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Summary 

This thesis is a study on group differences in alcohol-related sickness absence. It consists of 

four papers: The first is an extensive review article of international research on the alcohol  

sickness absence association. The second and third articles present studies of group 

differences in alcohol-related sickness absence in Norway. The fourth article is a study of 

group differences in attitudes towards alcohol-related sickness absence and presenteeism in 

Norway.  

Paper 1 is a review of the alcohol  absence association, to my knowledge the first review of 

studies on this topic. Following a literature search of peer reviewed journals, our inclusion 

criteria were met by 27 articles testing 48 associations. The study found that empirical 

evidence for an association between alcohol use and both long- and short-term absence was 

strong. All associations with a high quality score were statistically significant. The association 

did not vary systematically across measures of alcohol use. The association was found to 

apply to both genders and in all socio-economic strata, but in some instances more strongly in 

lower socio-economic strata.  

Paper 2 is a study of a sample of employees from the Young in Norway study. Self-reported 

measures on alcohol-related sickness absence and various drinking measures were applied to 

study differences according to gender and drinker types. Men reported alcohol-related 

absence almost twice as often as women did. Since none of the drinking-absence associations 

for the three alcohol measures were significantly stronger for men, it was concluded that the 

gender difference in alcohol-related absence was likely due to a gender difference in drinking 

patterns. The heaviest drinkers reported a disproportionally large share of alcohol-related 

sickness absence, but the vast majority of such absence was still found among the moderate 

drinkers. The results indicated that the prevention paradox applies to alcohol-related sickness 

absence among young employees of both genders.  

For paper 3 the sample used in paper 2 was merged with registry data on income, education 

and occupation, and differences in alcohol-related sickness absence according to socio-

economics and family roles was examined. Being male, single, not having children and 

having a low income were associated with alcohol-related sickness absence, but the 

association was not significant for education and social status. Introducing drinking frequency 

and drinking to intoxication in the regression model attenuated some associations with 
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alcohol-related sickness absence, indicating that group differences are only partly a result of 

differences in drinking patterns.  

Paper 4 examine attitudes towards alcohol-related absence and reduced efficiency at work 

(presenteeism) due to alcohol. Results show that employees are more restrictive towards 

absence than towards presenteeism. Both behaviours were condemned more strongly with 

frequent occurrence. Employees with a high intoxication frequency and/or own experience 

with these behaviours were more tolerant. Women were less tolerant of alcohol-related 

absence than men, and employees with a higher educational level were less tolerant of 

alcohol-related presenteeism than those with a low educational level. 
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1. Introduction 

The topic of this thesis is alcohol-related sickness absence. Both sickness absence and alcohol 

consumption have been researched extensively, but the combination; sickness absence that is 

alcohol-related, has received less attention. This is an interesting object for sociological 

research because of its human and economic costs, and since alcohol consumption is part of 

important social rituals  a source of both pleasure and pain. 

This introductory chapter consists of five sections: In the first section, I introduce the topic of 

alcohol-related sickness absence, place it in the sociological tradition and explain its relevance 

to society. In section 2 the main concepts used in the four articles are presented in separate 

chapters: alcohol use and alcohol-related harm, sickness absence, presenteeism, alcohol-

related sickness absence and presenteeism, group differences in alcohol-related sickness 

absence  according to gender, across socio-economic groups and across social roles, and 

across groups of alcohol users. Finally, the theoretical model of social action is introduced. 

The third section presents the data and methods used in the four articles and the fourth chapter 

summarises the four articles and presents the empirical findings. In the fifth section, the 

findings are discussed in light of previous research and the theoretical model. This 

introductory chapter does not contain a comprehensive review of previous research, as the 

thesis contains an extensive review article (Schou & Moan, 2015). However, a summary of 

the main findings in the review article will be presented in the chapter addressing alcohol-

related sickness absence and presenteeism. 

 

The study of alcohol-related harm is an important part of the sociological tradition. In 

Norway, Eilert Sundt collected data on the extent and nature of alcohol misuse and its social 

consequences, as early as 1859. Reports from various parts of the country often debated 

whether drunkenness was more widespread among the working classes, and especially casual 

labourers who depended on thoughtless and most simple 

 were found to be prone to drunkenness. Even then, it was a concern that 

drunkenness affected 

families (Sundt, 1859: page 102).  

Although 

time to the more liberal, the impact of alcohol on society, as well as work places, is still an 

ongoing concern. Sociologists have researched and debated such topics as the relationship 



9 
 

between total consumption and risk of alcohol problems in the population, the effects of 

various types of alcohol policies and the distribution of alcohol consumption and alcohol-

related harm in the population (see e.g.: Skog, 1985, Elster et al., 2006; Pedersen et al., 

2015;).  

This thesis is indebted to this sociological tradition, and contribute to it by providing new 

knowledge about one type of alcohol-related harm: Alcohol-related sickness absence. Article 

1 is an extensive review of research articles published in international peer-reviewed journals 

from 1980-2014 addressing the alcohol use  sickness absence association. It provides an 

overview and identifies areas where further research is needed. Article 2 examines the 

prevalence of alcohol-related sickness absence in a population of young Norwegian 

employees, and its correlation with drinking patterns. Gender differences is the main focus, 

-related 

sickness absence. Article 3 examines whether the prevalence of alcohol-related sickness 

absence varies according to social position and family situation in a population of young, 

Norwegian employees. Article 4 is about attitudes towards alcohol-related sickness absence 

and alcohol-related presenteeism in a population of Norwegian employees of all ages. This 

article -related 

absence or presenteeism in the past, as well as their drinking behaviour.  

This thesis provides new knowledge about how alcohol-related sickness absence is distributed 

among Norwegian employees, according to gender, socio-economic status, family situation, 

drinking pattern and how attitudes towards alcohol-related sickness absence varies in 

subgroups of the population. The closely linked phenomenon of reduced efficiency on the job 

(presenteeism) due to alcohol is included in article 4. More knowledge is needed about 

alcohol-related sickness absence because of its considerable costs, both human and economic. 

In order to successfully target prevention efforts, it is useful to know how the prevalence 

varies in sub groups of the population.  

Estimates of the costs of alcohol-related absence are consistently found to be high when 

calculated at the national level (e.g. Pidd et al. 2006, Laslett et al., 2010). In Norway, the cost   

of alcohol-related sickness absence was estimated at 1.7 billion NOK, for 2001 (Gjelsvik 

2004). The global cost of alcohol-related absence from work has been estimated at 30-65 

billion dollars per year (Baumberg, 2006). Lost productivity due to workplace absenteeism 

and presenteeism are often one of the larger items in such calculations (Gjelsvik, 2004; Laslett 
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et al., 2010). However, the methods and validity of cost-of-alcohol studies are debated and 

criticized in the research community. Thus, more knowledge about the costs related to 

alcohol-related sickness absence from work is highly in demand (Mäkelä, 2012). 

In Norway, both alcohol policies and rates of sickness absence are subject to political debate 

at irregular intervals. Concerns about harm to the individual drinker have often provided 

arguments for a public health perspective that legitimates state actions to curb consumption 

and prevent harm. However, it may be argued that the individual is responsible for the 

consequences of his/her drinking, and that the state has no right to restrict individual freedom. 

However, on other people, and under these 

conditions, state action is compatible even with a libertarian perspective (Skog, 1999).  

Alcohol-related sickness absence and reduced efficiency at work (presenteeism) are two types 

of such third party harm from drinking. Third party harm can be inflicted on people close to 

the individual drinker, like family, friends and co-workers  or random victims e.g. of an 

accident caused by a drunk driver. The harm may also be inflicted on the community as a 

whole, in the form of higher costs to health and social services and to businesses and other 

work places having to compensate reduced efficiency and sickness absence caused by alcohol. 

In recent years, both policy makers and researchers have shown a renewed interest in 

, rather than just harm to the individual drinker. In a 2012 policy 

paper from the Norwegian government on alcohol and drug policy,  is 

 and is an important part of the justification for alcohol regulations 

(Stortingsmelding 30, 2012-2013). This thesis is part of larger project on 

others, which was conducted by the Norwegian Institute for Alcohol and Drug Research 

(SIRUS).   

Research on alcohol-related sickness absence is likely to be of interest to policy makers and 

politicians, whether they argue the need for more or less strict alcohol regulations or whether 

they wish to preserve or change the system of sick leave compensation. The amount of 

alcohol-related sickness absence that is considered legitimate or reasonable to expect will of 

course depend very much on the ethical and political beliefs held by the individual person. 

Some may argue that the survey admitting -related 

sickness absence is proof that the system of self-certification is abused. On the other hand, as 

long as alcohol is easily available to all adults, it is unrealistic not to expect any alcohol-

related absence at all. The phenomenon of alcohol-related sickness absence may just as well 
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be used to argue the case for stricter alcohol regulations, as it can be used to argue the case for 

changes in the full compensation sick leave system. In any case, debates and ultimately policy 

decisions are better based on research than on myths and anecdotes.  

 

2. Main concepts and theoretical model 

2.1 Alcohol and alcohol-related harm  

Alcohol is legal and enjoyed by the majority of the adult population in most developed 

countries. Nevertheless, it causes substantial harm for society and for many individuals. High 

alcohol consumption over time can lead to a number of illnesses, e.g. liver and heart diseases, 

cancer, depression and psychosis (Rehm et al., 2003, Salonsalmi et al., 2009). The short term 

effects of high alcohol consumption include increased risk of accidents, increased aggression 

and risk of violence, disturbance of public - both as 

a care giver in the family and duties in relation to work (Skog, 2006, Babor et al., 2010).  

Drinking is regulated as part of social relations and cultural practice, often in ways that reduce 

the harmful effects. In the wine drinking countries of southern Europe, alcohol is enjoyed 

almost daily, but in limited amounts. Drunkenness is less common. In the countries where 

binge drinking is accepted, like in Norway, most drinking have traditionally taken place at 

weekends and special occasions, to avoid interfering with work (Mäkelä et.al., 2006). Actual 

practices are changing however, and cultural ideals and realities are diverging.  

In Norway, the total consumption of alcohol is still among the lowest in Europe, although it 

increased steadily from about 1990 until 2008. Since then it has been quite stable, at about 6.8 

liters of pure alcohol per adult person per year, although a larger share is now from tax-free 

sales or bought abroad (Bergsvik, 2015). Traditionally, the Norwegian drinking pattern was 

one of drinking to intoxication on special occasions, but in the last decades, it has also 

become more common to drink more frequently and in smaller amounts (Horverak & Bye, 

2007). Recent data confirm this: In 2013, 6 % of men and 3 % of women said they had drunk 

to intoxication at least monthly in the last year, while 43 % of men and 35 % of women had 

 However, drinking frequency in general was at least 

weekly for 40 % of men and 30 % of women (Skretting et al., 2014). This suggests that 

drinking to intoxication on special occasions is still part of the Norwegian drinking pattern, 

while many people simultaneously drink in smaller amounts more regularly. Norwegians have 
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not become daily drinkers, however, only 4 % of men and 3 % of women said they had drunk 

alcohol four days a week or more often (Skretting et al., 2014).   

 

2.2 The concepts of sickness absence and presenteeism - and their relation to alcohol  

2.2.1 Sickness absence 

Sickness absence is by definition absence from work attributed to sickness, either by the 

employee him/herself or certified by a doctor. In Norway, employees have the right to self-

certify sickness absence spells of up to three days, up to four times a year. About half of the 

work force are part of an extended agreement between the Norwegian government, major 

 the right to self-certify 

sickness spells of up to eight days, for up to 24 days in total per year. Longer sickness absence 

spells require certification from a doctor. Employees receive full economic compensation for 

all sick days, for sickness periods lasting up to a year (up to a limit of NOK 540 408 in 2015). 

In the last three months of 2015, in average 6.3 % of the work force had sickness absence 

certified by a doctor. Figures for self-certified absence were not available, but is typically 

about 20 % of the absence certified by doctors. Sickness absence rates in Norway have been 

quite stable in recent years, adjusted for flu and seasonal variations (Statistics Norway, 2016). 

The relationship between sickness and sickness absence is not straight forward, however. 

Employees may continue working even if feeling sick or being diagnosed with an illness, or 

they may think they are unfit to work for reasons others would not agree are legitimate 

reasons. The system of self-certification is based on trust, and in principle, it is possible for 

employees to call in sick even if perfectly healthy. Research on sickness absence often use the 

concepts of ability and motivation. 

health, but also by physical and mental demands of their particular type of work. In some 

cases, work attendance is clearly impossible, but in other cases, there is a grey area, in which 

absence may be determined by motivation to work (Garcia-Serrano & Malo, 2009). Highly 

motivated employees more often overcome obstacles and discomfort. Other factors such as 

job satisfaction, loyalty towards employer and colleagues, and a personal sense of duty 

influence the degree of motivation.  

Sickness absence is thus not only a function of health per se, but a complex phenomenon 

involving cultural, social and institutional structures as well as the objective and perceived 

health of an individual.  
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2.2.2 Presenteeism 

Presenteeism is defined as being present in the work place, but having reduced efficiency on 

the job due to illness. In countries where employees do not enjoy full wage compensation, 

they may be economically forced to attend work even if sick. Even in Norway, with full wage 

compensation, 

presenteeism. However, presenteeism has been researched very little in Norway.  

2.2.3 Alcohol-related sickness absence and presenteeism  

Alcohol can cause sickness absence in two different ways: First, due to the immediate effects 

of alcohol intoxication, which impairs the ability to work, both during the state of intoxication 

and due to hangover symptoms the next day. The latter has been shown in an American study 

(McFarlin & Fals-Stewart, 2002) where a sample of male workers had a doubled chance of 

sickness absence on days after drinking the night before. These immediate effects caused by 

episodes of heavy drinking, normally causes short-term sickness absences, in most cases one 

day.  

Second, chronic heavy drinking is associated with an increased risk of a large number of 

somatic and psychiatric illnesses that may be ground for sickness absence, e.g. liver diseases, 

cancer and heart diseases. These illnesses normally cause long-term sickness absence. A high 

alcohol consumption over time can lead to many different adverse health effects (Salonsalmi 

et al., 2009; Upmark, Möller, & Romelsjö, 1999).  

Alcohol can also cause presenteeism, usually because employees attend work with hangover 

symptoms from drinking the night before. Employees may also attend work while still being 

intoxicated or drink on the job. The diseases caused by long-term heavy drinking, as 

mentioned above, may also lead to presenteeism, as employees are not necessarily absent at 

all stages of these diseases.  

Providing precise measures of alcohol-related sickness absence is difficult, for several 

reasons. Alcohol-related sickness absence is by most considered illegitimate and may be 

registered under other diagnoses. Self-certified short-term absence are rarely registered listing 

the cause of the absence, and employees would be reluctant to admit that alcohol was the 

cause, even if it was registered. Most of the analyses in this dissertation concerns sickness 

absence attributed to alcohol by the employees themselves, in anonymous surveys. Most of 

this absence is likely to be short-term alcohol-related sickness absence. For long-term 

sickness absence, some diagnoses are alcohol-related, but in most cases, alcohol is one of 



14 
 

many risk factors, and it is hard to determine which sickness absence spells can be attributed 

directly to alcohol. It is also possible that some absences attributed to alcohol by the 

respondents may have more complex causes, for example if the need to drink is linked to 

depression.  

Previous research on the alcohol use  sickness absence association in Norway have 

addressed three types of research questions: The first question is whether an increase in the 

total consumption of alcohol in the population lead to an increase in the level of sickness 

absence. Data on registered sickness absence and alcohol sales in Norway between 1957-2001 

has been used to show that a 1-litre increase in alcohol consumption was associated with a 13 

% increase in sickness absence for men (Norström & Moan, 2009). Similar findings have 

been reported based on data from Sweden (Norström, 2006). 

The second question is: how much of total sickness absence and short-term sickness absence 

that can be attributed to alcohol use? Grimsmo & Rossow (1997) estimated that 1.5  2.0 % of 

total sickness absence in Norway was alcohol-related, and that 14  19 % of the self-certified 

short-term absence and 44  59 % of one-day sickness absences was alcohol-related. In a 

study of 25  28 year old employees, it was estimated that 34 % of one-day absence were 

alcohol-related (Hammer, 1999).  

Finally, the third category of studies have addressed the prevalence of alcohol-related sickness 

absence and presenteeism due to alcohol use among Norwegian employees (Gjerde et al., 

2010; Edvardsen et al., 2014; Edvardsen et al, 2015). A secondary aim of these studies have 

been to examine whether the prevalence vary in different subgroups of the population. 

However, due to limitations of sample size and skewed gender distributions, it has not been 

possible to examine differences in subgroups in most studies (but see Edvardsen et al., 2015, 

for an exception). The most recent Norwegian study within this category was conducted 

among employees of all ages, in eight different lines of business. The results showed that 5.3 

% reported such absence, and 24.6 % of the employees reported having alcohol-related 

presenteeism the past year (Edvardsen et al, 2015).    

This thesis belongs to the third category of studies. Article 1 of this thesis is a comprehensive 

literature review of international articles presenting studies in the third category, and 

represents the first review published on the alcohol use  sickness absence association (Schou 

& Moan, 2015). The aims of the review were to determine (1) whether there is empirical 

evidence for an association between alcohol use and sickness absence, (2) whether type of 
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measures of alcohol use and sickness absence influence the association, and (3) whether the 

association is moderated by gender and socioeconomic status. This review showed that the 

association has a fairly strong basis in research. The basis for an association to short-term 

absence seems somewhat stronger than for long-term absence, but there is empirical support 

for both. The study found no systematic differences in the alcohol use sickness absence 

association across different measures of alcohol use. The studies examined in the review 

study also indicated that the association applied to both genders and in all socioeconomic 

strata, but in some cases stronger in lower socioeconomic strata. However, the review 

concluded that since most of the studies addressing the potentially moderating role of gender 

and socioeconomic status did not test the group differences properly, further research is 

s regarding these issues. Article 2 and article 3 of this thesis, 

which examine the moderating role of gender and socioeconomic status respectively (Schou, 

Storvoll & Moan, 2014; Schou & Birkelund, 2015), thus contribute to filling the knowledge 

gaps identified in article 1. 

 

Related to variations in alcohol-related sickness absence across subgroups of the population is 

a fourth category of questions  groups of alcohol users account for the largest 

fraction of alcohol-  The distribution of harm among drinkers is 

relevant for discussion around the prevention paradox. Two previous studies have addressed 

this issue and found that moderate drinkers account for the majority of alcohol-related 

sickness absence (Jones et al., 1995; Mangione et al., 1995). In article 2 of this thesis, we 

examine whether the prevention paradox applies to alcohol-related sickness absence among 

young employees and among women and men (See 2.4 for details). 

 

s alcohol-related sickness absence and presenteeism have 

not been researched previously.  

 

2.2.4 Attitudes towards alcohol-related sickness absence and presenteeism 

More knowledge is needed to understand the mechanisms behind norm deviating behaviour 

such as alcohol-related sickness absence and presenteeism. This is important in order to 

design and target preventive efforts efficiently. In behavioural research, attitudes towards the 

behaviour are regarded to be among the most important indicators of how people will act 

(e.g., Ajzen, 1991). Attitudes are defined as "a psychological tendency that is expressed by 
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evaluating a particular entity with some degree of favor or disfavor" (Eagly & Chaiken, 1993, 

page 1).  

Previous studies have shown that norms in the work place can influence drinking behaviour, 

including to what extent employees show up with a hangover (Ames et al., 2000). However, 

to my knowledge, no previous studies have examined attitudes towards alcohol-related 

sickness absence and presenteeism. Article 4 (Schou, Moan & Storvoll, 2016), is thus the first 

study to examine this issue among Norwegian employees. After the article was submitted to 

the journal, one report addressing attitudes towards alcohol-related sickness absence and 

presenteeism among employees in Norway has been written (Moan & Halkjelsvik, 2016). 

Attitudes can also be expected to vary between groups in the population. According to 

behavioural theories (Ajzen, 1991), attitudes towards a behaviour are assumed to be a result 

of (among other factors) socio-demographic characteristics such as age, gender and 

educational level, as well as past experience with the behaviour. Article 4 therefore examined 

these group differences in attitudes towards alcohol-related sickness absence and 

presenteeism. 

2.3 Group differences  

2.3.1 Gender differences in alcohol-related sickness absence 

In this thesis, gender is seen as a social category, a group people are sorted into mainly based 

on biological characteristics such as genitalia. Gender is the basis of different social gender 

roles. Traditionally, men and women have had unequal rights, and women have been 

subordinate to men in the gender hierarchy. In the famous words of the feminist writer 

Simone De Beauvoir, women are 

 Beauvoir, 2000). This emphasises the culturally and socially constructed 

aspects of gender roles. Although political struggles and social changes have led to great 

progress for women, especially in Norway, there are still average differences between men 

and women in areas such as work and family roles. The extent to which these differences also 

have a biological basis is an ongoing debate, but this debate is not within the scope of this 

thesis.  

However, I will describe how previous research have found gender differences in cultural 

expectations and social roles in areas relevant to this thesis: alcohol-related sickness absence 

and alcohol consumption. I will then describe briefly the known biological differences in how 

male and female bodies physically react to alcohol, and the relevance of that in this context.  
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In the data used in this thesis, gender is a simple binary variable, and contain no information 

on the extent to which individuals display traits of masculinity or femininity, or how they 

perform gender roles. Thus, the variable used does not strictly match the definition of gender 

above. This is a common problem in quantitative sociology. Since the theoretical basis for this 

part of the thesis mainly emphasises social and cultural differences between men and women, 

 rather than the biologically  

Women have higher rates of sickness absence than men; this pattern is found across many 

studies and countries (Mastekaasa and Olsen, 1998, Laaksonen et al., 2010). However, for 

alcohol-related sickness absence, the pattern have consistently been the opposite. In a general 

population study from Australia, 4.5 % of men and 2.5 % of women employees reported 

alcohol-related absence in the past three months (Roche et al., 2008). The same pattern was 

also found in two earlier Norwegian surveys, as described in article 2, and was confirmed 

again by a recent Norwegian study, in which 7.2 % of men and 3.9 % of women reported 

alcohol-related absence in the past year (Edvardsen et al., 2015).    

Gender differences in alcohol-related presenteeism is less researched, but was found in a 

recent Norwegian study to be more prevalent among men, 27.8 % in the past year, than 

women 22.4 % (Edvardsen et al., 2015). 

, is a consistent finding in all 

societies surveyed, this is a universal, international pattern. However, the size of the 

difference and the way men and women drink varies greatly across countries (Wilsnack & 

Wilsnack, 1997, Holmila & Raitasalo, 2005, Mäkelä et al., 2006). Alcohol consumption and 

drinking practices are shaped by gender roles and cultural expectations linked to gender, it is 

important in the social construction of masculinity and femininity. It is generally considered 

masculine to be able to consume large amounts of alcohol, especially spirits. Femininity is 

linked to abstaining or drinking (relatively) moderately; drunkenness in women is usually 

condemned more strongly than in men. This is shown in several countries, including Finland 

and Sweden (Wilsnack & Wilsnack, 1997, Holmila & Raitasalo, 2005, Hensing & Spak, 

2009). Norway is similar to Finland and Sweden in many ways, with a relatively high degree 

of gender equality, so these findings are likely to apply to Norway too.   

In a mixed methods study of young UK students, female students reported that they drank less 

or changed the type of beverage they consumed in order to appear more feminine. Bare spirits 

and beer (especially in pints) were considered masculine, while wine and sweet cocktails were 
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considered feminine. Both female and male students were more condemning of excessive 

drinking in women than in men. These attitudes were somehow moderated by whether the 

students were gender conservative or equalitarian, but also the most equalitarian students 

thought it looked worse for a woman than a man to be very drunk. Disapproval of female 

drunkenness seemed to be linked to more general cultural expectations of femininity; women 

are not supposed to be loud, uncontrolled and impolite. The disapproval of drunken women 

also seems to be linked to the cultural expectation that women are to be in control of 

themselves and have moral responsibility in terms of sexuality. Drunk women are associated 

with promiscuity (de Visser & McDonell, 2011). 

There are also average physical differences in how male and female bodies react to alcohol.   

Women show more cognitive and motor impairment at low doses of alcohol than men do, 

related to physical factors such as differences in average body size and the distribution of 

muscular tissue and fat in the body (Nolen-Hoeksema, 2004).  

In addition, we examined gender differences in attitudes towards alcohol-related sickness 

absence and presenteeism (Article 4). 

2.3.2 Differences in alcohol-related sickness absence across socio-economic groups 

Alcohol consumption is part of cultural practices in most developed countries, although 

beverage types and drinking patterns seem to vary with socio-economic status. Very 

expensive alcohol can be consumed to show economic strength and symbolic social 

superiority, as well as high cultural competence. It can, in the words of Torstein Veblen, be 

conspicuous consumption  (Veblen, 1899). For example, the Chinawhite nightclub 

, high quality cognac and gold 

leaf champagne, at a price of more than 3000 US dollars. The Skyview Bar in a Dubai hotel 

sell t st expensive cocktail, at more than 7000 US dollars (Huffington post, 

2012). Consuming old and exclusive wines is a well-known way to show cultural distinction, 

and Bourdieu argued that the complex hierarchy of wines corresponded to the social hierarchy 

in France (Bourdieu, 1984).  

On the other hand, uncontrolled drinking and alcohol problems have a negative stigma. 

International studies on socio-economic differences in alcohol consumption show that low 

socio-economic status is associated with binge drinking and problem drinking, at least among 

men. However, consistent with the observations above, high income is associated with a 

higher total consumption of alcohol. For women, findings on socio-economic status 
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differences in drinking patterns are inconclusive. In some countries, the pattern is similar to 

that of men, but in other countries the association between low socio-economic status and 

binge and problem drinking is not significant, or is even reversed (Bloomfield et al., 2006, 

Grittner et al., 2012). A recent Norwegian study found that youth in the most affluent districts 

of the city of Oslo had the highest consumption of alcohol, but youth in the less affluent 

districts experienced more alcohol-related harm (Pedersen et al., 2015) 

For sickness absence in general, there is a social gradient; people of low socio-economic 

status have more sickness absence (Hansen & Ingebrigtsen, 2008). For alcohol-related 

sickness absence, findings are inconsistent. The association between alcohol and sickness 

absence in general has been found to be stronger among people with a low education, in a 

study on employees in Finland. The difference did not apply to female employees. (Johansson 

et. al., 2009). In an Australian study, Roche et.al (2008) found more self-reported alcohol-

related sickness absence among workers with a high school education or less, than among 

workers with postgraduate qualifications (4.2 % versus 1.9 % in the last three months). They 

did not, however, find significant differences between blue and white-collar workers and 

professionals. In an earlier Norwegian study, Grimsmo and Rossow (1997) found a higher 

prevalence of self-reported alcohol-related sickness absence among employees of low income. 

Spak et al. (1998) found the association between alcohol dependence or abuse (ADA) and 

sickness absence to be stronger in women of low socio-economic status. In most studies on 

alcohol and sickness absence, however, socio-economic status is not included, or merely 

treated, as confounding variables, not explored further (Salonsalmi, et al., 2009; Schou & 

Moan, 2015, Upmark, et al., 1999). 

Previous studies have used different socio-economic measures; traditional socio-economic 

variables such as education, income and, more rarely, the manual-/non-manual divide (i.e. the 

division between blue - and white collar occupations), to examine differences in alcohol-

related sickness absence. In article 3 of this dissertation (Schou & Birkelund, 2015), we also 

used these measures, but in addition, we included social status, a more subjective measure of 

social stratification. Social status may be defined by reference to a set of hierarchical relations 

that express subjectively perceived, and to some degree accepted, social superiority, equality 

and inferiority among individuals (Chan & Goldthorpe, 2005). We used a version of the social 

status scale developed by Chan & Goldthorpe (ibid), adapted for Norway by Chan et al. 

(2010). (For details, see article 3). We assumed that the status scale may be more in line with 
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how people actually percieve social differences and social life style differences, thus perhaps 

also social differences in drinking patterns and alcohol-related sickness absence.  

In addition, socio-economic differences in attitudes were examined in article 4.  

2.3.3 Differences in alcohol-related sickness absence across social roles 

To my knowledge, no previous studies have examined how parenting affects alcohol-related 

sickness absence. Whether or not partner status is associated with alcohol-related sickness 

absence have been examined in a few studies: A study on the association between alcohol 

intake and sickness absence showed that respondents who were married had less alcohol-

related sickness absence than those who were single (Johansson, et al., 2009). In an Australian 

study on self-reported alcohol-related sickness absence (Roche, et al., 2008), workers who 

were never married or divorced/separated reported higher rates of alcohol-related absence in 

the last three months (8.5 % and 4.3 % respectively) than workers who were married or in a 

de facto relationship (1.7 %).  

Alcohol-related sickness absence differ with family roles mostly because children and partner 

People tend to reduce their drinking after getting 

married because they have less need to socialise with other singles and do not frequent bars, 

night clubs and parties as often as before. There is also some evidence of a selection effect; 

people who drink less tend to marry earlier  

In research on health inequality and alcohol consumption, the main emphasis has often been 

on social stratification for men and family roles for women. However, one European 

comparative study found both to be an important influence on alcohol consumption for both 

genders, although there were differences between countries (Kuntche et al., 2006). 

Considering this finding and also the high rate of labour market participation among 

Norwegian women, I found it reasonable to expect both family situation and socio-economic 

status to influence alcohol-related sickness absence, for both men and women. I therefore 

included socio-economic and family roles in article 3 of this thesis (Schou & Birkelund, 

2015). This study contributes to filling an important gap in knowledge, since it examines the 

importance of parenting and partner status as well as several measures of socio-economic 

status for alcohol-related sickness absence. 
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2.3.4 Differences across groups of alcohol users   

In Article 1, the so-called prevention paradox is central. In epidemiology, this concept refers 

to the fact that disease prevention efforts targeted at the whole population may often be more 

effective than prevention targeted only at high-risk individuals. This applies to diseases 

distributed in such a way that the majority of cases are found outside of particular high risk 

groups. However, although the benefits are great for society as a whole, the benefits in terms 

of reduced risk for each individual is small, because the risk for many was small to begin 

with. This paradox is called the prevention paradox (Rose, 1985).  

This concept has also been used in relation to alcohol. The majority of alcohol-related harm in 

the population is usually attributable to the larger group of moderate drinkers, although the 

heaviest drinkers are individually most at risk. It may seem logical to target prevention 

strategies at the heaviest drinkers, but since this group is small, strategies that target all 

drinkers may often be more effective. This point made by Skog (1999) is challenging to 

popular ideas about alcohol and drinkers, since alcohol-related harm often is thought of in 

 

Previous research has found the distribution of alcohol-related sickness absence in the 

population to be in line with the prevention paradox. A study from New Zealand conducted 

among 14 - 65 year old employees, found that the 10 % drinking most heavily were 

responsible for 41 % of the sickness absence, i.e. the majority of the absence (59 %) was 

attributable to the more moderate drinkers (Jones et al., 1995). Similarly, an American study 

found that the majority of alcohol-related workplace problems, such as alcohol-related 

absence, were attributable to moderate drinkers (Mangione et al., 1995).  

The concept of a prevention paradox is based on the premise that prevention efforts have an 

effect. To what extent this is proven for different types of prevention, and what type of 

prevention is preferable, is debated (e.g. Werch et al., 2000, Marlatt & Witkiewitz, 2002). If 

and how alcohol-related sickness absence best can be prevented is a topic for future research, 

outside the scope of this thesis. However, this thesis is the first to examine whether alcohol-

related sickness absence in Norway is distributed in a way that makes the prevention paradox 

applicable, among young employees and among both genders.  

2.5 Explaining social behaviour 

Explanations of social phenomena have to somehow include the human actors whose 

individual behaviour generate phenomena on a macro level. According to Skog (2006), both 
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causal and intentional explanations are needed in the social sciences, unlike in the natural 

sciences, where no human actors are involved. The basis of intentional explanations are 

human actors trying to achieve some sort of outcome in the future. Their physical and social 

environment determines their possibilities and options, or rather, how they perceive their 

environment. These actors are not necessarily rational or acting only out of self-interest. Some 

actions are the result of habits or learnt social norms and values, which does not require 

conscious considerations. The study of irrational actions is particularly important to 

understand deviant behaviour, such as problematic alcohol use (Skog, 2006).  

Hedström and Swedberg (1998) argue that the advancement of social theory requires an 

analytical approach. Social science often provide mere descriptions and labels of social 

phenomena, rather than explanations. In their view, social science should focus on providing 

mechanism-based explanations, which identifies the social mechanisms linking individual 

actions with social phenomena. They quote  idea of middle range theories; since 

attempts to formulate grand theories or laws have proved useless in the social sciences, and 

individualistic explanations are insufficient, sociologists should focus on the middle ground, 

providing explanations of mechanisms. Social science 

explanations, where a set of variables leading to an outcome is described, but not explained: 

a black box explanation is that the link between input and output, or 

between explanans and explanandum, is assumed to be devoid of structure, or at least, 

whatever structure there may be is considered to be of no inherent interest.

Swedberg, 1998, page 9). 

For example, if the finding that gender influences alcohol-related sickness absence had been 

described only, and not explained any further, it could have 

The mechanism of this relationship have to be sought by first providing meaningful 

explanations as to why some people have alcohol-related sickness absence, and then to seek 

the systematic differences according to gender which produces the relationship between these 

two variables on a macro level. 

 

2.5.1 An analytical approach  Desires, Beliefs and Opportunities 

There are many available theories that can provide explanations of human behaviour such as 

alcohol-related sickness absence. Desires, Beliefs and Opportunities-theory (DBO-theory) 

offers one such approach to explain the social mechanisms linking individual actions and 
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social phenomena. This theory  has become quite widely used in sociology, and was 

developed in part as a modified rational choice theory, answering the need to better analyse 

and understand how social behaviour form social mechanisms (Elster, 2007). It provides tools 

to understand how individual actions come about and how they are influenced by other actors 

and the social structure around them. In this model, actions are determined by the desires, 

beliefs and opportunities of the actor. It seeks to link mechanism-based theories of individual 

action to social outcomes (Hedström, 2006). 

In DBO-theory, actors are assumed to pursue their desires, defined as wishes for something to 

happen (or not happen). Desires are exogenously given, the theory is not concerned with 

whether the desires themselves are rational or not, but actors are assumed to pursue them in 

rational ways. Beliefs  views and opinions about the world. Opportunities are 

the possible actions an actor might choose from, given the possibilities and limitations in the 

world around him/her (ibid). Therefore, in terms of alcohol-related sickness absence, the 

mechanism could for example be the following: The desire to drink with friends that evening, 

and the belief that one would still manage to get up and get to work on time, could lead to 

alcohol-related absence if the belief was mistaken. In fact, this could be an example of a 

particular mechanism exemplified by Elster, wishful thinking (Elster, 2007), but in terms of 

DBO-theory seen as s desire influencing and changing his/her belief (Hedström, 

2006). Simply put, if the desire to drink is strong enough, it may lead the actor to falsely 

believe he/she will go to work early despite drinking until late.  

DBO-theory is also developed to explain how groups of actors influence each other  actions. 

This can happen through influencing either the desires, the beliefs or the opportunities of  

other actors. One such mechanism is rational-imitation, in which the actions of other actors 

influence the beliefs of an actor, and thus in turn their actions (Hedström, 2006). In line with 

the example above, about alcohol-

to get to work in the morning despite drinking, might be the result of observing colleagues 

staying on and drinking. 

The empirical analyses for this thesis was conducted with existing data, which did not include 

survey questions of desires, beliefs or opportunities of the respondents. It was therefore not 

the aim of this dissertation to perform any sort of testing of DBO-theory or its usefulness in 

empirically explaining research findings on alcohol-related sickness absence. However, in the 

discussion section, I will use DBO-theory to suggest possible mechanisms which could 
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explain the phenomenon of alcohol-related sickness absence and group variations in its 

prevalence. In doing so  explanations which merely describe  

and not explain  associations. I also suggest how this theory can be applied in future studies 

addressing alcohol-related sickness absence in chapter 5.3 Suggestions for future research. 

3. Data and methods 

The data used in this dissertation comes from three sources: The fourth wave of The Young in 

Norway Longitudinal Study (2005), the TNS Gallup web-survey (2013) and register data 

from Statistics Norway (2005). Articles 2 and 3 of this dissertation used data samples from 

the fourth wave of the Young in Norway Longitudinal Study (2005). In article 3, information 

from register data from Statistics Norway was added to the sample. Article 4 used a sample 

from the TNS Gallup web survey. Article 1 is a comprehensive literature review, in which the 

results of systematic literature searches and selected scientific articles published in 1980-2014 

was the study material. 

3.1 The Young in Norway Longitudinal Study

The Young in Norway Longitudinal Study is a nationally representative survey of the youth 

population in Norway, conducted in four waves. The first wave was conducted in 1992; a 

national sample of 12,287 lower and upper secondary school pupils from 67 schools were 

selected to participate. The pupils attended grades 7-12, and were 12-20 years of age. Every 

school in Norway was included in the register from which the schools were selected. Schools 

were stratified to ensure representativeness on the urban-rural dimension, and for upper 

secondary schools (grades 10-12) to ensure representativeness between schools with general 

studies courses, occupational courses and schools with both types of courses. Pupils with a 

lack of reading skills in Norwegian (e.g. youth with some types of disabilities and newly 

arrived refugees and immigrants) were excluded. (Strand & von Soest, 2007).  

The response rate was 97 %. The non-responders had either not consented to participate, their 

parents had not consented, they were untraceable or they were unable to participate due to 

prolonged sickness. Pupils who had obviously given incorrect or humorous answers, or very 

incomplete questionnaires, were excluded. The resulting net sample was n = 11,985, equally 

distributed according to sex and age, 12 - 20 years of age. (Strand & von Soest, 2007) 

Waves 2 and 3 were conducted in 1994 and 1999. All those who participated in one or both of 

these follow-ups and had consented to future follow-ups, were invited to participate in the 
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fourth wave of the study in 2005 (t4). Addresses for participants were updated through the 

Norwegian Central Population Register (Det sentrale folkeregisteret), because many 

participants had moved. The respondents could choose to fill out the questionnaire in a paper 

version (89%), be interviewed by phone (1%) or complete a web-based version (10%). In all, 

2,890 of 3,507 potential participants completed the questionnaire, setting the response rate at 

t4 to 82.4%. (ibid). Being male, frequently involved in deviant behaviours, having poor 

school performance and vocational training have been found to be associated with attrition 

from the study (Storvoll & Wickstrøm, 2003).  

The fourth wave of the study was the only time a question about alcohol-related sickness 

absence was included in the questionnaire. For this reason, only data from t4, in 2005, were 

used. For the purpose of the two studies in this dissertation, respondents missing information 

about gender (n = 24), respondents who were not employed or who were partly studying (n = 

1012) and respondents who were not drinking alcohol (n = 92), were excluded. Since this 

study focuses on sickness absence from work, and the outcome variable was measured using 

 or school 

added), all students had to be removed to ensure the absence measured was from work only. 

Abstainers cannot possibly have alcohol-related sickness absence, and were removed to avoid 

this source of bias. 

After these adjustments, the sample for article 2 consisted of 1762 employees, with slightly 

more women (n = 887) than men (n = 875).  The respondents were between 25 and 37 years 

of age, but the vast majority (97 %) was between 26 and 32. The mean age was 28.3. There 

were no gender differences in the distribution of age. 

For the sample in article 3, additional information about income, occupation and education 

from the register at Statistics Norway was added. In this process, some respondents were lost 

due to lack of consent to connect to other data sources, or technical issues (n = 287). The 

same exclusion procedure as for article 2, above, was followed. Numbers in the excluded 

categories were lower, due to respondents lost in the connection process. The sample after 

these adjustments consisted of 1611 respondents (n = 804 men and 807 women). The 

respondents were 25-37 years of age, (99.3 % were 26-35 years of age), and the mean age was 

28.6.  
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3.2 Register data 

The sample for article 3 was connected to register data from Statistics Norway. 

Administrative register data for the entire population, with unique person identification 

numbers, was used to add individual register information to each individual respondent in the 

Young in Norway survey (t4). Records of income after tax, occupation and education were 

obtained for the year 2005. This corresponds only roughly to the data collection period of the 

survey, which was from late summer 2005 until spring 2006. Register information is only 

available per calendar year, but this sort of information will in most cases be quite stable and 

any changes are unlikely to be systematic. Occupation and education are registered by 

detailed codes of up to seven digits, which were used to define broader categories suitable for 

analysis.   

3.3 The TNS Gallup web survey 

The web-survey was conducted among respondents in Norway in 2013. The study was 

commissioned by The Norwegian Institute for Alcohol and Drug Research (SIRUS) from 

TNS Gallup. A sample of 4 000 18-69 year olds was drawn from an online panel comprising 

more than 50 000 citizens. To avoid selection bias, the sample was stratified according to 

figures from Statistics Norway on gender, age (4 groups), geographic region (4 groups), and 

education (2 groups). Of the original sample, 2182 (55%) participated. The net sample was 

weighted to reflect the distribution of gender, age and education in the population. All 

reported findings were calculated in the weighted sample. We were primarily interested in the 

attitudes of employees, thus only respondents who were employed (full or part time) were 

included in the analyses (N = 1 407). Of this sample, 47.2 % were women and the average age 

was 43.69 years (SD = 12.05). A higher educational level was reported by 38.1% of the 

respondents. 

 

3.5 Statistical methods 

The three empirical studies in this dissertation are all based on different regression models, in 

combination with other types of calculations. In articles 2 and 3, the outcome variable is 

dichotomous and very skewed: having had alcohol-related sickness absence or not in the past 

year. Assumptions on which linear regression is based are thus violated, and logistic 

regression analyses were used for the main analyses. In article 4, the outcome variables are 
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indices for attitudes towards alcohol-related sickness absence and presenteeism, and linear 

regression analysis was used.  

In articles 2 and 3, the idea was to examine group differences in alcohol-related sickness 

absence, and whether these differences between men and women (article 1) or according to 

social status and social roles (article 3), could be attributed to differences in drinking patterns 

between groups. In article 2, this was done by including an interaction term in the regression 

model, to examine whether there was any gender difference in the drinking-absence 

association. In article 3, group differences were examined by using the «two step model». In 

this model, variables for alcohol consumption is introduced in the regression model as a 

second stage, to test if family, socio-economic status or other background variables are 

associated with alcohol-related harms directly  or if they only influence alcohol consumption 

which in turn influences the alcohol-related harm in question. This is an approach often used 

while researching alcohol-related harm (Selin, 2005).  

However, comparing different models in logistic regression may be problematic. Unobserved 

heterogeneity is not only a problem if the unobserved variables are correlated with the 

independent variables, as is the case in linear regression. The unobserved heterogeneity is 

likely to vary between models with different independent variables, making it problematic to 

compare log-odds ratios or odds ratios across models. Because of this problem, it is 

recommended to use the linear probability model instead, even if assumptions made with 

linear models are violated (Mood, 2010). 

In article 3, we tried the linear probability model with the same variables as in the logistic 

model, to see if results were substantially different. We found that the results were very 

similar, and that the choice of method did not influence the conclusions drawn from the study.  

In article 2, it was also tested whether the prevention paradox applied to alcohol-related 

sickness absence, and if it applied for both men and women. This was done by calculating the 

distribution of alcohol-related sickness absence episodes among heavy episodic drinkers and 

among others. The idea was to see whether a larger number of absence episodes could be 

attributed to the group of moderate drinkers than to the relatively small group of heavy 

drinkers. 
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In article 4, the outcome was attitudes towards alcohol-related sickness absence and alcohol-

related presenteeism. Linear regression was used to analyse how other factors were associated 

with degree of tolerance for these two types of alcohol-related harm.  

3.6 Review method 

The aim of article 1 was to identify and examine all studies on the alcohol use-sickness 

absence association published in peer-reviewed journals between 1980 and 2014, using 

individual-level data. We designed a search strategy covering several different databases 

across various academic disciplines: Psych info, Embase, Socindex, Web of Knowledge, 

Medline, Amed and Svemed+. Only studies that tested the association between some measure 

of alcohol use and some measure of sickness absence, using a well-known statistical 

procedure, such as regression analyses or cross-tabs with chi-squares, were included. We 

identified 27 articles including 28 studies, testing a total of 48 associations, that met our 

inclusion criteria. We decided not to perform a meta-analysis, since the diversity of methods 

was too large and the information provided in some of the papers was insufficient. Instead, we 

decided to assess the associations systematically on quality criteria.  

The inclusion criteria constituted the first part of the quality assessment. The second part was 

ranking the associations found in the studies according to four quality criteria; measures of (1) 

alcohol use and (2) sickness absence, and sample (3) type and (4) size. On each parameter, 

either 0 or 1 point was given, thus each association could get between 0 and 4 points. 

Associations with a sum score of 0 3 points were categorised as low medium-quality (level 

1) and associations with a sum score of 4 points were categorised as high quality (level 2). 

Measures were assessed as low quality if definitions were too wide or inaccurate, or so strict 

that they were likely to exclude too many cases. Associations using a selected sample not 

or a relatively small sample size 

of fewer than 500 participants, were categorised as low quality. Since sickness absence 

because of alcohol is a low prevalent phenomenon, samples need to be quite large in order to 

give credible results. 

The third step of the quality assessment was only relevant for studies addressing the possible 

moderating effect of gender and socioeconomic status. We examined whether the moderating 

effect was actually tested, that is using an interaction term, by comparing the beta-

ls for the respective 

genders and socioeconomic groups overlapped.  
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4. Empirical findings 

Article 1: The Alcohol use - sickness absence association and the moderating role of gender 

and socio-economic status: A literature review.  

Co-authored with Inger Synnøve Moan and published 2015 in Drug & Alcohol Review. 

The purpose of this extensive review was to examine the available empirical evidence for an 

association between alcohol use and sickness absence. A search strategy was designed to find 

studies on the alcohol use sickness absence association using individual-level data, published 

in peer-reviewed journals from 1980-2014. Only studies in English, using a form of 

established statistical method, were examined. Our inclusion criteria were met by 27 papers 

containing 28 separate studies, testing 48 associations. We found empirical evidence for an 

association between alcohol use and both long- and short-term absence. Associations were 

scored on quality criteria and given 0  4 points: The size and type of sample used, and 

measures of both sickness absence and alcohol consumption.  

The results showed that high-  of the 

cases. Among low medium quality associations, alcohol was less consistently related to long-

term than to short-  respectively). The 

studies examined used several different types of alcohol measures, but the association did not 

vary systematically across measures of alcohol use. We also found that the association applied 

to both genders and in all socioeconomic strata, but in a few studies it applied more strongly 

in lower socio-economic strata. The conclusion of the review study is that the alcohol use

sickness absence association is well founded in research. The association may be moderated 

by gender and socioeconomics, as shown in a few of the studies, but more research is needed 

to draw rm conclusions on this issue. 

Article 2: Alcohol-related sickness absence among young employees: Gender differences and 

the prevention paradox. 

Co-authored with Elisabet E. Storvoll and Inger Synnøve Moan, and published 2014 in 

European Journal of Public Health   

This article sought to examine whether there were gender differences in the prevalence of 

alcohol-related sickness absence and in the alcohol use - sickness absence association, and 

whether the prevention paradox applied for both genders among Norwegian young adults. A 
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sample of employed young adults, 49.7 % male (N = 1762), was obtained from a general 

population survey of Norwegians. Self-reported measures on alcohol-related sickness absence 

and various drinking measures were applied. A total of 8.1 % reported having had alcohol-

related sickness absence at least once in the past year. Men reported such absence from work 

almost twice as often as women did, 10.5 % and 5.7 % respectively. 

There was a statistically significant gender difference in the drinking-absence association only 

for one of the three alcohol measures, frequency of drinking 5 or more units of alcohol, 

showing a stronger relationship among women. For drinking to intoxication and general 

drinking frequency, there were no significant gender differences.  

Number of absence episodes was calculated, and the heaviest drinkers (about 6 % of the 

sample) reported a disproportionally large share of alcohol-related sickness absence (19 %). 

The vast majority of the alcohol-related absence was thus found among the moderate drinkers 

(81 %). This was also true for both genders, when absence episodes were calculated for men 

and women separately. Thus, this finding implies that the prevention paradox applied to 

alcohol-related sickness absence, among young employees and among women and men. 

Article 3: Alcohol-related sickness absence in young employees in Norway - The impact of 

social roles and socio-economic status. 

Co-authored with Gunn Elisabeth Birkelund and published 2015 in Nordic Studies on Alcohol 

and Drugs. 

The aim was to establish whether there were differences in alcohol-related sickness absence 

according to socio-economic status and family situation, among young employees in Norway. 

A sample of employed young adults was obtained from the fourth wave of the Young in 

Norway study (2005) and connected to registry data from Statistics Norway (N =1611). Data 

was analysed with cross tables and logistic regression analysis. Alcohol-related sickness 

absence was regressed on socio-economic and family variables in steps, and then drinking 

pattern (frequency of drinking and frequency of heavy drinking). Consistent with findings in 

article 2, being male was strongly associated with alcohol-related sickness absence. Income 

was also associated with such absence; the risk was 48.8 and 46.9 percent lower for those 

with medium and high income compared to low income. Controlled for family situation, the 

association changed to 43.1 and 37.1 percent lower risk for medium and high income.  
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Education and social status, however, were not significantly associated with alcohol-related 

sickness absence. Children and partner reduced the risk of alcohol-related sickness absence, 

by 50.1 and 62.5 percent respectively. In the male and female sub samples however, children 

did not have a significant effect, probably because the effect of having a partner was stronger 

for women, 68.5 versus 59.4 percent reduced risk. Introducing frequencies of drinking and 

drinking to intoxication in the regression model attenuated some associations with alcohol-

related sickness absence. In sum, this study showed that alcohol-related sickness absence was 

more common in people who were single and without children, and more common in men 

than women. With the exception of income, socio-economic factors did not seem to be 

important. The differences between groups appeared to be only partly a result of different 

drinking patterns. 

Article 4: Attitudes towards alcohol-related sickness absence and presenteeism: Differences 

across subgroups of the population? 

Co-authored with Inger Synnøve Moan and Elisabet E. Storvoll, submitted. 

This study focused on  attitudes towards alcohol-related sickness absence and 

presenteeism. Data was collected using a web-survey among 18-69 year old Norwegians (N = 

1407). The respondents evaluated six situations with alcohol-related sickness absence and two 

situations describing presenteeism due to alcohol. The response scales were: completely 

unproblematic (coded 4), quite unproblematic (3), quite problematic (2) and very problematic 

(1). Based on the responses, each respondent were given a mean score ranging from 1-4 on 

each index. The higher the score, the higher the tolerance for alcohol-related absence or 

presenteeism. -related sickness absence and 

presenteeism were mapped. 

Attitudes towards alcohol-related absence were more restrictive than attitudes towards 

presenteeism. In the sample as a whole, mean scores were 2.59 and 1.50 respectively. Both 

behaviours were condemned more strongly with frequent occurrence. Analyses showed that 

attitudes towards alcohol-related absence were more liberal among those who drank to 

intoxication frequently, more liberal among men than women, and among those who reported 

having such absence themselves. Attitudes towards presenteeism were also more liberal with 

increasing frequency of intoxication, more liberal among men and among those who reported 

experiencing reduced efficiency several times themselves. People with a lower educational 

level were also more tolerant towards presenteeism than those with a higher education. The 
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most important indicator of attitudes was past behaviour

drinking behaviour and their experience with alcohol-related absence and presenteeism. 

 

5.0 Discussion and conclusion 

Alcohol-related sickness absence in Norwegian employees, as shown in articles 2  3 of this 

thesis, is far from uncommon. In article 2, a study on young employees below 35 years of age, 

(Schou, Storvoll, & 

Moan, 2014). 

 The data was collected in 2005, and it is not clear whether this finding still applies to young 

employees in Norway. The amount of alcohol sold in Norway increased from 6.4 liters of 

pure alcohol per adult in 2005 till about 6.8 liters in 2008, but has since then fallen till below 

2005 level (Skretting et al., 2014). However, an increase in taxfreee sales and sales abroad 

means the total consumption of alcohol in Norway has been relatively stable since 2008 

(Bergsvik, 2015), i.e. on a higher level than in 2005. A higher consumption of alcohol in the 

population makes an increase in alcohol-related sickness absence likely. However, in a recent 

study of employees of all ages, in eight different lines of business, 5.3 % reported alcohol-

related absence (Edvardsen et al., 2015). The lower figure could be explained by the 

difference in age spans between the samples, since young employees under 35 probably binge 

drink more often than older employees. 

A  sickness absence is complex, and is likely to vary across subgroups. 

There are a number of influences on the health of individuals, and sickness absence is not 

always in a straightforward sense related to sickness. This dissertation contains, to my 

knowledge, the first review of individual-level studies addressing the alcohol use-sickness 

absence association. It provides new knowledge regarding the association per se, how 

different measures influenced the alcohol use - sickness absence association, and whether 

existing research provides empirical support for a moderating role of gender and socio-

economic status. The 27 articles that satisfied our inclusion criteria in the review article tested 

a total of 48 associations, 83.3 % being statistically significant. All associations of high 

quality were significant. The non-significant associations had shortcomings that partly 

explained the non-significant results. However, the vast majority of the studies in our review 

study used cross-sectional data, which does not allow for conclusions regarding a possible 

causal relationship between alcohol use and sickness absence. Nevertheless, the four 
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longitudinal studies included did provide some support for the contention that there is a causal 

relationship between alcohol use and sickness absence, both for short- and long-term absence. 

Article 4 represents the first study on e -related sickness 

absence and presenteeism. After the article was submitted to the journal, a report addressing 

this issue has been written (Moan & Halkjelsvik, 2016). Article 4 (Schou, Moan & Storvoll, 

2016) showed that attitudes towards alcohol-related presenteeism were more tolerant than 

towards absence, and that attitudes became more restrictive with increased frequency of 

absence and presenteeism. These findings are consistent with the findings of Moan and 

Halkjelsvik (2016). In article 4, gender differences in attitudes were examined revealing that 

women were more restrictive towards both absence and presenteeism than men were.  

I will attempt to suggest possible mechanisms explaining the alcohol  sickness absence 

association, using the framework of DBO- theory developed by Hedström (2006), discussed 

on page 22. Alcohol-related sickness absence is of two types  long term, because high 

consumption of alcohol can cause a number of serious illnesses, or short term, due to the 

immediate effects of alcohol intoxication. The two types of alcohol-related sickness absence 

can more meaningfully be discussed as two different kinds of outcomes. It seems 

unreasonable to consider long term alcohol-related sickness absence an outcome that was 

desired by an actor. People do not normally de

degree of rationality is assumed on part of the actors. For many frequent drinkers, however, 

the increased risk of future illness will be quite small. A rational and informed actor may well 

decide that the networking benefits of drinking with colleagues or simply the enjoyment of 

intoxication are worth any marginal long-term health risks.  

On the other hand, it is difficult to draw a clear line for when drinking is so frequent and 

problematic and the risks increased so much that the behaviour can be seen as irrational. In 

s view (1985), irrationality is an important factor in understanding problematic 

substance use. Long-term alcohol-related sickness absence could be interpreted as an 

unforeseen consequ  and in large amounts over 

long periods of time. The desire to drink often could be linked to an alcohol addiction, which 

developed gradually, and which the actor was only semi-consciously aware of. Drinking 

alcohol is also a learnt social practice. It may develop into a habit not consciously reflected 

over, even if amounts and frequency increases over time. One relevant form of irrationality is 

the tendency to postpone realising one has a problem, because it is more comfortable in the 
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short term. Irrationality could also be linked to beliefs. People could choose not to believe 

information about the risks of high alcohol consumption, dismissing it as exaggerated and 

motivated by religious or moralist agendas, for example. Actors could falsely believe that they 

are more in control of their drinking than they really are, or systematically underestimate the 

amounts they drink. This could be interpreted as a case of wishful thinking, a mechanism in 

which desire (to drink often) influences the belief about the harmfulness of alcohol. 

In the case of short-term alcohol-related sickness absence, it may also be linked to false 

beliefs, in a similar way as above: T

work day and the belief that one will manage to limit the amount of alcohol and still be able to 

work in the morning, may result in alcohol-related sickness absence if the belief was 

mistaken; one did not manage to limit the amount sufficiently to go to work in the morning. 

This could be a case of wishful thinking, if the desire (to drink) influence the belief. 

On the other hand, short-term alcohol-related sickness absence could be a chosen action if 

 to drink with friends is stronger than the desire to go to work, even if one 

believes this will cause sickness absence. Alternatively, s/he may believe that s/he will be able 

to have absence/presenteeism undetected, for example because her/his supervisor is very busy 

or on holiday. If this belief is correct, there is also an opportunity to have absence or reduced 

efficiency undetected.  

All of these possible mechanisms could be part of what explains the alcohol use  sickness 

absence association, in varying degrees. However, to draw any firm conclusions regarding 

these issues, future studies need to include measures of desires, beliefs and opportunities 

along with measures of alcohol use and alcohol-related sickness absence.  

The analyses of attitudes, performed in article 4, can be interpreted as a small step in the 

direction of explaining the mechanisms behind the phenomena of alcohol-related absence and 

presenteeism. Specific beliefs are often interpreted as part of what forms attitudes, e.g. if you 

believe that heavy alcohol consumption is harmful, your attitude towards colleagues who have 

alcohol-related absence or presenteeism is likely to be more restrictive. 
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5.1 Group differences in alcohol-related sickness absence and presenteeism 

Gender  

In article 2 of this thesis, men reported alcohol-related sickness absence from work almost 

twice as often as women, 10.5 % and 5.7 % respectively (Schou, Moan & Storvoll, 2014). A 

gender difference of this proportion, with men almost twice as often absent, was also found in 

the Australian study (Roche et al., 2008), an earlier Norwegian study (Grimsmo & Rossow, 

1997) and was confirmed again by a recent Norwegian study, in which 7.2 % of men and 3.9 

% of women reported alcohol-related absence in the past year (Edvardsen et al., 2015). The 

results in article 2 are thus in line with the pattern found in other studies.  

It was an aim not only to examine gender differences in the prevalence of alcohol-related 

sickness absence, but also to examine gender differences in the strength of the association 

between alcohol consumption and alcohol-related absence. A significant gender difference 

was found only for alcohol consumption measured in number of units, five or more. The 

association was stronger for women, probably reflecting that drinking five or more units 

would make the average woman more intoxicated than the average man, and thus more likely 

lead to absence the next day. For the measures of self-perceived drinking to intoxication and 

frequency of drinking, there were no gender differences, probably because women generally 

drink less than men do on each drinking occasion. Women seem to adjust for their higher 

alcohol sensitivity. Since none of the associations between alcohol measures and alcohol-

related absence were significantly stronger for men, article 2 concluded that these findings are 

sumption of alcohol, rather than men being more likely 

absent after drinking than women, i.e. a gender differences in drinking patterns. To my 

knowledge, this has not been researched in other studies.  

In light of DBO-theory (Hedström, 2006), actions are the result of a combination of desires, 

beliefs and opportunities, which makes the action seem reasonable for the individual actor. 

Differences between men and women in drinking behaviour and alcohol-related sickness 

absence may thus be explained by systematic variations in any of these three factors.  

First, there is likely a difference in beliefs between men and women about alcohol and 

appropriate drinking styles for themselves. The consumption of alcohol is linked to cultural 

perceptions of masculinity and femininity; it is often considered masculine to consume large 

amounts of alcohol, especially beverages such as whisky. Drunkenness is in some ways 

contrary to cultural perceptions of femininity; women are not supposed to be loud and unable  
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to control themselves. It is also linked to the cultural expectation that women have moral 

responsibility in terms of sexuality. Drunk women are associated with promiscuity (DeVisser 

& McDonnell, 2011). These gendered cultural perceptions are likely to shape individu

beliefs about the social acceptability of drunkenness for themselves and for their gender in 

general. Another gender difference in beliefs is related to perceptions of risk. Women may 

believe that consuming large amounts of alcohol decreases their ability to defend themselves 

from unwanted sexual attention or assaults, a less prominent concern for most men (Noelen-

Hoeksema, 2004). Recent studies has also shown that women experience more unwanted 

sexual attention by people who have been drinking than men (Moan & Halkjelsvik, 2016; 

Storvoll, Moan & Lund, 2016) 

 

Second, opportunities vary by gender. The difference in risk perception described above may 

be interpreted as a gender difference in beliefs, but if these beliefs are assumed true, it can be 

seen as a difference in actual opportunity to drink to intoxication. Opportunities also vary by 

gender in other ways. Women are advised by health authorities not to drink, and especially 

not in large amounts, while pregnant and breast-feeding. This advice has also been extended 

to women trying to conceive (FHI, 2014). Women are also more often the primary care giver 

for young children after infancy. Men more often have managerial positions, which means 

more responsibility, but usually also more trust and self-supervision, which may give 

opportunity for undetected absence.  

The desire to drink to intoxication vary between men and women as it is influenced by beliefs, 

but drinking to intoxication may also be more desirable to men as it gives greater benefits. For 

men, heavy drinking with male friends and colleagues may be a male bonding experience that 

gives social advantages. Although women can engage in similar behaviour, beverages will 

more often be be wine, and the amounts consumed likely to be smaller.  

The possible mechanisms described above could explain the observed gender differences in 

alcohol-related sickness absence, but again, no firm conclusions can be drawn without data on 

red cultural 

perceptions of drunkenness are very likely to shape men  

appropriate drinking behaviour (for themselves) in different ways. Furthermore, the drinking 

of (bare) spirits is seen as a masculine activity, as described above, and there is also empirical 

research showing that the sale of spirits influence sickness absence rates for men, but not for 
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women: In a macro level study of Norway, increased alcohol consumption over time was 

associated with an increase in the sickness absence rate for men. In beverage specific 

analyses, spirits was significant for men, but not beer and wine. The authors suggested that 

drinking spirits could be an indicator of a risky drinking pattern (Norström & Moan, 2009). 

The gender difference in opportunity to drink to intoxication due to child bearing is also quite 

clear in that period of life, at least if we assume that most people follow the advice from 

health authorities. 

Socio-economics 

Article 3 of this thesis showed that the association between alcohol intake and alcohol-related 

sickness absence was stronger in low-income men. However, there were no significant 

differences according to any other socio-economic variables, which is not in line with other 

studies, as shown in article 1. Several other studies have found differences in alcohol-related 

sickness absence according to education and other socio-economic measures (Schou & Moan, 

2015). Consistently, where differences are found, the association is stronger in lower socio-

economic strata. It may seem curious that educational level has been found to matter in other 

studies (Johansson, et al., 2009; Roche, et al., 2008), but not in article 3. This may reflect less 

socio-economic differentiation in alcohol habits and norms in Norway, probably reflecting the 

relatively high level of social equality in Norwegian society.  

In terms of DBO-theory, low-income jobs may give less opportunity for undetected alcohol-

related absence. These jobs may be physically more demanding and harder to perform while 

having a hangover and lower ranked employees might be monitored more closely. High-

income employees may more often have privileges such as private offices and the option to 

work from home, which gives greater opportunity for alcohol-related absence and 

absenteeism to go undetected.  

There may also be differences in the outcomes desired by individuals in low-income jobs and 

those in higher income jobs. Low-income employees may more often have jobs they see as 

temporary, and not desire to build a career from that position. This could lead to less work 

loyalty and a lower threshold for calling in sick when having the symptoms of a hangover.  

Beliefs about the harmfulness of alcohol, i.e. risk perceptions, may vary according to socio-

economics. Educated people may be assumed to have more knowledge about the risks of high 

alcohol consumption. This is partly in line with empirical results from the review study, as 

mentioned above, since some of the studies find more alcohol-related sickness absence among 
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people with a low education, but others find no educational differences (Schou & Moan, 

2015). However, it is not in line with results from article 3 of this thesis, where only income, 

and not education, was found to matter. Analyses with data including information about 

desires, beliefs and opportunities could provide some explanations of socio-economic 

differences. 

Social roles 

In article 3 (Schou & Birkelund, 2015) respondents who were single and without children  

reported the highest percentage of alcohol-related sickness absence, while those with both a 

partner and children had the lowest, 14.8 % and 2.9 % respectively. Respondents with a 

partner and no children less often had alcohol-related absence, 6.0 %, than those who were 

parents and had no partner, 12.5 %. Controlled for gender, age and socio-economics, 

associations were slightly attenuated, but family status was still important. Children reduced 

the risk of alcohol-related sickness absence by 50.1 %. The effect of having a partner was 

stronger for women than for men, 68.5 % versus 59.4 % reduced risk of alcohol-related 

absence. 

The findings in article 3 are thus in line with other studies on alcohol-related sickness absence 

which have found a protective effect of having a partner (Roche et al., 2008, Johansson et al., 

2009). To my knowledge, article 3 is the first study to examine the importance of children for 

alcohol-related sickness absence.  

Both partners and children obviously influence the opportunity for binge drinking. Partners 

binge drink and help a person to get up and go to work despite having a hangover. Singles 

desire to go out to social venues that serve alcohol more often, both from a need to socialise 

and to look for a potensial partner. That partners have a stronger protective effect than 

children, is probably because single parents have the same needs as other singles, and have 

the opportunity to go out when the child is with the other parent or a babysitter. 

Again, to draw any conclusions on which mechanisms explain the observed differences 

according to social roles, future studies would have to include information on desires, beliefs 

and opportunities.  
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5.2 Methodological considerations 

This thesis used cross-sectional data only, which does not allow for causal explanations. 

Longitudinal studies would also have made it possible to study developments over time, for 

example, how a change in family situation or marriage status is associated with changes in 

drinking patterns and risks of alcohol-related absence. The samples were not of sufficient size 

to study variations between specific occupations or variations between geographical regions. 

5.2.1 Representativity 

The sample of young working adults used in articles 2 - 3 stem from a nationally 

representative school survey with a high response rate. However, the levels of heavy and 

problematic drinking are usually higher among those who do not participate in such studies. 

(Johnson, 2014). Being male, frequently involved in deviant behaviours, having poor school 

performance and vocational training, have been found to be associated with attrition from the 

study (Storvoll & Wickstrøm, 2003). This is particularly important in this context, since these 

traits are also likely associated with heavy and problematic alcohol use. This suggests that 

levels of alcohol-related sickness absence are higher among the respondents who did not 

-related sickness 

absence in the same age group in the population may thus be somewhat higher than found in 

articles 2 and 3.  

In the TNS Gallup survey, the response rate was lower, 55 %, and the sample was drawn from 

a web panel. Also in this survey, it is likely that people with problematic alcohol use declined 

to participate more often than others, which means that levels of heavy drinking and 

experiences with alcohol-related absence and presenteeism may be lower in the sample than 

in the population. Since alcohol use and alcohol-related sickness absence was associated with 

more tolerant attitudes towards alcohol-related sickness absence and presenteeism, attitudes 

may be slightly more restrictive in the sample used in article 4, than in the population of 

Norwegian employees.   

5.2.2 Validity and reliability 

Validity refers to whether a research instrument measures what it claims to measure (skog, 

2004). If a survey question can be interpreted in different ways by respondents, or understood 

differently than intended, its validity is reduced. Self-report in surveys are also prone to 

Participants may underestimate 
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their own drinking. A study using both self-report and analysis of oral fluid to assess the 

prevalence of heavy drinking during the last 24 hours, found that respondents tended to 

underreport their drinking (Gjerde, et al., 2010). It is likely that this also applies to self-report 

of alcohol-related absence in the last year. The stigma attached to problematic alcohol use and 

alcohol-related harm, may make respondents reluctant to admit this, even in confidential 

surveys. Moreover, the greater stigma attached to female drunkenness (De Visser & 

McDonnell, 2011), may have resulted in more underreporting among women than among 

men. Thus, the gender differences in heavy drinking and alcohol-related sickness absence 

may have been somewhat overestimated.  

A consideration with survey data is whether the survey questions are sufficiently clear. The 

measure of alcohol-related sickness absence used in articles 2 - 3 was rough. Since the 

respondents were asked only how many times they had been absent from work, we do not 

know the length of the periods. Moreover, it is difficult to know how the respondents 

r one period of sick leave. 

However, in a group of young employees most of the absence is probably short-term and in 

most cases one day. Using a period of one year may result in reduced accuracy due to recall 

bias, as people usually remember their actions in the last few months more correctly than 

further back in time. However, asking about a low prevalent phenomenon such as alcohol-

related sickness absence using a shorter time-period would increase the risk of excluding 

employees with only occasional alcohol-related sickness absence.  

Reliability refers to the accuracy and stability of a measuring instrument (Skog, 2004). In 

article 4, the outcome variables were two constructed indices of attitudes towards alcohol-

related sickness absence and presenteeim. The higher the score, the higher the tolerance for 

alcohol-related absence or presenteeism. was used to measure the internal 

consistency of the index for tolerance towards alcohol-related sickness absence, and it was 

mesured to 0.75. Since the index for attitude towards presenteeism consisted of only two 

internal consistency of the attitude measures were satisfactory (cf., Nunnally, 1978). 

 

5.3 How can alcohol-related sickness absence and presenteeism be reduced? 

In article 2, we found that the majority of alcohol-related sickness absence among this group 

of young employees was found in the majority of drinking employees, not in the small group 
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of heavy drinkers (Schou, Storvoll & Moan, 2014). This is consistent with findings in 

previous studies addressing this issue using data from employees in all age groups (Jones et 

al., 1995, Mangione et al., 1998). The implication of this finding is that preventive strategies 

will be more effective if targeted at all drinking employees, and not just those who are 

individually most at risk. In article 4, attitudes were found to be strongly associated with the 

experiences with alcohol-related sickness absence and presenteeism. People 

seem to practice what they preach, to some extent. This implies that preventive efforts aimed 

Although it is not certain which 

comes first, the attitudes or the actions.  

Precisely what type of preventive efforts will be most effective is subject to debate and 

outside the scope of this thesis. This could take many forms, including media campaigns, 

interventions and courses offered by employers or trade unions and more knowledge about 

alcohol-related work place problems included in management training programs. 

Furthermore, accessibility and affordability of alcohol is known to influence alcohol 

consumption, and the extent of alcohol-related harm in society (Babor et al., 2010, Skog, 

2006). This is applicable to political policies on a macro level, but likely also for practices in 

companies and organisations. Social gatherings in the work place, social events in trade 

unions and professional associations, business dinners and representation  many drink in 

relation to work and on social events semi-related to work. It has been suggested that these 

kinds of work-related drinking situations have become more widespread (Nesvåg, 2004). In a 

recent study among Norwegian employees, 90% reported having had the opportunity to drink 

in work-related settings the past 12 months, and around 20% of all drinking episodes the past 

year occurred in work-related settings (Moan & Halkjelsvik, 2016). 

Since economic cost is an important factor in , opportunities to 

drink without personal expense may contribute to more excessive drinking. Practices such as 

free bar and unlimited drinking at company events may also be seen as a signal of 

acceptability of heavy drinking. The influence of such practices could be explored in future 

research.  

5.4 Suggestions for future research 

More research into group differences, for example across gender, socioeconomics, 

occupations and age, could prove valuable. There are probably differences between 

occupations, due to different occupational cultures and traditions, as well as differences in 
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opportunity to have alcohol-related sickness absence undetected. In a recent Norwegian study 

of employees in 8 different lines of business, alcohol-related sickness absence was found to 

vary between 0.9 % and 20.6 % and alcohol-related presenteeim between 12,2 and 65,6 % 

(Edvardsen et al., 2015). This indicates that occupational differences are also very likely. In 

occupations where sobriety is an absolute requirement, such as driving or operating 

machinery, rates of alcohol-related absence might be high since it would be irresponsible to 

go to work with traces of intoxication. Studies of specific occupations, also qualitative and 

mixed methods studies, could prove valuable to understand how employees relate to the risk 

of alcohol-related sickness absence. Little is known about attitudes towards alcohol-related 

sickness absence across occupations. 

More longitudinal studies are needed to explore causal mechanisms. The lack of longitudinal 

studies shown in the review study (article 1) underline this gap in knowledge. Longitudinal 

studies could answer such questions as whether attitudes influence actions in relation to 

alcohol-related sickness absence, or if attitudes are adjusted to justify behaviour. Longitudinal 

studies could also shed light on how changes in family situation, such as getting married or 

divorced, or having children, influences drinking behaviour and the risk of alcohol-related 

absence.  

By including measures of desires, beliefs and opportunities, future studies could identify some 

of the mechanisms explaining associations between alcohol intake and sickness absence, and 

group differences in this association. Other variables such as moral considerations, perceived 

norms, values and risk perceptions could also prove useful in this context. Identifying the 

underlying mechanisms in this context could prove valuable for designing preventive efforts, 

by identifying e.g. to what extent alcohol-related sickness absence is a result of mistaken 

beliefs about the risks of drinking alcohol.  
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