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Background: Women’s alcohol consumption and binge drinking have increased concurrent with socio-economic
gains and may be related to structural sexism.
Methods: We examined associations between structural sexism (state-level sex inequality in political/economic
status), and alcohol outcomes among women in Monitoring the Future (N = 20,859) from 1988 to 2016 (ages
27–45 in 2016). We controlled for state and individual confounders and tested three mediators: depressive
symptoms, restrictive alcohol norms, and college completion.
Results: Increased structural sexism was associated with decreased alcohol consumption frequency (RR: 0.974,
95% CI: 0.971, 0.976) and binge drinking probability (OR: 0.917, 95% CI: 0.909, 0.926). Norms and education
but not depressive symptoms partially mediated these relationships.
Conclusion: Among women in the midlife in recent years, lower levels of state structural sexism were associated
with greater alcohol consumption and binge drinking. These findings suggest that as states become more genderequal—which confer numerous benefits for women’s rights and health—additional resources and messaging may
be required to prevent harmful alcohol use among women.

1. Introduction
Alcohol use is a cause of heart disease (Roerecke and Rehm, 2014),
cancer (Rumgay et al., 2021), vehicle crashes (Bergen et al., 2011),
stroke (Patra et al., 2010), kidney disease (Schaeffner and Ritz, 2012),
and suicide (Sher, 2005)—six of the ten leading causes of death in the
United States (Kochanek et al., 2019)—and contributes to 10% of deaths
each year among adults (Stahre et al., 2014). Acutely, binge drinking
(drinking at least 4 drinks in a single setting for women, and 5 for men)
causes injury, toxicity, and violence; chronically, binge drinking causes
cardiovascular disease, cancers, and liver disease (Gmel et al., 2011).
Historically, men on average consume alcohol and binge drink at
higher proportions than women (Berkowitz and Perkins, 1987; Perkins,
1992). In recent decades, however, rates of alcohol consumption and
binge drinking have increased by approximately 1% every year among
adult women, while men’s rates have remained largely static (Grucza
et al., 2018). Recent trends in women’s drinking are largely driven by
increases in women in the midlife, i.e. age 30–49, corresponding to those
born in the 1970s and 1980s (Keyes et al., 2019b).
This cohort of women entered adulthood during dramatic socio-

economic shifts for women. These include more female representation
in the labor market, in higher education, and at higher incomes, as well
as shifting ideas about women’s roles after the Women’s Rights Move
ment in the 1960s–1970s. While gender gaps in US education, income,
and employment have on average been narrowing (Bureau of Labor
Statistics, 2019), differences remain in women’s social, economic, and
educational attainments relative to men’s that vary across states, leading
to different state socioeconomic contexts for women (American Asso
ciation of University Women, 2020; Goodwin-White, 2018). Such social
and economic gender inequalities are indicators of structural sexism:
structural sexism describes the macro-level—i.e., institutional, systemic,
or cultural—systematic ways that societies and institutions cultivate
unequal gender-based hierarchies through mutually reinforcing systems
across multiple economic and social domains (Homan, 2019; Krieger,
2020). Structural sexism is enacted through policies and practices that
disadvantage women—for example, historic laws preventing women
from opening a credit card account without their husbands’ permission,
restrictive reproductive rights laws, failure to ratify the Equal Rights
Amendment—as well as through cultural ideologies and normative at
titudes regarding gender roles—for example, the cultural belief that
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women who parent should not work. These policies and practices
manifest as gendered inequalities in economic, political, and social re
sources (Homan, 2019; Krieger, 2020), which are hypothesized to drive
gender disparities in health.
Over forty years of feminist scholarship has examined the relation
ship between structural sexism in the United States and women’s health
outcomes (for reviews, see (King et al., 2020; Milner et al., 2021; Rob
erts, 2011)) using a variety of indicators of structural sexism. Generally,
these indicators capture historical underrepresentation and devaluation
of women relative to men (most commonly, in financial, labor, educa
tion, and political equality) and therefore indicate both structural
sexism and mechanisms through which it may operate. For some health
outcomes, reductions in structural sexism have produced benefits to
women’s health – for example, women in states with lower levels of
structural sexism have lower probabilities of chronic illness, poor
self-rated health, and depression than women in states with higher levels
of structural sexism (Chen et al., 2005; Homan, 2019; Jun et al., 2004;
McLaughlin et al., 2011). However, for other women’s health outcomes,
including violence victimization and harms attributable to alcohol (e.g.,
vandalization, assault, feeling harassed or threated due to someone’s
drinking), the relationship is less clear and findings have conflicted (e.g.,
(Karriker-Jaffe et al., 2019; Martin et al., 2006; Whaley, 2001)).
Competing hypotheses (e.g., (Backhans et al., 2007; Martin et al.,
2006; Whaley, 2001; Yllo and Straus, 1984)) posit that reductions in
structural sexism will improve women’s health (the “amelioration” hy
pothesis), worsen women’s health (the “backlash” hypothesis), or
contribute to “convergence” between men’s and women’s health, i.e.,
that women’s health will become more like men’s. In the case of gender
gaps that have historically advantaged women—including alcohol
use—convergence could have detrimental implications for women’s
health, as convergence theory implies that rates of women’s alcohol use
may increase to approach men’s when structural environments become
more gender equal. Two potential mediators of such convergence may
be changes in alcohol norms and women’s social positions (Backhans
et al., 2007; King et al., 2020; Schmidt, 2014).
Three studies have used cross-national data to examine relationships
between structural sexism and alcohol consumption among women and
found mixed evidence for convergence or other changes in women’s
alcohol consumption patterns. The first (Rahav et al., 2006) found that
countries with higher levels of economic and political gender equality (i.
e., lower sexism) had narrower gender gaps in alcohol consumption. The
second found that the gender wage gap was unrelated to women’s
average alcohol consumption volume among mothers age 24 to 49
(Kuntsche et al., 2011). The third showed that higher levels of gender
equality were related to increased odds of consuming alcohol (vs.
abstaining) among men and women with children, with stronger effects
of gender equality among women (Graham et al., 2020). Within the
United States, a single cross-sectional study (Roberts, 2012) tested as
sociations of five separate indicators of women’s status (including so
cioeconomic and political gender equality, reproductive rights, policies
regarding violence against women) with women’s and men’s alcohol
consumption. When controlled for other state-level confounders, this
study found no meaningful associations of any indicator with alcohol
consumption. While this early study was important, it used data from
2005, the beginning of the time when alcohol researchers began to
observe increases in women’s drinking (Grant et al., 2017a; Grucza
et al., 2018) and controlled for individual variables, including educa
tion, employment, and income, which may be mediators or moderators,
rather than confounders. No U.S. research has examined associations
between structural sexism and women’s alcohol consumption among the
cohort of women born in the 1970s and 1980s who have concerning
levels of increased alcohol consumption compared to previous cohorts,
nor examined these associations longitudinally, nor used data from the
past 15 years.
The present study examines associations between state-level struc
tural sexism and women’s alcohol consumption and binge drinking

among women born 1970–1987, corresponding to the cohort of women
that has most increased alcohol consumption in recent years. Consistent
with the convergence hypothesis and some of its potential mediators, we
hypothesized that lower levels of structural sexism would be associated
with increases in alcohol use and binge drinking among women, and
that this relationship would be mediated through greater individual
social position, i.e., college attainment, and through less restrictive
alcohol norms.
However, the relationship between structural sexism and alcohol
consumption patterns may either be the inverse of the hypothesized
direction due to a competing mechanistic pathway: the impact of
structural sexism on mental health. Women in states with lower levels of
structural sexism have lower odds of psychiatric disorders, including
depression (Chen et al., 2005; McLaughlin et al., 2011), which is asso
ciated with alcohol consumption (Cranford et al., 2011). Therefore, a
second, competing hypothesis is that because lower state structural
sexism is protective against mood disorders, women in lower structural
sexism states may be at lower rather than higher risk of alcohol con
sumption and binge drinking. We therefore test not only the overall
associations but also three potential mediators of this relationship: col
lege completion, restrictive alcohol norms, and depressive symptoms.
2. Methods
2.1. Sample
Monitoring the Future (MTF) includes an ongoing, prospective
cohort of high school seniors followed every 2 years until age 29/30
(follow-up waves 1–6), and then at ages 35, 40, and 45 (waves 7–9)
(Schulenberg et al., 2020). Baseline surveys were administered within
schools, and follow-up surveys were administered via mail. The cohorts
of interest for this study were born between 1970 and 1987. The eligible
sample was MTF respondents who reported their sex as female, who
lived in the United States (excluding Washington, D.C.), and who were
high school seniors between 1988 and 2006, surveyed 1988-2016 from
approximately age 18 (senior year of high school) through approxi
mately age 45. By 2016, all respondents had received the wave 5 follow
up (corresponding to approximately ages 27/28), and the oldest re
spondents had received the wave 9 follow-up (age 45). 2016 from
approximately age 18 (senior year of high school) through approxi
mately age 45. Recruitment is ongoing; therefore, women born later
have had fewer opportunities for follow-up. To account for unbalanced
follow-up, we included sensitivity analyses of main models in samples
through the 5th follow-up only, described in more detail in the Sup
plement; effect estimates in this sample were ultimately similar in
magnitude to effect estimates in the main models. Supplemental Table 1
shows the eligible sample (N = 23,862 unique respondents at baseline).
2.2. Outcomes
Outcomes were assessed for all respondents at each wave. Alcohol
consumption frequency was ascertained by asking, “On how many oc
casions have you had any alcoholic beverage to drink – more than just a
few sips – during the last 30 days?” Response options were ordinal,
including “0 occasions,” “1–2 occasions,” “3–5 occasions,” “6–9 occa
sions,” “10–19 occasions,” “20–39 occasions,” and “40 or more
occasions.”
Binge drinking frequency was ascertained by asking, “Think back
over the last two weeks. How many times have you had five or more
drinks in a row?” Approximately 70% of responses reported no binge
drinking in the past two weeks, therefore, binge drinking was dichoto
mized as “none” or “at least once.”
If respondents reported they had never consumed alcohol or had not
consumed alcohol in the past twelve months, they were coded as “0”
alcohol consumption occasions and “none” for binge drinking.
2
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2.3. Exposure

deviation increase in structural sexism. Descriptive statistics for each
state are shown in Supplementary Table 4 and Supplemental Figure 2;
scores for each state for each year are available in Supplemental File 1.
As a validity check, we compared the factor analytically derived scores
in the analytic sample to a previously used indicator of structural sexism
(Homan, 2019) in bivariate analyses and found the two to be positively
associated (b = 0.40, p < 0.001 in multilevel linear regression models).
For the purposes of descriptive statistics only (e.g., Table 1), sexism
scores were dichotomized into “high” and “low” structural sexism using
a median split of values measured across all observations in all study
years 1988–2016.

We chose among indicators of structural gender-based inequality and
used factor analysis to construct a scalar score for structural sexism at
the state level for each year. Factor-analytically derived structural
sexism scales developed for use across US states have previously
employed cross-sectional measures of sex inequalities in income, edu
cation, and labor force engagement (Martin et al., 2006; Vieraitis et al.,
2008, 2015; Whaley et al., 2013; Whaley and Messner, 2002), and found
that factor loadings for state-level indicators of sexism using these eco
nomic indicators are generally fairly high in magnitude (e.g., >0.6 for
gender inequality in employment, income, managerial/professional
occupations, and college completion) (Vieraitis et al., 2008; Whaley and
Messner, 2002). However, measures such as gender inequality in polit
ical representation and healthcare access may also be important in
dicators of structural sexism and have been used in other indices (Di
Noia, 2002; Griffith and Rose, 2019; Sugarman and Straus, 1988; Yllo,
1983) but have not been empirically evaluated using data reduction
techniques.
We selected candidate indicators (N = 11) which were publicly
available (i.e., from the US Census or other publicly disseminated data
sources) across multiple years, had been used in previous indices, and
represented gender inequality across the domains of education, the
labor force, income, health access, and political representation. While
gender refers to socially prescribed behaviors and dimensions of
masculine or feminine experiences, indicators based on publicly avail
able administrative and survey data usually rely on sex differences
(Conron et al., 2014; Johnson et al., 2009), i.e., measures comparing
male and female representation; we used indicators of sex differences in
the present analysis.
Supplemental Table 2 shows the candidate indicators and their data
sources. The state-level indicators considered included the following,
measured for each of the 50 states every year (N = 11): percentage of
male state legislators, male/female ratio for residents living at or above
the federal poverty line, male/female ratio for the proportion of adults
ages 16 and over in the labor force, male/female ratio for the proportion
of working adults in management occupations, male/female ratio for the
proportion of working adults who are self-employed, male/female ratio
in median income, male/female ratio for the proportion of adults ages
25 and over with at least 4 years of college education, male/female ratio
for the proportion of adults with insurance, male/female ratio for pro
portion of adults who were registered to vote, male/female ratio for
proportion of adults who voted, and percent of women living in a county
with no abortion provider. We chose not to include specific reproductive
policies given that they are often enacted together in legislative pack
ages and highly variable from policy to policy, making them difficult to
operationalize in a clear, consistent manner. Instead, as an indicator of
reproductive policies, we included a measure of the percentage of
women in the state living in a county without an abortion provider,
consistent with previous work (Homan, 2019). We derived state-level
scores for structural sexism using exploratory and confirmatory factor
analysis (described in detail in Appendix A). The exploratory factor
analyses indicated that 5 variables best loaded onto a one-factor solu
tion. These were the percentage of male state legislators, male/female
ratio for proportion of residents living at or above the federal poverty
line, male/female ratio for proportion of adults in the labor force,
male/female ratio for proportion of working adults in management oc
cupations, and the male/female ratio for proportion of working adults
who are self-employed. Factor loadings for each retained item are shown
in Supplemental Table 3. The final confirmatory factor model reflected a
two-level (to account for repeated measures by state), one-factor solu
tion, and included a fixed effect for calendar year, as shown in Supple
mental Figure 1. Model fit statistics suggested good fit overall (RMSEA
= 0.09, TLI = 0.93, CFI = 0.96).
Each state was assigned a model-based factor score for every study
year, standardized so that a 1-unit increase represents a 1 standard

2.4. Confounders
State-level confounders were identified as population density, so
cioeconomic status, economic inequality, religiosity, and alcohol policy
climate. State-level variables were derived from outside sources and
linked to individual level MTF data for each respondent based on state of
residence at each survey year.
Population density, defined by the US Census as the state-level
average population per square mile; these data are available from
1980, 1990, 2000, and 2010. Linear interpolation was used to estimate
density between census years. We included this because rates of alcohol
consumption are lower in areas with less population density (Dixon and
Chartier, 2016).
State-level socioeconomic status was operationalized as the per
centage of residents living below the federal poverty level. State-level
income inequality was operationalized as the Gini coefficient, a
Table 1
Outcome and covariate distributions among MTF women in eligible sample,
1988–2016, dichotomized by structural sexism level.

Alcohol outcomes
Reported any alcohol
consumption
(dichotomous)
Reported any binge
drinking
(dichotomous)

Low sexisma (N =
59,931
observations)

High sexisma (N =
55,860
observations)

N (%) (categorical)
Mean (S.D.)
(continuous)

N (%) (categorical)
Mean (S.D.)
(continuous)

39,379 (66%)

33,701 (60%)

<0.001

16,274 (27%)

15,578 (28%)

0.025

17.40 (11.27)

16.73 (11.23)

<0.001

13.28 (2.83)
0.61 (0.04)
207.22 (225.24)
41.63 (7.50)

13.05 (3.35)
0.58 (0.03)
186.62 (212.18)
37.68 (10.06)

<0.001
<0.001
<0.001
<0.001

22,353 (39%)
46,339 (77%)
26.92 (6.43)

18,941 (35%)
43,127 (76%)
21.29 (3.42)

<0.001
0.167
<0.001

6.48 (2.94)
5890 (16%)

6.91 (3.20)
7163 (21%)

<0.001
<0.001

26,626 (53%)

9502 (35%)

<0.001

p-value

State-level confounders
Percentage of residents
who are religious
conservatives
Poverty rate
GINI
Population density
Alcohol policy climate
scale
Individual-level confounders
Father has college degree
White
Age
Mediators
Depressive symptoms
Endorses restrictive
alcohol norms
Completed 4 or more
years of college (in
follow-up sample)

a
For descriptive statistics, high structural sexism refers to states with at or
above median level; low structural sexism refers to states below median level.
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measure of income inequality ranging from 0 (perfect equality) to 1
(perfect inequality). Both state-level socioeconomic status and income
inequality were assessed using measures from the US Census, Current
Population Survey, and American Community Survey for all study years.
Although area-level socioeconomic status is inconsistently related to
higher rates of alcohol consumption (Karriker-Jaffe, 2011), we
controlled for both socioeconomic indicators to account for other
sources of economic inequality and poverty that are unrelated to sexism.
State-level religious conservatism was operationalized as the per
centage of religious conservatives, specifically Evangelical Protestants
and Mormons, in each state. These denominations were selected based
on traditional views about women’s roles and on sanctions on alcohol
use, consistent with previous work (Homan, 2019; Roberts, 2012).
Higher levels of religiosity are associated with lower levels of alcohol use
(Michalak et al., 2007). These data were made available through the
Religious Congregation and Membership Surveys, which are assessed
every ten years (1980, 1990, 2000, 2010). Linear interpolation was used
to estimate percentages in unobserved years.
While the state-level socioeconomic and religious indicators could
plausibly operate as mediators rather than confounders—therefore,
adjusting for them may attenuate the associations of interest—we made
the conservative choice control for them in adjusted models given these
pathways were not mediators of interest.
Alcohol policy climate was operationalized using the Alcohol Policy
Scale (described in Naimi et al. (2014); briefly, this scale scores state
alcohol policy climates based on a composite of efficacy scores of 29
policies shown to reduce alcohol consumption outcomes. These were
weighted based on efficacy and strength of implementation, then scored
to create a composite scale by the original study authors. Policies
included restrictions on days or hours of sale, stringent blood alcohol
thresholds for driving, open container laws, and the presence of state
alcohol control systems. These data were made available from the scale
developers. Scores ranged from 23.2 (laxer policies) to 68.1 (more
stringent policies) with a mean of 42.4. States with more stringent
policies have lower rates of binge drinking (Naimi et al., 2014). These
data were available for 1999–2016, and linear interpolation was used to
estimate scale scores in previous years (1988–1998).
All state-level covariates were time-varying, and all covariates esti
mated with linear interpolation were truncated as needed so that states
could not have below-zero values. To confirm that interpolation did not
bias results, we performed sensitivity analyses two ways: without con
trol for the variables relying on interpolated data, and examining only
the years when data were fully observed.
Regarding individual confounders, while they could not plausibly
cause structural sexism, we selected individual measures that are both
theoretically and empirically supported causes of alcohol outcomes, and
also potential causes of differential exposure to sexism—that is, the state
they resided in, and the study year(s) that they resided there. These
variables included age (time-varying, measured continuously), race/
ethnicity (time-invariant) and paternal education (time invariant,
dichotomized as whether or not the respondent’s father completed
college). Paternal, rather than maternal, education was chosen as a
confounder because of its influence on childhood socioeconomic status,
parental job opportunities during childhood, and adult health (Cohen
et al., 2010). In the sample, most respondents (77%) were non-Hispanic
White, so race/ethnicity was dichotomized as non-Hispanic White, or
not.

respondents received versions of the survey querying alcohol norms
during the first 6 study waves.
We used an index of four responses to measure depressive symptoms
(Keyes et al., 2019a): “Life often seems meaningless,” “The future often
seems hopeless,” “It feels good to be alive,” and “I enjoy life as much as
anyone.” Responses were Likert-style, ranging from 1 (“Disagree”) to 5
(“Agree”). The latter two items were reverse-coded so that higher scores
correspond to higher levels of depressive symptoms and all 4 were
summed to create a total score, with a possible range between 4 (low
depressive symptoms) and 20 (high). These indicators exhibited high
reliability (alpha >0.80) across study years and waves (Supplemental
Figure 3).
Alcohol norms were assessed via the following question: “Individuals
differ in whether or not they disapprove of people doing certain things.
Do YOU disapprove of people (who are 18 or older) doing each of the
following? Trying one or two drinks of an alcoholic beverage (beer,
wine, liquor).” Those who endorsed disapproving or strongly dis
approving were coded as having restrictive alcohol norms; those who
endorsed approval were not.
Education was time-varying, dichotomized as whether the respon
dent had completed 4 years of college (or not), and was assessed in all
follow-up surveys.
2.6. Confounders of the mediators-outcomes relationships
In mediation models we additionally controlled for two time-varying
measures that could confound the mediator-outcome relationships:
personal religiosity, operationalized in response to the prompt “How
important is religion in your life?” as a binary variable: low (“Not
important,” “A little important”) or high (“Pretty important,” “Very
Important”); and urbanicity, categorized as living in an urban center (a
city with greater than 50,000 residents), suburban (living in a suburb of
a city with greater than 50,000 residents), or rural area/small town
(living on a farm, in the country, or in a city with fewer than 50,000
residents). Both religiosity and urbanicity are commonly related to
alcohol norms, depression, and college completion, as well as alcohol
use (Butterfield and Pemberton, 2011; Drabble et al., 2016; Eliassen
et al., 2005; Schultz and Neighbors, 2007; Stroope et al., 2015; Wells,
2010). For college completion, three additional mediator-outcome
confounders were included to account for baseline predictors of both
alcohol use and college completion, all time-invariant and measured at
senior year: grade point average (GPA, measured continuously), alcohol
use (i.e., baseline measures of alcohol consumption frequency and binge
drinking, respectively), and urbanicity.
Regarding exposure-mediator confounders, no new measures were
identified beyond those already included as confounders in the main
(unmediated) model, described above.
2.7. Missing data
The eligible analytic sample was 118,684 observations, corre
sponding to 23,862 unique women. Attrition is the modal source of
missingness in MTF. The majority of attrition occurs between baseline
and the first follow-up (Supplemental Table 1). Respondents were
retained in analyses if they responded to at least one survey wave. To
account for missingness due to attrition, all analyses were weighted
using attrition weights, calculated as the inverse probability of partici
pation at each follow-up based on the following covariates measured at
senior year: gender, race/ethnicity, college plans, truancy, high school
grades, number of parents in the home, religiosity, maternal and
paternal education, alcohol use, cigarette use, marijuana use, other
illicit drug use, region, cohort, and sampling weight correcting for oversampling of age 18 substance users. These attrition weights were pro
vided by MTF and were chosen for use to be consistent with previous
research using this sample. Though they were calculated using baseline
predictors only, previous research on this sample has demonstrated that

2.5. Mediators
Secondary analyses evaluated the potential mediating effects of
depressive symptoms, alcohol norms, and education, all measured at the
individual level. Among the respondents, approximately 15% were
assigned to receive versions of the surveys which queried depressive
symptoms during waves 0–6; all respondents were surveyed on
depressive symptoms in waves 7–9. Similarly, approximately 80% of
4
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both attrition and subsequent adult alcohol outcomes are highly related
to senior year alcohol use (Keyes et al., 2020).
A second source of missingness in MTF is item non-response; of the
118,684 observations for sample women between 1988 and 2016,
100,940 (85%) had complete information for all study measures. The
primary source of item non-response was for paternal education (6%)
and norms (4%) with the remaining measures each having less than 3%
of observations missing. To account for potential biases by selective item
non-response, multiple imputation by chained equations was used to
impute missing values. Ten datasets were imputed, using all study
measures and attrition weights as predictors (Seaman et al., 2012), and
model estimates were combined using Rubin’s Rules (Campion and
Rubin, 1989).

age 19 or 20 years old. Therefore, for this mediation analysis we subset
the analytic sample to only follow-up responses beginning in the wave 2
(N = 73,690 observations).
2.8.2. Secondary analyses
We further tested the extent to which structural sexism influences
alcohol outcomes among men in the MTF in the same age group (N =
91,942 observations) as well as by examining interactions between
gender and structural sexism in the full MTF eligible sample of both men
and women (N = 210,626 observations). Per both convergence theory
and observations of national trends in alcohol use by gender, we antic
ipated that while women’s alcohol use would likely increase commen
surate with reductions in structural sexism, men’s would remain largely
stable. However, some previous research suggests that men’s health may
also be sensitive to changes in structural sexism (King et al., 2020), so we
hypothesized that while men’s alcohol consumption patterns may be
related to structural sexism, any associations would be less pronounced
than among women. Finally, we performed six sensitivity analyses to
test the robustness of associations to other modeling specifications and
with balanced data, all of which are described in detail in Appendix C.
Regression analyses were produced in SAS 9.4, and all other figures
were produced using R.

2.8. Analyses
Associations between structural sexism and alcohol consumption
frequency and binge drinking probability were examined using threelevel multilevel models with random intercepts for both individuals
and states, with observations at each wave nested within individual
respondents, who were nested within states. In the analytic sample, 95%
of respondents were in the same state in all waves; however, using
nested data for those who did move states could lead to inappropriate
estimates of standard error. To account for this potential source of bias,
we performed sensitivity analyses examining the study main effects
among the sub-sample of respondents who never moved states (N =
113,487 observations, 95% of the sample). Poisson regression models
were used for alcohol consumption frequency, and logistic regression
models were used for binge drinking probability outcomes. Models are
presented unadjusted for confounders, and then sequentially adjusted
for state confounders, and then individual confounders. All analyses
were weighted using original sampling probabilities to account for
complex sample design and also attrition weights.

3. Results
Table 1 shows the covariate distribution among observations from
sample women, stratified across structural sexism level. For this
descriptive table, high structural sexism was defined as at or above the
median national level, both alcohol outcomes were dichotomized (“any”
vs. “none”), and p-values were calculated using Rao-Scott chi-square
tests, which account for non-independence of observations (Rao and
Scott, 1987). Observations within states with lower structural sexism
evidenced higher state populations densities and less restrictive alcohol
policies. Observations from lower structural sexism states compared to
higher structural sexism states were related to higher prevalence of any
alcohol consumption (66% vs. 60%) and higher education (53%
completed college vs. 35%).
Fig. 1 shows the mean score for structural sexism in the analytic
sample between 1988 and 2016, which declined by approximately 26%
of one standard deviation each year. Trends in indicators of structural
sexism, all of which decreased over time (i.e., became more gender
equal), are shown in Supplemental Figure 4.
Table 2 shows the estimates examining the relationship between
structural sexism, measured continuously, and alcohol outcomes, with
and without adjustment for confounders. In fully adjusted models,
higher levels of structural sexism were associated with fewer occasions
of alcohol consumption (RR: 0.974, 95% CI: 0.971, 0.976) and a lower
probability of any binge drinking (OR: 0.917, 95% CI: 0.909, 0.926).
Table 3 shows results for the mediation models. All mediation as
sumptions were satisfied, with one exception (see Appendix C): in
confounder-adjusted models, depressive symptoms were unrelated to
alcohol consumption frequency, thus we did not proceed with that
specific mediation analysis. For binge drinking, when conditioned on
depression, the direct effects were largely unchanged (total effect =
0.884 [95% CI 0.863, 0.906], controlled direct effect = 0.893 [95% CI
0.872, 0.915], 8% change in unexponentiated model parameter).
Conditioned on restrictive alcohol norms, the controlled direct effects
attenuated both for occasions of alcohol consumption (total effect =
0.966 [95% CI 0.962, 0.969], controlled direct effect = 0.977 [95% CI
0.974, 0.980], 34% change in unexponentiated parameter) and binge
drinking (total effect = 0.904 [95% CI 0.893, 0.915], controlled direct
effect = 0.926 [95% CI 0.915, 0.938], 24% change in unexponentiated
parameter). Conditioned on college completion, the controlled direct
effects modestly attenuated for occasions of alcohol consumption (total
effect = 0.964 [95% CI 0.961, 0.967], controlled direct effect = 0.973
[0.970, 0.977], 27% change in unexponentiated parameter) but not for

2.8.1. Mediation analyses
We conducted mediation using traditional mediation analysis (Baron
and Kenny, 1986). Prior to analyzing each mediator, we tested the as
sumptions that the mediator was related to both the outcomes and the
exposure, and that there was no mediator-exposure interaction. Candi
date mediators that met those assumptions were included as control
variables in analytic models to estimate the controlled direct effects and
the percentage change in unexponentiated model parameters (i.e., the
beta, rather than the odds ratio). Models estimating total effect included
control for exposure-outcome confounders, and models estimating
controlled direct effects included control for all measured confounders
(including mediator-outcome confounders). Given the time-varying
structure of the data, this approach does not allow for valid estimates
of the indirect effects (Bind et al., 2016; VanderWeele, 2015, 2016;
VanderWeele and Tchetgen Tchetgen, 2017); Appendix B includes a
detailed description of the limitations of traditional mediation given this
data structure, as well as results from the tests of mediation assumptions.
We were unable to assess all mediators in the same analytic model,
both because different sub-samples of respondents received question
naires related to depression and alcohol norms, and because education
was invariant at baseline. Therefore, each mediator was tested in a
unique model. The first mediation analysis examined whether the
relationship between structural sexism and alcohol outcomes was
mediated by depressive symptoms. Depressive symptoms were queried
on a subset of respondents, beginning in 1989, and for all respondents in
follow up 7–9 (N = 29,119 observations). The second mediation analysis
examined mediation through restrictive alcohol norms. These were
queried on subset for the first 6 study waves only (N = 78,251 obser
vations). The final mediation analysis examined mediation by college
completion. All respondents were initially assessed during their senior
year of high school, thus education level at their first survey is invariant.
College completion was extremely rare in the first follow-up survey, at
5
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Fig. 1. Average structural sexism scores in MTF sample, 1988–2016.

(i.e., restricted to first 5 follow ups), effect estimates were similar in
magnitude to those in the main models (RR: 0.978, 95% CI: 0.976, 0.981
for occasions of alcohol consumption; OR: 0.922, 95% CI: 0.913, 0.931
for binge drinking). Results from sensitivity analyses with other model
specifications did not meaningfully diverge from the results shown in
the main text (Appendix C).

Table 2
Associations between structural sexism and alcohol consumption outcomes
among women in MTF, 1988–2016.
Alcohol consumption
frequency
Risk ratio (95% CI)

Binge
drinking
Odds ratio
(95% CI)

Model 1: Structural sexism only

0.980 (0.979, 0.982)

Model 2: Structural sexism, adjusted for
state-levela confounders
Model 3: Structural sexism, adjusted for
state-levela and individualy confounders

0.977 (0.976, 0.979)

1.041 (1.034,
1.049)
1.035 (1.027,
1.043)
0.917 (0.909,
0.926)

0.974 (0.971, 0.976)

4. Discussion
Consistent with the study hypotheses, both women’s alcohol con
sumption frequencies and binge drinking probabilities were inversely
related to structural sexism. Occasions of alcohol consumption declined
by 3% and the odds of binge drinking declined by 8% with every 1 S.D.
increase in structural sexism. Both associations were partially mediated
through restrictive drinking norms but neither relationship was medi
ated by depression. Alcohol consumption frequency, but not binge
drinking, was partially mediated by education. Men’s alcohol con
sumption and binge drinking exhibited inverse relationships to struc
tural sexism as well, but for both outcomes, decreases related to
structural sexism were more pronounced among women than among
men; this patterning is consistent with findings indicating that re
ductions in sexism may lead to convergence of women’s adverse health
behaviors with men’s (Backhans et al., 2007; King et al., 2020). Based on
this study’s findings, reductions in structural sexism may have contrib
uted to national increasing trends in both disproportionate alcohol
consumption and disproportionate binge drinking among women.
Neither alcohol frequency nor binge drinking associations were
mediated through depressive symptoms. One explanation for the lack of
evidence for mediation is that, in the current study, the measure of
depressive symptoms is not synonymous with depressive disorder; these

a
State-level confounders include percentage of residents who are religious
conservatives, poverty rate, GINI coefficient, population density, and alcohol
policy climate scale.
y
Individual-level confounders are age, paternal education, and race/
ethnicity.

binge drinking (total effect = 0.901 [95% CI 0.889, 0.912], controlled
direct effect = 0.903 [95% CI 0.891, 0.916], 3% change in unexpo
nentiated parameter).
In the male sample, as hypothesized, we observed a less pronounced
relationship between structural sexism and occasions of alcohol con
sumption (fully adjusted RR: 0.987, 95% CI: 0.984, 0.990) and binge
drinking (fully adjusted OR: 0.976, 95% CI: 0.966, 0.985) than for
women. However, only for binge drinking were tests of interaction be
tween structural sexism and gender significant (relative excess risk due
to interaction = − 0.07, 95% CI: − 0.09, − 0.05).
Regarding the sensitivity analysis on the sample with balanced data
6
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frequency and binge drinking; these outcomes exhibit not only different
health sequelae but also different predictors, and these may vary across
the life-course. While college attendance is frequently characterized by
high levels of both alcohol consumption and binge drinking (White and
Hingson, 2013)—due to college social contexts and increases in alcohol
availability during this time period—after graduation, rates of binge
drinking precipitously decline, but alcohol consumption rates remain
fairly high (Dawson et al., 2004; Pedersen, 2017). Alcohol consumption
is highly normalized among college-educated adults well beyond the
college years, in part because higher education confers more opportu
nities in the labor force and higher-paying jobs, both of which are highly
related to alcohol consumption per se but less consistently related to
binge drinking (Huckle et al., 2010; Marchand, 2008; Patrick et al.,
2021; Prins et al., 2019; Schmidt et al., 2010).
We observed that for both outcomes, the associations with structural
sexism were more pronounced among women than among men. While
the interaction models for gender were not significant for alcohol con
sumption frequency, descriptively, the estimates in stratified models
sufficiently diverged in magnitude of effect and confidence intervals to
suggest that structural sexism disproportionately impacts women’s
alcohol use at higher rates than men’s, and may contribute to
converging alcohol risks (Backhans et al., 2007; King et al., 2020;
Schmidt, 2014).
To date, only a single study has examined this relationship within the
United States, finding no relationship between structural sexism and
alcohol consumption frequency or binge drinking (Roberts, 2012). The
previous null association was likely due both to sample limitations as
well as controlling for individual variables—including education,
employment, and income variables—which are likely to be mediators,
rather than confounders, of the structural sexism-alcohol relationship.
Further, variations in measurement may have contributed to differences
in the findings: the previous study made the a priori decision to divide
structural sexism into multiple domains (e.g., women’s socioeconomic
status, political participation, etc.) whereas the empiric model we used
indicated that a single factor or domain was sufficient to measure
structural sexism, consistent with other previously developed scales
measuring the same construct (Vieraitis et al., 2015; Whaley et al.,
2013).
A strength of the measure of structural sexism used in the current
study is that it spans multiple years and is empirically-derived; however,
commonly used indicators (e.g., the wage gap) were not found to be
highly correlated with the indicators ultimately retained. This is
consistent with previous work showing that the wage gap is not highly
correlated with other measures of gender-based inequality in
empirically-derived measures (Roberts, 2012; Gillespie and Reck
denwald, 2017). Further, the model-based estimates vary from year to
year, so the relative ranks of state sexism scores also varies; we believe
for this reason the best use case for these data (which we have made
available for other researchers) are in longitudinal studies, given the
variation in state scores from year to year. Finally, all indicators
composing this measure represent critical economic or political in
dicators of sexism, but other research has demonstrated different
patterning of state sexism values when using alternative measures (e.g.,
specific reproductive policies, attitudes), and these may indicate
different components of structural sexism outside of gender-based eco
nomic and political representation disparities which also vary widely
across both states and time (Roberts, 2012; Price et al., 2021;
McLaughlin et al., 2011).
For both binge drinking and alcohol consumption, observed associ
ations with structural sexism were relatively modest: a 1-unit increase in
structural sexism was associated with a reduction in alcohol consump
tion frequency of approximately 3%, and an 8% reduction in binge
drinking probability. Though the associations observed in the current
study are small, given both the widespread prevalence of alcohol use and
its impact on preventable morbidity and mortality, these increases have
substantial implications for population health (Stahre et al., 2014).

Table 3
Results from mediation analyses examining associations between structural
sexism and alcohol consumption frequency among women in MTF, 1988–2016.
Mediator: Depression (N = 29,119 observations)
Alcohol consumption frequency
Total effect of structural sexism
in sample
Controlleda direct effect of
structural sexism

N/A; depression not related to
alcohol consumption frequency in
analytic sample

Percent change in
unexponentiated model
parameter (beta)

Binge
drinking
0.884
(0.863,
0.906)
0.893
(0.872,
0.915)
8%

Mediator: Restrictive alcohol norms (N = 78,251 observations)
Total effect of structural sexism
in sample

0.966 (0.962, 0.969)

Controlleda direct effect of
structural sexism

0.977 (0.974, 0.980)

Percent change in
unexponentiated model
parameter (beta)

34%

0.904
(0.893,
0.915)
0.926
(0.915,
0.938)
24%

Mediator: College completion (N = 73,690 observations)
Total effect of structural sexism
in sample

0.964 (0.961, 0.967)

Controlledy direct effect of
structural sexism

0.973 (0.970, 0.977)

Percent change in
unexponentiated model
parameter (beta)

27%

0.901
(0.889,
0.912)
0.903
(0.891,
0.916)
3%

Note: All models adjusted for percentage of residents who are religious conser
vatives, poverty rate, GINI coefficient, population density, and alcohol policy
climate scale, age, paternal education, and race/ethnicity.
a
Further controlled for personal religiosity and urbanicity.
y
Further controlled for personal religiosity, urbanicity, senior year GPA, se
nior year alcohol use, and senior year urbanicity.

symptoms capture the affective aspects of depression, but do not fully
account for the somatic components. Another is that the relationship
between depression and alcohol is complex: the causal direction be
tween depression and alcohol use has been debated (i.e., which causes
which) and is still unresolved (McHugh and Weiss, 2019). While several
studies have examined the impact of structural sexism on depression or
depressive symptoms (Chen et al., 2005; McLaughlin et al., 2011), none
have examined them in the context of alcohol use. Regardless, the di
rection of effect overall—i.e., lower risks of alcohol outcomes in high
sexism states—suggests that changes in mental health symptomology
are not the major operating pathway for these relationships.
Restrictive alcohol norms, however, partially mediated the re
lationships between structural sexism and both alcohol outcomes.
Restrictive norms are related to lower risks of alcohol use (Krieger et al.,
2016), and women in high structural sexism states were more likely to
endorse restrictive views about alcohol use than those in low structural
sexism states. Beyond norms specific to alcohol use, conforming to
traditional gender norms is related to alcohol consumption; women who
endorse conformity to traditionally masculine norms are at higher risks
of alcohol consumption than those who do not (Patro-Hernandez et al.,
2020). These shifting norms, and the changing social and economic
landscape, have manifested in meaningful changes in women’s behav
ioral health (Heise et al., 2019).
College education partially mediated the relationship between
structural sexism and alcohol consumption, but not binge drinking.
Disparate findings regarding support for mediation by college comple
tion highlight the different determinants of alcohol consumption
7
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Indeed, the magnitudes of observed effects are consistent with the
modest but meaningful increases in alcohol consumption and binge
drinking observed for women in recent years (Grant et al., 2017b; Hartz
et al., 2018; Keyes et al., 2019b). Notably, the association was stronger
for binge drinking, consistent with other studies: binge drinking among
women has been shown to increase at higher rates than alcohol con
sumption, up to 6% per year, compared to approximately 1% per year
for alcohol consumption per se (Grucza et al., 2018). With regards to
clinical impact, the association between structural sexism and binge
drinking is more concerning than the association with alcohol con
sumption frequency, as the magnitude of the effect is higher and binge
drinking is a riskier pattern of alcohol intake.
The current research highlights the need to tailor screening and
prevention efforts to accommodate the shifting social landscape. Antialcohol public health campaigns tailored towards women have not
been well-received: consumers have reported frustration after receiving
mixed public health messages as to the purported health benefits of
alcohol use, and anti-drinking campaigns targeted towards women have
received backlash for being sexist and out-of-touch (Constantinou, 2005;
Quealy and Sanger-Katz, 2017; Victor, 2016). Focusing on drinking
cultures and environments, as well as social roles (e.g., being a worker,
being a student) rather than gender alone may be better received,
particularly in geographic areas undergoing improvements in gender
equality (MacLean et al., 2021). These may include both harm-reduction
campaigns (Charlet and Heinz, 2017) and occupational interventions:
working adults—and, increasingly, women—spend a large portion of
their waking hours at their place of employment (i.e., a captive audi
ence) and employers have a financial interest in keeping them healthy
(Ames and Bennett, 2011). Such interventions may play an important
role in population health as larger numbers of women enter the
workforce.

commensurately because men and women began to share common be
haviors and exposures, including alcohol consumption (Rahav et al.,
2006; Schmidt, 2014). Promoting greater gender equality for women is
not at odds with improving public health surveillance and interventions
for women’s increases in unhealthy alcohol use—rather, understanding
the health-relevant forces in women’s lives is essential to tailoring
effective prevention and treatment.
These findings illuminate the complexity between health and social
systems, and the importance of a critical and thoughtful understanding
of the competing social forces guiding individual health behaviors. As
US women have become more equal, they may have become more
vulnerable to the some of the same adverse social forces that affect men.
For example, social scientists have stated concerns regarding “deaths of
despair” among Americans in the mid-life; these are inclusive of alcoholrelated deaths, and are thought to be associated with macro-level forces
including structural violence and inequality, particularly regarding
economic forces such as increased income inequality, wage stagnation,
and an erosion of labor protections and equitable social policies (Case
and Deaton, 2017; Dow et al., 2019). As structural sexism declines, other
such well-established sources of inequality may become increasingly
more salient to women’s health and health behaviors than they have in
the past. Investigating and understanding these relationships is essential
for surveillance and treatment as the social landscape of gender equality
evolves.
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4.1. Limitations
A limitation of both outcome measures is that they are frequency,
rather than volume, measures. Women reporting similar frequencies
may consume very heterogeneous quantities of alcohol. However, fre
quency measures are closely correlated with quantity (volume) mea
sures (Leigh, 2000), and are meaningful predictors of some health
complications and mortality, even among those who consume low vol
umes of alcohol per occasion (Hartz et al., 2017, 2018). Regarding binge
drinking, while national guidelines typically measure women’s binge
drinking as 4 or more drinks in a single setting (NIAAA, 2016), MTF has
consistently assessed binge drinking using a threshold of 5 or more
drinks; the use of a less sensitive measure may have introduced
misclassification of women who binged. However, sensitivity analyses
with the subgroup who received a more sensitive measure suggested
that the associations were consistent, regardless of the threshold used to
determine binge drinking.
Although we controlled for the effects of age, the relationship be
tween structural sexism and alcohol use may vary throughout the life
course. Both childhood and adulthood social exposures influence
alcohol trajectories (Rahav et al., 2006) and an important area for future
investigation is whether the timing and patterning of exposure to
structural sexism (i.e., at a young age, or during adulthood) is a mean
ingful source of variation in women’s alcohol use.

Declaration of competing interest
None.
Acknowledgments
This work was supported by R01-AA026861 from National Institute
on Alcohol Abuse and Alcoholism (NIAAA, https://www.niaaa.nih.gov/
). The funders had no role in study design, data collection and analysis,
decision to publish, or preparation of the manuscript.
Appendix A. Supplementary data
Supplementary data to this article can be found online at https://doi.
org/10.1016/j.socscimed.2022.114976.
References
American Association of University Women, 2020. The Simple Truth about the Pay Gap.
Ames, G.M., Bennett, J.B., 2011. Prevention interventions of alcohol problems in the
workplace. Alcohol Res. Health 34, 175–187.
Backhans, M.C., Lundberg, M., Månsdotter, A., 2007. Does increased gender equality
lead to a convergence of health outcomes for men and women? A study of Swedish
municipalities. Soc. Sci. Med. 64, 1892–1903.
Baron, R.M., Kenny, D.A., 1986. The moderator-mediator variable distinction in social
science research: conceptual, strategic, and statistical considerations. J. Pers. Soc.
Psychol. 51, 1173–1182.
Bergen, G., Shults, R., Rudd, R.A., 2011. Vital signs: alcohol-impaired driving among
adults—United States, 2010. MMWR Morb. Mortal. Wkly. Rep. 60, 1351–1356.
Berkowitz, A.D., Perkins, H.W., 1987. Recent research on gender differences in collegiate
alcohol use. J. Am. Coll. Health 36, 123–129. https://doi.org/10.1080/
07448481.1987.9939003.

5. Conclusion
Decreased structural sexism is a positive social force from both a
health and a human rights perspective, leading to numerous societal,
health, and personal benefits to women (Heise et al., 2019). Nonethe
less, increases in women’s equality have conferred some health risks,
which need to be countered with public health messaging and
evidence-based preventive care. As women have increasingly occupied
traditionally male roles and social positions, health risks have changed
8

S. McKetta et al.

Social Science & Medicine 301 (2022) 114976
Huckle, T., You, R.Q., Casswell, S., 2010. Socio-economic status predicts drinking
patterns but not alcohol-related consequences independently. Addiction 105,
1192–1202. https://doi.org/10.1111/j.1360-0443.2010.02931.x.
Johnson, J.L., Greaves, L., Repta, R., 2009. Better science with sex and gender:
facilitating the use of a sex and gender-based analysis in health research. Int. J.
Equity Health 8, 14. https://doi.org/10.1186/1475-9276-8-14.
Jun, H.-J., Subramanian, S.V., Gortmaker, S., Kawachi, I., 2004. A multilevel analysis of
women’s status and self-rated health in the United States. J. Am. Med. Women’s
Assoc. 59, 172–180.
Karriker-Jaffe, K.J., 2011. Areas of disadvantage: a systematic review of effects of arealevel socioeconomic status on substance use outcomes. Drug Alcohol Rev. 30, 84–95.
https://doi.org/10.1111/j.1465-3362.2010.00191.x.
Karriker-Jaffe, K.J., Tam, C.C., Cook, W.K., Greenfield, T.K., Roberts, S.C.M., 2019.
Gender equality, drinking cultures and second-hand harms from alcohol in the 50 US
states. Int. J. Environ. Res. Publ. Health 16. https://doi.org/10.3390/
ijerph16234619.
Keyes, K.M., Gary, D., O’Malley, P.M., Hamilton, A., Schulenberg, J., 2019a. Recent
increases in depressive symptoms among US adolescents: trends from 1991 to 2018.
Soc. Psychiatr. Psychiatr. Epidemiol. 54, 987–996. https://doi.org/10.1007/s00127019-01697-8.
Keyes, K.M., Jager, J., Mal-Sarkar, T., Patrick, M.E., Rutherford, C., Hasin, D., 2019b. Is
there a recent epidemic of women’s drinking? A critical review of national studies.
Alcohol Clin. Exp. Res. 43 https://doi.org/10.1111/acer.14082 acer.14082.
Keyes, K.M., Jager, J., Platt, J., Rutherford, C., Patrick, M.E., Kloska, D.D.,
Schulenberg, J., 2020. When does attrition lead to biased estimates of alcohol
consumption? Bias analysis for loss to follow-up in 30 longitudinal cohorts. Int. J.
Methods Psychiatr. Res. 29, 1–9. https://doi.org/10.1002/mpr.1842.
King, T.L., Kavanagh, A., Scovelle, A.J., Milner, A., 2020. Associations between gender
equality and health: a systematic review. Health Promot. Int. 35, 27–41.
Kochanek, K.D., Murphy, S.L., Xu, J., Arias, E., 2019. Deaths: final data for 2017. Natl.
Vital Stat. Rep. 68, 1–18.
Krieger, H., Neighbors, C., Lewis, M.A., LaBrie, J.W., Foster, D.W., Larimer, M.E., 2016.
Injunctive norms and alcohol consumption: a revised conceptualization. Alcohol
Clin. Exp. Res. 40, 1083–1092. https://doi.org/10.1111/acer.13037.
Krieger, N., 2020. Measures of racism, sexism, heterosexism, and gender binarism for
health equity research: from structural injustice to embodied harm—an ecosocial
analysis. Annu. Rev. Publ. Health 41, 37–62.
Kuntsche, S., Knibbe, R.A., Kuntsche, E., Gmel, G., 2011. Housewife or working
mum—each to her own? The relevance of societal factors in the association between
social roles and alcohol use among mothers in 16 industrialized countries. Addiction
106, 1925–1932. https://doi.org/10.1111/j.1360-0443.2011.03507.x.
Leigh, B.C., 2000. Using daily reports to measure drinking and drinking patterns.
J. Subst. Abuse 12, 51–65.
MacLean, S., Dwyer, R., Pennay, A., Savic, M., Wilkinson, C., Roberts, S., Turner, K.,
Saleeba, E., Room, R., 2021 May 4. The ‘social worlds’ concept: a useful tool for
public health-oriented studies of drinking cultures. Addiction Res. Theor. 29 (3),
231–238.
Marchand, A., 2008. Alcohol use and misuse: what are the contributions of occupation
and work organization conditions? BMC Publ. Health 8, 333. https://doi.org/
10.1186/1471-2458-8-333.
Martin, K., Vieraitis, L.M., Britto, S., 2006. Gender equality and women’s absolute status:
a test of the feminist models of rape. Violence Against Women 12, 321–339.
McHugh, R.K., Weiss, R.D., 2019. Alcohol use disorder and depressive disorders. Alcohol
Res. 40 https://doi.org/10.35946/arcr.v40.1.01 arcr.v40.1.01.
McLaughlin, K.A., Xuan, Z., Subramanian, S.V., Koenen, K.C., 2011. State-level women’s
status and psychiatric disorders among US women. Soc. Psychiatr. Psychiatr.
Epidemiol. 46, 1161–1171. https://doi.org/10.1007/s00127-010-0286-z.
Michalak, L., Trocki, K., Bond, J., 2007. Religion and alcohol in the US National Alcohol
Survey: how important is religion for abstention and drinking? Drug Alcohol
Depend. 87, 268–280.
Milner, A., Kavanagh, A., Scovelle, A.J., O’Neil, A., Kalb, G., Hewitt, B., King, T.L., 2021.
Gender equality and health in high-income countries: a systematic review of withincountry indicators of gender equality in relation to health outcomes. Women’s
Health Rep. 2, 113–123. https://doi.org/10.1089/whr.2020.0114.
Naimi, T.S., Blanchette, J., Nelson, T.F., Nguyen, T., Oussayef, N., Heeren, T.C.,
Gruenewald, P., Mosher, J., Xuan, Z., 2014. A new scale of the U.S. alcohol policy
environment and its relationship to binge drinking. Am. J. Prev. Med. 46, 10–16.
https://doi.org/10.1016/j.amepre.2013.07.015.
NIAAA, 2016. Drinking Levels Defined. WWW Document. Natl. Inst. Alcohol Abus.
Alcohol. URL. https://www.niaaa.nih.gov/alcohol-health/overview-alcohol-co
nsumption/moderate-binge-drinking. accessed 5.22.19.
Patra, J., Taylor, B., Irving, H., Roerecke, M., Baliunas, D., Mohapatra, S., Rehm, J.,
2010. Alcohol consumption and the risk of morbidity and mortality for different
stroke types-a systematic review and meta-analysis. BMC Publ. Health 10, 258.
Patrick, M.E., Kloska, D.D., Mehus, C.J., Terry-McElrath, Y., O’Malley, P.M.,
Schulenberg, J.E., 2021. Key subgroup differences in age-related change from 18 to
55 in alcohol and marijuana use: U.S. National data. J. Stud. Alcohol Drugs 82,
93–102. https://doi.org/10.15288/jsad.2021.82.93.
Patro-Hernandez, R., Nieto Robles, Y., Liminana-Gras, R., 2020. The relationship
between gender norms and alcohol consumption: a systematic review. Adicciones
32.
Pedersen, D.E., 2017. Which stressors increase the odds of college binge drinking? Coll.
Student J. 51, 129–141.
Perkins, H.W., 1992. Gender patterns in consequences of collegiate alcohol abuse: a 10year study of trends in an undergraduate population. J. Stud. Alcohol 53, 458–462.
https://doi.org/10.15288/jsa.1992.53.458.

Bind, M.-A.C., Vanderweele, T.J., Coull, B.A., Schwartz, J.D., 2016. Causal mediation
analysis for longitudinal data with exogenous exposure. Biostatistics 17, 122–134.
https://doi.org/10.1093/biostatistics/kxv029.
Bureau of Labor Statistics, 2019. Women in the Labor Force: a Databook, BLS Reports.
Butterfield, R.M., Pemberton, C.L.A., 2011. An exploration of the relationship between
religiosity and retention. J. Coll. Student Retent. Res. Theory Pract. 12, 443–467.
https://doi.org/10.2190/CS.12.4.
Campion, W.M., Rubin, D.B., 1989. Multiple imputation for nonresponse in surveys.
J. Mark. Res. 26, 485. https://doi.org/10.2307/3172772.
Case, A., Deaton, A., 2017. Mortality and morbidity in the 21st century. Brookings Pap.
Econ. Activ. 2017, 397–476.
Charlet, K., Heinz, A., 2017. Harm reduction—a systematic review on effects of alcohol
reduction on physical and mental symptoms. Addiction Biol. 22, 1119–1159.
https://doi.org/10.1111/adb.12414.
Chen, Y.-Y., Subramanian, S.V., Acevedo-Garcia, D., Kawachi, I., 2005. Women’s status
and depressive symptoms: a multilevel analysis. Soc. Sci. Med. 60, 49–60. https://
doi.org/10.1016/j.socscimed.2004.04.030.
Cohen, S., Janicki-Deverts, D., Chen, E., Matthews, K.A., 2010. Childhood socioeconomic
status and adult health. Ann. N. Y. Acad. Sci. 1186, 37–55.
Conron, K.J., Landers, S.J., Reisner, S.L., Sell, R.L., 2014. Sex and gender in the US health
surveillance system: a call to action. Am. J. Public Health 104, 970–976.
Constantinou, A., 2005. Alcohol and pregnancy: experts warn that inconsistent messages
are causing harm. Drugs Alcohol Today. https://doi.org/10.1108/
17459265200500064.
Cranford, J.A., Nolen-Hoeksema, S., Zucker, R.A., 2011. Alcohol involvement as a
function of co-occurring alcohol use disorders and major depressive episode:
evidence from the National Epidemiologic Survey on Alcohol and Related
Conditions. Drug Alcohol Depend. 117, 145–151. https://doi.org/10.1016/j.
drugalcdep.2011.01.011.
Dawson, D.A., Grant, B.F., Stinson, F.S., Chou, P.S., 2004. Another look at heavy episodic
drinking and alcohol use disorders among college and noncollege youth. J. Stud.
Alcohol 65, 477–488.
Di Noia, J., 2002. Indicators of gender equality for American states and regions: an
update. Soc. Indicat. Res. 59, 35–77.
Dixon, M.A., Chartier, K.G., 2016. Alcohol use patterns among urban and rural residents:
demographic and social influences. Alcohol Res. Curr. Rev.
Dow, W.H., Godøy, A., Lowenstein, C.A., Reich, M., 2019. Can Economic Policies Reduce
Deaths of Despair? National Bureau of Economic Research.
Drabble, L., Trocki, K.F., Klinger, J.L., 2016. Religiosity as a protective factor for
hazardous drinking and drug use among sexual minority and heterosexual women:
findings from the National Alcohol Survey. Drug Alcohol Depend. 161, 127–134.
Eliassen, A.H., Taylor, J., Lloyd, D.A., 2005. Subjective religiosity and depression in the
transition to adulthood. J. Sci. Stud. Relig. 44, 187–199.
Gillespie, L.K., Reckdenwald, A., 2017. Gender equality, place, and female-victim
intimate partner homicide: a county-level analysis in North Carolina. Fem. Criminol.
12 (2), 171–191.
Gmel, G., Kuntsche, E., Rehm, J., 2011. Risky single-occasion drinking: bingeing is not
bingeing. Addiction 106, 1037–1045. https://doi.org/10.1111/j.13600443.2010.03167.x.
Goodwin-White, J., 2018. “Go west, young woman?”: the geography of the gender wage
gap through the great recession. Econ. Geogr. 94, 331–354.
Graham, K., Bernards, S., Karriker-Jaffe, K.J., Kuntsche, S., Laslett, A., Gmel, G.,
Callinan, S., Stanesby, O., Wells, S., 2020. Do gender differences in the relationship
between living with children and alcohol consumption vary by societal gender
inequality? Drug Alcohol Rev. 39, 671–683.
Grant, B.F., Chou, S.P., Saha, T.D., Pickering, R.P., Kerridge, B.T., Ruan, W.J., Huang, B.,
Jung, J., Zhang, H., Fan, A., Hasin, D.S., 2017a. Prevalence of 12-month alcohol use,
high-risk drinking, and DSM-IV alcohol use disorder in the United States, 2001-2002
to 2012-2013: results from the national epidemiologic survey on alcohol and related
conditions. JAMA Psychiatr. 74, 911–923. https://doi.org/10.1001/
jamapsychiatry.2017.2161.
Grant, B.F., Chou, S.P., Saha, T.D., Pickering, R.P., Kerridge, B.T., Ruan, W.J., Huang, B.,
Jung, J., Zhang, H., Fan, A., Hasin, D.S., 2017b. Prevalence of 12-month alcohol use,
high-risk drinking, and DSM-IV alcohol use disorder in the United States, 2001-2002
to 2012-2013. JAMA Psychiatr. 74, 911. https://doi.org/10.1001/
jamapsychiatry.2017.2161.
Griffith, G., Rose, C., 2019. Calculating the Human Development Indices.
Grucza, R.A., Sher, K.J., Kerr, W.C., Krauss, M.J., Lui, C.K., McDowell, Y.E., Hartz, S.,
Virdi, G., Bierut, L.J., 2018. Trends in adult alcohol use and binge drinking in the
early 21st-century United States: a meta-analysis of 6 national survey series. Alcohol.
Clin. Exp. Res. 42, 1939–1950. https://doi.org/10.1111/acer.13859.
Hartz, S.M., Oehlert, M., Horton, A.C., Grucza, R., Fisher, S.L., Nelson, K.G., Sumerall, S.
W., Neal, P.C., Regnier, P., Chen, G., 2017. Components of alcohol use and all-cause
mortality. bioRxiv 129270.
Hartz, S.M., Oehlert, M., Horton, A.C., Grucza, R.A., Fisher, S.L., Culverhouse, R.C.,
Nelson, K.G., Sumerall, S.W., Neal, P.C., Regnier, P., 2018. Daily drinking is
associated with increased mortality. Alcohol Clin. Exp. Res. 42, 2246–2255.
Heise, L., Greene, Margaret E., Opper, N., Stavropoulou, M., Harper, C., Nascimento, M.,
Zewdie, D., Darmstadt, G.L., Greene, Margaret Eleanor, Hawkes, S., 2019. Gender
inequality and restrictive gender norms: framing the challenges to health. Lancet
393, 2440–2454.
Homan, P., 2019. Structural sexism and health in the United States: a new perspective on
health inequality and the gender system. Am. Socio. Rev. 84, 486–516. https://doi.
org/10.1177/0003122419848723.

9

S. McKetta et al.

Social Science & Medicine 301 (2022) 114976
Stahre, M., Roeber, J., Kanny, D., Brewer, R.D., Zhang, X., 2014. Contribution of
excessive alcohol consumption to deaths and years of potential life lost in the United
States. Prev. Chronic Dis. 11, E109. https://doi.org/10.5888/pcd11.130293.
Stroope, S., Franzen, A.B., Uecker, J.E., 2015. Social context and college completion in
the United States. Socio. Perspect. 58, 120–137. https://doi.org/10.1177/
0731121414559522.
Sugarman, D.B., Straus, M.A., 1988. Indicators of gender equality for American states
and regions. Soc. Indicat. Res. 20, 229–270.
VanderWeele, T., 2015. Explanation in Causal Inference: Methods for Mediation and
Interaction. Oxford University Press.
VanderWeele, T.J., 2016. Mediation analysis: a practitioner’s guide. Annu. Rev. Publ.
Health 37, 17–32.
VanderWeele, T.J., Tchetgen Tchetgen, E.J., 2017. Mediation analysis with time varying
exposures and mediators. J. R. Stat. Soc. Series B. Stat. Methodol. 79, 917–938.
https://doi.org/10.1111/rssb.12194.
Victor, D., 2016. No alcohol for sexually active women without birth control, C.D.C.
Recommends [WWW Document] N. Y. Times. URL. https://www.nytimes.com
/2016/02/04/health/no-alcohol-for-sexually-active-women-without-birth-control-c
dc-recommends.html. accessed 3.24.21.
Vieraitis, L.M., Britto, S., Morris, R.G., 2015. Assessing the impact of changes in gender
equality on female homicide victimization: 1980-2000. Crime Delinq 61, 428–453.
Vieraitis, L.M., Kovandzic, T.V., Britto, S., 2008. Women’s status and risk of homicide
victimization: an analysis with data disaggregated by victim-offender relationship.
Homicide Stud. 12, 163–176.
Wells, G.M., 2010. The effect of religiosity and campus alcohol culture on collegiate
alcohol consumption. J. Am. Coll. Health 58, 295–304.
Whaley, R.B., 2001. The paradoxical relationship between gender inequality and rape:
toward a refined theory. Gend. Soc. 15, 531–555.
Whaley, R.B., Messner, S.F., 2002. Gender equality and gendered homicides. Homicide
Stud. 6, 188–210.
Whaley, R.B., Messner, S.F., Veysey, B.M., 2013. The relationship between gender
equality and rates of inter- and intra-sexual lethal violence: an exploration of
functional form. Justice Q. JQ 30, 732–754. https://doi.org/10.1080/
07418825.2011.624114.
White, A., Hingson, R., 2013. The burden of alcohol use: excessive alcohol consumption
and related consequences among college students. Alcohol Res. Curr. Rev.
Yllo, K., 1983. Sexual equality and violence against wives in American states. J. Comp.
Fam. Stud. 14, 67–86.
Yllo, K.A., Straus, M.A., 1984. Patriarchy and violence against wives: the impact of
structural and normative factors. In: Physical Violence in American Families.
Routledge, pp. 383–400.

Price, M.A., McKetta, S., Weisz, J.R., Ford, J.V., Lattanner, M.R., Skov, H., Wolock, E.,
Hatzenbuehler, M.L., 2021. Cultural sexism moderates efficacy of psychotherapy:
results from a spatial meta-analysis. Clin. Psychol. Sci. Pract. 28 (3), 299.
Prins, S.J.S.J., McKetta, S., Platt, J., Muntaner, C., Keyes, K.M.K.M., Bates, L.M.L.M.,
2019. Mental illness, drinking, and the social division and structure of labor in the
United States: 2003-2015. Am. J. Ind. Med. 62, 131–144. https://doi.org/10.1002/
ajim.22935.
Quealy, K., Sanger-Katz, M., 2017. So What’s “Healthy”? Sushi? Frozen Yogurt? New
York Times, 1923-Current file) 1.
Rahav, G., Wilsnack, R.W., Bloomfield, K.I.M., Gmel, G., Kuntsche, S., 2006. The
influence of societal level factors on men’s and women’s alcohol consumption and
alcohol problems. Alcohol Alcohol 41, i47–i55. https://doi.org/10.1093/alcalc/
agl075.
Rao, J.N.K., Scott, A.J., 1987. On simple adjustments to chi-square tests with sample
survey data. Ann. Stat. 385–397.
Roberts, S.C.M., 2012. Macro-level gender equality and alcohol consumption: a multilevel analysis across. U.S. States. Soc. Sci. Med. 75, 60–68. https://doi.org/10.1016/
j.socscimed.2012.02.017.
Roberts, S.C.M., 2011. What can alcohol researchers learn from research about the
relationship between macro-level gender equality and violence against women?
Alcohol Alcohol 46, 95–104. https://doi.org/10.1093/alcalc/agq093.
Roerecke, M., Rehm, J., 2014. Chronic heavy drinking and ischaemic heart disease: a
systematic review and meta-analysis. Open Heart 1, e000135. https://doi.org/
10.1136/openhrt-2014-000135.
Rumgay, H., Murphy, N., Ferrari, P., Soerjomataram, I., 2021. Alcohol and cancer:
epidemiology and biological mechanisms. Nutrients 13, 3173.
Schaeffner, E., Ritz, E., 2012. Alcohol and kidney damage: a Janus-faced relationship.
Kidney Int. 81, 816–818.
Schmidt, L.A., 2014. The equal right to drink. Drug Alcohol Rev. 33, 581–587.
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