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A B S T R A C T   

Background: Previous research has linked discrimination to poorer health. Yet health risk behaviours such as 
heavy alcohol consumption are often targeted with stigmatising public health campaigns. The current study 
sought to establish the link between experiencing discrimination and health outcomes among heavy drinkers, 
with a focus on exploring the multiple social identity processes that might underpin this relationship. 
Methods: A survey was conducted with 282 people who self-reported consuming alcohol above recommended 
guidelines. We measured discrimination experienced as a drinker, components of social identification as a 
drinker (centrality, satisfaction, solidarity, homogeneity, and self-stereotyping), and two health outcomes: psy-
chological distress and severity of alcohol use disorder symptomatology. 
Results: Discrimination was a moderate-large predictor of psychological distress and alcohol use disorder 
symptoms. Three social identity constructs were implicated in the link between discrimination and ill-health: 
identity centrality and homogeneity positively mediated this relationship while identity satisfaction was a 
negative mediator. The model explained a large proportion of the variance (39–47%) in health outcomes. 
Discussion: Results are interpreted with an emphasis on the need to avoid stigmatising messaging and to prioritise 
social identity processes to prevent and treat substance use disorders. We further highlight the need for social 
identity researchers to consider the multidimensional nature of social identities, especially in the context of 
stigmatised groups.   

1. Introduction 

Alcohol is the leading risk factor for deaths and disability among 
15–49 year olds globally (Griswold et al., 2018). Even small amounts of 
alcohol cause harm to health (Wood et al., 2018), however, the vast 
majority of harms accrue to heavy drinkers (Rehm et al., 2017) and their 
loved ones (Laslett et al., 2013). Therefore, health promotion efforts 
typically focus on reducing alcohol consumption among heavy drinkers 
(Crombie et al., 2007). However, such campaigns have mixed efficacy 
(Dekker et al., 2018; Moss and Albery, 2018) and modelling suggests 
that global alcohol consumption is increasing (Manthey et al., 2019). 
Thus, it is clear that new insights are needed to improve the efficacy of 
interventions to reduce alcohol’s harms. 

Public health campaigns to reduce alcohol consumption and asso-
ciated harms have borrowed heavily from anti-smoking initiatives 
(Gelius et al., 2022; Hawkins et al., 2018), a prominent feature of which 
is the use of emotive content designed to provoke disgust or shame and 

stigmatise the target behaviour. Stigmatising campaigns of this form 
‘de-normalise’ health risk behaviour and can legitimise negative com-
munity attitudes toward people who engage in those behaviours (Bell 
et al., 2010). In the context of smoking, public health researchers have 
argued that, even if stigmatising campaigns have detrimental effects for 
smoker wellbeing, they may deliver a net benefit for overall health if 
they are effective in prompting smokers to reduce or quit (Bayer, 2008). 
However, the evidence for the effectiveness of the specific role of stigma 
in anti-smoking campaigns is mixed. Some studies have found that the 
rise of anti-smoking norms in a community is associated with smoking 
cessation (Durkin et al., 2021; Schoenaker et al., 2018). However, other 
studies have found that anti-smoking campaigns are associated with 
increased attempts to quit but reduced likelihood of success in quitting – 
particularly among disadvantaged smokers, exacerbating health in-
equities (Bell et al., 2010; Lozano et al., 2020). In experiments, stig-
matising smoking can reduce smokers’ intentions and self-efficacy to 
quit (Helweg-Larsen et al., 2019; Kim et al., 2018). 
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Even if stigmatising public health approaches do deliver a net benefit 
for overall health in the context of smokers, they have proven prob-
lematic in its application to other populations and contexts. For 
example, public health campaigns tackling obesity have used highly 
stigmatising messaging about people of a higher weight (Kite et al., 
2022). However, such messaging is ineffective in motivating behaviour 
change, and instead actively undermines engagement in exercise and 
healthy eating (Rathbone et al., 2022; Vartanian and Smyth, 2013). 
Furthermore, to the extent that such messaging bolsters negative com-
munity attitudes, it may also (both directly and indirectly) cause harm to 
health (Wu and Berry, 2018). The harmful effects of stigma and 
discrimination1 are not unique to people of a higher weight – these are 
robust predictors of poor health outcomes (particularly mental 
ill-health) across diverse populations (Haynes et al., 2018; Pascoe and 
Smart Richman, 2009). Critically, stigma associated with alcoholism can 
motivate rejection of that identity (i.e., label avoidance), which is linked 
to reduced help-seeking and more persistent alcohol use (Glass et al., 
2013). On the other hand, rehabilitation practitioners have argued that 
some degree of distress or discomfort is necessary to motivate changing 
harmful substance behaviours, and indeed, some intervention frame-
works are explicit about this (Milan and Varescon, 2022; Morris et al., 
2022; Schomerus et al., 2011a). 

Thus, further work is needed to understand the processes through 
which discrimination harms health, and whether it has diverging effects 
on mental health versus health risk behaviour. Teasing out these path-
ways is crucial for minimising risk of harm and improving behaviour 
change efforts. These processes have not been explored in heavy alcohol 
users. This population has some things in common with cigarette 
smokers in that the behaviour is legal, highly normalised in some do-
mains, and yet heavy use is often perceived to be a biological addiction 
that cannot be readily changed through individual willpower. Perhaps 
more than smoking, heavy alcohol use (being an ‘alcoholic’) is strongly 
stigmatised and moralised (Room, 2005; Schomerus et al., 2011b). 

1.1. Social identity, discrimination, and health 

One established conceptual framework that can help shed light on 
this complexity is the social identity approach to health (Tajfel and 
Turner, 1979; Turner et al., 1987). Social identification refers to the 
sense of self-definition and affiliation that people subjectively experi-
ence because of their membership in social groups (e.g., as a pilot, a 
Canadian, or a vegetarian). Social identity theorising was originally 
developed to understand intergroup conflict and discrimination, and has 
been increasingly applied to the study of mental health and health 
behaviour in the last 15 years (Haslam et al., 2009; Wakefield et al., 
2019). Health risk behaviours do not (only) arise from individual values 
and desires, but can come to inform a person’s collective sense of self. 
For example, people routinely self-define in terms of behaviours that 
they share with others, and these behaviours can be either 
health-promoting (e.g., as a parkrunner, Stevens et al., 2019) or un-
healthy (e.g., as a stoner, Sussman et al., 2007). 

Social identification has proved to be a particularly useful concept 
for understanding the link between discrimination and health. The 
rejection identification model states that when people experience 
discrimination, this actually increases social identification with the 
stigmatised group (Branscombe et al., 1999). This is because that social 
identity becomes more contextually relevant for explaining a person’s 
experience, as well as creating a heightened sense of common fate with 
fellow group members (Kellezi et al., 2019; Knowles and Gardner, 2008; 
Schmitt et al., 2003). This increased social identification has a 

paradoxical effect on wellbeing: buffering people against the predomi-
nantly negative effects of discrimination on health. The positive link 
between social identities and health has received particularly strong 
support (for reviews, see Jetten et al., 2017; Haslam et al., 2018 ). For 
example, social identification with social groups predicts lower 
depression (Cruwys et al., 2014; Postmes et al., 2019), reduced 
post-traumatic stress (Muldoon et al., 2019), and greater physiological 
resilience to novel threats (Jones and Jetten, 2011). Some of this evi-
dence is causal: experiments and interventions which increase social 
identification lead to improved health and wellbeing (Cruwys et al., 
2022; Greenaway et al., 2016). 

Support for each pathway of the rejection identification model has 
been found in diverse populations, with particularly strong evidence 
among cultural, gender, and sexual minority groups (Ball et al., 2021; 
Chan, 2022; Schmitt and Branscombe, 2002). However, there are some 
contexts in which the findings have been less clear. While the full 
rejection identification model has not, to our knowledge, been tested in 
the context of substance users, several studies have found that social 
identification is not straightforwardly related to better health among 
this population (Beckwith et al., 2015; Dingle et al., 2019). Instead, 
identity content appears to be extremely important, because people tend 
to act in accordance with the norms of their social groups. Identifying as 
a drinker is a robust and longitudinal predictor of alcohol consumption 
(Hertel et al., 2021; Lindgren et al., 2016b). Recent work has found a 
self-reinforcing relationship between peer-group identity and adherence 
to drinking norms among young people (Rathbone et al., 2023). By 
contrast, several studies have found that transition from a ‘user’ identity 
to a ‘recovery’ identity predicts a large proportion of the variance in 
substance use and wellbeing outcomes following discharge from treat-
ment services (Buckingham et al., 2013; Dingle et al., 2015; Frings and 
Albery, 2021). 

More broadly, there is growing evidence that social identification 
with groups that face highly legitimised stigma, or normalise behaviours 
that are harmful to health, may be associated with poorer health out-
comes. For example, among a population of people with clinical 
depression symptoms, those who identified as depressed reported poorer 
wellbeing than those who rejected this label (Cruwys and Gunaseelan, 
2016). Among people experiencing homelessness, wellbeing was better 
among those who rejected categorisation as a homeless person (Walter 
et al., 2015). And among ex-prisoners, social identification with fellow 
ex-prisoners predicted poorer wellbeing (Kyprianides et al., 2019). 
Thus, it appears that social identities can either buffer or exacerbate the 
harmful effects of discrimination on health. 

Finally, it is important to also consider the multidimensional nature 
of social identification. Leach et al. (2008) conceptualise social identity 
in terms of five sub-dimensions: centrality (“Being [an ingroup member] 
is an important part of how I see myself”), satisfaction (“Being [an 
ingroup member] gives me a good feeling”), solidarity (“I feel a bond 
with [ingroup]”), self-stereotyping (“I am similar to the average 
[ingroup] person”) and homogeneity (”[Ingroup] people have a lot in 
common with each other”). Other theorists have also proposed multi-
dimensional models of social identity (Cameron, 2004; Ellemers et al., 
1999; Kachanoff et al., 2016). Despite this, social identification is typi-
cally treated as a unitary construct due to its high internal consistency 
across sub-dimensions (Cronbach’s α > .90; Postmes et al., 2013). On the 
other hand, previous research has found evidence that common social 
identity measures can show poor internal consistency in stigmatised 
groups (e.g., Kyprianides et al., 2019), and that different subscales 
predict different outcomes. For example, Cruwys and Gunaseelan (2016) 
found that only one of the five sub-dimensions of social identification 
(centrality) was related to wellbeing among people with depression. 
Previous research on drinker identity has also tended to focus on the 
centrality dimension (Lindgren et al., 2016a). Other researchers have 
found that the dimension of identity satisfaction is often uncorrelated 
with other dimensions of social identification in negatively valenced 
groups (Kuppens et al., 2015; Mlicki and Ellemers, 1996). Identity 

1 We use the term stigma to refer to broader negative community attitudes 
toward a social group, and discrimination to refer to the more concrete negative 
experiences that members of that group have as a result of such stigma (see also 
Andersen et al., 2022). 
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centrality and identity satisfaction seem particularly likely to diverge 
(Kachanoff et al., 2016). However, the identity satisfaction subscale has 
often been dropped entirely from research looking at marginalised 
populations due to the potential for items to be interpreted in ways that 
are illogical or insensitive (e.g., to avoid presenting participants with 
statements such as “I am glad to be a victim of sexual abuse”, or “Being 
an ex-prisoner gives me a good feeling”). However, the evidence 
reviewed above suggests identity satisfaction may be particularly 
important for understanding ambivalent identity dynamics among 
stigmatised groups. Overall, the evidence suggests that social identifi-
cation ought to be conceptualised in more nuanced and multidimen-
sional ways among stigmatised groups, with different aspects of identity 
not only diverging from one another, but also having diverging effects 
on health. 

1.2. The current study 

The present study sought to examine the relationships among 
discrimination, (multidimensional) social identification, and health in a 
large survey of heavy drinkers, focusing on two primary outcomes: 
severity of alcohol use disorder symptoms and psychological distress. 
While the whole sample were heavy drinkers, this alone is only one of 11 
criteria for alcohol use disorder (APA, 2013). Therefore, we expected the 
level of impairment and dysfunction associated with one’s drinking to 
vary substantially across the sample (as captured by these two out-
comes) and that discrimination and social identity processes would 
explain some of this variance. Building on the literature reviewed above, 
our predictions were as follows: 

1.3. Hypotheses 

(1) Social identification as a construct will have divergent di-
mensions among heavy drinkers, such that treating the five sub-
scales as distinct constructs will provide a better fit for the data 
than treating social identification as a unitary construct.  

(2) Experiences of discrimination as a drinker will be associated with 
poorer health outcomes, specifically greater alcohol use disorder 
symptomatology (2a) and greater psychological distress (2b). 

(3) Social identity processes will mediate the link between discrim-
ination and health outcomes. Limited previous research has 
explored the diverging effects of the sub-dimensions of social 
identification. However, based on previous evidence (e.g., Cru-
wys and Gunaseelan, 2016), we predicted that discrimination 
will be associated with higher identity centrality, which in turn 
will be associated with poorer health outcomes. Based on evi-
dence that identity satisfaction diverges from identity centrality, 
especially in marginalised populations (Kachanoff et al., 2016), 
we tentatively predicted converse effects for identity satisfaction. 
We made no specific predictions for other subscales. 

2. Methods 

2.1. Participants and design 

We recruited a sample of heavy drinkers from online recruitment 
platform Prolific via a two-stage screening process. The survey was only 
advertised to adult residents of the United Kingdom and United States 
who had indicated on a pre-screening survey (administered by Prolific to 
everyone on the platform) that they drank more than 14 standard drinks 
per week on average. The threshold of 14 standard drinks was chosen 
because it matches the definition of ‘heavy drinking’ as designated by 
the National Center for Chronic Disease Prevention and Health Promo-
tion (2018). 

Our survey began with asking participants a single question “Do you 
currently drink on average 14 or more units of alcohol per week?” 
(alongside an infographic containing examples of what constitutes a 

standard drink or unit of alcohol). 282 participants answered “Yes” to 
this question and were subsequently directed to complete the entire 
survey, while 20 participants answered “No” (their drinking behaviour 
may have changed since completing the Prolific screener) and were 
excluded as ineligible. A sample of 282 exceeds ‘rules of thumb’ power 
guidelines for path analyses (e.g., Hu and Bentler, 1999). Our a priori 
power analysis for path analysis identified a minimum sample size of 
200 (for d = 0.3 and power = 0.8; Soper, 2020). There were no missing 
vaues, which is common for data collected on recruitment platforms 
such as Prolific because some surveys penalise respondents financially 
for skipped questions (although this study did not). 

2.2. Measures 

Alcohol use disorder symptomatology. The Alcohol Use Disorder 
Identification Test (AUDIT; Saunders et al., 1993) was used to assess 
drinking-related impairment or dysfunction consistent with alcohol use 
disorder. The AUDIT has 10 items such as “During the past year, how 
often have you failed to do what was normally expected of you because 
of drinking?” measured from “Never” (0) to “Daily or almost daily” (4), 
α = 0.82. The AUDIT is a validated screener recommended by the World 
Health Organisation widely used in healthcare to identify people for 
whom referral for substance use treatment is appropriate (Reinert and 
Allen, 2002). 

Psychological distress. The Depression, Anxiety, Stress scales short 
form (DASS-21; Lovibond and Lovibond, 1995; Page et al., 2007) was 
used to measure psychological distress. The DASS has 21 items 
measuring the frequency that a respondent has experienced symptoms 
of common mental disorders in the last week, e.g., “I found it difficult to 
relax” on a scale from Did not apply to me at all (0) to Applied to me very 
much, or most of the time (3). While the DASS is often divided into its 
subscales of depression, anxiety, and stress, here we used it as a global 
indicator of psychological distress, consistent with our hypotheses and 
supported by excellent reliability of the total score (α = 0.95). 

Social identification as a drinker. The multicomponent in-group 
identification scale (Leach et al., 2008) was used to assess social iden-
tification as a drinker. To reduce stigmatised or valenced terminology, 
the term “alcohol consumer” was used rather than alternatives such as 
“alcohol user”, “heavy drinker”, or “alcoholic”. We reasoned that this 
phrasing might better capture both the potential positive and negative 
connotations of the identity from the subjective perspective of partici-
pants, and it allowed us to overcome some of the challenges previously 
faced by researchers in measuring identity satisfaction. Participants 
responded to 14 items (e.g. “I often think about the fact that I am an 
alcohol consumer”; “I feel committed to other alcohol consumers”) from 
strongly disagree (1) to strongly agree (7) on each of the five 
sub-dimensions of social identification: identity solidarity (α = 0.89), 
identity satisfaction (α = 0.85), identity centrality (α = 0.65), self--
stereotyping (r = 0.71) and homogeneity (r = 0.63). 

Perceived discrimination. The Multidimensional Scale of 
Perceived Discrimination (Molero et al., 2013) was adapted to measure 
perceived discrimination that participants had experienced due to their 
alcohol consumption. This is a 10-item scale includes items such as “I 
have felt personally rejected for being an alcohol consumer” measured 
from strongly disagree (1) to strongly agree (5), α = 0.93. 

3. Results 

The final sample was 282 participants aged 18–79 years (M = 46.97; 
SD = 14.13). While all participants were heavy drinkers, the degree of 
functional impairment and alcohol dependence varied substantially, 
with scores on the AUDIT ranging from 3 to 35 (M = 14.57; SD = 7.02). 
Similarly, psychological distress varied widely in the sample from a sum 
score of 0–61 (M = 14.03; SD = 12.71). This indicated that there was 
sufficient variability in our dependent variables to test the hypotheses. 
Full demographics are presented in Table 1. 
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To evaluate H1, internal consistency of the 14 items comprising the 
social identification scale was assessed using both Cronbach’s α and 
exploratory factor analysis (EFA), and correlations were considered. We 
chose to conduct an exploratory, rather than a confirmatory, factor 
analysis because the previous literature has raised questions about how 
social identification is best conceptualised among stigmatised groups. 
Given this uncertainty and that we were the first to adapt this measure 
for heavy drinkers specifically, an EFA was the best means to explore the 
factor structure of this measure. Internal consistency of the full social 
identification scale was lower in this sample (α = 0.82) than is typically 
seen for this measure in non-stigmatised groups (≈0.95; Postmes et al., 
2013; Reysen et al., 2013). EFA was conducted using principal axis 
factoring (data were suitable for EFA occurring to a Kaiser-Meyer-Olkin 
score of 0.79 and a significant Bartlett’s test of sphericity, χ2(91) =
2161.44, p < .001, Watkins, 2018). A four-factor solution was suggested 
by eigenvalues (>1) and scree plot. Varimax rotation suggested that the 
four factors corresponded closely to Leach et al. (2008)’s model of social 
identification. Specifically, the first factor comprised identity satisfac-
tion items (loadings >0.65); the second factor comprised homogeneity 
and self-stereotyping items, (>0.59); the third factor comprised soli-
darity items (>0.67); and the fourth factor comprised two centrality 
items (>0.84). We interpreted the EFA results as largely supporting the 
latent structure of social identity proposed by Leach et al. (2008), who 

found that self-stereotyping and homogeneity together form a superor-
dinate construct referred to as self-definition. Given this, we retained the 
five subscale structure proposed by Leach et al. (2008) to maximise 
consistency with the previous literature. 

Finally, correlations were considered between the five subscales of 
social identification (calculated as recommended by Leach et al., 2008) 
and discrimination, severity of alcohol use disorder symptomatology, 
and psychological distress. As can be seen in Table 2, three subscales 
(centrality, solidarity, and homogeneity) had significant positive cor-
relations with the other three variables of interest. However, the cor-
relations between identity satisfaction and these three variables were 
significant and negative, while identity self-stereotyping was uncorre-
lated with these three variables. Furthermore, the correlations among 
identity subscales ranged from moderately positive (r = 0.55 for ho-
mogeneity and self-stereotyping) to moderately negative (r = − 0.43 for 
solidarity and satisfaction). 

In sum, social identification as an alcohol consumer was not unidi-
mensional in the current sample of heavy drinkers. There was evidence 
for divergent relationships with the other variables of interest, particu-
larly such that the satisfaction subscale tended to be associated with a 
more positive profile, whereas the other subscales (especially centrality) 
were associated with a more negative profile. Together, this evidence 
was consistent with H1 and provided an empirical rationale (consistent 
with our theoretical reasoning) for the treatment of social identification 
as a multifaceted construct among this population. 

To evaluate H2, the correlations between perceived discrimination 
and the two outcome variables (alcohol use disorder symptomatology 
and psychological distress) were considered. Consistent with H2, 
discrimination had a moderately strong positive association with both 
alcohol use disorder symptomatology (r = 0.53, p < .001) and psycho-
logical distress (r = 0.53, p < .001). 

To evaluate H3, a path analysis was specified including all manifest 
variables. Initially, a conglomerate social identification measure 
(average of all 14 items) was entered as the mediator. Error terms were 
specified for all endogenous variables and the two outcome variables 
were allowed to covary. This model (Model 1) was fully identified and so 
model fit indices were not available. However, it performed poorly as 
indicated by a non-significant effect of perceived discrimination on so-
cial identification (β = 0.05, p = .446), and non-significant effects of 
social identification on both psychological distress (β = − 0.06, p = .242) 
and severity of alcohol use symptom severity (β = 0.08, p = .124). 
Building on the findings above, we instead entered all five subscales of 
social identification as simultaneous mediators in the model (Model 2). 
The mediating variables were allowed to covary with one another. In 
Model 2, two of the social identity subscales (self-stereotyping and sol-
idarity) did not add explanatory power over the other social identity 
subscales and had non-significant relationships with the other variables 
of interest. Furthermore, the model was still fully identified. Thus, to 
obtain fit indices and the most parsimonious model, the non-significant 
mediators and covariances (between satisfaction and the other media-
tors) were dropped from the model to yield Model 3. 

Model 3 was the final model and is displayed in Fig. 1. Six indices 

Table 1 
Descriptive statistics of the sample (N = 282).  

Age 18–25 8.5% 
26–35 12.4% 
36–45 26.3% 
46–55 22.7% 
56–65 21.6% 
66+ 8.5% 

Gender Male 56.4% 
Female 42.6% 
Non-binary/gender diverse 1.1% 

Education < High school 2.5% 
High School 35.8% 
Bachelor’s degree/diploma 41.1% 
Higher degree 18.4% 
Other 2.1% 

Employment Employed full time 43.6% 
Employed part-time 12.1% 
Self-employed 8.9% 
Unemployed 12.1% 
Student 4.6% 
Retired 18.8% 

Relationship status Single/divorced/widowed 28% 
Married 48.2% 
In a relationship 23.8% 

Children Yes 59.6% 
No 40.4% 

Heavy drinkers Reported drinking above World Health 
Organisation safe drinking guidelines (14 
standard drinks per week) 

100% 

Alcohol use disorder risk 
category (AUDIT) 

Low risk 16.3% 
Hazardous/harmful 39.4% 
Alcohol dependence 44.3%  

Table 2 
Bivariate correlations.   

1. 2. 3. 4. 5. 6. 7. 

1. Perceived discrimination        
2. Severity of alcohol use disorder symptomatology .534** 1 .542** .242** − .407** .363** .010 
3. Psychological distress .526** .542** 1 .160** − .434** .206** − .111 
4. Identity solidarity .235** .242** .160** 1 .209** .366** .443** 
5. Identity satisfaction − .318** − .407** − .434** .209** 1 .043 .308** 
6. Identity centrality .218** .363** .206** .366** .043 1 .162** 
7. Identity self-stereotyping − .076 .010 − .111 .443** .308** .162** 1 
8. Identity homogeneity .141* .245** .178** .466** .025 .186** .546** 

*p < .05. 
**p < .01. 
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from the three primary categories of fit were used to evaluate the model: 
three absolute fit indices (χ2/df(2) = 2.53, p = .080, SRMR = 0.039, AIC 
= 55.06), a relative fit index (NFI = 0.99) and two non-centrality-based 
indices (CFI = 0.99, RMSEA = 0.074). Model fit was excellent on all 
indices (Hu and Bentler, 1999), and additionally, modification indices 
did not recommend any changes to the final model. All pathways 
(including indirect pathways) were significant. This model explained 
47% of the variance in alcohol use symptomatology and 39% of the 
variance in psychological distress. 

Consistent with H3, discrimination predicted greater centrality of 
drinker identity (β = 0.22, p < .001) and a greater perception that 
drinkers were a homogenous group (β = 0.14, p < .017). By contrast, 
discrimination predicted reduced satisfaction with one’s drinker identity 
(β = − 0.32, p < .001). 

Not pictured: All endogenous variables had error terms included, and 
covariances were specified between error terms for centrality and ho-
mogeneity, and between the two outcome variables. 

These three dimensions of social identification were each signifi-
cantly associated with alcohol use disorder symptomatology and psy-
chological distress. Centrality of drinker identity and homogeneity of 
drinkers both predicted more negative outcomes, specifically greater 
alcohol use disorder symptomatology (βcentrality = 0.27, p < .001; 
βhomogeneity = 0.15, p < .001) and greater psychological distress 
(βcentrality = 0.12, p = .018; βhomogeneity = 0.11, p = .022). By contrast, 
satisfaction with one’s identity as a drinker predicted more positive 
outcomes: lower alcohol use symptomatology (βsatisfaction = − 0.31, p <
.001) and lower psychological distress (βsatisfaction = − 0.32, p < .001). 

Finally, we conducted three sensitivity analyses, in which we 
examined three potential moderators of these relationships: (1) severity 
of alcohol use problems, (2) gender, and (3) age. First, we repeated the 
path analysis among the subsample who scored at least 8 on the AUDIT 
(i.e., excluding the 16% of the sample whose drinking was classified as 
‘low risk’) and results were qualitatively the same. To provide a quan-
titative comparison, the revised sample was compared with the full 
sample by constraining all hypothesised pathways to be equivalent in 
size across the two groups, Model 4). The model comparison indicated 
no significant difference in fit, χ2(11) = 4.19, p = .964, and critical ratios 
indicated no significant differences for any individual pathways. This 
provides evidence that our findings were not unduly influenced by the 
minority of the sample with fewer alcohol-related problems. Second, we 
compared men and women using a nested model approach. Again the 

model comparison indicated no significant difference in fit, χ2(11) =
13.16, p = .283, and critical ratios indicated no significant differences 
for any individual pathways. Third, we compared people above versus 
below the median age of the sample (47 years) using a nested model 
approach. In this case, the model did indicate a significant worsening of 
fit when the size of pathways were constrained to be equal across these 
two groups, χ2(11) = 23.797, p = .014. Inspection of critical ratios 
indicated two pathways that were weaker among older participants 
(albeit in the same direction): the direct path from discrimination to 
psychological distress (β = 0.23, p = .003), and the path from discrim-
ination to identity satisfaction (β = − 0.15, p = .066). 

4. Discussion 

This study evaluated the relationship between discrimination and 
health-related outcomes among heavy drinkers, with a focus on 
unpacking the social identity processes that underpin this relationship. 
We found that discrimination was associated with poorer health, oper-
ationalised both in terms of alcohol use disorder symptom severity and 
psychological distress. This effect was mediated via three distinct social 
identity pathways: drinker identity centrality and homogeneity tended 
to predict more negative health outcomes, while drinker identity satis-
faction predicted more positive outcomes. Contrary to the rejection 
identification model, discrimination affected all three identity processes 
in ways contrary to good health. Specifically, experiences of discrimi-
nation were associated with greater perceptions that one’s alcohol 
consumer identity was central and the group was homogenous, and 
these dimensions of identity predicted poorer health. By contrast, the 
only dimension of social identification (identity satisfaction) that pro-
vided protective benefits for health was negatively associated with 
discrimination. The final two dimensions of identity (solidarity and self- 
stereotyping) did not contribute unique variance to the model after ac-
counting for the other three components. 

Previous research has found that discrimination can increase social 
identification (Schmitt and Branscombe, 2002), primarily because it 
communicates that this social category is a contextually meaningful lens 
through which to interpret one’s experience. It is perhaps surprising, 
then, that in this sample, identity satisfaction was negatively associated 
with discrimination. However, as others have theorised (Mlicki and 
Ellemers, 1996), it is logical that negative experiences arising from one’s 
group membership would lead a person to see that group membership 

Fig. 1. Social identity processes mediate the relationship between discrimination and negative outcomes associated with heavy drinking. Standardised beta co-
efficients are provided for each pathway in the model, *p < .05. Indirect effects: psychological distress: β = 0.14, p < .001; severity of alcohol use symptomatology: β 
= 0.18, p < .001. 
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less positively. Our results accord with previous findings that low group 
status reduced identity satisfaction but not other identity components 
(Ellemers et al., 1999). The diverging effects of identity satisfaction on 
health, compared to centrality and homogeneity, is best interpreted in 
the context of the literature on social cure and social curse effects. There 
is increasing evidence that identifying with stigmatised social groups 
has complex and, at times, seemingly contradictory effects on health 
(Kellezi et al., 2019; Walter et al., 2015). In this sample of heavy 
drinkers, this was such that health outcomes were better among those 
with high identity satisfaction but low centrality and homogeneity (i.e., 
“It is good to be a drinker, but it’s not that important to me and we’re a 
diverse group”). It may be that the centrality and homogeneity di-
mensions were more intwined with the stigma of being a heavy drinker 
and this accounted for their harmful effects. 

4.1. Implications 

The findings speak to the importance of considering social identifi-
cation as a more nuanced concept among stigmatised groups. While 
previous studies have provided indicative evidence to this effect 
(Kachanoff et al., 2016; Kuppens et al., 2015; Kyprianides et al., 2019), 
ours is the first to look at these processes among heavy drinkers and to 
simultaneously consider all five sub-dimensions specified by Leach et al. 
(2008). This sheds light on why previous tests have yielded mixed 
findings. By treating social identification as a unitary concept, at least in 
the context of stigmatised groups, researchers may underestimate the 
importance of social identity processes, which can have unique and 
potentially opposing effects on key outcomes of interest. Further 
research is needed to clarify which subdimensions are important in 
which context (e.g., solidarity and self-stereotyping may contribute 
unique predictive power in other groups or samples). 

Importantly too, this study yielded large effect sizes: our four pre-
dictor variables explained nearly half of the variance in severity of 
symptoms and functional impairment among a sample of heavy 
drinkers, as well as nearly forty percent of the variance in mental health 
symptoms. This illustrates that discrimination and social identity pro-
cesses are not ‘optional extras’ to consider conceptually and therapeu-
tically, but core to our capacity to understand and tackle substance use 
and mental ill-health. Previous studies of social identity processes in 
substance use recovery have found similarly large effect sizes (Dingle 
et al., 2015), which suggests that this finding is not an anomaly. We hope 
these data add weight to calls for an emphasis on social identity pro-
cesses as fundamental to our capacity to predict – and ultimately, 
intervene to reduce – mental ill-health and substance use. 

This study suggests that interventions that rely on stigma are unlikely 
to be effective in reduce alcohol consumption and associated harms. 
That is, while different aspects of social identity worked in different 
directions, discrimination had a uniformly negative effect, associated 
with greater alcohol use disorder symptomatology and greater psycho-
logical distress. These negative outcomes occurred through the toxic 
effects of discrimination on different aspects of social identity. Shame 
may be relevant here: experiencing discrimination appears to under-
mine the more satisfying (and seemingly, less harmful) aspects of 
drinker identity, while intensifying the components of identity that 
were, in this context, harmful (centrality and homogeneity). 

In addition to avoiding stigmatising content, this project has other 
lessons for how interventions might be enhanced to reduce alcohol 
harms. In particular, in highlighting the intertwined nature of identity 
and substance use, it lends weight to calls for interventions to focus on 
supporting positive identity transition as a key component of recovery 
(Best et al., 2016; Frings et al., 2016). More precisely though, these 
findings highlight one reason why heavy drinkers might be ambivalent 
about change, as highlighted by motivational interviewing approaches 
(Britt et al., 2004). Some aspects of one’s identity as a drinker may be 
experienced as positive and supportive of healthy choices (in this case, 
identity satisfaction), while others are experienced as negative and 

health-undermining (identity centrality and homogeneity). Previous 
studies have found that social identity interventions can have benefits 
for health (Haslam et al., 2019; Steffens et al., 2021). However, it re-
mains for future research to establish whether interventions can pre-
cisely target these subcomponents of social identity in ways that would 
allow a reduction in centrality and homogeneity while preserving 
satisfaction. 

4.2. Strengths and limitations 

Strengths of this study included its validated measures and two-stage 
recruitment process to obtain a well-powered sample of people who 
were at elevated risk of alcohol use disorder. Like all research, however, 
the present study also had limitations. Most important was its correla-
tional design: direction and causality cannot be established with these 
data. However, the associations should be interpreted in the context of 
experiments and clinical trials that have, for example, established causal 
links from social identity processes to health outcomes in other pop-
ulations (e.g., Cruwys et al., 2022; Fong et al., 2019). While we did test 
the invariance of our model across gender and age and found minimal 
differences, the complex interactions between drinker identity and other 
identities (i.e., intersectionality) warrant further consideration. This is 
important to explore in future research, especially because of evidence 
that women and cultural minorities tend to be more stigmatised for 
substance use (Kulesza et al., 2016; Meyers et al., 2021). Finally, 
although the model we tested here was based on prior theorising (e.g., 
Schmitt and Branscombe, 2002) and empirical evidence (Cruwys and 
Gunaseelan, 2016), other researchers have found that social identity 
dimensions can moderate the relationship between discrimination and 
wellbeing (e.g., Fletcher and Everly, 2021; Lou et al., 2022). This is 
plausible and warrants attention in future research. 

5. Conclusions 

Debate has continued over whether stigmatising content can be 
ethical or effective to motivate health behaviour change at scale. 
However, a growing body of evidence suggests that being exposed to 
discrimination in this way can undermine both mental and physical 
health. The current study supported this link in a sample of 282 heavy 
drinkers. It also shed light on the different ways in which being a drinker 
can become internalised as a social identity, and that this social self- 
concept predicts substantial variance in alcohol-related impairment 
and dysfunction. Different components of identity had opposing re-
lationships with health, such that identity satisfaction was protective, 
while identity centrality and homogeneity were associated with an 
elevated profile of risk. However, discrimination affected these different 
aspects of identity in ways that were consistently damaging for health. 
Integrating these findings into health practice and policy will require 
greater attention to the importance of social identity as central to the 
onset of, and recovery from, alcohol and other substance related 
problems. 

CRediT authorship contribution statement 

Tegan Cruwys: Formal analysis, Funding acquisition, Methodology, 
Supervision, Writing – original draft, Writing – review & editing. Joseph 
Selwyn: Conceptualization, Data curation, Methodology, Project 
administration, Writing – review & editing. Joanne A. Rathbone: 
Conceptualization, Validation, Writing – review & editing. Daniel 
Frings: Validation, Writing – review & editing. 

Data availability 

Data will be made available on request. 

T. Cruwys et al.                                                                                                                                                                                                                                 



Social Science & Medicine 343 (2024) 116549

7

Acknowledgments 

The first author is supported by a National Health and Medical 
Research Council Fellowship (#1173270). This project received support 
from the Australian National University and an Australian Government 
Research Training Program Scholarship. The funders had no role in the 
design of the study, data analysis or the decision to publish. 

References 

Andersen, M.M., Varga, S., Folker, A.P., 2022. On the definition of stigma. J. Eval. Clin. 
Pract. 28 (5), 847–853. https://doi.org/10.1111/jep.13684. 

American Psychiatric Association, 2013. Diagnostic and Statistical Manual of Mental 
Disorders (DSM-5®). American Psychiatric Publications. 

Ball, T.C., Molina, L.E., Branscombe, N.R., 2021. Consequences of interminority ingroup 
rejection for group identification and well-being. Cult. Divers Ethnic Minor. Psychol. 
https://doi.org/10.1037/cdp0000380. 

Bayer, R., 2008. Stigma and the ethics of public health: not can we but should we. Soc. 
Sci. Med. 67 (3), 463–472. 

Beckwith, M., Best, D., Dingle, G., Perryman, C., Lubman, D., 2015. Predictors of 
flexibility in social identity among people entering a therapeutic community for 
substance abuse. Alcohol Treat. Q. 33 (1), 93–104. 

Bell, K., Salmon, A., Bowers, M., Bell, J., McCullough, L., 2010. Smoking, stigma and 
tobacco “denormalization”: further reflections on the use of stigma as a public health 
tool. A commentary on Social Science & Medicine’s Stigma, Prejudice, 
Discrimination and Health Special Issue (67: 3). Soc. Sci. Med. 70 (6), 795–799. 

Best, D., Beckwith, M., Haslam, C., Alexander Haslam, S., Jetten, J., Mawson, E., 
Lubman, D.I., 2016. Overcoming alcohol and other drug addiction as a process of 
social identity transition: the social identity model of recovery (SIMOR). Addiction 
Res. Theor. 24 (2), 111–123. 

Branscombe, N.R., Schmitt, M.T., Harvey, R.D., 1999. Perceiving pervasive 
discrimination among African Americans: implications for group identification and 
well-being. J. Pers. Soc. Psychol. 77 (1), 135–149. 

Britt, E., Hudson, S.M., Blampied, N.M., 2004. Motivational interviewing in health 
settings: a review. Patient Educ. Counsel. 53 (2), 147–155. 

Buckingham, S.A., Frings, D., Albery, I.P., 2013. Group membership and social identity in 
addiction recovery. Psychol. Addict. Behav. 27 https://doi.org/10.1037/a0032480. 

Cameron, J.E., 2004. A three-factor model of social identity. Self Ident. 3 (3), 239–262. 
Chan, R.C.H., 2022. Effects of minority stress on group identification and collective 

action among sexual minorities : a longitudinal test of the rejection - identification 
model. Sex. Roles. https://doi.org/10.1007/s11199-022-01304-2, 0123456789.  

Crombie, I.K., Irvine, L., Elliott, L., Wallace, H., 2007. How do public health policies 
tackle alcohol-related harm: a review of 12 developed countries. Alcohol Alcohol 42 
(5), 492–499. https://doi.org/10.1093/alcalc/agm001. 

Cruwys, T., Gunaseelan, S., 2016. “Depression is who I am”: mental illness identity , 
stigma and wellbeing. J. Affect. Disord. 189, 36–42. 

Cruwys, T., Haslam, C., Rathbone, J.A., Williams, E., Haslam, S.A., Walter, Z.C., 2022. 
Groups 4 Health versus cognitive-behavioural therapy for depression and loneliness 
in young people: randomised phase 3 non-inferiority trial with 12-month follow-up. 
Br. J. Psychiatry 220, 140–147. https://doi.org/10.1192/bjp.2021.128. 

Cruwys, T., Haslam, S.A., Dingle, G. a, Haslam, C., Jetten, J., 2014. Depression and social 
identity: an integrative review. Pers. Soc. Psychol. Rev. 18 (3), 215–238. 

Dekker, M.R., Jongenelis, M.I., Wakefield, M., Kypri, K., Hasking, P., Pettigrew, S., 2018. 
A longitudinal examination of protective behavioral strategies and alcohol 
consumption among adult drinkers. Addict. Behav. 87 (June), 1–7. 

Dingle, G.A., Cruwys, T., Frings, D., 2015. Social identities as pathways into and out of 
addiction. Front. Psychol. 6, 1795. https://doi.org/10.3389/fpsyg.2015.01795. 

Dingle, Genevieve A., Haslam, C., Best, D., Chan, G., Staiger, P.K., Savic, M., 
Beckwith, M., Mackenzie, J., Bathish, R., Lubman, D.I., 2019. Social identity 
differentiation predicts commitment to sobriety and wellbeing in residents of 
therapeutic communities. Soc. Sci. Med. 237, 112459. 

Durkin, S.J., Schoenaker, D., Brennan, E., Bayly, M., Wakefield, M.A., 2021. Are anti- 
smoking social norms associated with tobacco control mass media campaigns, tax 
and policy changes? Findings from an Australian serial cross-sectional population 
study of smokers. Tobac. Control 30 (2), 177–184. 

Ellemers, N., Kortekaas, P., Ouwerkerk, J.W., 1999. Self-categorisation , commitment to 
the group and group self-esteem as related but distinct aspects of social identity. Eur. 
J. Soc. Psychol. 29, 371–389. 

Fletcher, L., Everly, B.A., 2021. Perceived lesbian, gay, bisexual, and transgender (LGBT) 
supportive practices and the life satisfaction of LGBT employees: the roles of 
disclosure, authenticity at work, and identity centrality. J. Occup. Organ. Psychol. 
94 (3), 485–508. https://doi.org/10.1111/joop.12336. 

Fong, P., Cruwys, T., Haslam, C., Haslam, S.A., 2019. Neighbourhood identi fication and 
mental health : how social identification moderates the relationship between 
socioeconomic disadvantage and health. Soc. Sci. Med. 61, 101–114. 

Frings, D., Albery, I.P., 2021. An identity-based explanatory framework for alcohol use 
and misuse. In: The Handbook of Alcohol Use. 

Frings, D., Collins, M., Long, G., Pinto, I.R., Albery, I.P., 2016. A test of the Social Identity 
Model of Cessation Maintenance: the content and role of social control. Addict. 
Behav. Rep. 3, 77–85. https://doi.org/10.1016/j.abrep.2016.02.003. 

Gelius, P., Messing, S., Tcymbal, A., Whiting, S., Breda, J., Abu-Omar, K., 2022. Policy 
instruments for health promotion: a comparison of WHO policy guidance for 

tobacco, alcohol, nutrition and physical activity. Int. J. Health Pol. Manag. 11 (9), 
1863–1873. https://doi.org/10.34172/IJHPM.2021.95. 

Glass, J.E., Mowbray, O.P., Link, B.G., Kristjansson, S.D., Bucholz, K.K., 2013. Alcohol 
stigma and persistence of alcohol and other psychiatric disorders: a modified 
labeling theory approach. Drug Alcohol Depend. 133 (2), 685–692. 

Greenaway, K.H., Cruwys, T., Haslam, S.A., Jetten, J., 2016. Social identities promote 
well-being because they satisfy global psychological needs. Eur. J. Soc. Psychol. 46 
(3), 294–307. https://doi.org/10.1002/ejsp.2169. 

Griswold, M.G., Fullman, N., Hawley, C., Arian, N., Zimsen, S.R.M., Tymeson, H.D., 
Venkateswaran, V., Tapp, A.D., Forouzanfar, M.H., Salama, J.S., Abate, K.H., 
Abate, D., Abay, S.M., Abbafati, C., Abdulkader, R.S., Abebe, Z., Aboyans, V., 
Abrar, M.M., Acharya, P., et al., 2018. Alcohol use and burden for 195 countries and 
territories, 1990-2016: a systematic analysis for the Global Burden of Disease Study 
2016. Lancet 392 (10152), 1015–1035. 

Haslam, C., Cruwys, T., Chang, M.X.L., Bentley, S.V., Haslam, S.A., Dingle, G.A., 
Jetten, J., 2019. GROUPS 4 HEALTH reduces loneliness and social anxiety in adults 
with psychological distress: findings from a randomized controlled trial. J. Consult. 
Clin. Psychol. 87 (9), 787–801. 

Haslam, C., Jetten, J., Cruwys, T., Dingle, G.A., Haslam, S.A., 2018. The new psychology of 
health: Unlocking the social cure. Routledge. 

Haslam, S.A., Jetten, J., Postmes, T., Haslam, C., 2009. Social identity, health and well- 
being: an emerging agenda for applied psychology. Appl. Psychol.: Int. Rev. 58 (1), 
1–23. 

Hawkins, B., Holden, C., Eckhardt, J., Lee, K., 2018. Reassessing policy paradigms: a 
comparison of the global tobacco and alcohol industries. Global Publ. Health 13 (1), 
1–19. 

Haynes, A., Kersbergen, I., Sutin, A., Daly, M., Robinson, E., 2018. A systematic review of 
the relationship between weight status perceptions and weight loss attempts, 
strategies, behaviours and outcomes. Obes. Rev. 19 (3), 347–363. 

Helweg-Larsen, M., Sorgen, L.J., Pisinger, C., 2019. Does it help smokers if we stigmatize 
them? A test of the stigma-induced identity threat model among U.S. And Danish 
smokers. Soc. Cognit. 37 (3), 294–313. 

Hertel, A.W., Baldwin, S.A., Peterson, K.P., Lindgren, K.P., 2021. Identification with 
drinking predicts increases in drinking behaviors (but not vice versa). Addict. Behav. 
116 https://doi.org/10.1016/j.addbeh.2020.106796. July 2020.  

Hu, L.T., Bentler, P.M., 1999. Cutoff criteria for fit indexes in covariance structure 
analysis: conventional criteria versus new alternatives. Struct. Equ. Model. 6 (1), 
1–55. 

Jetten, J., Haslam, S.A., Cruwys, T., Greenaway, K.H., Haslam, C., Steffens, N.K., 2017. 
Advancing the social identity approach to health and well-being: Progressing the 
social cure research agenda. Eur. J. Soc. Psychol. 47 (7), 789–802. https://doi.org/ 
10.1002/ejsp.2333. 

Jones, J.M., Jetten, J., 2011. Recovering from strain and enduring pain: multiple group 
memberships promote resilience in the face of physical challenges. Soc. Psychol. 
Personal. Sci. 2 (3), 239–244. 

Kachanoff, F.J., Ysseldyk, R., Taylor, D.M., de la Sablonnière, R., Crush, J., 2016. The 
good, the bad and the central of group identification: evidence of a U-shaped 
quadratic relation between in-group affect and identity centrality. Eur. J. Soc. 
Psychol. 46 (5), 563–580. https://doi.org/10.1002/ejsp.2199. 

Kellezi, B., Bowe, M., Wakefield, J.R.H., McNamara, N., Bosworth, M., 2019. 
Understanding and coping with immigration detention: social identity as cure and 
curse. Eur. J. Soc. Psychol. 49 (2), 333–351. 

Kim, J., Cao, X., Meczkowski, E., 2018. Does stigmatization motivate people to quit 
smoking? Examining the effect of stigmatizing anti-smoking campaigns on cessation 
intention. Health Commun. 33 (6), 681–689. 

Kite, J., Huang, B.H., Laird, Y., Grunseit, A., McGill, B., Williams, K., Bellew, B., 
Thomas, M., 2022. Influence and effects of weight stigmatisation in media: a 
systematic. EClin. Med. 48, 101464 https://doi.org/10.1016/j.eclinm.2022.101464. 

Knowles, M.L., Gardner, W.L., 2008. Benefits of membership: the activation and 
amplification of group identities in response to social rejection. Pers. Soc. Psychol. 
Bull. 34 (9), 1200–1213. https://doi.org/10.1177/0146167208320062. 

Kulesza, M., Matsuda, M., Ramirez, J.J., Wentz, A.J., Teachman, B.A., Lindgren, K.P., 
2016. Towards greater understanding of addiction stigma: intersectionality with 
race/ethnicity and gender. Drug Alcohol Depend. 169, 85–91. 

Kuppens, T., Easterbrook, M.J., Spears, R., Manstead, A.S.R., 2015. Life at both ends of 
the ladder: education-based identification and its association with well-being and 
social attitudes. Pers. Soc. Psychol. Bull. 41 (9), 1260–1275. 

Kyprianides, A., Easterbrook, M.J., Cruwys, T., 2019. “I changed and hid my old ways”: 
how social rejection and social identities shape well-being among ex-prisoners. 
J. Appl. Soc. Psychol. 49, 283–294. https://doi.org/10.1111/jasp.12582. 

Laslett, A.M., Callinan, S., Pennay, A., 2013. The increasing significance of alcohol’s 
harm to others research. Drugs Alcohol Today 13 (3), 163–172. 

Leach, C.W., van Zomeren, M., Zebel, S., Vliek, M.L.W., Pennekamp, S.F., Doosje, B., 
Ouwerkerk, J.W., 2008. Group-level self-definition and self-investment: a 
hierarchical (multicomponent) model of in-group identification. J. Pers. Soc. 
Psychol. 95 (1), 144–165. 

Lindgren, K.P., Ramirez, J.J., Namaky, N., Olin, C.C., Teachman, B.A., 2016a. Evaluating 
the relationship between explicit and implicit drinking identity centrality and 
hazardous drinking. Addict. Behav. Rep. 4, 87–96. 

Lindgren, K.P., Ramirez, J.J., Olin, C.C., Neighbors, C., 2016b. Not the same old thing: 
establishing the unique contribution of drinking identity as a predictor of alcohol 
consumption and problems over time. Psychol. Addict. Behav. 30 (6), 659–671. 

Lovibond, P.F., Lovibond, S.H., 1995. The structure of negative emotional states: 
comparison of the depression anxiety stress scales (DASS) with the beck depression 
and anxiety inventories. Behav. Res. Ther. 33 (3), 335–343. 

T. Cruwys et al.                                                                                                                                                                                                                                 

https://doi.org/10.1111/jep.13684
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref2
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref2
https://doi.org/10.1037/cdp0000380
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref4
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref4
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref5
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref5
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref5
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref6
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref6
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref6
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref6
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref7
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref7
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref7
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref7
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref8
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref8
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref8
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref9
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref9
https://doi.org/10.1037/a0032480
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref11
https://doi.org/10.1007/s11199-022-01304-2
https://doi.org/10.1093/alcalc/agm001
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref14
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref14
https://doi.org/10.1192/bjp.2021.128
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref16
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref16
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref17
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref17
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref17
https://doi.org/10.3389/fpsyg.2015.01795
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref19
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref19
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref19
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref19
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref20
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref20
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref20
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref20
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref21
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref21
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref21
https://doi.org/10.1111/joop.12336
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref23
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref23
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref23
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref24
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref24
https://doi.org/10.1016/j.abrep.2016.02.003
https://doi.org/10.34172/IJHPM.2021.95
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref27
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref27
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref27
https://doi.org/10.1002/ejsp.2169
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref29
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref29
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref29
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref29
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref29
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref29
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref30
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref30
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref30
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref30
http://refhub.elsevier.com/S0277-9536(23)00906-1/optve84NJGakU
http://refhub.elsevier.com/S0277-9536(23)00906-1/optve84NJGakU
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref31
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref31
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref31
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref32
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref32
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref32
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref33
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref33
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref33
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref34
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref34
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref34
https://doi.org/10.1016/j.addbeh.2020.106796
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref36
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref36
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref36
https://doi.org/10.1002/ejsp.2333
https://doi.org/10.1002/ejsp.2333
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref37
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref37
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref37
https://doi.org/10.1002/ejsp.2199
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref39
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref39
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref39
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref40
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref40
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref40
https://doi.org/10.1016/j.eclinm.2022.101464
https://doi.org/10.1177/0146167208320062
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref43
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref43
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref43
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref44
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref44
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref44
https://doi.org/10.1111/jasp.12582
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref46
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref46
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref47
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref47
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref47
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref47
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref48
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref48
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref48
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref49
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref49
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref49
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref50
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref50
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref50


Social Science & Medicine 343 (2024) 116549

8

Lou, N.M., Noels, K.A., Kurl, S., Zhang, Y.S.D., Young-Leslie, H., 2022. COVID 
discrimination experience: Chinese Canadians’ social identities moderate the effect 
of personal and group discrimination on well-being. Cult. Divers Ethnic Minor. 
Psychol. 29 (2), 132–144. https://doi.org/10.1037/cdp0000519. 

Lozano, P., Thrasher, J.F., Forthofer, M., Hardin, J., Shigematsu, L.M.R., Arillo 
Santillán, E., Fleischer, N.L., 2020. Smoking-related stigma: a public health tool or a 
damaging force? Nicotine Tob. Res. 22 (1), 96–103. 

Manthey, J., Shield, K.D., Rylett, M., Hasan, O.S.M., Probst, C., Rehm, J., 2019. Global 
alcohol exposure between 1990 and 2017 and forecasts until 2030: a modelling 
study. Lancet 393 (10190), 2493–2502. https://doi.org/10.1016/S0140-6736(18) 
32744-2. 

Meyers, S.A., Earnshaw, V.A., D’Ambrosio, B., Courchesne, N., Werb, D., Smith, L.R., 
2021. The intersection of gender and drug use-related stigma: a mixed methods 
systematic review and synthesis of the literature. Drug Alcohol Depend. 223 (July 
2020), 108706. 

Milan, L., Varescon, I., 2022. Self-stigma in alcohol use disorder: involvement of guilt 
and shame in the progressive model. Stigma Health 1–9. https://doi.org/10.1037/ 
sah0000424. Advance online publication.  

Mlicki, P.P., Ellemers, N., 1996. Being different or being better? National stereotypes and 
identifications of Polish and Dutch students. Eur. J. Soc. Psychol. 26, 97–114. 

Molero, F., Recio, P., García-Ael, C., Fuster, M.J., Sanjuán, P., 2013. Measuring 
dimensions of perceived discrimination in five stigmatized groups. Soc. Indicat. Res. 
114 (3), 901–914. https://doi.org/10.1007/s11205-012-0179-5. 

Morris, J., Moss, A.C., Albery, I.P., Heather, N., 2022. The “alcoholic other”: harmful 
drinkers resist problem recognition to manage identity threat. Addict. Behav. 124 
(March 2021), 107093 https://doi.org/10.1016/j.addbeh.2021.107093. 

Moss, A.C., Albery, I.P., 2018. The science of absent evidence: is there such thing as an 
effective responsible drinking message? Alcohol Alcohol 53 (1), 26–30. 

Muldoon, O.T., Haslam, S.A., Haslam, C., Cruwys, T., Kearns, M., Jetten, J., 2019. The 
social psychology of responses to trauma: social identity pathways associated with 
divergent traumatic responses. Eur. Rev. Soc. Psychol. 30 (1), 311–348. 

Page, A.C., Hooke, G.R., Morrison, D.L., 2007. Psychometric properties of the depression 
anxiety stress scales (DASS) in depressed clinical samples. Br. J. Clin. Psychol. 46, 
283–297. 

Pascoe, E.A., Smart Richman, L., 2009. Perceived discrimination and health: a meta- 
analytic review. Psychol. Bull. 135 (4), 531–554. 

Postmes, T., Haslam, S.A., Jans, L., 2013. A single-item measure of social identification: 
reliability, validity, and utility. Br. J. Soc. Psychol. 52 (4), 597–617. 

Postmes, T., Wichmann, L.J., van Valkengoed, A.M., van der Hoef, H., 2019. Social 
identification and depression: a meta-analysis. Eur. J. Soc. Psychol. 49 (1), 110–126. 
https://doi.org/10.1002/ejsp.2508. 

Rathbone, J.A., Cruwys, T., Jetten, J., 2022. Non-stigmatising alternatives to anti-obesity 
public health messages: consequences for health behaviour and well-being. J. Health 
Psychol. 27 (7), 1601–1614. https://doi.org/10.1177/1359105321999705. 

Rathbone, J.A., Cruwys, T., Stevens, M., Ferris, L.J., Reynolds, K.J., 2023. The reciprocal 
relationship between social identity and adherence to group norms. Br. J. Soc. 
Psychol.62 (3),, 1346–1362. https://doi.org/10.1111/bjso.12635. 

Rehm, J., Gmel, G.E., Gmel, G., Hasan, O.S.M., Imtiaz, S., Popova, S., Probst, C., 
Roerecke, M., Room, R., Samokhvalov, A.V., Shield, K.D., Shuper, P.A., 2017. The 
relationship between different dimensions of alcohol use and the burden of 
disease—an update. Addiction 112 (6), 968–1001. https://doi.org/10.1111/ 
add.13757. 

Reinert, D.F., Allen, J.P., 2002. Audit): a review of recent research. Alcohol Clin. Exp. 
Res. 26 (2), 272–279. 

Reysen, S., Katzarska-miller, I., Nesbit, S.M., Pierce, L., 2013. Further validation of a 
single-item measure of social identification. Eur. J. Soc. Psychol. 43 (August), 
463–470. 

Room, R., 2005. Stigma, social inequality and alcohol and drug use. Drug Alcohol Rev. 
24 (2), 143–155. https://doi.org/10.1080/09595230500102434. 

Saunders, J.B., Aasland, O.G., Babor, T.F., De La Fuente, J.R., Grant, M., 1993. 
Development of the alcohol use disorders identification test (AUDIT): WHO 
collaborative project on early detection of persons with harmful alcohol 
consumption-II. Addiction 88 (6), 791–804. 

Schmitt, M.T., Branscombe, N.R., 2002. The meaning and consequences of perceived 
discrimination in disadvantaged and privileged social groups. Eur. Rev. Soc. Psychol. 
12, 167–199. February 2015.  

Schmitt, M.T.T., Spears, R., Branscombe, N.R.R., 2003. Constructing a minority group 
identity out of shared rejection: the case of international students. Eur. J. Soc. 
Psychol. 33 (1), 1–12. https://doi.org/10.1002/ejsp.131. 

Schoenaker, D.A.J.M., Brennan, E., Wakefield, M.A., Durkin, S.J., 2018. Anti-smoking 
social norms are associated with increased cessation behaviours among lower and 
higher socioeconomic status smokers: a population-based cohort study. PLoS One 13 
(12), 1–17. 

Schomerus, G., Corrigan, P.W., Klauer, T., Kuwert, P., Freyberger, H.J., Lucht, M., 2011a. 
Self-stigma in alcohol dependence: consequences for drinking-refusal self-efficacy. 
Drug Alcohol Depend. 114 (1), 12–17. 

Schomerus, G., Lucht, M., Holzinger, A., Matschinger, H., Carta, M.G., Angermeyer, M.C., 
2011b. The stigma of alcohol dependence compared with other mental disorders: a 
review of population studies. Alcohol Alcohol 46 (2), 105–112. 

Soper, D.S., 2020. A-Priori Sample Size Calculator for Structural Equation Models 
[Software]. http://www.danielsoper.com/statcalc. 

Steffens, N.K., LaRue, C.J., Haslam, C., Walter, Z.C., Cruwys, T., Munt, K.A., Haslam, S. 
A., Jetten, J., Tarrant, M., 2021. Social identification-building interventions to 
improve health: a systematic review and meta-analysis. Health Psychol. Rev. 15 (1), 
85–112. 

Stevens, M., Rees, T., Polman, R., 2019. Social identification, exercise participation, and 
positive exercise experiences: evidence from parkrun. J. Sports Sci. 37 (2), 221–228. 

Sussman, S., Pokhrel, P., Ashmore, R.D., Brown, B.B., 2007. Adolescent peer group 
identification and characteristics : A review of the literature, 32, pp. 1602–1627. 

Tajfel, H., Turner, J.C., 1979. An integrative theory of intergroup conflict. In: Austin, W. 
G., Worehel, S. (Eds.), The Social Psychology of Intergroup Relations. Brooks/Cole, 
pp. 33–47. 

Turner, J.C., Hogg, M.A., Oakes, P.J., Reicher, S.D., Wetherell, M.S., 1987. Rediscovering 
the Social Group: A Self-Categorization Theory. Blackwell. 

Vartanian, L.R., Smyth, J.M., 2013. Primum non nocere: obesity stigma and public 
health. J. bioeth. Inq. 10 (1), 49–57. 

Wakefield, J.R.H., Bowe, M., Kellezi, B., McNamara, N., Stevenson, C., 2019. When 
groups help and when groups harm: origins, developments, and future directions of 
the “Social Cure” perspective of group dynamics. Soc. Personal. Psychol. Compass 13 
(3), 1–13. 

Walter, Z.C., Jetten, J., Parsell, C., Dingle, G.A., 2015. The impact of self-categorizing as 
“homeless” on well-being and service use. Anal. Soc. Issues Public Policy 15 (1), 
333–356. https://doi.org/10.1111/asap.12089. 

Watkins, M.W., 2018. Exploratory factor analysis: a guide to best practice. J. Black 
Psychol. 44 (3), 219–246. https://doi.org/10.1177/0095798418771807. 

Wood, A.M., Kaptoge, S., Butterworth, A., Nietert, P.J., Warnakula, S., Bolton, T., 
Paige, E., Paul, D.S., Sweeting, M., Burgess, S., Bell, S., Astle, W., Stevens, D., 
Koulman, A., Selmer, R.M., Verschuren, M., Sato, S., Njølstad, I., Woodward, M., 
et al., 2018. Risk thresholds for alcohol consumption: combined analysis of 
individual-participant data for 599 912 current drinkers in 83 prospective studies. 
Lancet 391 (10129), 1513–1523. 

Wu, Y.K., Berry, D.C., 2018. Impact of weight stigma on physiological and psychological 
health outcomes for overweight and obese adults: a systematic review. J. Adv. Nurs. 
74 (5), 1030–1042. https://doi.org/10.1111/jan.13511. 

T. Cruwys et al.                                                                                                                                                                                                                                 

https://doi.org/10.1037/cdp0000519
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref52
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref52
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref52
https://doi.org/10.1016/S0140-6736(18)32744-2
https://doi.org/10.1016/S0140-6736(18)32744-2
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref54
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref54
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref54
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref54
https://doi.org/10.1037/sah0000424
https://doi.org/10.1037/sah0000424
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref56
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref56
https://doi.org/10.1007/s11205-012-0179-5
https://doi.org/10.1016/j.addbeh.2021.107093
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref59
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref59
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref60
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref60
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref60
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref61
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref61
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref61
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref62
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref62
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref63
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref63
https://doi.org/10.1002/ejsp.2508
https://doi.org/10.1177/1359105321999705
https://doi.org/10.1111/bjso.12635
https://doi.org/10.1111/add.13757
https://doi.org/10.1111/add.13757
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref68
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref68
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref69
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref69
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref69
https://doi.org/10.1080/09595230500102434
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref71
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref71
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref71
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref71
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref72
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref72
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref72
https://doi.org/10.1002/ejsp.131
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref74
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref74
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref74
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref74
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref75
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref75
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref75
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref76
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref76
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref76
http://www.danielsoper.com/statcalc
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref78
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref78
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref78
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref78
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref79
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref79
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref80
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref80
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref81
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref81
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref81
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref82
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref82
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref83
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref83
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref84
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref84
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref84
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref84
https://doi.org/10.1111/asap.12089
https://doi.org/10.1177/0095798418771807
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref87
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref87
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref87
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref87
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref87
http://refhub.elsevier.com/S0277-9536(23)00906-1/sref87
https://doi.org/10.1111/jan.13511

	Discrimination and social identity processes predict impairment and dysfunction among heavy drinkers
	1 Introduction
	1.1 Social identity, discrimination, and health
	1.2 The current study
	1.3 Hypotheses

	2 Methods
	2.1 Participants and design
	2.2 Measures

	3 Results
	4 Discussion
	4.1 Implications
	4.2 Strengths and limitations

	5 Conclusions
	CRediT authorship contribution statement
	Data availability
	Acknowledgments
	References


