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ABSTRACT
Background: Worldwide, harmful alcohol use is causally related to about 60 diseases and is linked to
about 3.3 million deaths annually. Yet, awareness of alcohol-disease links is low.
Objective: This study aims to assess socio-demographic characteristics and knowledge of alcohol-
disease links as predictors of support for alcohol-related policies.
Methods: A survey of 615 university students (age¼ 19.8; SD¼ 1.6; 18–25) in Botswana assessed
alcohol use and knowledge of alcohol-disease links as predictors of support for alcohol-related policies.
T-tests and regression analyses were performed to estimate differences and predictors.
Results: Forty per cent of respondents (n¼ 245) use alcohol, 38% (n¼ 93) of whom were hazardous
users. Awareness of alcohol-disease links was low for diabetes (39%) and cancer (41%) but high for
liver cirrhosis (89%) and injuries (87%). Female gender (relative to male) (b¼ 0.19, 95% CI: 0.11, 0.27),
harmful alcohol use (b¼�0.49, 95% CI: �0.56, �0.42), higher maternal education (b¼ 0.11, 95% CI:
0.02, 0.18), and more knowledge of alcohol-disease links (b¼ 0.13, 95% CI: 0.05, 0.21) predicted support
for policies.
Conclusions: Awareness of alcohol-disease links was low. Support for policies was predicted by being
female (relative to male), reporting no harmful alcohol use, having more educated mothers, and know-
ledge of alcohol-disease links. Improving awareness of alcohol-disease links could be an effective inter-
vention to increase support for alcohol-related policies.
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Introduction

Worldwide, harmful alcohol use is causally related to about
60 diseases and a risk factor to about 200 other health condi-
tions (Global Status Report on Alcohol and Health, 2018). The
global burden of diseases and injuries associated with the
harmful use of alcohol is estimated at 3.3 million deaths a
year (Global Status Report on Alcohol and Health, 2018).
Furthermore, harmful use of alcohol plays a causal role in
several diseases such as liver cirrhosis (Buykx, Gilligan, Ward,
Kippen, & Chapman, 2015) heart diseases (Ronksley, Brien,
Turner, Mukamal, & Ghali, 2011), cancers (Zhao, Stockwell,
Roemer, & Chikritzhs, 2016) and a risk factor to HIV/AIDS
(Rehm et al., 2017). Besides, harmful alcohol use is associated
with reduced social care, loss of productivity, increased crime
(Casswell & Thamarangsi, 2009; Mohapatra, Patra, Popova,
Duhig, & Rehm, 2010), and domestic violence (Tsai et al.,
2011). In this study, harmful alcohol use is defined as
‘drinking at levels that lead to significant harm to physical
and mental health and at levels that may cause substantial
harm to others’. Consequently, harmful alcohol use does not
only have adverse implications for overall health but is a
social burden as well.

Given the health and social burden of harmful alcohol
use, many governments around the world have come up
with different policy initiatives to regulate the alcohol indus-
try and individual freedoms to use alcohol. Such policy initia-
tives include restricting availability, marketing, setting age
limits, treatment for heavy users, protecting those affected
by harmful alcohol use, and the education and provision of
information on health risks associated with harmful alcohol
use (World Health Organization, 2014). Particularly in the mid-
dle- and low-income countries such as Botswana, most policy
initiatives are designed to tackle the supply more than the
demand for alcohol. Awareness and knowledge of alcohol-
disease links may inform interventions aimed at mitigating
factors that shape the harmful use of alcohol. Awareness and
knowledge of alcohol-disease links may inform interventions
aimed at reducing the harmful use of alcohol. Previous stud-
ies indicate that mass media health campaigns lead to
changes in knowledge, attitude, and beliefs about alcohol
(Young et al., 2018).

Botswana has a population of about 2.3 million with a
land mass the size of France. Due to its strong economy and
a gross domestic product (GDP) of US$7,877.00, Botswana is
categorised as an upper middle-income country (World
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Economic Outlook Database, 2018). Despite the excellent
economic performance, HIV/AIDS continues to be a signifi-
cant public health problem with the latest prevalence in the
adult population (15–49 years) estimated at 21.9% (Global
AIDS Monitoring (UNAIDS/WHO/UNICEF), Spectrum estimates
(UNAIDS/WHO) and WHO HIV Country Intelligence Tool,
2017). In addition to the ravages of the HIV/AIDS pandemic,
anecdotal reports indicate that harmful alcohol use is a pub-
lic health concern (Pitso & Obot, 2011). The per capita con-
sumption of pure alcohol in adults (15þ years) is 8.4 litres,
higher than the WHO African regional average of 6.3 litres
(Global Status Report on Alcohol and Health, 2018).
Moreover, the urban population is reported to spend about
21% of their income on alcohol (Central Statistics Office,
1997). The prevalence of alcohol use disorders and harmful
use of alcohol is said to be 7.1%, nearly double the WHO
Africa regional average of 3.7% (Global Status Report on
Alcohol and Health, 2018). Heavy episodic drinking (i.e., con-
suming 60 grams or more of pure alcohol on at least one sit-
ting in the past 30 days) is estimated at 19% in the general
population and 59.4% among drinkers only aged 15 and
above (Global Status Report on Alcohol and Health, 2018).
Besides the health risks, hazardous alcohol use accounts for
54.7% of liver cirrhosis, 35.4% of road traffic accidents (Global
Status Report on Alcohol and Health, 2018), is the primary
driver of the spread of HIV/AIDS through risky sexual behav-
iours and is associated with domestic and sexual violence,
especially against women (Tsai et al., 2011).

As a result of the health risks and social problems attrib-
uted to harmful alcohol use, the then President of Botswana
proposed to introduce a 70% levy on alcohol products in
2008 (Pitso & Obot, 2011; The Republic of Botswana, 2008).
The levy was later reduced to 30% (The Republic of
Botswana, 2008). The proposal to levy a tax on alcohol, popu-
larly known as the ‘Alcohol Levy’, aimed to curb alcohol
abuse, excessive drinking, underage drinking and intoxica-
tion, and to regulate the availability of alcohol (Pitso & Obot,
2011; The Republic of Botswana, 2008). Botswana has well-
written national policies and action plans such as legal
minimum age and premise for alcohol sales, maximum per-
missible blood alcohol concentration when driving a vehicle
(World Health Organization, 2014). Notwithstanding these
policies and action plans, enforcement remains poor
(Ferreira-Borges, Esser, Dias, Babor, & Parry, 2015). Public
health approach to reducing demand for alcohol, especially
among the youth, is nearly absent with poor support for
community action. For example, students in institutions of
higher learning are of particular interest because of their
unique alcohol consumption culture, which requires prevent-
ive strategies. Similarly, alcohol abuse among university stu-
dents impedes upward social mobility and hinders human
resource development for the country. Alcohol abuse is asso-
ciated with poor grades, school drop-out, road accidents, and
drives the spread of HIV/AIDS. These associations impact on
the quality of the future human resources and subsequent
economic development.

Generally, alcohol policies that result in price increases
and restrict access receive less support globally (Moskalewicz,
Wieczorek, Karlsson, & €Osterberg, 2013). Other factors such as

being female, older age, and abstinence or using less alcohol
are associated with support for alcohol-related policies (Li
et al., 2017; Pechey, Burge, Mentzakis, Suhrcke, & Marteau,
2014). However, gender, age, and using less or no alcohol
are mostly non-modifiable factors that are not helpful for
purposes of designing interventions. Modifiable factors that
are related to support for alcohol-related policies include
enforcement of existing policies, education and awareness.
For example, higher education and knowledge are associated
with more support for policies such as price increases and
access restriction (Esser & Jernigan, 2018; Li et al., 2017). Also,
awareness of the social and health impacts of harmful alco-
hol use such as crime, domestic violence, cancers, and heart
diseases is linked to more significant support for alcohol poli-
cies such as price increases and restriction on availability (Li
et al., 2017). Consequently, factors such as knowledge and
awareness of possible social and health risks are important
determinants of public support for alcohol policies. Moreover,
education and awareness are modifiable factors that may
provide a window of opportunity for intervention to enhance
public support for alcohol policies.

Specifically, the study aimed to assess: (1) alcohol use, (2)
awareness of the health risks associated with harmful alcohol
use, (3) support for alcohol policies, and (4) predictors of sup-
port for alcohol-related policies. To adopt a public health
approach to reduce risks associated with hazardous con-
sumption of alcohol among the youth, knowledge about the
health risks associated with harmful alcohol use and predic-
tors of support for alcohol policies are crucial for designing
interventions.

Method

Design and sample

The study utilised a cross-sectional survey of students at a
public university in Botswana. Altogether, 658 students took
part in the survey. However, data from 43 students were
excluded because of incomplete or invalid responses.
Consequently, data from 615 students were used in the anal-
yses representing 93.5% of those who took part in the study.
Data were collected between August and October 2018 using
questionnaires. The sample size was determined by a realistic
assessment of the number of students enrolled in various fac-
ulties without performing power calculations.

The quota sampling strategy was used to draw partici-
pants from the various faculties where students are regis-
tered and to ensure the sample was representative of the
population of the different faculties of the university. The
sample size was based on student enrolment by faculty.

Measurements and data collection procedures

Demographic information
The socio-demographic characteristics assessed included age,
gender, maternal and paternal educational attainment (never
went to school, primary, secondary, vocational, and tertiary
education), place of upbringing (urban, rural, or both), aca-
demic performance indicated by different levels of cumulative
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grade point average (CGPA: pass, second class lower, second
class upper, and first class) and type of secondary schools
attended (public, private, or both).

Alcohol policies
A list of 20 alcohol-related policy statements was used to
assess support for alcohol policies. Participants responded to
the following question: ‘To what extent would you support
or oppose the following policies to reduce the problems
linked to harmful alcohol use?’ followed by the list of alco-
hol-related policy statements. Some of the alcohol-related
policy statements were adapted from the Australian National
Drug Strategy Household Survey (Australian Institute of
Health and Welfare, 2011) and a UK survey (Li et al., 2017)
while others were self-made. The alcohol-related policies cov-
ered four specific domains: (1) price and availability, (2) mar-
keting and information, (3) harm reduction, and (4)
drink-driving.

Awareness of the link between harmful alcohol use
and diseases
Awareness of the risks of harmful alcohol use and diseases
were assessed in two stages. First, by an open question;
‘which, if any, health conditions do you think can result from
drinking too much alcohol?’ Respondents were expected to
list, unprompted, health conditions for which harmful alcohol
use was a risk factor. Second, the respondents were, later on
towards the end of the questionnaire, asked to indicate
which, if any of the ten listed (prompted) health conditions
would result from harmful use of alcohol. Respondents were
required to indicate ‘yes’¼ 2, ‘no’¼ 1, and ‘don’t know’¼ 0.
Harmful alcohol use is a known risk factor for all the known
health conditions on the list (Global Status Report on Alcohol
and Health, 2018).

Alcohol use
Alcohol Use Disorders Identification Test (AUDIT) was used to
assess alcohol use. The AUDIT (Saunders, Aasland, Babor, De
la Fuente, & Grant, 1993) is a 10-item self-report measure for
screening risky drinking habits (e.g., ‘How many drinks con-
taining alcohol do you have on a typical day when you are
drinking?’). The AUDIT is a standard measure for identifying
harmful alcohol use in primary health care and among the
general population. The items on the AUDIT scale are scored
from 0 to 4, with the total scores ranging from 0 to 40.
Scores of 8 and above are generally considered indicative of
harmful or likely alcohol dependence (Babor, Higgins-Biddle,
Saunders, & Monteiro, 2001; Saunders et al., 1993). The
internal consistency of the AUDIT scale for this study was
acceptable (a¼ .81).

Questionnaires were used to collect data from different
lecture rooms in different faculties where students are
enrolled. Research assistants got permission from faculty
administrators of the faculties and lecturers to collect data
from their respective lecture rooms. Before the questionnaires
were distributed, the objectives of the study were explained,

respondents were informed that participation was voluntary
and that the information they would provide would be
treated with utmost confidentiality and anonymity.
Respondents comprised students enrolled in different
faculties at different levels of study (i.e., year 1 till year 5).
Respondents completed the questionnaire in about
10minutes in the presence of the research assistants who
helped to clarify any query that the respondents could have.
Finally, analyses were based on data obtained from 615 stu-
dents (55% female; n¼ 378) with an average age of 19.84
(SD¼ 1.64) and a minimum age of 18 and maximum of 25.

Ethical considerations

First, permission to conduct the study was granted by the
Institutional Review Board of the University of Botswana.
Next, the objectives of the study were explained, and
respondents were guaranteed confidentiality and anonymity.
Finally, respondents were debriefed after data collection and
information on psychological support services within and
outside the university were provided for those who may
have been affected by the study. Expressly, contact tele-
phone numbers for the Psychology Clinic and Student
Counselling Centre, both located within the University of
Botswana campus, were provided to the students.

Statistical analyses

Descriptive statistics were computed to assess the prevalence
of alcohol use, levels of support for alcohol-related policies,
and awareness of the link between harmful alcohol use and
risk for diseases. T-tests were performed to assess gender dif-
ferences in alcohol use and support for alcohol-related poli-
cies. Furthermore, univariable regression models were fitted
to determine the extent to which socio-demographic charac-
teristics (e.g., gender, age, place of upbringing, type of school
attended, academic performance, parental educational attain-
ment) and the extent to which knowledge of alcohol-disease
links predicts support for overall alcohol-related policies and
four specific domains of the alcohol-related policies. To
group the policy items into the factors that form alcohol-
related support, principal component analysis (PCA) was per-
formed with the 20 policy items obliquely rotated (Promax)
to permit correlations between factors (Field, 2017). In the
end, the following four factors were extracted: pricing, avail-
ability, drink-driving, and advertising/marketing. The four PCA
factor scores were then used as dependent variables with
gender, age, place of upbringing, types of the school
attended, alcohol use, academic performance, maternal edu-
cation and knowledge of alcohol-disease links as predictors
in four linear regression analyses corresponding to the four
policy domains extracted in PCA. Finally, multivariable regres-
sion analyses were fitted to assess the unique and independ-
ent effects of socio-demographic characteristics, alcohol use
and knowledge of alcohol-disease links would predict sup-
port for overall alcohol-related policies and four specific
domains of the alcohol-related policies. Data analyses were
conducted using IBM SPSS statistical software, version 25 for
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Windows (IBM Corp, 2017). The p-values of less than .05 were
considered statistically significant.

Results

The socio-demographic characteristics of the study partici-
pants are presented in Table 1. Participants included 378
female students (61.5%) and were, on average, 19.8 years of
age (SD¼ 1.6; 18–25). Altogether, 40% (n¼ 245) reported
that they use alcohol. Among the alcohol users, 38% (n¼ 93)
reported harmful use (i.e., AUDIT score � 8). In general, sup-
port was stronger for drink-driving and harm reduction
domains of alcohol-related policies than for prices and avail-
ability and marketing and information domains of alcohol-
related policies.

After inquiring about health conditions associated with
harmful use of alcohol, awareness was generally low except
for liver cirrhosis, which was mentioned by about 67% of the
respondents (see Figure 1). When a list of potential diseases
related to harmful use of alcohol was presented to the
respondents (i.e., when they were prompted), awareness
improved for liver cirrhosis, injuries, heart disease, and high
blood pressure but awareness of alcohol-disease links
remained below 50% for diabetes, stroke, respiratory dis-
eases, cancer, and pancreatitis (Figure 1).

Support for alcohol-related policies were stronger for
drink-driving (e.g., random breath alcohol testing for drivers)
and harm reduction (e.g., health workers asking about alcohol
use and offering advice) domains of the policies than price
and availability (e.g., increasing the cost of alcohol) and mar-
keting and information (e.g., banning alcohol companies from
sponsoring sporting events) domains (Figure 2).

Results of univariable regression analyses of the socio-
demographic characteristics of the predictors of support for
alcohol-related policies are presented in Table 2. Overall, four
factors consistently predicted all domains of alcohol-related
policies: gender, alcohol use, maternal education, and know-
ledge of alcohol-disease links (Table 2). Female students sig-
nificantly scored higher than their male counterparts on all
domains of alcohol-related policy domains (Table 1). Support
for alcohol-related policies was significantly higher among
non-consumers than consumers of alcohol and low among
students with low maternal educational attainment. Finally,
knowledge of alcohol-disease links significantly predicted
nearly all domains of alcohol-related policies (Table 2). Each
regression coefficient represents the number of SD change in
the outcome variable per SD change of the independent vari-
able. For example, the regression of total support for alcohol-
related policies on alcohol use means that a change of 1 SD
in alcohol use is associated with a �0.51 SD change in sup-
port for alcohol-related policies. The proportion of explained
variance for the models ranged from R2¼ 0.04 (F(2,613)¼
22.32, p < .01) when gender was regressed on support for
alcohol policies to R2¼ 0.21 (F(2, 613)¼ 154.05, p < .001) when
alcohol use was regressed on support for alcohol policies.

Results of the multivariable regression analysis to assess
the unique and independent effects of alcohol use, know-
ledge of alcohol-disease links and socio-demographic charac-
teristics on alcohol-related policies are presented in Table 3.
Preliminary moderation analyses of gender and age with the
predictors were not significant. As in the univariable regres-
sion analyses, gender, alcohol use, and knowledge of alcohol-
disease links consistently predicted all domains of alcohol-
related policies (Table 3). Each regression coefficient

Table 1. Socio-demographic characteristics of the sample in the study.

Variables Total (N¼ 615, 100%) Female (n¼ 378, 61.50%) Male (n¼ 237, 38.50%) t-test

Age (M, SD, 18–25) 19.8 (SD ¼ 1.6; 18–25) 19.7 (SD ¼ 1.5; 18–25) 20.1 (SD ¼ 1.8; 18–25) t(613) ¼ 2.62, p < .05
Place of upbringing

Urban setting (relative to urban rural setting) 300 (48.8) 180 (60.0) 120 (40.0)
Rural setting 315 (51.2) 192 (61.0) 123 (39.0)

Type of secondary school attended
Public school (relative to private school) 510 (82.9) 317 (62.2) 183 (37.8)
Private school 105 (17.1) 61 (58.1) 44 (41.9)

Academic performance (CGPA/5)
2.00–2.99 146 (23.7) 83 (22.0) 63 (26.6)
3.00–3.99 284 (46.2) 187 (49.5) 97 (40.9)
4.00–4.69 111 (18.0) 64 (16.9) 47 (19.9)
4.70þ 75 (12.1) 43 (11.4) 32 (13.5)

Maternal educational attainment
No formal education (n, %) 27 (4.4) 12 (44) 15 (56)
Primary education (n, %) 58 (9.4) 38 (65.5) 20 (34.5)
Secondary education (n, %) 173 (28.1) 109 (63) 64 (37)
Vocational education (n, %) 79 (12.8) 48 (61) 31 (39)
University education (n, %) 278 (45.2) 173 (62) 105 (38)

Alcohol use t(613) ¼ 2.27, p < .05
Yes (n, %) 245 (40) 135 (35) 110 (46)
No (n, %) 370 (60) 239 (65) 131 (54)
Non-hazardous (AUDIT score <8) (n, %) 152 (62) 99 (65) 53 (35)
Hazardous (AUDIT score �8) (n, %) 93 (38) 32 (34) 51 (66)

Support for policies (total score) (M, SD, min–max) 3.4 (0.73; 1–5) 3.5 (0.71; 1–5) 3.3 (0.73; 1–5) t(613) ¼ 4.29, p < .05
Price and availability (M, SD, min–max) 3.3 (0.99; 1–5) 3.5 (0.95; 1–5) 3.1 (1.03; 1–5) t(613) ¼ 4.83, p < .05
Marketing and information (M, SD, min–max) 3.2 (0.79; 1–5) 3.3 (0.79; 1–5) 3.2 (0.77; 1–5) t(613) ¼ 2.16, p < .05
Harm reduction (M, SD, min–max) 3.6 (0.81; 1–5) 3.7 (0.78; 1–5) 3.5 (0.84; 1–5) t(613) ¼ 2.36, p < .05
Drink-driving (M, SD, min–max) 4.0 (0.97; 1–5) 4.1 (0.94; 1–5) 3.8 (1.00; 1–5) t(613) ¼ 3.20, p < .05

Knowledge of alcohol-disease link (M, SD) 12.2 (4.7; 0–20) 12.2 (4.5; 0–20) 12.2 (5.0; 0–20) t(613) ¼ 0.13, p > .05

AUDIT: Alcohol Use Disorders Identification Test; N: total sample, n: subpopulation sample; %: per cent; min: minimum score; max: maximum score; ns: not sig-
nificant; CGPA: Cumulative Grade Point Average

4 K. AMONE-P’OLAK ET AL.



represents the number of SD change in the outcome variable
per SD change of the independent variable. For example, the
regression of total support for alcohol-related policies on
alcohol use means that a change of 1 SD in alcohol use is
independently and uniquely associated with a �0.49 SD
change in support for price and availability domain of

alcohol-related policies. The proportion of explained variance
for the multivariable regression analyses is presented in
Table 3. Generally, the proportion of explained variance
increased for all multivariable regression analyses indicating
improved model fit (Table 3) from the univariable regres-
sion analyses.
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Discussion

The current study set out to assess alcohol use, awareness of
the health risks associated with harmful alcohol use, support
for alcohol policies, and predictors of support for alcohol-
related policies among young adults. Of the 40% (n¼ 245),
who indicated that they use alcohol, 38% (n¼ 93) of them
reported harmful use (Figure 1). Support for alcohol policies
was generally low, especially for pricing and availability and
marketing and information domains of alcohol-related poli-
cies. There were, however, more support for policies on
drink-driving and harm reduction domains of the alcohol-
related policies (Figure 2). Generally, being female (relative to
male), reporting lower levels of alcohol use, higher maternal
educational attainment, and awareness of alcohol as a risk
factor for the disease was consistently associated with sup-
port for alcohol-related policies. Being female (relative to
male), abstinence or lower levels of alcohol use, and know-
ledge of alcohol-disease links uniquely and independently
predicted support for alcohol-related policies (Table 3).

The results of this study agree with previous findings that
indicated the female gender (relative to male gender), lower
levels of alcohol use, knowledge of alcohol-disease links (Buykx
et al., 2015; Grønbæk et al., 2001; Wakefield, Loken, & Hornik,
2010) as predictors of support for alcohol-related policies.
Maternal education univariably predicted all support for alco-
hol-related policies (Jalilian et al., 2015) except drink-driving
and harm reduction. Overall, knowledge of alcohol-disease links
is critical for public backing of most alcohol-related policies.

Overall, more female (relative to male) students supported
alcohol-related policies than their male counterparts.
Similarly, those who do not use alcohol support alcohol-
related policies more actively than users. Except for the pol-
icy domains of harm reduction and drink-driving, maternal
education significantly predicted all the other domains of
alcohol-related policy initiatives (Figure 2).

Elsewhere, maternal education has also been linked to low
drug and substance use among adolescents in general
(Jalilian et al., 2015). The relations of maternal educational
levels with support for alcohol-related policies may be due to
several factors. First, maternal education may be related to
public health policy and positive attitudes towards public
health policies that may stem from health care service use in
general. On average, women utilise health care service more
than men. Second, higher maternal education may equip
mothers with crucial knowledge and skills about the dangers
of harmful alcohol use and support for public health policies,
which, they may have been able to communicate more
clearly with their children. Last, maternal education may be
associated with awareness of their children’s drug and sub-
stance use problems, especially harmful alcohol use.

Generally, the students are supposed to be better edu-
cated and more knowledgeable about alcohol-disease links
than out-of-school youth with low or minimal education.
Besides lack of knowledge about alcohol-disease links among
the students, there are specific drinking cultures unique to
students such as ‘room parties’, ‘leavers’ parties’, and ‘Thank

Table 2. Univariable regression analyses: predictors of support for alcohol-related policies (N¼ 615).

Predictors
Price and availability

b (95% CI)

Marketing and
information
b (95% CI)

Harm reduction
b (95% CI)

Drink-driving
b (95% CI)

Total support
b (95% CI)

Female gender
(relative to male)

0.21 (0.13, 0.28)��� 0.10 (0.02, 0.17)� 0.11 (0.03, 0.19)�� 0.13 (0.05, 0.21)�� 0.19 (0.11, 0.27)���

Age �0.07 (�0.14, 0.02) ns �0.02 (�0.06, 0.10) ns �0.06 (�0.14, 0.02) ns �0.10 (�0.18, �0.03)� �0.06 (�0.14, 0.02) ns
Alcohol use (relative to

non-alcohol use)
�0.51 (�0.61, �0.47)��� �0.31 (�0.38, �0.23)��� �0.30 (�0.37, �0.22)��� �0.22 (�0.30, �0.15)��� �0.49 (�0.56, �0.42)���

Academic performance 0.01 (�0.09, 0.10) ns 0.02 (�0.12, 0.08) ns �0.02 (�0.12, 0.08) ns 0.04 (�0.06, 0.14) ns �0.01 (�0.10, 0.10) ns
Maternal educational

attainment
0.12 (0.04, 0.20)�� 0.10 (0.01, 0.17)� 0.01 (�0.08, 0.08) 0.04 (�0.05, 0.12) 0.11 (0.02, 0.18)��

Knowledge of
alcohol-disease link

0.11 (0.03, 0.19)�� 0.13 (0.05, 0.21)�� 0.09 (0.01, 0.16)� 0.06 (�0.02, 0.14) 0.13 (0.05, 0.21)��

���p < .001; ��p < .01; �p < .05; b: standardised beta; CI: confidence interval; ns: not significant.

Table 3. Multivariable regression analysis: predictors of support for alcohol-related policies (N¼ 615).

Predictors
Price and availability

b (95% CI)

Marketing and
information
b (95% CI)

Harm reduction
b (95% CI)

Drink-driving
b (95% CI)

Total support
b (95% CI)

Female gender
(relative to male)

0.17 (0.10, 0.24)��� 0.08 (0.01, 0.16)� 0.09 (0.01, 0.17)� 0.12 (0.04, 0.20)�� 0.16 (0.09, 0.23)���

Age �0.02 (�0.09, 0.05) ns �0.05 (�0.03, 0.12) ns �0.03 (�0.11, 0.05) ns �0.09 (�0.17, 0.01)� �0.02 (�0.09, 0.06) ns
Alcohol use (relative

to nonusers)
�0.49 (�0.55, �0.42)��� �0.28 (�0.36, �0.20)��� �0.26 (�0.34, �0.18)��� �0.18 (�0.26, �0.10)�� �0.46 (�0.53, �0.39)���

Maternal educational
attainment

0.05 (�0.12, 0.09) ns 0.05 (�0.12, 0.09) ns 0.02 (�0.06, 0.10) ns 0.01 (�0.08, 0.08) ns 0.04 (�0.12, 0.04) ns

Knowledge of
alcohol-disease link

0.09 (0.02, 0.16)� 0.12 (0.04, 0.19)�� 0.07 (�0.01, 0.15) ns 0.06 (�0.02, 0.14) ns 0.11 (0.04, 0.18)��

R2 ¼ 0.31
(F(6, 609) ¼ 53.89,

p < .01)

R2 ¼ 0.11
(F(6, 609) ¼ 15.35,

p < .01)

R2 ¼ 0.10
(F(6, 609) ¼ 12.20,

p < .01)

R2 ¼ 0.15
(F(6, 609) ¼ 18.08,

p < .01)

R2 ¼ 0.26
(F(6, 609) ¼ 41.30,

p < .01)
���p < .001; ��p < .01; �p < .05; b: standardised beta; CI: confidence interval; ns: not significant.
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God it’s Friday (TGIF) parties’, where students indulge in
binge drinking. At one of the universities in Botswana, the
student bar had to be closed due to excessive alcohol intake
by students. Nevertheless, it is difficult to conclude whether
excessive consumption among students and out of school
youth due to lack of studies on alcohol use among different
subpopulations. On the contrary, the students’ knowledge of
disease risks associated with harmful alcohol use is low, espe-
cially for diabetes, stroke, pancreatitis and heart diseases. The
little knowledge on alcohol-disease links indicates that public
education on the health risks associated with harmful alcohol
use has not been prioritised, especially when the Alcohol
Levy was introduced in Botswana. The high support for alco-
hol-related policies on drink-driving may be due to interven-
tions such as random breath alcohol testing for drivers and
continuous media campaigns by the Botswana Police Service
to reduce drink-driving as a result of the high road traf-
fic accidents.

Increasing awareness of alcohol-disease links through edu-
cational campaigns might be an essential intervention to
increase support for alcohol-related policy initiatives. A previ-
ous study in New Zealand indicated continuous public sup-
port for alcohol-related policies when campaigns to raise
awareness were sustained than in places where campaigns
were not maintained (Casswell, Gilmore, Maguire, & Ransom,
1989). Similarly, previous studies also showed that public
campaigns could improve awareness and support for policy
initiatives (Buykx et al., 2015) which are critical in reducing
disease and social burden of harmful alcohol use.
Nonetheless, in designing public campaigns to improve
awareness and support for alcohol-related policies, it is vital
to include not only the negative impact of harmful alcohol
use but to include positive outcomes alongside. These bene-
fits may consist of good health associated with abstinence.
Previous studies have demonstrated that when positive
health outcomes and choices are presented alongside policy
initiatives, such policies were supported (Pechey et al., 2014).
Consequently, well-thought-out policy initiatives should be
accompanied by vigorous public education to engender pub-
lic support. Likewise, there should be a monitoring and
evaluation mechanism put in place to evaluate levels of pub-
lic support for alcohol-related policies and whether the poli-
cies are achieving their overall desired goals.

Some shortcomings need to be considered given these
findings. First, the sample consisted of university students
who may have different characteristics and are at a different
developmental stage from the general population. Hence, it
is difficult to extrapolate the results of this study to the gen-
eral population of other young adults, such as out-of-school
youths. The student population is of interest due to their
unique alcohol consumption culture, which requires alcohol
prevention strategy targeting their unique culture discussed
earlier. Similarly, alcohol abuse among university students
impedes upward social mobility and hinders human resource
development for the country. Alcohol abuse is associated
with poor grades and drop-out at universities, which impacts
on the quality of the workforce and subsequent eco-
nomic growth.

Second, the sample was drawn from university students
currently enrolled at a public university in Botswana. The
quota sampling strategy was used to realise a representative
sample of young adults based on age, gender, and faculty
where the students were enrolled, to limit the bias associated
with sampling from one source. Generally, the results of the
current study focussed mainly on awareness of alcohol as a
risk factor for several diseases. It is possible that knowledge of
alcohol-related risks for specific conditions such as liver cirrho-
sis may engender more support for alcohol policies than other
relatively unknown diseases such as pancreatitis. Personal
experiences might have also influenced the levels of support
for policies. For example, Botswana reports high incidents of
traffic accidents, domestic violence, and child sexual abuse
(Philip & Amone-P’Olak, 2018). Participants with personal expe-
riences of traffic accidents, domestic violence, and sexual
abuse as a result of harmful alcohol use may support alcohol-
related policies more than those without such experiences.
Finally, support for alcohol-related policies was based on self-
report that could be biased because it is difficult to know
whether the support reported translate into real support.

Future research should focus on more longitudinal analy-
ses based on continuous and periodic evaluation of support
for alcohol policy initiatives among different subpopulations
to determine factors that predict levels of support. Similarly,
future studies should assess whether exposure to information
translates into actual support for policy initiative or whether
support is a result of a confluence of factors that include
increased awareness of alcohol-disease links accompanied by
positive information on staying free of alcohol.

Generally, knowledge of alcohol-disease links is low, even
among more educated youth. Gender, maternal educational
attainment, alcohol use and understanding of alcohol-disease
links are predictors of support for alcohol-related policies. A
consistent public campaign to increase awareness of alcohol-
disease links might be an essential strategy to improve sup-
port for policy initiatives.
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