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Abstract:



Tobacco and alcohol use are strongly associated. This cross-sectional study examined the relationship of smoke-free law coverage and smoke-free bar law coverage with hazardous drinking behaviors among a representative sample of U.S. adult drinkers (n = 17,057). We merged 2009 National Health Interview Survey data, American Nonsmokers’ Rights Foundation U.S. Tobacco Control Laws Database, and Census Population Estimates. Hazardous drinking outcomes included heavy drinking (>14 drinks/week for men; >7 drinks/week for women) and binge drinking (≥5 drinks on one or more days during past year). Chi-square tests compared hazardous drinking by sociodemographic factors. Multivariable logistic regression models were used to examine if smoke-free law and bar law coverages were associated with hazardous drinking, controlling for sociodemographics and smoking status. Subset analyses were conducted among drinkers who also smoked (n = 4074) to assess the association between law coverages and hazardous drinking. Among all drinkers, smoke-free law coverage was not associated with heavy drinking (adjusted odds ratio (AOR) = 1.22, 95% confidence interval (CI) = 0.99–1.50) or binge drinking (AOR = 1.09, 95% CI = 0.93–1.26). Smoke-free bar law coverage was also found to be unrelated to hazardous drinking. Similar results were found among those drinkers who smoked. Findings suggest that smoke-free laws and bar laws are not associated with elevated risk for alcohol-related health issues.
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1. Introduction


The paired use of tobacco and alcohol increases the risk for a variety of diseases, including cancers of mouth, throat, and upper aerodigestive tract [1,2,3]. However, the co-occurrence of smoking and drinking is common [4,5,6]. Smokers are more likely to drink alcohol than non-smokers [7,8,9,10], and more alcohol drinkers smoke cigarettes than non-drinkers [8,11,12]. Smokers are more likely to meet the DSM-IV criteria (Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition) for alcohol use disorders (AUD) [13], and people with AUD have a higher rate of nicotine dependence than the general population [14].



Smoke-free laws are effective in protecting non-smokers from secondhand smoke [15,16,17], reducing smoking rates and cigarette consumption [18,19,20,21,22,23], and increasing smoking cessation [22,23,24,25]. Stronger smoke-free law coverage is associated with lower odds of current (past 30-day) smoking [26,27]. Recognizing the importance of smoke-free legislation, one of the Healthy People 2020 objectives is to enact 100% smoke-free laws in public places and worksites [28]. Given the strong relationship between smoking and drinking, smoke-free laws may not only reduce cigarette smoking but also change alcohol use patterns.



However, very few studies have examined the effect of smoke-free laws on alcohol consumption or AUD, and the findings of existing research are inconsistent. Two longitudinal studies found that smoke-free bar laws did not change the frequency and/or amount of alcohol use overall, but reduced drinking quantity among moderate drinkers and heavy smokers [29,30]. Another longitudinal study concluded that state-level smoke-free bar and restaurant laws were associated with increased AUD remission (defined as meeting the AUD criteria at the baseline but not in the follow-up), especially among males, and less AUD onset (defined as meeting the AUD criteria in the follow-up but not at the baseline) among females [31]. However, these longitudinal studies assessed the smoke-free bar and/or restaurant laws only and did not examine the effect of smoke-free laws that cover other important venues (e.g., private and public worksites). Two repeated cross-sectional studies have examined the relationship of comprehensive smoke-free laws and alcohol use. One study found that stronger statewide smoke-free law coverage (in private workplaces, restaurants, and bars) was associated with significant reduction in state per capita alcohol consumption [32]. The other study concluded that stronger state-level smoke-free law coverage (in private and government workplaces, restaurants, bars, health-care facilities, grocery stores, malls and hotels) was associated with reduced alcohol use in females only [33], but it did not account for local-level laws which might be stronger than the state laws.



Given the limited evidence regarding the relationship of smoke-free laws with alcohol use, we conducted this study to examine the association between smoke-free law coverage (which considers the smoke-free law coverage in public workplaces, private workplaces, restaurants and bars, as well as the proportion of county population covered by smoke-free laws targeting each of the four venues [34,35]) and hazardous drinking behaviors among U.S. adult drinkers and among drinkers who also reported current smoking. We also examined the association between smoke-free bar law coverage and hazardous drinking behaviors.




2. Materials and Methods


2.1. Data Source


We used county Federal Information Processing Standards (FIPS) codes to merge three databases: 2009 National Health Interview Survey (NHIS) restricted data, 2009 American Nonsmokers’ Rights Foundation (ANRF) U.S. Tobacco Control Laws Database, and 2009 Census Population Estimates [34]. An FIPS county code consists of two digits of state code and three digits of county code within the state. The code provides a unique identification of counties and county equivalents within the U.S. The NHIS is a cross-sectional household interview survey among a representative sample of the noninstitutionalized civilian U.S. population. A total of 27,731 respondents aged ≥18 years completed the adult core questionnaires with a response rate of 65.4% [36]. Our study was limited to adult drinkers (n = 17,057). Institutional review board approval is not required for this study, because it is a secondary analysis of de-identified NHIS data.




2.2. Dependent Variables


Alcohol consumption was measured by three questions: “In any one year, have you had at least 12 drinks of any type of alcoholic beverage?” “In your entire life, have you had at least 12 drinks of any type of alcoholic beverage?” “In the past year, how many days per week, per month or per year did you drink any type of alcoholic beverage?” Consistent with the Centers for Disease Control and Prevention’s (CDC) definition [36,37], respondents who reported 12 or more drinks in their lifetime and at least one drink in the past year were defined as drinkers.



Hazardous drinking, which included heaving drinking and binge drinking, was assessed among drinkers. Following National Institute on Alcohol Abuse and Alcoholism (NIAAA) guidelines [38], respondents who consumed more than gender-specific weekly limits for alcoholic drinks (>14 drinks/week for men; >7 drinks/week for women) were defined as heavy drinkers. Binge drinking was measured by asking, “In the past year, on how many days did you have five or more drinks of any alcoholic beverage?” Respondents who reported consuming five or more drinks on at least one day during the past year were defined as binge drinkers. Though NIAAA defines binge drinking as consuming five or more drinks for men and four or more drinks for women in about 2 h [39], many studies [40,41,42,43,44] and national health surveillance surveys (e.g., Youth Risk Behavior Surveillance Survey [45] and National Survey on Drug Use and Health [46]) used a universal cutoff point of five drinks for both men and women and phrased the question as “in an occasion” or “in a row” while measuring binge drinking behavior.




2.3. Independent Variables


As described in detail elsewhere [34,35], linking ANRF Tobacco Control Database and Census Population Estimates database yielded smoke-free law and bar law coverage scores for each county. We used the FIPS county code to merge smoke-free law and bar law coverage scores with the NHIS data. The smoke-free law coverage score is a continuous variable which takes into account two factors: (1) the venues (i.e., public and private workplaces, restaurants and bars) covered by 100% smoke-free laws in each county, and (2) the proportion of county population covered by 100% smoke-free laws targeting each of the four venues. The smoke-free law coverage score ranges from 0 to 1, with greater values indicating more venues and more people covered by 100% smoke-free laws in a county. (For example, the score of 1 means that all four venues and all people living in the county are covered by 100% smoke-free laws.) Similarly, the smoke-free bar law coverage score (also a continuous variable ranging from 0 to 1) captured the proportion of population covered by 100% smoke-free bar laws within each county.



Current smokers were defined as smoking ≥100 cigarettes in their lifetime and smoking “every day” or “some days” now. Non-smokers included both never smokers (who smoked <100 cigarettes in their lifetime) and former smokers (who had smoked ≥100 cigarettes in lifetime but smoked “not at all” now). Sociodemographic variables included gender, age (18–20, 21–24, 25–44, 45–64, and 65 and older), race/ethnicity (non-Hispanic White, non-Hispanic Black, non-Hispanic other, and Hispanic), education attainment (less than high school, high school graduate or general equivalency diploma (GED), some college, and college graduate), and poverty status (poor, near poor, not poor, and unreported). Following the US Census Bureau’s definition [47], poverty status was expressed as a ratio of family income to the appropriate poverty threshold (given family size and number of children). “Poor” people had a family income below the poverty threshold, “near poor” had a family income of 100%–199% of the poverty threshold, and “not poor” had a family income of ≥200% of the poverty threshold.




2.4. Statistical Analysis


We had no direct access to the restricted NHIS data, because the FIPS county code is a restricted identification variable. Data were accessed through the CDC Research Data Center (RDC) [48]. We used the remote access system (ANDRE) to analyze data by submitting SAS® software programming code through ANDRE and receiving output via e-mail. Data were weighted to account for the complex sample design and to adjust for non-response and post-stratification [36]. We used descriptive statistics to calculate the weighted proportion of hazardous drinking outcomes (i.e., heavy drinking and binge drinking) by gender, age group, race/ethnicity, education, poverty status and current smoking status. Chi-square tests were conducted to compare the difference in each hazardous drinking outcome by covariates.



Separate multivariable logistic regression models were used to examine if smoke-free law coverage and smoke-free bar law coverage were associated with hazardous drinking outcomes among drinkers (n = 17,057), controlling for sociodemographic variables and current smoking status. We used multivariable logistic regression models among a subgroup of drinkers who reported current smoking (n = 4074) to examine the association between smoke-free law (and bar law) coverage and hazardous drinking controlling for sociodemographic variables.



We calculated the variance inflation factors (VIF) for all models, and the VIFs were between 1.012 and 1.192 indicating that multicollinearity was not an issue. The interaction of smoke-free law (or bar law) coverage score and current smoking were tested in the analysis among drinkers, and the interactions were not significant (p > 0.297 in all cases). Thus, findings reported in this study were the regression models without the interactions. We also tested the multivariable logistic regression models with state and region variables (coded as “northeast”, “midwest”, “south”, or “west”), and found that state and region did not change the association between smoke-free law coverage and hazardous drinking (significance level and direction). Therefore, we excluded the state and region variables in the final models. More details about calculating smoke-free law coverage score, merging data sets, data processing and model formulae can be found in Supplementary Table S1.





3. Results


Table 1 shows the characteristics of U.S. adult drinkers. Overall, 8.2% of drinkers reported heavy drinking, and 35.6% reported binge drinking. Around 3.4% drinkers were under the minimum legal drinking age of 21. Heavy drinking was more common among young adults aged 21–24 years (p < 0.001), non-Hispanic whites (p < 0.001), people who did not graduate from high school (p < 0.001), those who were poor and near poor (p = 0.003), and current smokers (p < 0.001). Males and females were not statistically different in heavy drinking (8.7% vs. 7.7%; p = 0.057). Binge drinking was more common among men (p < 0.001), adults aged 21–24 years (p < 0.001), Hispanics and non-Hispanic whites (p < 0.001), people with less than high school education (p < 0.001), people who were poor and near poor (p < 0.001), and current smokers (p < 0.001). Over half (53.0%) of underage drinkers (aged 18–20) reported binge drinking.



Table 1. Sample characteristics of U.S. adult drinkers in 2009, and the comparisons of hazardous drinking by sociodemographic factors and current smoking status.







	

	
Total

	
Heavy Drinking b

	
Binge Drinking c




	
n

	
(% a)

	
N

	
(% a)

	
p

	
N

	
(% a)

	
p






	
Overall

	
17,057

	
(100)

	
1402

	
(8.2)

	

	
5746

	
(35.6)

	




	
Gender

	

	

	

	

	
0.057

	

	

	
<0.001




	
Male

	
8481

	
(53.0)

	
755

	
(8.7)

	

	
3773

	
(46.2)

	




	
Female

	
8576

	
(47.0)

	
647

	
(7.7)

	

	
1973

	
(23.8)

	




	
Age group (years)

	

	

	

	

	
<0.001

	

	

	
<0.001




	
18–20

	
459

	
(3.4)

	
34

	
(5.5)

	

	
242

	
(53.0)

	




	
21–24

	
1276

	
(8.7)

	
153

	
(11.8)

	

	
722

	
(59.6)

	




	
25–44

	
7026

	
(40.5)

	
528

	
(7.4)

	

	
2889

	
(42.6)

	




	
45–64

	
5972

	
(35.4)

	
514

	
(8.8)

	

	
1641

	
(28.4)

	




	
65 and above

	
2324

	
(12.0)

	
173

	
(7.5)

	

	
252

	
(11.1)

	




	
Race/ethnicity

	

	

	

	

	
<0.001

	

	

	
<0.001




	
White non-Hispanic

	
11,055

	
(73.9)

	
1024

	
(9.0)

	

	
3834

	
(36.6)

	




	
Black non-Hispanic

	
2346

	
(10.0)

	
153

	
(6.3)

	

	
598

	
(27.6)

	




	
Other non-Hispanic

	
873

	
(4.1)

	
49

	
(5.4)

	

	
250

	
(28.7)

	




	
Hispanic

	
2783

	
(12.1)

	
176

	
(5.8)

	

	
1064

	
(38.6)

	




	
Education

	

	

	

	

	
<0.001

	

	

	
<0.001




	
Less than high school

	
1965

	
(10.2)

	
200

	
(11.3)

	

	
716

	
(39.4)

	




	
High school graduate/GED

	
4239

	
(25.3)

	
400

	
(9.3)

	

	
1474

	
(36.3)

	




	
Some college/associate degree

	
5479

	
(32.4)

	
442

	
(8.2)

	

	
1913

	
(37.3)

	




	
Bachelor’s degree or advanced

	
5323

	
(32.1)

	
354

	
(6.4)

	

	
1628

	
(32.1)

	




	
Poverty status d

	

	

	

	

	
0.003

	

	

	
<0.001




	
Poor

	
2103

	
(9.3)

	
204

	
(10.6)

	

	
837

	
(41.2)

	




	
Near poor

	
2424

	
(12.6)

	
231

	
(10.1)

	

	
901

	
(40.2)

	




	
Not poor

	
10,880

	
(67.7)

	
849

	
(7.7)

	

	
3586

	
(34.8)

	




	
Unspecified

	
1650

	
(10.5)

	
118

	
(7.6)

	

	
422

	
(30.1)

	




	
Current smoking e

	

	

	

	

	
<0.001

	

	

	
<0.001




	
No

	
12,963

	
(76.2)

	
758

	
(5.7)

	

	
3773

	
(30.5)

	




	
Yes

	
4074

	
(23.8)

	
642

	
(16.2)

	

	
1967

	
(52.4)

	








a Weighted percentage; b Heavy drinking was defined as >14 drinks per week for men and >7 drinks per week for women; c Binge drinking was defined as ≥5 drinks on at least one day in the past year; d Poverty status is a ratio of family income to the appropriate poverty threshold (given family size and number of children) defined by the U.S. Census Bureau. “Poor” people had a family income below the poverty threshold, “near poor” had a family income of 100%–199% of the poverty threshold, and “not poor” reported a family income of ≥200% of the poverty threshold; e Current smoking was defined as smoking ≥100 cigarettes in lifetime and smoking “every day” or “some days” now.








Table 2 shows the multivariable logistic regression models that analyzed the association between smoke-free law coverage and hazardous drinking outcomes among drinkers. Smoke-free law coverage was not associated with heavy drinking (adjusted odds ratio (AOR) = 1.22, 95% confidence interval (CI) = 0.99–1.50, p = 0.055) or binge drinking (AOR = 1.09, 95% CI = 0.93–1.26, p = 0.281) controlling for sociodemographic factors and current smoking status. Young adults aged 18–20 years were less likely to report heavy drinking than adults aged 45–64 years (AOR = 0.49, 95% CI = 0.32–0.75, p = 0.002), but were more likely to report binge drinking (AOR = 3.05, 95% CI = 2.29–4.06, p < 0.001). When substituting smoke-free bar law coverage for smoke-free law coverage, we found that smoke-free bar law coverage was not associated with heavy drinking (AOR = 1.14, 95% CI = 0.96–1.35, p = 0.127) or binge drinking (AOR = 1.11, 95% CI = 0.99–1.25, p = 0.083) among all drinkers (Supplementary Table S2).



Table 2. Association between smoke-free law coverage and hazardous drinking among drinkers.







	

	
Heavy Drinking a

	
Binge Drinking b




	
Adjusted OR c [95% CI]

	
Adjusted OR c [95% CI]






	
Smoke-free law coverage score (ranging between 0 and 1)

	
1.22

	
[0.99, 1.50]

	
1.09

	
[0.93, 1.26]




	
Female

	
0.92

	
[0.80, 1.05]

	
0.33 ***

	
[0.30, 0.36]




	
Age group (years)

	

	

	

	




	
18–20

	
0.49 **

	
[0.32, 0.75]

	
3.05 ***

	
[2.29, 4.06]




	
21–24

	
1.28

	
[0.96, 1.70]

	
4.25 ***

	
[3.43, 5.25]




	
25–44

	
0.81 *

	
[0.69, 0.95]

	
1.97 ***

	
[1.77, 2.20]




	
45–64

	
1.00

	

	
1.00

	




	
65 and above

	
0.93

	
[0.74, 1.15]

	
0.32 ***

	
[0.26, 0.38]




	
Race/ethnicity

	

	

	

	




	
White non-Hispanic

	
1.00

	

	
1.00

	




	
Black non-Hispanic

	
0.61 ***

	
[0.47, 0.78]

	
0.51 ***

	
[0.44, 0.61]




	
Others non-Hispanic

	
0.59 **

	
[0.40, 0.87]

	
0.54 ***

	
[0.43, 0.68]




	
Hispanic

	
0.59 ***

	
[0.46, 0.75]

	
0.81 **

	
[0.71, 0.93]




	
Education

	

	

	

	




	
Less than high school

	
1.40 *

	
[1.08, 1.82]

	
0.97

	
[0.80, 1.17]




	
High school graduate/GED

	
1.09

	
[0.89, 1.33]

	
0.97

	
[0.85, 1.10]




	
Some college/associate degree

	
1.08

	
[0.90, 1.31]

	
1.08

	
[0.96, 1.21]




	
Bachelor’s degree or advanced

	
1.00

	

	
1.00

	




	
Poverty status d

	

	

	

	




	
Poor

	
1.21

	
[0.96, 1.52]

	
0.96

	
[0.82, 1.13]




	
Near poor

	
1.19

	
[0.91, 1.54]

	
1.08

	
[0.92, 1.27]




	
Not poor

	
1.00

	

	
1.00

	




	
Unspecified

	
0.94

	
[0.72, 1.24]

	
0.87

	
[0.72, 1.05]




	
Current smoking e

	

	

	

	




	
No

	
1.00

	

	
1.00

	




	
Yes

	
3.00 ***

	
[2.60, 3.47]

	
2.27 ***

	
[2.02, 2.54]




	
Fit statistics

	

	

	

	




	
N

	
16,895

	

	
16,734

	




	
Design df

	
300

	

	
300

	




	
F(16, 285)

	
15.94

	

	
121.23

	




	
P

	
<0.00005

	

	
<0.0005

	




	
R2

	
0.033

	

	
0.161

	








OR = odds ratio; CI = confidence interval; a Heavy drinking was defined as >14 drinks per week for men and >7 drinks per week for women; b Binge drinking was defined as ≥5 drinks on at least one day in the past year; c Multivariable logistic regression models controlled for all variables listed in the table; d Poverty status is a ratio of family income to the appropriate poverty threshold (given family size and number of children) defined by the US Census Bureau. “Poor” people had a family income below the poverty threshold, “near poor” had a family income of 100%–199% of the poverty threshold, and “not poor” reported a family income of ≥200% of the poverty threshold; e Current smoking was defined as smoking ≥100 cigarettes in lifetime and smoking “every day” or “some days” now; * p < 0.05; ** p < 0.01; *** p < 0.001.








Subset analyses among drinkers who reported current smoking showed that smoke-free law coverage was unrelated to heavy drinking (AOR = 1.11, 95% CI = 0.84–1.48, p = 0.453) or binge drinking (AOR = 1.14, 95% CI = 0.89–1.46, p = 0.294) controlling for sociodemographic variables (Supplementary Table S3). Also, smoke-free bar law coverage was not associated with heavy drinking (AOR = 1.03, 95% CI = 0.82–1.29, p = 0.782) or binge drinking (AOR = 1.12, 95% CI = 0.93–1.35, p = 0.248; Supplementary Table S4).




4. Discussion


This study is among the few that examined the association between smoke-free law coverage and hazardous drinking behaviors in a large population-based sample of U.S. adults. Unlike the previous studies which only examined smoke-free bar and/or restaurant laws or statewide smoke-free laws, we assessed local-level smoke-free laws and accounted for the various combinations of law coverage in four major venues (e.g., public workplaces, private workplaces, restaurants and bars) as well as the proportion of the county population covered by these laws. Thus, our measure of smoke-free law coverage captured both the dimension and the breadth of the laws.



Smoke-free law (and bar law) coverage was not associated with hazardous drinking. Among the limited research about the effect of smoke-free laws on alcohol consumption , Young-Wolff et al. [31] found that statewide smoke-free bar and restaurant laws increased AUD remission overall and reduced AUD onset among females in a longitudinal study. McKee et al. [29] compared alcohol consumption quantity between adults in Scotland who experienced the implementation of smoke-free bar laws and those in the other places of the UK who experienced no policy change. Results indicated that there was no difference in drinking quantity change between the two groups pre- and post-legislation; however, there was a significant reduction in drinking quantity among moderate drinkers in Scotland. Krauss et al. [32] found that, for each 1 point increase in statewide smoke-free law coverage index, the state per capita total alcohol consumption dropped 1.1% (primarily for spirits consumption). Picone et al. [33] conducted a study among people aged 51 years and above, and found that greater statewide smoke-free law coverage was associated with reduced drinking quantity among females only. The limited evidence regarding the relationship between smoke-free laws and alcohol use suggested that smoke-free laws might have different effects on alcohol consumption for different subgroups. Longitudinal research is warranted to investigate how smoke-free laws would affect alcohol use patterns and alcohol-related mortality and morbidity by gender, race/ethnicity, age group, smoking status, alcohol consumption level, and/or other psychosocial characteristics.



Subgroup analysis revealed that there was no relationship between smoke-free law (and bar law) coverage and hazardous drinking among drinkers who smoked. Although we used a cross-sectional design, our finding was consistent with a longitudinal study that compared alcohol consumption between smokers who experienced smoke-free bar law implementation and other smokers who experienced no change in the law. Kasza et al. [30] found that the smoke-free bar law had no effect on drinking outcomes overall, but that the law was associated with lower drinking frequency among heavy smokers and a small reduction in drinking among smokers who reported heavy or binge drinking. It could be that smoke-free laws primarily affect at-risk subgroups such as hazardous drinkers, but the reduction in drinking quantity among these hazardous drinkers is not large enough to convert them from hazardous drinkers to non-hazardous drinkers. Therefore, we found no relationship between smoke-free law coverage and hazardous drinking outcomes. Future research should take into account drinking and smoking patterns while assessing the effect of smoke-free laws on alcohol consumption.



This study had several limitations. First, we used one wave of cross-sectional data. The study design did not allow causal conclusions on the relationship between smoke-free law coverage and hazardous drinking outcomes. Second, the study was based on self-reports, and thus was subject to recall and reporting bias. Third, our regression models were conducted based on the assumption that the relationship between independent variables and the logit of hazardous drinking was linear. A nonlinear relationship might exist between independent variables and outcomes. Fourth, our models did not control for all the factors that might affect alcohol use, such as alcohol tax and other alcohol-related policies. Thus, the result might under- or over-estimate the relationship between smoke-free law coverage and hazardous drinking outcomes. We did, however, assess logistic regression models that included state and region variables (both of which reflect alcohol policies and price, and drinking culture in the state and the region) and found that state and region did not change the association between smoke-free law coverage and hazardous drinking (significance level and direction). Fifth, there is no consensus on the definition of binge drinking. The NHIS used a gender-universal cutoff value to define binge drinking (≥5 drinks on at least one day during the past year). While the NIAAA used gender-specific cutoff values to define binge drinking (≥5 drinks for men and ≥4 drinks for women in about 2 h). Thus, the result might under- or over-estimated the binge drinking outcome.



More longitudinal studies are needed to examine if and how county-level smoke-free laws affect alcohol use and other tobacco-related risky behaviors. It was also noteworthy that we defined heavy drinking as 14 drinks per week for men and 7 drinks per week for women, and defined binge drinking as having 5 or more drinks on at least one day in the past 12 months. For countries using other definitions for hazardous drinking outcomes, they may observe a different relationship between smoke-free laws and alcohol consumption. Future research that examines the impact of smoke-free laws on alcohol use should clarify how the outcomes of interest are defined.




5. Conclusions


This is among the few studies that have examined the association between smoke-free laws and alcohol use among U.S. adults. Despite the limitations of using a cross-sectional design, our study contributes to the body of literature that asserts that smoke-free law and bar law coverages are not associated with hazardous drinking outcomes. It provides further evidence that policymakers can implement smoke-free laws to protect nonsmokers from secondhand smoke exposure (which contribute to reducing smoking) without increasing risk of alcohol-related health issues among drinkers.








Supplementary Materials


Supplementary materials can be found at www.mdpi.com/1660-4601/14/4/412/s1. Table S1. Supplementary information on methods. Table S2. Association between smoke-free bar law coverage and hazardous drinking among drinkers. Table S3. Association between smoke-free law coverage and hazardous drinking among drinkers who reported current smoking. Table S4. Association between smoke-free bar law coverage and hazardous drinking among drinkers who reported current smoking.





Acknowledgments


This work was supported by the National Cancer Institute (grant number: CA-061021) and National Institute for Drug Abuse (grant number: DA-043950). The funding agencies played no role in the selection of the research question, conduct of the research, preparation of the manuscript, or decision to submit this paper for publication. We thank Robert Krasowski (statistician at CDC) for making the runs we requested, Barbara Grimes (University of California San Francisco, Biostatistics Consulting Unit) for advice on converting programming code between Stata and SAS, and Lai Ming Ho (School of Public Health, The University of Hong Kong) for advice on statistical analysis.




Author Contributions


Nan Jiang and Stanton A. Glantz conceptualized and designed the study. Mariaelena Gonzalez merged the datasets. Pamela M. Ling and Kelly C. Young-Wolff advised on data analysis and literature review. Nan Jiang analyzed the data and drafted the article. Stanton A. Glantz supervised the study. All authors revised the article, and approved the final manuscript.




Conflicts of Interest


The authors declare no conflict of interest.




References


	1. 
National Institute on Alcohol Abuse and Alcoholism. Alcohol Alert; No. 39; National Institute on Alcohol Abuse and Alcoholism: Rockville, MD, USA, 1998. Available online: http://pubs.niaaa.nih.gov/publications/aa39.htm (accessed on 12 November 2012).

	2. 
Pelucchi, C.; Gallus, S.; Garavello, W.; Bosetti, C.; La Vecchia, C. Cancer risk associated with alcohol and tobacco use: Focus on upper aerodigestive tract and liver. Alcohol Res. Health 2006, 29, 193–198. [Google Scholar] [PubMed]

	3. 
Pelucchi, C.; Gallus, S.; Garavello, W.; Bosetti, C.; La Vecchia, C. Alcohol and tobacco use, and cancer risk for upper aerodigestive tract and liver. Eur. J. Cancer Prev. 2008, 17, 340–344. [Google Scholar] [CrossRef] [PubMed]

	4. 
Weitzman, E.R.; Chen, Y.-Y. The co-occurrence of smoking and drinking among young adults in college: National survey results from the United States. Drug Alcohol Depend. 2005, 80, 377–386. [Google Scholar] [CrossRef] [PubMed]

	5. 
Reed, M.B.; Wang, R.; Shillington, A.M.; Clapp, J.D.; Lange, J.E. The relationship between alcohol use and cigarette smoking in a sample of undergraduate college students. Addict. Behav. 2007, 32, 449–464. [Google Scholar] [CrossRef] [PubMed]

	6. 
Jiang, N.; Lee, Y.O.; Ling, P.M. Young adult social smokers: Their co-use of tobacco and alcohol, tobacco-related attitudes, and quitting efforts. Prev. Med. 2014, 69, 166–171. [Google Scholar] [CrossRef] [PubMed]

	7. 
Harrison, E.L.R.; Desai, R.A.; McKee, S.A. Nondaily smoking and alcohol use, hazardous drinking, and alcohol diagnoses among young adults: Findings from the NESARC. Alcohol. Clin. Exp. Res. 2008, 32, 2081–2087. [Google Scholar] [CrossRef] [PubMed]

	8. 
Halperin, A.C.; Smith, S.S.; Heiligenstein, E.; Brown, D.; Fleming, M.F. Cigarette smoking and associated health risks among students at five universities. Nicotine Tob. Res. 2010, 12, 96–104. [Google Scholar] [CrossRef] [PubMed]

	9. 
Jiang, N.; Ling, P.M. Impact of alcohol use and bar attendance on smoking and quit attempts among young adult bar patrons. Am. J. Public Health 2013, 103, e53–e61. [Google Scholar] [CrossRef] [PubMed]

	10. 
Berg, C.J.; Wen, H.; Cummings, J.R.; Ahluwalia, J.S.; Druss, B.G. Depression and substance abuse and dependency in relation to current smoking status and frequency of smoking among nondaily and daily smokers. Am. J. Addict. 2013, 22, 581–589. [Google Scholar] [CrossRef] [PubMed]

	11. 
McKee, S.A.; Hinson, R.; Rounsaville, D.; Petrelli, P. Survey of subjective effects of smoking while drinking among college students. Nicotine Tob. Res. 2004, 6, 111–117. [Google Scholar] [CrossRef] [PubMed]

	12. 
Jiang, N.; Lee, Y.O.; Ling, P.M. Association between tobacco and alcohol use among young adult bar patrons: A cross-sectional study in three cities. BMC Public Health 2014, 14, 500. [Google Scholar] [CrossRef] [PubMed]

	13. 
McKee, S.A.; Falba, T.; O’Malley, S.S.; Sindelar, J.; O’Connor, P.G. Smoking status is a clinical indicator for alcohol misuse in US adults. Arch. Intern. Med. 2007, 167, 716–721. [Google Scholar] [CrossRef] [PubMed]

	14. 
Grant, B.F.; Hasin, D.S.; Chou, S.P.; Stinson, F.S.; Dawson, D.A. Nicotine dependence and psychiatric disorders in the United States: Results from the national epidemiologic survey on alcohol and related conditions. Arch. Gen. Psychiatry 2004, 61, 1107–1115. [Google Scholar] [CrossRef] [PubMed]

	15. 
Eisner, M.D.; Smith, A.K.; Blanc, P.D. Bartenders’ respiratory health after establishment of smoke-free bars and taverns. J. Am. Med. Assoc. 1998, 280, 1909–1914. [Google Scholar] [CrossRef]

	16. 
Pickett, M.S.; Schober, S.E.; Brody, D.J.; Curtin, L.R.; Giovino, G.A. Smoke-free laws and secondhand smoke exposure in US non-smoking adults, 1999–2002. Tob. Control 2006, 15, 302–307. [Google Scholar] [CrossRef] [PubMed]

	17. 
Eriksen, M.; Chaloupka, F. The economic impact of clean indoor air laws. CA Cancer J. Clin. 2007, 57, 367–378. [Google Scholar] [CrossRef] [PubMed]

	18. 
Fichtenberg, C.M.; Glantz, S.A. Effect of smoke-free workplaces on smoking behaviour: Systematic review. Br. Med. J. 2002, 325, 188–194. [Google Scholar] [CrossRef]

	19. 
Weber, M.D.; Bagwell, D.A.S.; Fielding, J.E.; Glantz, S.A. Long term compliance with California’s smoke-free workplace law among bars and restaurants in Los Angeles County. Tob. Control 2003, 12, 269–273. [Google Scholar] [CrossRef] [PubMed]

	20. 
Fong, G.T.; Hyland, A.; Borland, R.; Hammond, D.; Hastings, G.; McNeill, A.; Anderson, S.; Cummings, K.M.; Allwright, S.; Mulcahy, M.; et al. Reductions in tobacco smoke pollution and increases in support for smoke-free public places following the implementation of comprehensive smoke-free workplace legislation in the Republic of Ireland: Findings from the ITC Ireland/UK Survey. Tob. Control 2006, 15, iii51–iii58. [Google Scholar] [CrossRef] [PubMed]

	21. 
Hopkins, D.P.; Razi, S.; Leeks, K.D.; Kalra, G.P.; Chattopadhyay, S.K.; Soler, R.E. Task Force on Community Preventive Services. Smokefree policies to reduce tobacco use: A systematic review. Am. J. Prev. Med. 2010, 38, S275–S289. [Google Scholar] [CrossRef] [PubMed]

	22. 
Bauer, J.E.; Hyland, A.; Li, Q.; Steger, C.; Cummings, K.M. A longitudinal assessment of the impact of smoke-free worksite policies on tobacco use. Am. J. Public Health 2005, 95, 1024–1029. [Google Scholar] [CrossRef] [PubMed]

	23. 
Smith, P.H.; Young-Wolff, K.C.; Hyland, A.; McKee, S.A. Are statewide restaurant and bar smoking bans associated with reduced cigarette smoking among those with mental illness? Nicotine Tob. Res. 2014, 16, 846–854. [Google Scholar] [CrossRef] [PubMed]

	24. 
Moskowitz, J.M.; Lin, Z.; Hudes, E.S. The impact of workplace smoking ordinances in California on smoking cessation. Am. J. Public Health 2000, 90, 757–761. [Google Scholar] [PubMed]

	25. 
Brownson, R.C.; Hopkins, D.P.; Wakefield, M.A. Effects of smoking restrictions in the workplace. Annu. Rev. Public Health 2002, 23, 333–348. [Google Scholar] [CrossRef] [PubMed]

	26. 
Dinno, A.; Glantz, S. Tobacco control policies are egalitarian: A vulnerabilities perspective on clean indoor air laws, cigarette prices, and tobacco use disparities. Soc. Sci. Med. 2009, 68, 1439–1447. [Google Scholar] [CrossRef] [PubMed]

	27. 
Jiang, N.; Gonzalez, M.; Ling, P.M.; Glantz, S.A. Relationship of smokefree laws and alcohol use with light and intermittent smoking and quit attempts among US adults and alcohol users. PLoS ONE 2015, 10, e0137023. [Google Scholar] [CrossRef] [PubMed]

	28. 
Department of Health and Human Services. 2020 Topics & Objective: Tobacco Use. 2015. Available online: https://www.healthypeople.gov/2020/topics-objectives/topic/tobacco-use/objectives (accessed on 6 May 2015). [Google Scholar]

	29. 
McKee, S.A.; Higbee, C.; O’Malley, S.; Hassan, L.; Borland, R.; Cummings, K.M.; Hastings, G.; Fong, G.T.; Hyland, A. Longitudinal evaluation of smoke-free Scotland on pub and home drinking behavior: Findings from the International Tobacco Control Policy Evaluation Project. Nicotine Tob. Res. 2009, 11, 619–626. [Google Scholar] [CrossRef] [PubMed]

	30. 
Kasza, K.A.; McKee, S.A.; Rivard, C.; Hyland, A.J. Smoke-free bar policies and smokers’ alcohol consumption: Findings from the International Tobacco Control four country survey. Drug Alcohol Depend. 2012, 126, 240–245. [Google Scholar] [CrossRef] [PubMed]

	31. 
Young-Wolff, K.C.; Hyland, A.J.; Desai, R.; Sindelar, J.; Pilver, C.E.; McKee, S.A. Smoke-free policies in drinking venues predict transitions in alcohol use disorders in a longitudinal U.S. sample. Drug Alcohol Depend. 2013, 128, 214–221. [Google Scholar] [CrossRef] [PubMed]

	32. 
Krauss, M.J.; Cavazos-Rehg, P.A.; Plunk, A.D.; Bierut, L.J.; Grucza, R.A. Effects of state cigarette excise taxes and smoke-free air policies on state per capita alcohol consumption in the United States, 1980 to 2009. Alcohol. Clin. Exp. Res. 2014, 38, 2630–2638. [Google Scholar] [CrossRef] [PubMed]

	33. 
Picone, G.A.; Sloan, F.; Trogdon, J.G. The effect of the tobacco settlement and smoking bans on alcohol consumption. Health Econ. 2004, 13, 1063–1080. [Google Scholar] [CrossRef] [PubMed]

	34. 
Gonzalez, M.; Sanders-Jackson, A.; Song, A.V.; Cheng, K.-W.; Glantz, S.A. Strong smoke-free law coverage in the United States by race/ethnicity: 2000–2009. Am. J. Public Health 2013, 103, e62–e66. [Google Scholar] [CrossRef] [PubMed]

	35. 
Gonzalez, M.; Sanders-Jackson, A.; Glantz, S.A. Assocaition of strong smoke-free laws with dentists’ advice to quit smoking, 2006–2007. Am. J. Public Health 2014, 104, e88–e94. [Google Scholar] [CrossRef] [PubMed]

	36. 
Centers for Disease Control and Prevention. 2009 National Health Interview Survey (NHIS) Public Use Data Release; National Center for Health Statistics: Hyattsville, MD, USA, 2010. Available online: ftp://ftp.cdc.gov/pub/Health_Statistics/NCHS/Dataset_Documentation/NHIS/2009/srvydesc.pdf (accessed on 2 November 2013).

	37. 
U.S. Department of Health and Human Services. Health, United States, 2009: With Special Feature on Medical Technology; Centers for Disease Control and Prevention, National Center for Health Statistics: Hyattsville, MD, USA, 2010.

	38. 
U.S. Department of Health and Human Services, Helping Patients Who Drink Too Much: A Clinician’s Guide; 2005. Available online: http://pubs.niaaa.nih.gov/publications/Practitioner/CliniciansGuide2005/guide.pdf (accessed on 31 March 2015).

	39. 
National Institute on Alcohol Abuse and Alcoholism. NIAAA Council Approves Definition of Binge Drinking; National Institutes of Health, Department of Health and Human Services: Bethesda, MD, USA, 2004.

	40. 
Verster, J.C.; van Duin, D.; Volkerts, E.R.; Schreuder, A.H.; Verbaten, M.N. Alcohol hangover effects on memory functioning and vigilance performance after an evening of binge drinking. Neuropsychopharmacology 2003, 28, 740–746. [Google Scholar] [CrossRef] [PubMed]

	41. 
Naimi, T.S.; Brewer, R.D.; Mokdad, A.; Denny, C.; Serdula, M.K.; Marks, J.S. Binge drinking among US adults. J. Am. Med. Assoc. 2003, 289, 70–75. [Google Scholar] [CrossRef]

	42. 
Okoro, C.A.; Brewer, R.D.; Naimi, T.S.; Moriarty, D.G.; Giles, W.H.; Hokdad, A.H. Binge drinking and health-related quality of life: Do popular perceptions match reality? Am. J. Prev. Med. 2004, 26, 230–233. [Google Scholar] [CrossRef] [PubMed]

	43. 
Zeigler, D.W.; Wang, C.C.; Yoast, R.A.; Dickinson, B.D.; McCaffree, M.A.; Robinowitz, C.B.; Sterling, M.L. The neurocognitive effects of alcohol on adolescents and college students. Prev. Med. 2005, 40, 23–32. [Google Scholar] [CrossRef] [PubMed]

	44. 
Miller, J.W.; Naimi, T.S.; Brewer, R.D.; Jones, S.E. Binge drinking and associated health risk behaviors among high school students. Pediatrics 2007, 119, 76–85. [Google Scholar] [CrossRef] [PubMed]

	45. 
Centers for Disease Control and Prevention. Youth Risk Behavior Surveillance System (YRBSS): YRBS Questionnaire Content 1991–2015; 2014. Available online: http://www.cdc.gov/healthyyouth/data/yrbs/pdf/crosswalk_1991-2015.pdf (accessed on 10 July 2015).

	46. 
Substance Abuse and Mental Health Services Administration. Results from the 2013 National Survey on Drug Use and Health: Summary of National Findings; U.S. Department of Health and Human Services, Substance Abuse and Mental Health Services Administration: Rockville, MD, USA, 2014.

	47. 
DeNavas-Walt, C.; Proctor, B.D.; Smith, J.C. Income, Poverty, and Health Insurance Coverage in the United States: 2009; U.S. Census Bureau: Washington, WA, USA, 2010; Available online: http://www.census.gov/prod/2010pubs/p60–238.pdf (accessed on 3 January 2014).

	48. 
Centers for Disease Control and Prevention. NCHS Research Data Center (RDC). 16 October 2014. Available online: http://www.cdc.gov/rdc/index.htm (accessed on 2 November 2014). [Google Scholar]











© 2017 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access article distributed under the terms and conditions of the Creative Commons Attribution (CC BY) license ( http://creativecommons.org/licenses/by/4.0/).







nav.xhtml


  ijerph-14-00412


  
    		
      ijerph-14-00412
    


  




  





media/file0.png





