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ABSTRACT
Background Alcohol use is the third most important
global-health risk factor and a main contributor to
health inequalities. Previous research on social
determinants of alcohol-related disorders has delivered
inconsistent results. We aimed to investigate whether
socioeconomic position (SEP) in childhood predicts
alcohol-related disorders in young adulthood in a
Swedish national cohort.
Methods We studied a register-based national cohort
of Swedish citizens born during 1973–1984
(N=948 518) and followed them up to 2009 from age
15. Childhood SEP was defined by a six-category
socioeconomic index from the Censuses of 1985 and
1990. HRs of alcohol-related disorders, as indicated by
register entries on alcohol-related death and alcohol-
related medical care, were analysed in Cox regression
models with adjustment for sociodemographic variables
and indicators of parental morbidity and criminality.
Results Low childhood SEP was associated with
alcohol-related disorders later in life among both men
and women in a stepwise manner. Growing up in a
household with the lowest SEP was associated with risk
for alcohol-related disorders of HR: 2.24 (95% CI 2.08
to 2.42) after adjustment for sociodemographic
variables, compared with the highest SEP group.
Adjusting the analysis for parental psychosocial
problems attenuated the association to HR 1.87
(95% CI 1.73 to 2.01).
Conclusions The study demonstrates that low SEP in
childhood predicts alcohol-related disorders in young
adulthood. Alcohol abuse needs to be addressed in
policies to bridge the gap of health inequalities.

INTRODUCTION
The importance of childhood factors for alcohol-
related disorders has been recognised by multiple
studies. Several childhood predictors for alcohol-
related disorders have been discussed, including
genetic factors,1 developmental disorders2 and
child abuse and neglect.3 4 Some studies have also
investigated the effect of childhood socioeconomic
factors on alcohol-related disorders later in life.5–10

When examining the social determinants of
health, childhood socioeconomic position (SEP)
may be worth extra attention not only due to chil-
dren’s increased vulnerability but also as it is a
strong predictor of social and health-related devel-
opment over the entire life course.11 In the study
of alcohol-related disorders, the focus on child-
hood SEP entails a methodological advantage, as
the possibility of reversed causality or social drift as
a consequence of alcohol abuse does not need to

be considered as in studies focusing on adult health
determinants.
Previous research on the association between

childhood SEP and alcohol-related disorders has
delivered paradoxical results. While one British
study found that social advantage in childhood
increased the weekly consumption quantity in ado-
lescence (both sexes) and the risk for harmful
drinking in adulthood (women),12 another study
using a sample from the same cohort found that
low childhood SEP was related to problem drinking
later in life.13 Another recent birth cohort study
from England showed that household income was
positively associated with problematic adolescent
drinking among girls, whereas higher maternal edu-
cation reduced the risk for alcohol-related problems
in boys.14 A systematic review by Wiles et al9

shows that studies rarely address the relation
between childhood SEP and alcohol abuse later in
life explicitly and the findings are partly inconsist-
ent. Moreover, the majority of these studies are
based on small-sized or medium-sized cohorts and
include self-reported data on alcohol consumption,
making them vulnerable to recall and disclosure
bias. On a global level, there seems to be a need for
evidence regarding the social determinants of
alcohol-related disorders, especially given the fact
that alcohol use has been ranked as the third most
important global health risk factor.15 The lack of
research in this field is also apparent in the final
report by the WHO Commission on Social
Determinants of Health, which barely addresses the
determinants of alcohol-related disorders.11

The Swedish national health survey conducted
by the National Institute of Public Health did not
find any socioeconomic differences in actual
alcohol consumption levels.16 Regarding alcohol
consumption of young people, a recent representa-
tive survey on alcohol and drug consumption in
adolescents in Stockholm showed that self-reported
alcohol consumption and binge drinking are higher
among those living in the more affluent areas of
Stockholm.17 It is unclear, however, whether this
association is also reflected in the register-based
indications of alcohol-related disorders later in life.
These surveys provide an interesting starting point
for this study, in which we aim to investigate
whether SEP in childhood predicts alcohol-related
disorders in young adulthood in a Swedish national
cohort.

METHODS
Swedish population registers include a large
number of social and health-related indicators and
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provide researchers in social epidemiology with excellent
sources for longitudinal population-based studies. Every
Swedish resident is given a unique personal identification
number (PIN) at the time of birth or immigration. PINs enable
record linkage, which makes it possible to follow a Swedish
citizen from birth to death in the population registers. This
study has been approved by the regional ethics committee in the
Stockholm region.

Study population
The study cohort includes all men and women born in Sweden
between 1973 and 1984 who were alive and registered as
Swedish residents at 15 years of age (n=948 518). Owing to the
limited information about migrants’ socioeconomic circum-
stances in childhood, residents not born in Sweden were
excluded from the cohort. The individuals in the study popula-
tion are linked to their parents via the multigeneration register.

Predictors
In this study, we used the socioeconomic index (SEI) developed
by Statistics Sweden. This is a well-recognised and frequently
used measure reflecting both the level of education and position
in the working place.18 Childhood SEP was specified by the
parental SEI classification from the Swedish Population and
Housing Censuses of 1985 and 1990. The earlier census was
used to indicate the childhood SEP of the cohort born during
1973–1978 and the latter census for the cohort born during
1979–1984. In other words, the age of the study population

was between 6 and 12 years at the time of measurement. This
study includes six socioeconomic groups: three levels of non-
manual professionals, two levels of manual workers and an
unclassified level. The latter group is very heterogeneous includ-
ing farmers, students, homemakers as well as unemployed and
self-employed individuals and people in early retirement.
Childhood SEP was determined by the highest SEP of any adult
in the household.

Outcome
In this study, alcohol-related disorders were defined as a binary
outcome (yes/no) and indicated by at least one entry in registers
on alcohol-related medical care and alcohol-related mortality.
Alcohol-related medical care includes data from the national
patient register on alcohol-related hospitalisation (1973–2009)
and outpatient care (2002–2009). Alcohol-related medical diag-
noses that do not necessarily imply long-term alcohol abuse,
such as accidental alcohol intoxication, are excluded from the
measure. Records on alcohol-related mortality were collected
from the national cause of death register (1973–2008).

Covariables
We collected a number of potential intervening variables from
the national censuses and from the register of the total popula-
tion held by Statistics Sweden including: sex, year of birth, area
of residency, maternal country of birth and parent civil status.
Indicators for parental psychosocial problems such as parental
alcohol and/or drug abuse, parental psychiatric disorder and

Table 1 Study population stratified by socioeconomic background (N=948 518)

High
non-manual Mid non-manual Low non-manual Skilled manual

Unskilled
manual Other Total

Total 133 759 (14.10%) 217 769 (22.96%) 139 041 (14.66%) 168 649 (17.78%) 191 896 (20.23%) 97 404 (10.27%) 948 518
Sex
Female 64 064 (47.90%) 104 119 (47.81%) 66 884 (48.10%) 81 333 (48.23%) 92 727 (48.32%) 46 855 (48.10%) 455 982 (48.07%)
Male 69 695 (52.10%) 113 650 (52.19%) 72 157 (51.90%) 87 316 (51.77%) 99 169 (51.68%) 50 549 (51.90%) 492 536 (51.93%)

Age group
1973–1978 65 681 (49.10%) 115 833 (53.19%) 75 985 (54.65%) 93 650 (55.53%) 97 356 (50.73%) 40 520 (41.60%) 489 025 (51.56%)
1979–1984 68 078 (50.90% 101 936 (46.81%) 63 056 (45.35%) 74 999 (44.47%) 94 540 (49.27%) 56 884 (58.40%) 459 493 (48.44%)

Area of residency
Rural 17 183 (12.96%) 40 008 (18.53%) 26 145 (18.95%) 42 167 (25.22%) 48 997 (25.79%) 25 595 (26.54%) 200 095 (21.95%)
City 53 465 (40.32%) 68 174 (31.58%) 43 778 (31.74%) 37 717 (22.56%) 44 614 (23.48%) 26 482 (27.46%) 274 230 (29.17%)
Town 61 948 (46.72%) 107 725 (49.89%) 68 021 (49.31%) 87 285 (52.21%) 96 374 (50.73%) 44 362 (46.00%) 465 715 (49.54%)

Maternal nationality
Swedish 125 524 (93.84%) 205 198 (94.23%) 131 095 (94.29%) 152 097 (90.19%) 168 133 (87.62%) 86 822 (89.14%) 868 869 (91.60%)
Nordic 4125 (3.08%) 7614 (3.50%) 4997 (3.59%) 10 390 (6.16%) 13 470 (7.02%) 4981 (5.11%) 45 577 (4.81%)
European 3034 (2.27%) 3660 (1.68%) 2333 (1.68%) 4828 (2.86%) 8174 (4.26%) 3735 (3.83%) 25 764 (2.72%)
Non-European 1076 (0.80%) 1297 (0.60%) 616 (0.44%) 1334 (0.79%) 2119 (1.10%) 1866 (1.92%) 8308 (0.88%)

Single parent household
Yes 7278 (5.46%) 15 243 (7.01%) 16 909 (12.19%) 13 173 (7.83%) 28 186 (14.73%) 18 157 (18.72%) 98 946 (10.46%)

Parental psychosocial problems
Maternal alcohol and/
or drug abuse

1547 (1.16%) 2929 (1.35%) 2426 (1.75%) 3692 (2.19%) 5310 (2.77%) 2869 (2.95%) 18 773 (1.98%)

Maternal mental
health problems

6698 (5.02%) 11 318 (5.21%) 8259 (5.95%) 12 290 (7.30%) 17 003 (8.88%) 8938 (9.20%) 64 506 (6.82%)

Maternal criminality 660 (0.49%) 1329 (0.61%) 1143 (0.82%) 1933 (1.15%) 3235 (1.69%) 2091 (2.15%) 10 391 (1.10%)
Paternal alcohol and/or
drug abuse

3202 (2.40%) 6789 (3.12%) 7203 (5.19%) 8595 (5.11%) 13 993 (7.31%) 7280 (7.50%) 47 062 (4.97%)

Paternal mental health
problems

5363 (4.02%) 9994 (4.60%) 8454 (6.09%) 10 411 (6.19%) 16 484 (8.61%) 8305 (8.55%) 59 011 (6.23%)

Paternal criminality 3921 (2.94%) 8778 (4.04%) 9476 (6.83%) 13 062 (7.76%) 23 162 (12.10%) 12 824 (13.20%) 71 223 (7.53%)
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parental criminality were retrieved from the cause of death
register, the national patient register and the national register of
criminal convictions. All parental factors were analysed separ-
ately for mothers and fathers and treated as binary variables
(yes/no). Parental alcohol and/or drug abuse was indicated by
any entry of alcohol and/or drug-related death, medical care or
criminality. Alcohol/drug-related criminality implies driving
under the influence of alcohol/drugs or any crime related to
illicit substances. Parental psychiatric disorder was indicated by
medical care or cause of death records with a diagnosis related
to psychiatric illness and/or self-inflicted injuries. Parental crim-
inality was defined as any criminal conviction leading to a sen-
tence to prison, probation or forensic psychiatric care.

Statistical analysis
The analysis in this study was conducted using the Cox propor-
tional hazard models. Person time was calculated from age 15
until first indication of alcohol-related disorders, death, record
of emigration or end of follow-up in 2008/2009.

The analysis was adjusted for potential intervening variables
in three separate models. Model 1 shows the association
between SEP in childhood and alcohol-related disorders later in
life, only adjusting for sex and year of birth. Model 2 addition-
ally adjusts for area of residency, maternal country of birth
and single parent household. Model 3 includes indications of

parental alcohol and/or drug abuse, parental psychiatric disorder
and parental criminality. All regression analyses show the com-
bined outcome measure of alcohol-related medical care and
death. Outcome specific analyses are available on request.

RESULTS
Table 1 presents the study population divided by SEP of the par-
ental household. The population with a lower socioeconomic
background was over-represented in the groups from rural
areas, in groups with a non-Swedish mother, in groups growing
up in a single parent household and also among those who had
a parent with indications of alcohol and/or drug abuse, psychi-
atric disorder and criminality.

In total, 11 056 persons (1.17%) had a register indication of
alcohol-related medical care or death. Tables 2 and 3 show the
incidence of alcohol-related disorders in men and women,
respectively. Alcohol-related disorders were generally more
common in the male population, but for both men and women
they were more common in the lower socioeconomic groups.

Effect of childhood SEP
The results of the regression analysis are shown in table 4.
Model 1 illustrates a socioeconomic gradient in HRs. The lower
the SEP, the greater appeared the risk for alcohol-related disor-
ders. Those growing up in a mid non-manual household had a

Table 2 Indications of alcohol abuse in men (N=492 536)

Men

Total
Any indication of
alcohol abuse

Alcohol-related
death

Alcohol-related
medical care

N Per cent N Per cent N Per cent N Per cent

Total 492 536 7 534 1.53 342 0.07 7 239 1.47
Household SEP

High non-manual 69 605 14.13 607 0.87 32 0.05 581 0.83
Mid non-manual 113 485 23.04 1232 1.09 45 0.04 1189 1.05
Low non-manual 72 042 14.63 1035 1.44 55 0.08 988 1.37
Skilled manual 87 174 17.70 1451 1.66 68 0.08 1389 1.59
Unskilled manual 98 959 20.09 2195 2.22 99 0.10 2112 2.13
Other 50 461 10.25 1014 2.01 43 0.09 980 1.94

Age group
1973–1978 238 303 48.38 3605 1.51 151 0.06 3472 1.46

1979–1984 253 423 51.45 3929 1.55 191 0.08 3767 1.49
Area of residency

Rural 103 973 21.11 1513 1.46 83 0.08 1440 1.38
City 142 640 28.96 2582 1.81 106 0.07 2494 1.75
Town 241 472 49.03 3319 1.37 143 0.06 3195 1.32

Maternal nationality
Swedish 450 938 91.55 6614 1.47 290 0.06 6361 1.41
Nordic 23 810 4.83 706 2.97 38 0.16 674 2.83
European 13 464 2.73 179 1.33 13 0.10 170 1.26
Non-European 4324 0.88 35 0.81 1 0.02 34 0.79

Single parent household
Yes 51 603 10.48 1515 2.94 71 0.14 1460 2.83

Parental psychosocial problems
Maternal alcohol and/or drug abuse 9727 1.97 569 5.85 25 0.26 548 5.63
Maternal mental health problems 33 632 6.83 1230 3.66 59 0.18 1179 3.51
Maternal criminality 5358 1.09 311 5.80 14 0.26 299 5.58
Paternal alcohol and/or drug abuse 24 207 4.91 1211 5.00 38 0.16 1182 4.88
Paternal mental health problems 30 352 6.16 1111 3.66 46 0.15 1072 3.53
Paternal criminality 36 612 7.43 1641 4.48 60 0.16 1590 4.34

SEP, socioeconomic position.

934 Gauffin K, et al. J Epidemiol Community Health 2013;67:932–938. doi:10.1136/jech-2013-202624

Child and life course



slightly increased risk (HR 1.19, 95% CI 1.10 to 1.29), whereas
the population born into an unskilled manual household had a
significantly greater risk for alcohol-related disorders later in
life compared with the reference group (HR 2.37, 95% CI 2.21
to 2.55). Additional analyses using paternal and maternal SEP
separately as indicators for childhood SEP did not result in any
significantly different effects for the outcome of interest com-
pared with the analysis using the highest SEP of any adult in the
household (additional analyses available on request).

Effect of covariables
Adjusting for the area of residency, maternal country of birth
and single-parent household only marginally attenuated the
effect of childhood SEP on alcohol-related disorders. Model 3
shows that exposure to parental substance abuse, psychiatric dis-
order and/or criminality attenuated a part of the social gradient,
although a large part of the effect related to SEP in childhood
remained. In model 3, the population from the unskilled
manual households still had higher risk for alcohol-related disor-
ders later in life compared with the reference group (HR 1.87,
95% CI 1.73 to 2.01). Some interaction effects between child-
hood SEP and the covariables could be identified in the fully
adjusted model. Sex mattered more in lower SEP groups,
whereas maternal psychosocial problems and paternal and/or
drug abuse had significantly stronger effects on those growing

up in non-manual households (p>0.05). Regression analyses
stratified on sex or any other covariable are available on request.

DISCUSSION
This national cohort study of almost 950 000 Swedish residents
demonstrates a stepwise gradient in the relationship between
childhood SEP and alcohol-related disorders in youth and
young adulthood. A large and representative study population
with minimal attrition and the use of childhood SEP as our indi-
cator of social position, which rules out the possibility of
reversed causality caused by social drift, makes our results more
robust compared with the ambiguous results of previous studies
that have addressed this research question (9).

The patterns of alcohol-related disorders found in our study
were quite different from the equal alcohol consumption levels
found across SEP groups in the national health survey,16 and the
Stockholm school survey, which showed that adolescent drinking
was more common in affluent areas of Stockholm.17 Rather, our
results confirm those of a Finnish study which found that, after con-
trolling for drinking pattern, severe alcohol-related consequences
were also more common in lower socioeconomic groups.19

Thus, it seems that childhood socioeconomic factors do not
determine alcohol consumption levels (exposure) to the same
extent as they do the health consequences of high alcohol con-
sumption. Like Schmidt et al,20 we hypothesise that a high SEP

Table 3 Indications of alcohol abuse in women (N=492 536)

Women

Total
Any indication of
alcohol abuse

Alcohol-related
death

Alcohol-related
medical care

N Per cent N Per cent N Per cent N Per cent

Total 455 982 3522 0.77 69 0.02 3466 0.76
Household SEP

High non-manual 64 020 14.04 340 0.53 5 0.01 336 0.52
Mid non-manual 104 012 22.81 607 0.58 10 0.01 599 0.58
Low non-manual 66 815 14.65 454 0.68 11 0.02 443 0.66
Skilled manual 81 217 17.81 636 0.78 15 0.02 624 0.77
Unskilled manual 92 605 20.31 997 1.08 19 0.02 981 1.06
Other 46 773 10.26 488 1.04 9 0.02 483 1.03

Age group
1973–1978 234 643 51.46 1635 0.70 38 0.02 1606 0.68
1979–1984 220 799 48.42 1887 0.85 31 0.01 1860 0.84

Area of residency
Rural 96 122 21.08 643 0.67 9 0.01 626 0.65

City 131 590 28.86 1207 0.92 28 0.02 1184 0.90
Town 224 243 49.18 1618 0.72 31 0.01 1594 0.71

Maternal nationality
Swedish 417 931 91.66 3084 0.74 58 0.01 3037 0.73
Nordic 21 767 4.77 332 1.53 10 0.05 324 1.49
European 12 300 2.70 84 0.68 1 0.01 83 0.67
Non-European 3984 0.87 22 0.55 0 0.00 22 0.55

Single parent household
Yes 47 343 10.38 750 1.58 12 0.03 741 1.57

Parental psychosocial problems
Maternal alcohol and/or drug abuse 9046 1.98 311 3.44 4 0.04 309 3.42
Maternal mental health problems 30 874 6.77 640 2.07 15 0.05 628 2.03
Maternal criminality 5033 1.10 155 3.08 4 0.08 152 3.02
Paternal alcohol and/or drug abuse 22 855 5.01 512 2.24 12 0.05 504 2.21
Paternal mental health problems 28 659 6.29 502 1.75 12 0.04 492 1.72
Paternal criminality 34 611 7.59 737 2.13 20 0.06 722 2.09

SEP, socioeconomic position.
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background may decrease the vulnerability to alcohol-related
harm. In other words, these groups are more likely to have a
social and material buffer protecting them from the negative
consequences of their behaviour. The population from a low
socioeconomic background, however, may suffer from alcohol-
related disorders triggered by the combination of high alcohol
consumption and conditions related to their SEP, such as nutri-
tional deficiencies and psychosocial stress. Also, the stigma
related to alcohol abuse is likely to disproportionately affect dis-
advantaged groups, thereby adding to their social marginalisa-
tion and exclusion.21

A part of the social gradient found could be explained by the
covariables. Parental alcohol and/or drug abuse, psychiatric
disorders and criminality were more common in lower socio-
economic groups and also increased the risk for alcohol-related
disorders later in life. Both the mental-health condition of the
parent and the social stigma related to substance abuse, psychi-
atric disorders and criminality could arguably create stressors
for a child, which might lead to increased risk for alcohol-
related disorders later in life. These conditions are also strongly
interrelated, which further increases the likelihood of a negative
outcome, and in the case of substance abuse, potential heritable
factors should be considered. The identified interaction effects
suggest that a low-socioeconomic background may have a
slightly stronger impact on men compared with women in terms
of their risk for alcohol-related disorders. This is consistent with
studies finding an attenuated social gradient among women in

terms of problematic alcohol consumption.22 The stronger
effect of parental psychosocial problems on children from non-
manual backgrounds could be interpreted as a higher propor-
tional importance of factors related to the interplay between
genetic and environmental factors. In low-socioeconomic
groups, parental psychosocial problems may be one of many
other risk factors for alcohol-related disorders.

Childhood SEP may affect alcohol-related disorders later in
life, either directly (eg, through exposure effects during a sensi-
tive period in early life) or indirectly (through adult SEP). Other
studies confirm the association between low SEP in adulthood
and alcohol-related disorders;7 23 24 however, this correlation
appears contextual and dependent on the study population.25–27

The present study has focused on the relation between
childhood SEP and alcohol-related disorders later in life. It is
possible, however, that adult SEP may actually be the most
important predictor, and that childhood socioeconomic factors
only have an indirect effect on alcohol-related disorders.28

Educational performance is one plausible mediator between
childhood SEP, on the one hand, and adult SEP and risk for
alcohol-related disorders, on the other hand, and should be
investigated more closely. Alternatively, cumulative disadvantage
from low SEP in childhood, adolescence and adulthood that
increases exponentially over the life course may be the main
cause of social inequality with regard to alcohol-related disor-
ders.20 Future research is needed to separate the effect of child-
hood and adult socioeconomic factors.

Table 4 HRs (95% CI) for at least one indication of alcohol abuse in men and women

Model 1 Model 2 Model 3
HR (95% CI) HR (95% CI) HR (95% CI)

Sex
Female 1 1 1
Male 2.01 (1.93 to 2.09) 2.01 (1.93 to 2.09) 2.01 (1.93 to 2.09)

Household SEP
High non-manual 1 1 1
Mid non-manual 1.19 (1.10 to 1.29) 1.19 (1.10 to 1.29) 1.17 (1.08 to 1.26)
Low non-manual 1.52 (1.40 to 1.65) 1.45 (1.33 to 1.57) 1.35 (1.24 to 1.46)
Skilled manual 1.76 (1.40 to 1.65) 1.78 (1.64 to 1.92) 1.58 (1.47 to 1.71)
Unskilled manual 2.37 (2.21 to 2.55) 2.24 (2.08 to 2.42) 1.87 (1.73 to 2.01)
Other 2.20 (2.02 to 2.38) 2.02 (1.86 to 2.19) 1.64 (1.51 to 1.79)

Area of residency
Rural 1 1
City 1.32 (1.25 to 1.39) 1.27 (1.21 to 1.34)
Town 0.98 (0.93 to 1.03) 0.98 (0.94 to 1.03

Maternal country of birth
Swedish 1 1
Nordic 1.78 (1.67 to 1.90) 1.61 (1.51 to 1.72)
European 0.75 (0.66 to 0.85) 0.78 (0.69 to 0.88)
Non-European 0.50 (0.38 to 0.65) 0.54 (0.42 to 0.70)

Single parent household
Yes 1.96 (1.87 to 2.05) 1.46 (1.39 to 1.53)

Parental psychosocial problems
Maternal alcohol and/or drug abuse 1.79 (1.64 to 1.95)
Maternal mental health problems 1.82 (1.72 to 1.92)
Maternal criminality 1.25 (1.12 to 1.39)
Paternal alcohol and/or drug abuse 1.63 (1.52 to 1.74)
Paternal mental health problems 1.39 (1.31 to 1.48)
Paternal criminality 1.87 (1.77 to 1.98)

All models are adjusted for year of birth

SEP, socioeconomic position.
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STRENGTHS AND LIMITATIONS
The registry design of this study has some significant advan-
tages in relation to many previous studies concerned with
similar research questions. Perhaps the most obvious benefit is
related to the considerable size of the study cohort enabling
detailed analyses without losing statistical power. The focus on
the effect of early-life factors, which abolishes the risk for
reverse causality between exposure and outcome, is another
advantage of the study. This design serves as a solution of a
major methodological challenge in the study of SEP and
alcohol-related disorders: the risk for social drift following
alcohol abuse.9 The register follow-up minimises attrition,
which is a problem in most studies on substance-related disor-
ders, and allows us to study a sufficiently large population with
a graded indicator of SEP, in the presence of a number of
potential confounders. However, the validity of our outcome
and to what extent it relates to alcohol abuse in the population
needs to be considered in the interpretation of our results. Our
outcome measure is based on proxy indicators for problematic
alcohol consumption. The proportion of hidden alcohol abuse
is likely to be high, potentially even more so in specific popula-
tion groups. For example, those from a high socioeconomic
background may have other resources enabling them to cope
with alcohol-related problems without assistance from
hospital-based care, which could potentially create an overesti-
mation in our social gradient. The fact that the gradient
was quite similar in mortality and hospital data (see tables 2
and 3), however, seems to indicate that the impact of this bias
was minor. Unlike studies based on survey data, we were not
able to control for reported consumption patterns. However,
the survey on alcohol and drug consumption in Stockholm
youth gives no reason to believe that destructive consumption
patterns in adolescence lie behind the social gradient of
alcohol-related disorders in young adulthood. Rather, the
survey indicated the opposite, as binge drinking was reported
to be more common in the affluent areas of the city.17

IMPLICATIONS FOR RESEARCH, POLICY AND PRACTICE
The results illustrate that alcohol-related disorders are not only
a public-health problem but are also closely linked to health
inequality. The association between alcohol-related disorders
and low socioeconomic background leads to increased morbid-
ity and premature mortality for this population, which directly
contributes to widening health inequalities. This is important to
take into consideration when developing policies addressing
social and health-related inequality, as well as in specific inter-
ventions targeting harmful alcohol use. This study’s focus on
childhood factors underlines the importance of initiating inter-
ventions in early life.

Furthermore, studies such as this highlight the importance
of taking alcohol abuse into account in strategic documents
on health inequality following the report by the WHO
Commission on Social Determinants of Health.11 Exploring the
relation between SEP and alcohol-related disorders requires the
consideration of multiple factors along the spectrum of social
determinants of health—reaching from individual and behav-
ioural approaches to more environmental and structural expla-
nations. An adequate policy response taking the social
determinants of alcohol-related disorders into account would
thus not only promote public health, but would also contribute
to reducing the social gap in health and promoting health equal-
ity within and across generations.

What is already known on this subject

Previous research has found an association between
low-socioeconomic position (SEP) and alcohol-related disorders,
but it remains unclear whether this association is caused by
downward social mobility following alcohol abuse, the so-called
social drift. Also, the relation between childhood SEP and
alcohol-related disorders later in life has not been clearly
elucidated.

What this study adds

The study was able to find a clear stepwise gradient in the
association between childhood socioeconomic position and
alcohol-related disorders later in life—the lower the
socioeconomic background, the higher the risk for
alcohol-related disorders in young adulthood. Using childhood
socioeconomic position eliminates the risk for a bias due to
reversed causality and social drift. Our study underlines the
importance of considering alcohol in efforts to close health
inequalities within and across generations.
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