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Abstract
Background—The vast majority of individuals with alcohol problems in the U.S. and elsewhere
do not seek help. One policy response has been to encourage institutions such as criminal justice
and social welfare systems to mandate treatment for individuals with alcohol problems
(Speiglman, 1997). However, informal pressures to drink less from family and friends are far more
common than institutional pressures mandating treatment (Room et al., 1996). The prevalence and
correlates of these informal pressures have been minimally studied.

Methods—This analysis used data from five Alcohol Research Group National Alcohol Surveys
(NAS) collected at approximately five-year intervals over a 21 year period (1984 to 2005, pooled
N=16,241) to describe patterns of pressure that drinkers received during the past year from family,
friends, physicians, police and the workplace.

Results—The overall trend of pressure combining all six sources across all five NAS surveys
indicated a decline. Frequent heavy drinking and alcohol related harms also declined and both
were strong predictors of receiving pressure. Trends among different sources varied. In
multivariate regression models pressure from friends showed an increase. Pressure from spouse
and family showed a relatively flat trajectory, with the exception of a spike in pressure from
family in 1990.

Conclusions—The trajectory of decreasing of pressure over time is most likely the result of
decreases in heavy drinking and alcohol related harm. Pressure was generally targeted toward
higher risk drinkers, such as heavy drinkers and those reporting alcohol related harm. However,
demographic findings suggest that the social context of drinking might also be a determinant of
receiving pressure. Additional studies should identify when pressure is associated with decreased
drinking and increased help-seeking.
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Over the past two decades a growing body of research has substantiated the notion that
characteristics of the social environment have a strong impact on alcohol and drug use, help
seeking, and treatment outcome (e.g., Beattie,et al., 1993; Kadushin, et al., 1998;
Longabaugh, et al., 1993; Matzger et al., 2005; Moos and Finney, 1996; Szalay, et. al.,
1996). However, one aspect of social network influence that is common yet understudied is
the pressure that many drinkers receive to change their drinking or seek help. Room and
colleagues (1996) found that 35% of the general public in Ontario, Canada had commented
on a friend’s or relative’s drinking within the past year and 15% had suggested the person

Phone (510) 597-3440 extension 277, Fax (510) 985-6459, dpolcin@arg.org.

NIH Public Access
Author Manuscript
Alcohol Clin Exp Res. Author manuscript; available in PMC 2013 April 1.

Published in final edited form as:
Alcohol Clin Exp Res. 2012 April ; 36(4): 705–715. doi:10.1111/j.1530-0277.2011.01638.x.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



get help. In a US population study, Room, et al. (1991) found that 44% of a US population
sample stated they had said something to friends or relatives about their drinking or had
suggested they cut down.

Studies in the U.S. examining treatment entry have documented that large proportions report
they received pressure to enter treatment from personal relationships (friends or family) or
institutions (criminal justice and social welfare) (Polcin and Weisner, 1999). Characteristics
of individuals entering treatment who report receiving pressure from family and friends
were most likely to be those who were white and younger (Polcin and Beattie, 2007; Polcin
and Weisner, 1999). A study that looked at pressure from both criminal justice and welfare
institutions found that minorities were more likely than whites to receive mandates from
these institutions to enter treatment (Polcin and Beattie, 2007).

Room et al (2004) used a broad definition of pressure that included pressure to change
drinking or enter treatment among a mix of treated (n=926) and untreated (n=672) problem
drinkers in one U.S. county. They found that pressure was most common from one’s spouse;
but pressure from other family members was also frequent. Severity of alcohol dependence
and alcohol related problems were strong predictors of receiving pressure.

Few studies have looked at how receiving pressure and its correlates vary at different points
in time. However, Room et al (1991) used Alcohol Research Group National Alcohol
Surveys (NAS’s) in the U.S. between 1979 and 1990 to document that receipt of pressure to
drink less or act differently when drinking increased over time. They suggested that the
increase in receipt of pressure may have been due to an increased awareness of alcohol
problems that resulted from more prevention efforts and public education about alcohol
during the 1980’s. Consistent with other studies, men and individuals who were younger
reported more pressure, and spouse was a common source of pressure. However, the authors
also noted several interesting trends. Between 1979 and 1990 there was an especially high
increase in individuals reporting pressure from family members other than spouse,
particularly mothers.

To the best of our knowledge, there have been no reports documenting trends in the U.S. of
pressure to change drinking since the Room et al (1991) paper. In addition, while Room et al
(1991) assessed pressure from family and friends, other sources of pressures were not
included, such as pressure to change drinking received from physicians, police, or the
workplace.

Purpose
This paper describes 21-year trends in the types of pressures that U.S. drinkers received (i.e.,
family, friend, workplace, doctor, and police) and how receiving pressure varied by drinker
characteristics, such as demographics, heavy drinking and alcohol related harm. Using five
NAS datasets collected over a 21-year time period, the aim is to show how the trajectories of
different types of pressures varied from 1984 to 2005 and whether individuals receiving
more pressure were those for whom reducing their drinking may have been warranted (i.e.,
had higher volume of alcohol consumption and more alcohol related harms). We
hypothesized that trends for receipt of pressure over the 5 time points would increase for all
sources of pressure. In part, this hypothesis was based on the fact that Room et al (1991)
reported increasing pressure from families and friends between 1979 and 1990. We expected
these trends to continue to the present, particularly because environmental prevention
strategies that emphasize social control over drinking increased during the 1990’s (NIAAA,
2000). We also knew from previous analyses using NAS data that heavy drinking has
declined over the last 2 decades (Kerr, et al, 2009) and surmised that increasing pressure
may have played a role.
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Controlling for NAS time points, we hypothesized that the characteristics of individuals
receiving more pressure would be younger, white, and married. We also hypothesized that
heavier drinking and alcohol related harm would be associated with receipt of more
pressure. These hypotheses were based on previous research on pressure reported by Room
et al (1991), Polcin and Weisner (1999), and Polcin and Beattie (2007).

Methods
Survey Data

Scientists at the Alcohol Research Group have used National Alcohol Surveys (NAS) since
1979 to document trends in alcohol consumption among U.S. residents age 18 and older.
NAS surveys have also tracked related variables, such as the social contexts of drinking and
the prevalence of various types of alcohol related harm. NAS surveys are unique in
capturing historical trends in alcohol consumption and problems because most other national
surveys have only assessed recent time periods. For example, the National Survey on Drug
Use and Health only tracks alcohol use back to 2002. Similarly, the National
Epidemiological Survey on Alcohol and Related Conditions (NESARC) only goes back to
2001. One national survey where there was concordance with the general direction of
drinking trends reported in the NAS was NIAAA surveillance Report #85, which tracked per
capita alcohol consumption between 1970 and 2006 (Latkins, et al., 2008). Like findings
reported on the NAS, they found a decreasing trend in alcohol consumption relative to the
mid 1980’s. Unfortunately, they did not track alcohol related harm.

The five administrations of the Alcohol Research Group’s National Alcohol Surveys (N7
[1984], N8 [1990], N9 [1995], N10 [2000], and N11 [2005]) have a high degree of
comparability between them, particularly in highly similar item content. Several differences
in the surveys include over-sampling for Latino/Hispanics and African Americans in four
surveys (N7, N9, N10 and 11) and use of random digit dial (RDD) telephone survey
methods for the last two surveys (N10 and N11) while the earlier surveys were multi-stage
clustered samples using in-person interviews. All surveys were weighted to the U.S. general
population. Therefore, the over-sampling should not bias the results because they are
accounted for by the weights in the analysis (Kerr et al., 2004). The switch from face-to-face
interviews with stratified cluster sampling in N7–N9 to RDD telephone interviews in N10
and N11 was accompanied by extensive methodological work comparing these two modes
during the same time period, which found prevalence estimates of major drinking behaviors
to be substantively comparable, in spite of the lower response rates for the telephone
interviews (Greenfield et al., 2000; Midanik, et al., 1999; Midanik et al., 2001a; Midanik et
al., 2001b; Midanik et al., 2003a; Midanik et al 2003b).

Two types of evidence indicate that the lower response rate in a telephone survey did not
significantly bias results related to consumption measures. First, an extensive series of
methodological studies comparing identical questions in telephone and in-person surveys
during the same time points have found comparable estimations of mean alcohol
consumption (Greenfield et al., 2000; Midanik and Greenfield, 2003a; Midanik and
Greenfield, 2003b), with somewhat inconsistent but still modest interview mode effects for
alcohol harms (Midanik et al., 2001a; Midanik et al., 2001b). Second, an analysis comparing
consumption estimates in the NAS sample replicates (each a random subsample,
successively ‘opened’ during the conduct of the survey, and each with a specific response
rate varying around the overall mean of 58%) a finding of no significant correlation between
replicate response rate and volume of consumption (Kerr et al., 2004), again suggesting that
telephone estimates of consumption are somewhat insensitive to response rate above and
below the range typically obtained for telephone surveys (Greenfield et al., 2006). While
these studies support the comparability of NAS survey methods (in-person versus
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telephone), it should be noted that not all NAS variables were included in these
comparisons, including measures of pressure.

Described below are the six data sets to be used in the study:

N7 Survey
These data were collected in 1984 (N=5,221) by the Institute for Survey Research at Temple
University. A multi-stage stratified sample of 100 primary sampling units (PSUs) was used.
African Americans and Latino/Hispanics were over-sampled in 10 PSUs. The response rate
was 77%.

N8 Survey
These data were collected in 1990 (N=2,058) by the Institute for Survey Research at Temple
University using a multi-stage stratified sample of 100 PSUs. The response rate was 70%.

N9 Survey
These data were collected in 1995 (N=4,925) by the Institute for Survey Research at Temple
University using a multi-stage stratified sample of 100 PSUs. The response rate was 77%.

N10 Survey
The data were collected in 2000 (N=7,612) by the Institute for Survey Research using a list
assisted RDD method and Computer Assisted Telephone Interviewing (CATI) methods.
African Americans, Latino/Hispanics and low population states were over-sampled. The
response rate was 58%. The lower response rate than previous surveys is not unusual for
telephone surveys (Kerr et al., 2004). This method of course has the advantage of collecting
data on a larger number of individuals and lower design effects than for in-person surveys.

N11 Survey
The data were collected in 2005 (N=6,919) by Data Stat Inc. in Ann Arbor, Michigan. They
again used a RDD CATI telephone survey. Again, African Americans, Latino/Hispanics and
low population states were over-sampled. The response rate was 56%.

The NAS data series used here has been successfully used in a number of trend and age-
period-cohort analyses, which together have added assurance of the suitability of this series
of highly comparable surveys for conducting trend analysis (Greenfield and Kerr, 2008;
Kerr et al., 2004; Kerr, et al., 2009, Kerr, et al., 2006).

Measures
Items used in different administrations of the NAS over time were designed to maximize
consistency so we could compare differences between time periods. Thus, most items
changed very little over time. The measures described below were all administered in N7-
N11, except for a few measures where indicated.

Demographics
These items consisted of standard characteristics such as gender, age, race, marital status,
and education and were used to describe the characteristics of who received pressure over
the past 21 years.
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Pressure
Pressure consisted of 6 items measuring pressure from spouse/someone lived with, family,
friends, physicians, work, and police. Pressure was coded as a dichotomous variable
indicating receipt of pressure over the past 12 months versus not receiving pressure. Four
items directly asked whether the respondent experienced pressure to change drinking from
four different sources. The wording of each item was geared to how we believed pressure
from each source may have typically transpired:

1. My spouse or someone I lived with got angry about my drinking or the way I
behaved while drinking.

2. A physician suggested that I cut down on drinking.

3. People at work indicated I should cut down on drinking.

4. A police officer questioned or warned me about my drinking.

Two additional sources, family and friends, asked whether “other people might have liked
you to drink less or act differently when you drank.” Participants were specifically asked
whether a variety of people ever felt that way including parents, other relatives, girlfriend or
boyfriend and other friend. Parents and other relatives were combined into a “family”
variable and girlfriend of boyfriend and other friend were combined into a “friend” variable.
These questions were asked in terms of past 12 months and they were included in all of the
NAS surveys used. This measure of pressure and variations of it have been used at ARG for
many years (e.g., Hasin, 1994; Room, 1989, Room et al., 1991, Schmidt et al, 2007).

Table 1 shows the exact wording of pressure items at each time point. As indicated, the vast
majority of questions across NAS administrations were exactly the same. In a few instances,
minor word changes are evident. For example, N7 to N9 asked if “A policeman asked or
warned me about my drinking.” N10 to N11 asked if “a police officer asked or warned me
about my drinking.” N7 to N9 ask about pressure from a “mother” and “father,” whereas
N10 to N11 ask about pressure from a “parent.”

A more substantive difference was for N7 items on 2 sources, family and friend, where a
more conservative threshold was used to identify pressure. In that administration pressure
from family and friends was only documented if the participant responded yes to a question
asking “Did that break up your relationship with that person or threaten to break it?” Thus,
pressure from family and friends in N7 represents a conservative finding.

Another more conservative measure was that of family pressure in the N8 survey, where
there were questions about pressure from specific relationships that were not used during
other years. These included questions about pressure from a brother, sister, son and
daughter. Because other years did not specify these relationships, we did not include them in
the analysis. Instead, we used a measure that that indicated pressure from mother, father, or
any “other relative” for all NAS years. However, in the N8 data the “other relative” category
is more conservative because it excludes brother, sister, son and daughter.

It should be noted that our assessment of pressure is broader than previous examinations of
pressure using NAS datasets (i.e., Room et al., 1991). For example, Room et al (1991) did
not study pressure from physicians, work, or police. In addition, they used a different
measure of pressure from spouse. They asked respondents if their spouse “might have liked
you to drink less or act differently when you drank.” Because our measure of pressure from
one’s spouse measured a reported behavior (i.e. “got angry”) rather than the respondent’s
perception about how the spouse might have felt about drinking, we think it is the stronger
of the 2 measures. However, on 2 of the sources of pressure Room et al studied (i.e., family
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and friends) we used the same measure of pressure: “might have liked you to drink less or
act differently when you drank.”

Frequent Heavy Drinking
To assess volume we used procedures similar to those described by Nyaronga et al (2009) .
Overall alcohol consumption volume was assessed using the “Knupfer Series” (KS)
beverage-specific, graduated-frequencies items (Greenfield, 2000). The KS items first ask
the frequencies of drinking wine, beer, and distilled spirits (separately) using a nine-level
categorical scale, followed in each case by asking the proportion of time the respondent
drinks each beverage in three quantity ranges: one to two, three to four, and five or more
drinks (response categories were the same as for the context of drinking variables). Overall
volume is calculated by summing the responses with an appropriate algorithm (Greenfield,
2000) using a log transform to reduce the skew. Respondents reporting 5 or more drinks in a
sitting on at least a weekly basis in the past 12 months were considered to be frequent heavy
drinkers.

Alcohol Related Harm
Alcohol related harm was assessed using items that asked, “During the last 12 months, how
often has your drinking had a harmful effect on your: 1) work and employment
opportunities, 2) home life/marriage, 3) friendships and social life, 4) health, and 5) financial
position.” Items were coded yes if the harm occurred during the last 12 months. Previous use
of these items yielded a Cronbach’s alpha of 0.73 (Greenfield et al., 2010).

Analysis Plan
Because we were interested in pressure received as a result of drinking behavior, we selected
for our analysis only those respondents who indicated they were current drinkers (i.e.,
consumed alcohol during the past 12 months). This included a majority of individuals taking
part in the NAS surveys, and it ranged from 61% at N10 (year 2000) to 69% at N7 (year
1984) and did not differ significantly across the survey years.

The analytic plan began with descriptive statistics documenting demographic and drinking
characteristics of the 5 pooled datasets. We then used descriptive statistics to examine trends
of receipt of pressure to change drinking from different sources over the five time points. To
assess the relative influence of demographic factors on receipt of pressure from different
sources at different time points we implemented multivariate logistic regression models.
Separate models were conducted for each of the 6 sources of pressure as well as an overall
model that assessed pressure from any of the 6 sources combined. Pressure was
dichotomized as receiving pressure versus not and predictor variables included survey time
point (N7 – N11) and demographic characteristics. The logistic regression models assessed
how frequent heavy drinking and alcohol related harms predicted receipt of pressure after
controlling for the demographic characteristics and dataset.

Results
Characteristics of the Sample

The demographic and drinking characteristics of the sample at each time point are shown in
Table 2 along with the pooled sample that combined the datasets together. In the pooled
sample, slightly over half were male, and most were white (77%) and married (66%). Over
55% had at least some college and those between the ages of 30 and 49 constituted 43% of
the sample.
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Proportions for gender and marital status were relatively consistent over NAS time points.
However, in 1984 the proportion of the sample that was Hispanic was about half of what it
was in 2005. In contrast, whites constituted 84% of the sample in 1984 and that dropped to
76% in 2005. The proportion of the sample that was age 18 to 29 decreased over the five
NAS administrations and there was a doubling of the proportion reporting completion of a
college degree.

In terms of drinking characteristics, we found a large reduction in alcohol related harms over
the 5 NAS surveys, with 12.1% reporting at least one harm in 1984 and 4.8% in 2005.
Frequent heavy drinking also showed a decline over time. During the 1984 survey 13.9%
were assessed as frequent heavy drinkers and that proportion declined to 7.2% in 2005.

Receipt of Pressure over NAS Survey Time Periods
When we examined how receipt of pressure to change drinking varied over time we
unexpectedly found that overall it decreased. Although the trend was not consistent across
all time points, Figure 1 shows that the percent reporting pressure during the last 12 months
from at least 1 of the 6 sources decreased significantly, from 12.9% in 1984 to 8.2% in 2005
(X2=92.2, p<.001). The trends of receiving pressure varied considerably depending on the
source. Pressure from physicians and friends were relatively consistent over time.
Statistically significant differences were found for spouse, family, police officer, and any of
the 6 sources (all significant at p<.001 using chi square analyses). Some of these trends
showed significant decreases over time, such as pressure from spouses, which decreased by
almost half from 1984 to 2005. Warning about drinking from police officers was almost
three times as high in 1984 as in 2005.

The other two sources of pressure, family and work, showed more inconsistent patterns.
Pressure from family showed a spike in reported pressure at the 1990 time point. Over 10%
of the sample reported pressure from relatives in 1990, whereas all other time points
reported proportions that were under 6%. Relative to other sources, pressure at work was
rarer and the trend was inconsistent. Pressure was highest in 1984 (0.8%) and 2000 (1.1%)
and significantly lower in 1990 (0.2%) and 1995 (0.4%).

Frequent Heavy Drinking and Alcohol Related Harm
Table 3 shows the proportions of those receiving pressure that were frequent heavy drinkers
and had experienced at least one alcohol related harm for each source of pressure. Alcohol
related harms were broken down into harms related to each source (e.g., drinking impacting
health for pressure from a physician) and harms that were not related to the source. Each
source of pressure in the far left column shows the percentage at each NAS time point for
heavy drinking, one or more harms related to the source, and one or more harms not related
to the source. In addition, there is a combined “any source” variable at the bottom. Large
proportions of individuals receiving pressure were frequent heavy drinkers and many
reported experiencing drinking related harm. Among those who reported receiving pressure
in the combined analysis (N=1,924) 38.6% were frequent heavy drinkers and 44.9% had
experienced at least one alcohol related harm during the past 12 months.

Within sources, the proportion of drinkers who received pressure who were heavy frequent
drinkers varied from 63.1% for work to 38.0% for family. Individual harms that were
relevant to specific sources of pressure were lower, varying from 19.9% (work) to 44%
(physician). It can be noted that participants with one or more harms not related to a specific
source of pressure represented larger proportions than those with harms related to the source
of pressure. For example, among those receiving pressure from friends 33.1% reported their
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drinking had a harmful effect of their friendships. However, a more substantive proportion
(48.9%) reported that they experienced one or more harms not related to friendships.

For those who reported pressure from police and physicians, the proportions that were
frequent heavy drinkers and had experienced drinking related harm were consistent across
NAS time periods. However, those who received pressure from a spouse had larger
proportions of frequent heavy drinking in 1984 than other years. Pressure from family had
larger proportions of frequent heavy drinker s and alcohol related problems in the 1984 and
2000 survey years. Pressure from friends showed larger proportions experiencing harms
during 1990 and 2000 surveys.

Multivariate Analyses of Factors Predicting Receipt of Pressure
Table 4 shows the relative influence of frequent heavy drinking, alcohol related harms,
demographic characteristics and NAS survey time period on receipt of pressure during the
past 12 months. Logistic regression models examined pressure from individual sources as
well as all sources combined.

Drinking Predictors—As hypothesized, frequent heavy drinking and alcohol related harm
were strong, consistent predictors of receiving pressure within and across sources. In the
combined analysis examining all 6 sources together, frequent heavy drinkers were over 5
times more likely than those drinking less than that amount to report receiving pressure.
Further, frequent heavy drinking predicted receipt of pressure within all sources of pressure,
ranging from an odds ratio of 2.7 (CI=2.0 – 3.8) for friends to 5.6 (CI= 2.9 – 10.9( for work.

There were similar findings for alcohol related harms as a predictor of pressure. Some
sources of pressure had specific alcohol related harms that were relevant to them. For these
sources we used models that assessed the relative influence of the harm that was relevant to
that source as well an aggregate measure of non-specific harms that were not related to the
source. One source (police) did not have an individual harm associated with it so we
assessed the effects of any harm reported. Regardless of how harm was assessed, it was a
significant predictor of receiving pressure within and across sources (Table 4). For harms
that were relevant to sources, odds ratios ranged from 2.8 (CI= 1.5 – 5.3) for work to 10.3
(CI=7.2 – 14.89) for spouse. Harms not related to specific sources of pressure were also
significant predictors of receiving pressure in all models. While specific harms related to
pressure from spouse and physicians had higher odd ratios than non-specific harms, the
opposite was the case for pressure from work and family, where non-specific harms were
stronger predictors.

Demographic Predictors—Logistic regression models also assessed how demographic
characteristics were associated with receipt of pressure controlling for frequent heavy
drinking, alcohol related harms and NAS time period (see Table 4). In the overall analysis
that assessed predictors of pressure from any of the 6 sources, sex, age, education, and
marital status were all significant predictors. Men were 70% more likely than women to
report pressure. Most of the difference can be attributed to men receiving more pressure
from spouses (OR= 2.1, CI= 1.6 – 2.7) and police (OR=2.8, CI= 1.9 – 4.2).

Younger age groups also reported receiving more pressure. Those age 18–29 were 2.9 times
(CI= 2.3 −3.7) more likely to report receiving pressure than those 50 and older. Those age
30 – 49 were 1.7 times (CI= 1.3 – 2.1) more likely to report receiving pressure than those 50
and older. Within source models showed that age predicted receipt of pressure from spouse,
family, friends, and police.
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In the combined analyses, race did not predict receipt of pressure. However, significant
within source differences were noted for family, friends, physician, work and police.
Hispanics received more pressure from family, friends, physicians, and work. African
American participants received more pressure from physicians but less from police.

Relative to drinkers with a college degree, those with less than a high school education and
those with a high school diploma but no college received more pressure. In the analysis
predicting any of the 6 sources, those with less than a high school education were 80% more
likely to report receiving pressure and that those with a high school diploma but no college
were 30% more likely.

Among those with less than a high school education pressure was more likely for all sources
except physicians. For those with a high school degree pressure was more likely from
family, friends and police. As Table 4 indicates, the findings were fairly robust across
sources, especially for those with less than a high school diploma.

As expected, drinkers who were married reported significantly more pressure from spouses.
However, on other sources they tended to report less pressure. Relative to those who were
married, drinkers who were divorced, widowed, or separated reported higher pressure from
family, friends and police. In the analysis considering pressure from any source they were
over 60% more likely than married drinkers to report receiving pressure. Although those
who were never married did not differ from those who were married in terms of receipt of
pressure from any of the six sources, they did receive significantly more pressure from
friends (OR= 2.8 CI= 1.8 – 4.1), family (OR= 1.5 CI= 1.1 – 2.1) and police (OR= 2.6 CI=
1.6 – 4.2).

NAS Time Periods—One of our primary goals was to document how receipt of pressure
to change drinking varied over the past 21 years. Descriptive trends (i.e., percentages) are
described above and reported in Figure 1. When we looked as simple percent reporting
pressure over time we saw a significant decline across the survey years. However, when we
controlled for a variety of variables in the logistic regression models (Table 4) we had mixed
findings. The overall model examining the 6 sources pooled together showed that compared
to the most recent time point (2005) pressure was more common in 1990 (OR=1.7, CI= 1.3
– 2.1). Higher overall pressure in 1990 appears to have been driven largely by pressure from
family, where the odds of receiving pressure were over twice as likely as 2005.

Although not reaching statistical significance, 1995 had a trend of more pressure relative to
2005 (OR=1.3, CI= 1.0 – 1.7; p=0.51). Within each source of pressure there was
considerable variation in the trends of pressure over time. Again, the findings differed from
the bivariate trends reported in Figure 1. For example, bivariate comparisons of pressure
over time for friends and physicians did not reveal significant differences. However, in our
multivariate models we found both were about half as likely to report pressure in 1984
compared to 2005 and friends was also significantly lower in 2000(OR=0.7, CI = ,0.5 – 0.9,
p<.05). While pressure from spouse and police showed overall declines in the bivariate
analyses, neither varied to any significant extent in the regression models.

Discussion
The overall trend of pressure over the 21-year time period indicated a significant decline.
With the exception of an increase in 2000, the trend was consistent across NAS years. We
saw similar trends for frequent heavy drinking and alcohol related harm. Like pressure,
alcohol related harm had a consistent decline over the 21 year period except for an increase
in 2000. Frequent heavy drinking had a declining trend except for an increase in 1995.
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However, when we conducted multivariate analyses of factors predicting pressure, included
NAS dataset, we found the strongest, most consistent predictors were frequent heavy
drinking and alcohol related harms.

Frequent Heavy Drinking and Harms
Regardless of the source of pressure or the time period when data were collected, the
strongest and most consistent predictors of receiving pressure to change drinking in our
multivariate models were frequent heavy drinking and alcohol related harms. For harms, we
found individual harms that were conceptually related to specific sources of pressure (e.g.,
medical harm and pressure from physicians) predicted receipt of pressure from that source.
However, we also found that aggregate measures of other harms that were not related to
sources also predicted receipt of pressure. This was particularly evident when pressure was
reported from a source that could include comments from multiple individuals, such as
friends and family. Some suggestions from these sources appear to reflect concerns about
problems unrelated to their relationship with the drinker, such as medical, legal or work
problems the drinker was experiencing. While pressure from sources that reflect one
individual (e.g., physicians and spouse) were associated with both related and unrelated
harms, the odds ratios were stronger for harms related to sources.

The Social Context of Drinking
Although frequent heavy drinking and experiencing alcohol related harms were the strongest
predictors of receiving pressure, other factors were important as well. More pressure was
reported by participants who were male and unmarried, whereas older age individuals and
those with a college degree reported less pressure. Overall, these findings are consistent with
a variety of previous studies that examined demographic correlates of pressure to change
drinking and coercion to enter treatment (e.g., Polcin and Weisner, 1999; Room et al., 1991;
Room et al., 2004).

Who receives pressure to change their drinking may in part be determined by the social
context where drinking takes place. For example, several papers (e.g., Polcin and Weisner,
1999; Weisner and Schmidt, 1995) pointed out that younger persons are more likely to have
lifestyles where drinking is associated with problem behaviors that are likely to elicit
comments (e.g., drinking in public settings and driving under the influence). Elderly
drinkers are more likely to drink at home and therefore elicit fewer comments about
drinking. In addition, if they are retired, pressure from the workplace is eliminated as a
potential source.

The finding that men received more pressure than women from spouses is consistent with
data reported by Room et al (1991) and in part a function of men having larger proportions
of frequent heavy drinkers. Although gender roles have become increasingly flexible over
the past several decades in terms of caretaking functions in families, women may still be
more sensitive than men to the destructive effects of drinking on the family, the marriage, or
potential financial consequences that could result from job loss. Thus, they may be more
likely to comment on these concerns. The higher odds of men receiving pressure from police
may be another function of the social context of drinking. Men are more likely than women
to drink in contexts where problem behaviors such as driving under the influence come to
the attention of police (Elliot, et al., 2006).

Understanding why those with higher education levels would experience less pressure may
also be a function of the context where drinking takes place. Drinkers with a higher level of
education and income might have access to resources that support drinking in situations
where there is less risk for problems. These would include things like drinking more often in
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socially acceptable contexts, such as business and social events. There may also be a
dynamic that involves others being less likely to pressure these individuals because they are
of higher social status.

Having a spouse or live-in partner obviously adds as a potentially important source of
pressure and is only an issue for those who are married or cohabitating. However, our
findings indicated that, overall, unmarried individuals reported receiving more pressure.
Being unmarried was associated with variables that predicted more pressure (i.e., younger
and more heavy drinking). However, when we entered all these variables into multivariate
models that parsed out their relative effects on pressure we still found marital status was a
significant predictor. Again, the social context of drinking might play a role. It may be that
those who are married have lifestyles that include drinking in situations where there is less
likelihood of problem behaviors that are commented on by others. For example, there may
be more drinking at home and less drinking at bars.

Relative Influences of NAS Time Points
We found pressure from families and friends increased between 1984 and 1990, which is
consistent with the findings reported by Room et al (1991). However, an unexpected finding
was that the overall incidence of receiving pressure, which included three sources not
included by Room et al (1991) and a different measure of pressure from spouse, decreased
over the 21-year time interval measured. Much of that decline appears to be due to decreases
in frequent heavy drinking and alcohol related harms over the same time period. When we
controlled for frequent heavy drinking, harms and demographics in the combined analysis
examining pressure from any of the 6 potential sources, the 1984 time period did not differ
from 2005.

We saw similar patterns for some of the individual sources of pressure. While pressure from
police officers and spouses showed significant declines over time in the bivariate analyses,
no declines were noted in the multivariate models. Thus, the changes we observed are likely
due to the changes in frequent heavy drinking and alcohol related harms rather than other
social or cultural factors unique to those time periods.

Multivariate analyses showed differences from the bivariate analyses in the other direction
as well, where previously insignificant bivariate comparisons became significant predictors
in the multivariate analyses. For example, neither friends nor physicians showed significant
variation over NAS time points in the bivariate analyses (Figure 1), yet both were significant
in multivariate models illustrated in Table 4. The odds of receiving pressure in 1984 from
each of these sources were about half that of 2005. It should be noted that increases in
pressure from family and physicians occurred even though relative to 1984 there were very
large reductions heavy drinking and alcohol related harm.

Part of the increase in pressure from friends may be an artifact of the more conservative
definition of pressure from friends that was used in 1984 relative to 1990 (see the measures
section for a discussion of how the two measures differed). However, other factors may have
been influential. There may have been increased awareness of alcohol problems resulting
from prevention efforts and public education. During the 1980’s there was a significant push
to increase prevention efforts in schools (Room et al., 1991). The types of interventions
emphasized were often geared toward affecting peer friendships and creating social norms
about moderate drinking. Thus, they may have played a role in increasing pressure from
friends between 1984 and 1990. Other social and policy factors that might have been
influential include the growth of groups such as Mothers Against Drunk Driving (MADD)
and the change in the minimum drinking age to 21 nationwide in 1984.
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Our multivariate results for pressure from friends suggest that pressure leveled off during
1990 to 2000 and then increased in 2005. It could be that the effect of these types of
interventions on increasing peer pressure had been maximized by 1990 and therefore did not
increase further during the subsequent decade despite the fact that policies and social
influences aimed at controlling drinking continued. It is unclear why there was an increase
in pressure from friends in 2005, but it could be that the effects of social policy changes,
such as increasing prevention efforts, have uneven and sometimes delayed effects. For an
example of delayed policy effects see the work of Greenfield and Kaskutas (1998) on the
effects of warning labels on alcohol beverages.

The relative increase in pressure from physicians in 2005 might be the result of the
increasing emphasis on brief interventions in medical settings (Saitz, et al, 2006). Physician
education about the medical effects of alcohol has increase as has education about the need
to discuss alcohol with patients. As discussion about alcohol problems in these settings is
increasing, it would presumably include advice about changing destructive drinking
practices (i.e., pressure).

Implication and Future Research
Results can be used to inform public health, treatment, and prevention professionals that
formal (police, work and physician) and informal (spouse, family and friends) pressures
over the past 21 years have been targeted toward drinkers for whom decreasing their
drinking is indicated: frequent heavy drinkers and those experiencing alcohol related harm.
The fact that pressure from friends increased in 2005 relative to previous years may be an
indication that prevention strategies that aim to increase peer pressure may be working.
There may also be some support for efforts to increase assessment and brief intervention
among physicians because pressure from them also increased in 2005 relative to previous
years, although to a lesser extent. Of course receipt of pressure does not necessarily indicate
beneficial impacts on drinking. Important areas for future research include addressing the
question when pressure results in decreased drinking or increased help seeking. For
example, when and for who does pressure result in changing drinking practices? What
drinker characteristics are associated with an increase in help seeking in response to
pressure?

Results also suggest there are potential benefits of harm reduction strategies that attempt to
influence the context where drinking occurs. Demographic findings indicate that controlling
for harms and frequent heavy drinking younger males with less education receive more
pressure about their drinking. Problems associated with the context where these groups drink
might be reduced through harm reduction activities. Examples include strategies to reduce
drinking and driving, alcohol related assaults, unprotected sex and binge drinking.

Limitations
There are a number of limitations that are inherent to our study. First, all of the NAS data
consists of self-reported information without corroborating sources to validate self-reports.
Second, although alcohol related harms assessed a variety of areas, there are other potential
harms not directly assessed, such as legal and emotional problems. Third, although extensive
research has documented the equivalence of NAS datasets and the methods used to collect
the data, there is nonetheless some degree of variation resulting from different data
collection methods and wording of items across NAS years. In addition, the studies showing
equivalence for data collection methods (in-person versus telephone) did not test for
equivalence of pressure items. Fourth, because the measure of pressure from family and
friends in N7 used a screen question, (“did that break up your relationship or threaten to
break it up”), pressure for those two sources during that year is more conservative. As noted
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in the Measures section, the measure of family pressure used in N8 was more conservative
because it did not capture all types of family relationships (i.e., brother, sister, son, and
daughter). Fifth, there are potential factors affecting pressure that we were not able to assess
because of limited N’s for some subgroups of participants. One example includes underage
drinkers age 18 −21, who might have received increasing pressure when the minimum
drinking age in the U.S. changed from 18 in many states to 21. Other examples include
analyses of the association between pressure and heavy drinking and alcohol related harm
combined and interactive effects of gender and heavy drinking. Finally, there are analyses
that go beyond the scope of the current paper that we plan to present in future papers. These
include the correlates of pressure and help-seeking and age-period-cohort effects on
pressure.
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Figure 1.
Prevalence of past 12 month pressure among current drinkers by NAS year and pooled
( weighted percents).A
A between group X2 comparisons show p<.001 for spouse/intimate, family, police officer,
and any 6 sources of pressure.
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