age 

group (more frequent drinking for young adults and higher volume on a single 

occasion for mid-adults) suggests the possibility that some drinking might be 

due to coping motives.  Further to the recommendation above, future 

experimental studies seeking to extend brief interventions for alcohol could 

explore motives for drinking as part of the assessment process in order to 

work with the individual to identify alternative ways of coping with distress 

related to social relationships if this was relevant to the individual. 

This chapter has explored the direct relationships between quality of support from 

partners, friends, and relatives, and alcohol consumption at different stages of the 

life course.  It has also explored the indirect effects of the quality of support from 

these three sources on alcohol consumption via psychological distress.  The following 

chapter uses primary data from qualitative interviews to explore the lived experience 

of social support and alcohol consumption from adults accessing alcohol treatment 

services.  
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Chapter 7 The Lived Experience of Social Support and Alcohol 

Consumption 

 Introduction 

In Chapters 5 and 6, quantitative methods were used to explore which aspects of 

social support were associated with different levels of alcohol risk in early and mid-

adulthood.  A mixed methods design with sequential quantitative then qualitative 

studies was selected for this research in order to achieve the overall study aim of 

exploring the relationship between social support and alcohol consumption.  Drawing 

on the benefits of each approach, comparing and synthesising the quantitative and 

qualitative results helps to build a comprehensive understanding of the topic, 

highlights similarities and differences between the results derived from different data 

sources, and provides contextual information that can help explain the results (196). 

The qualitative study, alongside the quantitative studies was crucial to achieve the 

overall study aim by i) including the experiences of some of the heaviest drinkers in 

society, and ii) providing some context to the quantitative associations between 

aspects of social support and alcohol consumption found at a population level. 

The datasets used in Chapters 5 and 6 rely on people responding to survey questions; 

however, evidence suggests that dependent drinkers are significantly under-

represented in surveys (198,199).  It might be expected that the associations between 

social support and alcohol consumption amongst higher risk drinkers would be similar 

to those amongst dependent drinkers; however, it is plausible that the experience of 

drinkers who have accessed treatment for their alcohol use may differ from higher 

risk drinkers who have not accessed treatment.   

Although the inclusion of qualitative methods was planned from the start for the 

reasons outlined in Chapter 3, (section 3.2), additional benefits of the qualitative 

study became apparent when initial exploration of the datasets for quantitative 

analysis indicated that the available data were unable to address all of the aspects 

ƛŘŜƴǘƛŦƛŜŘ ǿƛǘƘƛƴ IƻǳǎŜ Ŝǘ ŀƭΦΩǎ (44) conceptual framework of social relationships.  As 
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identified in Chapter 5, social regulation is included as a key component of relational 

content, but there were no data available to assess this within the quantitative 

analyses.  Lƴ ŀŘŘƛǘƛƻƴΣ Ƴŀƴȅ ƻŦ ǘƘŜ ŎƻƳǇƻƴŜƴǘǎ ƻŦ IƻǳǎŜ Ŝǘ ŀƭΦΩǎ (44) social network 

structure; for example, reciprocity, durability and multiplexity of dyadic relationships 

and density of social networks, were also not able to be explored within the 

quantitative analyses due to a lack of appropriate variables for these elements in the 

datasets.  Therefore, these structures were explored within the qualitative analysis.   

Furthermore, a lack of consistent measures of both social support and alcohol 

consumption collected at different time points in the data meant that exploring 

longitudinal associations to address causality was not feasible within the quantitative 

analyses.  Whilst the qualitative analysis was not longitudinal, participants reflected 

on their experiences from their first drink until the present day and described aspects 

of their lives that they felt contributed to their drinking habits over their lifetime.  As 

will be seen throughout this chapter, the relationship between social support and 

alcohol consumption appears to have a more nuanced bidirectional causal 

relationship than might be identified from any quantitative analysis. 

In order to develop a more complete understanding of the relationship between 

social support and alcohol consumption, this chapter presents the qualitative 

methods used to explore, and the qualitative findings that help to explain, the lived 

experience of the interplay between social support and alcohol consumption across 

the life course of people accessing alcohol treatment services in England.   

 Research aim 

To explore the lived experience of the interplay between social support and alcohol 

consumption across the life course from people accessing alcohol treatment services. 

 Research objectives 

From the perspective of a heavy drinker accessing alcohol treatment services: 
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1. To explore the lived experience of how, and which aspects of social support 

contribute to changes in alcohol consumption across the life course. 

2. To explore how, and which aspects of alcohol consumption contribute to 

changes in social support across the life course. 

 Theoretical framework 

Two theoretical frameworks were used to generate and analyse data from the 

ǉǳŀƭƛǘŀǘƛǾŜ ǎǘǳŘȅΥ IƻǳǎŜ Ŝǘ ŀƭΦΩǎ (44) framework for research on the structure and 

processes of social relationships in relation to health as described in depth in Chapter 

1 (section 1.1.3; see Figure 1-1ύ ŀƴŘ YŜƭƭŜȅ ŀƴŘ aƛŎƘŜƭŀΩǎ (300) model of the 

attribution field (see Figure 7-1, below). 

To summarise, House et al. (44) suggest a framework incorporating all aspects of 

social support that are posited to impact on health behaviour.  Whilst House et al. 

(44) suggest a causal direction from social relationships to behavioural mechanisms 

(e.g.,  alcohol consumption) and onto health, the lack of longitudinal evidence in the 

field of social support and alcohol consumption leaves the question of causality 

unanswered. 

Attribution theory states that people interpret behaviour in respect to its perceived 

causes, and that these causal interpretations are central to governing reactions to 

these behaviours (300).  Attribution research broadly falls into two categories: 

Ψ!ǘǘǊƛōǳǘƛƻƴ ¢ƘŜƻǊƛŜǎΩ ǿƘƛŎƘ ŦƻŎǳǎ ƻƴ ǘƘŜ ŀƴǘŜŎŜŘŜƴǘǎ ǘƻ ǇŜǊŎŜƛǾŜŘ Ŏŀuses of 

ōŜƘŀǾƛƻǳǊΣ ŀƴŘ Ψ!ǘǘǊƛōǳǘƛƻƴŀƭ ¢ƘŜƻǊƛŜǎΩΣ ǿƘƛŎƘ ŦƻŎǳǎ ƻƴ ǘƘŜ ŎƻƴǎŜǉǳŜƴŎŜǎ ƻŦ 

perceived causes of behaviour (300) (see Figure 7-1).   

These theoretical perspectives were used to frame the interview topic guide and the 

analysis. This is explained in more detail throughout the chapter. 

This chapter uses these theoretical lenses to explore the relationship between social 

support and alcohol consumption in heavy drinkers accessing alcohol treatment, 

including the interplay and perceived causal directions between different aspects of 

relationships and alcohol consumption across the life course.  House et al. (44) 
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provide a framework to explore the pertinent aspects of relationships, whilst both 

attribution and attributional theories provide appropriate frameworks through which 

to explore the perceived causal directions.   

 

Figure 7-1: General model of the attribution field, from Kelley and Michela, 1980 (300) 

Reflexive note 

As noted in Chapter 2 (section 2.3.1), social learning formulations of coping, 

expectancies, and alcohol abuse, suggest that motives for drinking determine the 

consequences of drinking.  This is exemplified by the theory that drinking to cope (a 

motive for drinking which is considered maladaptive) is associated with problematic 

alcohol consumption (a negative consequence), whereas drinking for social motives 

(a motive for drinking which is considered adaptive) is associated with non-

problematic alcohol consumption (a neutral or positive consequence) (299). 

Whilst there are some parallels between attribution theory and social learning 

theory, attribution theory was used to determine the deductive coding for this 

qualitative study because it enabled the inclusion of external, as well as internal 

perceived causes for drinking.  Although the coding framework focused on causal 

attributions identified by participants and not social learning theory, my knowledge 

of social learning theory may have influenced the interpretation of the findings.  

In addition to familiarity with other relevant theories, my background is as a mental 

health nurse with clinical experience in drug and alcohol services and acute 
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psychiatric services and significant experience of working in mental health clinical 

research settings.  During data collection, I took the decision not to mention my 

clinical background to participants, so that the line between researcher and clinician 

was more clear.  The first reason for delineating the researcher role in this way was 

to ensure that participants understood that I was not a part of their clinical team.  The 

aim of clearly positioning myself as external to the clinical team, was to help ensure 

that participants felt confident that they could share information freely that would 

not be shared with their clinical team (within the constraints of confidentiality).  The 

second reason for not disclosing my clinical background was to help ensure that 

assumptions were not made about my knowledge of treatments and care pathways, 

so that participants were able to explain things as if to a lay person, and also to help 

prevent any clinical advice from being sought.  The final reason was to avoid 

attracting any assumptions people might have regarding mental health nurses based 

upon their previous experiences.   

Although exploring the role of mental health in problematic alcohol consumption was 

not a specific objective of this qualitative study, my background in mental health 

nursing combined with my clinical and academic interest in mental health and alcohol 

may have influenced the analysis and interpretation of findings in this study.  In order 

to minimise the impact of my previous experience on the way in which data were 

interpreted and to help me to identify where my previous experience might have 

impacted upon interpretation, I regularly met with my qualitative supervisor to 

discuss data collection and data analysis.  The timings of these discussions included, 

but were not limited to, preceding and following my first interview, at the start and 

in the middle of coding interview transcripts, whilst building data into themes and 

whilst developing and reviewing themes. 

 Methods 

7.5.1 Sample 

To hear the voice of people who were likely missing from the survey data discussed 

in previous chapters, the sample for this qualitative work comprised adults accessing 
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alcohol treatment services whose primary problem was related to alcohol and who 

had capacity to give informed consent.   

Sampling was purposive in order to identify participants of both sexes and from two 

types of treatment service: a community alcohol team and an inpatient detoxification 

unit.  Interviewing both women and men was important to ensure that the 

experiences of both sexes were represented, and, in line with the analyses in 

Chapters 5 and 6, to explore any differences or similarities between the experiences 

of men and women.  The sample was recruited from community and inpatient alcohol 

treatment services to include people at different stages of recovery in order to 

maximise the range of experiences.  Service users receiving inpatient detoxifications 

often have more complex needs than service users undergoing detoxification in the 

community (301), and therefore the aim of sampling across services was to ensure 

that people with more and less complex issues were represented. 

The intention had been to identify an early adulthood and mid-adulthood age range 

to align with the quantitative analyses; however, the principal investigators in both 

sites highlighted that identifying young adults would be problematic due to low 

numbers.  This is corroborated by substance misuse treatment statistics that reveal 

only 9% of people accessing treatment for alcohol only are under 30 years old (302).  

The decision was therefore taken not to specify any age requirement for the sample, 

and instead to ensure that all interviews focussed on experiences throughout the life 

course in order to incorporate (retrospective) experiences in early adulthood. 

7.5.2 Recruitment of sites 

Sites were recruited for pragmatic reasons, due to their proximity in order to conduct 

face-to-face interviews and due to previous relationships with the Research and 

Development Departments at each of the NHS trusts involved, which enabled a faster 

and streamlined study set-up period.  I had not previously worked clinically in either 

trust, although both principal investigators were aware of my clinical background as 

a mental health nurse. 
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The research managers in each of the trusts were approached about participation in 

the study and they put me in touch with the team leader (inpatient unit) and 

consultant psychiatrist (community team), who both agreed to participate and take 

on the roles of principal investigator (PI). 

For the community team, I presented the study at a team meeting in January 2020 

and clinicians were asked to consider potentially eligible service users and request 

verbal consent for their contact details to be passed onto me.  Subsequent contact 

with team members was made via email, or face-to-face on days when I was 

interviewing participants on site.  For the inpatient detoxification unit, I liaised with 

the team leader about when potentially eligible service users were on the unit, and 

when was an appropriate time to visit the unit in terms of daily activities and the time 

during ǎŜǊǾƛŎŜ ǳǎŜǊǎΩ detoxification regimes that would be suitable to speak with a 

researcher (i.e., not too early in the regime when people often feel unwell).  I then 

visited the site at these pre-arranged times.  Recruitment and safety procedures 

followed at each site are outlined in the protocol (Appendix 21). 

7.5.3 Recruitment of participants  

Participants from both services were identified by members of their clinical team who 

assessed their suitability to take part against study inclusion criteria (Box 1).  I 

reaffirmed the service usersΩ eligibility against the inclusion and exclusion criteria 

during initial discussions with participants, including assessing capacity to consent.  I 

have significant experience in assessing capacity through both my clinical and 

research roles. 
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Box 1: Inclusion and exclusion criteria  

Inclusion criteria  

¶ Men and women aged 18+  

¶ Accessing an alcohol treatment service (currently drinking or abstinent) 

¶ Main presenting issue was with alcohol 

Exclusion criteria  

¶ Lack capacity to be able to give informed consent 

¶ Unable to communicate in English 

 

Process for community participants  

Clinical staff introduced the study to eligible service users on their caseloads and 

provided potential participants with a participant information sheet (copy contained 

in Appendix 21).  Clinicians then requested permission to pass on their contact details 

to me and if permission was given, I contacted potential participants via the 

telephone to discuss the study further and answer any questions.  Participants were 

given as much time as they needed to decide whether to take part and it was made 

clear that participation was entirely voluntary.  If service users were willing to 

participate, a time was arranged for the interview.  Community-based participants 

were invited to meet face-to-face in a private room at their alcohol treatment service.   

Process for inpatient participants 

When an appropriate day had been arranged to visit the unit, service users were 

advised on the preceding day that a researcher would be visiting the unit and eligible 

service users were provided with a participant information sheet.  On the day that I 

attended the unit, a clinician asked eligible service users if they were happy to speak 

with me that day.  Inpatient participants were invited to meet face-to-face in a private 

room at the detoxification unit and we discussed the study and I answered any 

questions they had.  Service users could participate on the same day, or I offered to 

come back on a subsequent day if people needed more time to consider taking part.   
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Amendments following the COVID-19 outbreak 

On the 17th of March 2020, all face-to-face research activity by UCL researchers was 

halted due to COVID-19 and interviews were therefore stopped.  At this stage, six of 

the twelve participants (three from each service) had been recruited.  Between May 

and August 2020, an amendment to study recruitment was made to enable 

interviews to be conducted via either telephone or video call.  Following the approval 

of this amendment, the PI at each site was approached to discuss how their service 

users were being seen by the clinical teams and which mode of interview would be 

most appropriate at their site.  The PI at the community site reported that most 

service users were having telephone appointments and this mode was preferred.  The 

PI at the inpatient site confirmed that seeing participants face-to-face at his site 

would be preferred, as the unit had infection control measures in place and setting 

up telephone or video interviews would be more difficult. 

The advantages and disadvantages of qualitative telephone interviews have been 

widely researched (303ς306) and one of the key advantages to have been identified 

is in facilitating the discussion of sensitive topics (305,306).  It was therefore 

considered that telephone interviews would be appropriate for discussing the topic 

of social support and alcohol consumption.  However, research comparing face-to-

face with telephone interviews has found that telephone interviews tend to be 

shorter overall, with the participant talking less and the interviewer talking slightly 

more, which has been attributed to the participants offering less detail or elaboration 

on the telephone (303,304).  In light of the restrictions outlined above and despite 

the potential limitations arising from different modes of data collection, and 

following discussion with my qualitative supervisor, it was considered appropriate 

and expedient to collect data by telephone and to consider data generated through 

either technique comparable. 

Taking informed consent 

On the day of the interview, I went through the participant information sheet with 

the potential participant, and they were given the opportunity to ask any additional 



 

272 
 

questions.  During this discussion, I assessŜŘ ǘƘŜ ǇƻǘŜƴǘƛŀƭ ǇŀǊǘƛŎƛǇŀƴǘΩǎ ŎŀǇŀŎƛǘȅ ǘƻ 

give informed consent and ensured that they met the inclusion criteria.   

If potential participants were eligible, had capacity to give informed consent and were 

willing to take part, they were asked to sign and date a written consent form (face-

to-face interviews).  For telephone interviews, each line of the consent form was read 

out and participants verbally agreed to it and confirmed their name during an audio-

recorded consent process.  I also completed a paper form on behalf of the participant, 

making a note next to the participant sƛƎƴŀǘǳǊŜ ǎǇŀŎŜ ǎǘŀǘƛƴƎΣ ΨŎƻƴǎŜƴǘ ǘŀƪŜƴ ǾŜǊōŀƭƭȅ 

and audio-ǊŜŎƻǊŘŜŘΩΦ  All participants were offered a copy of their consent form, or 

the researcher completed consent form for those interviewed via telephone.  Those 

who wished to receive a copy were given a paper copy (face-to-face interviews) or 

emailed a copy (telephone interviews).  Audio-recorded consent and copies of paper 

ŎƻƴǎŜƴǘ ŦƻǊƳǎ ǿŜǊŜ ǎǘƻǊŜŘ ƻƴ ¦/[Ωǎ 5ŀǘŀ {ŀŦŜ IŀǾŜƴΣ ŀƴŘ Ǉaper copies were securely 

stored in line with the ǎǘǳŘȅΩǎ ǊŜƎƛǎǘǊŀǘƛƻƴ ǿƛǘƘ the Data Protection Office and the 

study protocol (see Appendix 21). 

In line with NHS processes and with the consent of all participants, a copy of the 

consent form was uploaded to their clinical notes (face-to-face visits), or, for those 

interviewed by telephone, a note was made in their clinical notes by a member of the 

care team to record their participation in the study.   

7.5.4 Data collection 

This study involved semi-structured one-to-one interviews.  Participants had the 

option of using a drawn timeline to help them situate their experiences across the life 

course and in relation to other things going on in their lives.  Interviews are 

particularlȅ ǎǳƛǘŜŘ ǘƻ ǊŜǎŜŀǊŎƘ ǘƘŀǘ ǎŜŜƪǎ ǘƻ ǳƴŘŜǊǎǘŀƴŘ ǇŜƻǇƭŜǎΩ ŜȄǇŜǊƛŜƴŎŜǎ (307) 

and therefore this method of data collection aligned well with the aim of exploring 

the lived experience of the interplay between social support and alcohol consumption 

across the life course.  Semi-structured interviews were selected as they enable the 

researcher to gather rich and detailed data, are flexible in terms of asking additional, 
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unplanned questions ǊŜƭŀǘŜŘ ǘƻ ǘƘŜ ǘƻǇƛŎ ŀƴŘ ǘǊƛƎƎŜǊŜŘ ōȅ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ǊŜǎǇƻƴǎŜǎ, 

and are a good way of collecting information on sensitive issues (307).   

The topic guide was informed by the literature review (see Chapter 2) of the existing 

evidence in the field of social support and alcohol consumption and included all of 

the key aspects of social support identified within House et al.Ωs (44) framework.  The 

topic guide was reviewed by an alcohol-specific patient and public involvement group 

(see Appendix 22).  All interviews covered similar topics and started by asking what 

had brought them to the alcohol service on this (treatment) occasion.  Participants 

were asked to talk about their first experience of drinking alcohol.  For some 

participants the remainder of the interview followed a linear chronological path of 

drinking and/or life events up to the present, whilst for others, the interview centred 

around several key points in time that were discussed as they were recalled, rarely in 

a chronological fashion.  Semi-structured qualitative interviews allow flexibility for 

the participant to identify and discuss issues that are personally important (307) and 

asking open-ended questions enabled participants to discuss events and experiences 

that were not included in the topic guide (196,307).  For example, asking about first 

drinking experiences by ǎŀȅƛƴƎΣ άǘŜƭƭ ƳŜ ŀōƻǳǘ ǘƘŜ ŦƛǊǎǘ ǘƛƳŜ ȅƻǳ ŘǊŀƴƪ ŀƭŎƻƘƻƭέ 

allowed participants to talk about any aspect of that experience that was meaningful 

to them, and the use of prompts enabled a deeper exploration of issues that had been 

highlighted as important through the literature review and quantitative analyses.   

Participants had the option of creating visual timelines to assist them in recalling the 

retrospective aspects of social support and alcohol consumption and to facilitate their 

thinking about how these interacted at different points.  Timelines have been found 

to be a supportive tool in qualitative research that can improve rapport, 

understanding and engagement when research is conducted at one time point (308).  

The use of timelines in this research was optional, and the timelines themselves were 

not used during the process of analysis.  Instead, they were used as a tool to support 

participants through the interview as they identified key times in their lives when they 

were drinking more or less, and life events that were identified as important.  

Participants had the option to draw the timeline themselves, but the majority of 
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participants asked me to draw the timeline for them.  I made a rough timeline for 

telephone participants to aid with note taking and situating events as they were 

recalled.   

Demographic information was collected from participants on sex, age, relationship 

status, household composition and current alcohol consumption.  Information on 

occupation formed a part of the interview discussion.  Sufficient demographic 

information should be collected in order to adequately describe the sample (307) but 

it also aids purposive sampling.  To ensure these qualitative data complemented the 

quantitative results (Chapters 5 and 6), which explored differences between men and 

women and focused on different stages of the life course, the sample was purposively 

selected based on sex and data on age was collected, but as noted above (in section 

7.5.1), age was not used for sampling due to small numbers of young adults accessing 

alcohol treatment services.  Ethnicity was not collected as it was not the focus of the 

research question.  However, some participants did self-identify with a particular 

ethnicity during the discussion whilst referring to links between ethnicity and life 

events, and in retrospect, collecting this information for all participants might have 

helped describe the sample more fully. 

Interviews lasted between 46 and 88 minutes (average 68 minutes).  All interviews 

were audio-recorded with consent from participants.  All interviews were transcribed 

by the interviewer as soon after the interview took place as was practical.  

Transcribing was verbatim including abbreviations and linguistic fillers, sucƘ ŀǎ άƭƛƪŜέ 

ƻǊ άȅƻǳ ƪƴƻǿέΦ  ¢ǊŀƴǎŎǊƛǇǘƛƻƴ ōȅ ǘƘŜ interviewer enabled more detailed contextual 

notes to be included; for example, laughter was noted in the transcripts, and where I 

knew that the laughter was accompanied by sadness this was additionally noted.  

Familiarisation with the data is a key first step in analysis (309,310) and transcribing 

can be a particularly useful tool as it requires an attention to what is actually said 

rather than what is expected (310).     

I also kept fieldnotes following each interview to record any contextual factors that 

may have been lost in the recordings.  Fieldnotes are widely used within qualitative 
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data collection to describe the study context, including the environment and non-

verbal details of interactions, and to help document thoughts and reflections in a 

timely fashion (311).  In line with guidance from Phillippi and Lauderdale (311), 

fieldnotes were taken immediately after each interview, and included reflections on 

the participant (e.g., how engaged they were, how they appeared in terms of health 

and wellbeing), the environment (e.g., any interruptions, distractions etc.) and the 

interview in general (e.g., reflections on the wording of questions or elements that 

could have gone better).  Fieldnotes were typed up and added as a memo to each 

transcription and any additional reflections made during the transcription of 

interviews was added to the fieldnote memo. 

Participants were given a £10 voucher to thank them for their time.  Although there 

exists some disagreement on whether or not to compensate participants for their 

time (307), one of the PIs and some members of the Patient and Public Involvement 

(PPI) panel felt that thanking people for their time was important.  The decision was 

taken to give participants a £10 ΨǘƘŀƴƪ ȅƻǳΩ ǾƻǳŎƘŜr.  Initially, Love2Shop vouchers 

were suggested; however, on researching the vouchers online, the first venues that 

were advertised were drinking establishments.  Therefore, following a discussion with 

one of the PIs, it was decided that vouchers for a high-street coffee shop would be 

more appropriate. 

7.5.4.1 Ethical considerations 

Three main ethical considerations were raised with this study: 

1. Potential for participant distress: this was highlighted in the participant 

information leaflet and participants were told in advance that they would be 

able to take a break or terminate the interview entirely if they wanted to.   

2. Researcher safety: all participants were either seen in a clinical setting where 

other staff were nearby and could be called for assistance (inpatient unit) or 

in a room with a panic button (community alcohol team) or interviews were 

conducted over the telephone. 
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3. Confidentiality: the participant information leaflet outlined all the measures 

taken to ensure confidentiality (see Appendix 21).  This included using an 

encrypted voice recorder to record the interviews, saving contact details and 

ŎƻƴǎŜƴǘ ŦƻǊƳǎ ƻƴ ŀ ǎŜŎǳǊŜ ǎȅǎǘŜƳ ό¦ƴƛǾŜǊǎƛǘȅ /ƻƭƭŜƎŜ [ƻƴŘƻƴΩǎ 5ŀǘŀ {ŀŦŜ 

Haven), and saving recorded interviews and pseudonymised transcripts 

separately on the Data Safe Haven.  Participants were informed that anything 

they said within the interview would remain confidential and would not be 

shared with anyone outside of the immediate research team, which included 

no information being shared with their clinical team.  They were informed that 

the only exception to this rule of confidentiality would be if they indicated 

that either they or someone else was at risk of harm.  It was made clear that 

the researcher was not part of their clinical team.  Whilst participants were 

ensured of confidentiality in terms of the content of their interviews, their 

clinical teams were aware of their participation.  This was necessary because 

i) clinicians had to make the initial approach to their service users, ii) face-to-

face interviews were happening on clinical sites and site safety procedures 

had to be followed and iii) for both face-to-face and telephone interviews 

their participation had to be noted on the clinical information systems as per 

NHS trust policy.  The first approach of service users by members of their 

clinical teams is the predominant approach approved by the HRA (273) and 

whilst it can protect service users, it can cause other issues.  In this research 

study, being referred by clinicians might have meant that participants felt 

obliged to participate as their clinicians referred them or they might have 

thought that the researcher was a part of the clinical team if the research was 

presented as something the team was supporting.  It also might have meant 

that the initial introduction to the study was not entirely accurate as clinicians 

will have been less familiar with the study.  In order to address these potential 

issues, I was very clear that my role was separate to that of the clinical team 

and that their participation was entirely voluntary, with neither participation 

nor non-participation affecting their care in any way.  Furthermore, I 

explained all aspects of the study, including what it would involve for the 
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participant prior to them participating, in order to ensure that they were able 

to give fully informed consent. 

These ethical considerations were outlined and addressed within the application that 

was made to the Health Research Authority (HRA) and Research Ethics Committee 

(REC) which approved the qualitative study to run in the National Health Service 

(NHS).  The studȅ ǿŀǎ ǊŜƎƛǎǘŜǊŜŘ ǿƛǘƘ ¦/[Ωǎ 5ŀǘŀ tǊƻǘŜŎǘƛƻƴ hŦŦƛŎŜ ƻƴ нпκлнκнлмф 

(reference no.  Z6364106/2019/04/24).  Sponsorship approval from UCL was received 

on 28/06/2019.  The study was adopted onto the National Institute for Health 

Research (NIHR) Portfolio on 15/08/2019 and was allocated to the CRN: Public Health 

Specialty.  Approval from the HRA, including REC approval was received on 

24/10/2019 (IRAS project ID: 261856; Protocol number: EDGE 122955; REC reference: 

19/LO/1266).  A timeline for the approvals is included in Appendix 23. 

The study documents provided with the application were the study protocol, 

participant information leaflet, consent form, lay summary, and interview topic 

schedule (see Appendix 21 and Appendix 22). 

7.5.4.2 Patient and public involvement 

Patient and Public Involvement (PPI) can improve the relevance and quality of 

research as well as providing a different perspective (312).  In order to ensure the 

views of people with lived experience of accessing alcohol services were included in 

the development of the study, participant facing documents and the participant 

recruitment strategy were discussed and developed in collaboration with Sheffield 

Addiction Recovery Research Panel (ShARRP).  ShARRP is a group comprised mainly 

of people with personal experience of dependent drug and alcohol use as well as 

carers, partners, or family of those who have had problems with drugs or alcohol.  

The panel agreed that the area of research was one that merited further research.  

They highlighted changes to participant-facing documents to improve readability and 

accessibility, as well as contributing ideas regarding how to conceptualise Ψsocial 

supportΩ to help participants understand what was meant by the term.  Amendments 

were made to study documents in line with ShARRP discussions and these 
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amendments were listed in the protocol and on the Integrated Research Application 

System (IRAS) prior to submission to the HRA.  Amendments included:   

¶ The lay summary was rewritten in less complex language. 

¶ An illustration of the timeline was added to the participant information 

sheets. 

¶ ¢ƘŜ ǘŜǊƳ ΨǎƻŎƛŀƭ ǎǳǇǇƻǊǘΩ ǿŀǎ ŎƘŀƴƎŜŘ ǘƻ ΨǎƻŎƛŀƭ ǊŜƭŀǘƛƻƴǎƘƛǇǎΩ ƛƴ ǘƘŜ 

participant-facing documents. 

¶ ¢ƘŜ ǇƘǊŀǎŜ ΨǿƘŀǘ ƛŦ ǎƻƳŜǘƘƛƴƎ ƎƻŜǎ ǿǊƻƴƎΩ ǿŀǎ ŎƘŀƴƎŜŘ ǘƻ ΨƛŦ ŀƴȅ ƛǎǎǳŜǎ ŀǊƛǎŜΩ 

and this was moved to the end of the participant information sheet. 

¶ The offer of a report of the findings was added to both the participant 

information sheet and the consent form. 

¶ Additional examples of social support (including religious and community 

groups and work colleagues) were added to the participant information 

sheets. 

The protocol was further developed in collaboration with the Principal Investigators 

at the two NHS sites involved in the recruitment of participants. 

7.5.5 Analysis 

Thematic analysis allows for both deductive and inductive theme development (309), 

which was required in this study in order that analysis could simultaneously focus on 

aspects of the theoretical frameworks (the framework for social relationships in 

health identified by House et al. (44) and attribution theory (300)) and on data-driven 

key points that did not relate directly to these theories.  Thematic analysis was 

ŎƻƴŘǳŎǘŜŘ ŦƻƭƭƻǿƛƴƎ .Ǌŀǳƴ ŀƴŘ /ƭŀǊƪŜΩǎ (307,309,313) six phases of thematic 

analysis.   

Phase 1: familiarising yourself with the data 

To begin the phase of familiarisation, I transcribed all interviews.  The transcriptions 

were then read and re-read to enable further familiarisation with the data. 

Phase 2: coding 

All transcripts were uploaded to Nvivo version 12.0 (314) to manage the coding 

process.  Upon re-reading of the transcripts, relevant features were coded, using i) 
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deductive codes based on the theories and ii) inductive codes driven by the data.  The 

a priori deductive codes included each of the aspects of social relationships identified 

by House et al. (44) and each area of attribution theory identified by Kelley and 

Michela (300) as shown in Box 2. 

Box 2: Deductive codes 

Conceptual framework of social relationships and health (44) 

Social integration/isolation Relational content Social network structure 

 Existence of/number of 

relationships 

 Type of relationship 

 Frequency of contact 

 Social support 

 Social conflict 

 Social regulation 

 Reciprocity 

 Durability 

 Heterogeneity 

 Network density 

Attribution theory (300) 

Antecedents Attributions Consequences 

 Information 

 Beliefs 

 Motivation 

 Perceived causes  Behaviour 

 Affect 

 Expectancy 

 

Each transcript was closely read and segments of data that either corresponded to 

the deductive codes or that appeared relevant, interesting, or significant were 

highlighted and coded.  As coding progressed, to better reflect the data and 

discourses evident within interviews, sub-codes linked to these deductive codes were 

developedΦ  CƻǊ ŜȄŀƳǇƭŜΣ ΨǊŜƭŀǘƛƻƴŀƭ ŎƻƴǘŜƴǘΥ ǎƻŎƛŀƭ ǊŜƎǳƭŀǘƛƻƴΩ was broken down 

ƛƴǘƻΥ ΨōŜƭƻƴƎƛƴƎΩΣ ΨƘŜŀǾȅ ŘǊƛƴƪƛƴƎ ƴƻǊƳǎΥ ŜƳǇƭƻȅƳŜƴǘΩΣ ΨƘŜŀǾȅ ŘǊƛƴƪƛƴƎ ƴƻǊƳǎΥ 

ǇŀǊǘƴŜǊΩΣ ΨƘŜŀǾȅ ŘǊƛƴƪƛƴƎ ƴƻǊƳǎΥ ǇŀǊŜƴǘΣ Ψƭƻǿ ŘǊƛƴƪƛƴƎ ƴƻǊƳǎΥ ŦǊƛŜƴŘǎΩΣ Ψƭƻǿ ŘǊƛƴƪƛƴƎ 

ƴƻǊƳǎΥ ǇŀǊǘƴŜǊΩΣ ΨǊŜƎǳƭŀǘƛƻƴ Ǿƛŀ ǇǊŀŎǘƛŎŀƭƛǘȅΩΣ ΨǊŜƎǳƭŀǘƛƻƴ Ǿƛŀ ǎƻŎƛŀƭ ǊƻƭŜǎΩΣ ΨǎŜƭŦ-

ƛƳǇƻǎŜŘ ǊǳƭŜǎΩ, to reflect the nuance within the data and the different types of social 

regulation reported by participants.  Therefore, the coding process included 

ŘŜŘǳŎǘƛǾŜ ŎƻŘƛƴƎΣ ǿƘŜǊŜ Řŀǘŀ ǿŜǊŜ ŎƻŘŜŘ ŘƛǊŜŎǘƭȅ ŦǊƻƳ ǘƘŜ ǘƘŜƻǊȅ όŜΦƎΦΣ ΨǊŜŎƛǇǊƻŎƛǘȅΩύ, 

inductive coding, where the coding was entirely data driven (e.g., hiding drinking from 

others) and a combination of both approaches, where an overarching code (e.g., 

social regulation) was theory-ŘǊƛǾŜƴ ōǳǘ ƛǘΩǎ component codes (e.g., belonging) were 

data-driven. 
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Coding was an iterative process, involving repeated reading and coding of all 

transcripts.  As the coding process progressed, code descriptions were written for 

codes that were ambiguous upon review, so that their parameters were clear.  Codes 

were renamed for clarity if necessary. 

The first transcript was reviewed by my qualitative supervisor and codes were 

discussed and compared.  Regular meetings throughout the analysis process assisted 

with the clarification of codes.   

Phase 3: Generating initial themes 

In generating initial themes, Braun and Clarke (309) describe finding patterns of 

shared meaning across the dataset through grouping together codes that share a core 

concept.  On this basis, descriptive categories were created that grouped codes 

together.  Twenty-five descriptive categories were created, of which, the majority 

ŦƻƭƭƻǿŜŘ ŀ ǊƻǳƎƘ ƭƛŦŜ ŎƻǳǊǎŜ ǘǊŀƧŜŎǘƻǊȅΣ ŦǊƻƳ ΨŜŀǊƭȅ ƭƛŦŜ ŜȄǇŜǊƛŜƴŎŜǎ ƭŜŀŘ ǘƻ 

ŘǊƛƴƪƛƴƎκƛƴŎǊŜŀǎŜŘ ŘǊƛƴƪƛƴƎΩ ǘƻ ΨƳŜŎƘŀƴƛǎƳǎ ƻŦ ǘǊŜŀǘƳŜƴǘΩ, and the remaining 

categories captured more abstract groups of codes, such as those relating to 

ΨƭŀƴƎǳŀƎŜ ŀƴŘ ǎŜƭŦ-ŘŜǎŎǊƛǇǘƛƻƴǎΩ ŀƴŘ ǘƘƻǎŜ ǊŜƭŀǘƛƴƎ ǘƻ ΨŀƎŜƴŎȅκŎƘƻƛŎŜΩΦ  Descriptive 

categories were created in a spreadsheet, with a title for the category and component 

codes added beneath each title.  The process of creating descriptive categories 

followed two main pathways: a top-down approach, whereby core concepts that 

incorporated multiple codes were identified during the coding process, and these 

were grouped together.  For example, all participants discussed ways in which they 

accessed treatment, and these were captured across different codes, so a descriptive 

category of Ψjourneys into treatmentΩ was created and all relevant codes were added: 

ΨwŜŀƭƛǎƛƴƎ ǘƘŜǊŜΩǎ ŀ ǇǊƻōƭŜƳΩΣ ΨŀŘǾŜǊǎŜ ŘǊƛƴƪƛƴƎ ŎƻƴǎŜǉǳŜƴŎŜǎΩΣ ΨŎŀuses: physical 

ƘŜŀƭǘƘ ǇǊƻōƭŜƳǎΩΣ ΨǊŜŀǎƻƴǎ ŦƻǊ ŦŀƛƭŜŘ ǇǊŜǾƛƻǳǎ ǘǊŜŀǘƳŜƴǘ ŀǘǘŜƳǇǘǎΩ ŀƴŘ ΨǘǊŜŀǘƳŜƴǘΥ 

ƧƻǳǊƴŜȅǎ ǘƻ ǘǊŜŀǘƳŜƴǘΩΦ  ¢ƘŜ ǎŜŎƻƴŘ ǇŀǘƘǿŀȅ ǿŀǎ ŀ bottom-up approach, whereby 

code names and descriptions were scanned and grouped together where they 

appeared to address a common concept; ŦƻǊ ŜȄŀƳǇƭŜΣ ǘƘŜ ŎƻŘŜǎΣ ΨŜƳǇƭƻȅƳŜƴǘΩΣ 

ΨōŜŎƻƳƛƴƎ ŀ ǇŀǊŜƴǘΩΣ Ψƴƻǘ ƘŀǾƛƴƎ ŎƘƛƭŘǊŜƴΩΣ ΨǎƻŎƛŀƭ ŎƻƴŦƭƛŎǘΥ ƛǎǎǳŜǎ ǿƛǘƘ ŎƘƛƭŘǊŜƴΩΣ ΨǎƻŎƛŀƭ 
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ǊŜƎǳƭŀǘƛƻƴΥ ǎƻŎƛŀƭ ǊƻƭŜǎΩΣ ŀƴŘ ΨǎƻŎƛŀƭ ǊŜƎǳƭŀǘƛƻƴΥ ǇǊŀŎǘƛŎŀƭƛǘȅΩ ŀƭƭ ǊŜŦƭŜŎǘŜŘ ǘƘŜ ƛƴŦƭǳŜƴŎŜ 

of social roles on alcohol consumption and were therefore ŎŀǘŜƎƻǊƛǎŜŘ ŀǎ ΨƛƴŦƭǳŜƴŎŜ 

ƻŦ ǎƻŎƛŀƭ ǊƻƭŜǎΩΦ  

At the end of this phase of analysis, candidate themes were identified.  The initial 

candidate themes were based upon some of the more abstract, over-arching 

concepts that were captured by multiple descriptive categories.  However, having 

revisited the aim and objectives of the study, the candidate themes were reviewed in 

light of the study objectives, and candidate themes that represented the overarching 

themes from the descriptive categories and were relevant to the objectives of the 

study were identified.   

Phase 4: Developing and reviewing themes  

Following the identification of candidate themes, these were checked against the 

coded data to ensure they accurately captured the data.  Following Braun and 

/ƭŀǊƪŜΩǎ (309) guidance on developing themes, thematic maps were drawn by hand 

to visualise the relationships between potential themes and subthemes.  Two of the 

themes identified were linked to the deductive codes: social regulation and social 

conflict (see Box 2).  Both deductive codes were quickly broken down into multiple 

sub-codes during the coding process as they were frequently talked about across a 

range of experiences.  During the coding process, all excerpts were recorded in the 

sub-codes rather than the initial social regulation and social conflict codes, because 

it was apparent that both were more akin to what Braun and Clarke (309) call central 

organising concepts.  During the thematic mapping, both were repeatedly identified 

as key themes.  The full transcripts were then reviewed again to ensure that the story 

of the themes fit with the data collected. 

Phase 5: Refining, defining, and naming themes 

Ten themes were identified during phase 4 that were consistent with the data 

collected.  The use of thematic maps enabled the visualisation of the relationships 

between themes and subthemes and where themes were clearly linked in a way 
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which was consistent with them representing a higher-level meaning, these themes 

were placed under an overarching theme.  Braun and Clarke (309) describe 

overarching themes as organising structures for themes, as opposed to elements of 

analysis to be discussed in their own right and this is how overarching themes are 

used within the study.  The overarching themes organise the themes into core 

concepts, which help to describe the findings.  The themes describe the core findings 

from the study, and therefore the inclusion of them under an overarching theme does 

not indicate that it is more relevant to the findings, it simply indicates that it fits with 

other themes in a way that can be described and identified.   

Phase 6: Writing up 

The final phase of analysis was writing up the research.  Braun and Clarke (309) note 

that writing is an integral part of qualitative research that starts early in the analysis 

process; however, in the final writing up phase, they state that this is the opportunity 

to bring all of the analysis together to narrate a story that answers the research 

question.  This final stage of analysis required the themes to be described and for 

distinctions to be made between each theme.  During this process, it became 

apparent that two themes were just component parts of other themes; therefore, 

the writing up phase enabled some integrations of themes and a final finishing of the 

story of the data.  

The following section (section 7.6) presents the findings from this qualitative study 

integrated with a discussion of the relevant existing evidence.  Selected quotations 

are presented to illustrate themes and are not exhaustive of the data related to that 

theme. 

 Integrated Findings and Discussion 

Eighteen service users were referred to the study, of whom 8 were inpatients and 10 

were community service users.  Two inpatients did not participate (both women), one 

service user stated during the initial discussion about the study that she considered 

her main problem to be with drugs rather than alcohol, meaning that she was 
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ineligible, and one service user said that she did not feel well enough to be 

interviewed on either of the pre-arranged dates and was then discharged.  Four 

community service users did not participate (all women), one woman stated that she 

thought talking about things would make her feel worse and three did not attend 

their arranged interview/s (2 x face-to-face, 1 x telephone) and were subsequently 

not contactable.  Information on service users who were approached by their 

clinicians but declined to speak with me (inpatient) or declined to have their details 

passed on to me (community) was not collected.       

Twelve participants were recruited to this study, half from the inpatient 

detoxification unit (n=6) and half from the community alcohol team (n=6).  In both 

the inpatient and community samples, half of participants were men and half were 

women.  The age of the inpatient sample ranged from age 36 to 51 (mean age=43) 

and the community sample ranged from 32 to 56 (mean age=42).  The final sample 

included 6 inpatient participants interviewed face-to-face, 3 community participants 

interviewed face-to-face, and 3 community participants interviewed over the 

telephone.  A list of participants with their identifiers, sex and the setting in which 

they were recruited is included in Table 7-1. 

Table 7-1: List of participants (qualitative study) 

Participant identifier Sex Setting  

Participant A  Male Inpatient detoxification unit 

Participant B Male Inpatient detoxification unit 

Participant C Male Inpatient detoxification unit 

Participant D Female Inpatient detoxification unit 

Participant E Female Inpatient detoxification unit 

Participant F Female Inpatient detoxification unit 

Participant G Female Community alcohol team 

Participant H Male Community alcohol team 

Participant J Male Community alcohol team 

Participant K Male Community alcohol team 

Participant L Female Community alcohol team 

Participant M Female Community alcohol team 
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The aim of recruiting from community and inpatient services, had been to reflect the 

experiences of people with more and less complex needs (with people undergoing 

inpatient detoxifications often having complex health or social needs).  Although this 

was the case to a certain extent, with some of the community sample never having 

undergone an inpatient detoxification, several people within the community sample 

had previously experienced one or more inpatient detoxifications.  The community 

sample ranged from someone having their first (community only) treatment episode, 

to people who had undergone multiple inpatient detoxifications and community 

treatment episodes.  Similarly, the inpatient sample included a range of experiences 

from people experiencing their first detoxification, to people who had attended 

multiple detoxifications and residential rehabilitation centres in the past.  Therefore, 

the sample reflected a good range of complexity, albeit not in the way that had 

originally been planned. 

During the process of analysis, eight themes were identified.  Seven of these were 

grouped into three overarching themes and one theme stood alone.   

The overarching theme: Social regulation of drinking comprised three themes: (1) 

Early social norms: learning and conforming, (2) Social norms in adulthood: 

permission to drink? and (3ύ άFǳƴŎǘƛƻƴƛƴƎ ŀƭŎƻƘƻƭƛŎέΥ managing drinking to maintain 

social roles. 

The overarching theme: Drinking pathways to social isolation comprised two 

themes: (1) Conflict and social losses, and (2) Disconnection from others. 

There was a stand-alone theme of: Reasons for drinking.   

The final overarching theme: Stopping drinking and staying alcohol-free, comprised 

two themes: (1) Routes to treatment and (2) Connections, reconnections and staying 

alcohol-free.  The full list of overarching themes, themes and subthemes are listed in 

Box 3 and the theme characteristics are summarised in Table 7-2. 

Whilst the focus in Chapters 5 and 6 was on early adulthood and mid-adulthood, the 

interviews with participants enabled a retrospective view of their life course up to 
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the point of interview, thus including all ages where significant events occurred and 

were recalled.  Whilst participants were invited to speak about their first experience 

of drinking alcohol, which typically happened during adolescence, many participants 

reflected back to their childhood, thus including the full life course.  The themes are 

presented in a broadly chronological order, in keeping with the life course history, 

starting with Early social norms and continuing through to staying alcohol-free.  

However, many of the experiences recounted took place across adulthood, and 

therefore the themes are grouped thematically into overarching themes, and the 

relevance to life course is developed in Chapter 8 as the findings from Chapter 5, 6 

and 7 are brought together. 

 

Box 3: Overview of overarching themes, themes, and subthemes 

Overarching theme Social regulation of drinking 
Themes Early social 

norms: learning 
and conforming 

Social norms in 
adulthood: 

permission to 
drink? 

άCǳƴŎǘƛƻƴƛƴƎ 
ŀƭŎƻƘƻƭƛŎέΥ 
managing 
drinking to 

maintain social 
roles 

Subthemes Was it normal? ΨhǘƘŜǊΩ ŘǊƛƴƪŜǊǎ  

Overarching theme Drinking pathways to social isolation 
Themes Conflict and social losses Disconnection from others  

Subthemes Conflict and loss of 
relationships 

Hiding drinking 

 Loss of social roles Loss of shared experience 

Theme Reasons for drinking 
Subthemes Drinking to manage negative emotions 

 Drinking as a consequence of social conflict 
 Drinking due to loneliness 

Overarching theme Stopping drinking and staying alcohol-free 
Themes Routes to treatment Connections, 

reconnections and staying 
alcohol-free 
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Table 7-2: Summary of theme characteristics 

Theme Characteristics 

Social regulation of drinking 

Early social norms: 

learning and conforming 

Drinking norms experienced in adolescence and early 

adulthood and how they influenced drinking. 

Social norms in 

adulthood: permission to 

drink? 

Drinking norms experienced in adulthood and how they 

influenced (or failed to influence) drinking.  The use of social 

comparisons to evaluate self against social norms. 

άCǳƴŎǘƛƻƴƛƴƎ ŀƭŎƻƘƻƭƛŎέΥ 

managing drinking to 

maintain social roles 

The ways in which social roles necessitated managing 

alcohol consumption and the influence of these 

management strategies on drinking. 

Drinking pathways to social isolation 

Conflict and social losses The ways in which drinking led to conflict within relationships, 

the loss of relationships, how conflict and loss were related 

to isolation, and the subsequent influence on drinking 

behaviour. 

Disconnection from 

others 

Descriptions of disconnection from others through alcohol, 

even within relationships that were maintained. 

Reasons for drinking 

Reasons for drinking The range of causes and motivations for drinking and how 

they do (or do not) link with aspects of social relationships. 

Stopping drinking and staying alcohol-free 

Routes to treatment The range of causes and motivations for accessing treatment 

to stop drinking and how they do (or do not) link with aspects 

of social relationships. 

Connections, 

reconnections and staying 

alcohol-free 

Social and relational factors that support remaining alcohol-

free with a focus on new connections and reconnecting 

within existing relationships. 

 

As described in sections 7.5.4 and 7.5.5, both the interview topic schedule and the a 

priori deductive codes used in the initial stages of analysis, included the aspects of 

social relationships identified by House et al. (44) and the areas of attribution theory 

identified by Kelley and Michela (300).  In line with the key aspects of social support 

that are important for health, two areas identified by House et al. (44) became 

overarching themes (social regulation and social isolation), whilst the Reasons for 

drinking theme was generated from the perceived causes (attributions) of drinking, 

in line with attribution theory (300).  Whilst these theories were fundamental to the 
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development of themes, many of the themes came from inductive coding that was 

led by the data, because these were the areas that were repeatedly highlighted as 

important to the participants.  Due to the data driven aspect of the analysis, 

engagement with a broader range of theoretical perspectives than those initially 

proposed was necessary during the development and writing up of themes in order 

to contextualise the key themes that were identified.  These broader theoretical 

perspectives are described throughout this integrated findings and discussion 

section. 

7.6.1 Overarching theme: Social regulation of drinking 

This overarching theme comprises three themes, two of which also contain one 

subtheme each.  The first theme is Early social norms: learning and conforming 

which considers how the normative drinking behaviours of family and friends in 

childhood and adolescence were perceived to influence drinking, and includes the 

subtheme Was it normal? which discusses retrospective evaluations of whether early 

drinking behaviour was normative.  The second theme is Social norms in adulthood: 

permission to drink? which considers the influence of different group social norms 

on drinking in adulthood, and includes the subtheme ΨOǘƘŜǊΩ ŘǊƛƴƪŜǊǎ which considers 

how social comparisons are used to evaluate conformity to social norms.  The final 

theme is άCǳƴŎǘƛƻƴƛƴƎ ŀƭŎƻƘƻƭƛŎέΥ managing drinking to maintain social roles which 

explores how social roles influence drinking and how such roles confer the impression 

of normative drinking.  Each of the themes contributes a way in which social 

relationships regulate (or fail to regulate) and shape drinking behaviour, starting in 

childhood, and journeying into adulthood. 

Theme: Early social norms: learning and conforming 

Social norms refer to the attitudes, beliefs and behaviours that are deemed 

appropriate and acceptable within specific social groups (315).  Conformity to these 

group norms (e.g., drinking to intoxication) creates a sense of group identity, whereas 

non-conformity (e.g., abstaining from alcohol on an occasion where drinking is 

expected) confers social sanctions (e.g., mockery, name-calling, being excluded) 
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(315).  bƻǊƳǎ ŀǊŜ ŎƻƳƳƻƴƭȅ ōǊƻƪŜƴ Řƻǿƴ ƛƴǘƻ ΨŘŜǎŎǊƛǇǘƛǾŜ ƴƻǊƳǎΩΣ ǿƘƛŎƘ ŘŜǎŎǊƛōŜ 

ǿƘŀǘ ŀ ƎǊƻǳǇ ŘƻŜǎ ƛƴ ǘŜǊƳǎ ƻŦ ōŜƘŀǾƛƻǳǊΣ ŀƴŘ ΨƛƴƧǳƴŎǘƛǾŜ ƴƻǊƳǎΩΣ ǿƘƛŎƘ ŘŜǎŎǊƛōŜ 

whether most people approve or disapprove of a particular behaviour (316).  

Throughout the life course, the groups to which people belong change, along with 

their attendant group norms.  For example, children will spend more time with their 

family, and as such, the attitudes, beliefs and behaviours that are acceptable within 

ǘƘŜƛǊ ŦŀƳƛƭȅ όƛΦŜΦΣ ǘƘŜƛǊ ŦŀƳƛƭȅ ǎƻŎƛŀƭ ƴƻǊƳǎύ ŀǊŜ ƳƻǊŜ ƭƛƪŜƭȅ ǘƻ ƛƴŦƭǳŜƴŎŜ ǘƘŜ ŎƘƛƭŘΩǎ 

attitudes, beliefs and behaviours in order to adhere to these norms.  Whereas during 

adolescence, young people increasingly spend time with their friends and might 

replace their family social norms with the social norms of their friendship group or 

groups (315,317). 

In interviews, early social norms were often first described in terms of parental 

ŘǊƛƴƪƛƴƎ ƴƻǊƳǎ ǘƘŀǘ ǿŜǊŜ ǘƘƻǳƎƘǘ ǘƻ ƘŀǾŜ ƛƴŦƭǳŜƴŎŜŘ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ŀǘǘƛǘǳŘŜǎ ŀƴŘ 

beliefs about drinking long before they started to consume alcohol themselves.  

Several participants described one or both of their parents as alcoholic.  Some 

participants described the influence of parental heavy drinking in terms of drinking 

being normalised from childhood: 

I thought it was completely normal, this is what people do you 

know, every day after work they go and drink, so this was 

pretty much instilled in me from the start.  (Participant G, 

female, community) 

A key tenet of social learning theory is that of vicarious learning, whereby behaviours 

are learnt from observing others (160).  In line social learning theory, previous 

research indicates that parental alcohol consumption can influence adolescent 

alcohol consumption both directly (adolescents who see their parents drink are more 

likely to drink themselves) (318,319) and through undermining the influence of 

drinking rules that parents impose on their children (by children observing their 

parents drinking behaviour to be at odds with rules or messages about drinking 

alcohol that are imposed by their parents) (318).  There is also evidence that children 

develop alcohol-related memories long before they reach an age where they are 
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considering drinking themselves (319).  Parental heavy drinking is associated with 

more alcohol-related memory associations, which, in turn, is linked to onset of 

adolescent alcohol consumption (319).  This mediating effect of alcohol-related 

memories might explain why even negative alcohol associations from parents did not 

stop people from trying alcohol.  For example, participant H recalls: 

I was scared of alcohol, because I only saw violence and 

disorder around alcohol, and I saw these people physically 

ŎƘŀƴƎŜΧ ŦǊƻƳ Ƴȅ ƳǳƳ ōŜƛƴƎ ŀ ŘŜǎǇŜǊŀǘŜƭȅ ǎŀŘ ǿƻƳŀƴ ǘƻ ŀ 

desperately angry woman.  And I sort of blamed alcohol for 

doing ǘƘŀǘΣ ǎƻ L ŘƻƴΩǘ ƪƴƻǿ ǿƘȅ L ŘƛŘ ǘƘŀǘ ώƘŀŘ ŦƛǊǎǘ ŘǊƛƴƪϐ ǘƻ 

this day.  (Participant H, male, community) 

The inŦƭǳŜƴŎŜ ƻŦ ǇŀǊŜƴǘŀƭ ŘǊƛƴƪƛƴƎ ƻƴ ŎƘƛƭŘǊŜƴΩǎ ŘǊƛƴƪƛƴƎ ƛǎ ƭƛƪŜƭȅ ǘƻ ōŜ ƳǳŎƘ ƳƻǊŜ 

complex than simply via social norms as described here.   As captured in participant 

IΩǎ quote (above), many participants reported traumatic memories from childhood, 

often linked to their parentsΩ drinking, that affected their own drinking habits.  

Evidence shows that alcohol abuse is linked to higher rates of intimate partner 

violence and family violence (295) and that children of parents who abuse alcohol are 

more likely to have experienced neglect or abuse (56) and, in turn, adverse childhood 

experiences, such as neglect and witnessing violence, are linked to drinking more in 

adulthood (320,321).  The ways in which traumatic early life experiences influenced 

drinking are described within the theme Reasons for drinking. 

Most participants reported that their early drinking experiences commenced during 

adolescence, which is a key period of increased vulnerability to social influence (322).  

Alongside the influence of parents, peer influence was also a common theme when 

recounting early experiences of alcohol consumption.  As one participant laughingly 

said: 

LǘΩǎ ǇŜŜǊ ƭŜŘ ƛƴƴƛǘΣ ȅƻǳ ƪƴƻǿΣ άGo on ς ȅƻǳΩƭƭ ōŜ ŀƭǊƛƎƘǘέΦ  hƘ 

dear ς L ǿŀǎƴΩǘΗ  όParticipant H, male, community) 
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Peer social norms are known to have a strong influence on alcohol consumption, 

particularly in adolescence and early adulthood, with perceptions of higher frequency 

and volume of alcohol drunk by friends and peers (323) and beliefs that high levels of 

alcohol consumption are considered acceptable and/or expected by friends (324,325) 

all being linked to increased drinking.  Furthermore, children with friends who drink 

are more than five times as likely to have experienced drunkenness in pre-

adolescence (326).  It is therefore unsurprising that many, though not all, participants 

recounted drinking as a core part of social practice in their youth.   

There were a range of views expressed about who was leading drinking behaviour in 

their youth.  Some participants viewed themselves as following their peers: 

Back in the day I was pretty ƳǳŎƘ ŀ ŦƻƭƭƻǿŜǊΣ LΩƳ ƴƻǘ Ǝƻƴƴŀ 

lie, you know, άhƘΣ ǘƘŜǊŜΩǎ Ƴȅ ƳŀǘŜǎΣ ǘƘŜȅΩǊŜ ŘǊƛƴƪƛƴƎΣ LΩƭƭ 

have one as wellέ.  (Participant J, male, community) 

Whereas several others, on reflection, viewed themselves as somewhat leading the 

drinking with their peers: 

They [friends] were drinking, yeah, I suppose I was [the 

leader] actually, I was the one who got it, I was the one who 

drank the most.  Even then, I would like, binge.  (Participant 

G, female, community) 

Others saw drinking as a key part of being belonging to a social group, irrespective of 

who was leading the drinking: 

L ŘƻƴΩǘ ǘƘƛƴƪ ƛǘ ƳŀǘǘŜǊŜŘ ƛŦ ȅƻǳ ƭƛƪŜŘ ƛǘ ώŀƭŎƻƘƻƭϐ ƻǊ ƴƻǘΣ ȅƻǳ 

were just part of the gang.  (Participant L, female, community) 

No matter which role participants viewed themselves to hold within their peer group, 

there was a sense that drinking was a normal part of growing up and social group 

cohesion, and this corresponds to the culture of drinking for pleasure that is prevalent 

in the UK where most participants grew up (105,327).  
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Most people were generally positive about time spent drinking with friends in their 

adolescence and early adulthood, seeing it as a time when drinking was still fun: 

We used to just go and sit in public toilets and just, have a 

laugh, and just drink out of the bottle you know, have a laugh 

and just wander around town, and be all stupid and stuff.  I 

never got into any trouble.  (Participant F, female, inpatient) 

Whilst for many participants, drinking within the context of belonging within a group 

was more apparent when recounting early drinking experiences, for one participant, 

the feeling of belonging persisted into adulthood reflections on drinking: 

So, escapism, hanging out, it makes you feel, I suppose, part 

ƻŦ ǎƻƳŜǘƘƛƴƎΦ  L ŘƻƴΩǘ ƪƴƻǿΣ ƭƛƪŜ ŀ ŎƻƳƳƻƴΧ L ŘƻƴΩǘ ƪƴƻǿΣ Ŏƻǎ 

it ƳŀƪŜǎ ȅƻǳ ŦŜŜƭ ŀǘ ŜŀǎŜ L ǎǳǇǇƻǎŜΣ ŀƴŘΧ ǘƻ ŎƻƴƴŜŎǘ ǘƻ ƻǘƘŜǊ 

ǇŜƻǇƭŜΣ ƴƻǘ ǘƘŀǘ ƛǘΩǎ ǘƘŜ ǊƛƎƘǘ ǿŀȅ ǘƻΣ ōǳǘ ƛǘ ŦŜŜƭǎ ƭƛƪŜ ƛǘ ŀǘ ǘƘŜ 

time.  (Participant M, female, community) 

Although many of the reflections on social aspects of early drinking experiences were 

positive, several participants reflected on their early drinking experiences in the 

context of their current difficulties with alcohol, wondering if things might have been 

different: 

{ƻ ȅƻǳΩŘ ǎǿƛƎ ȅƻǳǊ ŘǊƛƴƪΣ ǿƛǘƘ ȅƻǳǊ ŦŀƎ ŀƴŘ ȅƻǳǊ ŘǊƛƴƪ ŀƴŘ ȅƻǳ 

Ƨǳǎǘ ŘƛŘƴΩǘ think.  Until you get to my age, and now you think, 

άOh my gƻŘέΣ ȅƻǳ ƪƴƻǿΦ  !ƴŘ ȅƻǳ Ŏŀƴ ǘƘŜƴ ǎŜŜ ŀ ǇŀǘǘŜǊƴΣ 

ǘƘƛƴƪƛƴƎ ǘƘŀǘΩǎ ǿƘŜǊŜ ƛǘ ǎǘŀǊǘŜŘΦ  όtŀǊǘƛŎƛǇŀƴǘ [Σ ŦŜƳŀƭŜΣ 

community) 

Similarly, this pervasive view of early drinking experiences being in keeping with both 

descriptive (what peers are doing) and injunctive (what most people think one ought 

to be doing) social norms (316) in line with UK drinking culture (105,327), was called 

into question when participants reflected back on their experiences in light of what 
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they now know about the problems they have had with alcohol leading them to 

question, Was it normal?   

Subtheme: Was it normal? 

Several participants voiced that although at the time they thought their drinking was 

similar to that of their peers, upon reflection, they considered that their drinking may 

have been different.  For example, one participant noted:  

Everyone was drinking, but now when I look back at it, they 

ǿŜǊŜƴΩǘ ŘǊƛƴƪƛƴƎ ŀǎ ƳǳŎƘ ŀǎ ƳŜΦ  όtŀǊǘƛŎƛǇŀƴǘ .Σ ƳŀƭŜΣ 

inpatient) 

One participant reflected on differences both in the amount he drank as an 

adolescent, and the way in which he drank: 

{ƻ ȅŜŀƘΣ L ǇƛŎƪŜŘ ǘƘƛǎ ǳǇ ŀƴŘ ǎǘǳŦŦΣ ŀƴŘ L ŘǊŀƴƪ ƛǘΦ  !ƴŘ L ŘƛŘƴΩǘ 

Ƨǳǎǘ ƘŀǾŜ ŀ ǎƛǇ ƻŦ ǘƘƛǎ ǎǘǳŦŦΣ L ǿŀǎΧ ƎƭǳƎ ƎƭǳƎ ƎƭǳƎΣ ŀƴŘ ǘƘŀǘ ǿŀǎ 

how I drank every time.  (Participant H, male, community) 

The same participant went on to reflect about how alcohol made him feel and that 

now looking back, he thought his peers may not have felt the same way about alcohol, 

based on their behaviour:  

¢ƘŜȅ ǿŜǊŜ ŘƻƛƴƎ ǎƛƳƛƭŀǊ ǎǘǳŦŦΣ ōǳǘ L ŀŎǘǳŀƭƭȅ ŘƻƴΩǘ ƪƴƻǿ ƛŦ ǘƘŜȅ 

were going home and feeling the way that I was, that I just 

wanted that again.  Cos they all looked kind of normal, you 

ƪƴƻǿΣ ǎƻƳŜǘƛƳŜǎ ƛƴ ǘƘŜ ǇŀǊƪ ǘƘŜȅ ǿƻǳƭŘ ǎŀȅ άNƻΣ LΩƳ ŀƭǊƛƎƘǘέ 

ȅƻǳ ƪƴƻǿΣ ŀƴŘ ǘƘŀǘ ǿŀǎƴΩǘ ƳŜΣ L ǿŀǎ ƭƛƪŜ άGƛǾŜ ƛǘ ƘŜǊŜέ ȅƻǳ 

know, reaching for it.  (Participant H, male, community) 

Social comparison theory posits that people evaluate themselves based upon 

comparisons with others and that social comparisons are a key tool in group 

membership and adhering to the social norms of that group (328ς330).  Early social 

norms were described both in terms of creating a sense of belonging and drinking to 
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fit in, and through making social comparisons by retrospectively comparing their early 

life drinking to that of their (then) peers.  By virtue of the retrospective life course 

narrative used within the interviews, these early life comparisons were made through 

the lens of knowledge of the future problems caused by alcohol in their lives.  These 

retrospective comparisons of early drinking experiences highlighted differences that 

were either not noticed by the participant or their peers at the time, or were perhaps 

noticed by the participant but hidden from peers, as these differences were not 

described as receiving any social sanctions (e.g., being mocked or excluded).   

Theme: Social norms in adulthood: permission to drink? 

Whilst for Participant M (female, community), drinking still engendered a sense of 

belonging beyond early adulthood (from earlier quote), for the majority of 

participants, as they aged and their drinking became problematic, their perceptions 

ƻŦ ǎƻŎƛŀƭ ƴƻǊƳǎ ŀƴŘ ǊŜŦƭŜŎǘƛƻƴǎ ƻƴ ǘƘŜ ƛƴŦƭǳŜƴŎŜǎ ƻŦ ƻǘƘŜǊǎΩ ŘǊƛƴƪƛƴƎ ǿŀǎ ǾŜǊȅ ŘƛŦŦŜǊŜƴǘ 

from their early perceptions. 

Many participants reported having had romantic relationships with other people who 

drank heavily, and some were still in relationships with heavy drinkers.  Where 

participants were recounting heavy drinking in partners or former partners, it was 

often described in terms of drinking heavily together: 

We were both drinking a lot, every day, you know. (Participant 

G, female, community) 

And sometimes ōƭŀƳŜŘ ŦƻǊ ŀ ǊŜƭŀǇǎŜ ƛƴ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘΩǎ ƻǿƴ ŘǊƛƴƪƛƴƎΦ  CƻǊ ŜȄŀƳǇƭŜΣ 

one person recalled completing an inpatient detoxification only to find that their 

partner had started drinking more heavily: 

And then her glass of wine, all of a sudden, turned into three 

bottles of wine a night, and it was in front of me, and, 

ŀƭǘƘƻǳƎƘ ƛǘ ǿŀǎƴΩǘ ƘŜǊ Ŧŀǳƭǘ L ǇƛŎƪŜŘ ǳǇ ŀ ŘǊƛƴƪΣ ƛǘ ǿŀǎƴΩǘ ƴƛŎŜ 

being in that situation.  Drinking coffee and seeing someone 

else get pissed basically, so then I picked up a drink, and 
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within a week I was drinking a litre of vodka a day.  

(Participant B, male, inpatient) 

Where partners did not drink heavily, alcohol was often talked about as an early 

facilitator of the relationship, that later changed into a problem as differences in 

drinking were noticed by partners; for example, Participant F (female, inpatient) 

recalled the early days of her relationship with her husband: 

Me and [husband] would sit down and talk about his past and 

my pasǘ ŀƴŘ ŀƭƭ ǘƘŜ ǊŜǎǘ ƻŦ ƛǘΣ ŀƴŘ ǿŜΩŘ Řƻ ǘƘŀǘ ƻǾŜǊ ŀ Ǝƭŀǎǎ ƻŦ 

vodka and coke.  (Participant F, female, inpatient) 

She then went ƻƴ ǘƻ ŘŜǎŎǊƛōŜ ƘŜǊ ƘǳǎōŀƴŘΩǎ ŘǊƛƴƪƛƴƎ ŀǎ ƴƻƴ-problematic and she 

highlights how it was her husband who noticed that she had a problem before she 

noticed herself: 

aȅ ƘǳǎōŀƴŘ Ŏŀƴ ǘŀƪŜ ƻǊ ƭŜŀǾŜ ŀƭŎƻƘƻƭΣ ƘŜ ǿƻǳƭŘƴΩǘ ŎŀǊŜ ƛŦ ƘŜ 

ŘƛŘƴΩǘ ƘŀǾŜ ŀƴƻǘƘŜǊ ŘǊƛƴƪ ǘƻƳƻǊǊow, but I was getting 

ǇǊƻƎǊŜǎǎƛǾŜƭȅ ǿƻǊǎŜ ƻǾŜǊ ǘƘŜ ȅŜŀǊǎ ŀƴŘ ǎǘǳŦŦΣ ōǳǘ L ŘƛŘƴΩǘ 

realise I had a problem, but [husband] kept saying to me, 

άYƻǳΩǊŜ ŘǊƛƴƪƛƴƎΧέΣ ǳƳΣ ƘŜΩŘ ǇƘƻƴŜ ƳŜ ƛƴ ǘƘŜ ƳƻǊƴƛƴƎΣ ǎŀȅ 

мм ƻΩŎƭƻŎƪΣ ŀƴŘ ƘŜΩŘ ōŜ ƭƛƪŜΣ άYƻǳ ƘŀŘ ŀ ŘǊƛƴƪΚέ όtŀǊǘƛŎƛǇŀnt F, 

female, inpatient) 

Several other participants recounted instances where partners considered the 

ǇŀǊǘƛŎƛǇŀƴǘǎΩ ŘǊƛƴƪƛƴƎ ǘƻ ōŜ ǘƻƻ ƘŜŀǾȅΦ  hƴŜ ǇŀǊǘƛŎƛǇŀƴǘ ǊŜŎŀƭƭŜŘ ŀ ǇǊŜǾƛƻǳǎ ƎƛǊƭŦǊƛŜƴŘ 

asking him to drink less: 

{ƘŜ ǳǎŜŘ ǘƻ ǎŀȅ ǘƻ ƳŜΣ άLook, can you not get so pissed 

ǘƻƴƛƎƘǘΣ ǿŜΩǊŜ ƎƻƛƴƎ ǘƻ ŀ ōŀǊōŜǉǳŜΣ ƻǊ ŦŀƳƛƭȅΧέ ŀƴŘ LΩŘ Ƨǳǎǘ 

ƭŀǳƎƘ ƛǘ ƻŦŦΣ άBŜ ŀƭǊƛƎƘǘΣ ǿƘŀǘ ȅƻǳ ǘŀƭƪƛƴƎ ŀōƻǳǘΚέ  {ƻ ƻǘƘŜǊ 

ǇŜƻǇƭŜ ǿŜǊŜ ƴƻǘƛŎƛƴƎ Ƴȅ ōŜƘŀǾƛƻǳǊ ŀƴŘ L ǊŜŀƭƭȅ ǿŀǎƴΩǘΦ  

(Participant H, male, community) 
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The social norms around drinking within intimate relationships appear to have 

influenced participants both by creating an environment where drinking was 

normative within that relationship (ǿƘŜǊŜ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘΩǎ ǇŀǊǘƴŜǊ ŀƭǎƻ ŘǊŀƴƪ 

heavily), and as a means of drawing social comparisons by partners who noticed a 

divergence from what they considered normative drinking behaviour.  In terms of 

creating a normative environment for drinking, evidence suggests that partners are 

ƛƴŦƭǳŜƴŎŜŘ ōȅ ŜŀŎƘ ƻǘƘŜǊΩǎ ŘǊƛƴƪƛƴƎ (116,119), which supports the finding that heavy 

drinking by partners was linked to heavier drinking by participants; however, in this 

sample, it was more usual for longer term relationships to be with partners who did 

not drink problematically.  A significant evidence base suggests that it is discordance 

in the levels of alcohol consumed between two partners that leads to problems in 

relationships, rather than the volume of alcohol consumed (116,120,121).  Whilst the 

fact that many of the participants were in relationships with non-problematic 

drinkers may seem at odds with the evidence, many of these relationships were 

ŘŜǎŎǊƛōŜŘ ŀǎ ōŜƛƴƎ ƻǊ ƘŀǾƛƴƎ ōŜŜƴ ƛƴ ƧŜƻǇŀǊŘȅ ŘǳŜ ǘƻ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘΩǎ ŘǊƛƴƪƛƴƎΣ ǿƘƛŎƘ 

is line with the evidence.   

Whilst in intimate relationships, the drinking behaviour of partners tended to be 

identified as either problematic (convergent with the participantΩs drinking and 

associated with heavier drinking for the participant), or identified as not problematic 

όŘƛǾŜǊƎŜƴǘ ŦǊƻƳ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘΩǎ ŘǊƛƴƪƛƴƎΣ ƘƛƎƘƭƛƎƘǘƛƴƎ ǇǊƻōƭŜƳǎ ǿƛǘƘ ǘƘŜ 

ǇŀǊǘƛŎƛǇŀƴǘΩǎ ŘǊƛƴƪƛƴƎ ŀƴŘ ǇƻǘŜƴǘƛŀƭƭȅ ŀ ǎƻǳǊŎŜ ƻŦ ǘŜƴǎƛƻƴύ, friendships were often 

ŘƛŦŦŜǊŜƴǘƛŀǘŜŘ ƛƴ ǘŜǊƳǎ ƻŦ ŘǊƛƴƪƛƴƎ ŦǊƛŜƴŘǎ ŀƴŘ ΨǇǊƻǇŜǊΩ ŦǊƛŜƴŘǎΥ 

They were just drink people, yƻǳ ƪƴƻǿ ǿƘŀǘ L ƳŜŀƴΦ  ¢ƘŜȅΩǊŜ 

ƴƻǘ ǊŜŀƭƭȅ ŦǊƛŜƴŘǎ ŀǎ ƛƴ ŦǊƛŜƴŘǎ ƛŦ ȅƻǳ ƪƴƻǿ ǿƘŀǘ L ƳŜŀƴΦ  L ŘƻƴΩǘ 

have anything to do with them now.  (Participant A, male, 

inpatient) 

Similar to heavy drinking partners, drinking friends were seen as problematic in terms 

of creating an environment in which heavy drinking was acceptable, therefore leading 

to heavier drinking.  However, unlike heavy drinking partners, drinking friends were 

described as dispensable όŀǎ ƛƴ ǇŀǊǘƛŎƛǇŀƴǘ !Ωǎ ŎŀǎŜ ŀōƻǾŜύ ŀƴŘ less valued.  Drinking 
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friends were depicted as only serving the purpose of someone to drink with, as 

ƻǇǇƻǎŜŘ ǘƻ ΨǊŜŀƭΩ ŦǊƛŜƴŘǎ ǿƘƻ ƻŦŦŜǊ ǎǳǇǇƻǊǘ ƛƴ ƻǘƘŜǊ ǿŀȅǎΦ  aƻǎǘ ǇŀǊǘƛŎƛǇŀƴǘǎ ǘŀƭƪŜŘ 

about drinking friends in negative terms, both in terms of lacking value and in terms 

of negatively influencing drinking behaviour: 

.ǳǘ ǘƘŜȅΩǊŜ ƴƻǘ ǘƘŜ ǎƻǊǘ ƻŦ ŦǊƛŜƴŘǎ L ǿŀƴǘΣ ǘƘŜ ƻƴŜǎ ǘƘŀǘ ŘǊƛƴƪΦ 

ώΧ] LΩŘ ǊŀǘƘŜǊ ǎǘƛŎƪ ǘƻ ǘƘŜ ŦŜǿ ǘƘŀǘ ƪŜŜǇ ƳŜ ƴƻǊƳŀƭΦ  

(Participant D, female, inpatient) 

The negative terms in which drinking friends were discussed may well have been 

influenced by the fact that participants were in treatment and therefore wanting to 

distance themselves from other drinkers, a technique that is associated with better 

treatment outcomes in the long-term (331). 

Conversely, several participants talked about a small number of friends, often 

longstanding friends, who were talked of in positive terms, but often characterised 

as being seen infrequently.  For some participants, seeing these friends was tied into 

their recovery, implying that their drinking may have had an influence in not seeing 

good friends.  For example, Participant E (female, inpatient) had plans to stay with a 

friend after completing her detoxification: 

LΩƳ ƎƻƛƴƎ ǘƻ Ǝƻ ŀƴŘ ǎǘŀȅ ǿƛǘƘ her whŜƴ L ƭŜŀǾŜ ƘŜǊŜΣ LΩƳ ƎƻƛƴƎ 

to go up there for a couple of days.  (Participant E, female, 

inpatient) 

Similarly, Participant J (male, community), who was further along in his recovery, 

spoke of how he had had to stop playing football because of drinking, but was now 

able to play again and see his friends in this non-drinking setting.   

Permissive attitudes to drinking were described in terms of colleagues as well as 

drinking friends and partners, in some cases resulting in workplace social norms that 

accommodated heavy drinking during working hours: 
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! ƭƻǘ ƻŦ ǳǎ ǿƻǊƪŜŘ ŦƻǊ ǘƘƛǎΣ ƭƛƪŜΣ ǎŜŎǳǊƛǘȅ ŦƛǊƳΣ ōǳǘ ƛǘ ǿŀǎƴΩǘ ŀ 

proper security firm, half the nights we were lying rat arsed, 

you know what I mean.  (Participant A, male, inpatient) 

As with social norms in other types of social group, working in environments which 

encourage drinking (higher work group social drinking norms, heavy drinking, 

drinking at work) is associated with higher levels of alcohol consumption (332). 

In addition to references to parental influence in early childhood, several participants 

reported drinking with their parents as adults.  When spoken about in adulthood, 

drinking with parents was portrayed as a means of fitting in and facilitating a shared 

experience rather than as a learnt behaviour, which is the way parental drinking was 

often described as influencing drinking in early life.  One participant described her 

ƳƻǘƘŜǊΩǎ ŘǊƛƴƪƛƴƎ ƛƴ ǘŜǊƳǎ ƻŦ ǿƘŜǊŜ ƘŜǊ ƻǿƴ ƘŜŀǾȅ ŘǊƛƴƪƛƴƎ ōŜƎŀƴΥ 

My mum would have a drink of an evening and I would sit and 

ŘǊƛƴƪ ǿƛǘƘ ƘŜǊΣ ǎƻ L ǘƘƛƴƪ ǘƘŀǘΩǎ ǿƘŜǊŜ ƛǘ ƛƴƛǘƛŀƭƭȅ ǎǘŜƳƳŜŘ 

from, the heavy drinking.  (Participant F, female, inpatient)  

Another participant described drinking with his father as simply being easier than not 

drinking with him: 

Me dad was an alcoholic as well, and we used to, when I 

stayed with him, it was easier just to drink, you know.  

(Participant K, male, community) 

Social drinking norms in adulthood were mainly described as influencing drinking by 

creating permissive environments for drinking across a range of social groups (with 

partners, drinking friends, colleagues, and parents).  However, where the 

ǇŀǊǘƛŎƛǇŀƴǘǎΩ ŘǊƛƴƪing was not concordant with social norms; for example, where their 

partner drank less, this did not appear to lead to a reduction in alcohol consumption.  

This might indicate that people select social groups with permissive attitudes to heavy 

alcohol consumption, rather than drink more because of the influence of such social 

groups.  This interpretation is consistent with evidence suggesting that in 
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adolescence, social selection plays a greater role in smoking and drinking than peer 

pressure (333,334), and evidence that drinkers in adulthood are attracted to people 

who drink at similar levels (331). 

Similar to the way in which some participants described partners noticing and 

commentiƴƎ ƻƴ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘΩǎ ƻǿƴ ŘǊƛƴƪƛƴƎ ǿƘŜƴ ƛǘ ǿŀǎ ŘƛǾŜǊƎŜƴǘ ǘƻ ǘƘŜ ǇŀǊǘƴŜǊΩǎ 

social norms, participants often used comparisons between themselves and ΨotherΩ 

drinkers to situate their own drinking. 

Subtheme: ΨOǘƘŜǊΩ drinkers 

Several participants drew comparisons to situate their drinking in the context of the 

drinking of other (problematic) drinkers.  For some, this was done by identifying 

similarities, whilst for others, this was about highlighting differences.  For those who 

drew similarities, it often took the form of recalling how they had made negative 

ƧǳŘƎŜƳŜƴǘǎ ƻŦ ƻǘƘŜǊǎΩ ŘǊƛƴƪƛƴƎ ƛƴ ǘƘŜƛǊ ŜŀǊƭƛŜǊ ƭƛǾŜǎ ōǳǘ ǿŜǊŜ ƴƻǿ ōŜƘŀǾƛƴƎ ƛƴ ǘƘŜ 

same way as the people they had previously judged for drinking.  For one participant, 

this was about a former colleague who drank heavily: 

I used to think, ά²hat a prickέ, do you know what I mean?  

.ǳǘ ƴƻǿ LΩƳ ǎƻǊǘ ƻŦ ŘƻƛƴƎ ǘƘŜ ǎŀƳŜ ǘƘƛƴƎΦ  όParticipant A, 

male, inpatient) 

Whilst for another participant, this related to her negative early life experiences with 

her mother who she described as alcoholic, which she now felt she was repeating 

with her own children: 

Hearing myself being blinding drunk, shouting at my kids, 

ǘŜƭƭƛƴƎ ǘƘŜƳ ǘƻ Ǝƻ ǘƻ ōŜŘ ŀǘ р ƻΩŎƭƻŎƪ ƛƴ ǘƘŜ ŀŦǘŜǊƴƻƻƴΣ ǳƳΣ 

almost a repeat of what my mum used to do.  (Participant F, 

female, inpatient) 

Whilst these participants drew parallels between themselves and other problem 

drinkers they know or had known, other participants talked about problem drinkers 

in a way that distanced themselves ŦǊƻƳ ǘƘŜǎŜ ΨƻǘƘŜǊΩ ŘǊƛƴƪŜǊǎΦ  CƻǊ ŜȄŀƳǇƭŜΣ ƻƴŜ 
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participant talked about helping someone collapsed in the street at a weekend when 

others were ignoring them: 

tŜƻǇƭŜ Ƨǳǎǘ ǿŀƭƪ ōȅ ώŎƻƭƭŀǇǎŜŘ ǇŜǊǎƻƴϐ ώΧϐ ²ƘŜƴ L ŦƻǳƴŘ ƛǘΣ L 

call the ambulance, say someone collapsed or something with 

ōŜŜǊ ώΧϐ ǘƘŜƴ L ŘƻƴŜ Ƴȅ ōƛǘΦ  όParticipant C, male, inpatient) 

And another talked about a heavy drinker in her previous social circle: 

She drank a hell of a lot, she drank way more than me, she 

ǿŀǎ ŘŜǇŜƴŘŜƴǘ ƻƴ ŀƭŎƻƘƻƭΣ ŀƴŘ L ǿŀǎƴΩǘ at all at that time. Um, 

ǎƘŜ ǿŀǎ ŀ ƴƛƎƘǘƳŀǊŜ ώΧϐ  όParticipant M, female, community) 

Social comparison theorists suggest that upward comparisons motivate people, 

whilst downward comparisons help to boost self-esteem (328ς330).  Therefore, 

comparisons to people who have similar but (perceived to be) worse problems may 

both help people to situate their own drinking experiences on a continuum, and help 

to boost self-ŜǎǘŜŜƳΣ ōȅ ƴƻǘƛƴƎ ǘƘŀǘ ƻǘƘŜǊǎ ŀǊŜ ΨǿƻǊǎŜΩ or by acting benevolently 

towards those who are ΨǿƻǊǎŜ ƻŦŦΩΦ  ²ƘŜƴ ŜȄǇƭƻǊƛƴƎ ǘƘŜ ŜȄǇŜǊƛŜƴŎŜǎ ƻŦ ƘŜŀǾȅ ŘǊƛƴƪŜǊǎ 

not accessing alcohol treatment, Emslie et al. (67) refer to the process of ΨotheringΩ 

to describe the phenomenon of people referring to their own drinking as acceptable, 

in contrast to the prƻōƭŜƳŀǘƛŎ ŘǊƛƴƪƛƴƎ ƻŦ ǘƘŜ ΨƻǘƘŜǊΩΦ  ¢Ƙƛǎ ƛǎ ŀ ǇƘŜƴƻƳŜƴƻƴ ǘƘŀǘ Ƙŀǎ 

been identified repeatedly in the qualitative literature with non-dependent, non-

clinical populations (335,336), so it is interesting to note that even within this clinical 

sample of people accessing alcohol treatment (likely the population being ΨotheredΩ 

in the existing literature), this process of comparison and ΨotheringΩ still exists. 

For one participant, seeing people in treatment who they considered to be in a worse 

position, motivated them to address their drinking to prevent themselves from 

becoming that bad. 

Some of them are drinking more than what I was drinking, and 

ȅƻǳ ŎƻǳƭŘ ǎŜŜ Ƙƻǿ ōŀŘ ǘƘŜȅ ǿŜǊŜΣ ŀƴŘ ƛǘΩǎ Ƨǳǎt like, άhh, I 

ŘƻƴΩǘ ǿŀƴǘ ǘƻ ƎŜǘ ƭƛƪŜ ǘƘŀǘέ.  (Participant J, male, community) 
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Participants used a process of comparing themselves to and differentiating 

ǘƘŜƳǎŜƭǾŜǎ ŦǊƻƳ ΨƻǘƘŜǊΩ ŘǊƛƴƪŜǊǎ ŀǎ ŀ ƳŜŀƴǎ ƻŦ ŜǾŀƭǳŀǘƛƴƎ ǘƘŜƛǊ ŘǊƛƴƪƛƴƎ.  The process 

of othering is linked directly to social norms, as the out-ƎǊƻǳǇ όǘƘŜ ΨƻǘƘŜǊǎΩ - them) 

ŘƻƴΩǘ Ŧƛǘ ǿƛǘƘ ǘƘŜ ƴƻǊƳǎ ƻŦ ǘƘŜ ƛƴ-group (us) (337).  However, participants also applied 

these comparisons to themselves over time to compare their previous normative 

(non-problematic) drinking to their current non-normative (problematic) 

consumption.  One participant in particular described various instances in her prior 

drinking history as non-problematic and identified a specific time when it became 

problematic: 

Lǘ ǿŀǎΣ ƭƛƪŜΣ ƴŜǾŜǊ ŀ ǇǊƻōƭŜƳΣ ōǳǘ ǘƘŜƴΧ LΩŘ ǎŀȅ ƛǘ ǿŀǎ Ƨǳǎǘ ŀŦǘŜǊ 

I had my third child, and started drinking vodka all the time, it 

was just getting worse each day. (Participant E, female, 

inpatient) 

In the same way that participants compared themselves to others to make sense of 

their own drinking, the tool of comparison was also used to make sense of their 

personal drinking story to identify when drinking became a problem to be addressed. 

When comparinƎ ǘƘŜ ŘǊƛƴƪƛƴƎ ƻŦ ƻǘƘŜǊǎ ǘƻ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ƻǿƴ ŘǊƛƴƪƛƴƎΣ the idea of 

how people drank and the acceptability of this came through in some accounts.  

When talking about drinking alone, Participant B (male, inpatient) talked about the 

fact that others drinƪ ŀǎ ƘŜŀǾƛƭȅΣ ōǳǘ ŘƻƴΩǘ ŎƻƴǎƛŘŜǊ ƛǘ ŀ ǇǊƻōƭŜƳ ŀǎ ƛǘ ƛǎ ŘƻƴŜ ƛƴ ŀ ǇǳōΥ 

So, some of the people I know will go and have ten pints in 

ǘƘŜ Ǉǳō ŜǾŜǊȅ ŘŀȅΣ ōǳǘ ǘƘŜȅΩǊŜ ƛƴ ǘƘŜ ōƻƻȊŜǊΣ ǎƻ ǘƘŜȅ ǘƘƛƴƪ ǘŜƴ 

pints is fine.  (Participant B, male, inpatient) 

The view that drinking alone is in itself problematic is pervasive (129) and indeed 

there is a significant literature base stating that solitary drinking is associated with 

more problems with alcohol (255,256,338).  This was acknowledged by some 

participants, though not enthusiastically: 
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L ŘǊŀƴƪ ŀ ƭƻǘ ŀǘ ƘƻƳŜΣ ƻƴ Ƴȅ ƻǿƴΣ ōŜŎŀǳǎŜ L ŎŀƴΦ  LΩƳ ƴƻǘ ƻƴŜ 

ƻŦ ǘƘƻǎŜ ǘƘŀǘ ƴŜŜŘ ǇŜƻǇƭŜ ǘƻ ŘǊƛƴƪΣ LΩƳ ǉǳƛǘŜ ƘŀǇǇȅ ŘǊƛƴƪƛƴƎ 

on my own. [..] I ǿŀǎƴΩǘ ŜǾŜƴ Ƨǳǎǘ ŀ ǎƻŎƛŀƭ ŘǊƛƴƪŜǊΣ L ǿŀǎ 

actually a drinker on my own.  Which again, they say can be 

dangerous.  (Participant L, female, community) 

Despite the traditional view that drinking alone is problematic, recent evidence 

suggests that a significant proportion of drinking occasions (17% of drinking occasions 

within a large UK quota sample) take place alone and the majority of these occasions 

are low risk (339).  Therefore, it is perhaps the motivation or causes for drinking alone 

that are more significant in terms of drinking risk than just drinking alone per se and 

this will be discussed further under the overarching theme, Drinking pathways to 

social isolation. 

In adulthood, social norms were frequently described in terms of permissive 

relationships and environments for drinking, which enabled heavier consumption.  

Relationships in which heavy drinking was normative (drinking friends, having a heavy 

drinking partner) were generally perceived as negative.  Relationships with non-

problematic drinkers, whilst often viewed more positively, were not generally 

described as having conferred a reduction in the participantΩs own drinking.  

Adherence to social norms was evaluated through comparisons directed by others, 

where participants were assessed by others as divergent from social norms (see 

Participants F and H at the start of this theme), through comparisons participants 

made between themselves and other problem drinkers, which includes comparisons 

aimed both at distancing themselves from others and acknowledging similarities, and 

finally through comparing their current to their previous self, to identify and 

differentiate perceived normative and non-normative drinking behaviour over time. 

¢ƘŜƳŜΥ άCǳƴŎǘƛƻƴƛƴƎ ŀƭŎƻƘƻƭƛŎέΥ aŀƴŀƎƛƴƎ ŘǊƛƴƪƛƴƎ ǘƻ Ƴŀintain social roles 

Linked to the idea of temporal comparisons of the self as a non-problematic versus a 

problematic drinker, was the theme of the άfunctioning alcoholicέΣ ŀ ǘŜǊƳ ǘƘŀǘ ǎŜǾŜǊŀƭ 

participants used to describe drinking whilst maintaining social roles, such as 
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employment or parental roles.  As participants differentiated between different 

periods of drinking across their lives, several people identified periods where they 

were drinking heavily, but were maintaining social roles, and they often described 

these periods in terms of maintaining some control over their drinking. 

Being able to maintain jobs and family roles was often described in somewhat 

positive terms, as a time when people were still managing their lives despite their 

drinking. 

I knew I was an alcoholic then, but I was a functioning 

alcoholic, I could function, I could still do things, could still 

look after my children, make their pack lunches, take them to 

nursery, go and do my job.  (Participant B, male, inpatient) 

Working was also described as a means by which drinking was controlled, because 

drinking had to be moderated to meet the needs of the job. 

LΩƳ ŀ ŎƭŜǾŜǊ ŘǊƛƴƪŜǊΦ  L ŘǊƛǾŜΣ ǎƻ L ƻƴƭȅ ŘǊƛƴƪΣ ǳƳΣ ŎŜǊǘŀƛƴ ƘƻǳǊǎ 

ƻŦ ǘƘŜ Řŀȅ ώΧϐ I used to work early in the morning, I used to 

drink, I used to finish my shift early in the afternoon, and drink 

ŦǊƻƳ ŜŀǊƭȅ ŀŦǘŜǊƴƻƻƴΣ Ψǘƛƭ ǎƻǊǘ ƻŦ уΣ ф ƻΩŎƭƻŎƪ ŀǘ ƴƛƎƘǘΣ ǿƘŜƴ L 

know I can get into the car the next day.  (Participant L, 

female, community) 

Equally, having parental roles to fulfil were seen to have the same effect in controlling 

drinking, and this control was able to be relinquished when someone else was 

available to fulfil the parental role, enabling an increase in alcohol consumption.  

I ǿƻǳƭŘƴΩǘ ŘǊƛƴƪ ǳƴǘƛƭ ǘƘŜȅ ǿŜƴǘ ǘƻ ǎŎƘƻƻƭΣ ŀƴŘ L ǿƻǳƭŘƴΩǘ ōŜΣ 

like, pissed out of me head picking them up and that, but then 

ŀǎ ǎƻƻƴ ŀǎ ƳŜ ƘǳǎōŀƴŘ ŎƻƳŜ ƛƴΣ LΩŘ ōŜ ŘǊƛƴƪƛƴƎ ƳƻǊŜ ŀƴŘ 

more.  (Participant E, female, inpatient) 

Concerns about being able to fulfil social roles due to alcohol date back to the 

temperance movement (340,341), and the ability to function and carry out everyday 



 

303 
 

tasks has been identified as a key mechanism by which people assess their own 

drinking as moderate and non-problematic, as well as ŀ ǿŀȅ ƻŦ ƛŘŜƴǘƛŦȅƛƴƎ ƻǘƘŜǊǎΩ 

drinking as problematic (i.e., if people ŎŀƴΩǘ ǿƻǊƪ ƻǊ ƳŜŜǘ ǘƘŜƛǊ ǊŜǎǇƻƴǎƛōƛƭƛǘƛŜǎ due to 

alcohol it is a problem) (67,298,335).  Across these interviews, most people identified 

that they had a problem with alcohol whilst maintaining these roles (although it was 

not always clear whether they knew or acknowledged they had a problem at the time 

they held the roles), but many participants differentiated between times when they 

had a problem but were still able to function (e.g., ǘƘŜ άŦǳƴŎǘƛƻƴŀƭ ŀƭŎƻƘƻƭƛŎέύ and 

times when they were no longer able to function (e.g., losing jobs, relationships or 

parental responsibilities).  In addition to regulating drinking, fulfilling social roles may 

be positively associated with fulfilling a meaningful and valued role in society (342).  

This temporal self-comparison of functioning versus not-functioning, mirrors the way 

ƛƴ ǿƘƛŎƘ ǇŀǊǘƛŎƛǇŀƴǘǎ ŜǾŀƭǳŀǘŜŘ ǘƘŜƛǊ ƻǿƴ ŀƴŘ ƻǘƘŜǊǎΩ ŀŘƘŜǊŜƴŎŜ ǘƻ ǎƻŎƛŀƭ ƴƻǊƳǎ 

under the theme Social norms in adulthood. 

In addition, whilst some people saw having been able to maintain these roles as 

positive in comparison to when they could no longer maintain these roles; drinking 

whilst working, parenting, or being in a relationship were often viewed negatively in 

retrospect.  For example, one participant reflected that what he thought was 

acceptable at the time, perhaps was not. 

Yeah, to be honest with you, I was happy with what I was 

doing.  I was alright, I was sitting at home [drinking], I was 

earning money, I was going to work.  But I look back now, and 

I think ς ǘƘŀǘ ǿŜǊŜƴΩǘ ŀƭǊƛƎƘǘΦ  L ƘŀŘ ŀ ƪƛŘΣ ǿƘŀǘ ǿŀǎ L ŘƻƛƴƎΚ  

(Participant J, male, community) 

Many participants described the stress that was associated with having to manage 

these responsibilities whilst also drinking heavily.   

{ƻΣ L ŦƻǳƴŘ ƛǘ ǉǳƛǘŜ ǎǘǊŜǎǎŦǳƭ ŀƴŘ L ŎŀƴΩǘ ŎƻǇŜ ǿƛǘƘ ƛǘΦ  {o, I speak 

to my manager and am quite honest with him, and I say, άI tell 
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ȅƻǳ ǿƘŀǘΣ L ōŜŜƴ ŘǊƛƴƪƛƴƎ ŀƴŘ ǘƘƛǎ ƛǎ ǿƘŀǘ ƘŀǇǇŜƴŜŘΧέ 

(Participant C, male, inpatient) 

Whilst there appeared to be some positive feeling about having been able to manage 

responsibilities, it was apparent from some participant narratives that drinking and 

maintaining these roles could be a cause of stress. 

Summary of overarching theme 

Under the overarching theme of the Social regulation of drinking, the influence of 

early social drinking norms of friends and family on participantsΩ own drinking was 

described under Early social norms: learning and conforming, from the 

normalisation of heavy drinking through observing parental drinking to early drinking 

experiences with friends.  Reflecting on early drinking experiences through the lens 

of an adult with a drinking problem was employed by participants to retrospectively 

compare themselves with peers and often identify possible key differences in early 

drinking experiences, sometimes linked to early traumatic experiences. 

In the theme Social norms in adulthood: permission to drink? the experience of 

permissive attitudes to drinking across a range of relationship types was considered 

to have increased alcohol consumption.  Being in a relationship with a non-problem 

drinker was not described as bringing about a reduction in consumption, but was a 

way in which ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘΩǎ ƻǿƴ ŘǊƛƴƪƛƴƎ had been identified as problematic (by 

the partner) and was often described as a source of tension.  Social comparisons were 

used to evaluate own drinking against social norms both by highlighting similarities 

with heavy driƴƪŜǊǎ ŀƴŘ ōȅ ƘƛƎƘƭƛƎƘǘƛƴƎ ŘƛŦŦŜǊŜƴŎŜǎ ōŜǘǿŜŜƴ ǎŜƭŦ ŀƴŘ ǘƘŜ ΨƻǘƘŜǊΩ 

drinker.  Comparisons of own drinking were also made temporally to define when 

drinking evolved from unproblematic normative drinking to problematic non-

normative drinking.  Finally, perceptions of the acceptability of drinking heavily in 

public compared to drinking heavily alone were highlighted.  

In the theme ΨCǳƴŎǘƛƻƴŀƭ ŀƭŎƻƘƻƭƛŎΩΥ aŀƴŀƎƛƴƎ ŘǊƛƴƪƛƴƎ ǘƻ Ƴŀƛƴǘŀƛƴ ǎƻŎƛŀƭ ǊƻƭŜǎ, 

ways of regulating alcohol consumption in order to maintain key social roles were 
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described.  Maintaining social roles was perceived both as an achievement, likely 

linked to societal perceptions of ōŜƛƴƎ ΨfunctionalΩ, and as an additional stressor.   

7.6.2 Overarching theme: Drinking pathways to social isolation 

Across nearly all the interviews, there was a sense that early drinking experiences 

were primarily ƛƴ ǎƻŎƛŀƭ ŎƻƴǘŜȄǘǎΣ ōǳǘ ǘƘŀǘ ǘƘŜ ŎƻǳǊǎŜ ƻŦ ǇŜƻǇƭŜǎΩ ŘǊƛƴƪƛƴƎ ƭives had 

led to them drinking predominantly, or completely, alone.   

Obviously, it started off as social when I was younger, but 

addiction leads to isolation.  (Participant B, male, inpatient) 

Different pathways were described which were associated with drinking alone and 

these pathways fell into two themes: Conflict and social losses, which includes the 

subthemes Conflict and loss of relationships and Loss of social roles, and 

Disconnection from others, including the subthemes Hiding drinking and Loss of 

shared experience.  The first theme includes the variety of ways in which drinking led 

to conflict and loss of relationships, which led overtly to isolation.  The second theme 

considers how drinking led to a disconnection from others that created isolation more 

subtly, even within ongoing relationships.     

Theme: Conflict and social losses 

One of the most striking themes that came from the interviews, was that of social 

conflict.  Social conflict was discussed across a variety of contexts, but it was 

particularly key in terms of causing difficulties in key relationships and/or contributing 

to the loss of these relationships.  Most participants talked about social conflict within 

their current or previous intimate relationships and identified alcohol as a key factor 

in this conflict.   

Subtheme: Conflict and loss of relationships 

For all participants who had been in intimate relationships, alcohol had caused 

conflict within the relationship, although some relationships were ongoing, others 

had ended.   
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Alcohol really did affect our relationship, I mean, my husband 

threatened to leave me numerous times unless I stopped.  

(Participant F, female, inpatient) 

Evidence suggests that the rates of marital dissolution are considerably higher 

amongst people with AUD (112,343) and a range of research has demonstrated that 

discordance in the level of alcohol consumed between marital partners is more 

important than the amount of alcohol consumed (116,120,121).  That said, it has 

been suggested that amongst people accessing alcohol treatment, any initial gains in 

marital satisfaction from similar levels of drinking steeply decline over time when 

both partners have problems with alcohol (151).  These assertions were supported 

by the majority of the accounts from participants.  Mƻǎǘ ǇŀǊǘƛŎƛǇŀƴǘǎΩ 

spouses/partners or former spouses/partners were reported not to have a problem 

with alcohol and conflict was prevalent, whilst one participant whose husband she 

described as an alcoholic, reported a number of break-ups during their relationship, 

stating that them both having ŀ ŘǊƛƴƪ ǇǊƻōƭŜƳ άǿŀǎƴΩǘ ŀ ƎƻƻŘ ǘƘƛƴƎέ όParticipant G, 

female, community). 

Even where partners were described as non-drinkers or non-problematic drinkers, 

ǇŀǊǘƛŎƛǇŀƴǘǎΩ ƴarratives illustrated how alcohol was a problem for both parties and 

that this was a cause of marital problems.   For example, Participant E (female, 

inpatient) described her husband by saying άƘŜ ŘǊƛƴƪǎΣ ōǳǘ ƘŜΩǎ ƴƻǘ Ǝƻǘ ŀ ǇǊƻōƭŜƳέΣ 

and she went on to say: 

We both used to get drunk and argue all the time and he used 

ǘƻ Ƙƛǘ ƳŜΦ  ώΧϐ ƻƴƭȅ ǿƘŜƴ ǿŜ ǿŜǊŜ ŘǊƛƴƪƛƴƎΣ ƻƴƭȅ ǿƘŜƴ ǿŜ 

drank.  (Participant E, female, inpatient) 

Alcohol consumption is associated with increased aggression and violence (293ς295) 

including intimate partner violence (IPV)(295,344) and this was a common theme 

across the interviews.  Most women reported being the victims of IPV and some 

reporting being the perpetrator.  Most of the men reported incidences of physical 

and/or verbal aggression, although no men reported being physically aggressive to 
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their intimate partners and most specified within the interview that they had been 

verbally aggressive, but had never physically assaulted their partners.   

When discussing why their alcohol consumption caused arguments with their 

partner, most participants talked about ways in which alcohol changed their 

personality and/or behaviour.  Many of the participants were self-critical when 

reflecting on what they were like when heavily intoxicated with alcohol.  Often, they 

would not remember how they had behaved, but it would have been recounted to 

them the following day, or in one case they were recorded by their partner and shown 

the recording. 

!ƴŘ ƛǘΩŘ ƎŜǘ ǘƻ ǘƘŜ Ǉƻƛƴǘ ǿƘŜǊŜ LΩŘ ōƭŀŎƪ ƻǳǘ ŀƴŘ L ǿƻǳƭŘƴΩǘ 

ƪƴƻǿ ǿƘŀǘ LΩƳ ŘƻƛƴƎΦ  !ƴŘΣ ōŜŎƻƳŜ ŀ ōƛǘŎƘΗ  !ƴŘ ǘƘŜƴ ǘƘŜȅΩŘ 

[husband and adult child] ǘŜƭƭ ƳŜ ǘƘŜ ƴŜȄǘ Řŀȅ ǿƘŀǘ LΩŘ ŘƻƴŜΣ 

LΩŘ ōŜ ƭƛƪŜΣ άNƻΗ L ŘƻƴΩǘ ǊŜƳŜƳōŜǊ ǘƘatέ.  (Participant E, 

female, inpatient) 

Several participants presented comparisons of their sober and intoxicated selves, 

highlighting that they were very different people in these two states. 

{ƻΣ ƛǘΩǎ ƴƻǘ ƳŜΦ  ¢Ƙŀǘ ƛǎƴΩǘ ƳŜ ŀǘ ŀƭƭΦ  LΩƭƭ Řƻ anything for anyone, 

ǳƳΣ ǎƻōŜǊΦ  LΩŘ Řƻ ŀƴȅǘƘƛƴƎ ŦƻǊ ŀƴȅƻƴŜ ŘǊǳƴƪΣ ōǳǘ ƛƴ ŀ ŘƛŦŦŜǊŜƴǘ 

ǿŀȅΦ  LΩƳ ŀƴ ŀƎƎǊŜǎǎƛǾŜΣ ƴŀǎǘȅ ƘƻǊǊƛōƭŜ ǇŜǊǎƻƴ ǿƘŜƴ LΩƳ ŘǊǳƴƪΦ  

L ŘƻƴΩǘ ƭƛƪŜ ōŜƛƴƎ ƭƛƪŜ ǘƘŀǘΦ  όParticipant F, female, inpatient) 

Whilst both the male and female participants talked about differences when 

intoxicated versus sober, the women used noticeably harsher and more personal 

language to describe themselves and this language focussed more on their 

personality, rather than their behaviour.  For example, male participants described 

themselves when drinking as: 

ΧƧǳǎǘ ǳǎŜƭŜǎǎΦ  όtŀǊǘƛŎƛǇŀƴǘ H, male, community) 

And another, laughingly described himself as: 
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Χŀƴ ŀǊǎŜƘƻƭŜΦ  όtŀǊǘƛŎƛǇŀƴǘ !Σ ƳŀƭŜΣ ƛƴǇŀǘƛŜƴǘύ 

Whereas, similarly to Participants E and F (above), a female participant described 

herself when drunk, saying: 

LΩƳ ŀ ǾŜǊȅ ƴŀǎǘȅΣ ŜǾƛƭΣ ƘƻǊǊƛōƭŜ ǇŜǊǎƻƴ ǿƘŜƴ LΩǾŜ ōŜŜƴ ŘǊƛƴƪƛƴƎΦ  

LΩƳ ƴƻǘ ŀ ƴƛŎŜ ŘǊǳƴƪΣ ŀǘ ŀƭƭΦ  bŜǾŜǊ ƘŀǾŜ ōŜŜƴΣ ƴŜǾŜǊ ǿƛƭƭ ōŜΦ  

(Participant L, female, community) 

Changes to personality were often discussed in terms of the problems it caused in 

relationships with partners and children.  Social conflict led to isolation in these cases 

through losing these relationships and through difficulties caused within these 

relationships, including behaviours that led the partners to develop a sense of 

mistrust and disconnection (described under the theme Disconnection from others). 

The relationship between social conflict and alcohol consumption was depicted as 

ŎƻƳǇƭŜȄΦ  !ǎ ǿŜƭƭ ŀǎ ŎƭŜŀǊ ŜȄŀƳǇƭŜǎ ƻŦ Ƙƻǿ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ŘǊƛƴƪƛƴƎ ƭŜŘ ǘƻ ŎƻƴŦƭƛŎǘΣ 

ǘƘŜǊŜ ǿŀǎ ŜǾƛŘŜƴŎŜ ǘƘŀǘ ǇŀǊǘƴŜǊǎΩ ŘǊƛƴƪƛƴƎ ŀƭǎƻ ƭŜŘ ǘƻ ŎƻƴŦƭƛŎǘ ŀƴŘ ƛƴ ǎƻƳŜ cases, 

violence.  In common with Participant E (above), Participant D stated: 

Yeah, so ouǊ ǊŜƭŀǘƛƻƴǎƘƛǇ ǿŀǎƴΩǘ ƎǊŜŀǘΦ  IŜ ǿŀǎ ƴŜǾŜǊ ǾƛƻƭŜƴǘΣ 

but he was very verbal.  And then, um, [subsequent partner] 

ŎƻǳƭŘ ōŜ ŀ ōƛǘΧ ŦƛǎǘȅΦ  ¦ƳΣ ǎƻ ǘƘŜƴ L ǿƻǳƭŘ ƪƛƴŘ ƻŦ ƭƛƪŜ ǘǳǊƴ ǘƻ 

friends that, like, drank.  (Participant D, female, inpatient) 

In addition to conflict leading to people drinking as a coping mechanism (discussed 

further under the Reasons for drinking theme), the loss of relationships also meant 

the end of needing to regulate drinking (see άCǳƴŎǘƛƻƴƛƴƎ ŀƭŎƻƘƻƭƛŎέΥ managing 

drinking to maintain social roles), in order to maintain the role of spouse/partner 

and sometimes the role of parent, which, either alone or in combination with the 

emotional upset from the loss, led to increased drinking. 

In addition to conflict within partnerships, alcohol-induced changes to personality 

and behaviour also led to conflict with other people, both people they already knew, 

ŀƴŘ ǇŜƻǇƭŜ ǘƘŜȅ ŘƛŘƴΩǘ.  Sometimes the conflict was overt, such as getting into 



 

309 
 

physical fights (e.g., Participant J, whose fighting led him to stop going out drinking as 

it caused him embarrassment) and sometimes it was more subtle, where the 

ǇŀǊǘƛŎƛǇŀƴǘΩǎ ŘǊǳƴƪŜƴ ōŜƘŀǾƛƻǳǊ ƛƳǇŀŎǘŜŘ ƻƴ ǘƘŜƛǊ ŦǊƛŜƴŘǎΩ ŜƴƧƻȅƳŜƴǘ ƻŦ ŀƴ ŜǾŜƴƛƴƎ 

and therefore led to their friends stopping spending time with them, for example:  

{ƻ ȅŜŀƘΣ ǘƘŜȅΩŘ ƎŜǘ ǘƘŜ ƘǳƳǇ with me because we were 

getting thrown out of clubs and bars mainly because of me.  

And so, my friends were getting smaller and smaller, you 

know, so yeah, it was all sort of shrinking around a little bit.  

(Participant H, male, community) 

Whether conflict was explicit or implicit, the result was the same in terms of leading 

to isolation and drinking alone.   

Subtheme: Loss of social roles 

Many of the participants reported having lost employment through drinking, either 

due to being sacked for alcohol-related reasons (e.g., being unreliable, being 

intoxicated, smelling of alcohol), leaving in anticipation of being sacked (e.g., due to 

the introduction of random breathalyser tests) or due to being unable to cope with 

the job due to their drinking.   

They were starting to do alcohol, random alcohol and drug 

tests, and if you were found to drink before your shift, you 

ǿŜǊŜΧ ƛƳƳŜŘƛŀǘŜ ǎǳǎǇŜƴǎƛƻƴΣ ŀƴŘ L ǿŀǎ ŦƻǊŜǾŜǊ ƭƛǾƛƴƎ ƛƴ 

paranoia, because I knew that I would fail, because I was just 

ŘǊƛƴƪƛƴƎ ŜǾŜǊȅ ŘŀȅΣ ŀƴŘ L ǿŀǎ ǘǳǊƴƛƴƎ ǳǇ ƭŀǘŜΣ ƻǊ L ǿƻǳƭŘƴΩǘ 

turn up at all and then I lost the job. (Participant H, male, 

community) 

Although working whilst drinking was often described as stressful, the loss of jobs was 

usually described as a source of regret.  Employment was portrayed as an indicator 

of being a functioning person, and therefore a contributing and valued member of 

society (342), ŀƭōŜƛǘ ƻŦǘŜƴ ǊŜŎƻƎƴƛǎŜŘ ŀǎ ōŜƛƴƎ ŀ ΨŦǳƴŎǘƛƻƴƛƴƎ ŀƭŎƻƘƻƭƛŎΩ όsee 
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άCǳƴŎǘƛƻƴƛƴƎ ŀƭŎƻƘƻƭƛŎέ: managing drinking to maintain social roles).  In non-clinical 

samples, the differentiation between socially acceptable and unacceptable drinking 

is often made as a consequence of whether people are able to function by 

maintaining social roles (67,298,335) and therefore maintaining employment or 

fulfilling the role of parent allows people to remain within societal norms.  It is 

therefore unsurprising that job loss has been found to be associated with increased 

alcohol consumption and alcohol abuse/dependence through feelings of shame, and 

through mental and financial strain (247,345).   

Employment was also described as a mechanism to regulate drinking, meaning that 

the loss of employment and its associated regulation led to increased consumption. 

!ǘ ƭŜŀǎǘ ǿƘŜƴ ȅƻǳΩǊŜ ŀǘ ǿƻǊƪ ȅƻǳΩǊŜ ƴƻǘ ƘƛǘǘƛƴƎ the bottle.  

Yeah, you have half, but you need to be at least function [], 

ȅƻǳ ƴŜŜŘ ǘƻ ƪƴƻǿ ƭƛǘǘƭŜ ōƛǘ ǿƘŀǘ ȅƻǳΩǊŜ ŘƻƛƴƎ ŀǘ ƭŜŀǎǘΣ ōǳǘ ŀǘ 

ƘƻƳŜ ȅƻǳ Ǝƻǘ ƴƻǘƘƛƴƎ ǘƻ Řƻ ǎƻ ƛǘ ŘƻŜǎƴΩt matter.  (Participant 

C, male, inpatient) 

¢ƘŜ ǊŜƭŀǘƛǾŜ ƛƳǇƻǊǘŀƴŎŜ ƻŦ ǿƻǊƪ ƛƴ ǇŜƻǇƭŜΩǎ ƭƛǾŜǎ ǿŀǎ ŜǾƛŘŜƴǘ ƴƻǘ ƻƴƭȅ ƛƴ ǿƘŀǘ ǇŜƻǇƭŜ 

said but also in how they talked through their timelines.  Employment as a source of 

regulation and the impact of loss of employment featured more highly in interviews 

with men and, to a lesser extent, with women who did not have children.  For most 

of these participants, their timelines and the chronological order of their narratives 

were based around employment and supplemented with relationships, whereas for 

mothers, timelines tended to be based around relationships and children and only 

supplemented with discussions about employment.  Life course trajectories for men 

have traditionally been found to be more structured than those of women, which is 

attributed to ǿƻƳŜƴΩǎ trajectories being more closely associated with their typically 

nonlinear family life pathways (346).  It is therefore interesting to note that this 

translated, unprompted, into the narratives of men, and less so into the narratives of 

women without children.    



 

311 
 

Of the five male participants who had children, all of them had experienced at least 

one period where they were either unable to see their child/ren, or unable to see 

them as often as they had wanted to (e.g., due to being evicted from the family 

ƘƻƳŜύΦ  hŦ ǘƘŜ ŦƻǳǊ ǿƻƳŜƴ ǿƘƻ ƘŀŘ ŎƘƛƭŘǊŜƴΣ ǘǿƻ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ŎƘƛƭŘǊŜƴ ǿŜǊŜ ōŜƛƴƎ 

looked after by other family members and two had always been with their children. 

The loss of parental responsibility was described with sadness by all participants who 

had experienced it.  Most who had lost parental responsibility, had done so 

temporarily (whilst drinking) and now saw their children, or (for those earlier in 

recovery) viewed this loss as temporary and as a strong motivator for accessing 

treatment and stopping drinking. 

The loss of relationships, and parental and employment responsibilities meant both 

ŀ ǊŜŘǳŎǘƛƻƴ ƛƴ ǘƘŜ ǎƛȊŜ ƻŦ ǇŜƻǇƭŜΩǎ ǎƻŎƛŀƭ ŎƛǊŎƭŜǎ ŀƴŘ ǇƻǘŜƴǘƛŀƭ ŦƻǊ ǎƻŎƛŀƭ ƛƴǘŜǊŀŎǘƛƻƴǎ, 

and the loss of the social regulatory processes that people previously used to manage 

their alcohol consumption.  In several cases, all these things were lost in short 

succession, leading to a surrender to alcohol. 

And then I lost the job, which I fought really hard to get, and I 

lost it anyway, and then I lost my relationship, and I lost the 

ƪƛŘǎΦ  ώΧϐ ŀƴŘ ǘƘŜƴ L ǿŜƴǘ ƻǳǘ ŀƴŘ ǿŜƴǘ ŎǊŀȊȅΦ  όParticipant H, 

male, community) 

The relationship between alcohol consumption, loss of relationships and loss of social 

roles was described as being complex and intertwined, with alcohol leading to losses 

and losses leading to higher alcohol consumption. 

Conflict and social losses described the ways in which social conflict and the loss of 

relationships and social roles were defined as routes that led directly to increased 

isolation and increased drinking.  Alcohol-related changes to personality and 

behaviour were key factors leading to conflict, though these changes were 

sometimes present in both partners, not just the participants.  Across several 

narratives, participants recounted experiences of being both the victim and 

perpetrator of physical aggression.  Social role losses were recounted with regret and, 
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similar to the theme άCǳƴŎǘƛƻƴƛƴƎ ŀƭŎƻƘƻƭƛŎέΥ managing drinking to maintain social 

roles, drinking identities were often depicted according to whether social roles were 

ǊŜǘŀƛƴŜŘ όάŦǳƴŎǘƛƻƴƛƴƎ ŀƭŎƻƘƻƭƛŎέύ ƻǊ ǿƘŜǘƘŜǊ ǘƘŜȅ ǿŜǊŜ ƭƻǎǘ όƴƻ ƭƻƴƎŜǊ 

άfunctioningέ).  Loss of social roles and relationships were often recounted as 

clustering together as one significant loss that led to a period of heavier drinking due 

to the loss of regulation associated with social roles combining damagingly with the 

negative emotions associated with these losses. 

Where social conflict did not lead to the loss of relationships, it still caused problems 

that created distance within them.  Distance and disconnection were more subtle 

ways in which alcohol affected relationships and were described as leading to social 

isolation. 

Theme: Disconnection from others 

In addition to overt conflicts that were described in the context of alcohol, there was 

also a theme of disconnection from others, especially partners, caused by drinking.  

There were two distinct but related subthemes that came together under theme of 

Disconnection from others, Hiding drinking and Loss of shared experience.  

Subtheme: Hiding drinking 

Many participants spoke about hiding drinking from others, mainly from intimate 

partners and/or children.  For several participants, this was linked to conflict, or more 

specifically, trying to avoid conflict. 

I was drinking quickly outside before I went home, like hiding 

ƛǘΣ ōŜŎŀǳǎŜ Ƴȅ ǇŀǊǘƴŜǊ ŘƛŘƴΩǘ ƭƛƪŜ ƳŜ ŘǊƛƴƪƛƴƎΣ ƛŦ ƘŜ ǎŜŜƴ ƛǘΣ 

ƘŜΩŘ ǘƛǇ ƛǘ ǎǘǊŀƛƎƘǘ Řƻǿƴ ǘƘŜ ǎƛƴƪΣ ǘƘŜƴ ǘƘŀǘ ǳǎŜŘ ǘƻ ǿƛƴŘ ƳŜ 

up and make me want more.  (Participant E, female, inpatient) 

Other participants talked about hiding drinking in less emotive terms, portraying 

hiding drinking as a means of being able to drink more.  One participant when asked 

why he had hidden his drinking form his ex-partners, stated: 
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Not arguing or embarrassed.  It was greed.  (Participant B, 

male, inpatient) 

He rŜŎƻǳƴǘŜŘ ǘƘŀǘ ƛŦ ƘŜ ŘƛŘƴΩǘ ǘŜƭƭ ǘƘŜƳ Ƙƻǿ ƳǳŎƘ ƘŜ ƘŀŘ ŀƭǊŜŀŘȅ ŘǊǳƴƪΣ ƘŜ ǿŀǎ ŀōƭŜ 

to continue drinking.  {ƛƳƛƭŀǊƭȅ ǘƻ tŀǊǘƛŎƛǇŀƴǘ .Ωǎ reason for hiding drinking from his 

previous partners, dependent drinkers have accounted for drinking alone as a way of 

removing the inhibitions on drinking caused by others (347).  However, for many 

participants, hiding alcohol consumption was tied up in relational issues with their 

partners.  Often hiding drinking to avoid conflict, but ultimately leading to problems 

through lying about drinking.  With a lack of candour between partners creating a rift 

between them that was more subtle than simply causing arguments. 

And I was still hiding it, and lying to my husband and saying, 

άNƻΣ L ƘŀǾŜƴΩǘ ōŜŜƴ ŘǊƛƴƪƛƴƎέ and that would obviously cause 

ŀ ƳŀǎǎƛǾŜ ǊƛŦǘ ōŜǘǿŜŜƴ ǳǎΣ Ŏƻǎ ƘŜ ƪƴŜǿ L ǿŀǎΣ ŀƴŘ LΩƳ ǎŀȅƛƴƎ L 

ǿŀǎƴΩǘΦ  όParticipant F, female, inpatient)  

In addition to the reasons for hiding drinking that were explicitly expressed by 

participants, there appeared to be a sense of shame around drinking, with drinking 

considered something that should be hidden. 

I kind of thought if I drunk on my own, no one would really 

know about it.  Keep it a secret, you know.  (Participant D, 

female, inpatient) 

Problematic alcohol consumption is highly stigmatised (348,349), and evidence 

suggests that feelings of stigma and shame and a sense of having failed to meet role 

expectations contributes to harms from alcohol remaining hidden (341).  

Furthermore, the established link between avoidant styles of emotional coping (i.e., 

avoiding distressing thoughts, feelings or memories (350)) and drinking 

problematically (161,299) draws some parallels with the concept of hiding drinking 

(i.e., avoiding talking openly about alcohol consumption).  Therefore, the hiding of 

drinking from loved ones is likely to be associated with a multitude of causes 



 

314 
 

combining stigma, shame, removing barriers to the volume of alcohol that can 

consumed and the desire to avoid confrontation with others. 

Whilst hiding alcohol consumption from loved ones contributes to disconnection in 

relationships through the generation of rifts and lack of trust, even when alcohol 

consumption is not hidden, its effects may also lead to disconnection. 

Subtheme: Loss of shared experience  

Linked to the idea of hiding alcohol, and therefore lacking a shared sense of trust with 

close family members, was the concept of a loss of shared experience through 

consuming alcohol.  This encompassed the image of being with partners or family in 

person, but not engaging with them in a meaningful way.   One participant described 

ŘǊƛƴƪƛƴƎ ǿƘƛƭǎǘ ŎƻƻƪƛƴƎ ŀǎ ΨƘƛŘƛƴƎΩ ŦǊƻƳ Ƙƛǎ ǇŀǊǘƴŜǊ ŀƴŘ ŎƘƛƭŘǊŜƴ ǿƘƛƭǎǘ ƘŜ ŘǊŀƴƪΥ    

So, I was drinking by myself, because we had [child] and, 

although I was hopeless, I did all the cooking and cleaning and 

stuff because it kept me busy, and I was, at this stage, hiding 

in the kitchen, you know.  (Participant H, male, community) 

Several participants had specific routines around drinking.  Usually, these routines 

involved parts of the house and specific activities like watching the television, but 

they did not involve engaging with family members, rather, these were solitary 

pursuits, even when surrounded by others. 

²ƘŜƴ L ǿŀǎ ŘǊƛƴƪƛƴƎΣ ǘƘŜ ƻƴƭȅ ǘƘƛƴƎǎ LΩŘ ǿŀǘŎƘ ǿŜǊŜ {ƪȅ {ǇƻǊǘǎ 

ŀƴŘ ǘƘŜ ../ ƴŜǿǎΦ  LΩŘ ǎƛǘ ƛƴ ǘƘŜ ǎŀƳŜ Ǉƻǎƛǘƛƻƴ ώΧϐ I was always 

ǎŀǘ ǳǇΣ ƘŜǊŜΩǎ Ƴȅ ǎƻŦŀΣ ƘŜǊŜΩǎ Ƴȅ ǘŀōƭŜΣ ǘƘŜǊŜΩǎ Ƴȅ Ŏŀƴ ƻŦ ōŜŜǊΣ 

ŀƴŘ ǘƘŀǘΩǎ Ƴȅ Ǉƻǎƛǘƛƻƴ ǳƴǘƛƭ LΩŘ ŘǊǳƴƪ ŀƭƭ Ƴȅ ōŜŜǊǎ ŀƴŘ ǿŜƴǘ 

ǘƻ ōŜŘΦ  9ǾŜƴ ƛŦ ƛǘ ǿŀǎ ƘŀƭŦ ǎŜǾŜƴΣ LΩŘ Ǝƻ ǘƻ ōŜŘΦ  όParticipant J, 

male, community) 

Also related to a loss of shared experience was a recognition of how drinking 

influenced interactions with family members, particularly with people changing their 

ōŜƘŀǾƛƻǳǊ ŘǳŜ ǘƻ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ŘǊƛƴƪƛƴƎΦ   
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9ǾŜƴ ǘƘƻǳƎƘ L ŘƻƴΩǘ ŦŜŜƭ ŘǊǳƴƪΣ ƻǘƘŜǊ ǇŜƻǇƭŜΣ Ƴȅ ƪƛŘǎΣ ƪƴƻǿ 

ǘƘŀǘ L ŀƳΣ ŀƴŘ ƛǘΩs like walking on eggshells around me.  

(Participant F, female, inpatient) 

Thus alcohol is related to disconnection within relationships through affecting 

interactions with partners and children (in particular) by inhibiting engagement and 

connection both directly, because the individual focusses solely on drinking and not 

on interacting, and indirectly, because alcohol impactǎ ǳǇƻƴ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ 

behaviour affecting how family members engage with them.   

Summary of overarching theme 

Problematic drinking was observed explicitly by most participants to have led to 

isolation, including through social conflict and the loss of key relationships and social 

roles.  Even when people retained meaningful relationships with others, themes of 

isolation came out through social conflict and through creating disconnection and 

distance in relationships with others, through hiding drinking to maintain drinking 

habits and maintain relationships, and through a loss of shared experience.   

7.6.3 Standalone Theme: Reasons for drinking 

The theme Reasons for drinking includes three subthemes: Drinking to manage 

negative emotions, Drinking as a consequence of social conflict and Drinking due to 

loneliness.  As participants shared their experiences of drinking across the life course, 

they inevitably voiced reasons for starting and/or continuing to drink alcohol.  

Attribution theory states that people interpret behaviour in respect to its perceived 

causes (300) and therefore identifying causes for drinking was a natural way of 

making sense of drinking journeys.  Within the qualitative literature on reasons for 

drinking, excessive alcohol consumption has been identified as a behaviour to be 

justified and rationalised due to its negative connotations (129) and therefore the 

need to justify drinking behaviour may be particularly acute within samples accessing 

alcohol treatment.   
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In Chapter 6, it was demonstrated that quality of support was a significant predictor 

of alcohol units consumed on heaviest drinking day, both directly and via 

psychological distress; however, it is likely that quality of support is just one of a range 

of factors influencing alcohol consumption.  Accordingly, whilst social factors 

associated with drinking alcohol were prevalent across the interviews in this 

qualitative study, when participants talked about the reasons that they drink, a range 

of motivations, both related and unrelated to social support were shared. 

Subtheme: Drinking to manage negative emotions 

The majority of participants talked about drinking alcohol as a way of managing a 

range of negative emotions.  Several participants described feeling shy or anxious in 

social situations, particularly when they were adolescents or young adults, and talked 

about using alcohol to overcome these feelings.  In describing his first experience with 

alcohol, one participant said: 

LΩƭƭ ƴŜǾŜǊ ŦƻǊƎŜǘ ǘƘŜ ǿŀȅ ǘƘŀǘ ƳŀŘŜ ƳŜ ŦŜŜƭΦ  LƴǎǘŜŀŘ ƻŦ ǘƘƛǎ 

ǎŎŀǊŜŘΣ ƴŜǊǾƻǳǎΣ ŀƴȄƛƻǳǎΣ ƘǳƳŀƴ ōŜƛƴƎ ǿƘƻ ŎƻǳƭŘƴΩǘ ǎǇŜŀƪ ǘƻ 

ŀƴȅƻƴŜΣ ŜǎǇŜŎƛŀƭƭȅ ŎƻǳƭŘƴΩǘ speak ǘƻ ƎƛǊƭǎ ώΧϐ all of a sudden, I 

had confidence, you know, I could go up and speak to people.  

I could join in and not feel afraid.  (Participant H, male, 

community) 

In reflecting upon earlier life experiences, participants often used the terms shy and 

anxious interchangeably, likely reflecting a combination of the use of 

contemporaneous early life language (shyness) and current knowledge and 

experience about mental health (anxiety).  Shyness is a commonly used term to 

describe sub-clinical levels of anxiety in social situations, sharing some symptoms 

with the more severe, clinical diagnosis of social anxiety disorder, for example, 

negative evaluation of self and concern about the negative evaluations of others, 

sweating and increased heart rate (351).   

Shyness (352) and social anxiety (164) have been associated with lower levels of 

alcohol consumption, but higher levels of alcohol-related problems.  Lƴ /ƻƻǇŜǊ Ŝǘ ŀƭΦΩǎ 
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(161,299) exploration of social learning theory in relation to alcohol consumption, 

they found that avoidant forms of emotional coping were linked to drinking to cope, 

and drinking to cope was directly linked to alcohol abuse, whereas drinking for social 

reasons was linked to higher consumption, but not directly linked to alcohol abuse.  

Therefore, if people are drinking alcohol to cope with the unpleasant effects of social 

anxiety, they may be more prone to problematic alcohol consumption (such as 

alcohol abuse) even at lower levels.  Considering this evidence, it is perhaps 

unsurprising that in this clinical sample of problem drinkers, drinking to cope was 

common, although it should be noted that all participants also reported high levels 

of alcohol consumption. 

Similar to alcohol being initially viewed as a way to overcome shyness and social 

anxiety, several participants reported drinking alcohol to manage a range of other 

mental health symptoms.  Lƴ ƭƛƴŜ ǿƛǘƘ YƘŀƴǘȊƛŀƴΩǎ ǎŜƭŦ-medication hypothesis (171), 

a recurring theme was that of using alcohol to alleviate mental health symptoms, 

even if only temporarily.  OnŜ ǇŀǊǘƛŎƛǇŀƴǘΩǎ ŎƻƴŎŜǇǘǳŀƭƛǎŀǘƛƻƴ ƻŦ ŀƭŎƻƘƻƭ ŀǎ ŀ άblockerέ 

reflects an effect like that of medication: 

I get voices in my head and stuff, the drink and drugs 

ǘŜƳǇƻǊŀǊƛƭȅ ǎǘƻǇ ǘƘŜƳΣ ƛǘΩǎ ƭƛƪŜ ŀ ōƭƻŎƪŜǊΣ ƭƛƪŜ ŀ ǊŜƭŜŀǎŜ ƪƛƴŘ ƻŦ 

thing, and then for that ten minutes, or fifteen minutes, I 

ŘƻƴΩǘ ǘƘƛƴƪ ƻŦ ŀƴȅǘƘƛƴƎΣ LΩƳ ƧǳǎǘΧ ƴƻǘ ƴƻǊƳŀƭ ōǳǘΣ Řƻ ȅƻǳ 

know what I mean, my head feels clearer.  (Participant B, 

male, inpatient) 

And one participant even used the terminology of self-medication: 

I was self-medicating basically, just to quash my own anxiety.  

(Participant G, female, community) 

In her critique of the self-medication hypothesis, Lembke (174) asserts that the 

terminology of medication is misleading, leaving people to believe that there are, for 

example, anxiolytic effects of alcohol, whereas the evidence supporting therapeutic 

effects of alcohol (and other drugs) is not supported by the evidence (174,176).  
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However, despite these arguments in the literature, several participants including 

Participant B (above) and Participant J (below), were able to articulate how alcohol 

alleviated their symptoms, albeit temporarily. 

LΩŘ ǎǘŀǊǘ ƎŜǘǘƛƴƎ ǇŀƭǇƛǘŀǘƛƻƴǎ ƛƴ Ƴȅ ŎƘŜǎǘ ŀƴŘ ǎǘǳŦŦ ƭƛƪŜ ǘƘŀǘΣ 

and that was my anxiety ς well, I got told that was my anxiety 

ς ŀƴŘ ŀǎ ǎƻƻƴ ŀǎ LΩŘ ƘŀǾŜ ŀ ŘǊƛƴƪ ƛǘ ǿƻǳƭŘ ƎƻΦ  {ƻΣ ŀǎ ǎƻƻƴ ŀs I 

ǎǘŀǊǘŜŘ ŦŜŜƭƛƴƎ ƛǘ ŎƻƳƛƴƎ ƻƴΣ LΩŘ ǎǘŀǊǘ ŘǊƛƴƪƛƴƎΦ  όParticipant J, 

male, community) 

In addition to using alcohol to alleviate shyness and mental health symptoms, 

reflections on traumatic experiences, particularly in childhood and adolescence, and 

the ways in which participants used alcohol to manage these memories and emotions 

were prevalent across the interviews.  In the context of experiencing abuse as a child, 

one participant described using alcohol as a means of sleeping: 

So I found it, once I did start drinking, cos I dreamt about it a 

ƭƻǘ ŀƴŘ ǎǘǳŦŦ ƭƛƪŜ ǘƘŀǘΣ ώΧϐǎƻ ƛǘΩŘ ǿƛǇŜ ŀƭƭ ǘƘŀǘ ŀǿŀȅΣ ǿƛǘƘ ǎƭŜŜǇΦ  

(Participant J, male, community) 

Although there is some conceptual overlap in drinking to self-medicate and drinking 

to cope, it could be interpreted that whilst Participant J (above) described alcohol 

consumption in terms more congruent with self-medication (171,172) (i.e., alcohol 

consumption stopped the thoughts allowing him to sleep); other participants 

expressed drinking as a means of coping with negative feelings that was more 

consistent with drinking to cope, as described in social learning theory (158). 

²ƘŜƴ ȅƻǳΩǾŜ ŘǊǳƴƪ ȅƻǳǊ ǿƘƻƭŜ ƭƛŦŜ ŀƴŘ ǘƘŜƴ ǎǳŘŘŜƴƭȅ ȅƻǳ 

Ƨǳǎǘ ŘƻƴΩǘ ƪƴƻǿ Ƙƻǿ ǘƻ ŎƻǇŜ ǿƛǘƘ ƛǘΣ ŀƴŘ ǘƘŜ ƻƴƭȅ ǿŀȅ ȅƻǳ 

know how to cope with it, to give you some peace, is to pick 

ǳǇ ŀ ŘǊƛƴƪΦ  L ƪƴƻǿ ƛǘΩǎ ƴƻǘ ƎƻƻŘΣ ƛǘΩǎ ƴƻǘ ǊƛƎƘǘΣ ōǳǘ ƛǘΩǎ ǘƘŜ ǿŀȅ 

I know how to cope with it, you know.  (Participant L, female, 

community) 
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Adverse childhood experiences have been linked to a range of risky drinking 

behaviours (320,321,353,354) and anxiety and depression (354) in adulthood.  

Amongst the participants of this study, traumatic experiences and alcohol 

consumption were explicitly linked within their narratives, with alcohol commonly 

described as a way of medicating for, or coping with, symptoms.  In a similar way to 

those participants using alcohol to alleviate mental health symptoms, in the context 

of traumatic experiences, alcohol was described as a way to feel numb: 

L ǿŀǎ ŘǊƛƴƪƛƴƎ Ƨǳǎǘ ǘƻ ƴǳƳō ƛǘΣ Ƨǳǎǘ ǘƻ ƴǳƳō ǎƘƛǘΦ  /ƻǎ L ŘƛŘƴΩǘ 

ǿŀƴǘ ǘƻ ǘƘƛƴƪ ŀōƻǳǘ ƛǘ ŀƴȅƳƻǊŜΣ L ǘƘƻǳƎƘǘΣ ȅƻǳ ƪƴƻǿΣ ƛǘΩǎ 

ŘƻƴŜΣ ŘǳǎǘŜŘΣ ōǳǘ L ŎƻǳƭŘƴΩǘ ƘŜƭp having flashbacks of 

ŜǾŜǊȅǘƘƛƴƎ ǘƘŀǘ ƘŀŘ ƘŀǇǇŜƴŜŘΧ ŦǳƴŜǊŀƭǎΣ ŀƴŘ ŘƛǾƻǊŎŜΣ ŀƴŘΣ 

this that and the other, so yeah, it just got worse and worse 

and worse.  (Participant F, female, inpatient) 

Previous qualitative research has noted that treatment experiences influence the way 

in which people make sense of their lives, with those who have experienced 

treatment for mental health problems conceptualising drinking as a way of coping 

with symptoms (355).  Similarly, the themes of self-medication and drinking to cope 

were frequently expressed, both explicitly and implicitly within this group of 

participants who were accessing treatment for alcohol problems, which may reflect 

a treatment influence in making sense of their drinking. 

Whilst drinking as a means to manage negative emotions reflected more personal, 

internal reasons for consuming alcohol, two interpersonal subthemes were also 

identified. 

Subtheme: Drinking as a consequence of social conflict  

In addition to social conflict being identified as a consequence of drinking (see 

Conflict and social losses), several participants also identified it as a cause, or trigger 

for drinking.  This included both interpersonal conflict where participants were 

directly involved: 
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I drink more when I get angry.  Like, if I start rowing with my 

ǎƻƴ ƻǊ Ƴȅ ǇŀǊǘƴŜǊΣ ǘƘŜ ŦƛǊǎǘ ǘƘƛƴƎ L ǘƘƛƴƪ ƛǎ άL ƴŜŜŘ ŀ ŘǊƛƴƪΣ L 

ƴŜŜŘ ŀ ŘǊƛƴƪέΦ  όParticipant E, female, inpatient) 

and conflict which affected the participant more indirectly: 

I was finding life so stressful, what with one thing and 

another, and mum and dad arguing still over this messy 

divorce they were going through, that, I just found that vodka 

was this drink, that would just stop these thoughts in my 

head.  It would just numb my head and make me feel like me.  

(Participant F, female, inpatient) 

Negative support has been linked to increased alcohol consumption (9), and in 

Chapter 6 it was found that negative support from any source, including criticism, 

annoyance and let down was linked to higher alcohol consumption both directly and 

via psychological distress.  Both direct and indirect pathways from social conflict to 

alcohol consumption were described in the interviews.  Participant F (female, 

inpatient) in the above quote explicitly links alcohol consumption to self-medication 

ƳƻǘƛǾŜǎ όǘƻ άƴǳƳō Ƴȅ ƘŜŀŘέύΣ indicating an indirect link between conflict and alcohol 

ŎƻƴǎǳƳǇǘƛƻƴ Ǿƛŀ ΨƳŜŘƛŎŀǘƛƴƎΩ ǇǎȅŎƘƻƭƻƎƛŎŀƭ ŘƛǎǘǊŜǎǎΣ whilst Participant E (female, 

inpatient) in the above quote describes drinking as a direct reaction to conflict.  It is 

possible that in the latter example, drinking in response to conflict has developed into 

an automatic reaction over time, possibly by using alcohol as a means of coping with 

negative experiences, reflective of the avoidant style of coping that has been found 

to be linked to alcohol problems (161).  Furthermore, it has been suggested that 

neuroadaptations in response to chronic alcohol consumption result in stress-related 

alcohol craving (356), which may provide another explanation linking conflict directly 

to alcohol consumption in this population. 

Subtheme: Drinking due to loneliness  

Several participants explicitly talked about loneliness in the context of drinking, for 

example: 
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I would say that I was lonely, I feel like I need a purpose, you 

ƪƴƻǿΦ !ƴŘ L ƧǳǎǘΧ ǘƘŜƴ ōŜŎŀǳǎŜ L ǎǘŀǊǘ ŘǊƛƴƪƛƴƎΣ ƛǘΩǎ ƭƛƪŜΧώǎƛƎƘϐ 

(Participant D, female, inpatient) 

Here Participant D (female, inpatient) talks about loneliness and a lack of purpose 

together, which corresponds with the reported experiences of loneliness and lack of 

purpose amongst people in recovery from alcohol problems (357).  Furthermore, in 

9ǾŀƴǎΩ work (357) these feelings were often accompanied by a sense of emptiness 

which was also described by participant M (female, community) in the context of 

boredom and loneliness.  Others also talked about loneliness and boredom together 

as reasons for drinking: 

I then I start to get, like, bored. My daughter at school, my 

ǿƛŦŜ ŀǘ ǿƻǊƪΣ ǘƻ ōŜ ƘƻƴŜǎǘΣ L ŘƻƴΩǘ ƘŀǾŜ ŀ ŦǊƛŜƴŘ ǘƘŀǘ ƳǳŎƘΣ ǎƻ 

L Ƨǳǎǘ ŦŜŜƭ ƭƻƴŜƭȅΦ ώΧϐ ƘŀǾŜ ƴƻǘƘƛƴƎ ǘƻ ŘƻΣ Ƨǳǎǘ ǎƛǘ ŘƻǿƴΣ Ǉǳǘ 

music on, pour some more wine, just hit the bottle.  

(Participant C, male, inpatient) 

Building on the idea of maintaining social roles to manage drinking and contribute 

meaningfully to society which was developed in the themes άCǳƴŎǘƛƻƴƛƴƎ ŀƭŎƻƘƻƭƛŎέΥ 

managing drinking to maintain social roles and Conflict and social losses, here 

participants highlight how a lack of purpose and a lack of structure combine with a 

sense of loneliness to contribute to increased drinking.   

In Chapter 2 (section 2.2.2) it was noted that the current evidence related to 

loneliness and alcohol consumption is mixed, with loneliness being linked to a greater 

likelihood of drinking to intoxication amongst women (132) and greater drinking 

problems (133), but also linked to a lower frequency of drinking (134) and stopping 

being a higher risk drinker over time (135).  In Chapter 5, higher levels of loneliness 

were found to be associated with a greater likelihood of higher risk drinking in young 

men and non-drinking amongst men in mid-adulthood, which reflects these mixed 

findings in the literature review.   In this study, which only included the views of a 

clinical sample accessing alcohol treatment, loneliness was cited by some, but not all 
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participants as a factor in their drinking lives and it was usually described in 

connection with boredom, emptiness and a lack of purpose, indicating that it may be 

just one of a range of factors influencing drinking.  However, loneliness was usually 

represented as a factor in maintaining drinking during the life course narratives, 

rather than being a reason for drinking at the sǘŀǊǘ ƻŦ ǇŜƻǇƭŜǎΩ ŘǊƛƴƪƛƴƎ ƧƻǳǊƴŜȅǎΦ  This 

ƛǎ ƛƴ ƭƛƴŜ ǿƛǘƘ !ƪŜǊƭƛƴŘΩǎ (2) assertion that loneliness is a contributing and maintaining 

factor in alcohol abuse as well as an obstacle in stopping drinking.   

Summary of theme 

Across the subthemes that comprise Reasons for drinking, the perceived causes for 

drinking were overwhelmingly to manage negative thoughts, feelings and 

circumstances, whether they were intrinsic (to manage emotions or symptoms) or 

extrinsic (in response to conflict) or a combination of both (in response to loneliness, 

which is a perceived discrepancy between the social support received and desired 

(3)).  Evidence suggests that drinking to self-medicate is associated with addiction 

(171,172) and drinking to cope is similarly associated with alcohol abuse (in contrast 

to drinking for social reasons, which is not) (158,161) and it is therefore perhaps 

unsurprising that in this sample of people accessing alcohol treatment the reasons 

for drinking were predominantly negative.  The predominantly negative Reasons for 

drinking are even more understandable in light of the difficulties caused by alcohol 

that are described in the theme Drinking pathways to social isolation. 

7.6.4 Overarching theme: Stopping drinking and staying alcohol-free 

The final overarching theme is that of Stopping drinking and staying alcohol-free.  

This overarching theme includes the two themes Routes to treatment and 

Connections, reconnections and staying alcohol-free.  

All participants were currently accessing alcohol treatment and therefore treatment 

was an expected discussion point.  Stopping drinking and staying alcohol-free is a 

natural final overarching theme in the story of social support and alcohol 

consumption across the life course because all participants were currently in 

treatment and therefore this was the end point of their individual narratives up to 
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that point in their lives.    All participants who had previously been in treatment talked 

about these episodes too, but this often took the form of considering why these 

episodes did not result in long-term changes.  Most participants were hopeful that 

this current treatment episode would be their last.   

Theme: Routes to treatment 

Several participants had accessed help on one or more occasions prior to their current 

episode of treatment, and they reflected on the reasons why previous treatment 

episodes had not been successful.  A common theme identified across interviews was 

one of not being ready on previous occasions and this readiness was often described 

in personal, intrinsic terms, as opposed to making a change for the sake of others.   

!ƴŘ ǘƘŜƴ ŀōƻǳǘ ŀ ƳƻƴǘƘ ŀƎƻΣ L ǿŀǎ ǊŜŀŘȅΦ  LΩŘ ƘŀŘ ŜƴƻǳƎƘΦ  L 

want to do it, need to do it, for myself.  (Participant E, female, 

inpatient) 

¢ƘŜ ǎŜƴǘƛƳŜƴǘ ƻŦ ŀŎŎŜǎǎƛƴƎ ǘǊŜŀǘƳŜƴǘ ΨŦƻǊ ƳȅǎŜƭŦΩ ǿŀǎ ǊŜǇŜŀǘŜŘ ŀŎǊƻǎǎ ǎŜǾŜǊŀƭ 

interviews, with some describing previous attempts to stop drinking as unsuccessful 

due to being motivated by the desires of others rather than themselves.   

Alcohol is so strong on you, unless you really wanna do it, 

ȅƻǳǊǎŜƭŦΣ ȅƻǳ ŀƛƴΩǘ Ǝƻƴƴŀ Řƻ ƛǘΦ  ¢ƘŀǘΩǎ ǿƘŀǘ L ƭŜŀǊƴǘ Ƴȅ ǎŜŎƻƴŘ 

time [in detox].  I actually wanted to do it for myself, and I 

understand why I failed the first time.  (Participant J, male, 

community) 

Becoming aggressive or argumentative with friends has been highlighted as the main 

drawback to drinking in a sample of higher risk, untreated drinkers (358), but akin to 

some of the participants of this study, in Orford et al.Ωǎ ǎǘǳŘȅ (358) conflict with loved 

ones did not always constitute a strong enough reason to stop drinking in its own 

right.  This was described by the participants of the qualitative study within this thesis 

in terms of them needing to address the underlying reasons for drinking (as will be 

discussed later under this theme), rather than because of a lack of care for others. 
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Although most people agreed that accessing treatment for themselves was vital, 

some participants still described the threat of losing loved ones as the motivator for 

the current treatment episode. 

.ŜŎŀǳǎŜ Ƴȅ ƘǳǎōŀƴŘΩǎ ƎƛǾŜƴ ƳŜ ŀƴ ultimatum, that if I do it 

ώŘǊƛƴƪϐ ŀƎŀƛƴΣ ƘŜΩǎ ƎƻƛƴƎ ǘƻ ƭŜŀǾŜ ƳŜΦ  !ƴŘ ǘƘŀǘΩǎ ŀ ōƛƎ ǘƘƛƴƎ 

ŦƻǊ ƳŜΦ  !ƴŘ LΩƭƭ ƭƻǎŜ Ƴȅ ƪƛŘǎΣ LΩƭƭ ƭƻǎŜ ŜǾΧ LΩǾŜ Ǝƻǘ ǘƻƻ ƳǳŎƘ ǘƻ 

ƭƻǎŜΦ  {ƻΣ ƛǘΩǎ Ǝƻǘǘŀ ōŜ ŘƻƴŜ ǘƘƛǎ ǘƛƳŜΣ ǎƻ ǘƘŀǘΩǎ ǿƘȅ LΩƳ ǇǳǘǘƛƴƎ 

myself through rehab as well.  (Participant F, female, 

inpatient) 

Although intrinsic motivation to change is a key tenet of behaviour change (359), 

having a support network that discourages drinking is a positive predictor of help 

seeking and having a partner that is direct about drinking and supportive of 

abstinence is associated with better treatment outcomes (331).  Therefore, external 

motivators may provide a key role in accessing treatment (as is the case with 

Participant CΩǎ ƘǳǎōŀƴŘΣ above), whilst treatment itself may draw on the intrinsic 

motivators to stop drinking. 

Other key external motivators that were highlighted across the interviews included 

the perceived threat of loss or the actual loss of parental responsibility: 

So, initially I was scared that they may involve social services, 

and I think that was the reason, initially, for agreeing.  Not that 

it was brought up and not that they had any concerns with my 

children.  (Participant G, female, community) 

For Participant G (above), a worry that social services might be involved prompted 

her to accept a referral to alcohol treatment, whereas for Participant E (below) having 

responsibility for her children returned to her was a motivator for treatment. 

bƻǿ Ƴȅ ώŦŀƳƛƭȅ ƳŜƳōŜǊǎϐΩǎ Ǝƻǘ ǘƘŜƳΣ ŀƴŘ ǘƘŜȅΩǊŜ ǘƘŜǊŜ ǳƴǘƛƭ 

ǘƘŜȅΩǊŜ муΣ ƻǊ ǳƴǘƛƭ L Ǝƻ ǘƻ ŎƻǳǊǘ ǘƻ ƎŜǘ ƛǘ ǊŜǾŜǊǎŜŘΣ ƻƴŎŜ LΩǾŜ 
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Ǝƻǘ ƳȅǎŜƭŦ ōŜǘǘŜǊΦ  ¸ŜŀƘΣ ǎƻΣ ǘƘŀǘΩǎ ǿƘȅ LΩƳ ƘŜǊŜ ŀƴŘ ǘƻ ƎƛǾŜ 

up drinking.  (Participant E, female, inpatient) 

Other external motivators for treatment included mandated treatment through the 

criminal justice system.  

As noted at the start of this theme, being ready was identified as a key element of 

successful treatment across the interviews.  For some, being ready was about facing 

prior traumatic experiences that were considered the cause of drinking; for example, 

one participant noted that previous treatment had been thwarted by not addressing 

previous trauma:   

L ǿŀǎ ǘǊȅƛƴƎ ǘƻ ƎŜǘ ƘŜƭǇΣ ōǳǘ ǿŀǎƴΩǘ ǊŜŀƭƭȅ ǘŀƪƛƴƎ ƛǘ ǎŜǊƛƻǳǎƭȅΣ L 

ŘƻƴΩǘ ƪƴƻǿΦ  L ŘƻƴΩǘ ǘƘƛƴƪ LΩŘ ǊŜŀƭƭȅ ŦŀŎŜŘ ǘƘŜ ŘŜƳƻƴǎ ƻŦ Ƴȅ 

ŎƘƛƭŘƘƻƻŘ ƛŦ LΩƳ ƘƻƴŜǎǘ ǿƛǘƘ ȅƻǳΣ ŀƴŘ L ǿŀǎ ǾŜǊȅ ǎŎŀǊŜŘ ŀōƻǳǘ 

talking about it, because I blocked it out, you know, all that 

abuse stuff.  (Participant H, male, community) 

Whilst he later went on to successfully stop drinking having received treatment to 

address these issues, stating: 

I started getting some counselling, and I got myself in a better 

space mentally, you know, things started to get a little bit 

easier. I got soberΧ ώŀƴŘ ƭŀǘŜǊϐΧ By getting the help, and 

ŀŎŎŜǎǎƛƴƎ ƛǘ ƳȅǎŜƭŦΣ ŀƴŘ ōŜƛƴƎ ǊŜŀŘȅΣ ǎƛƴŎŜ L ŘƛŘ ǘƘŀǘΣ Ƴȅ ƭƛŦŜΩǎ 

changed unimaginably for the better.  (Participant H, male, 

community) 

Although avoidant coping is thought to be useful immediately after a traumatic event 

in order to protect an individual from being overwhelmed by emotion, avoidant 

coping in the long term is considered maladaptive, whereas talking about the 

emotions experienced is considered adaptive and better for long-term outcomes 

(350,360).  Avoidant coping styles are associated with drinking to cope, which in turn 

is linked to alcohol abuse (161).  Drinking to cope was common across this clinical 
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sample (see Reasons for drinking) and therefore accessing help to deal with previous 

traumas and mental health problems was often perceived as key to being ready to 

access alcohol treatment and address alcohol consumption in the long-term. 

Several participants spoke of accessing alcohol treatment as a consequence of having 

initially accessed mental health treatment.   

I talked to someone online because my anxiety was through 

ǘƘŜ ǊƻƻŦ ώΧϐ ŀƴŘ ǎƘŜ ƪŜǇǘ ƻƴ ǎŀȅƛƴƎ ǘƘƛǎ ώŎƻƳƳǳƴƛǘȅ ŀƭŎƻƘƻƭ 

team] and I was like, άYeah, whatever.έ  And it must have hit 

something, cos I was like, άNo, you got to do itέ, and she 

convinced me and I was like, άYŜǇΣ ƴƻΣ LΩƳ ŘƻƛƴƎ ƛǘέ.  

(Participant J, male, community) 

Research on harmful drinkers has found that negative effects on mental health were 

seen as legitimate reasons to access treatment (361).  Due to the intertwined 

experiences of mental health and alcohol consumption detailed within the 

interviews, it was difficult to unpick whether mental health was a motivator to stop 

drinking.  However, like Participant J (male, community)Ωǎ ŀŎŎƻǳƴǘ όŀōƻǾŜύΣ ǎŜǾŜǊŀƭ 

participants described how they sought help for their mental health, and the mental 

health professional had, while highlighting the link between their presenting issues 

and alcohol consumption, suggested addressing their alcohol consumption.   

Linked to the ƛŘŜŀ ƻŦ ΨŘƻƛng it for myselfΩ ǘƘŀǘ ǿas introduced at the start of this 

theme, the idea of agency was interwoven throughout peoplesΩ ƴŀǊǊŀǘƛǾŜǎ ƻŦ 

accessing treatment.  For example, where mental health professionals had 

recommended accessing alcohol treatment, some participants described acting upon 

this advice as a way of the participants themselves taking control of their drinking in 

a positive way that improved their health holistically (i.e., their mental health and 

drinking in parallel).  However, for others, accessing alcohol treatment 

independently, without the involvement of other health professionals, was viewed as 

important in engendering a sense of agency.  This appeared to be particularly the case 

where alcohol treatment was perceived as mandated rather than recommended. 
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Cos when I drink, I overdose.  Not all the time, but sometimes 

I have a really bad time and it just takes over, and then I go 

there, and they say, άRƛƎƘǘΣ ȅƻǳ ƴŜŜŘ ǘƘƛǎ ǇƭŀŎŜ ƻǊ ǿŜΩǊŜ 

gonna take it furtherέ.  So I go to those places, you get a tick 

ǎŀȅƛƴƎ ȅƻǳΩǾŜ ōŜŜƴΦ  !ƴŘ LΩƳ ǳǎǳŀƭƭȅ ǇǊŜǘǘȅ ƎƻƻŘΣ ōǳǘ ǘƘƛǎ 

time, I wanted to do it for myself, not to be told what to do.  

(Participant L, female, community) 

Similar ǘƻ ƳŜƴǘŀƭ ƛƭƭ ƘŜŀƭǘƘΣ ǇƘȅǎƛŎŀƭ ƛƭƭ ƘŜŀƭǘƘ ŦŜŀǘǳǊŜŘ ƛƴ Ƴŀƴȅ ǇŜƻǇƭŜΩǎ ŜȄǇŜǊƛŜƴŎŜǎ 

leading up to accessing treatment.  However, mental health tended to be framed as 

pre-existing, with alcohol being used to treat it (as per Reasons for drinking).  Indeed, 

for some, the suggestion that the causal direction may be the other way around, and 

that alcohol might be impacting on mental health was treated with scepticism:  

I suffered with a lot of anxiety through that point, and it just 

came out with the alcohol.  They said the alcohol was causing 

it ς L ǿƻǳƭŘƴΩǘ ōŜƭƛŜǾŜ ǘƘŜƳΗ  όParticipant K, male, community) 

Unlike mental health problems, physical health problems (and their link to accessing 

treatment) were almost exclusively framed as consequences of drinking, either 

because of the effects of acute withdrawal from alcohol: 

[When I tried stopping drinking alone] I had seizures.  And I 

blacked out in the shower about two weeks ago.  Really hurt 

myself and then I spent a week in hospital.  (Participant D, 

female, inpatient) 

or from the chronic effects of alcohol:   

So, they did a whole heap of blood tests and then they 

obviously checked my liver again, and they said, άYour liver is 

really getting bad now, you really do need to stopέ.  So that 

ǎŎŀǊŜŘΧ ǘƘŀǘ Ǉǳǘ ǘƘŜ ŦŜŀǊ ƻŦ God into me at the time.  

(Participant F, female, inpatient) 
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Noticeable in several stories was the fact that physical (and mental) health problems 

were not always enough to produce changes in alcohol consumption.  In Participant 

CΩǎ ǎǘƻǊȅ όfemale, inpatient; above) this was not the first time she had been told that 

alcohol was affecting her liver; she had previously described how her alcohol 

consumption had initially increased in response to being told she had cirrhosis of the 

liver.  Similarly for Participant H (male, community; below), being seriously ill with 

cirrhosis did not stop him from drinking because he had not dealt with the underlying 

cause of his drinking, Ƙƛǎ άōƛƎƎŜǎǘ ƎƘƻǎǘέ: 

¸ŜŀƘΣ L ŘǊŀƴƪ ŀƎŀƛƴ ώΧϐ ŦƻǊ ŀƴƻǘƘŜǊ ŎƻǳǇƭŜ ƻŦ ȅŜŀǊǎΣ ŀƎŀƛƴΣ L 

was in and out of hospital with serious health conditions, a 

month here, a month there.  Wired up to the machines again, 

and this behaviour went on and then I realised I had to deal 

with my biggest ghost, that childhood stuff, and I started 

getting some counselling.  (Participant H, male, community) 

It is interesting to note that often alcohol consumption was viewed as a consequence 

of mental health problems and physical ill health was often viewed as a consequence 

of drinking; therefore, addressing the underlying causes for drinking were identified 

as vital in the journey to stopping drinking and thus improving physical health.  

At the end of Chapter 6 it was noted that alcohol brief interventions should consider 

coping motives for drinking in order to address the root cause of drinking and make 

interventions more effective for those that use alcohol to cope with negative 

emotions.  Whilst the participants of this study are likely to have been considered 

alcohol dependent and therefore not suitable for brief interventions (362), the 

narratives of these drinkers about needing to address the root causes of drinking 

before being able to stop, even in the face of significant alcohol-related harms, concur 

with the conclusions of Chapter 6 and are likely to be equally relevant to higher risk 

drinkers in the general population.    

¢ƘǊƻǳƎƘƻǳǘ ǇŜƻǇƭŜǎΩ ŘŜǎŎǊƛǇǘƛƻƴǎ ƻŦ ǇƘȅǎƛŎŀƭ ŀƴŘ ƳŜƴǘŀƭ ƘŜŀƭǘƘ crises, there was 

often a sense that a collection of difficulties had come together in a short space of 
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time to create a crisis point that brought them into treatment (this was similarly seen 

in the theme Conflict and social losses): 

LǘΩǎ Ƨǳǎǘ ƭƛƪŜ ŜǾŜǊȅǘƘƛƴƎ ŎŀǳƎƘǘ ǳǇ ǿƛǘƘ ƳŜΣ ŀƴŘ Ƨǳǎǘ ŜȄǇƭƻŘŜŘΣ 

and broke down.  (Participant J, male, community) 

¢ƘŜ ǾƛŜǿ ƻŦ ƴŜŜŘƛƴƎ ǘƻ ƘŀǾŜ ǊŜŀŎƘŜŘ ŀ ŎǊƛǎƛǎ Ǉƻƛƴǘ ƻǊ ΨƘƛǘ ǊƻŎƪ ōƻǘǘƻƳΩ ƛƴ ƻǊŘŜǊ ǘƻ 

ŀŎŎŜǎǎ ǘǊŜŀǘƳŜƴǘ ƛǎ ƻƴŜ ǘƘŀǘ ǿŀǎ ŜȄǇǊŜǎǎŜŘ ōȅ ǇŀǊǘƛŎƛǇŀƴǘǎ ƛƴ {ŀƴƎŜǊ Ŝǘ ŀƭΦΩǎ (363) 

paper exploring the experiences of people accessing online peer support groups.  

They found that participantsΩ ǇǊŜǾƛƻǳǎ ŎƻƴŎŜǇǘƛƻƴǎ ŀōƻǳǘ ǿƘŀǘ ŀƴ ΨŀƭŎƻƘƻƭƛŎΩ ƭƻƻƪŜŘ 

like, including the image of someone who had Ψhit rock bottomΩ, ŘƛŘƴΩǘ ƳŀǘŎƘ ǘƘŜƛǊ 

self-perceptions and not recognising ǘƘŜƳǎŜƭǾŜǎ ŀǎ ΨŀƭŎƻƘƻƭƛŎǎΩ had been a barrier to 

them accessing help.   

The ƛŘŜŀ ƻŦ ΨƘƛǘǘƛƴƎ ǊƻŎƪ ōƻǘǘƻƳΩ as being the time when treatment was needed and, 

importantly, the time when treatment would be successful, was also described by 

one participant: 

L ŀƛƴΩǘ ŀǘ ǊƻŎƪ ōƻǘǘƻƳΣ ŀƴŘ people say you can only get better 

ǿƘŜƴ ȅƻǳΩǾŜ Ƙƛǘ ǊƻŎƪ ōƻǘǘƻƳΣ ŀƴŘ ƛŦ LΩƳ ƴƻǘ ŀǘ ǊƻŎƪ ōƻǘǘƻƳΣ 

that worries me.  (Participant B, male, inpatient) 

Preconceptions of what an ΨŀƭŎƻƘƻƭƛŎΩ looks like, including the image of someone who 

has lost everything, have been identified as barriers to accessing treatment in non-

clinical populations (336,361,363) and it is interesting to note that even amongst 

clinical populations of people undergoing inpatient detoxification programmes, the 

idea of needing to ΨƘƛǘ ǊƻŎƪ ōƻǘǘƻƳΩ persists.  Dispelling this myth is key to facilitating 

access to support for alcohol consumption across a range of risk levels.  

The routes that brought people into treatment were varied in terms of physical or 

mental health crises, the loss or threat of losing key relationships or responsibilities, 

the criminal justice system, and often a combination of multiple issues that created a 

breaking point ƛƴ ǇŜƻǇƭŜǎΩ ƭƛǾŜǎ.  What appeared to be important in terms of 

meaningfully engaging with treatment were first, a sense of being ready and 
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secondly, a sense of agency in the choice to access treatment.  Importantly, both a 

sense of being ready to stop drinking, and a sense of agency could be engendered 

even where there had been initial reticence to access treatment.  This relied upon the 

skills of alcohol workers and the availability of appropriate services to meet the needs 

of individuals (discussed further in Connections, reconnections and staying alcohol-

free). 

Theme: Connections, reconnections and staying alcohol-free 

In addition to identifying the paths that led them to treatment, and especially those 

that led them to successfully engage with treatment, participants also spoke about 

facilitators of remaining alcohol-free, many of which were based around 

interpersonal connections or reconnections that supported the ability to remain 

alcohol-free. 

In terms of alcohol treatment services, staff attitudes and the subsequent 

relationship between participant and staff member was identified as a key aspect of 

engaging with treatment.  For one participant who was reticent about accessing 

treatment, her first interaction with a staff member at the community alcohol team 

helped her to remain engaged with the team: 

I think when people confront you with a bit of common sense, 

ŀƴŘ ŀ ōƛǘ ƻŦ ƘƻƴŜǎǘȅΣ ŀƴŘ ƘŜ ǿŀǎ ƎǊŜŀǘΣ ƘŜ ǿŀǎƴΩǘΣ ȅƻǳ ƪƴƻǿΣ 

ƘŜ ŘƛŘƴΩǘ ƘŀǾŜ ŀ ǎǘƛŎƪ ǳǇ Ƙƛǎ ŀǊǎŜΣ ƘŜ ǿŜǊŜƴΩǘ like, trying to 

ǇǊŜŀŎƘ ǘƻ ƳŜ ŀƴŘ ǎǘǳŦŦ ώΧϐ όParticipant G, female, community) 

For others, it was a combination of feeling that someone was supporting them and 

being provided with the practical tools to help reduce drinking that were helpful: 

¢Ƙŀǘ ǎƻƳŜƻƴŜΩǎ gone to the effort to try and help me out, and 

give me the apparatus, these tools to make it work.  That was 

quite a good feeling.  You know, cos you looked at the 

ώƳŜŀǎǳǊƛƴƎϐ ƎƭŀǎǎΣ ȅƻǳΩŘ ŀƭǿŀȅǎ ōŜ ǊŜƳƛƴŘŜŘ ƻŦ ǿƘŀǘ ȅƻǳ 
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need to be doing, instead of just, you know, pretending that 

ȅƻǳΩǊŜ ŘƻƛƴƎ ƛǘΦ  όParticipant K, male, community) 

In line with the close links with mental health described under Reasons for drinking, 

several participants described the importance of being able to speak with clinicians 

specialising in both mental health and alcohol use in order to address both elements 

in parallel: 

I find it even more helpful now, talking to [clinician], because 

ƛǘΩǎ ƳƻǊŜ ŀŎŎƻǳƴǘŀōƛƭƛǘȅΣ ǳƳΣ ŀƴŘ ŀƭǎƻ ƘŜ ƎƛǾŜǎ ƳŜ ŀ ōŜǘǘŜǊ 

understanding in my head, than some other ǇŜƻǇƭŜ ώΧϐ 

hopefully the medication will help with my personality 

disorder, which will then mean that I ǿƻƴΩǘ ōŜ ǿŀƴǘƛƴƎ ǘƻ 

reach for the drink.  (Participant M, female, community) 

Alongside the treatment provision of clinical services, peer support featured highly in 

participant narratives.  Peer support is widely recognised as being a key element in 

recovery from alcohol use disorders (364) and the value of peer support was apparent 

across many of the accounts.  The main benefit discussed, concerned talking to 

people who understood what they were going through: 

²ŜΩǊŜ ŀƭƭ ƛƴ ǘƘŜ ǎŀƳŜ ǇƻǎƛǘƛƻƴΣ ǿŜΩǾŜ ŀƭƭ Ǝƻǘ ƻǳǊ ƻǿƴ ƭƛǘǘƭŜ 

stories to tell.  (Participant E, female, inpatient) 

This was highlighted as in contrast to others who had not experienced problems with 

alcohol and therefore did not really understand what they were going through:   

I know they [peers] ǳƴŘŜǊǎǘŀƴŘΦ  ²ƘŜǊŜŀǎΣ ƛŦ LΩƳ ǘŀƭƪƛƴƎ ǘƻ 

ǎƻƳŜƻƴŜ ǿƘƻ ƘŀǎƴΩǘ [had an alcohol problem]Σ ƭƛƪŜΣ L ŘƻƴΩǘ 

believe they understand as much, but they might feel, άOh 

ȅŜŀƘΣ L ǳƴŘŜǊǎǘŀƴŘ ǿƘŀǘ ȅƻǳΩǊŜ ƎƻƛƴƎ ǘƘǊƻǳƎƘέ, άNo, you 

ŘƻƴΩǘΦ  bƻ, ȅƻǳ ŘƻƴΩǘέ!  I know they mean well, but I know you 

ǊŜŀƭƭȅ ŘƻƴΩǘ [understand].  (Participant J, male, community) 
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The opportunity to meet people in similar circumstances has been highlighted as a 

key benefit of peer support groups and interactions (363ς365) and this was apparent 

across the accounts.  In contrast, support from others was valued, but was not 

necessarily identified as helpful.   

Similar to previous themes, social comparisons were used when considering peers in 

treatment and support groups.  Whilst in the Social norms in adulthood: permission 

to drink? theme, negative social comparisons were incorporated as a motivator to 

ŀŘŘǊŜǎǎ ŘǊƛƴƪƛƴƎ ōŜŦƻǊŜ ǘƘŜȅ Ǝƻǘ ΨǘƘŀǘ ōŀŘΩΣ ƘŜǊŜ ǎƻŎƛŀƭ ŎƻƳǇŀǊƛǎƻƴǎ with peers were 

used to create a sense of hope that recovery is possible, as participants compared 

themselves to people who were further along on their recovery:  

So, I used to go to [community alcohol team] meetings and 

stuff and they were really useful, and there was people at the 

high end of recovery and there was people like me, like, right 

down at the bottom, just starting out.  So, going in and seeing 

different levels of recovery was a really big help.  (Participant 

F, female, inpatient) 

In addition to the support from professional and peer relationships, participants 

talked about a range of benefits associated with stopping drinking that supported 

them to remain alcohol-free.  Many of these focussed on forming or reforming 

connections and corresponded to the problematic aspects of drinking discussed in 

earlier themes.  

Where previously participants had been Hiding drinking (see Disconnection from 

others) from others leading to a sense of disconnection from loved ones, being 

honest about drinking prior to, and during treatment, featured across several 

accounts as something that had improved relationships: 

Cos I stopped hiding it, cos my husband said to me, άLook, if 

ȅƻǳΩǊŜ ƎƻƛƴƎ ǘƻ ŘǊƛƴƪΣ ǎǘƻǇ ƘƛŘƛƴƎ ƛǘΣ ǇƭŜŀǎŜΣ Ƨǳǎǘ ǎǘƻǇ ƘƛŘƛƴƎ ƛǘΦ  

I know you need it, but you need to just drink what you need 

ŀƴŘ ŘƻƴΩǘ ŘǊƛƴƪ ŀƴȅ ƳƻǊŜέΦ  {ƻΣ ǘƘŀǘΩǎ ǿƘŀǘ L ǎǘŀǊǘŜŘ ǘƻ ŘƻΦ  ώΧϐ 
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It really really did help, cos it took the whole thing of guilt off.  

(Participant F, female, inpatient) 

Equally, stopping drinking had alleviated the Loss of shared experience drinking (see 

Disconnection from others) for some participants, for example, Participant J (male, 

community) said: 

Now we actually sit up together, we watch programmes 

together, which we never did.  (Participant J, male, 

community) 

Honesty and openness were also identified as a key elements in peer relationships, 

specifically in accessing peer support, in this case, from Alcoholics Anonymous (AA): 

My life started to turn around since that day.  I threw myself 

into the fellowship, no more masks, no more hiding.  I can cry 

in a meeting now and not, you know, I never used to do that.  

(Participant H, male, community) 

As noted under Routes to treatment, avoidant coping, which is associated with 

drinking instead of facing and talking through negative emotional states is considered 

maladaptive, whereas talking about the emotions experienced is considered adaptive 

(350,360) and therefore associated with positive outcomes.  This is reflected across 

the accounts of participants who raised honest communication as key tenets to 

remaining alcohol-free.   

Whilst considering communication, several participants identified that they had 

previously used alcohol in order to feel more confident (see Reasons for drinking), 

but reflected upon how ǘƘŜȅ ƴƻǿ ǊŜŀƭƛǎŜ ǘƘŀǘ ǘƘŜȅ ŘƻƴΩǘ ƴŜŜŘ ŀƭŎƻƘƻƭ ǘƻ ōŜ ŀōƭŜ ǘƻ 

talk to others, 

L ŘƛŘƴΩǘ ǘƘƛƴƪ L ƘŀŘ ŎƻƴŦƛŘŜƴŎŜ ǿƛǘƘƻǳǘ ŀ ŘǊƛƴƪΣ ōǳǘ ƻōǾƛƻǳǎƭȅ L 

ƘŀǾŜΣ Ŏƻǎ ȅƻǳ ŎŀƴΩǘ ǎƘǳt me up now!  (Participant E, female, 

inpatient) 
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or even how they now believe that alcohol held them back socially, rather than 

helped them: 

LǘΩǎ ƴƛŎŜ ǘƻ ǘŀƭƪ ƴƻǿΦ  ²ƘŜǊŜ ōŜŦƻǊŜΣ ǿƘŜǊŜ L ǿŀǎ ǎǘƛƭƭ ŘǊƛƴƪƛƴƎΣ 

L ŎƻǳƭŘƴΩǘ ώǘŀƭƪϐΦ  LǘΩǎ ǎǘǊŀƴƎŜΣ Ŏƻǎ ǳǎǳŀƭƭȅ ƛǘ was Dutch courage, 

you know, I can talk ς a bit tipsy, but no, it would hold you 

back.  (Participant J, male, community) 

Social anxiety and shyness are both associated with a greater risk of alcohol use 

disorders (164,167,352), so it is unsurprising that several participants identified these 

as motives for early drinking experiences.  However, research on whether alcohol is 

actually effective in addressing social anxiety is inconclusive (176).  The observation 

of several participants that they are equally, or even more confident without alcohol 

may support the notion that alcohol does not help with social anxiety, at least not in 

a clinical sample of people accessing alcohol treatment, where perhaps the effects of 

heavy chronic alcohol use have their own independent causal pathway to anxiety 

(e.g., via alcohol withdrawal (366,367)).    

In addition to internal progress in terms of honesty, sharing and communication with 

others, several participants remarked upon improvements in their relationships, 

including Participant G (female, community) who saw improvements both in terms of 

the support she received from her partner and improvements through him 

(unexpectedly) reducing his alcohol consumption alongside her community 

treatment: 

LǘΩǎ ōŜŜƴ ƻǾŜǊ ǘƘǊŜŜ ƳƻƴǘƘǎ ƴƻǿ ǘƘŀǘ L ƘŀǾŜƴΩǘ ŘǊŀƴƪΣ ŀƴŘ ǿŜ 

have actually got closer as a couple, the surprising ς and he 

Ƙŀǎ ǎǳǊǇǊƛǎŜŘ ƳŜΣ ƘŜΩǎ ōŜŜƴ ǊŜŀƭƭȅ ŀŎǘǳŀƭƭȅ ǎǳǇǇƻǊǘƛǾŜ ƻŦ ƛǘΣ 

ŀƴŘ ƘŜ Ƙŀǎ ŀŎǘǳŀƭƭȅ Ŏǳǘ Řƻǿƴ ǎƻ ƳǳŎƘ ƴƻǿΣ ǘƘŀǘ ƛǘΩǎ ƭƛƪŜΣ 

literally two cans a day and not even that sometimes, 

sometimes he has drink free days, and that is like a bloody 

ƳƛǊŀŎƭŜ ŦǊƻƳ ǿƘŜǊŜ ǿŜ ǎǘŀǊǘŜŘ ŦǊƻƳΣ ǿŜƭƭΣ ŦƻǊ ōƻǘƘ ƻŦ ǳǎΦ  LǘΩǎ 



 

335 
 

actually brought us closer together.  (Participant G, female, 

community) 

Stopping drinking also enabled people to reconnect with friends through non-

drinking activities, such as sports: 

I still play football and I meet up with them [friends] that way, 

ōǳǘ L ŘƻƴΩǘ ƳŜŜǘ ǳǇ ǿƛǘƘ ǘƘŜƳΣ ƭƛƪŜΣ ƎƻƛƴƎ ƻǳǘ ŦƻǊ ŀ ŘǊƛƴƪ ǿƛǘƘ 

ǘƘŜƳΦ  ¢ƘŜǊŜΩǎ ƴƻ ǿŀȅ L ǿƻǳƭŘ Řƻ ǘƘŀǘ ƴƻǿΣ Ŏƻǎ L ŀƛƴΩǘ ƎƻƛƴƎ 

back down that road.  (Participant J, male, community) 

The focus on creating connections (or reconnections) in non-drinking environments 

was apparent across many accounts: 

LΩƳ ƘŀǇǇȅ ǘƻ ƘŀǾŜ ŎƻŦŦŜŜΣ ȅƻǳ ƪƴƻǿΣ L ǿƻƴΩǘ Ǝƻ ƛƴǘƻ ǇǳōǎΦ  

Nothing good for me there.  (Participant H, male, community) 

Creating abstinent social networks has been found to be associated with better long-

term outcomes from alcohol treatment (368,369) and the benefits of this approach 

were apparent across the narratives of those further along in their recovery as well 

as the plans of those early in their recovery. 

Summary of overarching theme 

The overarching theme Stopping drinking and staying alcohol-free considered the 

various Routes to treatment that participants took including mental health and 

physical health crises and the threat of loss of relationships and roles.  The underlying 

theme across accounts was the importance of agency and being ready for treatment, 

which in turn was linked to addressing the underlying causes of drinking.  

Connections, reconnections and staying alcohol-free were linked to positive 

interpersonal relationships in treatment and through peer support.  These 

relationships, in turn, supported participants to overcome some of the relational 

issues identified as Drinking pathways to social isolation, such as hiding drinking and 

loss of shared experience. 
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 Summary and Conclusions 

This section summarises the findings from Chapter 7 focusing on three key areas that 

incorporate elements from the themes and overarching themes.  These areas are: 

identity, norms and connections; the interplay between conflict, loss and addressing 

the underlying causes of drinking; and ŀƎŜƴŎȅ ŀƴŘ ΨŘƻƛƴƎ ƛǘ ŦƻǊ ƳȅǎŜƭŦΩ.  The summary 

is followed by an outline of strengths and limitations of the qualitative study, and 

research implications, and practice and policy recommendations are highlighted.  

Identity, norms, and connections 

Early conceptualisations of social norms and drinking were largely positive; often 

relating to a sense of belonging, group identity and camaraderie amongst peers, with 

alcohol viewed as a normal part of growing up.  However, participaƴǘǎΩ reflections on 

early drinking through the current lens of their problem drinking highlighted early 

differences with peers, both in the way in which they drank and the way it made them 

feel.  Some, but not all of these differences, may be attributable to drinking motives 

amongst those who had experienced early traumas and/or witnessed problematic 

drinking at home. 

Some adulthood relationships, including those with partners, drinking friends, and 

colleagues, were highly permissive of alcohol consumption and these relationships 

led to drinking more.  However, possibly in light of currently accessing treatment for 

alcohol use, participants distanced themselves from these relationships and did not 

describe a shared sense of identity.  Similarly, social comparisons were used to situate 

peopleΩs own drinking in normative terms and this included making social 

comparisons with others who were perceived to be in a worse position than 

themselves.  In addition, self-comparisons within ǇŀǊǘƛŎƛǇŀƴǘǎΩ own journeys were 

made; for example, comparing their early, non-problematic drinking, to themselves 

as a άfǳƴŎǘƛƻƴƛƴƎ ŀƭŎƻƘƻƭƛŎέ- maintaining social roles and responsibilities, and finally 

to themselves as people who had lost everything and surrendered to alcohol.  It was 

interesting to note that whilst the clinical population of this study is likely to be the 

ǘŀǊƎŜǘ ƻŦ ΨƻǘƘŜǊƛƴƎΩ as has been previously noted in the literature on non-clinical 
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drinking populations, ǘƘŜȅ ǘƘŜƳǎŜƭǾŜǎ ΨƻǘƘŜǊedΩ ŘǊƛƴƪŜǊǎ ǿƘƻ ǘƘŜȅ ǇŜǊŎŜƛǾŜd to be in 

a worse position.     

During and post-treatment, non-drinking relationships were formed or re-nurtured, 

including with peers, and there was a sense of creating, or planning to create new 

non-drinking identities and creating supportive networks within which to remain 

abstinent. 

The interplay between conflict, loss and addressing the underlying causes of drinking 

Social conflict was prevalent across the accounts, with alcohol cited as both a cause 

and a consequence of conflict.  Conflict was tied up with the loss of relationships and 

social roles, and a complex interplay between the loss of regulatory processes of 

drinking (e.g., work, caring for children), the emotional cost of these losses, and the 

underlying causes for drinking, was described in terms of leading to consuming more 

alcohol. 

A lack (or loss) of social roles was associated with boredom, emptiness, loneliness, 

and lack of purpose.  These terms were sometimes used interchangeably, indicating 

ǘƘŀǘ ǘƘŜ ǘŜǊƳ ΨƭƻƴŜƭƛƴŜǎǎΩ ŀǇǇŜŀǊǎ ǘƻ ƳŜŀƴ ŘƛŦŦŜǊŜƴǘ ǘƘƛƴƎǎ ǘƻ ŘƛŦŦŜǊŜƴǘ people.  

Consequently, this might influence ǇŜƻǇƭŜΩǎ emotional and behavioural responses 

differently; for example, emptiness and a lack of purpose might be expected to be 

more psychologically detrimental than boredom.   

A complex interplay between conflict, loss and drinking to manage negative emotions 

through mental health problems and trauma was apparent across the interviews, and 

for many, addressing early experiences of trauma and mental ill health alongside 

problematic alcohol consumption was ǾƛŜǿŜŘ ŀǎ ǘƘŜ ƪŜȅ ǘƻ ΨōŜƛƴƎ ǊŜŀŘȅΩ ǘƻ ǎǘƻǇ 

drinking. 

!ƎŜƴŎȅ ŀƴŘ ΨŘƻƛƴƎ ƛǘ ŦƻǊ ƳȅǎŜƭŦΩ 

In terms of ǎǘƻǇǇƛƴƎ ŘǊƛƴƪƛƴƎΣ Ψōeing readyΩ combined with a sense of agency were 

described as fundamental components, but they were often talked about in the 
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context of external influences, such as ultimatums by partners.  It was apparent that 

engendering a sense of agency was still possible, even when treatment was, either 

formally or informally, mandated and the key to engendering a sense of agency was 

through the interpersonal and therapeutic skills of alcohol workers.  

Strengths and limitations 

This qualitative study provided a novel insight into the complex interplay between 

social support, social conflict, and social regulation of alcohol consumption that 

provides an additional layer of understanding to some of the quantitative analyses 

described in previous chapters.  The views of adults accessing alcohol treatment were 

included in this study; a population whose experiences are often underrepresented 

in survey data.  As highlighted throughout the chapter, there were aspects of drinking 

motivations (i.e., drinking to cope rather than drinking for social pleasure) and pre-

existing psychological factors (i.e., pre-existing mental health problems and 

experiences of trauma) that were associated with problematic alcohol consumption.  

Therefore, future research might want to explore the same research questions 

amongst heavy drinking non-clinical samples to explore whether similar themes are 

present amongst non-problematic consumers of alcohol. 

Interviews enabled rich data to be collected about participantsΩ ŜȄǇŜǊƛŜƴŎŜǎ and the 

semi-structured nature of the interviews allowed participants to identify issues that 

were personally pertinent rather than sticking rigidly to questions identified by the 

interviewer.  However, interviews necessarily lack anonymity, meaning that 

participants might have been less candid in their responses and might have been 

influenced by concerns about giving ǘƘŜ ΨǊƛƎƘǘΩ ƻǊ ŀǇǇǊƻǇǊƛŀǘŜ ǊŜǎǇƻƴǎŜΦ  Due to 

COVID-19, two different formats of interview were used, face-to-face and telephone, 

and whilst the former allowed for rapport to build more quickly, the latter may have 

enabled more candid responses to sensitive topics discussed. 

Information on ethnicity was not collected from participants for this qualitative study 

because it was not deemed central to the research question.  However, it is not 
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possible to draw conclusions about how the issues of social support and alcohol may 

inter-relate across different backgrounds without this information. 

Research implications 

Two key implications for future research arise from this qualitative study.  These are: 

1. Qualitative accounts from non-treatment seeking higher risk drinkers would 

provide a valuable comparison to the findings from treatment seeking 

individuals and provide further context to some of the findings in Chapters 5 

and 6. 

2. ¢ƘŜ ǘŜǊƳ ΨƭƻƴŜƭƛƴŜǎǎΩ ǿŀǎ ǳǎŜŘ ƛƴǘŜǊŎƘŀƴƎŜŀōƭȅ ǿƛǘƘ concepts as diverse as 

boredom, emptiness and lack of purpose.  Further research on the meaning 

of loneliness for different people (e.g., women or men, young or older people) 

may contribute to more accurate tools to measure this concept. 

Policy and practice recommendations  

Several policy and practice recommendations arise from the qualitative study 

presented in this chapter.  These are summarised below: 

1. Drinking as a means of coping with traumatic experiences and poor mental 

health was prevalent across accounts.  A focus on the reasons why people 

drink, rather than blanket information about the harms of drinking, across a 

range of settings could provide earlier opportunities to address drinking.  This 

could include: 

a. Identifying children at-risk of developing issues with alcohol (e.g., 

those with parents experiencing problems with alcohol, those who 

have experienced trauma) within schools, youth centres, and 

healthcare settings, with a focus on alternative ways of coping with 

difficult emotions. 

b. Developing an opportunistic alcohol screening and brief intervention 

that includes an assessment of coping motives for, and consequences 

of, drinking, and discusses alternative coping methods and/or refer for 
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additional support to discuss previous trauma and manage mental 

health and/or builds motivation for addressing drinking through 

exploring negative consequences (dependent upon the identified 

need).  To test this intervention through experimental studies to 

explore its efficacy in practice. 

c. Lƴ ƭƛƴŜ ǿƛǘƘ tǳōƭƛŎ IŜŀƭǘƘ 9ƴƎƭŀƴŘΩǎ (95) princƛǇƭŜ ƻŦ Ψƴƻ ǿǊƻƴƎ ŘƻƻǊΩ 

for service users presenting with co-occurring mental health and 

alcohol problems, meaning that people should be treated for both 

issues concurrently no matter which service they present to, 

additional efforts should be made to ensure that underlying reasons 

for drinking are identified when people present to alcohol services. 

 

2. Even within treatment services, the myth of having to Ψhit ǊƻŎƪ ōƻǘǘƻƳΩ ōŜŦƻǊŜ 

being able to recover persists.  Alcohol treatment services need to do more to 

encourage earlier access to services by changing the perception of what a 

person with a drinking problem looks like, and to ensure that within services, 

the benefits of addressing problems with drinking early on are promoted. 

 

3. Similarly, the benefits of connecting, or reconnecting with others όǿƘƻ ŘƻƴΩǘ 

drink problematically) are key to maintaining recovery.  Therefore supporting 

people accessing treatment to develop new connections and maintain old 

connections, including through earlier intervention before relationships are 

lost, should be key tenets of alcohol treatment. 

 

4. A sense of personal agency in the decision to address alcohol consumption 

appeared to be pivotal to successfully engaging in treatment.   People working 

in alcohol treatment services should seek to engender this sense of agency, 

ƛǊǊŜǎǇŜŎǘƛǾŜ ƻŦ ǘƘŜ ǇŜǊǎƻƴΩǎ ƛƳƳŜŘƛŀǘŜ ƳƻǘƛǾŀǘƛƻƴ ŦƻǊ ǎŜŜƪƛƴƎ ǘǊŜŀǘƳŜƴǘΦ 

This chapter explored primary evidence related to the lived experience of social 

support and alcohol consumption from people accessing alcohol treatment services 

and integrated some of the relevant findings from previous chapters.  The next and 
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final chapter will integrate the findings from Chapters 5, 6 and 7 to draw out the key 

conclusions, research implications, and practice and policy recommendations of the 

thesis. 
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Chapter 8 Conclusions 

This thesis sought to explore the relationship between social support and alcohol 

consumption at different stages of the life course.  Using IƻǳǎŜ Ŝǘ ŀƭΦΩǎ (44) 

conceptual framework to consider the aspects of social relationships that may 

influence alcohol consumption, and applying a mixed methods approach, Chapters 5 

to 7 explored three related research aims.  Using data from the National Child 

Development Study and the UK Household Longitudinal Study, Chapter 5 addressed 

the aim of exploring the population-level relationship between social support and 

alcohol consumption at different stages of the life course, through a series of 

multinomial logistic regression models stratified by life course stage and sex.  Using 

data from the UK Household Longitudinal Study, Chapter 6 addressed the aim of 

exploring the direct and indirect relationships between quality of social support from 

three different sources and alcohol consumption at different stages of the life course, 

through the application of a series of confirmatory factor analyses and structural 

equation models.  Finally, Chapter 7 addressed the aim of exploring the lived 

experience of the interplay between social support and alcohol consumption across 

the life course from people accessing alcohol treatment services, through a 

theoretically-informed thematic analysis of semi-structured interviews. 

Drawing together the main findings of each chapter, the key aspects of social support 

associated with alcohol consumption are presented in this section.  These key aspects 

are, type of relationship (relationships with friends and relationships with partners), 

conflict and negative support, and isolation and loneliness.  This is followed by a 

discussion of the relevance of life course stage, an overview of the empirical, 

methodological, and theoretical/conceptual contributions, research implications and 

policy and practice recommendations that arise from the whole thesis. 
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Type of relationship 

It was clear across all studies within this thesis that not all relationships are equal in 

how they interplay with alcohol consumption.  The most notable differences in type 

of relationship were those relating to friends compared to those relating to partners. 

Relationships with partners 

In Chapter 5, across both sexes and life course stages, feeling closest to a partner was 

associated with a lower likelihood of risky drinking.  Furthermore, higher levels of 

emotional and confiding support from the person participants felt closest to, were 

associated with a lower likelihood of risky drinking amongst men and a lower 

likelihood of higher risk drinking amongst women.  However, this relationship varied 

by marital/cohabitation status, with unmarried/non-cohabiting men receiving high 

levels of confiding and emotional support more likely to be higher risk drinkers, and 

unmarried/non-cohabiting women receiving high levels of confiding and emotional 

support more likely to be increased risk drinkers.  The majority of this mid-adulthood 

sample had selected their partner as their closest person.  Therefore this finding 

indicates that where a partner provided high levels of emotional and confiding 

support, this was linked to lower risk drinking, but in the absence of a partner and 

where another source of support provided high levels of confiding and emotional 

support, this was linked to risky drinking. 

This association between positive support from partners and lower risk drinking was 

corroborated in Chapter 6, with the finding that greater positive support from 

partners was weakly associated with consuming fewer units on ǇŜƻǇƭŜǎΩ ƘŜŀǾƛŜǎǘ 

drinking day in the previous week in both early and mid-adulthood; a relationship 

that was mediated via reduced psychological distress amongst mid-adults.  

Conversely, positive support from partners was weakly associated with drinking on 

more nights per week amongst both age groups, indicating that supportive 

partnerships may change the pattern of alcohol consumption. 
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Within the qualitative accounts (Chapter 7), where participants had long-term 

partners who were not heavy drinkers, alcohol was often identified as a source of 

tension in relationships and, equally, conflict in relationships sometimes prompted 

heavier drinking (this will be discussed further under conflict and negative support 

below).  However, non-drinking in a partner was not perceived to reduce the 

ǇŀǊǘƛŎƛǇŀƴǘǎΩ own drinking until the participant was ΨǊŜŀŘȅΩ ǘƻ ǎǘƻǇΦ  !ǘ ǘƘŀǘ ǇƻƛƴǘΣ 

support from partners was positive in terms of stopping and remaining alcohol-free.  

There was evidence across the accounts that maintaining social roles (including 

marital/cohabiting relationships) had some regulatory influence on consumption that 

might concur with the quantitative findings of supportive partners leading to less 

risky drinking.  However, it is possible that the influence of partners on drinking would 

differ between clinical and non-clinical populations of drinkers due to differing 

motivations for alcohol consumption. 

Relationships with friends 

Across both sexes and life course stages, feeling closest to a friend was associated 

with a greater likelihood of risky drinking.  Seeing friends frequently was associated 

with risky drinking for both men and women in mid-adulthood, calling into question 

the appropriateness of the ŎƻƳƳƻƴƭȅ ǳǎŜŘ ǘŜǊƳ Ψsocial ŘǊƛƴƪƛƴƎΩ ǘƻ ŘŜǎŎǊƛōŜ ƴƻƴ-

problematic alcohol consumption.  Furthermore, the finding in Chapter 5 that 

emotional and confiding support was only associated with risky drinking amongst 

unmarried/non-cohabiting participants, indicating that supportive friendships were 

associated with drinking more, was confirmed in Chapter 6 where it was found that 

positive support from friends was associated with consuming more units for both 

those in early, and mid-adulthood.  Interestingly, this path was partially mediated by 

psychological distress, but in the opposite direction, meaning that greater support 

was associated with lower distress and lower units consumed.  Thus, the interplay 

between supportive friendships and alcohol is complex, with differential impacts 

according to different pathways.  Negative support from friends was also associated 

with drinking more, and this relationship was partially mediated via psychological 

distress.   
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The qualitative findings (Chapter 7) added context to the quantitative findings, with 

heavy drinking in early adulthood associated with a sense of belonging, camaraderie, 

and having fun.  However, by mid-adulthood, when the majority of the qualitative 

participants had developed problems with alcohol, only one participant still reported 

these feelings of belonging (corresponding to the quantitative findings about positive 

support from friends and drinking more), whilst the majority described drinking 

friendships in more negative terms.  This does indicate support for some of the 

quantitative findings, with both frequency of seeing friends associated with higher 

risk drinking (and drinking friends of heavy drinkers often seen very frequently) and 

with negative support being associated with drinking more.  However, the link 

between positive support from friends and drinking more was only expressed in one 

qualitative account.  Again, this may be due to the different samples in the 

quantitative and qualitative studies, for many of the qualitative accounts described 

moving towards drinking in isolation between early and mid-adulthood due to 

conflict and disconnection associated with their drinking problems. 

There was evidence in the qualitative analysis, and from the previous literature, that 

people who like to drink are more likely to select drinking friends and therefore the 

direction of causality is uncertain.  Selecting friends who drink at similar levels might 

explain the finding that people who see friends often are also more likely to be non-

drinkers.  However, evidence across this large representative sample showed that 

support from friends was consistently associated with drinking more and therefore 

alcohol does appear to be a key aspect to friendships in the UK irrespective of the 

causal direction.   

Conflict and negative support 

Unlike positive aspects of support, negative support was associated with higher 

alcohol consumption irrespective of the support source.  In Chapter 5, negative 

support from a close person was linked to a greater likelihood of higher risk drinking 

amongst men, and a greater likelihood of increased and higher risk drinking amongst 

women in mid-adulthood.  This was corroborated in Chapter 6 by the finding that 
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greater negative support from a partner, from friends or from relatives were all 

associated with consuming more units on heaviest drinking day in both early and mid-

adulthood.  Amongst mid-adults, negative support from all three sources was directly 

associated with drinking more units on the heaviest drinking day, and it was also 

indirectly associated with consuming more units via psychological distress.  This 

indicates that, first, negative support has a direct influence on alcohol consumption, 

possibly through increased craving, seeking tension reduction or enhanced mood, or 

a learnt response to interpersonal stressors.  Secondly, negative support has, in 

addition, an indirect influence on alcohol consumption through increased 

psychological distress, which may be attributable to drinking to cope motives.   

Amongst early adults, significant indirect effects via psychological distress were only 

found in the relationship between negative support from friends and units consumed 

on heaviest drinking day, yet indirect effects were found in the relationship between 

negative support from friends and from relatives and number of days alcohol was 

consumed in past week.  Amongst mid-adults, significant indirect effects via 

psychological distress were found for the relationship between negative support 

from all three sources and units consumed on heaviest drinking day.  However, there 

were no indirect effects in the relationships between negative support and number 

of days alcohol was consumed in past week.  The fact that the pathways via 

psychological distress were predominantly significant only amongst the drinking 

behaviours that were less common in those age groups (heavy single occasion 

drinking for mid adults and frequent drinking for early adults), indicates that the 

mediating effect of psychological distress may only be present in more problematic 

drinking behaviours.  This may provide further evidence of drinking to cope motives 

in this indirect pathway as previous research has found that drinking to cope is 

associated with higher consumption and problems with drinking, whilst drinking to 

enhance positive mood is linked to higher consumption only (161,162). 

Drinking to cope was a key theme from the qualitative analysis (Chapter 7), including 

drinking to cope with interpersonal difficulties and social conflict, supporting the link 

between coping motives and problem drinking.  The cross-sectional nature of the 
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quantitative data analyses means that no assumptions about causality can be made.  

The qualitative findings suggested a bi-directional relationship between negative 

support and drinking, with conflict leading to drinking, and drinking leading to 

conflict, that would nullify any suggested unidirectional causal relationship.  

Importantly, across the qualitative accounts, social conflict was identified as a key 

issue that was complexly interwoven with alcohol consumption. 

Social isolation and loneliness 

For people of both sexes and both stages of the life course explored in Chapter 5, 

living alone was associated with higher risk drinking.  For all groups except men in 

mid-adulthood, seeing no friends or family in the past week was associated with 

higher risk drinking, and for both men and women in mid-adulthood, seeing no 

friends in the past two weeks was associated with higher risk drinking.  There were 

no differences in these associations between those who were married/cohabiting 

and those that were not.  Living alone may be a proxy for not being 

married/cohabiting, which, when the relationship is supportive, has already been 

shown to have a protective effect on alcohol consumption.  Nonetheless, the finding 

that seeing no friends or relatives was linked with higher risk drinking indicates that 

social isolation from family or friends, independently of the presence or absence of a 

partner, might be a factor in risky drinking.  One reason for the lack of mitigation of 

social isolation by having a partner might be the feelings of distance or disconnection 

within marital/cohabiting relationships that were described across the qualitative 

accounts in Chapter 7.  Social isolation was a key theme in the qualitative analysis, 

including a complex web of contributory factors, including social conflict, loss of key 

relationships and disconnection from others. 

Conversely, having a dispersed friendship group was associated with a lower 

likelihood of risky drinking amongst all groups except women in mid-adulthood 

(Chapter 5).  Unlike the measure of seeing friends or family in the past month, where 

it was not known whether the participant had friends and family but had not seen 

them, or did not have any friends or family, those responding to the measure of 
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dispersion had identified friends, but noted that they did not live in the local area.  

Thus, in this case, it is plausible that people might not experience the negative impact 

of feelings of isolation or loneliness, but may have fewer social opportunities on 

which to drink.  Corresponding to the finding that only women in mid-adulthood with 

dispersed friends were more likely to be higher risk drinkers, some of the women in 

the qualitative study mentioned having dispersed friendship groups, which they 

associated with feelings of loneliness and boredom, and with drinking more. 

For all groups except young women, loneliness was linked to higher risk drinking.  

Within the qualitative analysis, loneliness was linked to lack of purpose, emptiness 

and boredom.  This indicates that the lay understanding of loneliness may be broader 

that the way in which it is commonly conceptualised within research to represent the 

perceived discrepancy between desired and received social support (3).  

Nevertheless, the results from the standalone question about loneliness and the 

three-item measure of loneliness were consistent.   

The strongest and most consistent relationship between indicators of isolation and 

loneliness and higher risk drinking found in Chapter 5 was amongst young men, 

indicating that young men may be particularly vulnerable to risky drinking associated 

with isolation and loneliness.  This is particularly concerning since loneliness, isolation 

and risky drinking are all risk factors for suicide amongst young men.   

Influence of life course stage 

There were fewer differences in the relationships between social support and alcohol 

consumption according to life course stage than might have been expected.  The first 

difference was found in seeing no friends or family in the past month (Chapter 5).  

Men in early adulthood were significantly more likely to be higher risk drinkers if they 

had seen no friends or family in the past month, and men in mid-adulthood were no 

more or less likely to be risky drinkers.  There was no difference by life course stage 

amongst women, who, similarly to young men, were more likely to be higher risk 

drinkers if they had seen no friends or family in the past month.   
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The second difference was related to loneliness (Chapter 5).  Women in early 

adulthood who felt lonely often, or were in the loneliest quartile of participants, were 

less likely to be higher risk drinkers, whereas women in mid-adulthood who were 

more lonely were more likely to be higher risk drinkers.  The association between 

loneliness and risky drinking was similar for men in early and mid-adulthood, 

although the relationship was more consistent amongst young men, and, similarly to 

women in mid-adulthood, lonely men were more likely to be higher risk drinkers.  

Both seeing no friends or family and feeling lonely had similar effects for three out of 

the four sex-life course groups, indicating that the differences are more subtle than 

being due to life course stage alone.   

The third difference was in the relationship between dispersion and risky drinking 

(Chapter 5).  Men and women in early adulthood with dispersed friendship groups 

were less likely to be higher risk drinkers, whereas men in mid-adulthood were no 

more or less likely to be higher risk drinkers and women in mid-adulthood were more 

likely to be higher risk drinkers if their friendship group was dispersed.  This finding 

suggests that having friends, but not living nearby limits drinking amongst young 

adults, perhaps due to reduced social drinking opportunities.  However, the 

protective effect of dispersion does not extend into mid-adulthood, when perhaps 

drinking alone or with partners is more normalised behaviour.   

The final, and perhaps most striking, difference was in the relationship between 

quality of support and alcohol consumption via psychological distress.  For early 

adults, psychological distress tended to mediate the relationships between quality of 

support and number of days alcohol was consumed in the past week.  Whereas, for 

mid-adults, psychological distress only mediated the relationships between quality of 

support and units consumed on heaviest drinking day in past week.  It has been 

highlighted that the probable cause for this finding is that psychological distress is 

more likely to be associated with non-normative drinking behaviours (i.e., frequent 

drinking in young adults and heavy single occasion drinking amongst mid-adults).  This 

finding demonstrates the need take a developmental lens and to use different 

measures of alcohol risk according to stage of the life course when considering factors 
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associated with alcohol risk.  For example, looking at frequency of alcohol use 

amongst young adults may give a more accurate picture of drinking associated with 

negative experiences compared to looking at the more normative behaviour of heavy 

episodic drinking.  

Empirical contributions 

This thesis makes a significant additional contribution to the understanding of the 

interplay between social support and alcohol consumption by using a theoretically-

driven, mixed methods approach to explore the nature and mechanisms of social 

support and drinking behaviours.  In response to previous research that found no 

relationship between positive quality of support and alcohol consumption 

(11,24,125), this thesis found strong evidence that this relationship is dependent 

upon the source of support, with support from friends linked to higher consumption 

and support from partners linked to lower consumption.  Thus, differentiating 

between sources of support is vital when assessing alcohol-related risks, because 

composite measures may fail to identify relationships due to opposing directions of 

effect. 

Only one previous study had found a link between negative quality of support and 

alcohol consumption (9).  This thesis adds significant granularity to the existing 

evidence by finding that: i) negative support from any source, and during both early 

and mid-adulthood, was associated with higher alcohol consumption; ii) there is both 

a direct relationship between negative support and higher alcohol consumption and 

an indirect relationship via psychological distress, thus adding to the evidence by 

providing one explanatory mechanism in this relationship; and iii) negative aspects of 

interpersonal relationships, such as conflict, were described within the qualitative 

accounts as complexly interwoven with heavy drinking in a bidirectional manner, a 

finding that would be difficult to identify through quantitative methods alone. 

Recent research has highlighted the importance of quality over quantity of social 

interactions for mental health (39,370).  This thesis, however, has demonstrated that 

when considering alcohol consumption, both quality and quantity of social support 
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are important, with both extremes of quantity (e.g., seeing friends very frequently or 

not at all) found to be associated with risky drinking. 

Methodological contributions and reflections 

Measuring positive and negative social support 

This is believed to be the first time a confirmatory factor analysis has been applied to 

the quality of support indicators used in at least two large longitudinal datasets, the 

UK Household Longitudinal Study and the English Longitudinal Study of Ageing, in 

order to test a measurement model of positive and negative support from different 

sources.  The measurement models across both age groups and all sources of support 

demonstrated good model fit.  Unlike the summed scores approach to measuring 

positive and negative support from these items, confirmatory factor analysis allowed 

for the differential influence of each factor indicator on the latent factors (positive 

support, negative support) to be accounted for in the measurement model and 

subsequently in the structural model looking at the relationship between these 

factors and alcohol consumption.  This enabled a better representation of the data 

within the analysis and a reduced impact of measurement error.   

Use of composite measures of social support in alcohol research 

Different types of social relationship were found to be associated with different levels 

of alcohol risk and some of the relationships between aspects of social support and 

alcohol consumption were found to differ between married/cohabiting and 

unmarried/non-cohabiting people.  This finding demonstrates that composite 

measures of support that collate support from multiple sources and/or include 

marital status as a component of support are not appropriate in research exploring 

alcohol consumption as any differential effects may be lost. 

Mixed methods research 

It was clear from the findings from the quantitative research that the relationships 

between social support and alcohol consumption are complex.  The inclusion of a 
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qualitative component provided an important contextual and experiential 

understanding of the complex bidirectional relationships between social support and 

alcohol consumption.  To the authorΩs knowledge, this is the first time mixed methods 

have been used to explore the complex interplay between social support and alcohol 

consumption. 

Conceptual/theoretical contributions and reflections 

Loneliness was associated with higher risk drinking amongst all groups except young 

women; yet in the standalone measure of loneliness, young women who felt lonely 

ΨǎƻƳŜ ƻŦ ǘƘŜ ǘƛƳŜΩ ǿŜǊŜ ƳƻǊŜ ƭƛƪŜƭȅ ǘƻ ōŜ Ǌƛǎƪȅ ŘǊƛƴƪŜǊǎΦ  Furthermore, 

representations of loneliness in the qualitative accounts used the term 

interchangeably with boredom, emptiness, and a lack of purpose.  Taken together, 

these findings indicate that the concept of loneliness may differ between groups and 

individuals.  The interchangeability of the term loneliness with boredom on the one 

hand, and emptiness on the other, is important because these two meanings are very 

different and likely to have differing influences on a range of health outcomes.  Thus, 

there is a call for the development of a better understanding of the range of lay 

understandings of loneliness. 

Strengths and limitations 

This study was the first to use mixed methods to explore a theory-based range of 

social support components in relation to alcohol consumption risk at different stages 

of the life course, including a consideration of differences according to social role.  

This thesis includes the first application of confirmatory factor analysis to measure 

the constructs of positive and negative support more accurately from six items 

commonly used to measure quality of support.  The quantitative studies used 

population-level datasets enabling generalisations to be made to the UK population, 

whilst the qualitative study provided a novel insight into the complex interplay 

between social support, social conflict, and the social regulation of alcohol 

consumption.   
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Very heavy or problematic drinkers are under-represented in survey data and 

therefore associations between aspects of social support and problematic alcohol 

consumption may not have been fully captured in the quantitative analyses.  

Therefore, the inclusion of a sample of heavy drinkers accessing alcohol treatment 

services was important in representing the experiences of this population.  When 

integrating the findings of the three studies, it was apparent that there were both 

similarities, particularly in terms of the relationship between negative aspects of 

support and drinking, and differences, particularly around the influence of positive 

support from partners on drinking, between the population-level findings and the 

qualitative findings from treatment-seeking adults. 

In the initial stages of this thesis, the intention had been for the National Child 

Development Study to be the primary dataset utilised and the most recent data 

available were for participants aged 55.  Therefore, only early and mid-adulthood 

samples were included in the analyses and the findings are not applicable to older 

adults. 

A summary of the limitations from the quantitative studies described in Chapters 5 

and 6 includes: issues with missing data, which were unable to be accounted for with 

multiple imputation due to the number, and types of analyses conducted; self-

reported data on alcohol consumption and the limits of units calculations that may 

have led to under-reporting of consumption; the representativeness of the NCDS 

population, who were predominantly white British and all born in 1958; and the 

difficulties of exploring the relationship between social support and alcohol 

consumption amongst young people from different cohorts (those born in 1958 

(NCDS) and those born between 1985 and 2001 (UKHLS)).  Effect sizes for the direct 

and indirect effects modelled in Chapter 6 were small, but appeared comparable to 

the limited existing data in this area.   

A summary of limitations from the qualitative study described in Chapter 7 includes: 

the potential lack of candour from interviewees due to the lack of anonymity that is 
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necessary in face-to-face and telephone interviews and lack of information on the 

ethnicity of participants.   

Research implications 

It is apparent from the work in this thesis, that seeing friends frequently and receiving 

both positive and negative support from friends are associated with drinking more 

alcohol.  Equally, being isolated from friends and family, and feeling lonely appear to 

be linked to risky drinking.  Whilst the findings of this thesis demonstrate that both 

pathways are associated with drinking more and therefore provide potential areas 

for intervention, it seems likely that the mechanisms influencing alcohol consumption 

from these two pathways may be different and may have differential impacts on 

outcomes such as problems associated with drinking.  Psychological distress 

associated with negative relationships appears to explain some, but not all, of this 

relationship, and future research should further explore i) the mechanisms of action 

in these different pathways to alcohol consumption, and ii) any difference in terms of 

alcohol-related problems caused by the different pathways.  A better understanding 

of these aspects could inform more targeted interventions.  

Additional research implications identified in the preceding chapters are summarised 

below: 

1. This thesis has explored the aspects of social support that might be expected 

to have a proximal relationship with alcohol consumption, but future research 

might consider the longitudinal associations between social support and 

alcohol consumption, particularly in relation to changes in social support, or 

sustained loneliness or negative quality of support over time. 

 

2. The role of parenthood in the relationship between loneliness and risky 

alcohol consumption appeared to be different between cohorts and further 

research is needed to explore this relationship within contemporary samples 

of parents.   

 



 

355 
 

3. It is clear that people access support from a range of sources and the 

quantitative elements of this thesis focused on the relationship between 

specific sources of support and alcohol consumption.  Future research might 

consider how support from different sources interact to influence alcohol 

consumption; for example, by exploring whether positive support from one 

source buffers negative support from another source, or whether there is a 

multiplicative effect of negative support from multiple sources.  

 

4. Due to COVID-19 related delays, the qualitative study did not include a non-

treatment seeking higher risk drinking group.  Qualitative accounts from non-

treatment seeking higher risk drinkers might provide additional context to 

some of the findings across Chapters 5, 6 and 7 of this thesis. 

Policy and practice recommendations 

Several key policy and practice recommendations arise from the quantitative and 

qualitative studies, and these are summarised below: 

1. Enabling people to maintain positive and supportive friendships and other 

relationships whilst making healthier choices about alcohol consumption is 

vital.  Possible approaches include: 

a. National campaigns such as Dry January targeting peer groups to 

encourage and support friendship groups to abstain for one month and 

reset their relationship with alcohol. 

b. Continued work to address the stigma associated with non-drinking. 

c. Normalisation of non-alcoholic options in pubs and venues that are 

competitively priced to encourage opting for non-alcoholic drinks. 

d. Late opening of non-drinking venues such as cafes and other non-fee 

paying social environments. 

 

2. Isolation, loneliness and negative interactions with partners, friends and 

relatives all appear to be linked to risky drinking and this relationship is 
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partially mediated via psychological distress.  Whilst the direction of causality 

is not clear, intervention approaches that take account of the reasons for 

drinking and the interpersonal consequences of drinking, might be effective.  

Possible approaches that could be developed and tested through 

experimental studies, include: 

a. Including an assessment of drinking expectancies and coping motives 

in opportunistic alcohol screening and brief intervention programmes 

in a range of settings, to enable a discussion of expectancies versus 

actual consequences of drinking, and to identify alternative coping 

methods and/or refer for additional support manage mental health. 

b. Including an assessment of the interpersonal consequences of 

drinking in opportunistic alcohol screening and brief intervention 

programmes to form a basis for building motivation to address 

drinking. 

c. Ensuring that service users presenting with co-occurring mental health 

and alcohol problems are treated for both issues concurrently, no 

matter which service they present to, which may necessitate 

additional workforce training.   

d. Providing educational information in schools and other settings about 

alternative ways of coping and specific risks around drinking to cope 

with negative emotions. 

 

3. Young men appear to be particularly vulnerable to higher risk alcohol 

consumption in combination with social isolation and loneliness, potentially 

putting them at greater risk of poorer mental health and risk of suicide.  A 

holistic approach to address these risk factors in parallel is needed, including: 

a. Approaching young men in alternative settings to healthcare practices, 

such as pubs, gyms, and workplaces. 

b. Making better use of initiatives such as social prescribing to ensure 

that they meet the needs of young people. 
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4. Maintaining supportive relationships, reconnecting with old friends/ relatives, 

or connecting with new people, are all key to remaining alcohol-free for 

people accessing alcohol treatment services.  In addition to the work that is 

already done in connecting service users to peer networks, treatment services 

should: 

a. Work collaboratively with family and friends throughout the 

treatment process to help support people to maintain these 

relationships. 

b. Work to change the image of treatment services being for people at 

ΨǊƻŎƪ ōƻǘǘƻƳΩΣ ǘƻ ƘŜƭǇ ŜƴǎǳǊŜ ǘhat people access services before the 

loss of key roles and relationships which can contribute to the 

hastening of alcohol-related problems. 

This thesis has made significant inroads into our understanding of the relationships 

between different aspects of social support and alcohol consumption.  This body of 

work is unique in having utilised a mixed methods approach to explore the complex 

interplay between social factors and alcohol consumption and has made research, 

policy, and practice recommendations in line with its findings.  
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Chapter 9 Appendices 

 Appendix 1: Literature review search strategy 

Databases and sources: 

1. PubMed 

2. PSYCHInfo 

3. MEDLINE 

4. EMBASE 

5. UCL Library full catalogue 

6. Search of reference lists from key papers 

 

Date range: 

Initial database search included papers over the last 20 years and was conducted 

between 01/07/2018 and 30/11/2019. 

The search was repeated in January 2022, searching for papers in the previous 3 

years. 

Search terms: 

ALCOHOL AND SOCIAL SUPPORT 

Alcohol OR alcohol abuse OR drinking OR addiction AND social  

Alcohol OR alcohol abuse OR drinking OR addiction AND social AND support 

Alcohol OR alcohol abuse OR drinking OR addiction AND social AND relation* 

Alcohol OR drinking OR addiction AND social AND isolation 

Alcohol OR drinking OR addiction AND isolation 

Alcohol OR drinking OR addiction AND loneliness 

Alcohol OR alcohol abuse OR drinking OR addiction AND friends 

Alcohol OR alcohol abuse OR drinking OR addiction AND family 

Alcohol OR alcohol abuse OR drinking OR addiction AND relatives 

Health beh* AND social 
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Health beh* AND social AND support 

Health beh* AND social AND relation* 

Health beh* AND isolation 

Health beh* AND loneliness 

 

ALCOHOL AND SOCIAL ROLES 

Alcohol OR alcohol abuse OR drinking OR addiction AND marriage OR marital OR 

partner*  

Alcohol OR alcohol abuse OR drinking OR addiction AND social AND roles  

Alcohol OR alcohol abuse OR drinking OR addiction AND jobs OR employ* OR work 

Alcohol OR alcohol abuse OR drinking OR addiction AND parent* OR mother* OR 

father* 

 

ALCOHOL, SOCIAL SUPPORT, & MENTAL HEALTH 

The search terms used for social support and alcohol consumption were repeated 

with the addition of: 

AND psychol* 

AND mental AND health OR illness 

AND distress 

AND wellbeing OR well* 

AND depression OR depress* OR anxiety OR anx*  

AND posttraumatic 
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 Appendix 2: NCDS social support and alcohol variables 

1974 (16yrs) 1981 (23yrs) 1991 (33yrs) 1999-2000 (41-42yrs) 2002-2004 (44-45yrs) 2008-2009 (50-51yrs) 2013 (55yrs) 
n=14,654 n=12,537 n=11,469 n=11,419 n=9377 n=9790 n=9137 

 Marital/cohabitation 
status 

Marital/cohabitation 
status 

Marital/cohabitation 
status 

Marital/cohabitation 
status 

Marital/cohabitation 
status 

Marital/cohabitation 
status 

Social Network Index Social Network Index Social Network Index Social Network Index Social Network Index Social Network Index Social Network Index 

Lives alone vs with others Lives alone vs with others Lives alone vs with others Lives alone vs with others Lives alone vs with others Lives alone vs with others Lives alone vs with others 

Freq.  plays sport Freq.  visits friends/family Regularly attends group 
activities 

Regularly attends group 
activities  

Regularly attends group 
activities 

Regularly attends group 
activities  

Freq.  plays sport 

Freq.  goes to parties Freq.  goes to parties, 
dances, discos 

Freq.  spends time as a 
family® 

Freq.  spends time as a 
family® 

Freq.  contact with 
friends/family 

Freq.  visits friends/family Freq.  goes to cinema, 
theatre, concerts 

Freq.  goes to dances Freq.  goes to cinema, 
theatre, concerts 

 Freq.  sees relatives and 
parents*  

Freq.  visits friends/family  Freq.  plays sport Freq.  goes to restaurant, 
pub 

Freq.  voluntary work Freq.  plays sport  Freq.  sees close person  No.  friends/family seen 
monthly 

Freq.  goes to cinema, 
theatre, concerts 

Freq.  voluntary work 

   Freq.  goes out with 
partner~ 

No.  people feel close to Freq.  goes to restaurant, 
pub 

Freq.  attends leisure 
groups 

   Freq.  goes out on 
own/with friends 

 Freq.  voluntary work  

   Freq.  partner goes out on 
own/with friends 

 Freq.  attends leisure 
groups 

 

     Freq.  visits friends/family 
(past 2 weeks) 

 

     Freq.  contact with 
friends/family (past 2 
weeks) 

 

     Freq.  contact with 
parents* 

 

     Neighbourhood/social 
participation index 

 

 Freq.  attends religious 
meetings/services ̂

Freq.  attends religious 
meetings/services ̂

Freq.  attends religious 
meetings/services ̂

 Freq.  attends religious 
meetings/services ̂

 

®if has partner/children 
*interaction with closeness 
^religion usually combined in social network index for health outcomes, but should I keep separate for alcohol outcomes? 
~only if in relationship 
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Social Support: 
Emotional 

Social Support: Emotional Social Support: Emotional Social Support: Emotional Social Support: Emotional Social Support: Emotional Social Support: Emotional 

Close to parents (vs not 
close) 

 How happy is your r/ship~ Close to family in HH  How much closest person 
(CP) gave advice/guidance 

How happy is your r/ship~  

  Share problems with 
partner~ 

Close to parents  How much could rely on CP Close to family in HH   

  Has someone for advice (0-
4 people) 

Has someone to listen and 
give support (close person) 

How much CP made feel 
good about self 

Close to parents   

  Has someone to talk to if 
upset with partner (0-4 
people) 

Can talk openly and frankly 
to close person 

How much shared interests 
with CP 

If needed to talk about 
problems, people willing to 
listen 

 

  Has someone to talk to if 
depressed/low (0-4 
people) 

Enough opportunity to talk 
openly/share feelings  

How much could confide in 
CP 

  

  Share outside interests 
with partner? 

 How much confided in CP   

    How much trusted CP with 
personal worries 

  

    How much CP shared 
personal worries  

  

~only if in relationship 

Social Support: Practical  Social Support: Practical Social Support: Practical Social Support: Practical Social Support: Practical Social Support: Practical Social Support: Practical 

  Has someone to help if ill 
(0-4 people) 

 How much needed help 
with major practical 
worries 

If sick, could count on 
people to help 

 

  Has someone to borrow 
money from (0-4 people) 

 How much CP helped with 
major practical worries 

  

  Has someone to help with 
garden jobs (0-4 people) 

 How much CP helped with 
minor practical worries 

  

Negative support: Social 
Conflict 

Negative support: Social 
Conflict 

Negative support: Social 
Conflict 

Negative support: Social 
Conflict 

Negative support: Social 
Conflict 

Negative support: Social 
Conflict 

Negative support: Social 
Conflict 

  Freq.  disagreements with 
partner~ 

Ever wish had not 
married/cohabited~ 

How much did CP give 
stress/worry 

  

  How disagreements with 
partner end~ 

 How much did talking to CP 
make things worse 

  

  Ever wish had not 
married/cohabited~ 

    

Negative Support: 
Inadequacy of Support 

Negative Support: 
Inadequacy of Support 

Negative Support: 
Inadequacy of Support 

Negative Support: 
Inadequacy of Support 

Negative Support: 
Inadequacy of Support 

Negative Support: 
Inadequacy of Support 

Negative Support: 
Inadequacy of Support 



 

 
 

3
9

2 

   Adequacy of support How much would have 
liked more practical 
support from CP  

  

    How much would have 
liked to confide more in CP 

  

~only if in relationship 

Alcohol  Alcohol Alcohol Alcohol Alcohol Alcohol Alcohol 

 Freq.  drink alcohol Freq.  drink alcohol Freq.  drink alcohol Freq.  drink alcohol (2004) Freq.  drink alcohol Freq.  drink alcohol 

Units in past 7 days Units in past 7 days Units in past 7 days Units in past 7 days Units in average week 
(2004) 

Units in past 7 days Units in past 7 days 

  CAGE - lifetime CAGE - lifetime Freq./units in lifetime 
heaviest drinking period 

  

  CAGE ς past year CAGE ς past year Reasons for not drinking   

  Freq.  drinks in breaks at 
work 

Freq.  drinks in breaks at 
work 

Influences on drinking   

  No.  days past week driven 
after alcohol 

Problem with alcohol? Reason cut down drinking   

  No.  times driven when 
probably over limit in past 
yr. 

Age first experienced 
problem with alcohol 

Reason stopped drinking   

   Still have problems with 
alcohol 

AUDIT AUDIT  

   Seen alcohol specialist in 
past 12 months 
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 Appendix 3: NCDS variables broken down by House et al.Ωs framework for social relationships and health 

SOCIAL INTEGRATION/ ISOLATION (QUANTITY) 

Existence and number of relationships Type of relationship Frequency of contact 

Question Age Question Age Question Age 

Lives with others 16, 23, 33, 
41, 50, 55 

Relationship to others in household 16, 23, 33, 
41, 50, 55 

Frequency sees family / friends 23, 50 

    Frequency engages in leisure pursuits: 
goes to pubs, parties, restaurants  
goes to cinema, theatre, concerts 
engages in sport and leisure 

16*, 23, 50, 
55 
 
*no cinema 

Number of friends seen per month 44 Who would you go to for: advice? Practical help? 
Borrow money? Felt upset? Felt depressed? Garden 
jobs?  

33 Frequency seen support person last year 41 

Number of relatives seen per month 44 Relationship to person who supports you most 41 Frequency of contacts with friends 44 

Group membership 33, 41, 50 Relationship to closest person 44 Frequency of visits to/by friends 44 

Religious affiliation  23, 33, 41, 
50 

  Frequency of contacts with relatives 44 

    Frequency of visits to/by relatives 44 

    Last 2 weeks: freq. visits by/to friends 50 

    Last 2 weeks: freq. contact with friends 50 

    How often do you talk to any of your neighbours? 50 

    Group membership: whether regularly attends 
meetings 

33, 41, 50 

    Religious affiliation: whether attends 
meetings/services 

23, 33, 41, 
50 

 

 

 

 

Existence and number of relationships 
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 1981 (sweep 4) 
(23yrs) n=12,537 

2008-2009 (sweep 8) 
(50-51yrs) n=9790 

Low risk Increased Higher 
risk 

Low risk Increased  Higher 
risk 

Lower risk Increased  Higher 
risk 

Lower risk Increased  Higher 
risk 

Men Women Men Women 

Lives with others:             

 Yes 2210 (96) 2215 (94) 741 (94) 3509 (96) 579 (94) 100 (93) 2213 (89) 1325 (88) 169 (83) 3036 (92) 445 (91) 54 (75) 

 No 92 (4) 138 (6) 50 (6) 140 (4) 37 (6) 8 (7) 269 (11) 176 (12) 35 (17) 269 (8) 42 (19) 15 (25) 

Marital/cohabitation status:             

  Single 1191 (50) 1506 (62) 583 (72) 1354 (36) 320 (51) 60 (55) 295 (12) 142 (9) 23 (11) 288 (9) 43 (9) 5 (7) 

  Married/cohabiting 1140 (48) 875 (36) 194 (24) 2242 (60) 282 (45) 35 (32) 1789 (72) 1082 (72) 127 (61) 2308 (70) 338 (69) 33 (46) 

 Divorced/separated/ 
 widowed 

29 (1) 365 (1) 37 (5) 126 (3) 30 (5) 15 (14) 405 (16) 281 (19) 58 (28) 709 (21) 107 (22) 34 (47) 

 

 1991 (sweep 5) 
(33yrs) n=11,469 

2008-2009 (sweep 8) 
(50-51yrs) n=9790 

Low risk Increased Higher 
risk 

Low risk Increased  Higher 
risk 

Lower risk Increased  Higher 
risk 

Lower risk Increased  Higher 
risk 

Men Women Men Women 

Member of group             

 No 2120 (84) 1654 (87) 341 (90) 2686 (74) 325 (79) 45 (76) 856 (34) 497 (33) 87 (42) 1450 (44) 202 (41) 40 (56) 

 Yes 391 (16) 254 (13) 40 (10) 921 (26) 86 (21) 14 (24) 1633 (66) 1008 (67) 121 (58) 1856 (56) 286 (59) 32 (44) 

Member of religion             

 No 1372 (54) 1161 (61) 245 (63) 1455 (40) 201 (49) 33 (55) 2114 (85) 1350 (90) 188 (90) 2566 (78) 413 (85) 59 (83) 

 Yes 1152 (46) 755 (39) 141 (37) 2179 (60) 212 (51) 27 (45) 373 (15) 149 (10) 20 (10) 735 (22) 75 (15) 12 (17) 

Type of relationship 

 1999 (sweep 6) - (41 yrs.)  

 MEN WOMEN  

 Low risk (<=14 units) Increased risk (15  to 
<50 units) 

Higher risk (50+) Low risk (<=14 units) Increased risk (15  to 
<35 units) 

Higher risk (35+) Total 

Who would turn to for 
advice/support 

N (%) N (%) N (%) N (%) N (%) N (%)  

 Spouse / partner 1272 (62) 1171 (61) 332 (52) 1928 (55) 365 (53) 69 (47) 5137 (58) 

 Parent 237 (11) 239 (12) 95 (15) 385 (11) 64 (9) 15 (10) 1035 (12) 

 Sibling 239 (12) 206 (11) 86 (14) 648 (13) 93 (14) 19 (13) 1111 (12) 

 Friend/neighbour 245 (12) 249 (13) 110 (17) 601 (17) 145 (21) 33 (22) 1383 (15) 

 Other 70 (3) 57 (3) 13 (2) 100 (3) 16 (2) 12 (8) 268 (3) 
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 2002 (sweep 7) - (44 yrs.)  

 MEN (AUDIT) WOMEN (AUDIT)  

 Non-drinker Low risk Increased risk High risk Non-drinker Low risk Increased risk High risk Total 

Relationship to closest person          

 Spouse / partner 122 (75) 2018 (87) 965 (84) 141 (79) 201 (62) 2385 (75) 346 (72) 48 (62) 6226 (79) 

 Parent 14 (9) 79 (3) 47 (4) 9 (5) 27 (8) 129 (4) 11 (2) 3 (4) 319 (4) 

 Sibling 7 (4) 50 (2) 27 (2) 4 (2) 18 (6) 132 (4) 28 (6) 7 (9) 273 (3) 

 Friend/neighbour 10 (6) 120 (5) 76 (7) 15 (8) 45 (14) 344 (11) 70 (15) 11 (14) 691 (9) 

 Son/daughter 9 (6) 38 (2) 27 (2) 9 (5) 25 (8) 154 (5) 18 (4) 8 (10) 288 (4) 

 Other 1 (1) 23 (1) 10 (1) 1 (1) 6 (2) 30 (1) 6 (1) 1 (1) 78 (1) 

 

Frequency of contact 

 1981 (sweep 4) 
(23yrs) n=12,537 

2008-2009 (sweep 8) 
(50-51yrs) n=9790 

Low risk Increased Higher 
risk 

Low risk Increased  Higher 
risk 

Lower risk Increased  Higher 
risk 

Lower risk Increased  Higher 
risk 

Men Women Men Women 

Frequency sees friends/family              

 Min.  1/week 1529 (65) 1587 (66) 505 (62) 2678 (72) 451 (71) 82 (75) 757 (35) 465 (35) 62 (36) 1525 (50) 215 (48) 33 (49) 

 Min.  1/month 692 (29) 656 (27) 213 (26) 946 (25) 157 (25) 21 (19) 698 (32) 441 (33) 48 (28) 897 (29) 127 (28) 14 (21) 

 Less than 1/month 136 (6) 170 (7) 96 (12) 97 (3) 23 (4) 7 (6) 735 (34) 425 (32) 60 (35) 624 (20) 106 (24) 20 (30) 

Frequency parties, pubs, restaurants*             

 Min.  1/week 297 (13) 652 (27) 357 (44) 548 (15) 184 (29) 46 (42) 696 (32) 767 (58) 128 (75) 766 (25) 201 (45) 32 (48) 

 Min.  1/month 989 (42) 1103 (46) 335 (41) 1555 (42) 288 (46) 52 (47) 883 (40) 387 (29) 24 (14) 1408 (46) 154 (34) 21 (31) 

 Less than 1/month 1072 (45) 657 (27) 119 (15) 1611 (43) 160 (25) 12 (11) 614 (28) 177 (13) 18 (11) 873 (29) 95 (21) 14 (21) 

Frequency cinema, theatre, concerts             

 Min.  1/week 131 (6) 189 (8) 68 (8) 200 (5) 50 (8) 9 (8) 23 (1) 12 (1) 1 (1) 30 (1) 5 (1) 0 (0) 

 Min.  1/month 730 (31) 773 (32) 218 (27) 1047 (28) 205 (32) 35 (32) 213 (10) 115 (9) 15 (9) 378 (12) 45 (10) 7 (11) 

 Less than 1/month 1499 (64) 1454 (60) 528 (65) 2475 (67) 377 (60) 66 (60) 1940 (89) 1200 (90) 150 (90) 2625 (87) 397 (89) 59 (89) 

Frequency sport and leisure (inc.  yoga/keep 
fit)*  

            

 Min.  1/week 915 (39) 1105 (46) 393 (48) 895 (24) 179 (28) 27 (25) 1241 (57) 847 (64) 92 (54) 1922 (63) 272 (61) 30 (46) 

 Min.  1/month 404 (17) 429 (18) 139 (17) 560 (15) 100 (16) 24 (22) 354 (16) 175 (13) 27 (16) 389 (13) 53 (12) 6 (9) 

 Less than 1/month 1038 (44) 879 (36) 281 (35) 2266 (61) 352 (56) 59 (54) 595 (27) 308 (23) 52 (30) 733 (24) 124 (28) 29 (45) 
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Frequency attends religious 
meetings/services ̂

            

 Min.  1/month 228 (18) 150 (13) 44 (12) 466 (19) 46 (12) 10 (14) 199 (8) 61 (4) 6 (3) 390 (12) 34 (7) 3 (4) 

 Less than 1/month 196 (16) 182 (16) 37 (10) 482 (19) 74 (19) 12 (17) 112 (5) 53 (4) 7 (3) 213 (6) 30 (6) 5 (7) 

 Rarely or never 838 (66) 820 (71) 289 (78) 1568 (62) 265 (69) 48 (69) 2178 (88) 1391 (92) 195 (94) 2703 (82) 424 (87) 64 (89) 

Group member: Frequency attends 
meetings  

            

 Min.  1/week       747 (47) 526 (52) 70 (58) 826 (45) 116 (41) 10 (31) 

 At least 1/month       295 (18) 169 (17) 12 (10) 322 (17) 60 (21) 6 (19) 

 Less than 1/mth       333 (20) 192 (19) 18 (15) 393 (21) 61 (21) 9 (28) 

 Never       238 (15) 121 (12) 21 (17) 3115 (17) 48 (17) 7 (22) 

 

 

Additional friendship variables in mid-life 
 
Visits to / visited by friends 
in past 2 weeks 

2008-2009 (sweep 8) (50-51yrs) 

Low risk Increased risk Higher risk Low risk Increased risk Higher risk 

Men Men Men Women Women Women 

 Not at all 483 (19) 207 (14) 32 (15) 491 (15) 80 (16) 16 (22) 

 Once or twice 1284 (52) 688 (46) 50 (24) 1554 (47) 184 (38) 21 (29) 

 3-6 times 580 (23) 481 (32) 73 (35) 1035 (31) 177 (36) 15 (21) 

 More than 6 times 142 (6) 129 (9) 53 (25) 226 (7) 47 (10) 20 (28) 

Contact (not face-to-face) 
friends past 2 wks 

      

 Not at all 339 (14) 159 (11) 30 (14) 227 (7) 40 (8) 8 (11) 

 Once or twice 787 (32) 391 (26) 39 (19) 839 (25) 108 (22) 16 (22) 

 3-6 times 745 (30) 475 (32) 52 (25) 1132 (34) 150 (31) 18 (25) 

 More than 6 times 618 (25) 480 (32) 87 (42) 1108 (34) 190 (39) 30 (42) 

 

 
Regularly stop and talk with 
people in neighbourhood 

2008-2009 (sweep 8) (50-51yrs) 

Low risk Increased risk Higher risk Low risk Increased risk Higher risk 

Men Men Men Women Women Women 

 Strongly agree 301 (14) 225 (17) 20 (12) 578 (19) 95 (21) 17 (26) 

 Agree 1062 (49) 659 (50) 90 (53) 1645 (54) 213 (48) 33 (50) 

 Neither agree nor disagree 534 (24) 274 (21) 40 (24) 480 (16) 82 (18) 10 (15) 

 Disagree 245 (11) 150 (11) 16 (9) 285 (9) 49 (11) 6 (9) 

Strongly disagree 43 (2) 24 (2) 3 (2) 50 (2) 7 (2) 0 (0) 

How often talk to any of 
neighbours 
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 On most days 640 (30) 440 (34) 74 (44) 972 (32) 143 (33) 30 (45) 

 Once or twice a week 977 (45) 573 (44) 58 (34) 1319 (44) 177 (40) 28 (42) 

 Once or twice a month 349 (16) 203 (16) 26 (15) 478 (16) 78 (18) 7 (11) 

 Less than once a month 162 (8) 80 (6) 9 (5) 207 (7) 36 (8) 1 (2) 

 Never 22 (1) 10 (1) 2 (1) 28 (1) 4 (1) 0 (0) 

 

 

 2002-2004  
44-45 years 

 Men (AUDIT) Women (AUDIT) 

Contact with relatives outside of HH (visit, phone, email) Non-drinkers Low risk Increased High/poss. 
dep 

Non-drinkers Low risk Increased High/poss. 
dep 

 Almost daily 72 (35) 816 (32) 387 (31) 72 (36) 212 (57) 1695 (50) 251 (47) 39 (44) 

 1/wk. 76 (37) 1294 (51) 606 (48) 91 (46) 120 (32) 1392 (41) 215 (40) 36 (41) 

 1/mth 22 (11) 243 (9) 135 (11) 19 (10) 23 (6) 198 (6) 33 (6) 5 (6) 

 1 every few mth 23 (11) 156 (6) 103 (8) 15 (8) 11 (3) 86 (3) 23 (4) 4 (5) 

 Never/almost never/no relatives 12 (6) 51 (2) 32 (3) 2 (1) 8 (2) 38 (1) 10 (2) 4 (5) 

Visit/visited by relatives outside of HH          

 Almost daily 34 (17) 308 (12) 170 (14) 30 (15) 107 (29) 654 (19) 111 (21) 15 (17) 

 1/wk. 78 (38) 1165 (46) 540 (43) 64 (32) 146 (39) 1493 (44) 210 (40) 29 (33) 

 1/mth 29 (14) 481 (19) 248 (20) 49 (25) 49 (13) 605 (18) 93 (18) 17 (20) 

 1 every few mth 41 (20) 476 (19) 231 (18) 43 (22) 59 (16) 557 (16) 94 (18) 14 (16) 

 Never/almost never/no relatives 22 (11) 120 (5) 69 (5) 12 (6) 11 (3) 94 (3) 19 (4) 12 (14) 

No.  relatives see 1/mth or more         

 None 6 (4) 27 (1) 14 (1) 1 (1) 4 (1) 47 (2) 7 (2) 2 (3) 

 1 or 2 59 (38) 778 (37) 380 (37) 71 (45) 122 (38) 1003 (35) 166 (37) 29 (43) 

 3-5 47 (30) 856 (41) 406 (39) 57 (36) 109 (34) 1157 (40) 162 (36) 24 (36) 

 6-10 31 (20) 303 (14) 178 (17) 17 (11) 54 (17) 497 (17) 81 (18) 8 (12) 

 More than 10 13 (8) 128 (6) 63 (6) 12 (8) 34 (11) 195 (7) 29 (7) 4 (6) 

Contact with friends or acq. outside of HH (visit, phone, email)         

 Almost daily 77 (37) 1029 (40) 638 (50) 113 (57) 170 (45) 1636 (48) 279 (52) 34 (39) 

 1/wk. 73 (35) 1032 (40) 476 (38) 57 (29) 128 (34) 1265 (37) 190 (36) 38 (44) 

 1/mth 20 (10) 279 (11) 87 (7) 17 (9) 34 (9) 310 (9) 48 (9) 8 (9) 

 1 every few mth 16 (8) 147 (6) 45 (4) 8 (4) 24 (6) 140 (4) 10 (2) 4 (5) 

 Never/almost never/no friends 20 (10) 72 (3) 19 (2) 4 (2) 18 (5) 62 (2) 6 (1) 3 (3) 

Visit/visited by friends outside of HH          

 Almost daily 30 (15) 317 (12) 219 (17) 42 (21) 61 (16) 513 (15) 79 (15) 11 (13) 

 1/wk. 87 (44) 1126 (44) 611 (48) 81 (41) 158 (43) 1587 (47) 266 (50) 36 (41) 

 1/mth 30 (15) 623 (24) 258 (20) 43 (22) 67 (18) 749 (22) 110 (21) 14 (16) 
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 1 every few mth 30 (15) 345 (14) 121 (10) 21 (11) 48 (13) 420 (12) 51 (10) 16 (18) 

 Never/almost never/no relatives 22 (11) 137 (5) 54 (4) 12 (6) 36 (10) 124 (4) 26 (5) 11 (13) 

No.  friends see 1/mth or more         

 None 3 (2) 8 (<1) 7 (1) 1 (1) 6 (2) 26 (1) 1 (<1) 2 (3) 

 1 or 2 48 (29) 632 (28) 207 (18) 27 (15) 99 (31) 815 (27) 115 (24) 27 (39) 

 3-5 44 (27) 695 (31) 336 (29) 52 (29) 109 (34) 1131 (37) 166 (34) 22 (31) 

 6-10 27 (17) 452 (20) 255 (22) 34 (19) 54 (17) 612 (20) 107 (22) 11 (16) 

 More than 10 41 (25) 470 (21) 371 (32) 65 (36) 49 (15) 483 (16) 98 (20) 8 (11) 

 

RELATIONAL CONTENT (QUALITY) 

Social Support Social Conflict Social Regulation 

Question Age Question Age Question Age 

Has someone for support? 41 Unhappy vs happy in relationship 33, 50 {ǘƻǇǇŜŘ ƻǊ Ŏǳǘ Řƻǿƴ ŘǊƛƴƪƛƴƎ ŀǎ ŦǊƛŜƴŘǎ ŘƻƴΩǘ ŘǊƛƴƪ 44 

Generally talk openly? 41 Close person provides negative support (CPQ) 44   

Close person provides emotional / confiding support 
(CPQ) 

44     

Close person provides practical support (CPQ) 44     

Has people that will listen to them 50     

Can count on people if sick 50     

Share problems with partner 33     

 

 

 

 

Social Support 

 1999 (sweep 6) - (41 yrs.)  

 MEN WOMEN  

 Low risk (<=14 units) Increased risk (15  to 
<50 units) 

Higher risk (50+) Low risk (<=14 units) Increased risk (15  to 
<35 units) 

Higher risk (35+) Total 

 N (%) N (%) N (%) N (%) N (%) N (%)  
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Has someone to turn to for 
advice/support 

       

 Yes 2063 (95) 1922 (95) 363 (94) 3486 (99) 684 (98) 148 (99) 8939 (97) 

 No 103 (5) 98 (5) 40 (6) 45 (1) 14 (2) 1 (1) 301 (3) 

Can CM talk frankly and share 
feelings with support person? 

       

 Yes, over anything 1388 (67) 1306 (68) 437 (69) 2549 (73) 509 (75) 116 (78) 6305 (71) 

 Yes, over most things 595 (29) 535 (28) 170 (27) 874 (25) 161 (24) 26 (18) 2361 (26) 

 Yes, over some things 69 (3) 72 (4) 26 (4) 56 (2) 12 (2) 5 (3) 240 (3) 

 No 11 (1) 8 (<1) 2 (<1) 5 (<1) 1 (<1) 1 (1) 28 (<1) 

Does CM generally feel they can 
talk openly about feelings? 

       

 Yes 1724 (80) 1645 (82) 550 (81) 3056 (87) 605 (87) 122 (82) 7702 (83) 

 No 438 (20) 369 (18) 126 (19) 447 (13) 93 (13) 26 (18) 1529 (17) 

        

Plus: could support person visit CM at home if needed?  How often has CM seen support person in last yr.?  Does CM feel they have seen support person enough in last yr.?  How long has CM known support person? 

 2002-2004 
(44-45yrs) 

 n=9377 

 Men Women Total 

 Non-drinker Low risk Increased High risk Non-drinker Low risk  Increased High risk N (%) 

Confiding/emotional support 
(tertiles) 

         

  Lowest 80 (43) 1061 (43) 577 (47) 108 (55) 159 (45) 1253 (38) 190 (37) 42 (51) 3470 (41) 

  Middle  55 (30) 779 (32) 418 (34) 51 (26) 107 (30) 1145 (34) 172 (33) 23 (28) 2750 (33) 

  Highest 49 (27) 632 (26) 2369 (19) 36 (18) 86 (24) 930 (28) 157 (30) 18 (22) 2147 (26) 

Practical support (tertiles)          

  Lowest 78 (41) 852 (34) 470 (38) 76 (39) 155 (43) 1334 (40) 216 (41) 39 (45) 3220 (38) 

  Middle  47 (25) 771 (31) 392 (32) 63 (32) 79 (22) 991 (30) 169 (32) 23 (26) 2535 (30) 

  Highest 64 (34) 882 (35) 882 (35) 56 (29) 129 (36) 1026 (31) 140 (27) 25 (29) 2703 (32) 

 2008 (sweep 8) ς (50 yrs.)  

 MEN WOMEN  

 Low risk (<=14 units) Increased risk (15  to 
<50 units) 

Higher risk (50+) Low risk (<=14 units) Increased risk (15  to 
<35 units) 

Higher risk (35+) Total 

 N (%) N (%) N (%) N (%) N (%) N (%)  

If you were sick in bed how 
much could you count on 
people around you to help out? 

       

 Not at all 51 (2) 32 (2) 4 (2) 49 (1) 7 (1) 5 (6) 147 (2) 
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 A little 137 (6) 74 (5) 19 (9) 272 (8) 42 (9) 8 (11) 552 (7) 

 Somewhat 261 (11) 150 (10) 21 (10) 509 (15) 78 (16) 13 (18) 1032 (13) 

 A great deal 2037 (82) 1248 (83) 164 (79) 2475 (75) 361 (74) 47 (65) 6332 (79) 

If you needed to talk about your 
problems and private feelings 
how much would the people 
around you be willing to listen? 

       

 Not at all 53 (2) 38 (3) 8 (4) 58 (2) 11 (2) 1 (1) 169 (2) 

 A little 142 (6) 142 (6) 10 (5) 178 (5) 26 (5) 8 (11) 437 (5) 

 Somewhat 381 (15) 214 (14) 39 (19) 554 (17) 89 (18) 10 (14) 1287 (16) 

 A great deal 1904 (77) 1171 (78) 151 (73) 2510 (76) 361 (74) 53 (74) 6150 (76) 

 

Social Conflict 

 2002-2004 
(44-45yrs) 

 n=9377 

 Men Women Total 

 Non-drinker Low risk Increased High risk Non-drinker Low risk  Increased High risk N (%) 

Negative support (tertiles)          

  Lowest 76 (41) 1198 (48) 575 (47) 71 (36) 160 (45) 1586 (48) 232 (45) 26 (31) 3924 (47) 

  Middle  65 (35) 793 (32) 421 (34) 67 (34) 110 (31) 1209 (36) 176 (34) 27 (33) 2868 (34) 

  Highest 44 (24) 483 (20) 236 (19) 57 (29) 83 (24) 523 (16) 106 (21) 30 (36) 1562 (19) 

 

 

 

 1991 (sweep 5) - (33 yrs.)  

 MEN WOMEN  

How happy is your relationship?  
1 (v unhappy) to 7 (v happy)? 

Low risk (<=14 units) Increased risk (15  to 
<50 units) 

Higher risk (50+) Low risk (<=14 units) Increased risk (15  to 
<35 units) 

Higher risk (35+) Total 

 N (%) N (%) N (%) N (%) N (%) N (%)  

 No relationship        

 Unhappy (1-3) 78 (4) 56 (5) 13 (6) 113 (4) 25 (9) 2 (6) 386 (5) 

 Happy/neutral (4-7) 1701 (96) 1173 (95) 204 (94) 2483 (96) 261 (91) 34 (94) 7414 (95) 
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 2008-2009 (sweep 8)  (50-51yrs)  

 MEN WOMEN  

How happy is your relationship?  
1 (v unhappy) to 7 (v happy)? 

Low risk (<=14 units) Increased risk (15  to 
<50 units) 

Higher risk (50+) Low risk (<=14 units) Increased risk (15  to 
<35 units) 

Higher risk (35+) Total 

 N (%) N (%) N (%) N (%) N (%) N (%)  

 No relationship 335 (13) 195 (13) 44 (21) 482 (15) 66 (14) 18 (25) 1140 (14) 

 Unhappy (1-3) 225 (9) 131 (9) 19 (9) 262 (8) 42 (9) 5 (7) 684 (8) 

 Happy/neutral (4-7) 1929 (78) 1178 (78) 144 (70) 2561 (77) 380 (78) 49 (68) 6241 (77) 

 

 2008-2009 (sweep 8)  (50-51yrs)  

 MEN WOMEN  

How happy is your 
relationship?  
1 (v unhappy) to 7 (v happy)? 

Non-drinker Low risk (AUDIT 
1-7) 

Increased risk 
(AUDIT 8-15) 

Higher risk/poss. 
dep (AUDIT 16+) 

Non-drinker Low risk (AUDIT 
1-7) 

Increased risk 
(AUDIT 8-15) 

Higher risk/poss. 
dep (AUDIT 16+) 

Total 

          

 No relationship 72 (32) 418 (12) 149 (15) 39 (30) 104 (27) 562 (14) 101 (22) 23 (33) 1622 (17) 

 Unhappy (1-3) 16 (7) 292 (9) 99 (10) 18 (14) 40 (10) 316 (8) 34 (7) 18 (26) 835 (9) 

 Happy/neutral (4-7) 139 (61) 2652 (79) 742 (75) 75 (57) 242 (63) 3089 (78) 328 (71) 28 (41) 7326 (75) 

 

 

 

SOCIAL NETWORK STRUCTURE (QUANTITY) 

Reciprocity 
 

Durability 
 

Network density and similarity 

Question Age Question Age Question Age 

No variables  No variables  No variables  
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 Appendix 4: Sociodemographic differences between complete cases and missing/excluded cases 

NCDS: Sociodemographic differences between complete cases and sample with missing data on any key variable 

Sweep 4 (age 23) Responders: 

12,537 

Complete cases: 12,122 (97%) Missing: 415 (3%)  

 Gender 

n=12,536 

 

SES 

n=12,536 

Ethnicity 

n=12,537 

Longstanding illness/ 

Disability 

n=12,528 

 Male Female Prof & int Other 

NM 

Skill 

man 

Other man Other White All other Yes No 

Complete case (%) 6027 (96) 6095 (97) 2419 (94) 3995 

(99) 

2932 

(99) 

2363 (98) 413 

(78) 

11,857 (97) 265 (98) 528 (91) 11,599 (97) 

Missing (%) 239 (4) 175 (3) 142 (6) 56 (1) 41 (1) 60 (2) 115 

(22) 

409 (3) 6 (2) 53 (9) 353 (3) 

Chi2 (P) 10.27 P=.001 691.2 P<.001 1.04 P=.308 68.41 P<0.001 

Sweep 7 (Biomed) (age 

41-42) 

Responders: 9377 Complete cases: 

7360 (78%) 

Missing: 

2017 (22%)  

 

 Gender: 

n=9376 

 

SES at sweep 

n=9376 

Ethnicity  

n=9377 

Longstanding illness/ 

Disability 

n=9082 

 Male Female Prof man Skill NM Skill 

man 

Other man Other 

unk 

White All other Yes No 

Complete case (%) 3579 (77) 3781 (80) 3143 (83) 1597 

(82) 

1280 

(73) 

1075 (72) 265 

(62) 

7231 (79) 129 (68) 402 (75) 6958 (81) 

Missing (%) 1085 (23) 931 (20) 632 (17) 348 (18) 463 

(27) 

413 (28) 160 

(38) 

1956 (21) 61 (32) 132 (25) 1590 (19) 

Chi2 (P) 17.06 P<.001 192.3 P<.001 12.9 P<.001 12.2 P<.001 

Sweep 8 (age 50-51) Responders: 9790 Complete cases: 7840 (80%) Missing: 1940 (20%)  

 Gender SES at sweep Ethnicity Longstanding illness/ 
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n=9789 

 

n=9629 n=9790 Disability 

n=9776 

 Male Female Man 

Prof 

Intermediat

e 

Routine Other 

 

White All other Yes No 

Complete case (%) 3819 (79) 4021 (81) 3371 (84) 1691 (82) 2176 (79) 602 (77) 7683 (80) 157 (73) 1166 (76) 6674 (81) 

Missing (%) 1002 (21) 947 (19) 644 (16) 384 (18) 583 (21) 178 (23) 1893 (20) 57 (27) 366 (24) 1570 (19) 

Chi2 (P) 4.55 P=.033 38.27 P<.001 6.40 P=0.011 19.1 P<.001 

 

UKHLS: Socio-demographic differences between included and excluded sample 

Wave 2 (2010-2012) 

Early adulthood 

Responders: 6359 Complete cases: 2995 (46%) Missing: 3404 (54%)  

 Gender 

n=6359 

 

SES 

n=6332 

Ethnicity 

n=6317 

Longstanding illness/ 

Disability 

n=6355 

 Male Female Prof & int Intermediat

e 

Routine Inapplicabl

e 

White All other Yes No 

Complete case (%) 1369 (46) 1586 (47) 400 (54) 377 (49) 1077 (50) 1101 (41) 2567 (53) 388 (27) 437 (49) 2518 (46) 

Excluded or missing (%) 1609 (54) 1795 (53) 347 (46) 391 (51) 1047 (50) 1589 (59) 2304 (47) 1058 (73) 457 (51) 2943 (54) 

Chi2 (P) 0.56 P=.454 62.59 P<.001 299.66 P<.001 2.37 P=.123 

Wave 2 (2010-2012) 

Mid-adulthood 

Responders: 

14,664 

Complete cases: 

8703 (59%) 

Missing: 

5961 (41%)  

 

 Gender: 

n=14,664 

SES 

n=14,601 

Ethnicity  

n=14,595 

Longstanding illness/ 

Disability 

n=14,653 

 Male Female Prof & int Intermediat

e 

Routine Inapplicabl

e 

White All other Yes No 

Complete case (%) 3849 (57) 4854 (61) 3375 (68) 1682 (62) 2093 (56) 1553 (49) 8023 (65) 680 (31) 2811 (57) 5892 (61) 

Excluded or missing (%) 2852 (43) 3109 (39) 1597 (32) 1037 (38) 1627 (44) 1637 (51) 4369 (35) 1523 (69) 2122 (43) 3828 (43) 
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Chi2 (P) 18.66 P<.001 322.44 P<.001 891.71 P<.001 17.92 P<.001 

Wave 9 (2017-2019)  

Early adulthood 

Responders: 3963 Complete cases: 2976 (76%) Missing: 960 (24%)  

 Gender 

n=3936 

 

SES at sweep 

n=3731 

Ethnicity 

n=3914 

Longstanding illness/ 

Disability 

n=3926 

 Male Female Man 

Prof 

Intermediat

e 

Routine Other 

 

White All other Yes No 

Complete case (%) 1317 (73) 1659 (77) 510 (87) 405 (85) 1039 (84) 1022 (72) 2246 (80) 730 (66) 562 (74) 2414 (76) 

Excluded or missing (%) 476 (27) 484 (23) 78 (13) 77 (16) 196 (16) 406 (28) 568 (20) 370 (34) 194 (26) 756 (24) 

Chi2 (P) 8.31 P<.01 98.03 P<.001 78.53 P<.001 1.09 P=.296 

         

         

         

         

         

         

     

Wave 9 (2017-2019) 

Mid-adulthood 

Responders: 9528 Complete cases: 7473 (78%) Missing: 2055 (22%)  

 Gender 

n=9528 
 

SES at sweep 

n=9291 

Ethnicity 

n=9482 

Longstanding illness/ 

Disability 

n=3926 

 Male Female Man 

Prof 

Intermediat

e 

Routine Other 

 

White All other Yes No 

Complete case (%) 3329 (77) 4144 (79) 3103 (88) 1413 (810 1755 (79) 1202 (67) 6201 (82) 1272 (67) 2307 (76) 5166 (80) 

Excluded or missing (%) 981 (23) 1074 (21) 432 (12) 339 (19) 464 (21) 583 (33) 1384 (18) 625 (21) 747 (24) 1298 (20) 

Chi2 (P) 6.62 P=.01 318.27 P<.001 196.38 P<.001 23.58 P<.001 
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 Appendix 5: Calculating CPQ tertiles 

9.5.1 Calculating tertiles 

Tertiles were created with the full dataset (men and women) in order to be able to 

draw comparisons between genders.  Whilst the data for practical support was evenly 

split between the three categories (low, middle, high), a higher proportion of 

participants were in the lowest tertile for confiding/emotional support and in the 

lowest tertile for negative support.  The tables below demonstrate the number and 

proportion of respondents in each tertile and the range of scores per tertile.  These 

questions are asked on Likert scales (e.g., How much did this you confide in this 

person? 1.  Not at all, 2.  A little, 3.  Quite a lot, 4.  A great deal) and the scores for 

confiding/emotional support were skewed to the highest scores, whilst the scores for 

negative support were skewed toward the lowest scores.  Because all respondents 

scoring the same number must be placed in the same tertile, this led to some tertiles 

being larger than others. 

As demonstrated below, the proportion of participants with complete cases in each 

tertile was very similar to the proportion in each tertiles from the full sample. 

Confiding/emotional 
support 

Min Max N: Total 
sample 

N: Complete 
cases 

Low 7 21 3470 (41) 2975 (40) 

Middle 22 25 2750 (33) 2432 (33) 

High 26 28 2147 (26) 1953 (27) 
 

Practical support Min Max N: Total 
sample 

N: Complete 
cases 

Low 3 7 3220 (38) 2715 (37) 

Middle 8 9 2535 (30) 2234 (30) 

High 10 12 2703 (32) 2411 (33) 
 

 

Negative support Min Max N: Total 
sample 

N: Complete 
cases 

Low 4 5 3924 (47) 3457 (47) 

Middle 6 7 2868 (34) 2564 (35) 

High 8 16 1562 (19) 1339 (18) 
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9.5.2 Relational content and alcohol risk: Re-analysed with tertiles calculated 

within sex 

Table A: Relational content (social support and social conflict) and alcohol risk in 
mid-adulthood: National Child Development Study (tertiles calculated within sex) 

In the NCDS mid-adulthood sample (Table A), the proportion of participants in the 

lowest tertiles for emotional/confiding support and practical support increased as the 

alcohol risk increased, and the proportion in the highest tertiles decreased as the 

alcohol risk increased for both men and women.  Amongst women, the proportion in 

the lowest tertile for negative support decreased as alcohol risk increased and the 

proportion in the highest tertile for negative support increased alongside alcohol risk.  

For men, the proportion in the highest tertile increased with alcohol risk but only by 

small increments and the proportion in the lowest tertile showed no linear pattern. 

In mid-adulthood, male NCDS participants in the highest (vs lowest) tertile for 

emotional/confiding support (RRR 0.51, 95% CI 0.28-0.93) and men in the highest (vs 

lowest) tertile for practical support (RRR 0.26, 95% CI 0.12-0.59) were significantly 

less likely to be higher (vs low) risk drinkers (see Table B). 

 

 

 2002-2004 (biomedical sweep) 
(44-45yrs) n=9377 

ALCOHOL RISK ALCOHOL RISK 

Low risk 
<=14 unit 

Increased 
15 to <50 

Higher risk 
(50+) 

Low risk 
<=14 unit 

Increased 
15 to <35 

Higher risk 
(35+) 

Men Women 

SOCIAL SUPPORT N (%) N (%) N (%) N (%) N (%) N (%) 

Confiding/emotional 
support tertiles 

      

 Lowest 965 (36) 391 (36) 45 (46) 1305 (38) 157 (34) 19 (59) 

 Middle 894 (33) 367 (34) 30 (31) 1173 (34) 256 (34) 6 (19) 

 Highest 842 (31) 324 (30) 22 (23) 943 (28) 150 (32) 7 (22) 

Practical support tertiles       

 Lowest 942 (34) 400 (37) 47 (48) 1381 (40) 183 (39) 17 (47) 

 Middle 1119 (41) 458 (42) 40 (41) 1024 (30) 143 (31) 11 (31) 

 Highest 673 (25) 232 (21) 11 (11) 1042 (30) 139 (30) 8 (22) 

SOCIAL CONFLICT       

Negative support tertiles       

 Lowest 1285 (48) 493 (46) 54 (55) 1605 (47) 219 (48) 12 (34) 

 Middle 886 (33) 369 (34) 23 (23) 703 (21) 94 (20) 2 (6) 

 Highest 529 (20) 221 (20) 21 (21) 1096 (32) 148 (32) 21 (60) 
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Table B: Logistic regression model of relational content and alcohol risk group (by 
average weekly consumption) (NCDS): Social support (tertiles calculated by sex) 

 MID-ADULTHOOD (age 44-45) 
 Men Women 

 ALCOHOL RISK ALCOHOL RISK 

Emotional/confiding 
support 

Low risk 
Җ14 units 

Increased  
15  to <50 

Higher risk 
(50+) 

Low risk 
Җ14 units 

Increased  
15  to <35 

Higher risk 
(35+) 

  RRR 95% CI RRR 95% CI  RRR 95% CI RRR 95% CI 

Lowest tertile Ref Ref Ref Ref Ref Ref 

Middle tertile Ref 1.05 0.71 Ref 1.09 0.39* 
 0.88-1.26 0.42-1.21  0.85-1.40 0.15-0.98 

Highest tertile Ref 0.99 0.51* Ref 1.29 0.47 

 0.82-1.19 0.28-0.93  0.99-1.66 0.18-1.20 

Practical support Low risk Increased risk Higher risk Low risk Increased risk Higher risk 

Lowest tertile Ref Ref Ref Ref Ref Ref 

Middle tertile Ref 0.96 0.71 Ref 1.04 0.92 

 0.81-1.14 0.43-1.15  0.81-1.33 0.42-1.99 

Highest tertile Ref 0.83 0.26** Ref 1.00 0.47 

 0.68-1.02 0.12-0.59  0.78-1.28 0.18-1.21 

*P<0.05  **P<0.01  ***P<0.001 
Model adjusted for SEP, ethnicity and longstanding illness or disability 
^Outcome base category is low risk drinkers 
 

In mid-adulthood, female NCDS participants in the highest tertile for negative support 

were significantly more likely to be higher (vs low) risk drinkers as those in the lowest 

tertile (RRR 2.54, 95% CI 1.20-5.36) (Table C). 

Table C: Logistic regression model of relational content and alcohol risk group (by 
average weekly consumption) (NCDS): Social conflict (tertiles calculated by sex) 

 MID-ADULTHOOD (age 44-45) 
 Men Women 

 ALCOHOL RISK ALCOHOL RISK 

Negative 
support 

Low risk Җ14 
units 

Increased  
15  to <50 

Higher risk 
(50+) 

Low risk Җ14 
units 

Increased  
15  to <35 

Higher risk 
(35+) 

  RRR 95% CI RRR 95% CI  RRR 95% CI RRR 95% CI 

Lowest tertile Ref Ref Ref Ref Ref Ref 

Middle tertile Ref 1.09 0.69 Ref 1.00 0.42 
 0.92-1.29 0.40-1.18  0.76-1.31 0.09-1.92 

Highest 
tertile 

Ref 1.10 0.81 Ref 1.03 2.54* 

 0.90-1.35 0.44-1.51  0.81-1.30 1.20-5.36 

*P<0.05  **P<0.01  ***P<0.001 
Model adjusted for SEP, ethnicity and longstanding illness or disability 
^Outcome base category is low risk drinkers 
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 Appendix 6: Unadjusted and adjusted regression models 

Bivariate regression models 

SOCIAL INTEGRATION/ISOLATION: Existence of and number of relationships (NCDS) 

EARLY ADULTHOOD (age 23) 
 Model 1 Model 2 Model 3 Model 4 

 Men Women Men Women Men Women Men Women 
 Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher risk 

Lives with 
others 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

Lives alone 1.50** 1.62** 1.61* 2.01 1.44** 1.75** 1.55* 2.17* 1.34 1.86** 1.54 2.28 1.51** 1.71** 1.55* 2.05 

1.14-1.96 1.14-2.31 1.10-2.33 0.96-4.20 1.10-1.90 1.21-2.51 1.06-2.25 1.03-4.58 0.98-1.83 1.24-2.78 1.00-2.36 1.00-2.36 1.15-1.97 1.20-2.45 1.07-2.25 0.97-4.31 

No religion 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

Religion 0.80***  0.73***  0.75** 0.83 0.80***  0.74***  0.74** 0.86 0.80** 0.78* 0.67***  0.87 0.64***  0.63** 0.52***  0.73 

0.72-0.90 0.62-0.86 0.62-0.90 0.56-1.23 0.71-0.90 0.63-0.87 0.62-0.89 0.57-1.28 0.70-0.92 0.65-0.95 0.55-0.81 0.55-1.38 0.51-0.80 0.45-0.89 0.38-0.72 0.37-1.41 

*P<0.05  **P<0.01  ***P<0.001 
Model 1: Unadjusted   Model 3: Adjusted for SEP and ethnicity 
Model 2: Adjusted for SEP  Model 4: Adjusted for SEP, ethnicity and longstanding illness or disability 
^Outcome base category is low risk drinkers 
 

MID-ADULTHOOD (age 50) 
 Model 1 Model 2 Model 3 Model 4 

 Men Women Men Women Men Women Men Women 
 Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher risk 

Lives with 
others 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

Lives alone 1.09 1.70** 1.07 3.76***  1.11 1.51* 1.06 3.56***  1.11 1.56* 1.11 3.69***  1.13 1.52 1.14 3.42***  

0.89-1.34 1.15-2.50 0.76-1.50 2.18-6.51 0.90-1.36 1.01-2.23 0.76-1.50 2.03-6.23 0.88-1.39 1.00-2.42 0.77-1.61 2.00-6.82 0.90-1.41 0.97-2.37 0.80-1.63 1.86-6.30 

No religion 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

Religion 0.63***  0.60* 0.63** 0.71 0.61***  0.61 0.63** 0.75 0.62***  0.73 0.62** 0.70 0.47***  0.32* 0.55** 0.41 

0.51-0.77 0.38-0.97 0.49-0.82 0.38-1.33 0.50-0.75 0.38-1.03 0.48-0.82 0.40-1.40 0.50-0.77 0.44-1.22 0.47-0.82 0.35-1.40 0.34-0.65 0.12-0.89 0.37-0.82 0.13-1.32 

*P<0.05  **P<0.01  ***P<0.001 
Model 1: Unadjusted   Model 3: Adjusted for SEP and ethnicity 
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Model 2: Adjusted for SEP  Model 4: Adjusted for SEP, ethnicity and longstanding illness or disability 
^Outcome base category is low risk drinkers 
 

SOCIAL INTEGRATION/ISOLATION: Type of relationship (NCDS) 

EARLY ADULTHOOD (age 23) 
 Model 1 Model 2 Model 3 Model 4 

 Men Women Men Women Men Women Men Women 
1st other 
member of 
household 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk 

Partner 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

Child 0.33 - 1.48 5.24***  0.31 - 1.54 4.16** 0.43 - 1.39 4.58** 0.42 - 1.39 4.55** 

0.04-2.96 - 0.89-2.45 2.36-
11.65 

0.03-2.75 - 0.91-2.59 1.78-9.74 0.04-4.11 - 0.76-2.54 1.68-
12.52 

0.04-4.07 - 0.76-2.55 1.67-12.46 

Parent 1.61***  2.99***  1.78***  2.97***  1.66***  3.23***  1.74***  2.96***  1.75***  3.49***  1.74***  3.52***  1.76***  3.52***  1.73***  3.52***  

1.42-1.82 2.47-3.61 1.45-2.17 1.85-4.77 1.46-1.89 2.65-3.93 1.42-2.13 1.83-4.77 1.52-2.03 2.77-4.39 1.39-2.17 2.01-6.12 1.53-2.04 2.79-4.43 1.39-2.17 2.02-6.13 

Other relative 1.98** 4.15***  2.49** 4.48* 2.00** 4.42***  2.48** 4.46* 1.93* 4.13***  2.47* 4.76* 1.94* 4.15***  2.48* 4.72* 

1.29-3.04 2.43-7.07 1.35-4.59 1.33-
15.17 

1.29-3.10 2.56-7.65 1.34-4.57 1.32-
15.10 

1.15-3.23 2.11-8.05 1.24-4.93 1.07-
21.05 

1.16-3.24 2.13-8.09 1.24-4.95 1.07-20.91 

Non-relative 1.90***  2.99***  2.65***  5.01***  2.10* 4.12***  2.53***  5.99***  2.04***  3.81***  2.66***  7.65***  2.05***  3.85***  2.62***  7.63***  

1.50-2.41 2.15-4.15 2.00-3.51 2.77-9.06 1.63-2.70 1.25-1.49 1.88-3.39 3.26-
11.02 

1.54-2.72 2.51-5.78 1.92-3.68 3.82-
15.30 

1.54-1.26 2.54-5.84 1.89-3.63 3.81-15.26 

*P<0.05  **P<0.01  ***P<0.001 
Model 1: Unadjusted   Model 3: Adjusted for SEP and ethnicity 
Model 2: Adjusted for SEP  Model 4: Adjusted for SEP, ethnicity and longstanding illness or disability 
^Outcome base category is low risk drinkers 
 

MID-ADULTHOOD (age 50) 
 Model 1 Model 2 Model 3 Model 4 

 Men Women Men Women Men Women Men Women 
1st other 
member of 
household 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk 

Partner 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

Child 1.20 0.80 0.91 1.55 1.23 0.74 0.91 1.56 1.21 0.47 0.94 1.70 1.22 0.47 0.94 1.71 

0.88-1.64 0.35-1.86 0.65-1.27 0.72-2.27 0.90-1.67 0.32-1.73 0.65-1.28 0.72-3.38 0.86-1.71 0.15-1.52 0.67-1.34 0.74-3.92 0.86-1.72 0.15-1.52 0.66-1.34 0.74-3.93 

Parent 0.72 1.20 0.37 - 0.74 0.99 0.38 - 0.66 1.00 0.20 - 0.66 1.01 0.20 - 

0.45-1.12 0.47-3.07 0.09-1.54 - 0.45-1.22 0.39-2.54 0.09-1.58 - 0.38-1.14 0.35-2.86 0.03-1.50 - 0.38-1.14 0.35-2.87 0.03-1.50 - 

Other relative 0.31 - - - 0.32 - - - 0.31 - - - 0.31 - - - 



 

 
 

4
1

1 

0.07-1.38 - - - 0.07-1.44 - - - 0.07-1.42 - - - 0.07-1.41 - - - 

Non-relative 2.17 - - - 2.02 - 2.08 - 2.01 - 1.25 - 2.01 - 1.26 - 

0.80-5.84 - - - 0.73-5.59 - 0.67-6.43 - 0.61-6.61 - 0.28-5.67 - 0.61-6.63 - 0.28-5.71 - 

*P<0.05  **P<0.01  ***P<0.001 
Model 1: Unadjusted   Model 3: Adjusted for SEP and ethnicity 
Model 2: Adjusted for SEP  Model 4: Adjusted for SEP, ethnicity and longstanding illness or disability 
^Outcome base category is low risk drinkers 
 

MID-ADULTHOOD (44-45) 
 Model 1 Model 2 Model 3 Model 4 

 Men Women Men Women Men Women Men Women 
Person felt 
closest to 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk 

Partner 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

Parent 1.00 2.73* 0.46* 1.94 1.03 2.28* 0.46* 1.89 1.14 2.84* 0.44* 1.96 1.21 2.84* 0.45* 1.99 

0.68-1.48 1.22-6.14 0.22-0.94 0.45-8.40 0.69-1.52 1.01-5.17 0.22-0.95 0.43-8.20 0.76-1.71 1.24-6.52 0.20-0.95 0.45-8.53 0.80-1.81 1.23-6.55 0.21-0.97 0.46-8.67 

Sibling 1.21 0.67 1.21 - 1.23 0.59 1.21 - 1.18 - 1.36 - 1.22 - 1.37 - 

0.75-1.94 0.09-4.93 0.77-1.91 - 0.76-1.98 0.08-4.36 0.77-1.91 - 0.71-1.97 - 0.85-2.17 - 0.73-2.04 - 0.85-2.19 - 

Friend/  
neighbour 

0.96 3.02** 1.20 2.87* 0.97 2.84** 1.20 2.86* 0.99 2.78** 1.24 2.70* 1.00 2.92** 1.29 2.70* 

0.70-1.32 1.59-5.75 0.89-1.63 1.25-6.59 0.70-1.33 1.49-5.41 0.89-1.63 1.24-6.58 0.70-1.41 1.33-5.80 0.90-1.71 1.12-6.52 0.70-1.42 1.40-6.09 0.93-1.78 1.11-6.54 

Child  1.51 2.42 1.01 1.63 1.54 2.06 1.01 1.58 1.71* 1.94 0.93 1.64 1.59 1.93 0.93 1.61 

0.98-2.45 0.73-8.02 0.63-1.61 0.38-7.05 0.95-2.51 0.62-6.88 0.63-1.62 0.36-6.86 1.01-2.90 0.45-8.33 0.55-1.56 0.38-7.14 0.93-2.73 0.45-8.28 0.55-1.56 0.37-7.01 

Other 0.47 2.73 0.91 - 0.48 2.54 0.92 - 0.42 2.92 1.05 - 0.42 0.42 0.78 - 

0.18-1.24 0.63-
11.78 

0.32-2.59 - 0.18-1.25 0.59-
11.00 

0.32-2.62 - 0.14-1.20 0.67-
12.79 

0.37-3.01 - 0.15-1.23 0.15-1.23 0.24-2.58 - 

*P<0.05  **P<0.01  ***P<0.001 
Model 1: Unadjusted   Model 3: Adjusted for SEP and ethnicity 
Model 2: Adjusted for SEP  Model 4: Adjusted for SEP, ethnicity and longstanding illness or disability 
^Outcome base category is low risk drinkers 
 
 
 
 
 

SOCIAL INTEGRATION/ISOLATION: Type of relationship (UKHLS) 

EARLY ADULTHOOD (18-25) 
 Model 1 Model 2 Model 3 Model 4 

 Men Women Men Women Men Women Men Women 
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Person felt 
closest to 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk 

Partner 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

Parent 0.88 1.44 0.83 1.51* 0.87 1.38 0.81 1.49 0.90 1.45 0.81 1.47 0.89 1.45 0.81 1.47 

0.47-1.66 0.88-2.36 0.52-1.34 1.00-2.26 0.46-1.64 0.84-2.26 0.50-1.31 0.99-2.24 0.47-1.69 0.88-2.41 0.50-1.30 0.97-2.22 0.47-1.69 0.88-2.39 0.50-1.30 0.97-2.22 

Sibling 0.81 0.72 1.53 1.84 0.80 0.68 1.53 1.90 0.85 0.76 1.95 2.85** 0.85 0.76 1.97 2.87** 

0.39-1.65 0.40-1.30 0.73-3.24 0.92-3.68 0.39-1.64 0.37-1.24 0.72-3.25 0.95-3.80 0.41-1.76 0.41-1.76 0.89-4.28 1.36-5.99 0.41-1.76 0.41-1.39 0.90-4.32 1.37-6.03 

Friend/  
neighbour 

0.97 1.31 0.95 2.11***  0.97 1.27 0.92 2.10***  1.01 1.35 0.97 2.29***  1.01 1.35 0.97 2.29***  

0.65-1.45 0.94-1.81 0.67-1.35 1.55-2.88 0.64-1.46 0.91-1.77 0.65-1.32 1.53-2.86 0.67-1.52 0.96-1.89 0.68-1.40 1.67-3.16 0.67-1.52 0.96-1.89 0.68-1.39 1.66-3.15 

Child  - - - - - - - - - - - - - - - - 

- - - - - - - - - - - - - - - - 

Other relative 0.74 1.20 0.47 1.60 0.75 0.75 0.46 1.58 0.86 1.53 0.49 1.80 0.86 1.55 0.47 1.74 

0.20-2.73 0.45-3.18 0.14-1.55 0.69-3.68 0.20-2.76 0.20-2.76 0.14-1.52 0.68-3.65 0.23-3.21 0.56-4.16 0.15-1.64 0.76-4.24 0.23-3.24 0.57-4.22 0.14-1.57 0.73-4.12 

*P<0.05  **P<0.01  ***P<0.001 
Model 1: Unadjusted   Model 3: Adjusted for SEP and ethnicity 
Model 2: Adjusted for SEP  Model 4: Adjusted for SEP, ethnicity and longstanding illness or disability 
^Outcome base category is low risk drinkers 

 

SOCIAL INTEGRATION/ISOLATION: Type of relationship (UKHLS) 

MID-ADULTHOOD (41-55) 

 Model 1 Model 2 Model 3 Model 4 

 Men Women Men Women Men Women Men Women 
Person felt 
closest to 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk 

Partner 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

Parent 0.73 1.54 0.85 1.25 0.77 1.55 0.83 1.16 0.78 1.61 0.83 1.17 0.78 1.62 0.83 1.17 

0.41-1.31 0.96-2.47 0.59-1.23 0.81-1.92 0.43-1.39 0.95-2.52 0.57-1.20 0.75-1.81 0.43-1.42 0.99-2.63 0.58-1.20 0.76-1.81 0.43-1.42 0.99-2.64 0.58-1.20 0.75-1.81 

Sibling 1.04 1.60* 1.30 1.40 1.01 1.44 1.30 1.39 1.04 1.51* 1.30 1.39 1.04 1.51* 1.30 1.39 

0.66-1.64 1.07-2.40 0.99-1.69 0.99-1.97 0.64-1.60 0.96-2.17 0.99-1.69 0.98-1.96 0.66-1.65 1.00-2.29 0.99-1.70 0.99-1.97 0.66-1.65 1.00-2.29 0.99-1.70 0.98-1.97 

Friend/  
neighbour 

0.97 1.23* 1.24 1.44***  1.28 1.18 1.23* 1.41** 0.98 1.24* 1.25** 1.43** 0.97 1.24* 1.26** 1.42** 

0.93-1.19 1.02-1.48 1.06-1.46 1.17-1.77 0.62-2.66 0.98-1.43 1.05-1.45 1.15-1.74 0.79-1.20 1.02-1.51 1.07-1.47 1.16-1.76 0.79-1.20 1.02-1.51 1.07-1.48 1.16-1.75 

Child  1.31 1.76 1.23 2.38***  1.28 1.48 1.17 2.12***  1.32 1.57 1.18 2.14***  1.32 1.57 1.19 2.13***  

0.64-2.71 0.91-3.43 0.88-1.72 1.66-3.40 0.62-2.66 0.76-2.90 0.84-1.64 1.47-3.05 0.63-2.73 0.80-3.09 0.85-1.66 1.48-3.08 0.64-2.73 0.80-3.09 0.85-1.67 1.48-3.06 

Other relative 0.86 1.54 0.87 1.46 0.84 1.38 0.84 1.35 0.88 1.52 0.86 1.38 0.88 1.51 0.86 1.37 

0.36-2.06 0.74-3.22 0.43-1.76 0.67-1.19 0.35-2.02 0.66-2.90 0.42-1.70 0.61-2.96 0.37-2.11 0.72-3.21 0.42-1.73 0.63-3.03 0.37-2.11 0.71-3.20 0.43-1.74 0.63-3.02 

*P<0.05  **P<0.01  ***P<0.001 
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Model 1: Unadjusted   Model 3: Adjusted for SEP and ethnicity 
Model 2: Adjusted for SEP  Model 4: Adjusted for SEP, ethnicity and longstanding illness or disability 
^Outcome base category is low risk drinkers 

 

SOCIAL INTEGRATION/ISOLATION: Frequency of contact (NCDS) 

EARLY ADULTHOOD (age 23) 
 Model 1 Model 2 Model 3 Model 4 

 Men Women Men Women Men Women Men Women 
Frequency of 
contact with 
friend/relatives 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk 

Min.  1/wk. 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

Min.  1/mth 0.91 0.93 0.99 0.72 0.93 0.95 0.97 0.76 0.96 1.04 0.97 0.81 0.93 0.96 1.00 0.78 

0.80-1.04 0.78-1.12 0.81-1.20 0.45-1.18 0.82-1.06 0.79-1.15 0.80-1.18 0.47-1.24 0.83-1.12 0.84-1.30 0.78-1.21 0.47-1.39 0.81-1.05 0.81-1.16 0.82-1.22 0.49-1.26 

Not in last 4 
weeks  

1.20 2.14***  1.41 2.36* 1.23 2.09***  1.39 2.48* 1.40* 2.31***  1.43 1.83 1.17 1.99***  1.48 2.06 

0.95-1.53 1.62-2.83 0.88-2.24 1.06-5.23 0.97-1.57 1.56-2.79 0.86-2.26 1.11-5.53 1.05-1.87 1.63-3.27 0.84-2.42 0.65-5.17 0.92-1.49 1.49-2.65 0.92-2.39 0.88-4.86 

*P<0.05  **P<0.01  ***P<0.001 
Model 1: Unadjusted   Model 3: Adjusted for SEP and ethnicity 
Model 2: Adjusted for SEP  Model 4: Adjusted for SEP, ethnicity and longstanding illness or disability 
^Outcome base category is low risk drinkers 

 

MID-ADULTHOOD (age 50) 
 Model 1 Model 2 Model 3 Model 4 

 Men Women Men Women Men Women Men Women 
Frequency of 
contact with 
friend/relatives 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk 

Min.  1/wk. 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

Min.  1/mth 1.03 0.84 1.00 0.72 1.01 0.92 1.00 0.74 1.06 0.93 1.03 0.81 1.00 0.96 0.97 0.87 

0.87-1.21 0.57-1.24 0.79-1.27 0.38-1.35 0.86-1.20 0.62-1.37 0.79-1.27 0.39-1.39 0.88-1.26 0.61-1.42 0.80-1.32 0.42-1.58 0.84-1.19 0.63-1.45 0.76-1.25 0.44-1.70 

Not in last 4 
weeks  

0.94 1.00 1.20 1.48 0.94 1.04 1.22 1.51 0.90 0.92 1.22 1.44 0.91 0.98 1.20 1.78 

0.80-1.11 0.57-1.24 0.94-1.55 0.84-2.61 0.79-1.10 0.72-1.51 0.95-1.57 0.86-2.66 0.76-1.08 0.62-1.39 0.94-1.60 0.77-2.69 0.77-1.09 0.66-1.46 0.92-1.57 0.97-3.24 

*P<0.05  **P<0.01  ***P<0.001 
Model 1: Unadjusted   Model 3: Adjusted for SEP and ethnicity 
Model 2: Adjusted for SEP  Model 4: Adjusted for SEP, ethnicity and longstanding illness or disability 
^Outcome base category is low risk drinkers 
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 Model 1 Model 2 Model 3 Model 4 

 Men Women Men Women Men Women Men Women 
Frequency 
visited/visited 
by friends last 2 
weeks 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk 

Not at all 0.80* 1.70* 1.38* 2.41** 0.81* 1.58 1.39* 2.50** 0.84 1.90* 1.44* 2.42* 0.77* 1.62 1.43* 2.96** 
0.66-0.96 1.08-2.68 1.04-1.82 1.25-4.66 0.67-0.97 0.99-2.50 1.05-1.85 1.28-4.87 0.68-1.02 1.15-3.15 1.07-1.94 1.17-5.04 0.62-0.95 0.97-2.71 1.05-1.95 1.41-6.19 

Once or twice 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

Three to six 
times 

1.55***  3.23***  1.44** 1.07 1.55***  3.23***  1.42** 1.12 1.58***  3.63***  1.36* 1.14 1.53***  2.83***  1.49** 1.30 

1.33-1.80 2.23-4.69 1.16-1.80 0.55-2.09 1.33-1.81 2.22-4.69 1.14-1.77 0.57-2.20 1.34-1.85 2.40-5.50 1.08-1.73 0.55-2.35 1.29-1.81 1.83-4.35 1.16-1.89 0.62-2.75 

More than six 
times  

1.70***  9.58***  1.76** 6.55***  1.69***  8.81***  1.80** 6.78***  1.74***  9.68***  1.85** 7.40***  1.82***  7.78***  1.63* 7.38***  

1.31-2.19 6.28-
14.64 

1.24-2.49 3.49-
12.27 

1.31-2.20 5.75-
13.51 

1.27-2.56 3.57-
12.85 

1.31-2.32 5.94-
15.78 

1.28-2.69 3.73-
14.68 

1.36-2.43 4.70-
12.88 

1.07-2.46 3.56-
15.28 

*P<0.05  **P<0.01  ***P<0.001 
Model 1: Unadjusted   Model 3: Adjusted for SEP and ethnicity 
Model 2: Adjusted for SEP  Model 4: Adjusted for SEP, ethnicity and longstanding illness or disability 
^Outcome base category is low risk drinkers 
 

 Model 1 Model 2 Model 3 Model 4 

 Men Women Men Women Men Women Men Women 
Frequency 
(non-face2face) 
contact with 
friends last 2 
weeks 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk 

Not at all 0.94 1.79* 1.37 1.85 0.93 1.56 1.43 1.60 0.98 1.32 1.48 1.54 0.98 1.32 1.50 1.57 
0.75-1.18 1.09-2.92 0.93-2.02 0.78-4.37 0.74-1.17 0.94-2.59 0.96-2.11 0.65-3.95 0.77-1.24 0.75-2.33 0.54-4.44 0.54-4.44 0.77-1.24 0.75-2.33 1.00-2.26 0.55-4.52 

Once or twice 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

Three to six 
times 

1.28** 1.41 1.03 0.83 1.28** 1.46 1.04 0.85 1.19 1.26 0.97 1.04 1.19 1.26 0.98 1.06 

1.09-1.52 0.92-2.16 0.79-1.34 0.42-1.64 1.08-1.51 0.95-2.24 0.80-1.35 0.43-1.68 1.00-1.43 0.79-2.00 0.74-1.28 0.49-2.19 0.99-1.42 0.79-2.00 0.74-1.29 0.50-2.23 

More than six 
times  

1.56***  2.84***  1.33* 1.42 1.56***  2.84***  1.32* 1.44 1.55***  2.82***  1.23 1.75 1.55***  2.83***  1.24 1.78 

1.32-1.85 1.92-4.20 1.03-1.72 0.77-2.62 1.31-1.85 1.91-4.20 1.03-1.71 0.78-2.66 1.29-1.86 1.85-4.29 0.94-1.61 0.88-1.49 1.29-1.86 1.86-4.30 0.95-1.62 0.90-3.54 

*P<0.05  **P<0.01  ***P<0.001 
Model 1: Unadjusted   Model 3: Adjusted for SEP and ethnicity 
Model 2: Adjusted for SEP  Model 4: Adjusted for SEP, ethnicity and longstanding illness or disability 
^Outcome base category is low risk drinkers 
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RELATIONAL CONTENT: SOCIAL SUPPORT (NCDS) 

MID-ADULTHOOD (44-45) (ALCOHOL RISK GROUP BY AVERAGE WEEKLY CONSUMPTION) 
 Model 1 Model 2 Model 3 Model 4 

 Men Women Men Women Men Women Men Women 
Emotional/confi
ding support 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk 

Highest tertile 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

Middle tertile 1.02 1.47 0.84 0.69 1.02 1.48 0.84 0.69 1.02 1.64 0.84 0.79 1.03 1.84 0.85 0.82 
0.84-1.24 0.78-2.76 0.66-1.06 0.23-2.06 0.84-1.24 0.79-2.78 0.66-1.06 0.23-2.06 0.83-1.25 0.80-3.38 0.65-1.08 0.26-2.47 0.84-1.27 0.87-3.88 0.66-1.10 0.26-2.57 

Lowest tertile 1.06 1.85* 0.76* 1.96 1.07 1.79* 0.76* 1.94 1.05 2.01* 0.76* 2.12 1.04 2.20* 0.78 2.14 

0.89-1.27 1.03-3.31 0.60-0.96 0.82-4.68 0.89-1.30 1.00-3.21 0.60-0.97 0.81-4.62 0.87-1.27 1.03-3.93 0.59-0.98 0.84-5.37 0.86-1.27 1.09-4.42 0.69-1.00 0.84-5.47 

Practical 
support 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk 

Highest tertile 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

Middle tertile 1.06 1.14 1.05 1.40 1.06 1.15 1.04 1.42 1.05 1.11 1.02 1.84 1.03 1.14 1.04 1.96 

0.89-1.27 0.65-1.99 0.82-1.34 0.56-3.49 0.89-1.27 0.66-2.01 0.81-1.34 0.57-3.54 0.87-1.26 0.59-2.08 0.78-1.32 0.68-4.99 0.86-1.25 0.60-2.18 0.80-1.35 0.72-5.34 

Lowest tertile 1.14 1.87* 0.99 1.60 1.14 1.82* 0.99 1.61 1.11 1.83* 0.97 2.12 1.11 1.98* 1.00 2.13 

0.96-1.35 1.41-3.06 0.79-1.26 0.69-3.73 0.96-1.35 1.11-2.99 0.78-1.25 0.69-3.75 0.93-1.33 1.05-3.17 0.76-1.25 0.83-5.40 0.93-1.33 1.13-3.48 0.78-1.29 0.83-5.48 

*P<0.05  **P<0.01  ***P<0.001 
Model 1: Unadjusted   Model 3: Adjusted for SEP and ethnicity 
Model 2: Adjusted for SEP  Model 4: Adjusted for SEP, ethnicity and longstanding illness or disability 
^Outcome base category is low risk drinkers 
 
 
 
 
 
 
 

RELATIONAL CONTENT: SOCIAL CONFLICT (NCDS) 

MID-ADULTHOOD (44-45) (ALCOHOL RISK GROUP BY AVERAGE WEEKLY CONSUMPTION) 
 Model 1 Model 2 Model 3 Model 4 

 Men Women Men Women Men Women Men Women 
Negative 
support 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk 

Lowest tertile 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

Middle tertile 1.09 0.62 0.93 0.86 1.08 0.64 0.93 0.86 1.08 0.68 0.94 0.95 1.09 0.69 0.94 0.95 
0.93-1.27 0.38-1.01 0.75-1.16 0.35-2.12 0.92-1.27 0.39-1.05 0.75-1.16 0.35-2.12 0.91-1.28 0.40-1.17 0.75-1.18 0.38-2.36 0.92-1.29 0.40-1.18 0.75-1.19 0.38-2.38 
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Highest tertile 1.09 0.94 1.10 3.60** 1.09 0.97 1.10 3.59** 1.10 0.88 1.15 3.68** 1.10 0.81 1.18 3.41** 

0.90-1.31 0.56-1.58 0.84-1.44 1.67-7.73 0.90-1.31 0.58-1.63 0.84-1.44 1.67-7.73 0.90-1.34 0.49-1.61 0.87-1.52 1.66-8.16 0.90-1.35 0.44-1.51 0.88-1.56 1.51-7.67 

*P<0.05  **P<0.01  ***P<0.001 
Model 1: Unadjusted   Model 3: Adjusted for SEP and ethnicity 
Model 2: Adjusted for SEP  Model 4: Adjusted for SEP, ethnicity and longstanding illness or disability 
^Outcome base category is low risk drinkers 

 

RELATIONAL CONTENT: SOCIAL SUPPORT (UKHLS) 

EARLY ADULTHOOD (18-25)  
FRIENDS Model 1 Model 2 Model 3 Model 4 

Men Women Men Women Men Women Men Women 
Friends 
understand me 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

A lot/ 
somewhat 

0.94 1.66** 1.39 1.23 0.95 1.72** 1.39 1.21 0.95 1.70** 1.37 1.18 0.94 1.69** 1.39 1.19 
0.62-1.42 1.17-2.35 0.86-2.24 0.83-1.83 0.63-1.44 1.21-2.45 0.85-2.25 0.82-1.80 0.63-1.44 1.19-2.42 0.85-2.23 0.79-1.77 0.62-1.43 1.19-2.41 0.86-2.26 0.80-

1.78 
Can rely on 
friends 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

A lot/ 
somewhat 

1.00 1.54* 1.50 1.32 1.01 1.61 1.49 1.29 1.02 1.61* 1.48 1.26 1.01 1.59* 1.50 1.27 

0.65-1.54 1.08-2.20 0.92-2.44 0.89-1.95 0.66-1.56 1.12-2.30 0.91-2.44 0.87-1.93 0.66-1.57 1.12-2.31 0.90-2.42 0.83-1.88 0.66-1.56 1.11-2.29 0.92-2.46 0.85-
1.91 

Can open up to 
friends 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

A lot/ 
somewhat 

1.26 1.77***  1.33 1.22 1.28 1.82***  1.37 1.20 1.29 1.84***  1.37 1.20 1.29 1.84***  1.38 1.21 

0.86-1.84 1.30-2.41 0.81-2.16 0.82-1.83 0.87-1.87 1.34-2.48 0.83-2.24 0.80-1.80 0.88-1.90 1.35-2.51 0.83-2.25 0.80-1.80 0.88-1.89 1.34-2.51 0.84-2.27 0.80-
1.83 

FAMILY Model 1 Model 2 Model 3 Model 4 

Men Women Men Women Men Women Men Women 
Family 
understands me 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

0.74 0.96 1.09 0.74 0.74 0.97 1.11 0.73* 0.77 1.01 1.10 0.72* 0.77 1.01 1.12 0.73 
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A lot/ 
somewhat 

0.50-1.08 0.70-1.31 0.74-1.60 0.54-1.01 0.50-1.09 0.71-1.33 0.75-1.64 0.53-1.00 0.52-1.13 0.74-1.39 0.75-1.63 0.52-0.99 0.52-1.30 0.73-1.38 0.76-1.66 0.52-
1.00 

Can rely on 
family 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

A lot/ 
somewhat 

1.03 0.97 0.99 0.75 1.03 0.99 1.00 0.75 1.05 1.04 0.96 0.71 1.05 1.03 0.98 0.72 

0.60-1.74 0.64-1.47 0.58-1.71 0.48-1.17 0.61-1.75 0.65-1.51 0.58-1.72 0.48-1.18 0.62-1.80 0.68-1.59 0.55-1.65 0.45-1.13 0.61-1.79 0.68-1.58 0.56-1.69 0.46-
1.15 

Can open up to 
family 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

A lot/ 
somewhat 

1.30 1.20 0.97 0.76 1.32 1.24 0.98 0.75 1.34 1.28 0.95 0.72* 1.34 1.28 0.95 0.72 

0.89-1.93 0.89-1.63 0.66-1.43 0.55-1.04 0.89-1.95 0.92-1.68 0.66-1.44 0.55-1.04 0.90-1.98 0.94-1.74 0.64-1.40 0.52-1.00 0.90-1.98 0.94-1.74 0.65-1.41 0.52-
1.01 

PARTNER Model 1 Model 2 Model 3 Model 4 

Men Women Men Women Men Women Men Women 
Partner 
understands me 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

A lot/ 
somewhat 

0.85 1.05 2.13 0.81 0.85 1.13 2.19 0.81 0.80 1.07 2.10 0.72 0.79 1.07 2.14 0.72 
0.30-2.44 0.45-2.44 0.79-5.70 0.40-1.61 0.29-2.47 0.49-2.65 0.81-5.93 0.41-1.64 0.27-2.35 0.45-2.54 0.77-5.77 0.35-1.48 0.27-2.35 0.45-2.54 0.78-5.90 0.35-

1.49 
Can rely on 
partner 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

A lot/ 
somewhat 

2.06 0.65 0.51 0.42 2.17 0.71 0.53 0.43 2.17 0.69 0.54 0.38 2.08 0.66 0.55 0.39 

0.21-20.4 0.17-2.43 0.14-1.88 0.13-1.35 0.22-21.6 19-2.69 0.14-1.94 0.13-1.37 0.21-22.0 0.18-2.64 0.14-2.00 0.12-1.24 0.21-21.2 0.17-2.54 0.15-2.08 0.12-
1.26 

Can open up to 
partner 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

A lot/ 
somewhat 

2.47 1.57 0.80 0.31* 2.45 1.67 0.84 0.31* 2.16 1.50 0.84 0.31* 2.18 1.52 0.84 0.31* 

0.65-9.41 0.67-3.66 0.22-2.85 0.11-0.84 0.64-9.43 0.71-3.95 0.23-3.00 0.11-0.85 055-8.48 0.63-3.60 0.23-3.02 0.11-0.87 0.56-8.55 0.63-3.63 0.23-3.04 0.11-
0.87 

*P<0.05  **P<0.01  ***P<0.001 
Model 1: Unadjusted   Model 3: Adjusted for SEP and ethnicity 
Model 2: Adjusted for SEP  Model 4: Adjusted for SEP, ethnicity and longstanding illness or disability 
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^Outcome base category is low risk drinkers 

 

MID-ADULTHOOD (41-55)  
FRIENDS Model 1 Model 2 Model 3 Model 4 

Men Women Men Women Men Women Men Women 
Friends 
understand me 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

A lot/ 
somewhat 

1.03 1.03 1.19 0.83 1.10 1.02 1.23 0.89 1.11 1.05 1.23 0.90 1.11 1.05 1.23* 0.90 
0.92-1.32 0.87-1.21 0.98-1.45 0.66-1.04 0.92-1.31 0.84-1.21 1.01-1.49 0.71-1.11 0.93-1.33 0.89-1.24 1.01-1.49 0.71-1.12 0.93-1.33 0.88-1.24 1.01-1.49 0.72-

1.13 
Can rely on 
friends 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

A lot/ 
somewhat 

1.01 1.21* 1.10 0.92 1.01 1.25* 1.14 1.01 1.01 1.24 1.13 1.01 1.01 1.24* 1.13 1.01 

0.84-1.22 1.01-1.45 0.90-1.35 0.72-1.18 0.84-1.23 1.04-1.50 0.93-1.40 0.78-1.29 0.84-1.22 1.03-1.49 0.92-1.39 0.78-1.29 0.84-1.22 1.03-1.49 0.92-1.38 0.79-
1.29 

Can open up to 
friends 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

A lot/ 
somewhat 

1.16 1.27** 1.01 0.93 1.15 1.28** 1.04 0.98 1.16 1.32** 1.03 0.97 1.16 1.32** 1.03 0.97 

0.97-1.37 1.08-1.49 0.84-1.23 0.73-1.17 0.97-1.36 1.09-1.51 0.86-1.26 0.77-1.25 0.98-1.38 1.12-1.55 0.85-1.25 0.77-1.24 0.98-1.37 1.12-1.55 0.85-1.25 0.77-
1.24 

FAMILY Model 1 Model 2 Model 3 Model 4 

Men Women Men Women Men Women Men Women 
Family 
understands me 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

A lot/ 
somewhat 

1.11 1.14 1.11 0.97 1.10 1.13 1.10 0.96 1.12 1.15 1.10 0.96 1.11 1.14 1.09 0.97 
0.94-1.31 0.97-1.33 0.95-1.29 0.81-1.17 0.93-1.31 0.96-1.33 0.94-1.28 0.79-1.16 0.94-1.32 0.98-1.35 0.94-1.28 0.80-1.16 0.94-1.32 0.97-1.35 0.94-1.27 0.80-

1.18 
Can rely on 
family 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

1.05 1.19 1.07 0.83 1.06 1.20 1.07 0.84 1.06 1.20 1.07 0.84 1.06 1.19 1.06 0.85 
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A lot/ 
somewhat 

0.87-1.28 0.98-1.43 0.89-1.29 0.66-1.04 0.88-1.29 1.00-1.45 0.89-1.30 0.67-1.06 0.88-1.29 0.99-1.44 0.67-1.06 0.67-1.06 0.87-1.29 0.99-1.44 0.88-1.28 0.68-
1.07 

Can open up to 
family 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

A lot/ 
somewhat 

1.06 1.14 1.10 0.94 1.06 1.13 1.08 0.91 1.07 1.13 1.08 0.92 1.06 1.13 1.08 0.92 

0.90-1.26 0.98-1.34 0.94-1.29 0.77-1.14 0.90-1.26 0.96-1.33 0.92-1.27 0.75-1.11 0.90-1.26 0.96-1.33 0.92-1.27 0.75-1.11 0.90-1.26 0.96-1.32 0.92-1.27 0.76-
1.12 

PARTNER Model 1 Model 2 Model 3 Model 4 

Men Women Men Women Men Women Men Women 
Partner 
understands me 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

A lot/ 
somewhat 

1.09 0.97 1.06 0.75* 1.11 0.99 1.07 0.76* 1.10 0.96 1.07 0.76* 1.09 0.95 1.07 0.76* 
0.81-1.46 0.74-1.27 0.85-1.32 0.58-0.97 0.83-1.50 0.75-1.31 0.86-1.34 0.59-0.99 0.82-1.48 0.73-1.27 0.86-1.34 0.59-0.98 0.81-1.47 0.72-1.26 0.85-1.33 0.59-

0.99 
Can rely on 
partner 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

A lot/ 
somewhat 

0.78 0.70 1.19 0.64* 0.83 0.72 1.21 0.66* 0.79 0.65 1.22 0.66* 0.78 0.65 1.21 0.66* 

0.47-1.30 0.43-1.12 0.84-1.68 0.45-0.92 0.49-1.38 0.44-1.17 0.86-1.71 0.46-0.96 0.47-1.32 0.40-1.06 0.86-1.72 0.46-0.95 0.47-1.31 0.40-1.05 0.85-1.71 0.46-
0.96 

Can open up to 
partner 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

A lot/ 
somewhat 

0.81 0.70* 0.98 0.62** 0.82 0.74 1.00 0.65** 0.80 0.71* 1.00 0.65** 0.80 0.70* 1.00 0.65** 

0.58-1.14 0.51-0.96 0.76-1.26 0.47-0.82 0.58-1.16 0.53-1.02 0.78-1.29 0.49-0.86 0.57-1.13 0.51-0.98 0.78-1.29 0.49-0.86 0.56-1.12 0.50-0.97 0.78-1.29 0.49-
0.87 

 

RELATIONAL CONTENT: SOCIAL CONFLICT (UKHLS) 

EARLY ADULTHOOD (18-25)  
FRIENDS Model 1 Model 2 Model 3 Model 4 

Men Women Men Women Men Women Men Women 
Friends criticise Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher risk Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
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A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

A lot/ 
somewhat 

1.54* 1.48* 1.12 1.22 1.53* 1.47* 1.10 1.20 1.54* 1.48* 1.14 1.32 1.54* 1.48* 1.15 1.33 
1.01-2.36 1.05-2.10 0.68-1.88 0.79-1.89 1.00-2.34 1.03-2.08 0.66-1.85 0.77-1.86 1.00-2.35 1.04-2.11 0.68-1.92 0.85-2.07 1.00-2.35 1.04-2.11 0.68-1.93 0.85-

2.08 
Friends let 
down 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

A lot/ 
somewhat 

0.72 1.16 1.56* 1.54* 0.71 1.13 1.55* 1.52* 0.72 1.16 1.60* 1.64** 0.73 1.17 1.59* 1.64** 

0.44-1.18 0.80-1.66 1.03-2.35 1.08-2.21 0.43-1.17 0.78-1.62 1.03-2.34 1.06-2.18 0.44-1.19 0.80-1.67 1.06-2.43 1.14-2.37 0.44-1.20 0.81-1.69 1.05-2.41 1.13-
2.36 

Friends annoy Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

A lot/ 
somewhat 

1.17 1.09 1.09 1.13 1.16 1.05 1.04 1.11 1.17 1.06 1.08 1.22 1.18 1.07 1.08 1.22 

0.75-1.83 0.76-1.56 0.69-1.73 0.76-1.66 0.74-1.82 0.73-1.52 0.66-1.66 0.75-1.64 0.75-1.84 0.73-1.53 0.68-1.73 0.82-1.83 0.75-1.85 0.74-1.64 0.68-1.73 0.82-
1.83 

FAMILY Model 1 Model 2 Model 3 Model 4 

Men Women Men Women Men Women Men Women 
Family criticises Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher risk Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 

A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

A lot/ 
somewhat 

1.13 1.08 1.45* 1.42* 1.13 1.07 1.47* 1.44* 1.15 1.10 1.54* 1.58** 1.16 1.11 1.53* 1.58** 
0.78-1.64 0.81-1.46 1.01-2.07 1.04-1.93 0.78-1.63 0.79-1.44 1.03-2.10 1.06-1.97 0.79-1.67 0.81-1.48 1.07-2.21 1.15-2.18 0.80-1.68 0.82-1.49 1.06-2.20 1.15-

2.17 
Family lets 
down 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

A lot/ 
somewhat 

0.67 0.80 1.25 1.72* 0.66 0.76 1.21 1.73* 0.69 0.79 1.25 1.85** 0.69 0.80 1.23 1.83* 

0.39-1.16 0.53-1.20 0.84-2.13 1.10-2.68 0.38-1.14 0.50-1.14 0.71-2.06 1.10-2.70 0.39-1.19 0.52-1.19 0.73-2.14 1.17-2.92 0.40-1.20 0.53-1.21 0.72-2.12 1.16-
2.90 

Family annoys Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

A lot/ 
somewhat 

0.72 0.88 0.93 1.36* 0.71 0.86 0.91 1.38* 0.72 0.87 0.91 1.39* 0.72 0.87 0.90 1.38* 

0.49-1.06 0.66-1.18 0.65-1.33 1.01-1.83 0.49-1.05 0.64-1.16 0.63-1.31 1.02-1.86 0.49-1.05 0.65-1.17 0.63-1.31 1.02-1.88 0.49-1.06 0.65-1.17 0.63-1.30 1.02-
1.87 



 

 
 

4
2

1 

PARTNER Model 1 Model 2 Model 3 Model 4 

Men Women Men Women Men Women Men Women 
Partner 
criticises 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

A lot/ 
somewhat 

2.27* 1.28 1.70 2.68** 2.20* 1.24 1.57 2.57* 2.42* 1.37 1.55 2.70** 2.38* 1.33 1.54 2.69** 
1.10-4.79 0.72-2.30 0.74-3.94 1.30-5.54 1.05-4.58 0.69-2.24 0.67-3.65 1.24-5.34 1.14-5.12 0.75-2.51 0.66-3.62 1.29-5.63 1.12-5.04 0.73-2.45 0.66-3.61 1.28-

5.62 
Partner lets 
down 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

A lot/ 
somewhat 

0.64 0.62 1.12 2.36* 0.63 0.60 1.05 2.30 0.87 0.77 1.18 2.62* 0.87 0.77 1.14 2.58* 

0.21-1.96 0.28-1.41 0.39-3.21 1.02-5.47 0.20-1.93 0.26-1.37 0.37-3.04 0.98-5.38 0.27-2.83 0.32-1.85 0.40-3.52 1.08-6.40 0.27-2.84 0.32-1.85 0.38-3.42 1.06-
6.30 

Partner annoys Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

A lot/ 
somewhat 

0.95 0.85 1.61 2.04* 0.93 0.76 1.50 1.98* 1.00 0.82 1.50 1.98 1.01 0.83 1.48 1.96 

0.40-2.22 0.44-1.64 0.75-3.46 1.04-4.01 0.39-2.23 0.39-1.50 0.69-3.27 1.00-3.93 0.41-2.43 0.42-1.63 0.69-3.25 1.00-3.92 0.42-2.45 0.42-1.64 0.68-3.21 0.99-
3.90 

*P<0.05  **P<0.01  ***P<0.001 
Model 1: Unadjusted   Model 3: Adjusted for SEP and ethnicity 
Model 2: Adjusted for SEP  Model 4: Adjusted for SEP, ethnicity and longstanding illness or disability 
^Outcome base category is low risk drinkers 

 

MID-ADULTHOOD (41-55)  
FRIENDS Model 1 Model 2 Model 3 Model 4 

Men Women Men Women Men Women Men Women 
Friends criticise Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher risk Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 

A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

A lot/ 
somewhat 

1.00 1.37* 1.21 1.58* 1.01 1.26 1.17 1.46* 1.05 1.37* 1.19 1.50* 1.06 1.37* 1.20 1.49* 
0.73-1.35 1.04-1.79 0.88-1.66 1.10-2.28 0.74-1.37 0.96-1.67 0.85-1.61 1.01-2.11 0.77-1.44 1.03-1.81 0.87-1.65 1.04-2.17 0.77-1.4 1.03-1.81 0.87-1.66 1.03-

2.16 
Friends let 
down 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 
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2 

A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

A lot/ 
somewhat 

1.06 1.51** 1.21 1.76***  1.06 1.38* 1.16 1.60** 1.10 1.50** 1.19 1.64** 1.10 1.50** 1.19 1.63** 

0.79-1.40 1.17-1.95 0.93-1.56 1.32-2.36 0.79-1.41 1.07-1.79 0.90-1.51 1.20-2.15 0.82-1.47 1.15-1.95 0.91-1.54 1.22-2.20 0.82-1.48 1.15-1.96 0.92-1.55 1.22-
2.19 

Friends annoy Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

A lot/ 
somewhat 

1.06 1.61** 1.04 1.59* 1.07 1.48* 0.98 1.41 1.10 1.58** 1.02 1.46 1.11 1.58** 1.02 1.45 

0.74-1.50 1.18-2.19 0.72-1.49 1.07-2.37 0.75-1.52 1.08-2.02 0.68-1.42 0.94-2.10 0.77-1.58 1.15-2.17 0.70-1.46 0.97-2.18 0.77-1.58 1.15-2.18 0.71-1.47 0.97-
2.17 

FAMILY Model 1 Model 2 Model 3 Model 4 

Men Women Men Women Men Women Men Women 
Family criticises Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher risk Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 

A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

A lot/ 
somewhat 

0.83 1.00 0.94 1.23 0.81 0.95 0.93 1.20 0.83 0.99 0.95 1.21 0.83 0.99 0.96 1.20 
0.65-1.05 0.80-1.24 0.76-1.15 0.96-1.56 0.64-1.03 0.76-1.19 0.76-1.15 0.94-1.53 0.65-1.05 0.79-1.23 0.77-1.17 0.94-1.54 0.65-1.06 0.79-1.24 0.78-1.18 0.94-

1.54 
Family lets 
down 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

A lot/ 
somewhat 

1.00 0.96 0.93 1.31* 0.99 0.89 0.89 1.18 1.01 0.93 0.90 1.20 1.02 0.94 0.91 1.19 

0.77-1.29 0.75-1.22 0.74-1.16 1.01-1.68 0.77-1.28 0.70-1.14 0.72-1.12 0.91-1.53 0.78-1.31 0.73-1.20 0.72-1.13 0.92-1.55 0.79-1.32 0.73-1.21 0.73-1.14 0.92-
1.55 

Family annoys Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

A lot/ 
somewhat 

0.77* 0.85 1.02 1.34* 0.76* 0.79* 1.00 1.29* 0.78* 0.83 1.02 1.31* 0.78* 0.84 1.03 1.31* 

0.61-0.97 0.68-1.05 0.83-1.25 1.05-1.72 0.60-0.97 0.63-0.99 0.81-1.24 1.01-1.66 0.61-0.99 0.67-1.04 0.83-1.26 1.02-1.69 0.62-0.99 0.67-1.05 0.83-1.27 1.02-
1.68 

PARTNER Model 1 Model 2 Model 3 Model 4 

Men Women Men Women Men Women Men Women 
Partner 
criticises 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 
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A lot/ 
somewhat 

1.00 1.05 0.86 1.02 1.00 1.04 0.85 1.00 1.03 1.10 0.84 1.00 1.03 1.10 0.84 1.00 
0.82-1.22 0.87-1.27 0.69-1.06 0.79-1.32 0.82-1.22 0.86-1.25 0.69-1.05 0.77-1.29 0.85-1.26 0.91-1.33 0.68-1.05 0.77-1.29 0.85-1.26 0.91-1.33 0.68-1.04 0.77-

1.29 
Partner lets 
down 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

A lot/ 
somewhat 

1.12 1.36 1.43** 1.83***  1.13 1.30 1.29* 1.69** 1.20 1.47* 1.39* 1.70** 1.21 1.48* 1.40* 1.69** 

0.77-1.62 0.96-1.91 1.10-1.86 1.35-2.49 0.78-1.65 0.92-1.84 1.07-1.81 1.24-2.30 0.83-1.76 1.03-2.09 1.06-1.81 1.24-2.31 0.83-1.77 1.04-2.11 1.07-1.82 1.24-
2.30 

Partner annoys  Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

A little/not at 
all 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

A lot/ 
somewhat 

1.07 1.64** 1.14 1.78***  1.06 1.58** 1.11 1.66***  1.11 1.74***  1.11 1.66***  1.12 1.75***  1.11 1.66**
*  

0.76-1.46 1.3-2.18 0.90-1.44 1.36-2.32 0.76-1.48 1.18-2.12 0.87-1.41 1.27-2.17 0.80-1.55 1.29-2.35 0.87-1.41 1.27-2.18 0.80-1.56 1.30-2.36 0.87-1.41 1.27-
2.17 

*P<0.05  **P<0.01  ***P<0.001 
Model 1: Unadjusted   Model 3: Adjusted for SEP and ethnicity 
Model 2: Adjusted for SEP  Model 4: Adjusted for SEP, ethnicity and longstanding illness or disability 
^Outcome base category is low risk drinkers 
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 Appendix 7: Tables of regression results from Chapter 5 

SOCIAL INTEGRATION/ISOLATION: 

Relative risk ratios for the association between social integration/isolation (living alone, 
religious observance) and alcohol risk (NCDS 1981 and 2008-2009)  

 EARLY ADULTHOOD (age 23) 
 Men (n=6027) Women (n=6095) 

 ALCOHOL RISK ALCOHOL RISK 

 Rare / 
non-

drinker 

Low risk 
Җ14 units 

Increased 
15 to <50 

Higher 
risk (50+) 

Rare / 
non-

drinker 

Low risk 
Җ14  
units 

Increased 
15 to <35 

Higher 
risk (35+) 

 RRR  
95% CI 

 RRR  
95% CI 

RRR  
95% CI 

RRR  
95% CI 

 RRR  
95% CI 

RRR  
95% CI 

Lives with 
others 

Ref Ref Ref Ref Ref Ref Ref Ref 

Lives alone 0.92 Ref 1.51** 1.71** 0.59** Ref 1.55* 2.05 

0.56-1.49  1.15-1.97 1.20-2.45 0.41-0.85  1.07-2.25 0.97-4.31 

No religion Ref Ref Ref Ref Ref Ref Ref Ref 

Religion 1.68***  Ref 0.64***  0.63** 1.15 Ref 0.52***  0.73 

1.27-2.22  0.51-0.80 0.45-0.89 0.97-1.37  0.38-0.72 0.37-1.41 

 MID-ADULTHOOD (age 50-51) 
 Men (n=3819) Women (n=4021) 

 ALCOHOL RISK ALCOHOL RISK 

 Rare / 
non-

drinker 

Low risk 
Җ14 units 

Increased 
15 to <50 

Higher 
risk (50+) 

Rare / 
non-

drinker 

Low risk 
Җ14 units 

Increased 
15 to <35 

Higher 
risk (35+) 

 RRR  
95% CI 

 RRR  
95% CI 

RRR  
95% CI 

RRR  
95% CI 

 RRR  
95% CI 

RRR  
95% CI 

Lives with 
others 

Ref Ref Ref Ref Ref Ref Ref Ref 

Lives alone 1.71***  Ref 1.13 1.52 0.99 Ref 1.14 3.42***  

1.30-2.25   0.90-1.41 0.97-2.37 0.75-1.30  0.80-1.63 1.86-6.30 

No 
observance 

Ref Ref Ref Ref Ref Ref Ref Ref 

Religious 
observance 

1.33 Ref 0.47***  0.32* 1.20 Ref 0.55** 0.41 

0.93-1.90  0.34-0.65 0.12-0.89 0.95-1.53  0.37-0.82 0.13-1.32 

*P<0.05  **P<0.01  ***P<0.001 
Model adjusted for SEP, ethnicity and longstanding illness or disability 
^Outcome base category is low risk drinkers 
~Bonferroni corrected alpha: Early=0.167; Mid=0.125 

 

Relative risk ratios for the association between social integration/isolation (person feel 
closest to) and heavy episodic drinking (UKHLS 2010-2012) 

 EARLY ADULTHOOD (age 18-25) 
 Men (n=1518) Women (n=1661) 

 ALCOHOL RISK ALCOHOL RISK 

Person felt 
closest to 

Rare / non-
drinker 

Low risk 
Җпǳƴƛǘ I55 

Increasing 
Ҕп ϧ Җу 

HDD 

HED >8unit 
HDD 

Rare / non-
drinker 

Low risk 
Җпǳƴƛǘ I55 

Increasing 
Ҕп ϧ Җу 

HDD 

HED >8unit 
HDD 

 RRR  
95% CI 

 RRR  
95% CI 

RRR  
95% CI 

RRR  
95% CI 

 RRR  
95% CI 

RRR  
95% CI 

Partner 1.66 Ref 1.04 0.70 1.15 Ref 1.16 0.55** 

0.96-2.87  0.65-1.66 0.48-1.02 0.78-1.71  0.80-1.68 0.39-0.78 

Parent or 
sibling 

0.62 Ref 0.98 1.33 0.85 Ref 0.91 1.76** 

0.36-1.05  0.61-1.57 0.91-1.94 0.58-1.25  0.63-1.31 1.25-2.48 

Friend 0.60* Ref 1.18 1.43* 0.65* Ref 0.92 1.64** 
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0.37-0.97  0.77-1.81 1.03-1.97 0.44-0.97  0.63-1.35 1.17-2.29 

Child  - Ref - - - Ref - - 

        

 MID-ADULTHOOD (age 41-55) 
 Men (n=3914) Women (n=4853) 

 ALCOHOL RISK ALCOHOL RISK 

Person felt 
closest to 

Rare / non-
drinker 

Low risk 
Җпǳƴƛǘ I55 

Increasing 
Ҕп ϧ Җу 

HDD 

HED >8unit 
HDD 

Rare / non-
drinker 

Low risk 
Җоǳƴƛǘ I55 

Increasing 
Ҕо ϧ Җс 

HDD 

HED >6unit 
HDD 

 RRR  
95% CI 

 RRR  
95% CI 

RRR  
95% CI 

RRR  
95% CI 

 RRR  
95% CI 

RRR  
95% CI 

Partner 1.16 Ref 0.99 0.73** 0.69***  Ref 0.87 0.65***  

0.87-1.55  0.80-1.22 0.59-0.90 0.57-0.83  0.73-1.03 0.53-0.79 

Parent or 
sibling 

0.80 Ref 0.99 1.33** 1.03 Ref 1.15 1.31* 

0.58-1.08  0.80-1.24 1.08-1.65 0.86-1.24  0.97-1.37 1.07-1.61 

Friend 0.72 Ref 0.99 1.26* 0.95 Ref 1.18 1.31* 

0.52-1.02  0.78-1.26 1.00-1.58 0.79-1.15  0.99-1.42 1.05-1.64 

Child  2.30 Ref 1.66 1.86 2.52***  Ref 1.11 1.88** 

0.93-5.65  0.71-3.90 0.83-4.14 1.79-3.54  0.76-1.62 1.28-2.76 

*P<0.05  **P<0.01  ***P<0.001 
Model 4: Adjusted for SEP, ethnicity and longstanding illness or disability 
^Outcome base category is low risk drinkers 
~Bonferroni corrected alpha=0.05 
All data reported are weighted 

 

Relative risk ratios for the association between social integration/isolation (person feel 

closest to) and alcohol risk (AUDIT score) (NCDS 2002-2004) 

 MID-ADULTHOOD (age 44-45) 
 Men (n=3579) Women (n=3781) 

 ALCOHOL RISK ALCOHOL RISK 

Person felt 
closest to 

Non-
drinker 

Low risk 
0-7 AUDIT 

Increased 
risk 
8-15 

AUDIT 

Higher risk 
16+ 

AUDIT 

Non-
drinker 

Low risk 
0-7 AUDIT 

Increased 
risk 
8-15 

AUDIT 

Higher risk 
16+ 

AUDIT 

 RRR 95% 
CI 

 RRR 95% 
CI 

RRR 95% 
CI 

RRR 95% 
CI 

 RRR 95% 
CI 

RRR 95% CI 

Partner 0.55** Ref 0.79* 0.67 0.61***  Ref 0.87 0.60* 

0.37-0.83  0.64-0.98 0.45-1.01 0.47-0.79  0.70-1.10 0.37-0.99 

Parent / sibling 1.67* Ref 1.26* 1.59* 1.54** Ref 1.22 1.31 

1.07-2.60  1.01-1.59 1.03-2.45 1.17-2.04  0.96-1.56 0.75-2.28 

Friend/  
neighbour 

2.55* Ref 1.20 1.54 1.39 Ref 0.79 2.32* 

1.14-5.72  0.70-2.05 0.59-4.03 0.86-2.24  0.47-1.32 1.09-4.95 

Child  0.60 Ref 1.12 - 1.68 Ref 1.22 1.13 

0.08-4.62  0.51-2.43 - 0.67-4.18  0.47-3.20 0.15-8.63 

*P<0.05  **P<0.01  ***P<0.001 
Model adjusted for SEP, ethnicity and longstanding illness or disability 
^Outcome base category is low risk drinkers 
~Bonferroni corrected alpha=0.125 
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Relative risk ratios for the association between social integration/isolation (frequency of 
visits to/from friends or family) and alcohol risk group (units per week) (NCDS 1981 and 
2008-2009)  

 EARLY ADULTHOOD (age 23) 
 Men (n=6027) Women (n=6095) 

 ALCOHOL RISK ALCOHOL RISK 

Frequency visits 
friends/relatives 

Rare / 
non-

drinker 

Low risk 
Җ14 units 

Increase
d 15 to 

<50 

Higher 
risk 

(50+) 

Rare / 
non-

drinker 

Low risk 
Җ14 units 

Increase
d 15 to 

<35 

Higher 
risk 

(35+) 

 RRR 95% 
CI 

 RRR 95% 
CI 

RRR 95% 
CI 

RRR 95% 
CI 

 RRR 95% 
CI 

RRR 95% 
CI 

Min.  1/wk. Ref Ref Ref Ref Ref Ref Ref Ref 

Min.  1/mth 0.88 Ref 0.93 0.96 0.92 Ref 1.00 0.78 

0.71-1.09  0.81-1.05 0.81-1.16 0.80-1.05  0.82-1.22 0.49-1.26 

Not in last 4 weeks  1.86***  Ref 1.17 1.99***  1.12 Ref 1.48 2.06 

1.35-2.57  0.92-1.49 1.49-2.65 0.79-1.60  0.92-2.39 0.88-4.86 

 MID-ADULTHOOD (age 50-51) 
 Men (n=3819) Women (n=4021) 
 ALCOHOL RISK ALCOHOL RISK 

Frequency visits 
friends/relatives 

Rare / 
non-

drinker 

Low risk 
Җ14 units 

Increase
d 15 to 

<50 

Higher 
risk 

(50+) 

Rare / 
non-

drinker 

Low risk 
Җ14 units 

Increase
d 15 to 

<35 

Higher 
risk 

(35+) 

 RRR 95% 
CI 

 RRR 95% 
CI 

RRR 95% 
CI 

RRR 95% 
CI 

 RRR 95% 
CI 

RRR 95% 
CI 

Min.  1/wk. Ref Ref Ref Ref Ref Ref Ref Ref 

Min.  1/mth 0.96 Ref 1.00 0.96 0.63***  Ref 0.97 0.87 

0.74-1.24  0.84-1.19 0.63-1.45 0.51-0.76  0.76-1.25 0.44-1.70 

Not in last 4 weeks  1.06 Ref 0.91 0.98 1.01 Ref 1.20 1.78 

0.83-1.36  0.77-1.09 0.66-1.46 0.83-1.23  0.92-1.57 0.97-3.24 

*P<0.05  **P<0.01  ***P<0.001 
Model adjusted for SEP, ethnicity and longstanding illness or disability 
^Outcome base category is low risk drinkers 
~Bonferroni corrected alpha: Early=0.167; Mid=0.125 
 

 

Relative risk ratios for the association between social integration/isolation (frequency of 
contact with FRIENDS ONLY) and alcohol risk: (NCDS 2008-2009) 

 MID-ADULTHOOD (age 50-51) 
 Men (n=3826) Women (n=4024) 

 ALCOHOL RISK ALCOHOL RISK 

Frequency 
visited/visited by 
friends last 2 weeks 

Rare / 
non-

drinker 

Low risk 
Җ14 
units 

Increase
d 15 to 

<50 

Higher 
risk 

(50+) 

Rare / 
non-

drinker 

Low risk 
Җ14 
units 

Increase
d 15 to 

<35 

Higher 
risk 

(35+) 

 RRR 95% 
CI 

 RRR 95% 
CI 

RRR 95% 
CI 

RRR 95% 
CI 

 RRR 95% 
CI 

RRR 95% 
CI 

Not at all 1.71***  Ref 0.77* 1.62 1.60***  Ref 1.43* 2.96** 
1.32-2.21  0.62-0.95 0.97-2.71 1.29-1.99  1.05-1.95 1.41-6.19 

Once or twice  Ref    Ref   

Three to six times 1.09 Ref 1.53***  2.83***  0.99 Ref 1.49** 1.30 

0.83-1.43  1.29-1.81 1.83-4.35 0.81-1.20  1.16-1.89 0.62-2.75 

More than six times  1.87** Ref 1.82***  7.78***  1.62** Ref 1.63* 7.38***  

1.26-2.77  1.36-2.43 4.70-
12.88 

1.21-2.17  1.07-2.46 3.56-
15.28 

*P<0.05  **P<0.01  ***P<0.001 
Model adjusted for SEP, ethnicity and longstanding illness or disability 
^Outcome base category is low risk drinkers 
~Bonferroni corrected alpha=0.125 
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RELATIONAL CONTENT: 

Relative risk ratios for the association between relational content (emotional/confiding and 
practical support) and alcohol risk (AUDIT score) (NCDS 2002-2004) 

 MID-ADULTHOOD (age 44-45) 
 Men (n=3579) Women (n=3781) 

 ALCOHOL RISK ALCOHOL RISK 

Emotional/confiding 
support 

Non-
drinker 

Low risk 
AUDIT 1-7 

Increasing 
AUDIT 8-15 

Higher 
risk AUDIT 

16+ 

Non-
drinker 

Low risk 
AUDIT 1-7 

Increasing 
AUDIT 8-

15 

Higher 
risk 

AUDIT 
16+ 

 RRR 95% 
CI 

 RRR 95% CI RRR 95% 
CI 

RRR 95% 
CI 

 RRR 95% 
CI 

RRR 95% 
CI 

Lowest tertile Ref Ref Ref Ref Ref Ref Ref Ref 

Middle tertile 0.94 Ref 1.02 0.76 0.76 Ref 0.90 0.55* 
0.63-1.42  0.86-1.21 0.53-1.11 0.57-1.01  0.71-1.15 0.31-0.97 

Highest tertile 1.24 Ref 0.73** 0.56** 0.78 Ref 1.09 0.56 

0.83-1.85  0.60-0.88 0.37-0.87 0.57-1.05  0.86-1.39 0.31-1.02 

Practical support Non-
drinker 

Low risk Increased 
risk 

Higher 
risk 

Non-
drinker 

Low risk Increased 
risk 

Higher 
risk 

Lowest tertile Ref Ref Ref Ref Ref Ref Ref Ref 

Middle tertile 0.71 Ref 0.93 1.03 0.76 Ref 1.07 0.72 

0.46-1.10  0.78-1.11 0.70-1.51 0.55-1.05  0.85-1.36 0.40-1.31 

Highest tertile 0.89 Ref 0.79* 0.75 1.12 Ref 0.80 0.80 

0.61-1.32  0.66-0.95 0.51-1.12 0.85-1.48  0.62-1.02 0.46-1.40 

*P<0.05  **P<0.01  ***P<0.001 
Model adjusted for SEP, ethnicity and longstanding illness or disability 
^Outcome base category is low risk drinkers 
~Bonferroni corrected alpha=0.125 

 

Relative risk ratios for the association between relational content (negative support) and 
alcohol risk (by AUDIT score) (NCDS 2002-2004) 

 MID-ADULTHOOD (age 44-45) 
 Men (n=3579) Women (n=3781) 

 ALCOHOL RISK ALCOHOL RISK 

Negative 
support 

Non-
drinker 

Low risk 
AUDIT 1-7 

Increasing 
AUDIT 8-

15 

Higher 
risk AUDIT 

16+ 

Non-
drinker 

Low risk 
AUDIT 1-7 

Increasing 
AUDIT 8-

15 

Higher 
risk AUDIT 

16+ 

 RRR 95% 
CI 

 RRR 95% 
CI 

RRR 95% 
CI 

RRR 95% 
CI 

 RRR 95% 
CI 

RRR 95% 
CI 

Lowest 
tertile 

Ref Ref Ref Ref Ref Ref Ref Ref 

Middle 
tertile 

1.41 Ref 1.10 1.60* 0.87 Ref 1.06 1.57 
0.96-2.06  0.93-1.29 1.09-2.33 0.66-1.16  0.84-1.32 0.87-2.82 

Highest 
tertile 

1.42 Ref 1.03 2.18***  1.62** Ref 1.47** 3.76***  

0.91-2.20  0.85-1.26 1.45-3.26 1.19-2.22  1.12-1.92 2.08-6.79 

*P<0.05  **P<0.01  ***P<0.001 
Model adjusted for SEP, ethnicity and longstanding illness or disability 
^Outcome base category is low risk drinkers 
~Bonferroni corrected alpha=0.125 
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DISPERSION 

Relative risk ratios for the association between dispersion of social network and alcohol risk (AUDIT 
score) in early and mid-adulthood: UKHLS wave 9 (2017-2019) (weighted) 

 EARLY ADULTHOOD (age 18-25) 
 Men (n=1339) Women (n=1449) 

 ALCOHOL RISK ALCOHOL RISK 

 Rare / non-
drinker 

Low risk 
Җпǳƴƛǘ I55 

Increasing 
Ҕп ϧ Җу 

HDD 

HED >8unit 
HDD 

Rare / non-
drinker 

Low risk 
Җпǳƴƛǘ I55 

Increasing 
Ҕп ϧ Җу 

HDD 

HED >8unit 
HDD 

 RRR  
95% CI 

 RRR  
95% CI 

RRR  
95% CI 

RRR  
95% CI 

 RRR  
95% CI 

RRR  
95% CI 

Dispersion of friendship group 

Not dispersed Ref Ref Ref Ref Ref Ref Ref Ref 

Dispersed 1.66* Ref 0.64* 0.61* 0.99 Ref 0.82 0.61 

1.03-2.65  0.43-0.94 0.38-0.99 0.59-1.65  0.58-1.16 0.36-1.04 

 MID-ADULTHOOD (age 41-55) 
 Men (n=2796) Women (n=3065) 

 ALCOHOL RISK ALCOHOL RISK 

 Rare / non-
drinker 

Low risk 
Җпǳƴƛǘ I55 

Increasing 
Ҕп ϧ Җу 

HDD 

HED >8unit 
HDD 

Rare / non-
drinker 

Low risk 
Җоǳƴƛǘ I55 

Increasing 
Ҕо ϧ Җс 

HDD 

HED >6unit 
HDD 

 RRR  
95% CI 

 RRR  
95% CI 

RRR  
95% CI 

RRR  
95% CI 

 RRR  
95% CI 

RRR  
95% CI 

Dispersion of friendship group 

Not dispersed Ref Ref Ref Ref Ref Ref Ref Ref 

Dispersed 1.13 Ref 0.86 0.92 1.03 Ref 1.06 1.47 

0.82-*1.55  0.68-1.09 0.66-1.29 0.76-1.40  0.85-1.32 0.96-2.24 

*P<0.05  **P<0.01  ***P<0.001 
Model adjusted for SEP, ethnicity and longstanding illness or disability 
^Outcome base category is low risk drinkers 
~Bonferroni corrected alpha=0.167 
All data reported are weighted 

 

 

 

LONELINESS 

Logistic regression model of loneliness and alcohol risk (AUDIT score): stand-alone measure & UCLA 
3-item loneliness scale (UKHLS wave 9 2017-2019) 

 EARLY ADULTHOOD (age 18-25) 
 Men (n=1372) Women (n=1483) 

 ALCOHOL RISK ALCOHOL RISK 

 Non-
drinker 

Low risk 
AUDIT 1-7 

Increasing 
AUDIT 8-15 

Higher risk 
AUDIT 16+ 

Non-
drinker 

Low risk 
AUDIT 1-7 

Increasing 
AUDIT 8-15 

Higher risk 
AUDIT 16+ 

 RRR  
95% CI 

 RRR  
95% CI 

RRR  
95% CI 

RRR  
95% CI 

 RRR  
95% CI 

RRR  
95% CI 

How often do you feel lonely? 

Hardly ever Ref Ref Ref Ref Ref Ref Ref Ref 

Some of the 
time 

0.79 Ref 1.16 1.21 0.85 Ref 1.31 1.47 

0.48-1.32  0.80-1.69 0.72-2.02 0.53-1.34  0.93-1.83 0.85-2.51 

Often 1.27 Ref 0.84 2.23* 0.73 Ref 0.97 0.86 

0.60-2.69  0.42-1.67 1.10-4.52 0.36-1.47  0.59-1.60 0.42-1.75 

UCLA loneliness measure: most lonely quartile 

Not lonely Ref Ref Ref Ref Ref Ref Ref Ref 

Lonely  1.12 Ref 0.67 2.20** 1.07 Ref 1.09 0.74 

0.5-2.42  0.36-1.24 1.19-4.07 0.59-1.94  0.70-1.70 0.36-1.52 
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 MID-ADULTHOOD (age 41-55) 
 Men (n=2884) Women (n=3144) 

 ALCOHOL RISK ALCOHOL RISK 

 Non-
drinker 

Low risk 
AUDIT 1-7 

Increasing 
AUDIT 8-15 

Higher risk 
AUDIT 16+ 

Non-
drinker 

Low risk 
AUDIT 1-7 

Increasing 
AUDIT 8-15 

Higher risk 
AUDIT 16+ 

 RRR  
95% CI 

 RRR  
95% CI 

RRR  
95% CI 

RRR  
95% CI 

 RRR  
95% CI 

RRR  
95% CI 

How often do you feel lonely? 

Hardly ever Ref Ref Ref Ref Ref Ref Ref Ref 

Some of the 
time 

1.31 Ref 0.88 1.26 1.15 Ref 0.91 1.13 

0.94-1.82  0.68-1.13 0.90-1.77 0.86-1.52  0.73-1.13 0.74-1.72 

Often 1.98* Ref 0.87 1.69 1.15 Ref 0.89 1.33 

1.17-3.34  0.53-1.44 0.94-3.04 0.76-1.73  0.60-1.33 0.73-2.47 

UCLA loneliness measure: most lonely quartile 

Not lonely Ref Ref Ref Ref Ref Ref Ref Ref 

Lonely  1.38 Ref 0.64* 1.18 1.13 Ref 0.86 1.56 

0.90-2.12  0.42-0.98 0.73-1.92 0.78-1.65  0.60-1.24 0.91-2.68 

*P<0.05  **P<0.01  ***P<0.001 
Model 4: Adjusted for SEP, ethnicity and longstanding illness or disability 
^Outcome base category is low risk drinkers 
~Bonferroni corrected alpha=0.167 
All data reported are weighted 
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 Appendix 8: Sensitivity analyses: integrated models 

Relative risk ratios for the association between social integration/isolation variables (living 
alone, religious observance and frequency of contact with friends and family) and alcohol 
risk modelled together (NCDS 1981 and 2008-2009)  

 EARLY ADULTHOOD (age 23) 
 Men (n=6027) Women (n=6095) 

 ALCOHOL RISK ALCOHOL RISK 

 Rare / 
non-

drinker 

Low risk 
Җ14 units 

Increased 
15 to <50 

Higher 
risk (50+) 

Rare / 
non-

drinker 

Low risk 
Җ14  
units 

Increased 
15 to <35 

Higher 
risk (35+) 

 RRR  
95% CI 

 RRR  
95% CI 

RRR  
95% CI 

RRR  
95% CI 

 RRR  
95% CI 

RRR  
95% CI 

Lives with 
others 

Ref Ref Ref Ref Ref Ref Ref Ref 

Lives alone 0.94 
0.58-1.53 

Ref 1.51** 
1.15-1.97 

1.72** 
1.20-2.46 

0.59** 
0.41-0.85 

Ref 1.56* 
1.07-2.27 

2.06 
0.98-4.34 

No religion Ref Ref Ref Ref Ref Ref Ref Ref 

Religious 
observance 

1.70***  
1.28-2.24 

Ref 0.64***  
0.51-0.80 

0.64* 
0.46-0.90 

1.15 
0.97-1.37 

Ref 0.52***  
0.38-0.72 

0.73 
0.38-1.42 

Frequency sees friends and family 

Min 1/wk Ref Ref Ref Ref Ref Ref Ref Ref 

Min 1/mth 0.88 
0.71-1.09 

Ref 0.92 
0.81-1.05 

0.96 
0.80-1.16 

0.91 
0.80-1.05 

Ref 1.00 
0.82-1.22 

0.79 
0.49-1.28 

<1/mth to 
never 

1.88***  
1.36-2.60 

Ref 1.16 
0.91-1.48 

1.97***  
1.48-2.63 

1.12 
0.79-1.59 

Ref 1.48 
0.92-2.39 

2.10 
0.89-4.96 

 MID-ADULTHOOD (age 50-51) 
 Men (n=3819) Women (n=4021) 

 ALCOHOL RISK ALCOHOL RISK 

 Rare / 
non-

drinker 

Low risk 
Җ14 units 

Increased 
15 to <50 

Higher 
risk (50+) 

Rare / 
non-

drinker 

Low risk 
Җ14 units 

Increased 
15 to <35 

Higher 
risk (35+) 

 RRR  
95% CI 

 RRR  
95% CI 

RRR  
95% CI 

RRR  
95% CI 

 RRR  
95% CI 

RRR  
95% CI 

Lives with 
others 

Ref Ref Ref Ref Ref Ref Ref Ref 

Lives alone 1.71***  
1.29-2.24  

Ref 1.05 
0.84-1.31 

1.23 
0.78-1.94 

0.98 
0.74-1.28 

Ref 1.10 
0.78-1.57 

3.19***  
1.71-5.94 

No 
observance 

Ref Ref Ref Ref Ref Ref Ref Ref 

Religious 
observance 

1.37 
0.96-1.97 

Ref 0.46***  
0.34-0.64 

0.32* 
0.12-0.88 

1.28* 
1.00-1.62 

Ref 0.55** 
0.37-0.82 

0.44 
0.13-1.43 

Frequency sees friends and family 

Min 1/wk Ref Ref Ref Ref Ref Ref Ref Ref 

Min 1/mth 1.00 
0.77-1.31 

Ref 1.07 
0.89-1.28 

1.21 
0.79-1.85 

0.63***  
0.51-0.77 

Ref 1.04 
0.80-1.33 

1.12 
0.56-2.23 

<1/mth to 
never 

1.02 
0.79-1.31 

Ref 1.05 
0.88-1.26 

1.32 
0.87-2.00 

0.96 
0.78-1.18 

Ref 1.27 
0.96-1.67 

2.03* 
1.07-3.85 

Frequency seen friends past two weeks 

Not at all 1.71***  
1.31-2.22 

Ref 0.76* 
0.62-0.94 

1.57 
0.93-2.64 

1.59***  
1.27-1.98 

Ref 1.35 
0.99-1.86 

2.62* 
1.24-5.53 

Once/twice Ref Ref Ref Ref Ref Ref Ref Ref 

3-6 times 1.06 
0.80-1.39 

Ref 1.55***  
1.30-1.84 

2.92***  
1.89-4.52 

0.95 
0.79-1.16 

Ref 1.53** 
1.20-1.96 

1.35 
0.63-2.88 

More than 
6 times 

1.76** 
1.18-2.63 

Ref 1.84***  
1.37-2.48 

8.14***  
4.85-13.64 

1.51** 
1.13-2.03 

Ref 1.66* 
1.09-2.52 

7.45***  
3.52-15.78 

*P<0.05  **P<0.01  ***P<0.001 
Model adjusted for SEP, ethnicity and longstanding illness or disability 
^Outcome base category is low risk drinkers 
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Relative risk ratios for the association between relational content (emotional/confiding 
support, practical support and negative support), type of relationship to person feel closest 
to and alcohol risk modelled together (NCDS 2002-2004)  

 MID-ADULTHOOD (age 44-45) 
 Men (n=3579) Women (n=3781) 

 ALCOHOL RISK ALCOHOL RISK 

 Rare / 
non-

drinker 

Low risk 
Җ14 units 

Increased 
15 to <50 

Higher 
risk (50+) 

Rare / 
non-

drinker 

Low risk 
Җ14 units 

Increased 
15 to <35 

Higher 
risk (35+) 

 RRR  
95% CI 

 RRR  
95% CI 

RRR  
95% CI 

RRR  
95% CI 

 RRR  
95% CI 

RRR  
95% CI 

Person felt closest to 

Partner Ref Ref Ref Ref Ref Ref Ref Ref 

Parent/sibling 2.77** 
1.56-4.92 

Ref 1.16 
0.83-1.61 

1.41 
0.62-3.17 

2.06***  
1.39-3.07 

Ref 0.90 
0.59-1.36 

1.02 
0.22-4.70 

Friend/neighbour 1.43 
0.69-2.94 

Ref 0.96 
0.68-1.36 

2.25* 
1.07-4.75 

1.76** 
1.18-2.62 

Ref 1.23 
0.87-1.74 

3.06* 
1.12-8.34 

Child 3.07** 
1.33-7.11 

Ref 1.27 
0.75-2.17 

1.85 
0.53-6.43 

1.77* 
1.07-2.92 

Ref 0.74 
0.69-1.85 

1.56 
0.34-7.23 

Other 0.62 
0.08-4.81 

Ref 0.51 
0.19-1.35 

1.16 
0.15-8.89 

2.01 
0.80-5.05 

Ref 0.74 
0.22-2.45 

- 
- 

Emotional/confiding support 

Low support Ref Ref Ref Ref Ref Ref Ref Ref 

Medium support 1.32 
0.85-2.04 

Ref 1.05 
0.88-1.27 

0.98 
0.57-1.67 

0.82 
0.61-1.11 

Ref 1.17 
0.91-1.52 

0.48 
0.18-1.28 

High support 2.07** 
1.26-3.42 

Ref 1.02 
0.82-1.27 

0.55 
0.26-1.17 

0.83 
0.51-1.03 

Ref 1.47** 
1.10-1.96 

0.61 
0.21-1.80 

Practical support 

Low support Ref Ref Ref Ref Ref Ref Ref Ref 

Medium support 0.81 
0.51-1.29 

Ref 0.94 
0.76-1.15 

0.86 
0.48-1.55 

1.05 
0.74-1.47 

Ref 1.11 
0.84-1.45 

1.03 
0.38-2.79 

High support 0.89 
0.55-1.45 

Ref 0.89 
0.71-1.10 

0.86 
0.45-1.66 

1.81** 
1.29-2.54 

Ref 0.89 
0.66-1.21 

1.12 
0.37-3.38 

Negative support 

Low support Ref Ref Ref Ref Ref Ref Ref Ref 

Medium support 1.58* 
1.07-3.32 

Ref 1.02 
0.86-1.21 

0.59 
0.34-1.03 

0.90 
0.68-1.20 

Ref 0.99 
0.78-1.25 

1.08 
0.41-2.84 

High support 1.60* 
1.01-2.51 

Ref 1.05 
0.85-1.29 

0.99 
0.55-1.56 

1.64** 
1.19-2.26 

Ref 1.26 
0.94-1.69 

2.87* 
1.20-7.35 

*P<0.05  **P<0.01  ***P<0.001 
Model adjusted for SEP, ethnicity and longstanding illness or disability 
^Outcome base category is low risk drinkers 

A sensitivity analysis using wave 9 of UKHLS was not conducted, because two of the three 

analyses were different ways of measuring the same construct: loneliness and it would not, 

therefore, make conceptual sense to adjust for them.  Furthermore, it is recommended that 

these are measured separately and compared to identify any differences in measurement 

(236). 
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 Appendix 9: Sensitivity analyses: additional adjustment variables 

Social integration/isolation 

NCDS age 23 

Education: Highest academic qualification achieved by age 23.   

Income: No overall income information was collected in this data collection sweep. 

Personality: No personality variables were collected in this data collection sweep. 

Mental health: The 24-item Malaise Inventory, a self-completion measure developed to assess 

psychiatric morbidity (371) was summed and entered as a continuous variable.   

NCDS age 44: 

The age 44 data collection was for a biomedical sweep, meaning that variables related to education 

and income were not collected.  No variables on personality were collected in this sweep.   

Mental health: The revised clinical interview schedules (CIS-R) (372) was summed and entered as a 

continuous variable. 

NCDS age 50: 

Education: Highest academic qualification achieved by age 50 (no qualification, GCSE D-E, other 

Scottish qualifications, GCSE A-C or Scottish Standards/Intermediate 1, Intermediate 2/AS Levels or 1 

A Level, 2+ A Levels or Scottish Higher/6th, Diploma, Degree/PGCE/Other Degree Level qualification, 

Higher Degree 

Income: No overall income information was collected in this data collection sweep. 

Personality: The 50-ƛǘŜƳ ǇŜǊǎƻƴŀƭƛǘȅ ƛƴǾŜƴǘƻǊȅΣ ƳŜŀǎǳǊƛƴƎ ǘƘŜ ΨōƛƎ рΩ ǇŜǊǎƻƴŀƭƛǘȅ ǘǊŀƛǘǎ όŜȄǘǊŀǾŜǊǎƛƻƴΣ 

agreeableness, conscientiousness, agreeableness, and intellect). Total score for each of the five traits 

entered as five variables. 

Mental health: The Warwick-Edinburgh Mental Wellbeing Scale (WEMWBS) (373) was summed and 

entered into the models as a continuous variable. 

UKHLS Waves 2 & 9: 

Education: Highest academic qualification (degree, other higher degree, A-Level or equivalent, GCSE 

or equivalent, other qualification, no qualification) 

Income: Total monthly personal income, gross. 

Personality: No measures of personality were collected in these data collection waves. 

Mental Health: The General Health Questionnaire (GHQ) (274) was summed and entered into the 

models as a continuous variable.
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SOCIAL INTEGRATION/ISOLATION: 

Relative risk ratios for the association between social integration/isolation (living alone, religious observance) and alcohol risk (NCDS 1981 
and 2008-2009)  

 

EARLY ADULTHOOD (age 23) 
 Model 1 Model 2 Model 3 Model 4 

 Men Women Men Women Men Women Men Women 
 Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher risk 

Lives with 
others 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00     

Lives alone 1.51** 1.71** 1.55* 2.05 1.49** 1.77** 1.50* 2.05 1.49** 1.73** 1.49* 1.88     

1.15-1.97 1.20-2.45 1.07-2.25 0.97-4.31 1.14-1.95 1.24-2.54 1.03-2.19 0.97-4.33 1.14-1.95 1.21-2.48 1.02-2.16 0.89-3.98     

No religion 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00     

Religion 0.64***  0.63** 0.52***  0.73 0.62***  0.66* 0.49***  0.72 0.62***  0.67* 0.49***  0.75     

0.51-0.80 0.45-0.89 0.38-0.72 0.37-1.41 0.50-0.78 0.47-0.93 0.35-0.68 0.37-1.40 0.50-0.78 0.47-0.94 0.36-0.68 0.38-1.46     

*P<0.05  **P<0.01  ***P<0.001 
Model 1: Adjusted for SEP, ethnicity and longstanding illness or disability   Model 3: Adjusted for SEP, ethnicity, longstanding illness or disability, education and Malaise Inventory 
Model 2: Adjusted for SEP, ethnicity, longstanding illness or disability and education 
^Outcome base category is low risk drinkers 
 

MID-ADULTHOOD (age 50) 
 Model 1 Model 2 Model 3 Model 4 

 Men Women Men Women Men Women Men Women 
 Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher risk 

Lives with 
others 

1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

Lives alone 1.13 1.52 1.14 3.42***  1.13 1.53 1.15 3.24***  1.12 1.51 1.18 2.54** 1.13 1.45 1.16 2.01 

0.90-1.41 0.97-2.37 0.80-1.63 1.86-6.30 0.90-1.41 0.98-2.40 0.80-1.65 1.76-5.98 0.88-1.41 0.93-2.48 0.81-1.73 1.29-4.99 0.89-1.43 0.88-2.37 0.79-1.69 0.97-4.20 

No religion 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

Religion 0.47***  0.32* 0.55** 0.41 0.47***  0.35* 0.53** 0.50 0.45***  0.42 0.56** 0.57 0.44***  0.41 0.57** 0.41 

0.34-0.65 0.12-0.89 0.37-0.82 0.13-1.32 0.34-0.64 0.13-0.96 0.35-0.80 0.15-1.63 0.32-0.63 0.15-1.16 0.37-0.85 0.18-1.87 0.32-0.62 0.15-1.15 0.37-0.87 0.10-1.70 

*P<0.05  **P<0.01  ***P<0.001 
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Model 1: Adjusted for SEP, ethnicity and longstanding illness or disability   Model 3: Adjusted for SEP, ethnicity, longstanding illness or disability, education and personality 
Model 2: Adjusted for SEP, ethnicity, longstanding illness or disability and education Model 4: Adjusted for SEP, ethnicity, longstanding illness or disability, education, personality and Warwick Edinburgh 

Mental Well-Being Scale 
^Outcome base category is low risk drinkers 

Relative risk ratios for the association between social integration/isolation (person feel closest to) and heavy episodic drinking (UKHLS 2010-
2012) 

SOCIAL INTEGRATION/ISOLATION: Type of relationship (UKHLS) 

EARLY ADULTHOOD (18-25) 
 Model 1 Model 2 Model 3 Model 4 

 Men Women Men Women Men Women Men Women 
Person felt 
closest to 

Increased 
risk 

HED Increased 
risk 

HED Increased 
risk 

HED Increased 
risk 

HED Increased 
risk 

HED Increased 
risk 

HED Increased 
risk 

HED Increased 
risk 

HED 

Partner 1.04 0.70 1.16 0.55** 1.01 0.73 1.15 0.55** 1.02 0.73 1.14 0.55** 0.98 0.73 1.14 0.55** 

0.65-1.66 0.48-1.02 0.80-1.68 0.39-0.78 0.63-1.63 0.50-1.07 0.79-1.67 0.39-0.79 0.63-1.67 0.50-1.08 0.79-1.65 0.38-0.78 0.60-1.61 0.50-1.08 0.79-1.66 0.39-0.78 

Parent/sibling 0.98 1.33 0.91 1.76** 1.00 1.29 0.92 1.76** 0.99 1.27 0.93 1.78** 1.04 1.28 0.93 1.78** 

0.61-1.57 0.91-1.94 0.63-1.31 1.25-2.48 0.63-1.60 0.88-1.87 0.63-1.34 1.24-2.50 0.61-1.60 0.87-1.86 0.64-1.35 1.25-2.52 0.64-1.69 0.88-1.88 0.64-1.35 1.26-2.51 

Friend 1.18 1.43* 0.92 1.64** 1.23 1.43* 0.94 1.68** 1.23 1.42* 0.92 1.67** 1.27 1.43* 0.92 1.67** 

0.77-1.81 1.03-1.97 1.06-1.46 1.17-1.77 0.81-1.89 1.03-1.98 0.64-1.38 1.19-2.36 0.80-1.88 1.02-1.96 0.63-1.35 1.18-2.35 0.83-1.95 1.03-1.98 0.63-1.36 1.19-2.35 

*P<0.05  **P<0.01  ***P<0.001 
Model 1: Adjusted for SEP, ethnicity and longstanding illness or disability   Model 3: Adjusted for SEP, ethnicity, longstanding illness or disability, education and income 
Model 2: Adjusted for SEP, ethnicity, longstanding illness or disability and education Model 4: Adjusted for SEP, ethnicity, longstanding illness or disability, education, income and GHQ 
^Outcome base category is low risk drinkers 
All data reported are weighted 

 

SOCIAL INTEGRATION/ISOLATION: Type of relationship (UKHLS) 

MID-ADULTHOOD (41-55) 

 Model 1 Model 2 Model 3 Model 4 

 Men Women Men Women Men Women Men Women 
Person felt 
closest to 

Increased 
risk 

HED Increased 
risk 

HED Increased 
risk 

HED Increased 
risk 

HED Increased 
risk 

HED Increased 
risk 

HED Increased 
risk 

HED Increased 
risk 

HED 

Partner 0.99 0.73** 0.87 0.65***  1.00 0.75** 0.88 0.66***  0.99 0.74** 0.89 0.67***  0.99 0.75** 0.89 0.68***  

0.80-1.22 0.59-0.90 0.73-1.03 0.53-0.79 0.80-1.24 0.61-0.92 0.74-1.05 0.54-0.81 0.80-1.23 0.60-0.91 0.75-1.05 0.54-0.82 0.78-1.24 0.60-0.92 0.75-1.06 0.55-0.83 

Parent/sibling 0.99 1.33** 1.15 1.31* 0.98 1.31* 1.15 1.32** 0.99 1.32* 1.14 1.30* 0.98 1.31* 1.14 1.28* 
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0.80-1.24 1.08-1.65 0.97-1.37 1.07-1.61 0.78-1.22 1.06-1.62 0.97-1.37 1.07-1.62 0.79-1.24 1.07-1.64 0.96-1.36 1.06-1.60 0.79-1.23 1.06-1.63 0.96-1.36 1.04-1.58 

Friend 
 

0.99 1.26* 1.18 1.31* 0.98 1.26 1.19 1.33* 0.99 1.26* 1.18 1.32* 0.99 1.25 1.18 1.30* 

0.78-1.26 1.00-1.58 0.99-1.42 1.05-1.64 0.77-1.25 1.00-1.58 1.00-1.43 1.07-1.66 0.78-1.26 1.00-1.59 0.99-1.42 1.06-1.65 0.77-1.26 0.99-1.59 0.99-1.42 1.04-1.63 

*P<0.05  **P<0.01  ***P<0.001 
Model 1: Adjusted for SEP, ethnicity and longstanding illness or disability   Model 3: Adjusted for SEP, ethnicity, longstanding illness or disability, education and income 
Model 2: Adjusted for SEP, ethnicity, longstanding illness or disability and education  Model 4: Adjusted for SEP, ethnicity, longstanding illness or disability, education, income and GHQ 
^Outcome base category is low risk drinkers 
All data reported are weighted 

 

Relative risk ratios for the association between social integration/isolation (frequency of visits to/from friends or family) and alcohol risk 
group (units per week) (NCDS 1981 and 2008-2009)  

SOCIAL INTEGRATION/ISOLATION: Frequency seen friends and family (NCDS) 

EARLY ADULTHOOD (age 23) 
 Model 1 Model 2 Model 3 Model 4 

 Men Women Men Women Men Women Men Women 
Frequency of 
contact with 
friend/relatives 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk 

Min.  1/wk. 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

Min.  1/mth 0.93 0.96 1.00 0.78 0.92 0.97 0.99 0.78 0.92 0.96 0.99 0.79     

0.81-1.05 0.81-1.16 0.82-1.22 0.49-1.26 0.81-1.05 0.80-1.17 0.81-1.21 0.49-1.26 0.81-1.05 0.80-1.16 0.81-1.21 0.49-1.27     

Not in last 4 
weeks  

1.17 1.99***  1.48 2.06 1.19 1.91***  1.48 2.07 1.18 1.88***  1.46 1.91     

0.92-1.49 1.49-2.65 0.92-2.39 0.88-4.86 0.93-1.51 1.43-2.55 0.92-2.38 0.88-4.88 0.93-1.51 1.41-2.51 0.91-2.36 0.80-4.52     

*P<0.05  **P<0.01  ***P<0.001 
Model 1: Adjusted for SEP, ethnicity and longstanding illness or disability   Model 3: Adjusted for SEP, ethnicity, longstanding illness or disability, education and Malaise Inventory 
Model 2: Adjusted for SEP, ethnicity, longstanding illness or disability and education 
^Outcome base category is low risk drinkers 

MID-ADULTHOOD (age 50) 
 Model 1 Model 2 Model 3 Model 4 

 Men Women Men Women Men Women Men Women 
Frequency of 
contact with 
friend/relatives 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk 

Min.  1/wk. 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

Min.  1/mth 1.00 0.96 0.97 0.87 1.00 0.99 0.96 0.95 1.02 0.93 0.90 0.72 1.02 0.93 0.90 0.63 
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0.84-1.19 0.63-1.45 0.76-1.25 0.44-1.70 0.84-1.19 0.65-1.49 0.75-1.24 0.49-1.87 0.85-1.22 0.60-1.45 0.69-1.18 0.34-1.52 0.85-1.23 0.70-1.45 0.69-1.18 0.29-1.37 

Not in last 4 
weeks  

0.91 0.98 1.20 1.78 0.91 1.00 1.01 1.87* 0.97 0.95 1.14 1.64 0.99 0.93 1.10 1.39 

0.77-1.09 0.66-1.46 0.92-1.57 0.97-3.24 0.77-1.09 0.67-1.49 0.92-1.56 1.03-3.43 0.81-1.17 0.62-1.46 0.86-1.52 0.87-3.09 0.82-1.20 0.61-1.44 0.82-1.47 0.72-2.69 

*P<0.05  **P<0.01  ***P<0.001 
Model 1: Adjusted for SEP, ethnicity and longstanding illness or disability   Model 3: Adjusted for SEP, ethnicity, longstanding illness or disability, education and personality 
Model 2: Adjusted for SEP, ethnicity, longstanding illness or disability and education Model 4: Adjusted for SEP, ethnicity, longstanding illness or disability, education, personality and Warwick 

Edinburgh Mental Well-Being Scale 
^Outcome base category is low risk drinkers 

Relative risk ratios for the association between social integration/isolation (frequency of contact with FRIENDS ONLY) and alcohol risk: (NCDS 
2008-2009) 

MID-ADULTHOOD (age 50) 
 Model 1 Model 2 Model 3 Model 4 

 Men Women Men Women Men Women Men Women 
Frequency 
visited/visited 
by friends last 2 
weeks 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk 

Not at all 0.77* 1.62 1.43* 2.96** 0.77* 1.61 1.44* 2.74** 0.79* 1.58 1.34 2.82* 0.79* 1.52 1.35 3.16** 
0.62-0.95 0.97-2.71 1.05-1.95 1.41-6.19 0.62-0.95 0.96-2.70 1.05-1.97 1.30-5.75 0.64-0.99 0.90-2.76 0.95-1.88 1.28-6.22 0.64-0.99 0.87-2.68 0.96-1.90 1.41-7.08 

Once or twice 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

Three to six 
times 

1.53***  2.83***  1.49** 1.30 1.53***  2.84***  1.48** 1.34 1.50***  2.81***  1.42** 1.52 1.49***  2.82***  1.42** 1.68 

1.29-1.81 1.83-4.35 1.16-1.89 0.62-2.75 1.29-1.71 1.84-4.37 1.16-1.88 0.64-2.84 1.25-1.79 1.77-4.46 1.09-1.85 0.69-3.33 1.25-1.79 1.78-4.49 1.10-1.85 0.75-3.74 

More than six 
times  

1.82***  7.78***  1.63* 7.38***  1.82***  7.60***  1.63* 7.10***  1.72** 7.97***  1.56 7.21***  1.70** 8.11***  1.47 7.32***  

1.36-2.43 4.70-
12.88 

1.07-2.46 3.56-
15.28 

1.36-2.44 4.59-
12.59 

1.07-2.46 3.41-
14.74 

1.26-2.34 4.65-
13.66 

1.00-2.43 3.25-
16.00 

1.25-2.32 4.72-
13.94 

0.93-2.33 3.16-
16.98 

*P<0.05  **P<0.01  ***P<0.001 
Model 1: Adjusted for SEP, ethnicity and longstanding illness or disability   Model 3: Adjusted for SEP, ethnicity, longstanding illness or disability, education and personality 
Model 2: Adjusted for SEP, ethnicity, longstanding illness or disability and education Model 4: Adjusted for SEP, ethnicity, longstanding illness or disability, education, personality and Warwick 
^Outcome base category is low risk drinkers Edinburgh Mental Well-Being Scale 
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RELATIONAL CONTENT: 

Relative risk ratios for the association between relational content (emotional/confiding support) and alcohol risk (AUDIT score) (NCDS 2002-2004) 

MID-ADULTHOOD (age 44) 
 Model 1 Model 2 Model 3 Model 4 

 Men Women Men Women Men Women Men Women 
Emotional/confi
ding support 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk 

Lowest tertile 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00         

Middle tertile 1.02 0.76 0.90 0.55* 0.99 0.87 1.01 0.41         

0.86-1.21 0.53-1.11 0.71-1.15 0.31-0.97 0.84-1.16 0.55-1.39 0.87-1.40 0.16-1.06         

Highest tertile  0.73** 0.56** 1.09 0.56 0.95 0.54* 1.30* 0.56         

0.60-0.88 0.37-0.87 0.86-1.39 0.31-1.02 0.79-1.14 0.30-0.99 1.02-1.66 0.23-1.37         

*P<0.05  **P<0.01  ***P<0.001 
Model 1: Adjusted for SEP, ethnicity and longstanding illness or disability   Model 2: Adjusted for SEP, ethnicity, longstanding illness or disability, CIS-R 
^Outcome base category is low risk drinkers  

Relative risk ratios for the association between relational content (practical support) and alcohol risk (AUDIT score) (NCDS 2002-2004) 

MID-ADULTHOOD (age 44) 
 Model 1 Model 2 Model 3 Model 4 

 Men Women Men Women Men Women Men Women 
Practical 
support 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk 

Lowest tertile 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00         

Middle tertile 0.93 1.03 1.07 0.72 0.91 0.61 1.06 1.04         

0.78-1.11 0.70-1.51 0.85-1.36 0.40-1.31 0.77-1.09 0.37-1.01 0.83-1.34 0.47-2.28         

Highest tertile  0.79* 0.75 0.80 0.80 0.87 0.52* 0.98 0.62         

0.66-0.95 0.51-1.12 0.62-1.02 0.46-1.40 0.74-1.04 0.31-0.86 0.78-1.25 0.26-1.49         

*P<0.05  **P<0.01  ***P<0.001 
Model 1: Adjusted for SEP, ethnicity and longstanding illness or disability   Model 2: Adjusted for SEP, ethnicity, longstanding illness or disability, CIS-R 
^Outcome base category is low risk drinkers 
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Relative risk ratios for the association between relational content (negative support) and alcohol risk (AUDIT score) (NCDS 2002-2004) 

MID-ADULTHOOD (age 44) 
 Model 1 Model 2 Model 3 Model 4 

 Men Women Men Women Men Women Men Women 
Negative 
support 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk 

Lowest tertile 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00         

Middle tertile 1.10 1.60* 1.06 1.57 1.08 0.62 0.91 0.68         

0.93-1.29 1.09-2.33 0.84-1.32 0.87-2.82 0.92-1.27 0.38-1.02 0.73-1.13 0.26-1.74         

Highest tertile  1.03 2.18***  1.47** 3.76***  1.04 0.79 1.06 2.39*         

0.85-1.26 1.45-3.26 1.12-1.92 2.08-6.79 0.86-1.27 0.38-1.02 0.80-1.39 1.06-5.38         

*P<0.05  **P<0.01  ***P<0.001 
Model 1: Adjusted for SEP, ethnicity and longstanding illness or disability   Model 2: Adjusted for SEP, ethnicity, longstanding illness or disability, CIS-R 
^Outcome base category is low risk drinkers 

DISPERSION 

Relative risk ratios for the association between dispersion of social network and alcohol risk (AUDIT score) in early and mid-adulthood: UKHLS wave 9 
(2017-2019) (weighted) 

DISPERSION 

EARLY ADULTHOOD (age 18-25) 
 Model 1 Model 2 Model 3 Model 4 

 Men Women Men Women Men Women Men Women 
Dispersion Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher risk Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher risk 

Not dispersed 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

Dispersed 0.64* 0.61* 0.82 0.61 0.62* 0.64 0.80 0.60 0.63* 0.63 0.80 0.60 0.63* 0.58* 0.79 0.60 

0.43-0.94 0.38-0.99 0.58-1.16 0.36-1.04 0.42-0.93 0.39-1.06 0.56-1.14 0.35-1.04 0.42-0.94 0.38-1.04 0.56-1.14 0.35-1.03 0.42-0.93 0.35-0.96 0.55-1.13 0.35-1.02 

*P<0.05  **P<0.01  ***P<0.001 
Model 1: Adjusted for SEP, ethnicity and longstanding illness or disability   Model 3: Adjusted for SEP, ethnicity, longstanding illness or disability, education and income 
Model 2: Adjusted for SEP, ethnicity, longstanding illness or disability and education  Model 4: Adjusted for SEP, ethnicity, longstanding illness or disability, education, income and GHQ 
^Outcome base category is low risk drinkers 
All data reported are weighted 
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MID-ADULTHOOD (age 41-55) 
 Model 1 Model 2 Model 3 Model 4 

 Men Women Men Women Men Women Men Women 
Dispersion Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher risk Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher 

risk 
Increased 

risk 
Higher risk 

Not dispersed 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

Dispersed 0.86 0.92 1.06 1.47 0.89 0.98 1.04 1.46 0.87 0.97 1.02 1.39 0.89 0.98 1.01 1.37 

0.68-1.09 0.66-1.29 0.85-1.32 0.96-2.24 0.70-1.12 0.70-1.37 0.83-1.30 0.95-2.24 0.69-1.11 0.70-1.36 0.81-1.27 0.90-2.15 0.70-1.14 0.70-1.38 0.81-1.27 0.89-2.11 

*P<0.05  **P<0.01  ***P<0.001 
Model 1: Adjusted for SEP, ethnicity and longstanding illness or disability   Model 3: Adjusted for SEP, ethnicity, longstanding illness or disability, education and income 
Model 2: Adjusted for SEP, ethnicity, longstanding illness or disability and education  Model 4: Adjusted for SEP, ethnicity, longstanding illness or disability, education, income and GHQ 
^Outcome base category is low risk drinkers 
All data reported are weighted 

LONELINESS 

Logistic regression model of loneliness and alcohol risk (AUDIT score): stand-alone measure & UCLA 3-item loneliness scale (UKHLS wave 9 
2017-2019) 
LONELINESS 

EARLY ADULTHOOD (age 18-25) 
 Model 1 Model 2 Model 3 Model 4 

 Men Women Men Women Men Women Men Women 
How often do 
you feel lonely? 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk 

Hardly ever 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

Some of the 
time 

1.16 1.21 1.31 1.47 1.19 1.21 1.30 1.46 1.16 1.23 1.29 1.49 1.01 1.10 1.26 1.53 

0.80-1.69 0.72-2.02 0.93-1.83 0.85-2.51 0.82-1.73 0.72-2.03 0.92-1.82 0.85-2.50 0.80-1.70 0.73-2.07 0.92-1.82 0.87-2.55 0.68-1.51 0.64-1.91 0.88-1.82 0.88-2.68 

Often 0.84 2.23* 0.97 0.86 0.86 2.28* 1.01 0.91 0.86 2.33* 1.01 0.86 0.65 2.10 0.99 0.87 

0.42-1.67 1.10-4.52 0.59-1.60 0.42-1.75 0.44-1.71 1.12-4.62 0.61-1.67 0.45-1.85 0.44-1.71 1.15-4.73 0.61-1.68 0.42-1.77 0.31-1.38 0.94-4.71 0.56-1.74 0.41-1.83 

UCLA loneliness 

Not lonely 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

Lonely 0.67 2.20** 1.09 0.74 0.69 2.27** 1.14 0.79 0.67 2.32** 1.14 0.76 0.54 2.04* 1.10 0.73 

0.36-1.24 1.19-4.07 0.70-1.70 0.36-1.52 0.37-1.28 1.23-4.19 0.73-1.78 0.39-1.62 0.37-1.25 1.25-4.30 0.73-1.79 0.37-1.57 0.28-1.06 1.04-3.97 0.68-1.80 0.32-1.63 

*P<0.05  **P<0.01  ***P<0.001 
Model 1: Adjusted for SEP, ethnicity and longstanding illness or disability   Model 3: Adjusted for SEP, ethnicity, longstanding illness or disability, education and income 
Model 2: Adjusted for SEP, ethnicity, longstanding illness or disability and education  Model 4: Adjusted for SEP, ethnicity, longstanding illness or disability, education, income and GHQ 
^Outcome base category is low risk drinkers      All data reported are weighted 
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MID-ADULTHOOD (age 41-55) 
 Model 1 Model 2 Model 3 Model 4 

 Men Women Men Women Men Women Men Women 
How often do 
you feel lonely? 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher 
risk 

Increased 
risk 

Higher risk 

Hardly ever 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

Some of the 
time 

0.88 1.26 0.91 1.13 0.87 1.20 0.90 1.10 0.90 1.21 0.90 1.10 0.86 1.13 0.85 0.98 

0.68-1.13 0.90-1.77 0.73-1.13 0.74-1.72 0.67-1.13 0.85-1.68 0.72-1.13 0.72-1.69 0.69-1.16 0.86-1.70 0.72-1.13 0.71-1.69 0.65-1.22 0.79-1.61 0.67-1.07 0.62-1.55 

Often 0.87 1.69 0.89 1.33 0.82 1.58 0.95 1.46 0.84 1.59 0.95 1.48 0.74 1.20 0.83 1.13 

0.53-1.44 0.94-3.04 0.60-1.33 0.73-2.47 0.49-1.36 0.87-2.88 0.63-1.42 0.79-2.70 0.51-1.41 0.87-2.91 0.63-1.43 0.80-2.74 0.44-1.25 0.63-2.30 0.53-1.28 0.57-2.27 

UCLA loneliness 

Not lonely 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

Lonely 0.64* 1.18 0.86 1.56 0.62* 1.03 0.89 1.72* 0.64* 1.04 0.88 1.70 0.58* 0.82 0.82 1.46 

0.42-0.98 0.73-1.92 0.60-1.24 0.91-2.68 0.41-0.96 0.62-1.71 0.62-1.28 1.00-2.94 0.42-0.98 0.63-1.73 0.61-1.28 0.99-2.92 0.37-0.91 0.47-1.42 0.55-1.21 0.76-2.78 

*P<0.05  **P<0.01  ***P<0.001 
Model 1: Adjusted for SEP, ethnicity and longstanding illness or disability   Model 3: Adjusted for SEP, ethnicity, longstanding illness or disability, education and income 
Model 2: Adjusted for SEP, ethnicity, longstanding illness or disability and education  Model 4: Adjusted for SEP, ethnicity, longstanding illness or disability, education, income and GHQ 
^Outcome base category is low risk drinkers 
All data reported are weighted 
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 Appendix 10: Type of relationship and alcohol consumption 

by social role 

 

 

 EARLY ADULTHOOD (age 18-25) 
 Men Women 

 ALCOHOL RISK ALCOHOL RISK 

Person felt closest to Rare / 
non-

drinker 

Low risk  Increase
d  

HED Rare / 
non-

drinker 

Low risk  Increase
d  

HED 

 RRR 95% 
CI 

 RRR 95% 
CI 

RRR 95% 
CI 

RRR 95% 
CI 

 RRR 95% 
CI 

RRR 95% 
CI 

Not this person Ref Ref Ref Ref Ref Ref Ref Ref 

Partner*marital 
status 

0.38 (--) Ref 1.52 (--) 1.27 (--) 1.07 
0.26-4.39 

Ref 0.74 
0.30-1.84 

0.70 
0.30-1.60 

Friend*marital status  2.23 (--) Ref 0.68 (--) 0.73 (--) 2.99* 
1.06-8.42 

Ref 1.44 
0.48-4.33 

1.40 
0.50-3.90 

Parent/sibling*marital 
status 

1.98 (--) Ref 0.64 (--) 0.77 (--) 1.60 
0.64-4.00 

Ref 1.12 
0.45-2.76 

1.19 
0.51-2.77 

Partner*parental 
status 

0.70 (--) Ref 1.99 (--) 1.44 (--) 1.29 
0.54-3.04 

Ref 1.00 
0.40-2.50 

0.60 
0.24-1.50 

Friend* parental 
status  

1.01 
0.15-6.93 

Ref 0.45 
0.06-3.41 

0.19 
0.03-1.05 

1.57 
0.59-4.18 

Ref 1.46 
0.54-3.90 

1.15 
0.45-2.94 

Parent/sibling*parent
al status 

1.50 
0.24-9.49 

Ref 0.51 
0.07-3.94 

0.60 
0.12-2.96 

1.11 
0.47-2.61 

Ref 1.03 
0.42-2.56 

1.36 
0.57-3.27 

Partner* employment 
status 

0.70 (--) Ref 1.10 (--) 1.14 (--) 1.51 
0.67-3.42 

Ref 0.83 
0.39-1.77 

0.96 
0.47-1.94 

Friend* employment 
status  

0.93 
0.33-2.60 

Ref 0.72 
0.31-1.66 

0.64 
0.32-1.27 

0.63 
0.29-1.40 

Ref 0.64 
0.30-1.36 

0.77 
0.40-1.47 

Parent/sibling* 
employment status  

1.37 
0.46-4.11 

Ref 0.87 
0.34-2.22 

0.71 
0.33-1.56 

0.73 
0.33-1.62 

Ref 1.28 
0.60-2.75 

0.88 
0.44-1.76 

 MID-ADULTHOOD (age 41-55) 
 Men Women 
 ALCOHOL RISK ALCOHOL RISK 

Person felt closest to Rare / 
non-

drinker 

Low risk  Increase
d  

HED Rare / 
non-

drinker 

Low risk  Increase
d  

HED 

 RRR 95% 
CI 

 RRR 95% 
CI 

RRR 95% 
CI 

RRR 95% 
CI 

 RRR 95% 
CI 

RRR 95% 
CI 

Not this person Ref Ref Ref Ref Ref Ref Ref Ref 

Partner*marital 
status  

1.49 
0.51-4.33 

Ref 0.41* 
0.19-0.89 

0.80 
0.38-1.69 

1.85 
0.85-4.00 

Ref 0.72 
0.38-1.36 

0.80 
0.32-1.99 

Friend*marital status  1.84 
0.85-3.98 

Ref 2.52** 
1.41-4.50 

1.86* 
1.08-3.19 

1.46 
0.94-2.26 

Ref 1.03 
0.67-1.57 

1.38 
0.81-2.35 

Parent/sibling*marital 
status 

1.37 
0.60-3.14 

Ref 3.31***  
1.71-3.69 

1.46 
0.77-2.75 

1.74* 
1.06-2.84 

Ref 1.22 
0.76-1.98 

2.03** 
0.29-0.72 

Partner*parental 
status 

0.92 
0.50-1.69 

Ref 0.68 
0.44-1.07 

0.81 
0.53-1.23 

1.16 
0.80-1.69 

Ref 0.97 
0.69-1.36 

0.73 
0.47-1.15 

Friend* parental 
status  

1.56 
0.77-3.14 

Ref 1.59 
0.97-2.60 

1.46 
0.92-2.32 

1.02 
0.68-1.54 

Ref 1.19 
0.83-1.71 

1.33 
0.84-2.10 

Parent/sibling*parent
al status 

1.31 
069-2.48 

Ref 1.61* 
1.02-2.54 

1.27 
0.83-1.94 

1.02 
0.71-1.47 

Ref 1.11 
0.79-1.56 

1.44 
0.93-2.23 

Partner* employment 
status 

1.01 
0.50-2.02 

Ref 0.85 
0.41-1.75 

1.10 
0.59-2.03 

0.74 
0.49-1.12 

Ref 0.69 
0.44-1.09 

0.46** 
0.26-0.81 

Friend* employment 
status  

0.47 
0.22-1.03 

Ref 0.74 
0.35-1.57 

0.71 
0.37-1.34 

1.31 
0.84-2.05 

Ref 1.38 
0.87-2.18 

0.98 
0.56-1.70 

Parent/sibling* 
employment status  

0.79 
0.39-1.63 

Ref 1.28 
0.62-2.64 

0.93 
0.50-1.71 

1.33 
0.87-2.03 

Ref 1.54 
0.99-2.40 

1.63 
0.96-2.79 
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Role interactions by type of relationship (UKHLS wave 2) 

Stratified results where significant interactions were found: 

Early women friend*marital status = sample size too small to calculate CIs 

Mid men partner*marital status INCREASED RISK = Unmarried: RRR=1.99 

(95%CI=0.96-4.13) / Married: RRR=0.84 (95%CI=0.64-1.10) 

Mid men friend*marital status INCREASED RISK = Unmarried: RRR=0.51 (NO CI) / 

Married: RRR=1.29 (95%CI=0.95-1.76).  HIGHER RISK = Unmarried: RRR=0.78 (NO CI) 

/ Married: RRR = 1.40 (95%CI=1.05-1.87) 

Mid men parent*marital status INCREASED RISK = Unmarried: RRR=0.38 

(95%CI=0.21-0.70) / Married: 1.26 (95%CI=0.95-1.67) 

Mid men parent*parental status INCREASED RISK = No child: RRR=0.83 (95%CI=0.63-

1.11) / Child: RRR=1.39 (95%CI=0.97-2.00) 

Mid women parent*marital status NON DRINKER = Unmarried: RRR=0.51 

(95%CI=0.32-0.80) / Married: RRR=0.90 (95%CI=0.72-1.12) / HED = Unmarried: 

RRR=0.67 (95%CI=0.40-1.13) / Married: RRR=1.36 (95%CI=1.07-1.73) 

Mid women partner*employ HED = Employed: RRR=0.74 (95%CI=0.59-0.94) / not 

employed: RRR=0.36 (NO CI) 

Role interactions by type of relationship (NCDS age 44) 

Type of relationship data were only available in mid-adulthood in the NCDS sample; 

therefore these data were used to corroborate the UKHLS findings.  Corroboration 

was sought for the finding that feeling closest to a parent or sibling was differentially 

related to alcohol consumption according to marital status.  No interactions were 

found for feeling closest to a parent/sibling and alcohol risk by marital status. 
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 MID-ADULTHOOD (age 44) 
 Men (n=3579) Women (n=3781) 
 ALCOHOL RISK ALCOHOL RISK 

Person felt closest to Rare / 
non-

drinker 

Low risk  Increase
d  

Higher 
risk 

Rare / 
non-

drinker 

Low risk  Increase
d  

Higher 
risk 

 RRR 95% 
CI 

 RRR 95% 
CI 

RRR 95% 
CI 

RRR 95% 
CI 

 RRR 95% 
CI 

RRR 95% 
CI 

Not this person Ref Ref Ref Ref Ref Ref Ref Ref 

Parent/sibling*marital 
status  

5.36 
0.64-
44.82 

Ref 0.86 
0.48-1.56 

1.78 
0.44-7.13 

1.15 
0.59-2.26 

Ref 0.78 
0.43-1.41 

0.63 
0.18-2.16 

Friend*marital status  0.54 
0.10-2.93 

Ref 1.08 
0.33-3.48 

0.20 
0.03-1.46 

0.48 
0.18-1.28 

Ref 0.44 
0.15-1.31 

1.08 
0.22-5.40 



 

444 

 Appendix 11: Confirmatory factor analysis comparisons of 

model fit 

Model 1: Support from partner: Early adulthood 

 

 

Model 2: Support from partner: Mid-adulthood 

 

 

Model 1 X² Df CFI TLI RMSEA SRMR 

Good fit   >0.95 >0.95 <0.06 <0.08 

One factor 516.542*** 9 0.881 0.802 0.210 
[0.195, 
0.226] 

0.094 

Two-factor -no 
factor correlation 

628.513*** 9 0.855 0.758 0.232 
[0.217, 
0.248] 

0.151 

Two-factor- with 
factor correlation 

66.102*** 8 0.986 0.974 0.075 
[0.059, 
0.093] 

0.029 

Two-factor- with 
factor correlation 
& RELY-LET 
DOWN 
correlation 

35.551*** 7 0.993 0.984 0.059 
[0.042, 
0.078] 

0.023 

Model 2 X² Df CFI TLI RMSEA SRMR 

Good fit   >0.95 >0.95 <0.06 <0.08 

One factor 2402.10
9***  

9 0.936 0.894 0.172 
[0.166, 
0.178] 

0.065 

Two-factor -no 
factor correlation 

10065.9
64***  

9 0.733 0.555 0.352 
[0.347, 
0.358] 

0.214 

Two-factor- with 
factor correlation 

520.895
***  

8 0.986 0.974 0.084 
[0.078, 
0.091] 

0.026 

Two-factor- with 
factor correlation 
& RELY-LET 
DOWN 
correlation 

253.922
***  

7 0.993 0.986 0.063 
[0.056, 
0.069] 

0.018 
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Model 3: Support from friends: Early adulthood 

 

 

 

 Model 4: Support from friends: Mid-adulthood 

 

 

Model 3 X² Df CFI TLI RMSEA SRMR 

Good fit   >0.95 >0.95 <0.06 <0.08 

One factor 3593.217*** 9 0.821 0.701 0.296 
[0.287, 
0.304] 

0.126 

Two-factor -
no factor 
correlation 

690.320*** 9 0.966 0.943 0.129 
[0.121, 
0.137] 

0.084 

Two-factor- 
with factor 
correlation 

342.534*** 8 0.983 0.969 0.096 
[0.087, 
0.105] 

0.041 

Two-factor- 
with factor 
correlation & 
RELY-LET 
DOWN 
correlation 

239.272*** 7 0.988 0.975 0.085 
[0.076, 
0.095] 

0.035 

Model 4 X² Df CFI TLI RMSEA SRMR 

Good fit   >0.95 >0.95 <0.06 <0.08 

One factor 10423.3
40***  

9 0.830 0.716 0.319 
[0.314, 
0.325] 

0.147 

Two-factor -no 
factor correlation 

1881.50
1***  

9 0.969 0.949 0.135 
[0.130, 
0.141] 

0.090 

Two-factor- with 
factor correlation 

990.018
***  

8 0.984 0.970 0.104 
[0.099, 
0.110] 

0.043 

Two-factor- with 
factor correlation 
& RELY-LET 
DOWN 
correlation 

644.795
***  

7 0.990 0.978 0.090 
[0.084, 
0.096] 

0.035 



 

446 

 

Model 5: Support from relatives: Early adulthood 

 

 

 

Model 6: Support from relatives: Mid-adulthood 

 

 

 

Model 5 X² Df CFI TLI RMSEA SRMR 

Good fit   >0.95 >0.95 <0.06 <0.08 

One factor 2426.533*** 9 0.859 0.764 0.245 
[0.237, 
0.253] 

0.100 

Two-factor -no 
factor correlation 

2289.979*** 9 0.867 0.778 0.238 
[0.230, 
0.246] 

0.148 

Two-factor- with 
factor correlation 

423.503*** 8 0.976 0.954 0.108 
[0.099, 
0.116] 

0.036 

Two-factor- with 
factor correlation 
& RELY-LET DOWN 
correlation 

176.305*** 7 0.990 0.979 0.073 
[0.064, 
0.083] 

0.024 

Model 6 X² Df CFI TLI RMSEA SRMR 

Good fit   >0.95 >0.95 <0.06 <0.08 

One factor 8434.133*** 9 0.836 0.727 0.285 
[0.280, 
0.290] 

0.118 

Two-factor -no 
factor correlation 

5087.290*** 9 0.901 0.835 0.221 
[0.216, 
0.226] 

0.138 

Two-factor- with 
factor correlation 

1393.781*** 8 0.973 0.949 0.123 
[0.117, 
0.128] 

0.040 

Two-factor- with 
factor correlation 
& RELY-LET DOWN 
correlation 

760.440*** 7 0.985 0.969 0.097 
[0.091, 
0.102] 

0.031 
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 Appendix 12: Measurement and structural model for 

sensitivity analysis: All sources of support in one model 

Measurement models 

Early adulthood 

The measurement model containing all sources of support for people in early 

adulthood is shown in Figure A.  The sample for this analysis was 4653 based upon 

available data and the model fit was good (RMSEA=0.04 (0.04-0.05), CFI=0.98, 

TLI=0.97, SRMR=0.04). 

 

Figure A: Measurement model for quality of support from all sources of support: 
Early adulthood 

Mid-adulthood 

The measurement model containing all sources of support for people in mid-

adulthood is shown in Figure B.  The sample for this analysis was 11,827 based upon 

available data and the model fit was good (RMSEA=0.05 (0.05-0.05), CFI=0.98, 

TLI=0.96, SRMR=0.04). 
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Figure B: Measurement model for quality of support from all sources of support: 
Mid-adulthood 

 

 

 

 

Structural models 

Early adulthood 

The sample for this analysis was 4676 based upon available data and the model fit 

was good (RMSEA=0.04 (0.03-0.04), CFI=0.97, TLI=0.95, SRMR=0.06). 
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Figure C: Structural model including all sources of support in early adulthood 

Figure C gives the results of the structural mediation model including all sources of 

support for early adults.  When all sources of support are included, the only direct 

paths that are statistically significant are those between support from friends and 

units consumed on heaviest drinking day.  Both positive support (=0.17, 95%CI=0.11 

to 0.24, p<.001) and negative support (=0.12, 95%CI=0.03 to 0.20, p<.001) from 

friends were associated with consuming a higher number of units on the heaviest 

drinking day in the past week. 

Positive support from relatives (=-0.15, 95%CI=-0.25 to -0.08, P<.01) and positive 

support from friends (=-0.12, 95%CI=-0.17 to -0.08, p<.001) were significantly 

associated with scoring lower on the GHQ (less psychological distress).  No other 

paths between support and psychological distress were statistically significant and 

the path between psychological distress and alcohol was positive, but small and non-

significant ( =0.04, 95%CI=-0.01 to 0.09, p=.171). 

None of the indirect paths from positive or negative support from any source were 

statistically significant.   
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Mid-adulthood 

The sample for this analysis was 11,892 based upon available data and the model fit 

was good (RMSEA=0.05 (0.05-0.05), CFI= 0.95, TLI=0.93, SRMR=0.08). 

 

 

 

Figure D: Structural model including all sources of support in mid-adulthood  

Figure D gives the results of the structural mediation model including all sources of 

support for mid-adults.  Both positive support (=0.06, 95%CI=0.03 to 0.11, p<.001) 

and negative support (=0.11, 95%CI=0.06 to 0.15, p<.001) from friends were 

significantly associated with consuming a higher number of units on the heaviest 

drinking day in the past week.  Negative support from relatives was significantly 

associated with consuming fewer units of alcohol on the heaviest drinking day (=-

0.07, 95%CI=-0.12 to -0.01, p<.05) 

All paths between positive and negative support from each source and psychological 

distress were statistically significant, with positive support associated with less 

Factor indicators: 

First letter: P = partner, R = relatives, F = friends 

Second letter: U = understanding, R = rely upon, O = open up, C = criticize, L = let down, A = annoy 

 




















































































































