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Abstract 

While effective treatment for alcohol use disorders (AUDs) exists, only about 28% of 

individuals suffering from AUDs seek help for problems (Cohen, Feinn, Arias, & Kranzler, 

2007). The National Institute of Health strategic initiative of systems-thinking approaches to 

health (USDHHS, 2010b) suggests that social network ties may reveal important keys to how 

persons experiencing health problems, including AUDs, seek treatment. Additionally, 

approximately 60% of individuals in treatment for AUDs will relapse within the first year 

following alcohol treatment (Maisto, Pollock, Cornelius, Lynch, & Martin, 2003; Whitford, 

Widner, Mellick, & Elkins, 2009). One mechanism of change that could reduce relapse of 

alcohol use may be the goals individuals adopt upon entry to treatment. The objectives of this 

dissertation are 1) identify the characteristics of social network ties among persons with 

experiencing AUDs, 2) examine how social network ties influence treatment use for alcohol 

dependence, and 3) to examine whether goals individuals adopt concerning drinking in early 

treatment influence subsequent alcohol use following treatment completion. Objectives 1 and 2 

examine wave 2 of the National Epidemiologic Survey on Alcohol and Related Conditions. 

Objective 3, examines the Life-Transitions Study (LTS) (Robinson et al., 2011). Results suggest 

that social networks of individuals with AUDs are smaller in size and less diverse. Additionally, 

social network ties of individuals with AUD play a moderating role in seeking treatment such 

that individuals with high level of alcohol consumption and more social ties are more likely to 

seek treatment than individuals with high levels of alcohol consumption and few network ties. 

Finally, controlling for differences in who adopts a goal of abstinence from alcohol, individuals 

who adopt a goal of abstinence at treatment entry are likely to have more percent days abstinence 

and more days since last consuming alcohol compared to individuals who adopt a non-abstinence 
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goal. These findings offer several implications for social work practice including the utilization 

of social networks as a resource among individuals with AUDs, the identification of high risk 

AUD groups least likely to seek treatment, and risk factors associated with higher levels of 

alcohol use following treatment for AUDs. 
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Chapter 1 

Overview and Introduction 

 

Introduction and summary of literature 

The overall objective of this dissertation is to identify the characteristics of social 

network ties among persons who are experiencing alcohol use disorders (AUD), how social 

network ties influence AUD treatment use, and whether the goals an individual adopts 

concerning their drinking in early treatment influence their subsequent alcohol use following 

treatment completion. 

Costs of alcohol-related problems 

An estimated 9.7 million Americans have experienced alcohol abuse and 7.9 million have 

experienced alcohol-dependence in the past year (Grant et al., 2004). Alcohol abuse is a pattern 

of drinking that results in harm to one’s health, interpersonal relationships, or ability to work. 

DSM-IV criteria for alcohol abuse include the failure to fulfill major responsibilities at work, 

school, or home, drinking in dangerous situations (such as drinking while driving or operating 

machinery), legal problems related to alcohol, such as being arrested for drinking while driving 

or for physically hurting someone while drunk, and continued drinking despite ongoing 

relationship problems that are caused or worsened by drinking (APA, 2000). DSM-IV criteria for 

alcohol dependence include increased tolerance (a need for increased amounts of alcohol to 

achieve intoxication or a diminished effect with continued use of the same amount of alcohol); 

experiencing withdrawal symptoms associated with a reduction in alcohol use; unsuccessful 
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efforts to cut down or control alcohol use; large amounts of time spent in activities necessary to 

obtain alcohol, use alcohol or recover from its effects; an abandonment of social, occupational, 

or recreational activities because of alcohol use; and continued alcohol use despite knowledge of 

having a persistent or recurrent physical or psychological problem that is likely to have been 

caused by alcohol (APA, 2000). 

While effective treatment exists, only about 28% of individuals suffering from alcohol 

abuse or dependence seek help for their problems (Cohen et al., 2007). Alcohol-related problems 

are a significant public health concern and are associated with many problems including (but not 

limited to) acute injury, neurologic impairment, psychiatric and drug comorbidity, and certain 

cancers (Hasin, Stinson, Ogburn, & Grant, 2007; Kopelman, Thomson, Guerrini, & Marshall, 

2009; Rehm et al., 2009). Additionally, the financial costs of alcohol-related problems in the 

United States exceed the costs of cancer and coronary heart disease. Specifically, alcohol-related 

costs totaled an estimated $184 billion in 1998 which included adverse medical consequences, 

lost worker productivity, increased crime, higher accidents, and exacerbated 

treatment/prevention costs (Harwood, Fountain, & Livermore, 1998). 

An objective of Healthy People 2020 is to increase the number of individuals diagnosed 

with AUDs who receive alcohol treatment (USDHHS, 2010a). AUDs include the disorders of 

alcohol abuse and alcohol dependence. Alcohol reduction interventions have been shown to 

reduce health care costs and other costs to society associated with misuse of alcohol (Holder et 

al., 2000; Zarkin et al., 2010). Some evidence has shown that treatments for AUDs can be 

effective and can increase one’s likelihood of recovery from alcohol problems (Grant et al., 

2004; Moos & Moos, 2006; Moyer, Finney, Swearingen, & Vergun, 2002). Thus, it is critical to 

increase the number of individuals with AUDs who receive treatment. 
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Social network ties and alcohol use disorders 

Generally, social network ties are collections of individuals, linked in some manner by 

social structure, and are connected through social interaction. Social network ties assess 

participation in different types of social relationships. Here, social network ties are defined as the 

number of social roles (types of social relationships) for which respondents report active social 

interaction (Brissette, Cohen, & Seeman, 2000). There are two major ways in which social 

network ties are operationalized: Social network diversity, and social network size (Berkman & 

Syme, 1979; Brissette et al., 2000). Social network diversity (SND) refers to heterogeneity in the 

composition of networks (Cohen et al., 1997). Social network diversity assesses the number of 

social roles an individual occupies through interaction in various groups (family, work, 

community, etc.) Social network size (SNS) refers to the number or density of members within a 

network (Brissette et al., 2000). Social network size assesses the number of persons an individual 

interacts with across all social roles for which they occupy. 

Given the strong relationship between social network ties and health and well-being, 

identifying the characteristics associated with SND and SNS among those with an AUD can 

inform translational efforts. Associations between social network ties and health and well-being 

may be driven by two different properties including 1) increases in the diversity of social 

networks (Cohen, 2004) and 2) increases in network size (Brissette et al., 2000; House, Landis, 

& Umberson, 1988). However, to the author’s knowledge, there are no studies to date that 

directly compare these two properties of social network ties and their associations with health 

and well-being among a sample of individuals with AUDs.  

Direct comparisons aside, both SND and SNS have a strong relationship with health and 

well-being in general populations (Cohen et al., 1997; House et al., 1988). Those with high SND 
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experience a host of positive outcomes, including a large base to consult with during illness 

(Perry & Pescosolido, 2010), greater physical and mental health functioning (Caplan, 1974; 

Cohen et al., 1997), and improved treatment response in medical contexts (Helgeson, Cohen, & 

Fritz, 1998). Those who report larger SNS consume less alcohol (Pressman et al., 2005; Sorkin, 

Rook, & Lu, 2002), and are at lowered risk for problem drinking (Heinrich & Gullone, 2006) 

than those with small SNS.  

Small social networks are a risk factor among those with AUDs 

Those with extremely few social network ties (between 1 and 3) are at risk for 

experiencing social isolation (Brissette et al., 2000). Those with few social network ties are less 

likely to receive benefits of social support compared to those with many social network ties 

(Berkman & Syme, 1979). Past research suggests significant differences in alcohol involvement 

between those who have few social network ties and those with many network ties (Cacioppo et 

al., 2000, 2002), but these measures are drawn from non-clinical samples and have produced 

inconsistent findings (Cacioppo et al., 2002, 2002; Page & Cole, 1991; Sadava & Pak, 1994). 

Additionally, those who report few social network ties consume more alcohol (Pressman 

et al., 2005; Sorkin et al., 2002), and are at higher risk for increased alcohol involvement 

(Heinrich & Gullone, 2006) than those with many social network ties. Further, those with few 

social network ties also experience lowered support from friends and family to adopt healthy 

behaviors and access treatment when needed (Cacioppo, Hawkley, & Berntson, 2003; Rook, 

1984; Rubinstein, Lubben, & Mintzer, 1994). 

The available data suggest that few social network ties are a risk factor associated with 

AUDs. However, from this literature, it is not clear which characteristics of social network ties 

are associated with elevated risk factors associated with alcohol use among individuals with 
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AUDs. It is possible that both small social network diversity (SND) and small social network 

size (SNS) are associated with elevated risk for alcohol use among individuals with AUDs, but 

this claim remains untested.  

A second association with few social network ties that has been documented is the 

presence of a co-occurring AUD and mental health disorder. Individuals with co-occurring 

disorders tend to have fewer social network ties than persons without an AUD or mental health 

disorder (Tracy & Biegel, 2006). Additional research suggests that among persons with co-

occurring AUD and mental health disorders, a larger number of social network ties, paired with 

higher levels of social support, increase AUD treatment use (Drake, Mercer-McFadden, Mueser, 

McHugo, & Bond, 1998). However, social network measurement among those with co-occurring 

disorders often varies across studies, leaving uncertainty concerning which dimensions of social 

network ties are most likely to be influenced by the presence of co-occurring AUD and mental 

health disorders. It is possible that both small social network diversity (SND) and small social 

network size (SNS) are associated the presence of a co-occurring mental health disorder among 

individuals with AUDs, but this hypothesis remains untested.  

Third, it is not understood which factors associated with socioeconomic status (SES) are 

related to social network ties among individuals with an AUD. Those who are unemployed and 

possess lower education may have fewer social network ties (Westermeyer, Thuras, & Waaijer, 

2004). Previous research on whom, in the general population, is most likely to experience fewer 

social network ties suggests that socioeconomic status may be influential, but these results often 

derive from non-representative samples and offer inconsistent patterns of findings.  

Fourth, clinical factors, such as alcohol involvement (the number of criteria an individual 

meets for DSM-IV alcohol abuse or alcohol dependence) (APA, 2000) are potential correlates of 
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fewer social network ties (Favazza & Thompson, 1984; Moos, Fenn, Billings, & Moos, 1988), 

but it is not clear how the characteristics of social network ties, including SND and SNS, relate 

to alcohol involvement. It is assumed that the relationship may be bi-directional. However, given 

the scant evidence suggesting that few social network ties are a risk factor among individuals 

with AUDs, it is likely that the directional relationship stating that few social network ties leads 

to an increased use in alcohol involvement may be a more accurate statement than the converse – 

that increased alcohol involvement leads to fewer social network ties. Research on alcohol use 

among adolescents suggests that as individuals increase their alcohol involvement, they may 

develop social network ties with other alcohol users, but their actual social network size often 

remains unchanged (Burk, van der Vorst, Kerr, & Stattin, 2012; Knecht, Burk, Weesie, & 

Steglich, 2010), suggesting that decreases in network ties does not precipitate increased alcohol 

use. However, it remains untested whether an association exists between social network ties, 

such as SNS and SND, among individuals with an AUD and level of alcohol involvement.  

Social network ties and treatment use among individuals with an AUD 

While the available literature concerning treatment use and measures of social network 

ties among persons with an AUD is sparse, preliminary results suggest the two are related. 

Among those with an AUD, those with many social network ties experience a host of positive 

outcomes, including a large base to consult with during illness (Conner & Heywood-Everett, 

1998), greater physical and mental health functioning (Caplan, 1974; Cohen et al., 1997), and 

improved treatment response in medical contexts (Helgeson et al., 1998).  

In untreated samples, many persons with an AUD report high encouragement from their 

social network ties to enter treatment (Room, Greenfield, & Weisner, 1991), and those currently 

in AUD treatment report even higher levels of encouragement to reduce their alcohol use 
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compared to those who are untreated (Weisner, 1993). Additionally, when social network ties are 

influential in treatment entry, social support increases and positive treatment outcomes also 

increase (Bond, Kaskutas, & Weisner, 2003). Further, treatment evaluation data suggests that 

when persons with an AUD experience “pressures to change” from their social network ties, 

such as requests from partners to enter treatment, others endorse sobriety, and the presence of 

those who provide a supportive environment, treatment use increases (Azrin, Sisson, Meyers, & 

Godley, 1982; Barber & Crisp, 1995; Garrett et al., 1998; Meyers, Dominguez, & Smith, 1996). 

Limitations of social network models of treatment use 

Available research on the relationship between social network ties and treatment use for 

alcohol dependence presents conflicting findings. On the one hand, increased social network ties 

can serve as a substitute for alcohol dependence treatment through promoting natural recovery 

through continual feedback concerning drinking behaviors (Humphreys & Noke, 1997), and 

increased social support (Maulik, Eaton, & Bradshaw, 2009). However, the number of social 

network ties can, at times, serve as a positive influence for pursuing treatment for alcohol 

dependence through transmitting social norms concerning when cutting down on alcohol use is 

needed (Weisner, 1993), and transmitting information about where to access treatment services, 

(Gourash, 1978).  

One possible explanation for the divergent findings associated with the influence of 

social network ties and treatment use concerns the moderating role that social network ties may 

play in the relationship between alcohol consumption and treatment use. For example, an 

individual with alcohol dependence who has a high level of alcohol consumption and many 

social network ties may receive the positive influences from social network ties, but at the same 

time, these may not possess the resources to provide any assistance towards treating alcohol 
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dependence. Additionally, an individual with alcohol dependence who has a high level of alcohol 

consumption and few social network ties may be offered less knowledge from their social 

network ties concerning whether drinking is excessive and what an individual can do about it 

(vis-à-vis seeking treatment). With these divergent findings in mind, current research on social 

network ties can be improved by examining the ways in which social network ties serve as a 

moderating variable between factors known to influence treatment use.  

Drinking goals in early treatment subsequent and alcohol use 

 While there is considerable attention in alcohol research to examine factors related to 

treatment entry, there is also a consistent focus on “mechanisms of change” that occur after an 

individual enters treatment that lead to positive outcomes including reduced alcohol use 

(Longabaugh et al., 2006). The selection of drinking goals at treatment entry is a promising, yet 

under-studied, mechanism of change which may have an impact on alcohol use following 

treatment (Adamson et al., 2010). Examining drinking goals can have immediate clinical appeal. 

Clinicians frequently work with clients to establish a drinking strategy, and to instill motivation 

for maintaining that strategy throughout treatment (DiClemente, 2007).  

However, it is unclear whether a drinking goal of abstinence reduces alcohol use 

following treatment. For example, some research has shown that those who desire a non-

abstinence drinking goal upon treatment entry continue to drink at heavy levels following 

treatment, compared to those who select a drinking goal of abstinence (Adamson & Sellman, 

2001). Yet, other research has shown that when clients were allowed to establish their own goals 

(either abstinence or non-abstinence), those who adopted a non-abstinence drinking goal 

experienced drinking problems for a shorter period of time and were more accurate in predicting 

whether they could meet their drinking goal (compared to those who established abstinence as a 
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drinking goal) (Pachman et al., 1978). A detailed and refined approach to examining alcohol use 

between individuals who adopt abstinence and individuals who adopt a non-abstinence drinking 

goal is needed, especially from a longitudinal perspective 

Proposed Dissertation Structure 

Conceptual framework 

Chapter 2 is informed by a social network framework which posits that social networks 

are influenced heavily through key social and clinical factors including sociodemographics (and 

their accompanying socioeconomic status) as well as the experience of mental health related 

problems (Cohen & Janicki-Deverts, 2009). Figure 1.1 presents the conceptual design for chapter 

1. 

Chapter 2 is informed by a network model of mental health treatment use positing that 

social network ties provide valuable resources that influence the decision to seek AUD treatment, 

and that social network ties moderates the relationship between the level of alcohol consumption 

an individual experiences and treatment use for alcohol dependence (Humphreys & Noke, 1997; 

Weisner, 1993). Figure 1.2 presents the conceptual model for chapter 2. 

Chapter 3 is informed by research examining mechanisms of change in reduction of 

alcohol use following treatment to examine whether the goals an individual adopts concerning 

their drinking in early treatment influence their subsequent alcohol use following treatment 

completion (Adamson et al., 2010; Longabaugh et al., 2006). Figure 1.3 presents the conceptual 

model for chapter 3. 

While scant research suggests that social network ties influence treatment and outcomes 

among persons with AUDs, measures capturing social network ties vary widely across studies 

have not been assessed in terms of their validity. Social network research among persons with 
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AUDs can be significantly improved through 1) adopting valid measures of social network ties 

(Brissette et al., 2000), 2) increasing the potential for capturing the breadth of social network ties 

(Smith, Cleeland, & Dennis, 2010), and 3) relying on less restricted count data to examine social 

network ties (Groh, Jason, Ferrari, & Halpert, 2011). Data from the National Epidemiologic 

Survey on Alcohol Related Conditions (NESARC) can contribute to these improvements. 

Measures of social network ties used in the NESARC have strong psychometric properties 

(Brissette et al., 2000). These measures are known to capture the size and breadth of social 

network membership, and they offer an examination of social interaction among social network 

ties within a restricted time frame (past two weeks).  

Additionally, research examining abstinence as a drinking goal can be improved through 

1) addressing whether the goal of abstinence produces the same or different alcohol-use 

outcomes following treatment compared to a goal of non-abstinence and 2) examining whether 

current findings examining drinking goals are generalizable to the United States, where the vast 

majority of treatment centers advocate only abstinence. Results from other countries may not 

generalize to associations with drinking goals where abstinence is the primary goal of treatment 

(such as in the United States) (Cox et al., 2004; Rosenberg & Davis, 1994). Data from the Life 

Transitions Study (LTS) (Robinson et al, 2011) can contribute to these improvements. The 

measures available in the LTS contain a highly detailed examination of alcohol use 3 years 

following the formation of drinking goals in early treatment. Further, all participants in the LTS 

are from a U.S. sample.  

Chapter 2: Correlates of social network diversity and social network size 

Chapter 2 examines whether social network ties are influenced through key social and 

clinical factors including sociodemographics (and their accompanying socioeconomic status) as 



	
  

	
   11	
  

well as the experience of mental health related problems. This chapter will address two 

questions: (1) What differences are there in the social networks in terms of their size and 

diversity among individuals with alcohol abuse, alcohol dependence, and those from the general 

population? (2) Controlling for important social and clinical differences, do differences in social 

networks in terms of size and diversity still emerge between individuals with alcohol 

dependence, alcohol abuse, and the general population? 

To address these questions, data from NESARC Wave 2 were analyzed in this chapter. 

Measures of social network ties are found only in wave 2 of the NESARC. The second wave of 

NESARC involved re-interviews of Wave 1 respondents. The response rate of Wave 2 (based on 

the Wave 1 sample) was approximately 70%. Thus, the effective sample size of Wave 2 is N = 

34,653 (Grant, Kaplan & Stinson, 2007).  

An examination of collinearity between the measures of social network ties (social 

network diversity and social network size) using a variance inflation factor (VIF) method 

suggests that including both measures in the same analysis is problematic, with VIF metrics for 

social network size and the interaction term of social network size and social network diversity 

exceeding the cut-point of 10.0. Thus, social network size and social network diversity are 

examined in separate analyses (Hamilton, 2008).   

Chi-square tests of independence and multiple linear or Poisson regression are the 

primary analytic techniques for chapter 2. Chi-square tests of independence examine whether 

categorical groups differ significantly within dependent variables of concern. Multiple linear or 

Poisson regression permits examining the contribution of multiple independent variables in 

explaining the variance of one dependent variable with either a normal or a non-normal 

distribution (Dobson, 2002; McCullagh & Nelder, 1989). All analyses account for the complex 
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design of NESARC using the strata, weight, and cluster variables (Grant et al., 2007). STATA 

V12 (StataCorp, 2011) is used for descriptive analyses, variable screening, and data 

management. Multiple linear or Poisson regression analyses are conducted in STATA V12. All 

hypotheses include the NESARC sample of respondents that met criteria for DSM-IV lifetime 

alcohol abuse, alcohol dependence or have no lifetime history of alcohol use disorder. 

Chapter 3: Social network ties and treatment use for alcohol dependence  

Chapter 3 examines whether social network ties provides valuable resources that 

influence the decision to seek AUD treatment, and whether the relationship between alcohol 

consumption and treatment use for alcohol use dependence is moderated by social network ties 

(Humphreys & Noke, 1997; Weisner, 1993). It is hypothesized that first, controlling for known 

factors related to treatment use, higher alcohol consumption is a correlate of treatment use for 

alcohol dependence. Second, controlling for known factors related to treatment use, social 

network ties moderate the relationship between the alcohol consumption and treatment use. High 

alcohol consumption paired with larger number of social network ties increases the probability 

for treatment use. However high alcohol consumption paired with smaller number of social ties 

will result in a diminished probability of seeking treatment 

 To test these hypotheses, data from NESARC Wave 2 were analyzed in this chapter. 

Social network measures are found only in wave 2 of the NESARC. The second wave of 

NESARC involved re-interviews of Wave 1 respondents. The response rate of Wave 2 (based on 

the Wave 1 sample) was approximately 70%. Thus, the effective sample size of Wave 2 is N = 

34,653 (Grant et al., 2007). Given that those with alcohol dependence are most in need of alcohol 

use disorder treatment, the sample for all hypotheses includes respondents who met diagnostic 

criteria for past-year DSM-IV alcohol dependence at Wave 2 (N = 1,433).  
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Multiple logistic regression is the primary analytic techniques for the study contained in 

this chapter. All analyses account for the complex design of NESARC using the strata, weight, 

and cluster variables (Grant et al., 2007). All analyses are completed using STATA V12 

(StataCorp, 2011) Analyses will incorporate sociodemographics, resource availability and 

clinical characteristics as control variables in analyses examining the moderating role of social 

network ties on the relationship between alcohol consumption and treatment use. All hypotheses 

include the NESARC sample of respondents that met criteria for DSM-IV 12-month alcohol 

dependence. 

Chapter 4: The effect of drinking goals at treatment entry on longitudinal alcohol use 

patterns among adults with alcohol dependence  

Chapter 4 examines whether the goals an individual adopts concerning their drinking in 

early treatment influences their subsequent alcohol use following treatment completion. It is 

hypothesized that the adoption of abstinence as a drinking goal in early treatment will be 

explained by differences in sociodemographic and clinical characteristics of respondents. 

Additionally, it is hypothesized that adopting a drinking goal of abstinence in early treatment 

will reduce alcohol use following treatment completion, compared to individuals who do not 

adopt an abstinence goal on early treatment.  

To test these hypotheses, data from the LTS are examined in a secondary analysis. The 

LTS is a longitudinal study of 364 adults who met DSM-IV criteria for alcohol dependence who 

were drawn from treatment and non-treatment sources. For this analysis, 93 LTS participants 

who were not in treatment were dropped, given this chapter’s interest in abstinence as a drinking 

goal upon treatment entry. This left a final sample size of 271 alcohol-dependent adults who 

were in treatment for alcohol dependence at their baseline interview. Participants included in 
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study contained in this chapter were recruited from three sites: 1) a university-affiliated 

outpatient addiction treatment program (n=157), 2) a VA outpatient substance use treatment 

clinic (n=80), and 3) a drinking program which helped individuals to reduce, but not to stop, 

their drinking (n=34). Both the university affiliated outpatient program and the VA outpatient 

treatment clinic adhere to classic, abstinence-based treatment models. 

Bivariate analyses examined who is most likely to endorse abstinence as a drinking goal 

at baseline. To understand how abstinence as a drinking goal at baseline influenced subsequent 

alcohol use, multilevel mixed-effects linear regression models are constructed to examine change 

in alcohol use patterns over a 2.5-year time period. All analyses are completed in STATA 

Version 12 (StataCorp, 2011).  

Conclusions 

The main purpose of this dissertation is to further knowledge regarding the characteristics 

of social network ties among individuals with alcohol use disorders, examine whether social 

network ties influence the decision to seek treatment for alcohol use, and whether the goals 

individuals adopt in early treatment influence alcohol use following treatment completion. The 

immediate goal is to disseminate results from these studies so they can be used to refine 

interventions centered on utilizing social network resources to facilitate treatment entry, and 

improve clinical practice for examining goal setting among individuals entering treatment for 

alcohol use. The long-term goal for this dissertation is to build a foundation of research that can 

directly lead to the improvement in quality of life for individuals experiencing alcohol use 

disorders. Through identifying social network characteristics of individuals with alcohol use 

disorders, strengths for improving the quality of life through social interaction can be 
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determined, and deficits in social network ties of persons with alcohol use disorders can be 

identified and improved directly through social work interventions.  
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Figure 1.1. Conceptual model for chapter 2 
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Figure 1.2. Conceptual model for chapter 3 
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Figure 1.3. Conceptual model for chapter 4 
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Chapter 2: Alcohol use disorders and diminished social ties: Findings from the NESARC 

 

Abstract 

Background: In an effort to determine whether test the hypothesis that social network ties of 

individuals with alcohol use disorders (AUDs) are smaller than those with no AUDs, social 

network characteristics are compared among those with an AUD diagnosis and those with no 

diagnosed AUD among respondents from the National Epidemiologic Survey on Alcohol 

Related Conditions (NESARC). 

Methods: 34,653 respondents from wave 2 of the NESARC were assessed for the presence of 

lifetime alcohol dependence or lifetime alcohol abuse, social network ties, sociodemographics 

and clinical characteristics. Bivariate comparisons examined correlates of social network ties. 

Multivariate regression analyses were used to examine alcohol abuse and dependence as 

predictors of social network ties while adjusting for sociodemographic and other clinical 

variables. 

Results: Analyses showed that social network ties tend to be smaller for those with lifetime 

alcohol abuse and alcohol dependence. However, individuals with lifetime alcohol dependence 

reported social network ties composed of students and co-workers at larger rates than those with 

lifetime alcohol abuse and those with no lifetime AUD. Furthermore, those with lifetime alcohol 

abuse reported social network ties composed of spouses/partners, friends, students/teachers, co-

workers, and others groups, at larger rates than those with no lifetime AUD. 
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Conclusion: Interventions that promote social influence to reduce alcohol use may achieve 

effectiveness through targeting specific groups in an individual’s social networks that are larger 

in size and more prevalent among individuals with AUDs. Also, efforts to re-integrate those with 

AUDs into the broader community may be best served by targeting the specific groups in a social 

network that are smaller in size among those with an AUD.  

 

Introduction 

There is considerable disagreement concerning social network ties of individuals with an 

alcohol use disorder (AUD). While some argue that social network ties, or multiple social ties to 

friends, family, co-workers and community, of individuals with AUD are similar to individuals 

with no AUD (McCrady, 2004), there is other evidence to suggest that 1) Social network ties of 

individuals with high levels of alcohol involvement are smaller and less diverse than individuals 

with low levels of alcohol involvement (Cacioppo et al., 2002, 2002; Page & Cole, 1991; Sadava 

& Pak, 1994), and 2) the social network ties of alcohol dependent individuals with high alcohol 

use severity are considerably smaller and less diverse compared to alcohol dependent individuals 

with lower alcohol use severity (Westermeyer & Neider, 1988; Westermeyer, Thuras, & Waaijer, 

2004). In an effort to test the hypothesis that the social network ties of individuals with AUDs 

are smaller than individuals with no AUDs, in this chapter, I compare social network 

characteristics among individuals with an AUD diagnosis of dependence, abuse and individuals 

with no diagnosed AUD among respondents from a nationally representative sample. 

Social network ties and alcohol use disorders 

While it is uncertain whether the social network ties of individuals with an AUD are 

different than individuals without an AUD, there is a significant amount of evidence to suggest 
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that the degree of alcohol involvement is a significant predictor of social network ties (Cacioppo 

et al., 2000, 2002). However, it is important to note that these results are drawn from non-clinical 

samples and have produced inconsistent findings (Cacioppo et al., 2002, 2002; Page & Cole, 

1991; Sadava & Pak, 1994). From clinical samples of individuals with a diagnosed AUD, it is 

known that alcohol consumption and risk for alcohol abuse is higher among individuals who 

report fewer social ties (Heinrich & Gullone, 2006; Pressman et al., 2005; Sorkin et al., 2002).  

Why examine social network ties? 

There is a substantial body of research that suggests health status plays a critical role in 

an individual’s social network ties. The overwhelming conclusion from this work is that 

individuals who experience better physical health have social network ties that are larger and 

more diverse. Perhaps the most striking conclusion from research on the effect of social ties has 

shown, in several longitudinal samples, that individuals with fewer social ties experience higher 

mortality rates (Berkman & Syme, 1979; House, Robbins, & Metzner, 1982). 

 Common groups composing an individual’s social ties include family, friends, co-

workers and community groups. Social network size and social network diversity are two distinct 

measures of social network ties. Social network size is defined as the number of persons (across 

all types of social relationships) for which individuals report frequent (varying between 2 weeks 

and 1 month) social interaction. Social network diversity measures number of social roles (types 

of social relationships) for which individuals report some level of participation between 2 weeks 

and 1 month (Brissette, Cohen, & Seeman, 2000). 

Social network size has been utilized in a number of studies examining health outcomes 

including exposure to stress (Haines & Hurlbert, 1992), the general health of elderly populations 

(Gallo, 1983), and neuroendocrine activity (Seeman, Berkman, Blazer, & Rowe, 1994). Yet, 
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social network size has been criticized as a relatively weak predictor of health, with social 

network diversity as the preferred measurement to explore the relationships between health and 

social network ties (Cohen & Wills, 1985; Uchino, Cacioppo, & Kiecolt-Glaser, 1996). While 

disagreement persists concerning which measure is a better indicator of health, both social 

network size and social network diversity have both been shown to predict health outcomes, 

suggesting that both measures may make a valid contribution to understanding how social 

network ties are related to measures of both health and mental health. While the findings 

examining social network ties and health suggest that larger, more diverse networks are 

beneficial for health, it is not clear from the existing research on social network ties and alcohol 

use, what exactly, the social networks of individuals with AUDs look like, and whether 

increasing the size and diversity of the social networks of individuals with AUDs is useful in 

improving health. 

Social network size 

Social network size, as a construct, is a measure available in many social network 

instruments, including two often-used measures: The Social Network Inventory (Cohen, Doyle, 

Skoner, Rabin, & Gwaltney, 1997) and The Important People Inventory (Groh, Olson, Jason, 

Davis, & Ferrari, 2007). Both measures stem from applications concerning social network 

therapy among the seriously mentally ill (Speck, 1967). This approach to social network ties 

placed the focus of therapy on the individual’s perception of the structure of their social network, 

examining the individual’s important network members and the frequencies of contact with these 

members. Historically, social network analysis crosses many disciplines from anthropology 

(Mitchell, 1974), psychology (Price & Politser, 1980), to most notably, sociology, where social 

network size was incorporated in Durkheim’s initial studies on suicide (Durkheim, 1997).  
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Social network diversity 

Research measuring social network ties in this fashion demonstrates that increased social 

network diversity is related to lessened psychological distress (Thoits, 1983), as well as 

improved health status, both objective and perceived (Moen, Dempster-McClain, & Williams, 

1992). Additional research in social network diversity has shown that in terms of health, 

individuals with greater social network diversity also report lowered rates of alcohol use, reduced 

smoking, better diet, more sleep, and higher rates of physical exercise (Cohen et al., 1997; Cohen 

& Williamson, 1991). 

Increased social network diversity has also been associated with better mental health 

outcomes, including lower levels of stress (Cassel, 1976), lowered levels of anxiety (Bolger & 

Eckenrode, 1991), reduced depressive symptomatology among mothers of children with mental 

illness (Hong, Seltzer, & Krauss, 2001), increased social support (Taylor, Falke, Shoptaw, & 

Lichtman, 1986), and increased exposure to health promoting behaviors (Antonovsky, 1979; 

Umberson, 1987). Finally, research on social network diversity shows that individuals suffering 

from a diagnosed mental illness, including major depression and anxiety disorders are more 

likely to have smaller social network diversity than individuals who experience no mental illness 

(Tracy & Biegel, 2006). 

Current study 

Drawing from the literature surrounding social network ties and health, four hypotheses 

have been generated to examine the social network ties of individuals with AUDs. Through 

using an established measure of social networks, I sought to test the following hypotheses: (1) 

What differences are there in the social networks in terms of their size and diversity among 

individuals with alcohol abuse, alcohol dependence, and those from the general sample? (2) 
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Controlling for important social and clinical differences, do differences in social networks in 

terms of size and diversity still emerge between individuals with alcohol dependence, alcohol 

abuse, and the general population? 

Methods 

Sample 

The secondary data used to examine these research questions comes from wave 2 of The 

National Epidemiologic Survey on Alcohol Related Conditions (NESARC). NESARC is a 

population-representative survey of United States adults aged 18 or older living in 

noninstitutionalized settings. Wave 2 NESARC data were collected between 2004 and 2005. 

Wave 2 of the NESARC surveyed 34,653 of wave 1 respondents (reflecting an 86.7% response 

rate) (Grant et al., 2004, 2005; Hasin et al., 2007). Wave 2 NESARC data were weighted to 

reflect survey design characteristics and to account for oversampling of certain groups. NESARC 

data are also weighted to be representative of the U.S. population on socioeconomic variables, 

based on the 2000 decennial census.  

Measurement 

Social network ties are the primary outcome variable for the current study. The Social 

Network Index (Cohen et al., 1997) from the NESARC was used to derive two different 

measures of social network ties for the current study (1) social network size and (2) social 

network diversity. Social network diversity referred to membership in different social groups 

(Cohen et al., 1997). Social network diversity was assessed in terms of the number of social 

groups an individual has other group members they interact with (family, work, community, etc.) 

Social network size (SNS) was assessed in terms of the number of members in an individual’s 
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social network across all the groups he/she belongs to (Brissette et al., 2000). Both measures 

were constructed from the same survey items in the NESARC but constructed in different ways.   

Social Network Index. In this study, the individual items from the Social Network Index 

and response options were organized consistent with prior work on social networks (Brissette et 

al., 2000; Cohen et al., 1997). The Social Network Index consists of social network ties 

measurement across 11 groups. Groups of the Social Network Index are outlined in Table 2.1. 

Among each of the 11 social network groups, individuals who responded to the Social Network 

Index questions in the affirmative (yes), or with a number greater than zero were considered to 

possess membership in a social network. To compute a score for social network size, a count 

variable was created counting the sum total of members in a social network across all 11 groups 

(range 0 – 233). To compute a score for social network diversity, a count variable was created 

counting the number of groups an individual had at least one member in, across all 11 groups 

(range 0 – 11).  

Alcohol use disorders. Individuals in the NESARC completed the Alcohol Use Disorder 

and Associated Disabilities Interview Schedule - DSM-IV version (AUDADIS-IV) (Grant et al., 

2004). This structured interview, designed for lay interviewers was developed to measure 

substance use and mental health in large-scale surveys (Grant et al., 2004, Grant et al., 2005). 

Questions in the AUDADIS-IV covered DSM-IV criteria for alcohol abuse and dependence. 

Consistent with DSM-IV, lifetime diagnoses of alcohol abuse required 1 or more of 4 abuse 

criteria during any previous 12-month period in an individual’s life. Lifetime alcohol dependence 

diagnoses required 3 or more of the 7 dependence criteria during any previous 12-month period 

in an individual’s life.  

 The reliability of AUDADIS-IV alcohol diagnoses is documented in both clinical and 
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population samples (Grant, Moore, Shepard & Kaplan, 2003), with test-retest reliability in 

acceptable range (k = .67-.70). Additional measures of the validity of the AUDADIS-IV, 

including convergent, discriminant and construct validity have also been documented elsewhere 

as acceptable (Hasin, Paykin, Endicott, & Grant, 1999; Hasin, Grant, & Endicott, 1990; Hasin, 

Van Rossem, McCloud, & Endicott, 1997). From the AUDADIS-IV, 3 groups were formed: (1) 

Individuals with no lifetime diagnosis of alcohol abuse or dependence, N = 23,350 (2) 

individuals with a lifetime diagnosis of alcohol abuse, N = 6,389 (3) individuals with a lifetime 

diagnosis of alcohol dependence, with or without abuse, N = 4,914.  

Sociodemographics. Individuals were assessed for several sociodemographic 

characteristics including race/ethnicity group, including White (non-Hispanic), Black, American 

Indian/Alaskan Native, Asian/Pacific Islander, and Hispanic; gender; martial status, including 

married/cohabitating, separated/divorced/widowed and never married; personal annual income 

(in annual dollars); age (in years); and employment status, including employed and unemployed. 

Lifetime drug use disorders. Individuals who were included as having a drug use disorder 

include those respondents who met DSM-IV lifetime criteria for any non-nicotine drug use 

disorder, including abuse or dependence. The specific substances assessed were: sedatives, 

tranquilizers, opioids, amphetamine, cannabis, hallucinogens, cocaine, inhalants, heroin, or 

“other” drugs.  

Lifetime mental health disorders. Two mental health disorders were examined in this 

study (1) a binary variable examining lifetime history of an anxiety disorder (social phobia, panic 

disorder with or without agoraphobia, and generalized anxiety disorder) and (2) a binary variable 

examining lifetime history of major depression. These 2 disorders were selected for the study 

given their higher levels of prevalence in the U.S. population compared to other mental health 
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disorders (Hasin et al, 2007). 

Analyses 

Analyses were computed using weighted population analyses in STATA Version 12 

(StataCorp, 2011). This system implements a Taylor series linearization to adjust for the 

complex survey design. Chi-square tests were used to make bivariate comparisons between each 

categorical variable and multinomial outcomes. ANOVA was used to make bivariate 

comparisons between each categorical variable and continuous outcomes. Multivariate logistic 

regression analyses were used to examine alcohol abuse and dependence as predictors of social 

network size and social network diversity while adjusting for sociodemographic and other 

clinical variables. 

Results 

 When examining AUDs in the NESARC, 67.5% of individuals reported no lifetime 

AUD, 18.3% of individuals reported a lifetime AUD of abuse, and 14.2% of individuals reported 

a lifetime AUD of dependence (see Table 2.2). Chi-square analyses comparing 

sociodemographics and clinical characteristics between individuals with no lifetime AUD, 

individuals with lifetime alcohol abuse, and individuals with lifetime alcohol dependence, 

showed that individuals with abuse and dependence were more likely to be White, male, higher 

income, middle aged, and have co-occurring mental health (depression or anxiety) or drug use 

disorder. Additionally, compared to individuals with lifetime alcohol abuse, individuals with 

lifetime alcohol dependence were more likely to be a racial/ethnic minority, not married, lower 

income, younger in age, unemployed, and have co-occurring mental health (depression or 

anxiety) or drug use disorder.  

Social network size 
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 Across nearly all social network groups, a graded relationship emerged where individuals 

with alcohol dependence possessed the smallest social networks in size. The average social 

network size of individuals with no history of alcohol abuse was 32.52 persons. The average 

social network size of individuals with alcohol abuse was 31.34 persons. The average social 

network size of individuals with alcohol dependence was 28.87 persons. These differences were 

significant, F (2,64) = 4.03, p < .05, with post-hoc pair-wise comparisons showing that 

individuals with alcohol dependence had significantly smaller social networks than individuals 

with no history of AUD. Comparisons between individuals with alcohol abuse vs. individuals 

with alcohol dependence, and individuals with alcohol abuse vs. individuals with no history of 

AUD were non-significant (see Table 2.3). While this graded relationship held constant for many 

social network groups among individuals with no history of AUD, abuse and dependence, there 

were a few notable exceptions in the pair-wise comparisons of social network groups.  

First, individuals with alcohol abuse were the group most likely to have a spouse/partner 

in their social network (68.1%), followed by individuals with no history of AUD (64.4%) and 

individuals with alcohol dependence (55.4%), F (2,64) = 71.93, p < .01. Second, individuals with 

alcohol dependence had the largest social network group of students/teachers (.70), followed by 

individuals with alcohol abuse (.46). Individuals with no history of AUD had the smallest student 

social network (.44), F (2,64) = 9.87, p < .01. Third, individuals with alcohol dependence had the 

largest social network group of co-workers (2.49), followed by individuals with alcohol abuse 

(2.24). Individuals with no history of AUD had the smallest co-worker social network (1.91), F 

(2,64) = 88.82, p < .01. Finally, individuals with alcohol abuse had the largest social network of 

“other” groups (2.48), followed by individuals with alcohol dependence (1.96). Individuals with 
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no history of AUD had the smallest social network comprised of “other” groups (1.81), F (2,64) 

= 17.23, p < .01.  

Social network diversity 

When examining social network diversity, a different pattern emerges, suggesting that 

individuals who experience alcohol abuse possess social networks that are more diverse than 

individuals with alcohol dependence and those with no history of AUD. Social networks of 

individuals with alcohol abuse were composed of an average of 5.01 social groups. The social 

networks of individuals with no history of AUD were composed of an average of 4.89 groups. 

The social networks of individuals with alcohol dependence were composed of an average of 

4.72 groups. These differences were significant, F (2, 34,802) = 22.13, p < .01, with post-hoc 

pair-wise comparisons showing that individuals with alcohol dependence had significantly 

smaller social networks than individuals with alcohol abuse and individuals with no history of 

AUD. Additionally, comparisons between individuals with alcohol abuse vs. individuals with no 

history of AUD were also significant at p < .05 (see Table 2.4).  

While the overall mean number of social groups presented above shows that individuals 

with alcohol abuse have more diverse networks, an examination of percentages within each 

diagnostic group shows a great amount of variability in social network diversity within each 

group.  

Individuals with no history of AUD were most likely to report a social network including 

their children, with 50.6%; whereas 44.3% of individuals with alcohol abuse and 29.6% of 

individuals with alcohol dependence reported a social network including their children, F (2,64) 

= 217.17, p < .01. Additionally, individuals with no history of alcohol dependence were most 

likely to report a social network including relatives, with 93.1%, whereas 91.4% of individuals 
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with alcohol abuse and 90.6% of individuals with alcohol dependence reported a social network 

including their relatives F (2,64) = 6.17, p < .01. Furthermore, individuals with alcohol 

dependence were most likely to report a social network including their friends, with 90.8%, 

whereas 90.2% of individuals with alcohol abuse and 89.3% of individuals with no history of 

AUD reported a social network including their friends F (2,64) = 4.11, p < .05. Similarly, 

individuals with alcohol dependence were most likely to report a social network including 

students/teachers, with 7.6%, whereas only 4.9% of individuals with alcohol abuse and 6% of 

individuals with no history of AUD reported a social network including students/teachers F 

(2,64) = 9.87, p < .01. Last, individuals with alcohol dependence were most likely to report a 

social networks including co-workers, with 48.9%, whereas, 43.8% of individuals with abuse 

and 37.8% of individuals with no history of AUD reported a social network including co-

workers F (2,64) = 88.82, p < .05.  

Multivariate model 

A series of multivariate regression models were used to further examine predictors of 

social network size and social network diversity. To examine predictors of social network size, a 

Poisson model was constructed to examine social network size differences between individuals 

with no history of AUD, individuals with alcohol abuse and individuals with alcohol dependence 

as main independent variables of interest. Potentially confounding variables in social network 

size, including race/ethnicity, gender, marital status, income, age, employment status, lifetime 

drug use disorder, lifetime major depressive disorder and lifetime anxiety disorder were also 

entered into the model. Significant associations, including standardized beta values and 

confidence intervals are found in Table 2.5. For purposes of brevity, values for the control 

variables are not reported and the reader is referred to the table for examination.  
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The multivariate model showed that when controlling for sociodemographic and clinical 

variables, individuals with alcohol abuse had smaller social networks than individuals with no 

history of AUD (B = -.09, p < .01).  

This coefficient showing that individuals with alcohol abuse had smaller social networks 

than individuals with no history of AUD is interpreted as follows: On average, individuals with 

alcohol abuse possess .09 fewer persons in their social networks than individuals with no history 

of AUD.  

Additionally, individuals with alcohol dependence had smaller social networks than 

individuals with no history of AUD (B = -.08, p <.01). Post-hoc comparisons between 

individuals with alcohol abuse and individuals with alcohol dependence showed no significant 

difference in social network size after controlling for sociodemographic and clinical 

characteristics.  

To examine predictors of social network diversity, a linear regression model was 

constructed to examine differences in social network diversity between individuals with no 

history of AUD, individuals with alcohol abuse and individuals with alcohol dependence as main 

independent variables of interest. Confounding variables in social network diversity, including 

race/ethnicity, gender, marital status, income, age, employment status, lifetime drug use disorder, 

lifetime major depressive disorder and lifetime anxiety disorder were also entered into the model. 

Significant associations, including standardized beta values and confidence intervals are found in 

Table 5. Similar to the presentation of social network size results, values for the control variables 

are not reported and the reader is referred to the table to examination.  

The multivariate model showed that when controlling for sociodemographic and clinical 

variables, individuals with alcohol abuse had smaller social networks than individuals with no 
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history of AUD (B = -.09, p < .01). Additionally, individuals with alcohol dependence had 

smaller social networks than individuals with no history of AUD (B = -.08, p < .01). Post-hoc 

comparisons between individuals with alcohol abuse and individuals with alcohol dependence 

showed no significant difference in social network size after controlling for sociodemographic 

and clinical characteristics.  

Discussion 

This study examined social network ties of individuals from a population-representative 

sample from two different measures of social ties; social network size and social network 

diversity. The study placed specific emphasis on examining differences in social network ties 

between individuals with an alcohol use disorder (AUD) compared to individuals with no AUD. 

To examine these differences, we compared three groups of individuals; individuals with no 

lifetime AUD, individuals with a lifetime diagnosis of alcohol abuse, and individuals with a 

lifetime diagnosis of alcohol dependence. To our knowledge, this is the first study to describe a 

nationally representative, community-based sample of individuals with a lifetime AUD with a 

focus on rates and correlates of social ties.  

Overall, this study found that social network ties tend to be smaller for individuals with 

lifetime alcohol abuse and alcohol dependence, compared to individuals with no lifetime AUD. 

Controlling for differences known to influence social network size and social network diversity, 

both social network size and social network diversity are smaller among individuals with lifetime 

alcohol abuse and lifetime alcohol dependence, compared to individuals with no lifetime AUD. 

However, the results also show that there are no significant differences between those with 

lifetime alcohol abuse and lifetime alcohol dependence in terms of social network size and social 

network diversity.  
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Bivariate results suggest that individuals with lifetime alcohol dependence tend to have 

smaller, less diverse social networks than individuals with lifetime alcohol abuse and lifetime 

alcohol dependence. While previous research has shown significant segments of individuals with 

an AUD having small social networks (McCrady, 2004), these results assist in establishing 

reliability in findings from clinical samples.  

However, the findings that social ties are smaller and less diverse among individuals with 

an AUD are not uniform. We also observed considerable variance in the size and diversity of 

social networks comparing individuals with a lifetime AUD to individuals with no lifetime AUD. 

For example, individuals with lifetime alcohol dependence are more likely to belong to groups of 

students/teachers and co-workers, as well as have a higher number of students/teachers and co-

workers in their network than individuals with lifetime alcohol abuse and those with no lifetime 

AUD. Furthermore, individuals with lifetime alcohol abuse are more likely to belong to groups 

of spouses/partners, friends, students/teachers, co-workers, and “other” groups, as well as have a 

higher number of spouses/partners, friends, students/teachers, co-workers, and “other” groups in 

their network than individuals with no lifetime AUD. 

Future directions 

The results presented here are descriptive in nature, but offer insight for several avenues 

concerning potential interventions in treating AUDs and further research. Interventions that 

harness social influence to reduce alcohol use may experience greater effectiveness through 

targeting groups in social network ties that are larger in size and more prevalent among 

individuals with AUDs. Interventions that attempt to reduce the social influence of alcohol abuse 

among college students has proven effective (DeJong et al., 2006; Mattern & Neighbors, 2004; 

Perkins & Craig, 2006), and there is corroborating research to suggest that targeting the 
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reduction of alcohol use in a social network of co-workers promotes abstinence among 

individuals who have sought treatment for AUDs (Gordon & Zrull, 1991).  

Further, these findings may suggest that interventions intended to reduce the social 

influence of alcohol abuse among individuals with an AUD may be effective through targeting 

groups that are more prevalent in the social network ties of individuals with an AUD, including 

“other” groups, such as social clubs, recreational groups, commercial groups, and professional 

organizations. Also, efforts to re-integrate individuals with AUDs into the broader community 

may be best served by targeting the specific social ties in a social network that are smaller in size 

among individuals with an AUD. These groups include neighbors, religious groups and volunteer 

groups.  

Limitations 

While these findings suggest that in some domains, social network ties are larger in size 

and more diverse among individuals with AUD, these results cannot establish whether the effects 

of large, diverse social networks are positive for the treatment and management for AUDs, or 

negative. On the one hand, large and diverse social network ties can reduce stress, promote 

healthy behaviors, increase social support, and offer influence to seek treatment for health-

related problems (Cassell, 1976; Umberson, 1987; Taylor, 2000; Pescosolido, 1991). However, 

there is additional evidence to suggest that larger and more diverse network ties of individuals 

with an AUD contain other individuals with alcohol use problems at much higher rates than the 

social networks ties of individuals with no AUD (Bullers, Cooper, & Russell, 2001; Mohr, 

Averna, Kenny, Boca, & del Boca, 2001; Wenzel, Tucker, Golinelli, Green Jr., & Zhou, 2010). 

The NESARC does not measure alcohol use among social network ties, and further research is 

needed to examine whether social network ties of individuals with an AUD that are large and 
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diverse also contain a high presence of alcohol use, suggesting that these types of network ties 

may not be a positive influence in the treatment and management of AUDs.  

Furthermore, the NESARC did not take into account temporal ordering of social network 

ties measures and AUDs, suggesting that the relationship between social network ties and AUDs 

is only a trend. Causal relationships cannot be determined in the NESARC. However, these 

results are consistent with a theoretical grounding in social network ties and health-related 

problems and similar to other social network findings.  

Finally, while the results demonstrate that significant differences emerge between 

individuals with a lifetime diagnosis of alcohol dependence, alcohol abuse, and no lifetime 

history of alcohol abuse or alcohol dependence, it is likely that the large sample size of the 

NESARC detects these differences at levels that are relatively small in terms of clinical 

significance. While the social networks of individuals with an alcohol use disorder may be 

smaller, they may only be smaller by only one group (or even by only one less person). Whether 

these differences are meaningful, in a real-world sense requires additional examination of social 

networks among individuals with alcohol problems, as well as an examination of other factors 

related to the social networks of individuals, such as level of alcohol consumption.  
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Table 2.1. Social Network Index 
1. Are you married, dating, or involved in a romantic relationship?  (Yes/No) 
2. How many of your grown children do you see or talk to on the phone or Internet at least once 
every two weeks?  
3. Do you see or talk on the phone or Internet to any of you parents or people who raised you at 
least once every two weeks?  (Yes/No) 
4. Do you see or talk on the phone or Internet to your spouse’s/partner’ parents or other people 
who raised your spouse/partner at least once every two weeks? (Yes/No) 
5. How many of your other relatives, not counting spouses, partners, children, parents or parents-
in-law do you see or talk to on the phone or Internet at least once every two weeks?  
6. How many close friends do you see or talk to on the phone or Internet at least once every two 
weeks?  
7.How many fellow or teachers do you see or talk to on the phone or Internet at least once every 
two weeks?  
8. How many people do you work with that you see or talk to on the phone or Internet at least 
once every two weeks?  
9. How many of your neighbors do you visit or talk to at least once every two weeks?  
10. How many people involved in volunteer/community service do you see or talk to on the 
phone or Internet at least once every two weeks? 
11. Thinking about all other groups together, how many members of these other groups do you 
see or talk to on the phone or Internet at least once every two weeks?  
Social network diversity scoring: If respondent is married, or responds with a number of one or greater for each of the following questions, 
participant is a member of the social network.  
Social network size scoring: Count of the number of individuals a respondent reports within each of the following questions.  
Source: Brisette et al 2000 
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Table 2.2. Sociodemographic and clinical characteristics 
              

    

Overall          
N = 34,803       

% (SE) 

No AUD            
N = 23,500        

% (SE) 

Alcohol 
Abuse           

N = 6,389           
% (SE) 

Alcohol 
Dependence         
N = 4,914                    

% (SE) X2 
Race/Ethnicity           

 
White 70.9 (.015) 67.1 (018) 80.6 (.011) 74.9 (.015) 42.8** 

 
Black 11.1 (.007) 12.5 (.008) 7.7 (.005) 9.1 (.007)   

 

American Indian/Alaskan 
Native 2.2 (.002) 1.8 (.001) 2.7 (.003) 3.1 (.004)   

 
Asian/Pacific Islander 4.3 (.005) 5.6 (.006) 1.4 (.003) 2.2 (.005)   

 
Hispanic 11.6 (.012) 12.9 (.014) 7.6 (.008) 10.6 (.012)   

Gender           

 
Male 47.9 (.003) 38.3 (.004) 66.3 (.007) 66.1 (.009) 752.3** 

 
Female 52.1 (.003) 61.7 (.004) 33.7 (.007) 33.9 (.009)   

Marital status           

 
Married 63.8 (.005) 64.4 (.006) 68.1 (.007) 55.5 (.008) 74.1** 

 
Separated/Divorced 18.9 (.003) 19.7 (.003) 16.8 (.005) 17.7 (.007)   

 
Never married 17.4 (.005) 15.8 (.005) 15.1 (.006) 26.8 (.008)   

Personal income1           

 
$0-$19,999 18.6 (.005) 20.4 (.005) 12.5 (.005) 18.2 (.007) 50.1** 

 
$20,000 - $34,999 18.5 (.004) 19.7 (.004) 14.9 (.006) 17.9 (.007)   

 
$35,000 - $69,999 32.8 (.004) 32.1 (.004) 33.8 (.007) 34.5 (.009)   

 
$70,000 and over 30.2 (.008) 27.8 (.008) 38.8 (.011) 29.3 (.011)   

Age           

 
18 to 24 years 7.6 (.002) 7.0 (.003) 5.4 (.004) 12.8 (.006) 158.4** 

 
25 to 44 years 38.5 (.004) 34.9 (.005) 40.2 (.008) 51.5 (.008)   

 
45 to 64 years 34.6 (.003) 34.1 (.004) 40.0 (.007) 30.3 (.008)   

 
65 years or older 19.3 (.003) 24.0 (.005) 14.3 (.005) 5.4 (.004)   

Unemployed  8.1 (002) 7.6 (.002) 6.8 (.004) 12.1 (.006) 45.6** 
Lifetime drug use disorder 12.0 (004) 3.5 (.002) 18.3 (.006) 40.6 (.009) 2004.8** 
Lifetime major depressive 
disorder 21.9 (.004) 18.3 (.004) 21.1 (.007) 38.5 (.009) 302.2** 
Lifetime anxiety disorder 25.4 (005) 21.9 (.005) 25.4 (.007) 40.8 (.009) 274.5** 
All Ns in column headings are expressed as unweighted values. All table values are weighted column percentages (standard errors). 
1Measured as annual household income 
** p < .01 
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Table 2.3. Bivariate comparisons of social network size 
            

 
Overall No AUD                 

Alcohol 
Abuse               

Alcohol 
Dependence                             

 

Mean or % 
(SE) 

M or % (SE) 
N = 23,500 

M or % (SE) 
N = 6,389 

 M or % (SE) 
N = 4,914  F 

Spouse/Partner 63.8% (.005) 64.4% (.006) 68.1% (.007) 55.4% (.008) 71.70** 
Parents 90.2% (.003) 90.3% (.003) d 90.3% (.006) d 89.5% (.006) d 0.64 
Children 1.10 (.015) 1.24 (.019) 1.01 (.024) .64 (.026) 197.3** 
Relatives 5.21 (.062) 5.51 (.084) 4.78 (.098) d 4.65 (.117) d 24.12** 
Friends 4.88 (.054) 4.87 (.069) d 4.95 (.082) d 4.85 (.105) d 0.38 
Religious groups 7.97 (.187) 8.36 (.222) 7.21 (.299) d 6.67 (.333) d 12.66** 
Students/Teachers .48 (.025) .44 (.027) d .46 (.056) d .70 (.086) 4.92* 
Co-workers 2.06 (.037) 1.91 (.043) 2.24 (.077) d 2.49 (.113) d 16.21** 
Neighbors 2.25 (.027) 2.32 (.038) d 2.23 (.051) d 1.96 (.056) 12.96** 
Volunteer groups 1.79 (.051) 1.90 (.069) d 1.83 (.094) d 1.26 (.093) 16.55** 
Other groups 1.96 (.054) 1.81 (.059) d 2.48 (.116) 1.96 (.120) d 13.98** 
TOTAL  31.78 (.491) 32.52 (.672) 31.34 (.811) d 28.87 (1.05) 4.03* 
All table values are weighted column percentages (standard errors). 
Chi square tests use design-based corrected F 
* p < .05, **p < .01 
d all  pair-wise comparison among alcohol use disorder groups were statistically significant (p < .05) except groups with this super-scrip 
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Table 2.4. Bivariate comparisons of social network diversity 
            

 
Overall No AUD                 

Alcohol 
Abuse               

Alcohol 
Dependence                             

 

Mean or % 
(SE) 

M or % (SE) 
N = 23,500 

M or % (SE) 
N = 6,389 

 M or % (SE) 
N = 4,914  F 

Spouse/Partner 63.8% (.005) 64.4% (.006) 68.1% (.007) 55.4% (.008) 71.70** 
Parents 90.2% (.003) 90.3% (.003) d 90.3% (.006) d 89.5% (.006) d 0.64 
Children 46.2% (.005) 50.6% (.006) 44.3% (.008) 29.6% (.008) 254.77** 
Relatives 92.3% (.003) 93.1% (.003) 91.4% (.006) d 90.6% (.008) d 7.28** 
Friends 89.7% (.002) 89.3% (.003) 90.2% (.005) d 90.8% (.005) d 4.23* 
Religious groups 76.8% (.006) 77.3% (.008) d 74.9% (.009) d 76.0% (.013) d 2.28 
Students/Teachers 6.0% (.002) 6.0% (.002) 4.9% (.003) 7.6% (.005) 11.64** 
Co-workers 40.6% (.004) 37.8% (.004) 43.8% (.007) 48.9% (.009) 84.77** 
Neighbors 69.2% (.004) 70.0% (.005) d 70.4% (.007) d 64.1% (.009) 21.98** 
Volunteer groups 17.9% (.004) 18.5% (.005) d 19.1% (.006) d 14.7% (.007) 15.11** 
Other groups 20.6% (.004) 19.7% (.005) d 23.9% (.007) 19.9% (.007) d 18.08** 
TOTAL  4.88 (.024) 4.89 (.031) 5.01 (.031) 4.72 (.033) 22.13** 
All table values are weighted column percentages (standard errors). 
Chi square tests use design-based corrected F 
* p < .05, **p < .01 
d all  pair-wise comparison among alcohol use disorder groups were statistically significant except groups with this super-script 
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Table 2.5. Multivariable regression results predicting social network size and social 
network diversity  
        

   N = 34,803 
Social network size                         

B (95% CI) 
Social network diversity                       

B (95% CI) 
Race/Ethnicity     
 White - - 
 Black .02 (-.02 - .06) .18** (.11 - .25) 
 Am. Indian/Alk. Native .06 (-.05 - .16) -.04 (-.19 - .09) 
 Asian/Pacific Islander -.21** (-.29 - -.12) -.56** (-.70 - -.41) 
 Hispanic -.17** (-.22 - -.12) -.28** (-.34 - -.21) 
Gender     
 Male - - 
 Female -.11** (-.13 - -.08) .13** (.08 - .17) 
Marital status     
 Married/Cohabitating .17** (.12 - .21) 1.98** (1.92 - 2.03) 
 Separated/Divorced/Widowed -.02 (-.06 - .03) .44** (.39 - .49) 
 Never married - - 
Personal income1     
 $0-$19,999 - - 
 $20,000 - $34,999 .03 (-.01 - .08) .14 (.07 - .21) 
 $35,000 - $69,999 .09** (.04 - .14) .40 (.34 - .47) 
 $70,000 and over .17** (.12 - .22) .74** (.67 - .82) 
Age       
 18 to 24 years - - 
 25 to 44 years -.17** (-.23 - -.09) -.11** (-.18 - -.03) 
 45 to 64 years -.11** (-.18 - -.05) -.20** (-.28 - -.12) 
 65 years or older -.08* (-.16 - -.01)  -1.04** (-1.12 - -.94) 
Unemployed -.25** (-.31 - -.19) -.76**  (-.84 - -.67) 
Lifetime drug use disorder -.12** (-.16 - -.07) -.09** (-.16 - -.02) 
Lifetime major depressive disorder -.06** (-.10 - -.03) -.08** (-.13 - -.04) 
Lifetime anxiety disorder -.07** (-.09 - -.03) -.06* (-.10 - -.01) 
Alcohol use disorder grouping     
 No AUD - - 
 Alcohol abuse -.09** (-.14 - -.06) -.09** (-.15 - -.02) 
  Alcohol dependence -.08** (-.13 - -.04) -.08** (-.14 - -.01) 
All table values are weighted column percentages (standard errors).   
1Measured in dollars per year.   

* p < .05   

** p < .01   
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Chapter 3: Social network ties and treatment for alcohol dependence 

 

Abstract 

Background: Common reasons for not seeking treatment for alcohol dependence suggest many 

individuals wait until problems are severe (e.g. high alcohol consumption levels) before any 

treatment is sought. However, social network ties may play a moderating role in the relationship 

between alcohol consumption level and treatment use. It is hypothesized that high alcohol 

consumption is positively related to treatment use for alcohol dependence. However, the strength 

of this relationship is attenuated by social network ties, resulting in a lower probability for 

treatment use among individuals with high alcohol consumption and few social network ties, 

compared to individuals with high alcohol consumption and many social network ties. 

Methods: 1,433 respondents from the NESARC were assessed for the presence of lifetime 

alcohol dependence, treatment use, alcohol consumption, social network ties, sociodemographics 

and clinical characteristics. Bivariate comparisons examined correlates of treatment use. 

Multivariate logistic regression analyses were used to examine the interaction of alcohol 

consumption and social network ties as a predictor of treatment use while adjusting for 

sociodemographic and other clinical variables. 

Results: Individuals with higher alcohol consumption, men, younger in age, and individuals with 

a co-occurring past-year drug use disorder, major depression, or anxiety disorder were more 

likely to seek treatment. Logistic regression analysis showed that while adjusting for 

sociodemographic and other clinical variables, social network ties moderate the relationship 
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between level of alcohol consumption and treatment use such that for individuals with few 

network ties, the effect of alcohol consumption on treatment use was attenuated compared to the 

effect of alcohol consumption on treatment use for individuals with many network ties.  

Conclusion: Individuals high in alcohol consumption with few social network ties represent an 

at-risk group where the need for treatment is high, but probability of treatment use is low. 

Findings offer insight into the development of novel strategies for reaching high-risk groups and 

offer cross-sectional evidence that promoting social network ties in the broader community may 

contribute to increased treatment use for alcohol dependence among those most in need. 

 

Introduction 

Treatment for alcohol dependence 

An estimated 7.9 million Americans experience alcohol-dependence at some point in the 

past year (Grant et al., 2004). While effective treatment exists, only about 28% of individuals 

suffering from alcohol abuse or dependence seek help for their problems (Cohen, Feinn, Arias, & 

Kranzler, 2007). Common reasons that many alcohol dependent adults site for not seeking 

treatment include: Feeling like they are strong enough to handle it on their own, thinking the 

problem will get better on its own and they stopped drinking on their own (Cohen et al., 2007). 

Generally speaking, from these commonly cited reasons for not seeking treatment, it can be 

concluded that many alcohol-dependent adults wait until problems are severe before any 

treatment is sought. This conclusion is supported in research which also suggests that an 

individual’s level of alcohol consumption is a robust measure of problem severity associated 

with alcohol dependence and is significantly related to treatment use (Booth, Yates, Petty, & 

Brown, 1991; Kaskutas, Weisner, & Caetano, 1997). 
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Social network ties and health 

An objective of Healthy People 2020 (USDHHS, 2010a) is to increase the number of 

individuals diagnosed with alcohol dependence who receive treatment. Paired with the National 

Institute of Health (NIH) strategic initiative of systems-thinking approaches to health (USDHHS, 

2010b), the social network ties an individual has may reveal important keys to how persons 

experiencing health problems, such as alcohol dependence, adopt strategies to promote health 

and well-being. 

Generally speaking, social network ties an individual has to other groups represents a 

stable influence in the decisions made concerning health and wellness (Cohen, Doyle, Skoner, 

Rabin, & Gwaltney, 1997; House, Landis, & Umberson, 1988; Morgan, Neal, & Carder, 1997). 

Social network ties are often measured in two distinct ways; social network size and social 

network diversity. Social network size is defined as the number of persons (across all types of 

social relationships) for which individuals report frequent (varying between 2 weeks and 1 

month) social interaction. Social network diversity measures number of social roles (types of 

social relationships) for which individuals report some level of participation between 2 weeks 

and 1 month (Brissette, Cohen, & Seeman, 2000). However, social network size has been 

criticized as a relatively weak predictor of health, with social network diversity as the preferred 

measurement to explore the relationships between health and social network ties (Cohen & 

Wills, 1985; Uchino, Cacioppo, & Kiecolt-Glaser, 1996). Here, social network ties are examined 

using a social network diversity framework such that social network ties are defined as the 

number of social roles (types of social relationships) for which individuals report some level of 

participation between 2 weeks and 1 month (Brissette, Cohen, & Seeman, 2000). 
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The social network ties an individual has to others are strongly related to positive health 

outcomes. Increased social network ties to others is significantly related to reduced mortality 

rates associated with illness (Berkman & Syme, 1979), an increased knowledge concerning 

navigating mental health treatment systems (Pescosolido, 1992), and an increase in the receipt of 

positive social norms concerning health and health management (Cacioppo, Hawkley, & 

Berntson, 2003). However, the relationship between social network ties to others and health has 

many critical research gaps. One such gap concerns whether increased social network ties 

promote treatment use for alcohol dependence. 

Social network ties and treatment use 

Traditional research examining treatment usage for many health-related problems, 

including alcohol dependence, tends to focus on treatment use as a function of resource 

accessibility, illness severity and “predisposing” characteristics known to be associated with 

service use (Andersen, 1968; Kroeger, 1983). Additional often cited models of mental health 

treatment use incorporate social psychological concepts such as the “state of treatment readiness” 

(beliefs of severity) and “evaluation of circumstances” (perceived benefits) (Becker et al., 1977; 

Rosenstock, Strecher, & Becker, 1988). 

However, these models of treatment use often place a high value on rational decision-

making, which locate the source of the decision seeking mental health treatment within 

individuals. Presumably, individuals weigh the costs and benefits of treatment at a given point in 

time, and make a calculated decision to enter into, or abstain from treatment. These models 

imply social influence as only additional factors to be considered in the sum total of the rational 

decision-making process. However, network models associated with treatment use for health-

related problems focus on how social networks influence the use of health treatment services 
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(Levy & Pescosolido, 2002; Pescosolido, 1992; Sanders & Suls, 1982). These models examine 

the importance of social network ties on whether people use health-related services.  

Available research on the relationship between social network ties and treatment use for 

alcohol dependence presents conflicting findings. On the one hand, increased social network ties 

can serve as a substitute for alcohol dependence treatment. For example, the increased negative 

feedback concerning an individual’s drinking that comes from a larger number of social network 

ties is known to significantly predict the phenomenon known as natural recovery, or achieving 

remission from an alcohol dependence diagnosis without seeking any formal treatment services 

(Humphreys & Noke, 1997). Additionally, research on social network ties and treatment use for 

alcohol dependence shows a similarly negative relationship when social support from social 

network ties is examined. For example, a larger amount of social support provided by social 

network ties is negatively related to treatment use for alcohol dependence (Maulik, Eaton, & 

Bradshaw, 2009).  

On the other hand, the number of social network ties can, at times, serve as a positive 

influence for pursuing treatment for alcohol dependence. For example, a large number of social 

network ties that transmit social norms concerning when cutting down on alcohol use is needed 

can be a significant predictor of treatment use (Weisner, 1993). Social network ties can also 

transmit needed information about treatment services, including where to access treatment 

services, what types of treatments are available, and whether they are perceived as effective 

(Gourash, 1978).  

One possible explanation for the divergent findings associated with the influence of 

social network ties and treatment use concerns the moderating role that social network ties may 

play in the relationship between alcohol consumption and treatment use. For example, an alcohol 
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dependent individual with a high level of alcohol consumption and many social network ties may 

receive the positive influences of social network ties including social norms messages 

concerning cutting down on alcohol use. But at the same time, the social network ties of an 

alcohol dependent individual with a high level of alcohol consumption and many social network 

ties may not possess the resources to provide any assistance towards natural recovery. Thus for 

an individual with both a high level of alcohol consumption and many social network ties, it is 

likely that social network ties provide a positive relationship for treatment of alcohol 

dependence.  

However, an alcohol dependent individual with a high level of alcohol consumption and 

few social network ties may be offered less knowledge from their social network ties concerning 

whether drinking is excessive and what an individual can do about it (vis-à-vis seeking 

treatment). In this situation, an individual with a high level of alcohol consumption and a small 

number of social network ties may not experience the same positive relationship between social 

network ties and alcohol consumption as an individual with many network ties and a high level 

of problem severity.  

In an attempt to resolve the conflicting findings concerning social ties and treatment use 

for alcohol dependence, here I examine whether social network ties moderate the relationship 

between level of alcohol consumption and treatment use for alcohol dependence. Specifically, 

this paper proposes the following hypotheses: 1) Controlling for additional known factors related 

to treatment use, there is a positive relationship between higher alcohol consumption and 

treatment use for alcohol dependence. 2) Controlling for additional known factors related to 

treatment use, social network ties moderate the positive relationship between alcohol 

consumption and treatment use. As	
  the	
  number	
  of	
  network	
  ties	
  increase,	
  the	
  magnitude	
  of	
  the	
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relationship	
  between	
  alcohol	
  consumption	
  and	
  treatment	
  use	
  increases.	
  However,	
  as	
  the	
  

number	
  of	
  network	
  ties	
  decreases,	
  the	
  magnitude	
  of	
  the	
  relationship	
  between	
  alcohol	
  

consumption	
  and	
  treatment	
  use	
  relationship	
  decreases. 

Methods 

Sample 

To examine these hypotheses, data is examined from the secondary data used to examine 

these research questions comes from wave 2 of The National Epidemiologic Survey on Alcohol 

Related Conditions (NESARC). NESARC is a population-representative survey of United States 

adults aged 18 or older living in noninstitutionalized settings. Wave 2 NESARC data were 

collected between 2004 and 2005 and included 34,653 of wave 1 respondents (reflecting an 

86.7% response rate) (Grant et al., 2004, 2005; Hasin et al., 2007). Since it is arguable that those 

with alcohol dependence (compared to those with alcohol abuse) are most in need of alcohol use 

disorder treatment, the sample for all hypotheses includes respondents who met diagnostic 

criteria for past-year DSM-IV alcohol dependence at wave 2 (N = 1,433). Only wave 2 NESARC 

data was used because social network measures are contained in the second wave, and not the 

first. Wave 2 NESARC data was weighted to reflect survey design characteristics and to account 

for oversampling of certain groups. NESARC data were also weighted to be representative of the 

U.S. population on socioeconomic variables, based on the 2000 decennial census.  

Measurement 

Alcohol consumption. Individual alcohol consumption is measured through self-reported 

average daily alcohol consumption in the past year, in ounces. This is the only measure present 

in the NESARC that examines alcohol use across a variety of alcoholic beverages, including 

beer, wine, wine coolers and hard liquor. Alcohol consumption is a computed continuous 
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measure that corrects for the variance in alcohol content between different beverages including 

beer, wine, liquor and wine coolers. The reliability of the alcohol consumption measure available 

in the NESARC has shown an acceptable level of reliability (ICC = .70) (Grant et al., 2003).  

Social ties. Social ties are measured by the social network index (Cohen et al., 1997), 

which examines the number of social groups in which the respondent has regular contact (i.e. at 

least once every two weeks) with at least one person. Through the Social Network Index, a count 

variable was created that assessed individuals for membership in 11 different types of social 

groups.  

Treatment use. Treatment use is conceptualized as the receipt of any treatment in the 

past-year versus no treatment in the past-year among any of the 13 help sources examined in the 

NESARC, including alcoholics anonymous, family/social services, alcohol/drug detox program, 

inpatient psychiatric program, outpatient clinic, alcohol/drug rehab program, emergency room, 

halfway house, crisis center, employee assistance program, clergy/priest/rabbi, private physician, 

or “other” agency or professional. 

Sociodemographics. Participants were assessed for several sociodemographic 

characteristics including race/ethnicity group, including White (non-Hispanic), Black, American 

Indian/Alaskan Native, Asian/Pacific Islander, and Hispanic, gender, age (in years), and 

education status, including less than high school/GED equivalent, completed high school/GED 

equivalent, and more than high school/GED equivalent. 

Resource availability. Individual resource availability is examined through two measures, 

a categorical measure examining annual household income, and a binary variable examining 

whether the individual had some form of insurance from the 7 types examined in the NESARC 
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in the previous year, including Medicare, Medi-gap, Medicaid, VA Tricare, private insurance, 

long-term care or any “other” form of health insurance.  

Co-occurring disorders. Binary variables examined individuals assessed whether DSM 

criteria was met for either past-year drug use disorder, past-year major depressive disorder, or a 

past-year anxiety disorder, including either the presence of social phobia, panic disorder, and 

generalized anxiety disorder. These 2 disorders were selected for the study given their higher 

levels of prevalence in the U.S. population compared to other mental health disorders (Hasin et 

al, 2007). 

Analyses 

Analyses were computed using weighted population analyses in STATA Version 12 

(StataCorp, 2011). This system implements a Taylor series linearization to adjust for the 

complex survey design. Chi-square tests were used to make bivariate comparisons between each 

categorical variable and whether treatment had been received in the past year. ANOVA was used 

to make bivariate comparisons between each continuous variable and whether treatment had 

been received in the past year. Logistic regression analysis was used to examine whether social 

network ties moderate the relationship between level of alcohol consumption and treatment use 

for alcohol dependence. 

Results 

Table 1 shows within the NESARC sample of individuals with past-year alcohol 

dependence, a mean consumption level of 2.48 ounces of alcohol per day in the past year were 

reported. Individuals reported a mean of 4.41 (out of 11) social ties in their social networks. 

Additionally, 67.5% of participants were White/Non-Hispanic, 68.6% were male, with a mean 

age of 36.6 year. Most individuals reported an education level beyond a high school/GED 
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diploma (57.9%). Mean annual household income for the sample was $35,000 to $69,000, and 

76.4% reported some form of insurance in the past year. In terms of co-occurrence, 10.2% 

reported a past-year drug use disorder, 22.9% reported a past-year major depressive disorder, and 

27.8% reported a past-year anxiety disorder. Last, 11.9% of past-year alcohol-dependent adults 

in the NESARC reported seeking any form of treatment in the past year.  

Chi-square and ANOVA analyses contained in table 1 also shows that a significant 

difference emerged in mean level of alcohol consumption between individuals who sought 

treatment (4.2 ounces) and individuals who did not (2.2 ounces), F (1,44) = 20.4, p < .01. 

Additionally, a significant difference emerged in gender between individuals who sought 

treatment and individuals who did not, χ2 (1, N = 1,433) = 4.9, p < .05. Among individuals who 

sought treatment, 67.4% were male, while 32.7% were female. Among individuals who did not 

seek treatment, 76.9% were male, while 23.1% were female. Furthermore, a significant 

difference emerged in age between individuals who sought treatment (36.3 year) and individuals 

who did not (39.3 years), F (1,44) = 7.8, p < .01.  

In terms of co-occurring disorders, a significant difference emerged in past-year drug use 

disorder between individuals who sought treatment (17.4%) and individuals who did not (9.2%), 

χ2 (1, N = 1,433) = 6.9, p < .05. Additionally, a significant difference emerged in major 

depressive disorder between individuals who sought treatment (40.1%) and individuals who did 

not (20.4%), χ2 (1, N = 1,433) = 29.5, p < .01. Last, a significant difference emerged in past-year 

anxiety disorder between individuals who sought treatment (45.5%) and individuals who did not 

(25.2%), χ2 (1, N = 1,433) = 19.6, p < .01. 

A logistic regression model, presented in table 3, examining whether level of alcohol 

consumption serves as a moderator for the directional influence of social ties on treatment use, 
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analyzed alcohol consumption, social ties and their mean-centered interaction as predictors of 

past year treatment use while adjusting for sociodemographic and other clinical variables. This 

model showed that men had higher odds of treatment use than women (OR = 1.91, p < .05). 

Additionally, individuals older in age also showed higher odds of treatment use than individuals 

younger in age (OR = 1.02, p < .05). In terms of co-occurring disorder, individuals with a past-

year major depressive disorder were more likely to use treatment (OR = 2.12, p < .01), as well as 

individuals with a past-year anxiety disorder (OR = 1.94, p < .05). Individuals with higher levels 

of alcohol consumption had higher odds of treatment use (OR = 1.09, p < .05). Social ties were 

not a significant predictor of treatment use. However, the product term created to examine 

whether social network ties moderate the relationship between level of alcohol consumption and 

treatment use for alcohol dependence was significant (OR = 1.04, p < .05).  

Regression coefficients associated with the relationship between alcohol consumption 

and predicted probability for treatment use for individuals with few network ties (1 standard 

deviation below the sample mean of network ties) and many network ties (1 standard deviation 

above the sample mean of network ties) is presented in figure 2. Simple slopes analysis to 

examine regression lines presented in figure 2 showed that the slope for individuals with few 

network ties differed significantly from zero, t (1,435) = 2.45, p < .01. Further, simple slopes 

analysis showed that the slope for individuals with many network ties differed significantly from 

zero as well, t (1,435) = 2.26, p < .05, suggesting that level of alcohol use is significantly related 

to an increased probability of treatment use among both individuals with few network ties and 

individuals with many network ties. However, for individuals with few network ties, the effect of 

alcohol consumption on treatment use was highly attenuated compared to the effect of alcohol 

consumption on treatment use for individuals with many network ties.  
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Discussion 

The results from individuals with alcohol dependence show that a higher level of alcohol 

consumption is a correlate of treatment use. This finding offer further evidence into the 

conclusion from previous work that many individuals wait until alcohol use is severe before they 

seek treatment (Booth, Yates, Petty, & Brown, 1991; Kaskutas, Weisner, & Caetano, 1997). 

Additional bivariate correlates of treatment use include gender (male), younger age, and the 

presence of co-occurring mental health diagnoses (past-year drug use disorder, major depression 

& anxiety).  

 Logistic regression analyses showed that while controlling for sociodemographic and 

other clinical variables, social network ties moderates the relationship between alcohol 

consumption and treatment use. Individuals with a high level of alcohol consumption paired with 

larger number of social network ties showed an increased probability for treatment use. These 

results may be explained by the finding that while social network ties offer support and feedback 

concerning alcohol use, which can serve as a deterrent from treatment (Humphreys & Noke, 

1997; Maulik, Eaton, & Bradshaw, 2009), an individual with a high level of alcohol consumption 

exceeds capacity for a network to offer treatment substitutes. 

 Additionally, logistic regression analyses show that a high level of alcohol consumption 

paired with few numbers of social ties offers less influence on treatment use. This finding may 

suggest that a social network composed of fewer social ties may mean that less knowledge is 

provided to an alcohol dependent individual concerning whether their drinking is, in fact, 

excessive and what to do about it (e.g. where to seek treatment for alcohol dependence) 

(Gourash, 1978). Finally, these findings suggest that individuals with a high level of alcohol 
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consumption with few social network ties represents a high risk group not likely to seek 

treatment, that is in need of further examination.  

Limitations 

 While this chapter offers key insights into resolving some of the differences in research 

concerning how social networks influence treatment use among individuals with alcohol 

dependence, there are important limitations that are in need of address. First, data from the 

NESARC is of a cross-sectional design. These findings are correlational and with the available 

data, formally tests of causal paths concerning alcohol consumption, social network ties and 

treatment use cannot be examined. Additionally, the findings assume that social network ties are 

stable through time in that social network ties are stable before and after treatment for alcohol 

dependence, while limited evidence suggests that social network ties are stable through time 

(Morgan et al., 1996; Volls, et al, 2008), it is uncertain whether these findings are generalizable 

to a population of adults with alcohol dependence.  

Conclusions 

With these limitations in mind, the results offer several implications for social work 

practice as well as challenges in designing social network interventions intended to promote the 

use of treatment for alcohol dependence. First, these results offer insight into high-risk groups 

that may benefit substantially from social work interventions designed to increase the use of 

treatment services for alcohol dependence. Through the creation of interventions intended to 

promote treatment for alcohol dependence among individuals with a high level of alcohol 

consumption and few network ties, social work practice can assist in meeting the specific 

initiatives contained in Healthy People 2020 (USDHHS, 2010a) to increase the proportion of 

persons who need alcohol abuse or alcohol dependence treatment. 
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However, these results offer challenges for social workers interested in using a social 

network ties-based intervention strategy to promote treatment for alcohol dependence. These 

results suggest that not all individuals will benefit from interventions designed to increase social 

network ties. Previous research on social network ties and who is most likely to have fewer 

social network ties suggests that women (opposed to men) (Cohen & Janicki-Deverts, 2009), 

individuals with a high level of problem severity (such as increased levels of alcohol 

consumption) (Burk, van der Vorst, Kerr, & Stattin, 2012), individuals with lower 

socioeconomic backgrounds (Westermeyer, Thuras, & Waaijer, 2004), and individuals with co-

occurring mental health and substance use disorders (Tracy & Biegel, 2006) are individuals most 

likely to have fewer network ties. 

The knowledge of who is most likely to have a fewer number of social ties, paired with 

the findings from above, offer social workers two unique challenges: Where individuals who are 

part of these groups congregate and what specific social service organizations serve these 

groups? Identifying populations of individuals with few network ties and where they are served 

will offer a tremendous amount of insight into the creation of a social network ties-based 

intervention that can successfully increase the use of treatment services among individuals with 

alcohol dependence.   

Finally, these findings offer insight into the specific ways that social work practice, and 

its focus on psychosocial aspects of mental health and substance abuse, can assist in promoting 

treatment for alcohol dependence. These results suggest that any efforts to promote the formation 

social network ties, or more broadly, community connections, through individuals and 

organizations may result in an indirect effect on increased treatment use for alcohol dependence, 
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especially among individuals who consume large amounts of alcohol - those who may need 

treatment services the most.  
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Table 3.1. Descriptive summary and treatment use among individuals with alcohol dependence 

       

    

Overall                   
% or M  

(SE)               
N = 1,433 

Sought 
treatment   
% or M 

(SE) 
N = 1,262 

No 
treatment         
% or M 

(SE) 
N = 171 

F or 
(Χ2) 

 Alcohol consumption1 2.5 (.05) 2.2 (.06) 4.2 (.18) 20.4** 
 Social network ties2 4.4 (.11) 4.4 (.11) 4.2 (.51) 1.5 
 Race/Ethnicity         
 

 
White 67.5 (.02) 67.1 (.02) 70.9 (.04) (0.3) 

 
 

Hispanic 14.1 (.02) 14.3 (.02) 11.9 (.04)   
 

 
African American 12.6 (.01) 12.9 (.02) 10.5 (03)   

 
 

American Indian/Alaskan Native 3.1 (.01) 3.1 (.01) 3.4 (.02)   
 

 
Asian/Pacific Islander 2.7 (.01) 2.7 (.01) 3.4 (.02)   

 Gender         
 

 
Male 68.6 (01) 67.4 (.02) 76.9 (03) (4.9*) 

 
 

Female 31.4 (.01) 32.7 (02) 23.1 (.03)   
 

Age (in years) 36.6 (.39) 36.3 (.41) 
39.3 

(1.08) 7.8** 
 Education         
 

 
Less than HS/GED equivalent 15.7 (.01) 15.9 (.01) 14.2 (.03) (0.5) 

 
 

Completed HS/GED equivalent 26.4 (02) 25.9 (02) 30.2 (.05)   
 

 
More than HS/GED equivalent 57.9 (.02) 58.2 (02) 55.6 (.05)   

 Income3         
 

 
$0-$19,999 22.6 (.01) 22.1 (.01) 25.5 (.04) (0.9) 

 
 

$20,000 - $34,999 18.9 (.01) 18.9 (.01) 18.5 (.04)   
 

 
$35,000 - $69,999 33.9 (.02) 33.5 (.02) 37.3 (.05)   

 
 

$70,000 or more  24.6 (.02) 25.5 (.02) 18.7 (.04)   
 Insurance status4 76.4 (.02) 75.9 (.02) 79.5 (.04) (0.7) 
 Past-year drug use disorder 10.2 (.01) 17.4 (.04) 9.2 (.01) (6.9*) 
 Past-year major depression 22.9 (.01) 40.1 (.04) 20.4 (.01) (29.5**) 
 Past-year anxiety disorder 27.8 (.02) 45.5 (.05) 25.2 (.02) (19.6**) 
 1 Measured as average daily alcohol consumption in past year, in ounces 
 2 Measurement from the Social Network Index (Cohen et al, 1997) 
  3 Measurement in past-year household income 

   4 Measured as percent with any health insurance in past-year 
    *p < .05, **p < .01 
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Table 3.2. Multivariate analysis of treatment use among those with alcohol dependence 

       N = 1,433 OR SE 95% CI 
Alcohol consumption1 1.09** 0.03 1.04 – 1.14 
Network ties2 0.99 0.07 0.86 – 1.16 
Alcohol consumptionXnetwork ties 1.04* 0.02 1.01 – 1.08 
Race/Ethnicity     

 
 

White - - 
 

 
Hispanic 1.02 0.32 0.39 – 1.45 

 
African American 0.76 0.24 0.24 – 3.24 

 
American Indian/Alaskan Native 0.94 0.57 0.18 – 10.73 

 
Asian/Pacific Islander 1.42 1.45 0.51 – 1.93 

Gender     
 

 
Male 1.91* 0.49 1.23 – 3.19 

 
Female - - 

 Age (in years) 1.02* 0.01 1.01 – 1.04 
Education     

 
 

Less than HS/GED equivalent - - 
 

 
Completed HS/GED equivalent 1.59 0.59 0.71 – 3.76 

 
More than HS/GED equivalent 1.47 0.47 0.53 – 4.59 

Income3     
 

 
$0-$19,999 - - 

 
 

$20,000 - $34,999 0.99 0.33 0.51 – 1.94 

 
$35,000 - $69,999 1.15 0.34 0.63 – 2.10 

 
$70,000 or more  0.75 0.24 0.39 – 1.46 

Insurance status4 1.12 0.31 0.64  -1.96 
Past-year drug use disorder 1.3 0.42 0.68 – 2.48 
Past-year major depression 2.12** 0.53 1.28 – 3.51 
Past-year anxiety disorder 1.94* 0.49 1.17 – 3.22 
1 Measured as average daily alcohol consumption in past year, in ounces 
2 Measurement from the Social Network Index (Cohen et al, 1997) 
3 Measurement in past-year household income 
4 Measured as percent with any health insurance in past-year 
*p < .05, **p < .01 
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Figure 3.1. Moderation of social network ties on the relationship between alcohol consumption 
and treatment use for alcohol dependence 
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Chapter 4: The effect of drinking goals at treatment entry on longitudinal alcohol use 

patterns among adults with alcohol dependence  

 

Abstract  

Background: Drinking goals at treatment entry are a promising, yet under-studied mechanism of 

change in alcohol use following treatment. It is not known who, upon treatment entry, is likely to 

desire abstinence as a drinking goal and whether desiring abstinence as a drinking goal 

influences alcohol use following treatment.  

Methods: Data from a 2.5-year longitudinal study of alcohol-dependent adults from 3 treatment 

sites were examined in a secondary analysis. At treatment entry, participants reported 

sociodemographic and clinical characteristics, as well as whether they desired abstinence as a 

drinking goal or not. At each subsequent wave, participants reported their alcohol use.  

Results: Bivariate analyses showed that individuals from a VA outpatient treatment site, men, 

and racial or ethnic minorities were most likely to desire abstinence as a drinking goal at 

treatment entry. Results from multi-level mixed effects regression analyses indicated that 

individuals who at baseline desired abstinence as a drinking goal sustained higher percentage of 

days abstinent and higher percentage of days since last drink 2.5 years following treatment entry, 

compared to individuals who did not desire abstinence.  

Conclusions: Understanding who is most likely to desire the specific drinking goal of abstinence 

can assist clinicians in anticipating client response to goal setting. Furthermore, by understanding 

the benefits and risks associated with drinking goals, clinicians can focus attention to individuals 
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who desire a more risk-laden goal, including goals of non-abstinence, and tailor interventions, 

including motivational interviewing techniques, to support effective goals.  

 
Introduction 

Drinking goals as a mechanism of change 

Treatments for alcohol dependence can be effective and increase the likelihood of 

recovery from alcohol problems (Dawson et al., 2006; Moos & Moos, 2006; Moyer et al., 2002). 

Of those who enter and complete treatment, approximately 60% will relapse to some drinking 

within the first year following alcohol treatment (Maisto et al., 2003; Whitford et al., 2009). With 

these findings in mind, current research on the outcomes of alcohol-use-disorder treatments 

examines mechanisms of change associated with reduced alcohol use (Longabaugh et al., 2006). 

In this chapter, I analyze the demographic and clinical characteristics of participants who at 

treatment entry desired abstinence compared to participants who did not and subsequent 2.5-year 

alcohol-use patterns among participants who desired abstinence compared to participants who 

did not. 

The question of whether individuals entering treatment should be given the choice of 

treatment goals, such as abstinence, remains a controversial issue in the field of alcohol research 

(Coldwell & Heather, 2006; Marlatt, 1983; Roizen, 1987). Despite this, allowing adults seeking 

treatment for alcohol dependence to self-select drinking goals upon treatment entry has become a 

common treatment practice (Foy et al., 1979; Sobell & Sobell, 1995). With self-selection of 

drinking goals becoming more common, clinicians may benefit from additional evidence that 

suggests who is most likely to desire a drinking goal of abstinence or non-abstinence. Clinicians 

may also benefit from evidence about the effects on subsequent alcohol use of choosing a 

drinking goal of abstinence or non-abstinence at treatment entry. This study asks: Who is most 
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likely to desire a drinking goal of abstinence at treatment entry, and does a drinking goal of 

abstinence predict subsequent drinking patterns? 

The selection of drinking goals at treatment entry is a promising, yet under-studied, 

mechanism of change which may have an impact on alcohol use following treatment (Adamson 

et al., 2010). Examining drinking goals can have immediate clinical appeal. Clinicians frequently 

work with clients to establish a drinking strategy, and to instill motivation for maintaining that 

strategy throughout treatment. When examining outcomes associated with treatment for alcohol 

use disorders in Project MATCH, identifying abstinence as a drinking goal was a critical element 

in remission of alcohol dependence (DiClemente, 2007). Additional longitudinal research from 

the United Kingdom showed that abstinence as a drinking goal upon treatment entry significantly 

predicted higher percentage of days abstinent one year later (Adamson et al., 2010).  

Additionally, clients prefer to have a choice of drinking goal (Sobell & 

Sobell, 1992) and people are more likely to achieve goals they self-select than goals imposed on 

them (Bandura, 1986; Brehm & Brehm, 1981; Deci & Ryan, 1985). However, those who desire a 

non-abstinence drinking goal upon treatment entry continue to drink at heavy levels following 

treatment, compared to those who select a drinking goal of abstinence (Adamson & Sellman, 

2001). This finding suggests that in terms of long-term change, self-selection of drinking goals, 

especially a non-abstinence drinking goal, may not produce sustained behavioral change  

Yet, evidence is mixed as to whether abstinence as a drinking goal at treatment entry has 

any influence on future alcohol use. Early research on drinking goals showed that when clients 

were allowed to establish their own goals (either abstinence or non-abstinence), those who 

adopted a non-abstinence drinking goal experienced drinking problems for a shorter period of 

time and were more accurate in predicting whether they could meet their drinking goal (Pachman 
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et al., 1978). Subsequent longitudinal studies comparing those who adopted a non-abstinence 

drinking goal and those who adopted abstinence as a drinking goal found there was little 

difference between these two groups in mean daily alcohol consumption or in the length of 

drinking problem (Adamson & Sellman, 2001; Booth et al., 1984).  

The literature examining abstinence as a drinking goal has several limitations. The 

timeframe of post-treatment follow-up under analysis varies from 4 weeks to 6 months, a 

relatively short length of time. The available data is inconclusive about whether the goal of 

abstinence produces the same or different alcohol-use outcomes following treatment compared to 

a goal of non-abstinence. Furthermore, even in treatment settings where abstinence is 

encouraged, many clients adopt non-abstinence drinking goals and do not achieve total 

abstinence (Hall et al., 1990). Finally, not all studies of drinking goals are from the United 

States, where the vast majority of treatment centers advocate abstinence and only abstinence 

(Fuller & Hiller-Sturmhofel, 1999; Cox et al., 2004; Rosenberg and Davis, 1994). Results from 

other countries may not generalize to understanding associations with drinking goals in places 

where abstinence is the primary goal of treatment (such as in the United States) (Cox et al., 2004; 

Rosenberg & Davis, 1994). A clear and concise approach to examining alcohol use between 

individuals who adopt abstinence and individuals who adopt a non-abstinence drinking goal is 

needed.  

Current directions of research in drinking goals and alcohol use  

In addition to interest in how drinking goals are associated with alcohol use over time, 

demographic and clinical characteristics of those who are most likely to desire abstinence as a 

treatment goal is also of interest. Abstinence is more likely to be a drinking goal among men, 

those who are employed, those who are highly educated, and racial or ethnic minorities 



	
  

	
   75	
  

(Adamson & Sellman, 2001; Booth et al., 1984; Heather et al., 2010; Pachman et al., 1978). 

However, these results are derived from studies composed of small samples or from outside of 

the United States, where abstinence-based treatment approaches are less dominant (Cox et al., 

2004; Rosenberg and Davis, 1994). Additionally, the long-term impact of abstinence as a 

drinking goal at treatment initiation on longitudinal alcohol use patterns is not known. To extend 

the research on drinking goals at treatment entry and its relationship to subsequent alcohol use, 

this analysis examines data from the Life Transitions Study (LTS) (Robinson et al., 2011), a 3-

year longitudinal panel study originally designed to examine the relationship between 

spirituality, Alcoholics Anonymous participation, and drinking outcomes.  

Method 

Sample 

Data from the LTS (Robinson et al., 2011) were examined in a secondary analysis. The 

LTS is a longitudinal study of 364 adults who met DSM-IV criteria for alcohol dependence who 

were drawn from treatment and non-treatment sources. For this analysis, 93 LTS participants 

who were not in treatment were dropped, given the current study’s interest in abstinence as a 

drinking goal upon treatment entry. This left a final sample size of 271 alcohol-dependent adults 

who were in treatment for alcohol dependence at their baseline interview. Participants were 

recruited from three sites: 1) a university-affiliated outpatient addiction treatment program 

(n=157), 2) a VA outpatient substance use treatment clinic (n=80), and 3) a drinking program 

which helped individuals to reduce, but not to stop, their drinking (n=34). Both the university 

affiliated outpatient program and the VA outpatient treatment clinic adhere to classic, 

abstinence-based treatment models. All study procedures were approved by the appropriate IRB 

committees. 
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  Participants completed in-person interviews every 6 months for 2.5 years (see Robinson 

et al., 2011, for additional details). At baseline, all participants met criteria for alcohol 

dependence as measured by the Structured Clinical Interview for DSM-IV (SCID) (First & 

Gibbon, 1997); had at least one drink in the 90 days prior to baseline; were aged 18 or older; had 

no evidence of current psychosis, suicidality, or homicidality; and were literate in English. All 

participants entered the study after they had been in treatment for 1 week, but not more than 4 

weeks. 

Measures 

Sociodemographic characteristics. At baseline, participants were asked to report their 

age, gender, race/ethnicity, and number of years of education. Due to small numbers of some 

ethnic groups, race/ethnicity was recoded to three groups -- White, Black/African American, and 

Other. 

Clinical characteristics. At baseline, participants were asked yes/no questions about 

whether they had any previous experience with Alcoholics Anonymous (AA) and a family 

history of alcohol problems. Additionally, participants were asked at what age their alcohol 

problems began. Finally, participants were asked to complete the Short Inventory of Problems 

(SIP) (Miller & Tonigan, 1995), a 15-item measure of the negative consequences of drinking (α 

= .91).  

Abstinence as a drinking goal. At study entry, participants were asked if they wanted to 

be abstinent. Responses options to this question were 4 categories:  “yes,” “no,” “maybe,” and 

“don’t know.” Participants who responded with “maybe” and “don’t know” were re-coded to a 

“no” response based on analyses that showed no significant differences in sociodemographic and 
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clinical characteristics between these those who responded “maybe,” “don’t know,” or  “no” to 

the question of whether they wanted to be abstinent.  

Alcohol use. At each of the 6 waves of data collection, data on alcohol use was obtained 

with the Timeline Follow-Back (TLFB; Sobell & Sobell, 1992), which yielded data on alcohol 

use in the last 90 days including Percent Days Abstinent, Percent Heavy Drinking Days, and 

Days Since Last Drink. 

Analysis plan 

Bivariate analyses examined who was most likely to endorse abstinence as a drinking 

goal at baseline. To understand how abstinence as a drinking goal at baseline influenced 

subsequent alcohol use, multilevel mixed-effects linear regression models were constructed to 

examine change in alcohol use patterns over a 2.5-year time period, as measured by the TLFB. 

These statistical models account for correlated data that results from repeated observations upon 

the same individuals, and adjust p values accordingly (Bryk & Raudenbush, 1992). These p 

value calculations are based upon the calculated standard error.  In a multilevel modeling 

strategy, the standard error contains two components, level 1 and level 2 components. This more 

complex standard error accounts for the multilevel nature of the data including variance 

components for both change in participants over time as well as participants in each wave of 

data. 

The use of multilevel models for examining the time trajectories of different outcomes 

merits some discussion. Multilevel models offer insight into longitudinal data analysis that 

extends beyond statistical analyses such as basic repeated measures designs. Multilevel models 

offer an opportunity to examine not only whether there is variability in individuals over time, but 

also whether there is variability in where individuals begin. In a traditional Hierarchical Linear 



	
  

	
   78	
  

Modeling strategy these are known as level 1 and level 2 effects, respectively (Bryk & 

Raudenbush, 1992). Employing a multilevel modeling framework, level 1 and level 2 effects can 

be examined from a longitudinal standpoint, distinct groups of individuals (here I examine 

drinking goals) can be examined to answer 1) Is there a difference in where these groups begin 

(model intercept), and 2) over time, do these groups have a distinct patterns in terms of 

dependent variables (model slope)? This approach to examining longitudinal data is consistent 

with previously established approaches (Singer, 1998; Singer & Willett, 2003; Willett et al, 

1998).  

In the statistical models for this research project, a random effect is included for drinking 

goal at treatment entry, suggesting that the goals an individual formulates in early treatment 

entry may play a substantial role in later trajectories of alcohol use. In multilevel modeling in 

general, and in Stata in particular, I am able to employ a likelihood ratio test to determine 

whether a multilevel modeling approach offers improvement over a simpler OLS. Results of this 

likelihood ratio test indicate that there is benefit (in terms of fit) from treating the intercept as 

random. Additionally, I included a fixed main effect for having an abstinence goal and for other 

covariates of interest. An examination of the main effect as a random effect did not significantly 

change the predicted values of the model, suggesting the use of a random main effect was 

appropriate.  

I also included a set of indicator variables for time, intended to estimate alcohol use 

patterns for the contrast group (individuals who did not desire abstinence). Lastly, I included an 

interaction of having an abstinence goal with the indicator variables for time, to examine whether 

or not those with an abstinence goal had a different time trajectory than those who did not. All 

analyses were completed in STATA Version 12 (StataCorp, 2011).  



	
  

	
   79	
  

 Finally, all models presented are linear where dependent variables are considered as 

continuous measures. Percent days abstinent and percent heavy drinking days are measured as 

percentages, and are thus bounded by 0.0 and 1.0. To examine whether all dependent variables 

could be appropriately estimated with a linear multilevel model, results from censored (tobit) 

multilevel models were compared to linear models. Censored models showed no differences in 

the size or significance of model coefficients compared to the linear models presented.  

Results 

Sociodemographic and clinical characteristics of the sample are presented in Table 4.1. 

At baseline, 80.1% of the sample desired abstinence as a drinking goal. The mean age of the 

sample was 44.6 years. Over 68% of the sample was male and a majority were White. The mean 

level of education was 14.4 years. Seventy-six percent of the sample reported prior experience 

with Alcoholics Anonymous (AA), slightly more than 87% reported a family history associated 

with alcohol problems, and the average age of onset of alcohol dependence for the sample was 

29.5 years 

Table 4.2 presents the 3 dependent measures separately for individuals who desire 

abstinence as a drinking goal and those who desire a non-abstinence drinking goal at baseline 

(Wave 1). Across all dependent measures, a general trend is shown, regardless of drinking goal, 

of increased percent days abstinent, lowered percentage of heavy drinking days, and increased 

days since last drink at 2.5 year follow-up (Wave 6) compared to baseline.  

Who is most likely to desire abstinence at treatment entry? 

Table 4.1 shows the bivariate analyses of the sample examining who was more likely to 

desire abstinence as a drinking goal at baseline. The column titled  “χ2 or F” indicates the 

significance of the differences between groups. The analyses showed that 91.2% of participants 
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from the VA treatment program desired abstinence as a drinking goal, while 83.4% of 

respondents from the University outpatient site and only 38.2% from the moderated drinking 

program desired abstinence as a drinking goal, χ2 (2, N = 271) = 44.7, p < .01. Additionally, 

85.9% of men desired abstinence as a drinking goal compared to 67.4% of women, χ2 (1, N = 

271) = 12.6, p < .01. Furthermore, 100% of Black/African Americans and 92.9% of participants 

in the “other” racial/ethnic category desired abstinence as a drinking goal at baseline, while only 

77.8% of White participants reported a desire for abstinence as a drinking goal at baseline, χ2 (2, 

N = 271)  = 6.7, p < .01. There were no differences in age or education between participants who 

desired abstinence as a drinking goal and participants who did not.  

In terms of clinical characteristics, 83.4% of the respondents who had previous 

experience with AA desired abstinence as a drinking goal at baseline, while only 50% of 

participants with no previous experience with AA desired abstinence as a drinking goal, χ2 (1, N 

= 271) = 27.1, p < .01. Finally, participants who desired abstinence as a drinking goal reported 

more alcohol-related problems (as assessed by the SIP) than participants who did not desire 

abstinence as a drinking goal F(1,271) 18.9, p < .01. There were no differences associated with 

family history or age of alcohol dependence onset between participants who desired abstinence 

as a drinking goal and participants who did not.  

Does abstinence as a drinking goal at treatment entry influence alcohol use over time? 

In order to examine longitudinal results, multilevel mixed-effects linear regression 

models examined the relationship between abstinence as a drinking goal at baseline and change 

in alcohol use patterns over 2.5 years. The dependent variables measuring alcohol use were 

Percent Days Abstinent, Percent Heavy Drinking days, and Days Since Last Drink.  All 

regression models controlled for sociodemographic variables (treatment site, age, gender, 
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race/ethnicity, and education) and clinical variables (previous experience with AA, family 

history, age of onset, and SIP score). 

The multilevel models are presented in Table 4.3 and warrant brief discussion. Table 4.3 

presents a longitudinal analysis of 3 dependent variables examining (1) whether participants who 

desire abstinence are significantly different from participants with a non-abstinence goal at the 

model intercept (desire for abstinence), (2) the predicted values in the dependent variable for 

participants with a non-abstinence goal (Wave), and (3) the predicted values for participants who 

desire an abstinence goal either above or below participants with a non-abstinence goal (Desire 

for abstinenceXWave). 

The first model examined Percent Days Abstinent (PDA) over time. Controlling for 

sociodemographic and clinical factors, this model shows participants who desire abstinence are 

not significantly different from participants with a non-abstinence goal at the model intercept in 

terms of PDA. However, regression modeling indicated that individuals with abstinence as a 

drinking goal showed significantly increased PDA compared to participants with non-abstinence 

as a drinking goal at wave 2 (β = 9.31, SE = 4.22), and most notably in later waves up to 2.5 

years following treatment entry, including Wave 5 (β = 9.96, SE = 4.33) and Wave 6 (β = 12.93, 

SE = 4.38).  

The result that individuals with abstinence as a drinking goal showed significantly 

increased PDA compared to participants with non-abstinence as a drinking goal at wave 6 is 

interpreted as follows: the change in percent days abstinent between wave 1 (statistical reference 

group) and wave 6 for individuals with abstinence as a drinking goal is 12.93 days higher than 

the change in percent days abstinent between wave 1 and wave 6 for individuals with a non-

abstinence drinking goal.  
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Among our control variables, participants from the moderated drinking program had 

significantly fewer PDA compared to participants from the university outpatient program at 

baseline (β = -27.59, SE = 3.86). Participants with higher education had significantly fewer PDA 

at baseline (β = -1.01, SE = 0.51) and participants with a younger age of onset had significantly 

fewer PDA at baseline (β = -0.26, SE = 0.11). No other associations were found with PDA. 

The second model examined percent Heavy Drinking Days (HDD) over time. Controlling 

for sociodemographic and clinical factors, this model shows participants who desire abstinence 

are not significantly different from participants with a non-abstinence goal at the model intercept 

in terms of HDD. However, regression modeling showed participants with abstinence as a 

drinking goal showed significantly lower HDD compared to participants with non-abstinence as 

a drinking goal at Wave 2 (β = -8.13, SE = 3.98). No differences emerged in HDD between 

participants with abstinence as a drinking goal and participants with non-abstinence as a drinking 

goal at subsequent waves. However, among our control variables, individuals in the moderated 

drinking program showed significantly increased HDD compared to individuals from the 

university outpatient program at baseline (β = 6.41, SE = 2.99). Additionally, having a family 

history associated with alcohol abuse/dependence was related to increased HDD at baseline (β = 

4.99, SE = 2.55), an older age of onset was related to increased HDD at baseline (β = 0.24, SE = 

0.08), and higher numbers of drinking consequences (SIP) were related to increased HDD at 

baseline (β = 0.23, SE = 0.08). No other associations were found with HDD. 

Finally, the third model examined Days Since Last Drink (DLD). Controlling for 

sociodemographic and clinical factors, results showed that participants who desire abstinence are 

not significantly different from participants with a non-abstinence goal at the model intercept in 

terms of DLD. Further, regression modeling showed no significant difference in DLD between 
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participants with abstinence as a drinking goal and participants with non-abstinence as a drinking 

goal at Wave 2. However, in later waves up to 2.5 years following treatment entry, participants 

with abstinence as a drinking goal showed significantly more DLD compared to participants with 

non-abstinence as a drinking goal at Wave 3 (β = 116.92, SE = 38.67), Wave 4 (β = 161.64, SE = 

38.84), Wave 5 (β = 202.57, SE = 39.13), and Wave 6 (β = 256.25, SE = 39.66). Among our 

control variables, participants from the moderated drinking program had significantly fewer 

DLD compared to participants from the university outpatient program at baseline (β = -57.23, SE 

= 28.34). Participants from the VA treatment program had significantly more DLD compared to 

participants from the university outpatient program at baseline (β = 145.32, SE = 38.23). Last, 

older age was significantly related to more DLD at baseline (β = 4.12, SE = 1.09). No other 

associations were found with DLD.  

Discussion 

When examining drinking goals at treatment entry, it is worth noting that not all 

participants from classic, abstinence-based treatment models (in this study, the university-

affiliated outpatient addiction treatment program and the VA outpatient substance use treatment 

clinic) desired abstinence as a drinking goal, and not all participants from the moderated drinking 

program desired non-abstinence as a drinking goal. Slightly over 38% of participants from the 

moderated drinking program desired a goal of abstinence and between 8% and 16% of 

participants from the abstinence-based treatment program desired a non-abstinence drinking 

goal.  

Further, the results showed individuals from the VA clinic, individuals who were male, 

individuals who were racial or ethnic minorities, individuals with previous experience with AA, 

and individuals with more negative experiences associated with alcohol use (as indicated by 



	
  

	
   84	
  

higher SIP scores) were those most likely to desire abstinence as a drinking goal. These results 

are supported by previous research showing that men, racial/ethnic minorities and those with 

more alcohol-related support/treatment experience are most likely to adopt abstinence as a 

drinking goal (Adamson & Sellman, 2001; Booth et al., 1984; Heather et al., 2010; Pachman et 

al., 1978). These results demonstrate a similar pattern of findings with studies conducted on 

drinking goals in other countries where alternatives to abstinence are also legitimate goals of 

treatment (such as in European regions), offering generalizability to the known differences 

between individuals who desire abstinence as a drinking goal and individuals who desire a non-

abstinence drinking goal at treatment entry.  

Additionally, when examining drinking goals upon treatment entry and alcohol use 

following treatment, these results demonstrate that when controlling for sociodemographic, 

clinical, and treatment site characteristics, no differences emerge between individuals who desire 

a drinking goal of abstinence and individuals with a non-abstinence drinking goal at treatment 

entry. However, over time these results show that individuals who desire a drinking goal of 

abstinence at treatment entry reported increased percent days abstinent and more days since last 

alcohol use over time for 2.5 years following treatment entry compared to individuals with a 

non-abstinence drinking goal at treatment entry. This effect also emerged for a third longitudinal 

variable related to alcohol use, percent of heavy drinking days, but only at the second wave. No 

effect of drinking goal at treatment entry emerged for percent heavy drinking days at subsequent 

waves. This finding suggests that abstinence as a drinking goal at treatment entry may not have 

universal effects on alcohol use, when alcohol use is conceptualized as a multidimensional 

outcome of treatment (Heather & Tebbutt, 1989).  
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These results extend previous research that had shown differences in alcohol use 

following treatment between individuals who adopt a drinking goal of abstinence and individuals 

who adopt a non-abstinence drinking goal at treatment entry by expanding the time frame for 

longitudinal analysis of alcohol use out to 2.5 years following treatment entry. The results 

suggest that individuals who desire a drinking goal of abstinence at treatment entry experience a 

sustained change in alcohol use that lasts well beyond treatment completion – up to two and a 

half years following treatment entry, compared to individuals who adopt a non-abstinence 

drinking goal.  

Limitations 

Responses to the question of abstinence as a drinking goal were recoded to combine those 

who replied “no,” “maybe,” or “don’t know” into one group based on a lack of differences in the 

demographic and clinical measures included in the analyses presented. Furthermore, at each 

wave, many individuals who desired abstinence as a drinking goal continued to report some, but 

low levels, of alcohol use rather than total abstinence. These analyses do not examine whether 

drinking goals at treatment entry were met at each wave. Future research in the area of drinking 

goals may be substantially enhanced through examining both goal formation and whether these 

goals are met through the treatment process and following treatment completion.  

Conclusions 

With these limitations in mind, these results can provide clinicians with an understanding 

of the characteristics of individuals who are most likely to adopt a drinking goal of abstinence at 

treatment entry, and the consequences of treatment-entry drinking goals on subsequent alcohol 

use. While the self-selection of drinking goals upon treatment entry has become more prevalent 

in the U.S. among individuals seeking treatment for alcohol dependence, understanding who is 



	
  

	
   86	
  

most likely to desire specific drinking goals, such as abstinence, can assist clinicians in 

anticipating drinking outcomes based on goals set early in a treatment episode. It is a common 

practice for clinicians to ask about motivation for abstinence. By understanding 

sociodemographic and clinical characteristics associated with answers to this question (whether a 

drinking goal of abstinence or a non-abstinence drinking goal is preferred), clinicians can 

successfully navigate responses to difficult questions concerning alcohol use at a point in 

treatment when the formation of positive client-clinician alliance is critical (Connors et al., 

2000). 

Last, by understanding the benefits and risks associated with a self-selected goal such as 

abstinence, clinicians can increase attention to individuals who adopt goals involving higher 

levels of alcohol consumption, such as a non-abstinent treatment goal. These results show that 

individuals who desire abstinence as a drinking goal at treatment entry consume less alcohol 2.5 

years following treatment compared to individuals who desire a non-abstinent drinking goal. 

This finding may suggest that alcohol-dependent adults who desire a non-abstinent drinking goal 

may be at higher risk for continued problematic drinking. However, with the large base of 

evidence supporting the effectiveness of motivational interviewing strategies in the treatment of 

alcohol dependent adults (Treasure, 2004), therapeutic strategies designed to resolve 

ambivalence and activate motivational processes within the individual to facilitate a change in 

alcohol use may be helpful in strengthening motivation for change among individuals who desire 

a non-abstinent drinking strategy upon treatment entry.  
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Table 4.1. Sample characteristics and bivariate associations with desire for abstinence 
      
   N = 271 M or % 

Abstinence Yes 
% or M 

Abstinence No 
% or M χ2 or F 

Abstinence as a drinking goal 80.1% - - - 
Site 

    
 
University outpatient 57.9% 83.4% 16.6% 44.7** 

 
VA treatment program 29.5% 91.2% 8.8% 

 
 
Moderated drinking program 12.6% 38.2% 61.8% 

 Age 44.6 45.1 42.9 1.06 
Gender 

    
 
Male 68.2% 85.9% 14.1% 12.6** 

 
Female 31.7% 67.4% 32.5% 

 Race/ethnicity 
    

 
White 88.2% 77.8% 22.2% 6.7* 

 
Black 6.6% 100% 0% 

 
 
Other 5.2% 92.9% 7.1% 

 Education (in years) 14.4 14.2 14.9 1.34 
Previous experience with AA 76.8% 87.2% 12.9% 27.1** 
Family history 87.1% 80.1% 19.9% 0.5 
Age of alcohol dependence onset 29.5 29.5 29.4 0.1 
Short Inventory of Problems1 21.2 22.6 15.5 18.9** 
* p < .05, ** p < .01 

    1 Miller & Tonnigan, 1995. The SIP is a 15-item measure about negative consequences of drinking, α = .91 
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Table 4.2. Abstinence goal and alcohol use variables  

        
  Wave 1 Wave 2 Wave 3 Wave 4 Wave 5 Wave 6 
   N = 271 % (M) % (M) % (M) % (M) % (M) % (M) 

        
Percent days abstinent1       

 
Abstinence Yes 61.89 90.17 88.64 89.21 85.53 88.01 

 
Abstinence No 52.85 71.72 75.42 74.44 65.37 65.29 

Percent heavy drinking days1       

 
Abstinence Yes 31.28 5.74 8.21 6.41 7.79 6.28 

 
Abstinence No 29.75 12.66 11.11 9.85 12.14 12.30 

Days since last drink2       

 
Abstinence Yes (35.32) (132.15) (204.24) (305.29) (369.54) (443.69) 

  Abstinence No (19.46) (39.72) (71.61) (124.97) (149.16) (164.79) 
1 Measured as a percent of past 90 days 

      2 Measured since study entrance 
Time between each wave is 6 months 
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Table 4.3. Longitudinal model of days abstinent, heavy drinking days and days since last 
drink as a function of desire for abstinence 
        

  

Percent Days 
Abstinent 

Heavy Drinking 
Days 

Days since Last 
Drink 

           N = 271 β SE β SE β SE 
Desire for abstinence 1.18 3.89 1.58 3.27 -23.20 37.14 
Wave       
 Wave 1 - - - - - - 
 Wave 2 18.55** 3.78 -16.72** 3.48 18.48** 34.13 
 Wave 3 20.48** 3.83 -18.32** 3.53 46.32** 34.57 
 Wave 4 20.34** 3.83 -19.08** 3.53 101.80** 34.59 
 Wave 5 13.33** 3.86 -17.86** 3.56 125.94** 34.85 
 Wave 6 13.22** 3.88 -17.99** 3.58 143.77** 35.07 
Desire for abstinenceXwave       
 Wave 1 - - - - - - 
 Wave 2 9.31* 4.22 -8.13* 3.89     72.33 38.11 
 Wave 3 5.94 4.28 -4.03 3.95  116.92** 38.67 
 Wave 4 6.44 4.29 -4.98 3.96   161.64** 38.84 
 Wave 5 9.96* 4.33 -5.06 3.99  202.57** 39.13 
 Wave 6 12.93** 4.38 6.26 4.03   256.25** 39.66 
Site       
 University outpatient - - - - - - 
 VA treatment program -0.09 2.87 0.79 2.23 145.32** 28.34 
 Moderated drinking program -25.79** 3.86 6.41* 2.99 -57.23* 38.23 
Age 0.09 0.11 -0.17 0.09 4.12** 1.09 
Gender       

 
Male 1.52 2.59 -1.87 2.01 18.38 25.65 

 
Female - - - - - - 

Race       

 
White - - - - - - 

 
Black 1.72 4.45 2.16 3.45 9.22 44.01 

 
Other -1.98 6.37 1.88 4.94 -109.68 62.94 

Education (in years) -1.01* 0.51 0.14 0.39 1.39 5.40 
Previous experience with AA 1.05 2.99 1.18 2.32 -0.28 29.48 
Family history -1.49 3.29 4.99* 2.55 12.17 32.45 
Age of alcohol dependence onset -0.26* 0.11 0.24** 0.08 -1.44 1.08 
Short inventory of problems -0.16 0.09 0.23** 0.08 0.78 0.98 
* p<.05, **p<.01. Time between each wave is 6 months 
1 Miller & Tonigan, 1995. The SIP is a 15-item measure about negative consequences of drinking, α = .91 
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Chapter 5: Summary and future directions 

While an estimated 9.7 million Americans experience alcohol abuse and 7.9 million 

experience alcohol-dependence in the past year (Grant et al., 2004). Additionally, only about 

28% of individuals suffering from alcohol use disorders seek help for their problems (Cohen, 

Feinn, Arias, & Kranzler, 2007). This finding has created a need among social workers and 

psychologists to better understand factors related to treatment use for alcohol dependence. While 

several policy initiatives are directed towards undestanding these factors (USDHHS, 2010b), 

there are still considerable research gaps in how and why individuals seek out treatment for 

alcohol dependence, and whether interventions can be created to address the lack of treatment 

use for alcohol dependence (USDHHS, 2010a). Recent research has suggested that social 

network ties may reveal important keys to how persons experiencing health problems, such as 

alcohol use disorders, adopt strategies to promote health and well-being including the use of 

treatment for alcohol dependence, but these findings often produce conflicting findings, leaving 

the role of social network ties in the decision to seek treatment uncertain. On the one hand, 

network ties can assist in the treatment initiation process. Yet on the other hand, network ties can 

serve as a treatment substitute, or worse, steer an individual away from treatment through 

promoting stigma for mental health or substance abuse problems (Pescosolido, Gardner, & 

Lubell, 1998). 

Additionally, of those who enter and complete treatment, approximately 60% will relapse 

to some drinking within the first year following alcohol treatment (Maisto, Pollock, Cornelius, 

Lynch, & Martin, 2003; Whitford, Widner, Mellick, & Elkins, 2009). With these findings in 
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mind, current research on outcomes associated with treatments for alcohol dependence examines 

mechanisms of change associated with reduced alcohol use (Longabaugh et al., 2006). However, 

goals that individuals form in the early treatment process has often been implicated as a 

mechanism of change for reduced alcohol use, yet this claim has yet to be formally tested.  

Improving treatment entry for alcohol dependence and positive outcomes associated with 

treatment for alcohol dependence is of concern for social workers and psychologists. The 

mission of social work and psychology is to improve the lives of people, especially those in need 

(American Psychological Association, 2011; National Association of Social Workers, 2011), and 

arguably, individuals with alcohol dependence are in need.  

However, before specific interventions can be designed to improve the use of treatment 

services for alcohol dependence, additional information is needed concerning the psychosocial 

factors, such as social network ties, that influence the decision to seek treatment. We need to 

know what the social network ties of individuals with alcohol dependence, as well as alcohol 

abuse, look like, compared to the general population. Additionally, we need to know under what 

conditions social network ties influence individuals to seek out treatment, and in what conditions 

they do not. Furthermore, to improve the outcomes associated with treatment use for alcohol 

dependence, we need to know which factors in the early treatment process are key points for 

understanding how positive treatment outcomes are achieved. This three-paper dissertation was 

designed to answer these questions.  

 Gaining a better understanding of how social network ties promote treatment use among 

individuals with alcohol dependence as well as how factors, such as goal-setting, promote 

positive outcomes for treatment use among individuals with alcohol dependence can serve to 

increase the knowledge base among individuals who work with this population. However, the 
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findings associated from this dissertation work also have implications for social work practice 

and future research in this area. 

Chapter 2: Alcohol use disorders and diminished social network ties: Findings from the 

NESARC 

The results from chapter 2 show that overall, social network ties, measured in terms of 

both diversity and size, tend to be smaller for those with lifetime alcohol abuse and alcohol 

dependence, compared to those with no lifetime alcohol use disorder. These findings are 

consistent with previous literature on this topic, suggesting that a lack of social network ties 

among individuals with an alcohol use disorder may present significant obstacles concerning 

accessing social support, receiving feedback about their drinking, and getting information 

concerning accessing treatment services when needed (Gourash, 1978; Kaskutas, Weisner, & 

Caetano, 1997). 

However, the findings that social network ties are smaller and less diverse among those 

with an alcohol use disorder are not uniform. Those with lifetime alcohol dependence tend to 

have social network ties composed of students and co-workers at larger rates than those with 

lifetime alcohol abuse and those with no lifetime alcohol use disorder. Furthermore, those with 

lifetime alcohol abuse tend to have social network ties composed of spouses/partners, friends, 

students/teachers, co-workers, and others groups, at larger rates than those with no lifetime 

alcohol use disorder. 

These findings suggest that interventions that harness social influence to reduce alcohol 

use may achieve greater effectiveness through targeting groups in social networks that are larger 

in size and more prevalent among individuals with alcohol use disorders. Interventions that 

attempt to reduce the social influence of alcohol abuse among college students have proven 
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effective (DeJong et al., 2006; Mattern & Neighbors, 2004; Perkins & Craig, 2006), and there is 

corroborating research to suggest that targeting the reduction of alcohol use in a social network 

of co-workers promotes abstinence among those who have sought treatment for AUDs (Gordon 

& Zrull, 1991). Also, efforts to re-integrate those with AUDs into the broader community may be 

best served by targeting the specific groups in a social network that are smaller in size among 

those with an AUD. These groups include neighbors, religious groups and volunteer groups.  

Chapter 3: Social network ties and treatment for alcohol dependence 

Chapter 3 results show that social network ties, as measured by social network diversity, 

play in the decision to seek treatment for alcohol dependence, but not uniformly. Results show 

that only about 12% of individuals with a past-year diagnosis of alcohol dependence seek 

treatment. Further, results show that individuals who consume more alcohol, men, individuals 

older in age, and individuals with a co-occurring past-year diagnosis of anxiety or major 

depression were more likely to seek treatment. Additionally, while no main effect of social 

network ties was found, an interaction between social network ties and level of alcohol 

consumption showed that a larger number of social network ties, paired with a high level of 

alcohol consumption can be highly influential in directing individuals towards seeking treatment. 

However, a lower number of social network ties, paired with a high level of alcohol consumption 

can be nearly non-influential in directing individuals to seek treatment,  

These results support conclusions from previous work that many individuals wait until 

alcohol use is severe before they seek treatment (Booth, Yates, Petty, & Brown, 1991; Kaskutas 

et al., 1997). Furthermore, these results suggest that for an individual with a high level of alcohol 

consumption and few social network ties, less knowledge is provided concerning whether their 

drinking is, in fact, excessive as well as what to do about it (e.g. where to seek treatment for 
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alcohol dependence) (Gourash, 1978), resulting in a reduced probability of treatment use.  

Finally, these findings suggest that individuals with a high level of alcohol consumption with 

few social network ties represent a high risk group not likely to seek treatment, that is in need of 

further examination.  

Chapter 4: The effect of drinking goals at treatment entry on longitudinal alcohol use 

patterns among adults with alcohol dependence 

Chapter 4 examined correlates of an abstinence-related goal at early treatment, and a 

longitudinal analysis examining whether the adoption of abstinence related drinking goals in 

early treatment reduces subsequent alcohol use up to 2.5 years following treatment entry. These 

results show that individuals from the Veterans Administration clinic, individuals who were 

male, individuals who were racial or ethnic minorities, individuals with previous experience with 

AA, and individuals with more negative experiences associated with alcohol use were those most 

likely to desire abstinence as a drinking goal. Additionally, when examining drinking goals upon 

treatment entry and alcohol use following treatment, results demonstrate that participants who 

desire a drinking goal of abstinence at treatment entry report increased percent days abstinent 

and more days since last alcohol use over time for 2.5 years following treatment entry compared 

to individuals with a non-abstinence drinking goal at treatment entry.  

These results can provide clinicians with an understanding of the characteristics of 

individuals who are most likely to adopt a drinking goal of abstinence at treatment entry, and the 

consequences of treatment-entry drinking goals on subsequent alcohol use. Further, by 

understanding the benefits and risks associated with a self-selected goal, such as abstinence, 

clinicians can increase attention to individuals who adopt goals involving higher levels of 

alcohol consumption, such as a non-abstinent drinking strategy.  
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Limitations 

Similar to existing work on social network ties and treatment use, associations in chapters 

2 and 3 are identified using cross-sectional data and temporal precedence cannot be determined 

in the NESARC samples. There are also limitations in the social network measure included in 

this dissertation. In the NESARC, social network ties are measured through the Social Network 

Index (Cohen, Doyle, Skoner, Rabin, & Gwaltney, 1997). While this is considered a validated 

and acceptable measure of social networks (Brissette, Cohen, & Seeman, 2000), the measure 

suffers from two distinct limitations. First, the Social Network Index does not examine specific 

functions found within a social network. For example, it has been implicated that social network 

ties comprised of heavy alcohol users lead individuals to drink at higher levels than those with 

fewer numbers of heavy drinkers in their social network (Homish & Leonard, 2008), regardless 

of the number of social network ties present. Additionally, individuals in treatment for alcohol 

use disorders who have a high number of heavy drinkers in their social network ties experience 

an increased risk for relapse and diminished recovery potential (Manuel, McCrady, Epstein, 

Cook, & Tonigan, 2007). Unfortunately, there is no data available concerning the level of 

alcohol use present in the social network ties of NESARC respondents. Future research 

examining impacts of social network ties among individuals with an alcohol use disorder should 

begin exploring this dimension of social network ties.  

Second, the Social Network Index examines the frequency of interaction respondents 

have with social network ties over the past 2 weeks. There is an assumption in the measure that 

social network ties are relatively stable entities – the network ties an individual interacts with in 

the past 2 weeks are similar to the network ties an individual interacts with in the past year as 

well. While there is scant amounts of data to support the claim that social network ties are 
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relatively stable (Morgan, Neal, & Carder, 1997), it is unclear whether these findings generalize 

to a population of adults with alcohol use disorders. On the one hand, research from a large 

population of elderly American adults suggests that 60-80% of an individual’s core social 

network (comprised of children, close friends, and extended family) is stable through time 

(Morgan et al., 1997). However, there is additional evidence to suggest that as adolescents 

increase their alcohol use, they tend to seek out others similar in their level of use, possibly 

restructuring their social network ties to enable increased alcohol use (Knecht, Burk, Weesie, & 

Steglich, 2010). Unfortunately, longitudinal research that can address the question of the stability 

of social network ties is not currently available. Future research conducting longitudinal analyses 

of social network ties stability would substantially contribute to the literature on social network 

ties and alcohol use and alcohol treatment. 

Additionally, chapter 4 examining drinking goals in early treatment also has two distinct 

limitations worth discussing. First, in chapter 4, open-ended responses to the question of 

abstinence as a drinking goal are recoded on the basis that early analyses showed no statistically 

significant differences between individuals who responded “no,” “maybe,” or “don’t know” to 

the question of whether they desired abstinence as a drinking goal at treatment entry and 

demographic and clinical measures included in the analyses presented. Second, at each wave, 

many individuals who desired abstinence as a drinking goal continued to report (albeit low) 

alcohol use above total abstinence. The analyses presented in study 3 do not examine whether 

drinking goals at treatment entry were met at each wave.  

With these limitations in mind, the work presented in this dissertation offers a new and 

substantive contribution to the literature on the social network ties of individuals with alcohol 

use disorder, how social network ties influence the decision to seek treatment for alcohol 
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dependence, and how goal formation in early treatment promotes reduced alcohol use following 

treatment completion. While these initial findings are promising, there are several additional 

questions remaining concerning social network ties and goal formation in early treatment of 

individuals with alcohol use disorder, which are potential areas for future research.  

Future directions 

Additional influence of social networks. Chapter 3 of this dissertation examines the 

influence that social network ties can play a moderating role in the decision to seek treatment for 

alcohol dependence. These findings suggest that they do indeed have an indirect influence in the 

decision to seek treatment. However, it is certain that this is not the only influence that social 

network ties have for individuals with alcohol dependence.  

One particular question that I intend to examine in the future is “What other roles do 

social networks play in the onset, duration and remission of alcohol use disorders?” When 

examining onset of alcohol use disorders, the general finding from examining drinking behavior 

and adolescents suggest that selection effects of social network ties matter more. Most 

individuals begin drinking, then leave their old social network ties in favor of new social network 

ties composed of people who are drinkers, and these drinkers offer little influence in further 

drinking behavior (Bullers, Cooper, & Russell, 2001; Burk, van der Vorst, Kerr, & Stattin, 2012; 

Knecht et al., 2010). These findings suggest that there is little utility in examining how social 

network ties influence the onset, duration and remission of alcohol use disorders. However, there 

are additional bodies of work, which suggest network ties do matter in future alcohol use. For 

example, support from network ties for not drinking predicts individual motivation increase over 

time, which leads to reduced alcohol use 6 months after treatment (Hunter-Reel, McCrady, 

Hildebrandt, & Epstein, 2010). 
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Additional work from areas of research outside of social network ties suggests social 

network ties can play an important role in the onset, duration and remission of alcohol use 

disorders. For example, social support has been described as a mediator between the associations 

of social network ties and many measures of health and well-being (Cohen & Janicki-Deverts, 

2009). Generally, individuals with a larger number of social network ties possess greater 

resources to call on when experiencing health-related problems, including alcohol dependence ( 

Cohen, Gottlieb, & Underwood, 2000). The social support received from a social network 

contributes to several outcomes including the formation of normative health behaviors (Cassel, 

1976) a sense of belonging and self-worth ( Cohen & Wills, 1985; Thoits, 1983), and greater 

motivation to care for oneself (Cohen & Syme, 1985). 

Among individuals with alcohol use disorders, social support offers several beneficial 

effects. Individuals who report higher levels of social support are more likely to receive 

treatment and are less likely to relapse after completing treatment (Bond, Kaskutas, & Weisner, 

2003; Harold, 1983). Additionally, social support can reduce the frequency of alcohol use after 

treatment completion (Gordon & Zrull, 1991). Individuals with an alcohol use disorder involved 

in treatment often report more encouragement from others to seek help compared to those who 

do not seek treatment (George & Tucker, 1996). These findings on the nature of social support 

suggest that social network ties may interact with social support to serve as additional risk or 

protective factors, which may influence the onset, duration and remission of alcohol use 

disorders.  

The relative importance of specific social networks. It is generally believed that the more 

network ties an individual has, the greater health outcomes they may possess, in terms of both 
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alcohol use and general mortality (Berkman & Syme, 1979). However, these findings may also 

suggest that not all social network ties are equally beneficial. It is likely that closer social 

network ties, such as those composed of family and close friends, may be more strongly 

predictive of individual behavior than more distant social network ties such as those from 

volunteer groups.  

A recent literature review of the available evidence concerning social network ties and 

substance abuse suggests that across all social network ties, family norms (opposed to norms 

from friends) have a stronger relationship to substance use and recovery from multiple 

substances including alcohol (Galea, Nandi, & Vlahov, 2004), but a majority of the data 

examined is cross-sectional and does not offer insight into differences concerning substance use 

and substance abuse or dependence. To date, there is no coherent data available to examine the 

relative strength of different social network ties as they relate to onset of alcohol abuse or 

dependence, as well as whether treatment is sought.  

Longitudinal patterns of treatment use for alcohol use disorders. While the results 

presented above offer promise in terms of understanding who may benefit most from 

interventions designed to increase social network ties, there are several key research questions 

that are still in need of answers concerning the relationship between social network ties and 

treatment use for alcohol dependence. One specific question in need of further examination 

concerns the longitudinal patterns of treatment use for mental health and substance use. Much of 

the research on treatment use for mental health and substance abuse examines single events, 

usually as a yes/no answer (sought treatment/didn’t seek treatment) (Pescosolido et al., 1998). 

Admittedly, these results are no different. However, new ideas associated with understanding 

treatment use suggest that past treatment experiences play a significant role in current decisions 
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to seek help (Pescosolido, 1992; Pescosolido, 1991). It is likely that understanding the 

longitudinal patterns of treatment use can substantially inform our understanding of barriers and 

facilitators which can assist in policy initiatives intended to increase the number of individuals 

who seek help for alcohol use disorders.  

Longitudinal changes in social network ties through treatment processes. A lingering 

question in the study of social network ties and treatment use for alcohol use disorders is “how 

do social networks of individuals change through treatment process”? For example, when 

examining not social network ties, but friendships among individuals in treatment for alcohol 

dependence, approximately half of all friendships were with drinkers at baseline, and among 

individuals experiencing sustained reduction in alcohol use, these decreases continue following 

treatment (Mohr, Averna, Kenny & Del Boca, 2001). From this it seems to suggest that social 

network ties may change through the treatment process. However, the specifics of how they 

change, beyond the adoption of sober friends, remain unclear.  

These specifics are of high importance, given that some research suggests that the 

drinking behavior of an individual’s social network ties strongly predicts individual alcohol use, 

and that alcohol consumption among network ties are more predictive of treatment success than 

encouragement from network ties to abstain (Groh, Jason Ferarri & Halpert, 2011). Additional 

evidence suggests that generally, social network ties increase through the treatment and recovery 

process for alcohol use disorders (Kaskutas, Bond, & Humphreys, 2002), and experiencing a 

decline in social network ties through treatment is related to more alcohol use and relapse than 

no decline or an increase in social network ties (Favazza & Thompson, 1984). 

From the evidence, it is likely that the best treatment outcomes are among individuals 

with network ties that promote abstinence and consume low levels of alcohol. And this is 
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supported in the literature. Support from low alcohol use social network ties for abstinence leads 

to improved outcomes 2 years later, including more days abstinent, more social support, higher 

AA attendance, and better coping skills (Litt, Kadden, Kabela-Cormier, & Petry, 2009; 

Longabaugh, Wirtz, Zywiak, & O’Malley, 2010). 

From the work concerning longitudinal change in networks through the treatment 

process, one particular challenge in understanding the influence of social networks is how does 

an individual with an alcohol use disorder enter treatment and shift to social network ties that 

emphasize abstinence and reduced alcohol use? 

Social networks and their relation to goal formation for alcohol use 

This dissertation has conceptualized social networks and goal formation as two distinct 

mechanisms that influence individual decisions concerning treatment entry and subsequent 

alcohol use following treatment. However, it is likely that social networks and goal formation 

may influence each other, providing a feedback loop that have ramifications for both treatment 

success and future alcohol use.  

When uniting social networks and goal formation among individuals with alcohol-related 

problems, several important questions emerge. There is some evidence to suggest that social 

networks can assist in the formation of goals. Individuals in treatment who work to build a 

“sober network” show reduced relapse rates following treatment (Longabaugh, Wirtz, Zywiak, & 

O’Malley, 2010). Additionally, preliminary work utilizing a network framework to offer 

treatment for alcohol dependence shows that when friends and family are involved in the 

treatment process, and are shown by professionals how to provide proper support to an alcohol 

dependent individual in treatment, reduced alcohol use rates are observed following treatment 

(Copello, Orford, Hodgson, Tober & Barrnett, 2002). These findings suggest that similar to goal 
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formation, social networks play an important role in subsequent alcohol use following treatment, 

and may even have an influence on the goals individuals adopt concerning alcohol use.  

It is likely that there is a social influence related to goal formation, but no research has 

yet examined this relationship. On the one had, it is likely that a social network that provides 

continual feedback concerning whether a particular goal has been met, and offers some type of 

reward for meeting a particular goal can serve as reinforcement for continued goal adherence. 

One the other hand, it may be likely that the formation of a specific goal leads individuals to seek 

out other like-minded individuals with the same goal. Both scenarios suggest a relationship, but 

it is unclear whether a specific type of social network influences goal formation, or whether a 

specific type of goal influences social network formation. Future longitudinal research on these 

topics will help address this question and offer insight into how to promote successful recovery 

from alcohol related problems.  

 This dissertation focused on the social network ties of individuals with alcohol use 

disorders, how they influence individuals to seek out treatment, and which factors in the early 

treatment process are key points for understanding how positive treatment outcomes are 

achieved. The knowledge gained from these studies will fill several needed gaps in the literature 

concerning treatment use and alcohol use disorders. Furthermore, these results will offer insight 

into serving several at-risk populations, including individuals with alcohol dependence and a few 

number of social network ties, and alcohol dependent individuals in treatment who do not adopt 

a goal of abstinence.  

As social workers and psychologists, our mission is to improve the lives of people, 

especially those in need. Through improving treatment entry for alcohol dependence and 

identifying causes of positive outcomes associated with treatment for alcohol dependence, I 
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believe this dissertation has been conducted in the spirit of both social work and psychology. 

Additionally, through identifying future areas of need in this area of social work and psychology, 

it is clear that the work contained within this dissertation is only the beginning. By extending this 

research into the future directions identified above, we can successfully design interventions to 

meet the objective of Healthy People 2020 (USDHHS, 2010a) to understand how social 

determinants influence health and well-being. Through the use of systems-thinking approaches to 

health (USDHHS, 2010b), including the examination of social network ties, it is likely that we 

can offer more to understanding how individuals experiencing health problems, such as alcohol 

use disorders adopt strategies to promote health and well-being. 
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