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Abstract 

Background: Networks with closed structures may lead to a scarcity of diversified norms 

which may leave an individual with only negative norms to be influenced by. Trust, 

relationship quality and social support are also examples of characteristics which may affect 

the adoption of health behaviors.                                                                                           

Aims: To study whether there are any associations between network closure as well as 

relationship content (trust, relationship quality, social support) and the use of cannabis as well 

as the frequency of binge drinking, and how these associations are interacted by other factors.  

Method: Logistic regression analyses were carried out to calculate the crude and adjusted odds 

ratios for 19-years old young adults in Sweden (n=2,942). Interaction analyses were also 

performed.                                                                                                                          

Results: Individuals in high closure networks had a higher tendency to binge drink frequently. 

Individuals that in general are unhealthy, have many smoking friends and who are males had 

a higher propensity to both use cannabis and to binge drink when included in high closure 

networks.                                                                                                                      

Conclusion: Individuals may be affected negatively by being included in networks with 

closed structures – some more than other − which is possibly mediated by the types of norms 

that are available.  
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1.0 Introduction 

The interdisciplinarity between the health and social sciences has become increasingly 

elucidated during the last decades. The importance of individuals’ participation in social 

networks has consequently gained attention, much due to increasing knowledge of how 

individuals’ health behaviors are affected by the type of networks in which they are 

embedded. This is believed to be the result of individuals being influenced by prevailing 

norms and the behaviors of others in the same network. For example, Christakis and Fowler 

(2007, 2008) have in two famous studies shown that individual health behaviors are 

influenced by the individual’s network participation and how health outcomes such as 

smoking status and obesity are interlinked with similar outcomes for others in the same 

network due to the transmission of norms and information.  

Network structures and elements that characterize the relations – such as trust, relationship 

quality and social support − may alone or together be partly responsible for the transmission 

of values and norms between network members. Closed structures (described more 

extensively below) may inhibit outside influences from flowing into a network, which results 

in the network members being affected by somewhat unchallenged norms. If healthy norms 

are prevalent one would anticipate good behaviors to spread, but if the network is shaped by 

detrimental norms then the health outcomes would be affected negatively. Trust, relationship 

quality and social support may increase the tendency to conform to the behaviors of 

surrounding individuals; it is reasonably more likely to adopt the behaviors of someone that is 

highly trusted and with whom one has a good relation in which there is high social support 

(Urberg et. al., 2003). To be included in networks in which certain behaviors are normatively 

accepted or even valued might enable the process of one individual adopting other 

individuals’ behaviors, partially by observing, through interpersonal contact, how others 

behave and the effects that the behaviors produce (Christakis & Fowler, 2007). Other studies 

have shown results similar to the above-mentioned but regarding how the participation in 

networks can affect the propensity to use drugs or drink alcohol, due to the influence from 

others; especially amongst adolescents and young adults who are particularly sensitive to 

external influences (e.g. Urberg et. al., 2003; Kobus & Henry, 2010; Haynie, 2001).  

Young adulthood is commonly the period in life in which many people first come into 

contact with tobacco and alcohol as well as, in some instances more severe, substances such 

as cannabis. The use of alcohol, in particular, has historically obtained a steady cultural and 
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social value especially in Western society and may for many be regarded as somewhat of a 

“rite of passage” into adulthood from adolescence (Schulenberg et. al., 1996, p. 289). 

However, frequent binge drinking as well as the use of other drugs such as cannabis are not 

considered to be beneficial for health, especially when occurring too early in young adults’ 

lives. Current Swedish data from 2013 shows that 8.5% of the males and 4.6% of the females 

in the age span of 16-29 years have used cannabis during the last 12 months; the proportion of 

Swedish young individuals that have a risky alcohol consumption pattern is 31% of the males 

and 24% of the females in the same age category (Folkhälsomyndigheten, 2014).  

Within this context young adulthood can more or less be seen as a sensitive period during 

which health behaviors are founded, which may continue to affect the young adult even after 

having entered adulthood. That is, early adoption of alcohol or cannabis use may aggravate 

the conversion from the adolescent phase into adulthood due to impairing the prospects of a 

healthy psycho-social development. Earlier studies have stated that early adoption of alcohol 

use is one of the most critical determinants for alcohol disorders in later adult life (Spear, 

2002; Donovan, 2004). Another study has suggested that early use of cannabis increases the 

risk of lifetime dependence to 17%, compared to the 9 % risk that applies to those who start 

using the substance when they are adults (Hall & Degenhardt, 2009). Additionally, the use of 

alcohol and other drugs pose a more critical and short-term threat to the physical and mental 

well-being of young people in terms of the increasing risk of injuries, intoxication, accidents, 

and violence that alcohol and substance use can cause (Spear, 2002).   

To increase the knowledge of which mechanisms are at work when young adults develop 

negative health behaviors is important from a public health point of view, since a deeper 

understanding could imply a better capability to prevent individuals in this age group from 

developing harmful behaviors over time. The focus of this master’s thesis is therefore to 

investigate whether network closure and trust, relationship quality and social support 

influence the prevalence of negative health behaviors such as use of cannabis and binge 

drinking amongst young adults in Sweden.  
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1.1 Social networks and health behaviors 

A social network includes a set of people and the structures that it is composed of describe the 

relations that connect these people (Kadushin, 2012). Many factors are proposed to be 

responsible for the initiation and maintenance of alcohol and cannabis use in young adults’ 

lives and the role that an individual’s enclosing social networks play may be of crucial 

significance. Several studies have presented associations between the organization, and 

quality, of social networks and the health behaviors that included individuals adopt (e.g. 

Pearson et. al., 2006; Christakis & Fowler, 2007; Christakis & Fowler, 2008; Smith & 

Christakis, 2008; Ennett et. al., 2006). For example, Christakis and Fowler (2007) evaluated a 

network of 12 067 people and concluded that obesity tended to spread amongst the network 

members and that this “epidemic” was explained by an individual’s acceptance of the 

prevailing social norms within the group rather than the exposure to environmental or genetic 

factors. People are influenced by collective values and they may be either good or bad. 

Similarly, influences from significant others have shown to be associated with the use of both 

alcohol and cannabis. For example, one study has found that peer and family influences were 

almost equivalent in affecting alcohol use in adolescents, whereas peer influence was most 

prominent regarding cannabis use (Chassin et. al., 1986). 

Networks can be characterized by either density or by structural holes which are basically 

determined by the level of connectedness between the network members (Kadushin, 2012). 

The density of a network is defined as the total number of people that have direct connections 

to each other divided by the total number of possible direct connections in that particular 

network (Kadushin, 2012). More specifically: if all members in a network, which includes 10 

people in total, know each other then the density level equals 1 (
  

  
 =1), which symbolizes a 

totally dense network (closed network). Conversely, network structures that include holes 

(open networks) imply that the members are connected through one person (ego); the ego 

knows everyone while the members know only the ego which means that the network would 

not exist without the presence of the ego (Kadushin, 2012). It may also be the case that some, 

but not all, network members are connected, which would also imply that the network is not 

entirely dense.  
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Figure 1. Sociograms illustrating one totally closed network in which all members are connected to 

each other as well as to a central ego and one open network in which the members are connected only 

by a central ego. 

Networks are usually distinguished by whether the network members are linked by weak 

ties or strong ties (Kadushin, 2012; Rostila, 2013). Members that are connected by weak ties 

are less likely to be very closely involved with each other, whereas a network characterized 

by strong ties includes close and intimate relations (Kadushin, 2012; Rostila, 2013). That is, 

networks whose structures are composed by weak ties are more easily inclined to create 

bridges to surrounding networks than would be the case if all the members were strongly 

“tied” to only each other. An understanding of whether weak or strong ties are most effective 

in developing good health behaviors is ambiguous, but work in network analysis has shown 

that both kinds of structures can have beneficial effects in different ways (Cattell, 2001). The 

supply of mutual understanding, trust and support, which the participation in a network with 

strong ties offers, fulfills an individual’s emotional needs of belonging, which may even 

strengthen an individual’s confidence to adopt healthy behaviors. However, the wider access 

to information and knowledge that weak ties facilitate may increase an individual’s options to 

live healthy, since the individual can benefit from resources in many different networks 

(Cattell, 2001). 
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1.1.1 Network closure and negative health behaviors 

The composition of a network’s structures has consequences for the set of values and 

influences that flourish within the network which is an important aspect of how closed 

networks can affect health negatively, particularly in young adults as they may be more easily 

influenced by the characteristics of their peer relations. The possibility to “lock out” 

influences from the “outside world” is greater if the network structures are densely knitted as 

norms are less able to flow in from surrounding networks (Kadushin, 2012; Rostila, 2013). 

This may lead to an unequal balance, between networks, of health-promoting norms which, in 

turn, can lead to the accumulation of “bad” norms and influences in some networks − 

eventually this may lead to the development of negative health behaviors (Rostila, 2013; 

Maycock & Howat, 2007).  

Dense networks in which the members are connected by strong ties are also proposed to 

facilitate a common identity since the cohesiveness amongst the members results in stronger 

norms and more frequent communication compared to loosely knitted networks (Haynie, 

2001). This may result in the members’ behaviors being more consistent with the influences 

that flourish within the network. A young adult who is embedded in a network in which all 

members are densely interlinked, and thus is very cohesive, is confined to the information that 

is exchanged between the other network members since influences from distal networks are 

lacking. This may lead to negative behaviors such as use of cannabis or frequent binge 

drinking if the behaviors in general are influenced by detrimental norms (Kadushin, 2012). 

Additionally, young individuals may be even more prone to adapt to the influences and norms 

in a network since young adulthood can be seen as a transition period (from adolescence into 

adulthood), in which adaptation to friends’ behaviors is important in order to be part of a 

community and to not become “lost” or “isolated” in this new and unfamiliar life era (Haynie, 

2001). 

So, the use of cannabis and binge drinking are two examples of health behaviors which 

have shown to be influenced by social networks, however, whereas the use of alcohol 

generally is a common element in young adults’ lives the prevalence of cannabis use is still 

relatively uncommon, although it is increasing. It is therefore likely that different mechanisms 

affect these two separate behaviors or that the same mechanisms affect the behaviors to 

different extents. The consequences of network closure are therefore expected to vary 

depending on which health behavior is observed.  



6 
 

1.2 Relationship contents and health behaviors 

The idea of how network organizations affect individuals is entwined with the importance of 

the contents that characterize social networks and that are considerably involved in the 

process of developing individual behaviors. Properties such as trust, relationship quality and 

social support are all elements that are somewhat similar to the idea of social capital and 

many studies within the field of social sciences suggest that social capital is an important 

determinant for health and health behaviors (e.g. Rostila, 2013; Islam et. al., 2006; Lundborg, 

2005). These aspects work to unite the people within a network by incorporating thresholds 

(norms) which constrain people from adapting behaviors that are deviant while promoting 

behaviors that are considered to be good (Field, 2008; Lindström, 2008). This is enabled 

during a process in which reciprocal exchanges of for example information, mutual trust and 

social support facilitate the cohesiveness of a network (Islam et. al., 2006). To challenge the 

norms in a network would risk damaging the cohesiveness between the network members, 

which thus may lead to members of a network adapting the same kind of behaviors to 

strengthen the communion.    

A cohesive network in which all members are closely connected may infer that the 

members’ relations are characterized by high trust, good relationship quality and high social 

support which may affect health behaviors separately to different extents. However,  all of 

these aspects may also work cooperatively in that individuals may be even more affected by 

influences from for example highly trusted peers if the networks in which they are embedded 

are characterized by a reduced in-flow of alternative influences due to closed structures.  

1.2.1 Trust 

The reciprocal trust that network participation offers facilitates the individual’s sense of 

belonging and the assurance that members in the same network unite and collectively strive to 

accomplish mutual aims (Lindström, 2003; Rostila, 2013; Maycock & Howat, 2007). 

Considering health behaviors and related outcomes, this element may be most interesting 

when looked upon through an interpersonal perspective. Many studies on how social 

characteristics are affecting health and health behaviors use trust as an influencing measure 

and a lot of them have concluded that trust is associated with health-related behaviors. Several 

studies have mainly pointed at the positive health effects that trust brings about (e.g. 

Lindström, 2003; Lundborg, 2005), but it may also lead to negative consequences.   
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The so-called thick trust is the form of trust that is embedded in social relationships and the 

ability to trust one’s fellow beings, in particular friends and family, is important in the process 

of developing healthy behaviors (Rostila, 2013). However, it may also be that thick trust 

encourages people to maintain the norms that are valued within a network although they 

might be harmful, whereas its opposite, thin trust, may lead individuals to search for external 

influences to be affected by. Trustful bonds may result in a somewhat “exaggerated loyalty” 

and young adults who have a lot of trust in unhealthy friends may be more easily influenced 

to adopt unhealthy behaviors, such as cannabis or alcohol use, themselves. For example, 

Rostila et. al. (2013) found that trust was positively associated with smoking behavior in 

young adults; the risk ratio for egos to smoke who had high trust in friends who also smoked 

was 7.58 compared to the 3.46 risk for those who had low trust in smoking friends. The same 

hypothesis can be applied to other negative health behaviors such as use of cannabis or 

alcohol. Furthermore, Jørgensen et. al. (2007) conducted a qualitative study in which trust 

between peers was found to be a very important factor when the adolescents gathered to drink 

alcohol; the company of good and trusted friends may thus be a means of exercising risky 

activities in a more secure way.   

1.2.2 Relationship quality and social support   

The quality of the relationships to significant others has been emphasized as strongly 

influencing the kind of resources that affect health and health behaviors. By influencing 

psychosocial mechanisms the quality in relations to others may help to strengthen one’s self-

esteem, confidence and feelings of control, all of which are very important when establishing 

health behaviors (Lindström, 2008). Most of the empirical evidence to date has shown that 

good relationship quality is beneficial for health whereas a poor quality may lead to 

detrimental health behaviors (e.g. Lindström, 2008; Raudino, Fergusson & Horwood, 2013). 

For example, associations between drug abuse and dysfunctional family backgrounds have 

been found which suggest that relationships that are low in quality may negatively affect the 

development of self-esteem and psychological functioning which, in turn, may result in 

detrimental behaviors (Lindström, 2008).  

There is, however, opposing empirical evidence which shows that high quality in relations 

actually may lead to negative health behaviors, especially when focusing on adolescents and 

young adults. Krohn et. al. (1983) investigated whether quality in friend relations − partially 

measured by asking the respondents if friends do things that make the respondents feel good − 
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was positively related to smoking cigarettes, which showed to be true. They concluded the 

results by stating that cigarette smoking is a social activity and that good friend relations may 

facilitate social interactions which increase the opportunities for young people to influence 

each other. The same theory may be applied to the tendency to use cannabis or to binge drink 

since these are activities which young adults rarely engage in alone. Similarly, Urberg et. al. 

(2002) conducted a four-wave longitudinal study which showed that high quality friendships 

influenced the respondents to use cigarettes or alcohol whereas those who reported their 

friendships to be low in quality were not influenced.  

Social support is one qualitative aspect of social relations, which “may be seen as the 

emotional, instrumental and financial aid that is obtained from one’s social network” 

(Berkman, 1984, p. 415); thus it is of great importance for the individual’s psycho-social 

health because of its moderating effects in times of uneasiness or disease. One suggestion is 

that social support influences health through two main mechanisms: firstly an individual is 

affected psychologically when the support creates emotions of appraisal and control; and 

secondly the extent of support may work as an encouraging effect helping individuals to make 

certain decisions (Oliveira et. al., 2011). Social support from significant others in a network 

may buffer individuals in times of stress or strain but it may also provide individuals, on a 

more general basis, with positive experiences and a stable set of roles that are regarded as 

socially rewarding, resulting in a more predictable and secure assessment of one’s 

circumstances in life (Cohen & Wills, 1985). 

 As with trust and relationship quality, social support has also been associated with negative 

health behaviors, especially in groups of young adults. Individuals in these age groups are in 

the midst of a process in which they separate themselves from the family to become 

increasingly involved with people in their own age (Wills & Vaughan, 1989). Since opinions 

on which health behaviors are appropriate to adopt may be different in  peer and parental 

networks young adults with high support from peers have shown to be more likely to engage 

in substance use than are individuals that report that the highest support still come from their 

parents (Wills & Vaughan, 1989). These findings are consistent with the results of Chassin et. 

al. (1986) which showed that the respondents who went from experimental to regular smoking 

were more likely to report higher proportion of smoking friends, lower levels of parental 

support but higher levels of peer support. As with trust, Rostila et. al. (2013) also found that 

social support had an effect on egos’ propensity to smoke when their friends smoked, which 
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suggests that social support may lead to negative health outcomes if negative behaviors are 

commonly prevalent.   

1.3 Theoretical model 

Network closure and relationship contents such as trust, relationship quality and social 

support may reinforce the way in which norms influence individuals to adopt negative health 

behaviors. This may happen through the elements operating separately as the black arrows 

below show (Figure 2). It may also be that they are interacting as the green arrow shows 

(Figure 2); the likelihood of taking after one another may be greater in a closed network 

which also is characterized by high trust, good relations and high social support. Other factors 

– such as individual characteristics − may also impact how these elements affect individuals 

differently.    

 

Figure 2. Flow chart presenting the analytic strategy of the study: the black boxes show the 

independent (x1, x2) and the dependent (y) variables; the red box shows the control variables (z); the 

green box shows the moderating/modifying variables (z*); and the arrows demonstrate how the 

variables may be associated.   
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1.4 Aim and research questions 

The main aim of this thesis is to study the associations between degree of network closure and 

the use of cannabis and frequency of binge drinking in young adults, adjusted for possible 

confounders. The secondary aim is to study the associations between aspects of relationship 

content (trust, relationship quality and social support) and the use of cannabis and frequency 

of binge drinking in young adults, adjusted for possible confounders. A third aim is to explore 

whether the associations between degree of network closure and these health behaviors are 

interacted by individual characteristics as well as relationship content, to study if these factors 

cooperate. The study is based on the following research questions: 

1. Is there an association between network closure and the use of cannabis and 

frequency of binge drinking amongst young adults in Sweden? 

2. Is there an association between trust, relationship quality, social support and the use 

of cannabis and frequency of binge drinking amongst young adults in Sweden? 

3. Is the association between network closure and use of cannabis and frequency of 

binge drinking interacted by individual characteristics (e.g. health behaviors, gender, 

ethnicity) as well as relationship contents (trust, relationship quality, and social 

support)?  
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2.0 Methods 

2.1 Data material 

The material used in this study came from a large Swedish survey, Social Capital and Labor 

Market Integration, that was carried out by Statistics Sweden (Statistiska Centralbyrån) in 

2009 (SCB, 2010). Initially, 5,695 19-years old boys and girls were contacted by phone for an 

interview and the purpose of the survey was to get a coherent insight into young people’s 

lives in the transition from school to working life (SCB, 2010). Therefore, it contained a 

dense set of questions about the young adults’ life situations in general − including education, 

occupation, interests, and relations – as well as questions about their health, health behaviors 

and family background such as parents’ ethnicity, education, religion etc. (SCB, 2010). 

Participants were also asked questions about five of their closest friends which generated 

network data including structures, relationship content as well as friends’ health behaviors 

(SCB, 2010). Register data on parents’ school grades, occupation and income as well as 

participants’ own school grades was derived from Statistics Sweden and the National 

Archives (Riksarkivet).         

2.2 Study population, selection criteria and attrition 

The original sample of 5,695 individuals was based on three cohorts born in 1990: (1) all 

individuals with one or both parents born in former Yugoslavia; (2) 50 % of all individuals 

with one or both parents born in Iran; and (3) a random sample of 2,500 individuals with both 

parents born in Sweden (SCB, 2010). The choice and size of the different ethnic groups 

represented the largest groups of individuals in that age with foreign background in Sweden at 

the time (Rostila et. al., 2013). However, a non-response rate of 48.4% left a definitive sample 

of 2,942 individuals; 37.6% of the non-included could not be reached whereas 8.1% refused 

to participate in the survey (SCB, 2010).  

When analyzing the attrition tables it appeared that those who had a greater tendency to 

participate were individuals who lived outside larger cities, had accomplished or studied at the 

time at upper secondary school, had better school grades, and had parents who had a post-

secondary education – regardless of which gender or cohort they belonged to (SCB, 2010). To 

moderate the effect of systematic errors related to bias − due to disproportionality in the 

response rates − calibration was performed to weigh out the missing information (SCB, 

2010). 
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2.3 Ethics 

All of the participants received a letter before carrying out the survey which included 

information on the purpose and content of the interviews as well as secrecy and the collection 

of register data (SCB, 2010). The study was thus based on data that has informed consent 

from the respondents. 

2.4 Measures 

2.4.1 Dependent variables 

The first outcome variable included in the study was use of cannabis which was based on the 

following question ‘Have you smoked cannabis during the last 12 months?’ which could be 

answered by either (1) yes or (0) no. Since the variable just included two answering 

alternatives it was used in its original form in the analysis.   

The second outcome variable included in the study was frequency of binge drinking which 

was based on the following question ‘By estimate, how many times have you been drinking 

so much alcohol that you have got drunk during the last 12 months?’ which could be 

answered by six answering alternatives: (1) 3 times/week or more; (2) 1-2 times/week; (3) 2-3 

times/month; (4) once a month; (5) less often than once a month; or (6) never). In the analysis, 

the originally categorical variable was dichotomized by recoding alternatives 1, 2 and 3 into 1 

(yes) and alternatives 4, 5 and 6 into 0 (no), to define whether the prevalence of binge 

drinking was a problem or not. 

2.4.2 Independent variables 

The independent variable network closure reflected whether the respondents’ (egos) 

friendship networks were closed or open by estimating the proportion of the respondents’ 

friends (alters) who knew each other. The relationship status amongst the maximum of five 

friends that the interviewees were asked questions about was based on ten variables: ‘Do alter 

#1 and #2 know each other?’; ‘Do alter #1 and #3 know each other?’; ‘Do alter #2 and #3 

know each other?’; ‘Do alter #4 and #1 know each other?; ‘Do alter #4 and #2 know each 

other?’; ‘Do alter #4 and #3 know each other?’; ‘Do alter #5 and #1 know each other?’; ‘Do 

alter #5 and #2 know each other?’; ‘Do alter #5 and #3 know each other?’; and ‘Do alter #5 

and #4 know each other?’. These variables were recoded so that friend relations for which 

there was not any information – either because the respondent had ignored to leave 
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information on a certain relation or that the respondent had mentioned less than five friends – 

were left out of the calculation. The total number of relations in which friends knew each 

other (maximum ten) was then divided by the total number of friend relations that the 

respondent had given information on (maximum ten) to produce proportions. These 

proportions were finally categorized into four groups based on percentages of friends who 

knew each other: 0%−25%; 26%−50%; 51%−77%; and 76%−100%. The choice of using 

proportions of friends who knew each other instead of total number of friends who knew each 

other was taken because of the difficulties that emerge when the number of friends included 

differed amongst the respondents. For example, one respondent may have reported only two 

friends but that these friends know each other, whereas another respondent may have reported 

five friends who all know each other. In both of these examples, the respondents’ networks 

are “closed” since 100% of their friends know each other although the number of friends that 

the percentages are based on differs.  

The aspects of relationship content were composed by the variables trust, relationship 

quality and social support. Trust was measured by asking the respondents how much they 

trusted the persons that they had included as their closest friends: (1) not at all; (2) a little; (3) 

quite much; (4) much; or (5) very much. The original variable was dichotomized by recoding 

1, 2 and 3 into 0 (low trust) and 4 and 5 into 1 (high trust). Relationship quality was measured 

by asking the respondents how they perceived the quality in the relations to the persons that 

they had included as their closest friends: (1) not at all good; (2) less good; (3) fairly good; (4) 

good; or (5) very good. The original variable was dichotomized by recoding 1, 2 and 3 into 0 

(low quality) and 4 and 5 into 1 (high quality). Social support was measured by asking the 

respondents whether or not they could discuss an important personal problem with each of the 

persons that they had included as their closest friends: the response options were (1) yes or (0) 

no. All of these three social capital variables were also converted into proportions, categorized 

as percentages, of friendship relations with high trust, high quality and high support.  

2.4.3 Control variables 

An index was created to measure the respondents’ health behaviors which included 

information on eating and exercise habits as well as smoking status: (1) healthy; (2) fairly 

healthy; and (3) unhealthy. Also, peers’ smoking status was included as proportion of friends 

who smoke: 0%−25%; 26%−50%; 51%−75%; and 76%−100%. Further, gender (male or 

female) and ethnicity, measured by parents’ country of birth (Sweden, former Yugoslavia, 
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Iran), were included.  Additionally, parents’ social class was measured by using the Swedish 

socio-economic classification (SEI) and grouped into seven categories: (1) higher non-

manuals; (2) medium non-manuals; (3) lower non-manuals; (4) skilled workers; (5) unskilled 

workers; (6) farmers; and (7) self-employed (Rostila et. al., 2013). Moreover, school grades 

from the ninth grade included the scores of the respondent’s sixteen top subjects and the 

possible grades were: no grade/fail (0 points); pass (10 points); pass distinction (15 points); 

and pass with special distinction (20 points) (Rostila et. al., 2013). The points were summed 

up and the range between 0 and 320 was then categorized into quartiles. Also, civil status was 

included and dichotomized into partner (married or in a relationship) and no partner.  

2.5 Statistical analysis  

Initially, descriptive analyses were conducted to get a wide overview of the distribution of 

both the dependent, independent and control variables; the results are presented by gender and 

in total in Table 1. Subsequently, bivariate logistic regressions were performed which tested 

the associations between only the independent and dependent variables; the results are 

presented as crude odds ratios in Tables 2 and 3. Thereafter, multivariate logistic regressions 

were carried out to test if the control variables had any effect on the associations: Model 1 

was adjusted for ego’s health behaviors and proportion of friends who smoke; Model 2 was 

adjusted for gender and ethnicity; Model 3 was adjusted for gender, ethnicity and parents’ 

social class; Model 4 was adjusted for gender, ethnicity, parents’ social class, school grades, 

and civil status; and the full model was adjusted for the independent and control variables 

altogether. Lastly, interaction analyses were carried out to investigate whether the possible 

associations between x (network closure) and y (use of cannabis, frequency of binge drinking) 

were moderated/modified by z (e.g. gender, ethnicity, relationship content). These were 

conducted by creating an interaction term which was included in the analysis with the original 

variables as well as creating new variables for the different combinations which were then 

included in an analysis in relation to a reference group. The interaction analyses were limited 

to consider only the primary aim of the thesis which was to look at the relationship between 

network closure and the use of cannabis and frequency of binge drinking, however, the 

aspects of relationship content were included as modifying variables. To assess model fit, 

ROC curve analyses were performed for all models which in general predicted higher 

sensitivity and specificity for the adjusted models than the bivariate models. All of the 

analyses were conducted by using the SPSS software and results are presented with odds 

ratios (OR) and 95% confidence intervals (CI).                              
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3.0 Results 

3.1 Descriptive statistics 

The distribution of the dependent variables (Table 1) shows that cannabis use is relatively 

uncommon whereas binge drinking is considerably more prevalent; males are more frequent 

users of both substances than females. A total of 234 respondents (8.1%) reports that they 

have smoked cannabis during the last 12 months; 135 of these are males and 99 are females. It 

is most common for males to binge drink 2-3 times per month (26.5%) whereas it is most 

common for females to drink alcohol less often (26.6%). However, after dichotomizing the 

frequency rates of binge drinking it appears that 37.5% of the individuals in total satisfy the 

criteria of a high frequency of binge drinking (2-3 times/month or more often), 41% of the 

males and 33.9% of the females. The distribution of the independent variables (Table 1) 

demonstrates that it is most common that 76%−100% of the respondent’s friends know each 

other regardless the gender of the interviewee, although it is more common amongst males’ 

friends than females’. Furthermore, around 70% of both males and females report that they 

trust 76%−100% of their friends much or very much. There is a similar trend when it comes 

to how the respondents perceive the friendship quality: 74.7% of the males and 71.2% of the 

females report that they think that the quality of their relations to 76%−100% of their friends 

is good or very good. However, when it comes to the levels of social support, the percentages 

between the genders are not as similar: 60.7% of the males compared to 70.7% of the females 

report that they can discuss an important personal problem with 76%−100% of their friends.  

The distribution of the control variables (Table 1) illustrates that the study sample is almost 

equally divided regarding gender: there are 1494 male participants (50.8%) and 1448 female 

participants (49.2%). Half of the respondents report that they are healthy (51.2%) and it is 

most common to have a low proportion of smoking friends (55.7%). The young adults with 

Swedish parents constitute the largest ethnic group, followed by Yugoslavians and then 

Iranians. Almost half of the respondents (48.6%) come from non-manual class backgrounds 

(higher, medium and lower) and the rest (51.5%) come from either working class 

backgrounds (skilled or unskilled) or have parents who are farmers or self-employed. The 

female respondents have substantially better grades than the males: 30.1 % of the females 

belong to the quartile 1 (highest grades) compared to only 14.9% of the males. It is twice as 

common for both males and females to be single than to be married or to have a partner. 
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Table 1. Background characteristics of the dependent, independent and control variables included in the analysis, presented by 

gender and in total, 19-years old men and women in Sweden (n= 2942). 

 Males Females p-value  
(gender diff) 

Total 
 N % N % N % 

Use of cannabis     <0.05   

 Yes 135 9.2 99 7.0  234 8.1 

 No 1333 90.8 1316 93.0  2649 91.9 

Frequency of binge drinking     <0.001   

 3 times/week or more 17 1.2 14 1.0  31 1.1 

 1-2 times/week 194 13.2 144 10.2  338 11.7 

 2-3 times/month 390 26.5 321 22.7  711 24.6 

 Once a month 326 22.2 263 18.6  589 20.4 

 Less often than once a month 329 22.4 376 26.6  705 24.4 

 Never 211 14.4 295 20.8  506 17.5 

High frequency of binge drinking     <0.001   

 Yes 601 41.0 479 33.9  1080 37.5 

 No 866 59.0 934 66.1  1800 62.5 

Closure (100%= All of the friends know 

each other) 

     

<0.001 

  

 0%−25%  172 11.5 184 12.7  356 12.1 

 26%−50% 218 14.6 297 20.6  515 17.5 

 51%−75% 218 14.6 302 20.9  520 17.7 

 76%−100% 883 59.2 661 45.8  1544 52.6 

Trust (100%= trust all friends much or 

very much) 

     

NS 

  

 0%−25%  38 2.6 31 2.2  69 2.4 

 26%−50% 137 9.4 119 8.3  256 8.9 

 51%−75% 245 16.9 252 17.6  497 17.2 

 76%−100% 1034 71.1 1033 72.0  2067 71.5 

Relationship quality (100%= good or 

very good quality in relations to all 
friends) 

     

 

<0.05 

  

 0%−25%  34 2.3 23 1.6  57 2.0 

 26%−50% 104 7.2 128 8.9  232 8.0 

 51%−75% 230 15.8 262 18.3  492 17.0 

 76%−100% 1086 74.7 1022 71.2  2108 73.0 

Social support (100%= can discuss 

problem with all friends) 

     

<0.001 

  

 0%−25%  82 5.6 32 2.2  114 3.9 

 26%−50% 174 12.0 136 9.5  310 10.7 

 51%−75% 316 21.7 253 17.6  569 19.7 

 76%−100% 882 60.7 1014 70.7  1896 65.6 
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Table 1. Cont. 

 Males Females p-value 
(gender diff) 

Total 
 N % N % N % 

Health behaviors index (eating and 
exercise habits, smoking status) 

     

NS 

  

 1 (healthy) 763 52.1 710 50.2  1473 51.2 

 2 (fairly healthy) 451 30.8 431 30.5  882 30.7 

 3 (unhealthy) 250 17.1 272 19.2  522 18.1 

Proportion of smoking friends 

(100%= all friends smoke) 

     

<0.1 

  

 0%−25% 833 57.3 775 54.0  1608 55.7 

 26%−50% 292 20.1 285 19.9  577 20.0 

 51%−75% 190 13.1 194 13.5  384 13.3 

 76%−100% 139 9.6 181 12.6  320 11.1 

Ethnicity     NS   

 Swedish  691 46.3 691 47.7  1382 47.0 

 Former Yugoslavian 478 32.0 450 31.1  928 31.5 

 Iranian 325 21.8 307 21.2  632 21.5 

Parents’ social class     NS   

 Higher non-manuals  209 14.4 228 16.1  437 15.2 

 Medium non-manuals 380 26.1 372 26.2  752 26.1 

 Lower non-manuals 102 7.0 108 7.6  210 7.3 

 Skilled manual workers 336 23.1 324 22.8  660 22.9 

 Unskilled manual workers 321 22.0 257 18.1  578 20.1 

 Farmers 91 6.3 109 7.7  200 7.0 

 Self-employed 17 1.2 22 1.5  39 1.4 

School grades     <0.001   

 Quartile 1 (highest) 215 14.9 496 30.1  641 22.5 

 Quartile 2   338 23.5 408 28.8  746 26.1 

 Quartile 3 401 27.9 297 21.0  698 24.4 

 Quartile 4 (lowest) 485 33.7 285 20.1  770 27.0 

Civil status     <0.001   

 Married or in a relationship  450 30.3 543 37.6  993 33.9 

 Single 1037 69.7 903 62.4  1940 66.1 

Total       1494 100.0    1448 100.0                             2942  100.0 
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Table 2. Odds ratios and confidence intervals for the associations between network closure, relationship contents and use of cannabis, amongst 19-years old males and females in Sweden 
(n=2942). 

 Bivariate model
a 

             Model 1
b 

             Model 2
c 

             Model3
d 

Model 4
e 

         Full model
f 

        OR CI OR              CI OR CI OR        CI OR CI  OR CI 

Network structures 
Closure (100%= All of the friends know 
each other) 

          

 0%−25% (ref.)      1.00  1.00     1.00       1.00       1.00       1.00  
 26%−50%      1.15 0.63 – 2.10 1.05 0.55 – 2.01    1.16 0.63 – 2.13      1.23 0.65 – 2.33      1.20 0.62 – 2.33      0.95 0.48 – 1.88 
 51%−75%      1.62† 0.91 – 2.88 1.46 0.78 – 2.73    1.66† 0.93 – 2.97      1.82* 0.99 – 3.34      1.87* 1.00 – 3.49      1.49 0.77 – 2.85 
 76%−100%      1.73* 1.03 – 2.91 1.56 0.89 – 2.73    1.70* 1.01 – 2.87      1.84* 1.06 – 3.19      1.88* 1.06 – 3.33      1.51 0.84 – 2.72 

Relationship contents           

Trust (100%= trust all friends much or very 
much) 

          

 0%−25% (ref.)      1.00      1.00     1.00       1.00       1.00       1.00  
 26%−50%      6.18† 0.82 – 46.70     6.47†  0.85 – 49.42    6.36† 0.84 – 48.10      6.11† 0.80 – 46.45      6.50† 0.85 – 49.54      5.01 0.61 – 41.46 
 51%−75%      6.49† 0.88 – 47.88     6.71†  0.90 – 50.01    6.88† 0.93 – 50.86      7.06† 0.95 – 52.27      7.01† 0.94 – 52.13      5.11 0.63 – 41.67 
 76%−100%      5.56† 0.77 – 40.33     6.36†  0.87 – 46.37    5.93† 0.82 – 43.08      5.64† 0.78 – 41.11      5.61† 0.77 – 40.95      4.91 0.60 – 39.84 
Relationship quality (100%= good or very 
good quality in relations to all friends) 

          

 0%−25% (ref.)      1.00  1.00      1.00       1.00       1.00       1.00  
 26%−50%      1.96 0.44 – 8.81 1.97 0.42 – 8.99     2.11 0.47 – 9.48      4.06 0.52 – 31.47      3.86 0.50 – 30.00      2.65 0.32 – 21.83 
 51%−75%      2.72 0.64 – 11.52 2.67 0.62 – 11.47     2.94 0.69 – 12.49      5.54† 0.75 – 41.25      4.86  0.65 – 36.33      2.62 0.33 – 21.05 
 76%−100%      2.21 0.53 – 9.17 2.35 0.56 – 9.86     2.36 0.57 – 9.81      4.32 0.59 – 31. 62      3.86 0.53 – 28.30      2.39 0.30 – 19.07 
Social support (100%= can discuss problem 
with all friends) 

          

 0%−25% (ref.)      1.00  1.00      1.00       1.00       1.00       1.00  
 26%−50%      2.08 0.70 – 6.16 2.20 0.73 – 6.60     2.18 0.73 – 6.48      2.01 0.67 – 6.02      2.05 0.68 – 6.17      1.89 0.60 – 5.97 
 51%−75%      3.07* 1.09 – 8.65   2.96* 1.04 – 8.43     3.30* 1.17 – 9.29      3.05* 1.08 – 8.62      2.99* 1.05 – 8.50      2.38 0.80 – 7.06 
 76%−100%      2.26 0.82 – 6.21 2.27 0.82 – 6.31     2.49† 0.90 – 6.87      2.24 0.81 – 6.21      2.17 0.78 – 6.03      1.73 0.59 – 5.06 

 
a
Bivariate model: Crude odds ratios; 

b
Model 1: Adjusted for the respondents’ health behaviors and the proportion of smoking friends; 

c
Model 2: Adjusted for gender and ethnicity;  

d
Model 3: Adjusted for gender, ethnicity and parents’ social class; 

e
Model 4: Adjusted for gender, ethnicity, parents’ social class, school grades and civil status; 

f
Full model: Adjusted for the 

independent and control variables altogether. 
†p-value <0.10 *p-value <0.05 ** p-value <0.01 ***p-value <0.001. 
Ref. groups in adjusted models: Healthy behaviors; Non-smoking friends; Females; Swedes; Higher non-manuals; Quartile 1; and Married/Partner.  
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Table 3. Odds ratios and confidence intervals for the associations between network structures, relationship contents and the frequency of binge drinking, amongst 19-years old males and females 
in Sweden (n= 2942). 

        Bivariate model
a 

Model 1
b 

Model 2
c 

              Model3
d 

              Model 4
e 

           Full model
f 

       OR CI       OR CI       OR CI     OR CI     OR CI     OR CI 

Network structures 
Closure (100%= All of the friends 
know each other) 

          

 0%−25% (ref.)      1.00       1.00       1.00      1.00     1.00     1.00  
 26%−50%      1.51** 1.11 – 2.07      1.17 0.84 – 1.63      1.46* 1.07 – 2.00     1.42* 1.03 – 1.96    1.45* 1.05 – 2.02    1.15 0.81 – 1.64 
 51%−75%      1.67*** 1.23 – 2.28      1.26 0.90 – 1.75      1.60** 1.17 – 2.19     1.50* 1.09 – 2.07    1.50* 1.09 – 2.08    1.16 0.82 – 1.65 
 76%−100%      1.88*** 1.43 – 2.46      1.51** 1.13 – 2.01      1.76*** 1.33 – 2.31     1.76*** 1.32 – 2.33    1.79*** 1.34 – 2.39    1.45* 1.06 – 1.97 

Relationship contents           

Trust (100%= trust all friends much 
or very much) 

          

 0%−25% (ref.)      1.00  1.00       1.00      1.00     1.00     1.00  
 26%−50%      1.04 0.57 – 1.90 1.05 0.57 – 1.94      1.00 0.55 – 1.84     0.95 0.51 – 1.76    0.94 0.50 – 1.76    0.97 0.47 – 2.00 
 51%−75%      1.63† 0.93 – 2.87 1.57 0.88 – 2.81      1.51 0.85 – 2.68     1.47 0.82 – 2.64    1.44 0.80 – 2.59    1.29 0.63 – 2.64 
 76%−100%      1.50 0.87 – 2.58 1.56 0.89 – 2.72      1.34 0.77 – 2.32     1.25 0.71 – 2.18    1.22 0.69 – 2.16    1.08 0.53 – 2.21 
Relationship quality (100%= good or 
very good quality in relations to all 
friends) 

          

 0%−25% (ref.)      1.00  1.00       1.00      1.00     1.00     1.00  
 26%−50%      0.84 0.45 – 1.57 0.83 0.44 – 1.58      0.91 0.48 – 1.71     0.83 0.43 – 1.59    0.75 0.38 – 1.47    0.67 0.31 – 1.41 
 51%−75%      1.05 0.58 – 1.89 0.98 0.54 – 1.81      1.12 0.61 – 2.04     1.03 0.56 – 1.90    0.92 0.49 – 1.73    0.66 0.32 – 1.39 
 76%−100%      1.12 0.64 – 1.98 1.12 0.62 – 2.01      1.15 0.65 – 2.04     1.04 0.58 – 1.88    0.93 0.51 – 1.72    0.69 0.33 – 1.44 
Social support (100%= can discuss 
problem with all friends) 

          

 0%−25% (ref.)      1.00  1.00       1.00      1.00    1.00     1.00  
 26%−50%      0.99 0.61 – 1.60 0.97 0.59 – 1.60      1.02 0.63 – 1.68     1.00 0.60 – 1.66   0.97 0.58 – 1.63    0.97 0.56 – 1.68 
 51%−75%      1.56* 1.00 – 2.45 1.42 0.90 – 2.26      1.54† 0.97 – 2.43     1.45 0.91 – 2.32   1.48† 0.92 – 2.38    1.33 0.79 – 2.23 
 76%−100%      1.65* 1.08 – 2.53  1.60* 1.03 – 2.47      1.67* 1.08 – 2.58     1.57* 1.00 – 2.45   1.55† 0.98 – 2.43    1.46 0.89 – 2.41 
a
Bivariate model: Crude odds ratios; 

b
Model 1: Adjusted for the respondents’ health behaviors and the proportion of smoking friends; 

c
Model 2: Adjusted for gender and ethnicity;  

d
Model 3: Adjusted for gender, ethnicity and parents’ social class; 

e
Model 4: Adjusted for gender, ethnicity, parents’ social class, school grades and civil status; 

f
Full model: Adjusted for the 

independent and control variables altogether. 
†p-value <0.10 *p-value <0.05 ** p-value <0.01 ***p-value <0.001. 
Ref. groups in adjusted models: Healthy behaviors; Non-smoking friends; Females; Swedes; Higher non-manuals; Quartile 1; and Married/Partner.  
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Table 4. Odds ratios and confidence intervals for the interaction effects of modifying variables (z) on the 

associations between network closure (x) and use of cannabis and frequency of binge drinking (y), 

adjusted for gender, ethnicity and parents’ social class (n= 2942).   

   Use of cannabis 
 

      Frequency of binge 

drinking 

 OR CI/p-value OR CI/p-value 

Closure*Health behaviors  <0.001  <0.001 

 Low closure*healthy (ref.)         1.00          1.00  

 Low closure*fairly healthy         2.04** 1.24 – 3.37         1.36** 1.04 – 1.78 

 Low closure*unhealthy         2.53*** 1.45 – 4.43         2.26*** 1.64 – 3.11 

 High closure*healthy         1.53† 0.97 – 2.41         1.25† 1.00 – 1.56 

 High closure*fairly healthy         2.22*** 1.38 – 3.58         1.84*** 1.43 – 2.37 

 High closure*unhealthy         3.33*** 2.03 – 5.48         2.84*** 2.11 – 3.81 

Closure*Friends smoke  <0.001  <0.001 

 Low closure*few friends smoke (ref.)         1.00          1.00  

 Low closure*many friends smoke         3.09*** 1.99 – 4.79         2.28*** 1.76 – 2.96 

 High closure*few friends smoke         1.31 0.88 – 1.95         1.27* 1.05 – 1.55 

 High closure*many friends smoke         3.62*** 2.44 – 5.38         2.59*** 2.05 – 3.28 

Closure*Gender  <0.01  <0.001 

 Low closure*female (ref.)         1.00          1.00  

 Low closure*male         1.47† 0.96 – 2.26         1.28* 1.01 – 1.61 

 High closure*female         1.46† 0.96 – 2.21         1.21† 0.97 – 1.52 

 High closure*male         1.76** 1.22 – 2.61         1.75*** 1.42 – 2.16 

Closure*Ethnicity  <0.05  <0.05 

 Low closure*Swedish (ref.)         1.00          1.00  

 Low closure*Former Yugoslavian         1.00 0.60 – 1.69         0.64*** 0.48 – 0.84 

 Low closure*Iranian         1.32 0.78 – 2.24         0.75† 0.56 – 1.01 

 High closure*Swedish         1.33 0.88 – 2.00         1.49*** 1.20 – 1.85 

 High closure*Former Yugoslavian         1.50† 0.95 – 2.35         0.70** 0.54 – 0.91 

 High closure*Iranian         1.47 0.89 – 2-42         0.86 0.65 – 1.14 

Closure*Parents’ social class  <0.05  NS 

 Low closure*non-manual (ref.)         1.00          1.00  

 Low closure*manual         1.29 0.82 – 2.05         0.62*** 0.49 – 0.80 

 Low closure*farmer/self-employed         1.56 0.75 – 3.23         1.16 0.77 – 1.75 

 High closure*non-manual         1.69* 1.12 – 2.53         1.27* 1.02 – 1.58 

 High closure*manual         1.29 0.84 – 2.00         0.84 0.67 – 1.06 

 High closure*farmer/self-employed         1.97* 1.03 – 3.77         1.38 0.93 – 2.06 
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Table 4. Cont. 

   Use of cannabis       Frequency of binge 

drinking 

   OR CI/p-value   OR CI/p-value 

Closure*Trust  <0.05  <0.001 

 Low closure*low trust (ref.)         1.00          1.00  

 Low closure*high trust         1.03 0.52 – 2.05         1.37 0.92 – 2.04 

 High closure*low trust         1.07 0.45 – 2.58         1.34 0.81 – 2.21 

 High closure*high trust         1.38 0.70 – 2.70         1.72** 1.16 – 2.55 

Closure*Relationship quality  <0.05  <0.001 

 Low closure*low quality (ref.)         1.00          1.00  

 Low closure*high quality         1.37 0.62 – 3.04         0.98 0.66 – 1.45 

 High closure*low quality         1.39 0.51 – 3.78         0.90 0.53 – 1.52 

 High closure*high quality         1.77 0.81 – 3.89         1.29 0.87 – 1.89 

Closure*Social support  <0.05  <0.001 

 Low closure*low support (ref.)         1.00          1.00  

 Low closure*high support         1.13 0.61 – 2.09         1.25 0.89 – 1.76 

 High closure*low support         0.92 0.41 – 2.06         0.92 0.59 – 1.43 

 High closure*high support         1.53 0.84 – 2.76         1.64** 1.18 – 2.29 

†p-value <0.10 *p-value <0.05 ** p-value <0.01 ***p-value <0.001. 

3.2 Use of cannabis 

There is a positive association between network closure and having smoked cannabis during 

the last 12 months (Table 2); the crude odds ratio for those who report a high degree of 

network closure is 1.73 (CI 1.03 − 2.91), however, when adjusting for health behaviors and 

the proportion of friends who smoke in Model 1 the association becomes non-significant. In 

Model 2, gender and ethnicity do not remarkably change the association between high 

network closure and use of cannabis (OR 1.70; CI 1.01 − 2.87) but in Model 3 – when 

parents’ social class is added – there is an increase in the odds ratio for the same group (OR 

1.84; CI 1.06 − 3.19). In Model 4 the confounding effects of the respondents’ school grades 

and civil status are added which result in a further, but small, increase in the odds ratio for 

those who report high network closure (OR 1.88; CI 1.06 − 1.33). In the full model, when all 

variables are included, the odds ratios attenuate for all groups and become non-significant. 

The crude odds ratio for those who report that they trust 76%−100% of their friends much 

or very much is more than five times greater compared to those who trust few of their friends 

(OR 5.56; CI 0.77 − 40.33). There is an increase in the odds ratio when adjusting for health 

behaviors and the proportion of friends who smoke in Model 1 (OR 6.36; CI 0.87 − 46.37) 

and then the odds ratio decreases again when adding gender and ethnicity in Model 2 (OR 
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5.93; CI 0.82 − 43.08). Further, adding parents’ social class in Model 3 decreases the odds 

ratio for those who have high trust in most of their friends (OR 5.64; CI 0.78 − 41.11) and so 

does the impact of adding high school grades and civil status in Model 4 (OR 5.61; CI 0.77 − 

40.95). When finally adding all variables in the fully adjusted model the odds ratio decreases 

and becomes statistically non-significant. Though, it should be noted that the associations 

between trust and use of cannabis are significant at the 10% significance level.  

 Neither in the bivariate model nor in the multivariate models are the positive associations 

between relationship quality and use of cannabis significant.   

Only the odds ratios for those who report that there is high social support in the relations to 

51%−75% of their friends are significant (OR 3.07; CI 1.09 – 8.65). In Model 1 − when the 

association is adjusted for health behaviors and the proportion of friends who smoke − the 

odds ratio decreases (OR 2.96; CI 1.04 − 8.43) but then it increases in Model 2 when 

adjusting for gender and ethnicity (OR 3.30; CI 1.17 − 9.29). When controlling also for 

parents’ social class in Model 3 the odds ratio decreases again (OR 3.05; CI 1.08 − 8.62) and 

continues to do so also when adding high school grades and civil status in Model 4 (OR 2.99; 

CI 1.05 – 8.50) as well as all the variables in the full model, in which the association also 

becomes non-significant. 

3.3 Frequency of binge drinking 

There is a very significant and positive association between network closure and frequency of 

binge drinking in the bivariate model (OR 1.88; CI 1.43 − 2.46) amongst those who report a 

high degree of network closure (Table 3). The association is slightly attenuated when 

adjusting for health behaviors and the proportion of friends who smokes in Model 1 (OR 1.51; 

CI 1.13 – 2.01). The odds ratio then decreases – compared to the crude odds ratio − when 

considering the confounding effect of gender and ethnicity in Model 2 (OR 1.76; CI 1.33 – 

2.31). This effect is persistent even when adding parents’ social class into the analysis in 

Model 3. After adjusting also for school grades and civil status in Model 4, the odds ratio 

slightly increases (OR 1.79; CI 1.34 – 2.39) but decreases again after controlling for all 

variables in the full model (OR 1.45; CI 1.06 − 1.97). 

Trust in relations to friends seems to have a small impact on the frequency of binge 

drinking only for those who trust 51%−75% of their friends much or very much, although the 

association is significant at the 10% level (OR 1.63; CI 0.93 − 2.87).  
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Neither in the bivariate model nor in the multivariate models are the associations between 

relationship quality and the frequency of binge drinking significant.   

Social support is positively and significantly associated with the frequency of binge 

drinking in the bivariate model (OR 1.65; CI 1.08 − 2.53). The odds ratio decreases when 

adjusting for health behaviors and the proportion of friends who smoke in Model 1 (OR 1.60; 

CI 1.03 – 2.47). When adjusting for gender and ethnicity in Model 2, the odds ratio slightly 

increases (OR 1.67; CI 1.08 − 2.58). Further, the odds ratio decreases to a level below the 

crude odds ratio (OR 1.57; CI 1.00 − 2.45) when adding parent’s social class in Model 3. 

There is a minimal decrease in the odds ratio (p<0.10) when adding school grades and civil 

status in Model 4 (OR 1.55; CI 0.98 – 2.43) and in the full model the odds ratio becomes non-

significant.   

3.4 Interaction effects 

The association between network closure and use of cannabis is mainly modified by the 

respondents’ health behaviors (Table 4); there is more than a threefold increase in the odds 

ratios for those with unhealthy behaviors participating in networks with a high degree of 

closure (OR 3.33; CI 2.03 – 5.48). The odds ratios are also larger for those who are included 

in high closure networks and who are being healthy (OR 1.53; CI 0.97 – 2.41) or fairly 

healthy (OR 2.22; CI 1.38 – 3.58) compared to those who are included in low closure 

networks and who are being healthy. To be fairly healthy or unhealthy is also increasing the 

odds ratios for the use of cannabis even if being included in low closure networks. There is a 

similar effect on the associations between network closure and the frequency of binge 

drinking; the odds ratio for those who are included in high closure networks and who are 

being unhealthy is almost three times larger compared to being included in low closure 

networks and healthy (OR 2.84; CI 2.11 – 3.81). There is also an increase in the odds ratios 

for those who are included in high closure networks but who are healthy (OR 1.25; CI 1.00 – 

1.56) and fairly healthy (OR 1.84; CI 1.42 – 2.37). Additionally, to be fairly healthy or 

unhealthy is modifying the association between network closure and the frequency of binge 

drinking even for those who are included in low closure networks.  

To be included in high closure networks in which the proportion of smoking friends is high 

increases the odds ratios for the use of cannabis (OR 3.62; CI 2.44 – 5.38) compared to those 

who are included in low closure networks in which few friends smoke. There is an increase in 

the odds ratio also for those who are included in low closure networks but who have many 
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friends who smoke (OR 3.09; CI 1.99 – 4.79). Also the association between network closure 

and the frequency of binge drinking is modified by peer smoking; there is an increase in the 

odds ratio for those who are included in high closure networks in which many friends smoke 

(OR 2.59; CI 2.05 – 3.28) as well as for those who are included in low closure networks but 

have many friends who smoke (OR 2.28; CI 1.76 – 2.96).   

Further, parents’ social class modifies the association between network closure and the use 

of cannabis: the odds ratio for those who are included in high closure networks and have 

parents that are either farmers or self-employed is 1.97 (CI 1.03 − 3.77) compared to those 

who are included in low closure networks and come from a non-manual background. Even the 

odds ratio for those from a non-manual background but who are included in high closure 

networks is greater compared to the reference group (OR 1.69; CI 1.12 – 2.53). To come from 

a manual worker background seems to have a moderating effect on the association between 

network closure and the frequency of binge drinking; the odds ratio for those in low closure 

networks is 0.62 (CI 0.49 – 0.80), compared to having a non-manual worker background and 

being included in a low closure network. Conversely, having parents who are non-manual 

workers significantly increases the odds ratio when included in high closure networks (OR 

1.27; CI 1.02 – 1.58).   

 Gender seems to modify the association between network closure and use of cannabis. 

The odds ratio is larger for males in low closure networks (OR 1.47; CI 0.96 – 2.26) as well 

as males in high closure networks (OR 1.76; CI 1.22 – 2.26), compared to females in low 

closure networks. There is a tendency towards significance for being female and included in 

high closure networks (p<0.10) compared to being female and included in low closure 

networks (OR 1.46; CI 0.96 – 2.21). The results show that being male and included in a high 

closure network increases the odds ratio for binge drinking to 1.75 (CI 1.42 – 2.16) compared 

to being female and included in low closure network. There is also a positive and significant 

effect of being male and included in a low closure network (OR 1.28; CI 1.01 – 1.61) as well 

as being female and included in a high closure network (OR 1.2; CI 0.97 – 1.52), although the 

latter effect is significant at the 10% level. 

Regarding ethnicity, being Former Yugoslavian and included in high closure networks 

increase the odds ratio for use of cannabis at a 10 % significance level (OR 1.50; CI 0.95 – 

2.35) compared to being Swedish and included in low closure networks. Conversely, it 

appears that being Former Yugoslavian has a moderating effect on the association between 
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network closure and the frequency of binge drinking; the odds ratios are lower both for those 

who are included in low closure networks (OR 0.64; CI 0.48 – 0.84) and high closure 

networks (OR 0.70; CI 0.54 – 0.91), compared to being Swedish and included in a low 

closure network. The odds ratio for the frequency of binge drinking for those whose parents 

are Swedish and who are included in high closure networks is greater compared to the 

reference group (OR 1.49; CI 1.20 – 1.85).     

Furthermore, both high trust and high support have modifying effects on the association 

between network closure and frequency of binge drinking: the odds ratio for high network 

closure and high trust is 1.72 (CI 1.16 − 2.55) whereas the odds ratio for high network closure 

and high social support is 1.64 (CI 1.18 – 2.29), compared to being included in low closure 

networks in which there is low trust and low social support.  

 4.0 Discussion 

4.1 Network closure 

The primary aim of this study was to investigate whether there were any associations between 

network closure (measured as the percentage of an ego’s friend that know each other) and the 

tendency to have smoked cannabis during the last 12 months and to binge drink 2-3 

times/month or more. The crude findings show that there is a significant association between 

network closure and both use of cannabis and frequency of binge drinking. However when the 

results are adjusted for health behaviors and the proportion of friends who smoke, the 

association between network closure and the use of cannabis becomes non-significant 

whereas the association between network closure and the frequency of binge drinking 

becomes weaker. Thus, young adults’ use of cannabis appears to be affected by the 

individuals’ own health behaviors in general (importance of exercise and healthy food habits 

and smoking status) as well as the behaviors of their peers (smoking status). This suggests 

that an individual’s health behaviors tend to be linked in that one unhealthy behavior may lead 

to adopting another unhealthy behavior. Also, it shows how individuals’ health behaviors may 

be affected by other individuals’ behaviors due to the effect that peer smoking had on the use 

of cannabis. The latter statement is consistent with earlier literature which focuses on how 

people’s health behaviors, especially young adults’, are influenced by individuals in their 

close surroundings (e.g. Urberg et. al., 2003; Pearson et. al., 2006; Lundborg, 2002; Christakis 

and Fowler, 2008; Rostila et. al., 2013). Earlier research has shown that especially young 
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adults’ own use of cannabis and alcohol is highly related to the proportion of friends that use 

the same substances (Kobus and Henry, 2010).  

The associations between network closure and frequency of binge drinking might be 

explained by similar arguments since the association becomes less significant after controlling 

for the respondents’ health behaviors and the proportion of friends who smoke. However, the 

fact that the associations are throughout significant indicate that network closure per se is 

important for the frequency of binge drinking. High closure networks might lead to a scarcity 

of diversified norms since connections to other networks that can offer other amounts and/or 

types of information are missing, and because of the closed structures facilitating the 

maintenance of negative norms which the network members are affected by (e.g. Rostila, 

2013; Maycock and Howat, 2007). The positive relationship may therefore possibly be 

mediated by the type of norms and values (information) that is available within the network. 

Individuals in closed networks may also be exposed to peer pressure to a larger extent due to 

the enforcement of norms that closely connected relations more effectively bring about 

(Kobus & Henry, 2010).  The foundation of negative health behaviors such as intermittent 

binge drinking may be difficult to challenge if influences from the “outside” are lacking due 

to closed structures. Thus, being included in a closed network can result in negative health 

behaviors, especially if engaging in substance use such as cannabis or alcohol is accepted or 

even valued within that particular context. In order to be accepted or becoming part of an “in-

crowd” one, more or less, must become socialized into a setting in which the adoption of 

norms somewhat regulates the individual behavior (Maycock & Howat, 2007).  

The urge to adapt to existing norms and behaviors, although harmful, may be particularly 

strong for young adults since this period in life often implies valuing one’s inclusion in peer 

contexts more than other groups (Chassin et. al., 1996). Moreover, to reach the favorable 

sense of belonging may also imply that young individuals more easily identify themselves 

with the clear social identity of the peer group – self-identity may not yet be fully developed – 

which may result in a somewhat unchallenged acceptance of the behaviors and norms 

prevailing within the group (Haynie, 2001). One example of mechanisms through which the 

adjustment to others’ behaviors is implemented is the Social Learning Theory which suggests 

that the initiation of alcohol or substance use is the result of the individual simply imitating 

the actions of significant others, by observing the outcomes of their behaviors (Valente, 

Gallaher & Mouttapa, 2004; Lundborg 2005). This modeling is particularly more likely if the 

rewards that the observed person gets from the use of cannabis or alcohol appear to be 
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beneficial. Young adults may therefore find it desirable to devote themselves to binge 

drinking when they observe the positive experiences that friends get from adopting this 

behaviors – regardless of the risks. Such adaptation is more likely to happen when the balance 

of values for negative behaviors exceeds the values for positive actions. Young adults that are 

included in somewhat closed networks − in which the majority of values are colored by 

factors that are negative for health behaviors − may thus be somewhat compelled to engage in 

for example binge drinking if alternative values to be influenced by are largely absent. To 

challenge the presence of adverse behaviors may be much more complicated if bonds to other 

networks that can provide healthier options are absent (Rostila, 2013). It may, however, also 

be that young adults with negative health behaviors form closed networks with individuals 

who have similar interests − in this case smoking cannabis or binge drinking − according to 

the theory of homophily (Rostila, 2013). The closed structures would emerge out of a kind of 

a prerequisite that members must engage in the same activities to be part of the network 

which thus excludes individuals who behave according to different norms. This would, 

however, suggest that the found associations are due to reverse causality.        

The notion that young adults’ use of cannabis seems to be influenced partly by their 

friends’ health behaviors (smoking) and the positive association between network closure and 

frequency of binge drinking may also be the function of young adults’ inclusion in networks, 

in which all friends know each other, having more reasons and opportunities for all to get 

together as a group. Being part of a friend group in which all friends are friends might imply 

that the likelihood of having friends outside the network is decreased (Haynie, 2001). This 

may inevitably lead to more time/opportunities to influence each other compared to 

individuals that are included in low closure networks since those may instead be part of many 

different and more loosely connected networks (Haynie, 2001; Urberg et. al., 2002). The 

latter-mentioned individuals may therefore not be as frequently exposed to influences of one 

group alone as those in high closure networks might be. Individuals’ engagement in for 

example cannabis or alcohol use is not merely the result of one person influencing another, 

but rather a process of both influencing each other while socializing, and harmful activities 

may to a certain extent characterize the procedures of socializing in young adults’ lives 

(Valente, 2003; Kobus and Henry, 2010). 
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4.2 Relationship contents 

The second aim of this thesis was to explore if the use of cannabis and frequency of binge 

drinking are related to levels of trust, quality and social support in the relations to friends. To 

have high or very high trust in friends has the largest effect on having used cannabis during 

the last 12 months with a five- to sevenfold increase in the odds ratios for all percentage 

groups compared to the reference group. However, these results ought to be considered more 

as a tendency towards an association considering the very wide confidence intervals as well as 

only being significant on a 10% level. Also, the associations become weaker and non-

significant when the other independent variables (social support, relationship quality) as well 

as the control variables are included in the model, which may suggest that social support may 

interact on the associations since this variable generates significant associations on its own 

while relationship quality does not. While the estimates for the associations between social 

support and use of cannabis are rather unstable − due to relatively low prevalence of cannabis 

use and low statistical power − they are more firm for the associations between social support 

and binge drinking. It appears that the likelihood of binge drinking 2-3 times/month or more 

increases as the proportion of friend relations in which there is high social support increases.  

Although trust and social support in the relations to significant others in general are 

considered to be beneficial for health the results in this study suggest that these elements may 

be detrimental for health and some studies have found similar trends (e.g. Chassin et. al, 1986; 

Wills & Vaughan, 1989; Urberg et. al., 2003; Jørgensen et. al., 2007; Rostila, 2013). For 

example, Chassin et. al. (1986) concluded that young people who perceived their friends to be 

more supportive than their parents were more likely to go from being an experimental smoker 

to becoming a regular smoker. There might be differences between the propensity to smoke 

tobacco and the tendency of using cannabis or binge drinking, however, the impact of friends 

influencing each other may be regulated by similar mechanisms.  

It might be that high trust and social support are important elements in the process of peers 

influencing each other, not least since peers in good relations spend more time together and 

highly value each other, which makes it more natural to take after the behavior of one another 

(Urberg et. al., 2003). This argument is supported by Wills and Vaughan (1989) who also 

stated that young individuals who are very peer-oriented, due to high support in peer groups, 

might be more susceptible to the social pressure to engage in risky activities such as use of 

cannabis and binge drinking. However, it might also be that behaviors which are generally 
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considered to be negative somewhat function as a “social glue” in young adults’ peer 

contexts; to smoke cannabis and binge drink in the company of good friends may strengthen 

the sense of closeness and belonging which may result in high trust and social support 

between friends (Maggs & Hurrelmann, 1998). This would, however, indicate that the 

associations are due to reverse causality and further analysis with longitudinal data is 

therefore needed to clarify this.   

4.3 Interaction effects 

The third and last aim of this thesis was to measure if the associations between network 

closure and the use of cannabis as well as frequency of binge drinking were influenced by 

interactions with variables such as health behaviors, gender and ethnicity as well as the other 

independent variables trust, relationship quality and social support. The interaction analysis 

shows that especially those with unhealthy behaviors that participate in networks with a high 

degree of closure are more prone to use cannabis and to binge drink. Individuals who in 

general are unhealthy might be more strongly influenced to adapt further unhealthy behaviors 

if being included in a network whose closed structures make it difficult for healthy norms and 

information to be established, and thus these may have a higher tendency to smoke cannabis 

or binge drink. 

It appears that unhealthy behaviors per se also increase the tendency of these outcomes 

since this effect is persistent even for those who are included in low closure networks but who 

are unhealthy or fairly healthy. The step towards using cannabis or frequent binge drinking 

may not be as big if health behaviors in general are negative compared to those who are 

healthy. For example, the use of cigarettes has particularly shown to be a strong predictor of 

the use of alcohol and other drugs such as cannabis (Torabi, Bailey & Majd-Jabbari, 1993). 

The associations between network closure and use of cannabis as well as frequency of binge 

drinking are also strongly modified by the proportion of friends who smoke. This effect is 

persistent regardless of whether the network closure is high or low which suggests that peer 

smoking per se strongly influences both use of cannabis and frequency of binge drinking. 

Peer smoking has earlier shown to be associated with young adults’ own proneness to smoke 

(Rostila et. al., 2013) and may here function as a proxy measure for how friends’ health 

behaviors influence also other outcomes such as use of cannabis and binge drinking and that 

this effect is more apparent in closed networks in which “bad” health influences more 

unimpededly may flourish.     
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Males are more prone to use both cannabis and alcohol when being included in both low 

and high closure networks of closure compared to females; this may be an effect of males 

being more frequent users of both cannabis and alcohol than females. This finding is 

supported by earlier literature which states that the use of alcohol and other substances such as 

cannabis is more prevalent amongst males than females (Holmila & Raitalo, 2005; Kashdan, 

Vetter & Collins, 2005). Though, the association becomes both stronger and more significant 

when males are included in networks with a high degree of closure compared to low closure 

networks, which suggests that males may be more affected by negative behaviors when being 

included in closed networks. It might be that males to a larger extent conform to existing 

norms compared to females, perhaps due to weaker resistance to peer pressure. Brown (1982) 

found that this was the case amongst young males when the outcomes were to drink alcohol 

or to take drugs. There is, however, also an interaction effect, although weak, of being female 

and included in high closure networks on the use of cannabis and frequency of binge drinking. 

This suggests that individuals in closed networks in general, regardless of gender, might be 

more influenced to use cannabis or to binge drink more frequently if those behaviors are 

prevalent, provided that closed networks really influence norms and behaviors negatively.  

To come from a manual worker background seems to moderate the frequency of binge 

drinking when being included in a low closure network compared to individuals who come 

from a non-manual worker background but who also are included in low closure networks 

(ref. group). This may be due to the reason that alcohol consumption here is more common 

amongst individuals who come from a non-manual worker background than from a manual 

worker background, regardless if being included in low or high closure networks. This is 

consistent with the findings of Casswell, Pledger and Hooper (2002) who found that young 

adults from higher socio-economic backgrounds tend to drink more frequently. One 

explanation might be that young adults that come from higher socio-economic circumstances 

may have better financial possibilities to use cannabis or binge drink more often than 

individuals who come from manual worker backgrounds. However, the effect of coming from 

a non-manual worker background also strengthens the association between network closure 

and the frequency of binge drinking for those individuals who are included in high closure 

networks. Additionally, there is a greater tendency for the same group to use cannabis when 

included in high closure networks compared to their counterparts from other social class 

backgrounds that are being included in low closure networks. These two results further 

strengthen the hypothesis that high closure networks may have an impact on health behaviors. 
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Individuals with similar social characteristics − regarding for example social class − tend to 

be included in the same networks (homophily) in which norms and values are defined by 

which resources in terms of for example information and knowledge are available (Rostila, 

2013). Thus, it may be more likely for individuals to “copy” the behaviors of those who in 

many regards are similar to themselves, especially if the network is closed. The same premise 

may explain the interaction effect of having parents who are either farmers or self-employed 

and the greater likelihood of using cannabis when being included in high closure networks. In 

this sample, individuals who come from this class background are in general more inclined to 

use cannabis compared to individuals from the other social class backgrounds. Nevertheless, 

as the effect increases when the network closure goes from being low to high, it might be that 

the comparatively higher tendency to use cannabis more easily “spreads” amongst individuals 

with similar backgrounds; closed structures may give rise to homogeneity. It may thereby be 

easier for a behavior such as smoking cannabis to spread amongst members of a certain clique 

although this behavior in society as a whole is somewhat deviant.   

Being former Yugoslavian appears to have a moderating effect on the frequency of binge 

drinking regardless the type of network; the individuals that come from this ethnic 

background are overall the ones that binge drink less frequently in this sample. There is also a 

weak moderating effect of being Iranian on the same outcome, which makes it reasonable to 

suspect that it might be that cultural or religious values have a negative effect on the 

propensity to drink alcohol in these groups of individuals compared to their Swedish 

counterparts (Hjern and Allebeck, 2005). Instead it is more likely for those with a former 

Yugoslavian background to use cannabis when being included in high closure networks which 

corresponds to the fact that cannabis use is more prevalent amongst both individuals from a 

former Yugoslavian and Iranian background in this sample of 19-years old individuals; this 

might “substitute” for the less frequent binge drinking in these ethnic groups. The tendency to 

affiliate with people from the same ethnic background is particularly stressed when focusing 

on the impact that homophily has on for example health behaviors. It might be that homophily 

per se creates network closure – maybe even more in individuals who belong to a minority 

group – since ethnic and cultural similarities between the network members create strong 

bonds between them as well as exclude people that are dissimilar (Rostila, 2013). Behaviors 

such as smoking cannabis may thus be more prevalent within a network that is closed due to 

ethnic homophily, given that the use of cannabis is normatively accepted. By contrast, to 

come from a Swedish background has an enhancing effect on the tendency to binge drink 
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when being included in high closure networks which further supports the argument that health 

behaviors, such as binge drinking, is reinforced when being prevalent in a network with 

closed structures. Binge drinking is in general more frequent in individuals with a Swedish 

background compared to the two other ethnic groups in this sample and this is consistent with 

earlier findings. For example, Hjern and Allebeck (2004) found that first- and second 

generation immigrants from Southern Europe (former Yugoslavia) and the Middle East (Iran) 

consume less alcohol than do Swedes. 

 Lastly, there are significant interaction effects for both high trust and high support on the 

association between network closure and the frequency of binge drinking. This suggests that 

those who are included in high closure networks and trust most of their friends much or very 

much or experience high support from most of their friends are more likely to binge drink, 

compared to those who are included in low closure networks in which there is low trust and 

support. In the bivariate and multivariate models trust alone is not significantly associated 

with the frequency of binge drinking; it is in the interaction with high network closure that 

this variable becomes influential. As discussed earlier, several studies have found high trust 

and social support in relations to be associated with negative health behaviors (e.g Rostila et. 

al, 2013; Urberg et. al., 2003; Chassin et. al., 1986) and it might be that these elements have a 

greater potential to influence individuals even more when the relation also is closed. Friends 

in highly trusted and supportive relations might conform to each other’s behaviors to 

strengthen the cohesiveness and even more so if they are mostly exposed to the same 

influences due to closed structures. The challenge to resist peer pressure might also be more 

difficult if it is coming from highly trusted and supportive peers in a network and especially in 

closed networks since other options may be few.  Another suggestion is that individuals 

choose to form closely-knit relations with those that they highly trust or feel supported by and 

thereby, more or less, also choose to form a strong common identity – by behaving the same – 

to exclude people that behave differently.    

4.4 Strengths and limitations of the study 

The study was based on a large and detailed data material which gave good opportunities to 

include interesting and important variables in the analyses. The fact that it contained network 

data – information on the participants’ friends – made it possible to study how friendship 

characteristics influence the behaviors of the studied individuals. The broad material also 

made it possible to include many covariates which improved the validity of the found 
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associations since the effect of possible confounders could be adjusted for. That the 

individuals were chosen on the basis of their ethnicity gave, in one sense, rise to selection bias 

due to not representing the population in whole. However, one important aim of the survey 

was to capture information regarding the life circumstances of second-generation immigrants 

from former Yugoslavia and Iran as well as Swedes since these groups represent the largest 

ethnic groups in Sweden, which made it possible to look at potential differences between the 

groups.  

   That the study was based on a cross-sectional sample made it difficult to draw any 

conclusions considering the actual causality in the found relationships between the 

independent and dependent variables; a follow-up study is required to make such inferences. 

This brought about the risk of reverse causality. It could be that individuals who engage in 

cannabis use or frequent binge drinking form relations with those with similar behaviors and 

that these networks are characterized by closed structures due to the exclusion of individuals 

who perceive those behaviors as adverse. There was also the possibility of the information 

being affected by response bias considering that the data is based on a dense set of questions 

that the interviewees had to answer at once; the respondents might have apprehended the 

questions differently or may not have had enough time to answer the questions properly. Also, 

the respondents were asked a lot of questions about their friends for whom they might not 

have had the accurate information to give. Another weakness of the data is that it does not 

contain information on the prevalence of use of cannabis and frequency of binge drinking 

amongst the respondents’ friends, which would have been very interesting to include in this 

study to get a more determined picture of how health behaviors are associated in friends’ 

networks – especially in the ones with closed structures. The large attrition (nearly 50%) may 

have resulted in an incorrect estimation of the prevalence of cannabis use and binge drinking, 

since the individuals who actively chose not to participate in the survey could have been those 

amongst whom these behaviors are most prevalent.     

 The results should be studied with some caution due to mainly two reasons: 1) some of the 

results are significant only when the p-value is <0.10 which means that there is a risk that 

10% of the results are significant only by chance (du Prel et. al., 2009); and 2) some of the 

results have wide confidence intervals, despite being statistically significant, this may be due 

to a high dispersion which makes it more difficult to conclude where in the range of values 

the point estimate for the real population actually can be found (du Prel et. al., 2009). 

Additionally, the fact that there is a skewed distribution of some of the variables − e.g. 70% 
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have high or very high trust in 75 − 100% of their friends and near to 40% are binge drinking 

2-3 times/month or more – may lead to artefactual consequences; an association may be 

presented as very significant when in fact it is due to most individuals being included in the 

categories which combined make the relationship positive.         

4.5 Conclusion     

The main result of this study suggests that there is a significant association between network 

closure and the frequency of binge drinking amongst young adults in Sweden. Further, 

interaction analyses show that the associations between network closure and both use of 

cannabis and frequency of binge drinking are particularly strong for those who in general are 

unhealthy and have many friends who smoke and males. Those with high trust as well as 

social support in the relations to friends also have a higher propensity to binge drink 

frequently if being included in high closure networks. These results spawn the discussion 

about how individuals – and some more than others – in high closure networks are more 

prone to adopt negative health behaviors by being more influenced by other individuals in the 

same network, and which mechanisms that may be active in this process.  

 Relatively few individuals are afflicted by the highly adverse and long-term health 

consequences that early use of cannabis and alcohol bring about, however, the presence of 

young adults’ use of harmful substances warrants serious observation out of consideration for 

those who actually might develop a negative consumption pattern early in life, and because of 

the more short-term physical and mental risks that these health behaviors cause. The study 

contributes to the knowledge of factors affecting young adults’ use of cannabis and alcohol 

and this information is important when efforts are made to identify potential risk groups. The 

adoption of collective behaviors in networks may also lead to positive health outcomes if 

healthy norms and values are the ones that are characterizing a network. Knowledge of how 

health behaviors are spread can thus improve interventions targeting young adults that might 

be at risk for using cannabis or alcohol in a harmful way, by giving them a healthy alternative. 

Future studies with longitudinal network data which contains information on the negative 

health behaviors of both egos and alters in peer networks might determine whether these 

associations are in fact causal as well as further contribute to the knowledge of which 

mechanisms that actually are operative in the transmission of health behaviors in closed 

networks. 
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1  Inledning och syfte 

 

På uppdrag av Sociologiska institutionen vid Stockholms universitet har SCB genomfört 

datainsamling från ett urval av 5 771 ungdomar i åldern 18 år. Syftet med undersökningen är 

att förstå unga människors livssituation i övergången från skolan till arbetslivet. 

 
Undersökningen genomfördes bland ungdomar födda 1990, dels bland ungdomar med minst 

en förälder från forna Jugoslavien, dels med ungdomar med minst en förälder från Iran. 

Därtill har ett kompletterande urval av svenska ungdomar intervjuats.  

 

 
I denna rapport beskrivs det totala arbetet som resulterat i en svarsfil med vikter. 

2  Population och urval 

 

I undersökningen ingick 5 836 st ungdomar i åldern 18 år. Rampopulationen  avgränsades 

med hjälp av Registret över totalbefolkningen (RTB) och urvalets uppdelades på de tre 

definierade urvalsgrupperna enligt nedan;  
  
Urvalsgrupp 1; Bakgrund Jugoslavien 

Enligt RTB-version 2009-07-31 fanns 3 986 st individer födda 1990 med minst en förälder 

född i Jugoslavien eller forna Jugoslavien (dvs. Jugoslavien, Slovenien, Kroatien, Serbien, 

Bosnien/Hercegovina, Montenegro, Makedonien, Kosovo). I urvalet ingick 50% av denna 

kohort, 1 993 st individer.  

 

Urvalsgrupp2; Bakgrund Iran:   

Enligt samma RTB-version fanns 1 343 individer födda 1990 med minst en förälder född i 

Iran (även inkluderat personer utan svenskt medborgarskap). Denna urvalsgrupp utgörs av 

hela kohorten, (1 343 individer).  

 

Urvalsgrupp3; Bakgrund Sverige: 

Populationen för denna grupp uppgår till 98 443 st individer i RTB och urvalet består av 2 

500 personer födda 1990, svenska medborgare och med båda föräldrarna födda i Sverige. 

 

Ingen av urvalspersonerna i huvudstudien har ingått i urvalen som drogs till 

pilotundersökningen (pilot-urvalen för ”invandrarurvalen” drogs då ur en angränsande kohort 

för att inte störa mätsituationen och med hänsyn till uppgiftslämnarbördan). 

 

 

För de svarande i populationen inhämtas uppgifter från registren LISA samt Åk-9-

elevregister, efter sedvanlig sekretessprövning som utförs inom SCB, se bilaga 5 för 

variabelförteckning. Registeruppgifter avseende utbildning levereras efter det att SCB utrett 

möjligheterna att ta hem dem från Riksarkivet. Detta arbete pågår. 
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3  Datainsamling  

3.1  Metod och fältarbete 

 

Inför genomförandet av undersökningen genomfördes en pilotundersökning av SCB 

(20090126 - 20090228). Detta i syfte att utvärdera insamlings-verktyget (intervjuformuläret) 

samt att ge en grov indikation om svarsfrekvenser. Datainsamlingen genomfördes som en 

telefonintervju, precis som i denna huvudundersökning. 

 

Ett introduktionsbrev gick ut till samtliga urvalspersoner.  

Introduktionsbrevet innehöll information om undersökningens innehåll och syfte. Där 

informerades även om gällande sekretess och inhämtande av registeruppgifter se (bilaga 4).  

 

Urvalet telefonnummersattes av ett telecombolag. De urvalspersoner som därefter saknat eller 

bytt telefonnummer, ”spårades” sedan manuellt av SCB:s intervjuare. 

 

Spårningskällor som använts är; 

 Eniro för att se om det finns någon med liknande namn på adressen, om det bara finns 

en abonnent eller om namnet förekommer på annan adress 

 Folkbokföringen för att se om personerna bor kvar på adressen och, om personen är 

under 25 år, få uppgifter om vilka föräldrarna är 

 Kontrolluppgiftsregistret, för att se om man haft något arbete under förra året 

 Försäkringskassan för att se om personen har något registrerat arbete eller andra 

uppgifter som kan hjälpa oss vidare, t.ex. att man studerar. 

 Migrationsverket för att se om personen har uppehållstillstånd. 

 

 I de fall man trots detta saknat telefonnummer skickades ett telefonbrev ut, där vi bad 

urvalspersonen meddela på vilket telefonnummer och vid vilken tidpunkt de önskade bli 

uppringda. Vid avslutad intervjuundersökning var det 11,3 procent av urvalspersonerna som 

saknade telefonnummer. 0,7 procent saknade även adress. 

  

Datainsamlingen genomfördes med datorstödda telefonintervjuer av SCB:s intervjuare. 

Granskning utfördes i samband med registreringen av intervjuerna.  

 

Totalt har cirka 60 st intervjuare arbetat med insamlingen i huvudundersökningen. Av dessa 

var runt hälften centralt placerade hos SCB i Örebro. Resterande halva av medverkande 

intervjuare finns placerade runtom i landet och arbetar hemifrån. Merparten av de intervjuare 

som arbetat med undersökningen är fast anställda av SCB och har många års erfarenhet av 

intervjuararbete. 

 

3.2  Resultat  

I detta avsnitt redovisas resultatet av datainsamlingen, som genomfördes 2009-10-06 – 2010-

01-10. Uppgifterna avser endast räkningar i urvalet och därmed dras inga slutsatser till 

kvaliteten i skattningar av populationsstorheter.  

För att få en uppfattning om kvaliteten i den slutliga statistiken hänvisas till bilaga 1. Där 

redovisas en omfattande bortfallsanalys och vilka åtgärder som vidtagits för att korrigera för 
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snedvridande effekter av bortfallet samt effekter av över- och undertäckning. I bilaga 1 tas, i 

motsats till i detta avsnitt, hänsyn till de varierande uppräkningsvikterna.  

 

Tabell 3.2.1 Resultat av intervjufasen  

 

 Kategori Antal Procent 

 Urval 5836   

     - övertäckning   141   

 5695 100,0 

Svar 

 

2942 51,6 

Bortfall  2753 48,4 

      därav  

   förhindrad  medverkan  

 

93 

 

1,6 

     ej anträffad 2130 37,4 

     avböjd medverkan 

 

460 8,1 

 

 

 

Den totala andelen svarande är 51,6 procent, och det totala bortfallet utgör 48,4 procent av 

urvalet. Bortfallet domineras av ej anträffade, 37,4 procent.  

 

Övertäckningen består av personer som flyttat utomlands, avlidit eller personer som har 

skyddad identitet. I några fall är utflyttningen en officiell uppgift, dvs. personen har meddelat 

sin flytt till folkbokföringen. I övriga fall är det en inofficiell uppgift. Det kan t.ex. vara en 

släkting eller bekant som meddelat att urvalspersonen flyttat eller att vi fått uppgift från 

Migrationsverket, att urvalspersonens uppehållstillstånd gått ut. 

4  Beräkning av vikter 

I bilaga 1 visas hur de kalibrerade vikterna beräknats. Kalibreringen syftar till att reducera 

bortfallets snedvridande effekt och även att reducera urvalsfelen. Effekten av kalibreringen 

beror på ”styrkan” i hjälpinformationen. Det är tre olika principer som har betydelse för denna 

styrka, nämligen (i) hur väl hjälpinformationen beskriver svarsbenägenheten, (ii) hur väl den 

samvarierar med viktiga målvariabler och (iii) hur väl den avgränsar viktiga 

redovisningsgrupper. Analysen i bilaga 1 visar att valda hjälpvektor är starka och därmed 

torde nämnda fel reduceras kraftigt. 

 

5  Undersökningens tillförlitlighet 

 

Samtliga skattningar som redovisats är behäftade med en viss osäkerhet på grund av olika 

felkällor som uppkommer i undersökningen. Man brukar skilja på urvalsfel och icke-urvalsfel. 

Urvalsfelet uppstår, som namnet indikerar, till följd av att endast ett urval från 

rampopulationen undersöks. Icke-urvalsfel brukar i sin tur uppdelas i bortfallsfel, mätfel och 

täckningsfel. 
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Den osäkerhet som uppstår till följd av att en urvalsundersökning genomförs, brukar ofta 

uttryckas i form av ett konfidensintervall. I denna rapport redovisas inga konfidensintervall 

eftersom kunden endast beställt datamaterialet på mikronivå, dvs. SCB framställer inga 

tabeller och därmed inga tillhörande konfidensintervall. Vid bestämningen av korrekta 

konfidensintervall bör SCB:s datorprogram CLAN97 användas.  

 

Bortfallsandelen är 48,4 %, dock är det inte bara bortfallsandelen som påverkar kvaliteten 

utan även hur bortfallet är fördelat. Tabellerna i bilaga 1 visar att de svarande avviker från 

bortfallet. Kalibreringen av vikter torde reducerat den snedvridande effekten.  

 

En annan potentiell felkälla är mätfel, vilka kan vara såväl slumpmässiga som systematiska. 

För att reducera risken för att skattningarna ska påverkas för mycket till följd av mätfel, har 

datamaterialet genomgått olika granskningsåtgärder. SCB har dock ingen mer specifik 

uppfattning om eventuella mätfels omfattning eller effekter för denna undersökning. För att 

utreda detta krävs någon form av evalueringsstudie (till exempel återintervjustudie). 

 

Rampopulationen bestämdes någon månader före datainsamlingen när målpopulationen 

definierats och därför föreligger det vissa täckningsfel. Sveriges befolkning förändras dock 

sakta och därför är täckningsfelen försumbara i denna undersökning.  
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Oktober 2009 

 

 

 

 

Din framtid, din familj och dina vänner 

Du är en av 5 800 ungdomar i åldern 18 år som har valts ut för att vara med i en undersökning 
som genomförs av Statistiska centralbyrån (SCB) på uppdrag av Sociologiska institutionen vid 
Stockholms universitet.  
Syftet med undersökningen är att förstå unga människors livssituation i övergången från skolan 
till arbetslivet. 
  
Under de närmaste veckorna kommer en intervjuare från SCB att kontakta dig för en telefon 
intervju som tar ungefär 30 minuter. Frågorna handlar om dig och dina framtidsplaner och om 
din familj, din släkt och dina vänner. 
 

Alla svar är viktiga 
Ditt namn har med hjälp av statistiska metoder valts ur Statistiska centralbyråns Register över 
Total Befolkningen (RTB). Din medverkan är frivillig men ditt svar är mycket viktigt och bidrar 
till att undersökningens resultat blir tillförlitligt. Ditt svar kan inte ersättas med någon annans. 

Dina svar är skyddade 
Dina uppgifter skyddas enligt 24 kap. 8 § offentlighets- och sekretesslagen (2009:400) samt 
personuppgiftslagen (1998:204). Det innebär att alla som arbetar med undersökningen har 
tystnadsplikt och att de insamlade uppgifterna endast redovisas i tabeller där ingen enskild 
persons svar kan utläsas. För att begränsa antalet frågor i intervjun kommer vissa uppgifter att 
hämtas från register. Det är din och dina föräldrars nuvarande och tidigare bostadsort/land, din 
och dina föräldrars utbildning, arbetsmarknadssituation och uppgift om yrke, samt civilstånd 
(om du till exempel är gift eller har barn). Dessa uppgifter hämtas från Skolverkets elevregister 
och ett SCB register om familj, utbildning, sysselsättning, inkomst och bostadskommun. Efter 
avslutad bearbetning hos SCB avlägsnas alla identitetsuppgifter innan materialet överlämnas till 
Stockholms universitet för fortsatt bearbetning. 
 

Tack på förhand för din medverkan! 

 
Jens Rydgren   Antti Ahtiainen 
forskare   Undersökningsledare 

Stockholms universitet   Statistiska centralbyrån 

 

 


