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ABSTRACT 

Alcohol use is one of the major public health concerns in the world.   The aim of this study was 

to investigate the determinants and effects of alcohol use among women in Oshikoto Region.  

The study objectives were: to assess the determinants of alcohol use among women in Oshikoto 

region; to describe the effects of alcohol use among women in Oshikoto region and to assess 

the relationship between sociodemographic characteristics and determinants of alcohol use 

among women in Oshikoto region.  

The study adopted a quantitative research approach with analytical, cross-sectional design.  

Ethical clearance was obtained from the relevant authorities prior to the study. The study 

population were all women aged 18-49 years residing in the selected constituencies who were 

receiving their daily medical consultations at Onandjokwe Intermediate Hospital and Omuthiya 

State Hospital during the study.  Informed consent was obtained from all participants prior to 

data collection. The data was collected from one hundred and twenty-one (121) participants 

who were selected through the purposive sampling. An interviewer-led questionnaire with 

close-ended questions was used on the voluntary participants to collect the data. The data was 

analysed by means of Statistical Package for the Social Sciences (SPSS) version 26.  A chi-

square statistical test was used to determine the association between variables with the 

alternative of Fisher exact test. Log-binomial regression reporting risk ratio was applied to 

assess the association between determinants of alcohol use and risky use of alcohol. The 

median age of the participants was 33 years.  The majority 84 (69.4) of participants lived in 

rural areas, while 49 (40.5) were single and 75 (62%) had children.  The findings indicated that 

64 (52.89%) of the respondents use alcohol sometimes in order to cope with their problems.  

About 56 (46.28%) of the respondents use alcohol when they feel anxious, making them 

relaxed and forget their challenges. In the univariable log-binomial regression analysis, family 

history of alcohol use (p value 0.019), peer pressure (p value 0.004), and spending most time 
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at cuca shops (p value 0.000) were all significantly associated with an increased risk of harmful 

use of alcohol. In contrast age (p value 0.329), residence (p value 0. 437), being employed (p 

value 0.565), education (p value 0.199), and being unemployed (p value 0.777) were not 

significantly associated with harmful use of alcohol. 

The study recommends that the Ministry of Health and Social Services (MoHSS), needs to 

develop guidelines on preventative measures and awareness programs on alcohol use.  

KEY WORDS: Alcohol use, Alcohol consumption, Alcohol related consequences, 

determinants, Socioeconomic factors, women 
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1. CHAPTER ONE  

INTRODUCTION AND BACKGROUND OF THE STUDY 

1.1 Introduction                

Alcohol consumption in Africa is accountable for approximately 6.4% of deaths and 4.7% of disability-

adjusted life years lost (1). Alcohol use  is a major risk factor for chronic diseases, injuries, HIV/AIDS, 

adverse women’s health outcomes, and inter-personal violence (1). Alcohol usage among women is 

often symptomatic of domestic and sexual violence and poverty (2). This study investigated the 

determinants and effects of alcohol use among women in Oshikoto region.  The first part of this chapter 

presents the background of the study and the statement of the problem, the aim of the study and the 

research objectives.  In addition, this chapter will deliberate on the significance of the study, limitations 

and delimitation of the study, definitions of the key research concepts and present the outline of the 

thesis. 

1.2 Background of the study 

Alcohol use is one of the major public health concerns in the world.  Alcoholic beverages are widely 

consumed throughout the world in numerous ways, and it creates a significant public health and safety 

problems among nations (1).  Alcohol use is defined “as the use of alcohol beverages to excess, either 

on individual occasions (binge drinking) or as a regular practice” (3).  Globally, almost 4 percent of 

all deaths are attributed to alcohol use, therefore proving that the hazardous and harmful use of alcohol 

is a major global contributing factor to morbidity, mortality and injuries (1).  The World Health 

Organization (WHO) discloses that alcohol abuse and problems related to alcohol vary widely around 

the world, but the burden of disease and death remains significant in most countries (2). Alcohol use 

is accounted to be the third largest risk factor for disease and disability particularly in middle-income 

countries following the burden of cancer and HIV/AIDS (2).  Alcohol use is not only a causal factor 
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in many diseases, but also a sign to injury and violence.  Besides, its negative impacts can spread 

throughout a society, community, country, and beyond by the levels and patterns of alcohol abuse 

across borders (1).  The  negative effects of using alcohol can be attributed to a range of issues, starting  

from socioeconomic,  psychological and financial burdens to families, acts of domestic violence, child 

abuse, workplace absenteeism and decreased worker’s productivity among others (2).  In Sub-Saharan 

Africa, alcohol use is categorized by patterns of misuse through many contexts and populations, 

including adult men and women (4).  In many societies, women have been less likely  to use alcohol 

compared to men (5).  However, in Sub-Saharan Africa, the use of alcohol is increasing among women, 

making it an important factor in any woman’s health risk profile (5). 

Furthermore, a rise in alcohol use from social drinkers  particularly among young women has been 

reported from a number of African countries such as Ghana, Zambia and Uganda (6).  However, WHO 

documented rates of alcohol use and harmful drinking among African women that raise concern (5). 

In Africa, many countries including Namibia distinguish the serious public health problems caused by 

the harmful use of alcohol, which has prompted many African countries to adopt preventive policies 

and programmes to reduce drinking behaviours and the adverse effects (1).  

Alcohol use is increasing among women in Africa, and it becomes an underlined factor in any woman’s 

health risk profile (5). The prevalence of alcohol usage among women in African countries vary; it is 

projected at 47% in Namibia, 42% in Zambia, 38% in Nigeria, 30% in Botswana and 20% in Uganda 

(7).  Approximately 320,000 people aged 15 – 49 years die annually from alcohol related causes, of 

which 9% of deaths are women (2).  According to a study done in the United State of America (8),  

binge drinking causes injury and illness.  The same study pointed out that the prevalence of binge 

drinking doubled between 2006–2018 for women in middle adulthood (ages 30s - 40s) (8). The WHO 

(4) reported that Namibia was among the countries with the highest level of per capita alcohol 

dependence within the African regions. More than half of Namibian adults consume an average of 10 



3 
 

litres of alcohol per day, with a large proportion of adult consumers of alcoholic beverages being 

women(9)..   Alcohol consumption is increasing in the northern regions of Namibia, particularly the 

four regions: Ohangwena, Oshana, Omusati and Oshikoto (10).  Home-brewed beer is the most widely 

used type of alcoholic beverage that counts for 67% of the total consumption in the northern regions 

of Namibia.  Due to high prevalence of alcohol use, 8% of Namibian adults suffer from alcohol related 

illnesses (10). 

A study that was conducted in Oshana region on the exploration of psycho-social determinants of 

heavy alcohol drinking among women revealed that women experience exclusive effects of alcohol 

related morbidities that include mental health disorders such as substance dependence and depression, 

physical morbidities like breast cancer and HIV infection and social effects such as risk of domestic 

violence and stigma (3) .  A similar study further documented that women who are victims of alcohol 

use suffer greatly from the consequences of alcohol ranging from domestic violence, Human 

Immunodeficiency Virus (HIV) infection, impacts on pregnancy and reproductive outcomes, poverty, 

divorce, absenteeism from work, injuries, sexual assault (rape) and depression (3). The same study 

emphasised that the majority of people affected  by the effects of alcohol use are those living in poverty, 

and sadly the biggest victims are often children (3).   

1.3 Statement of the problem 

Namibia is amongst many African countries facing challenges related to alcohol use, of which more 

than half of Namibian adults consume alcohol on a daily basis (9).  Women in Namibia are reported to 

consume a large portion of total alcohol consumption of 73% as home-brewed beer compared to 27% 

of men (11). Out of this proportion of women who consume alcohol, about 53% are misusing alcohol, 

whereas that number is at about 15% for men (10).  In addition, other types of alcoholic beverages in 

the order of preference are such as, home-brewed beer 45%, store-purchased beer 15%, store-

purchased hot liquor 10%, home-brewed hot liquor 8% and wine 2% (3).  The  Namibian National 
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survey on excessive alcohol use and risks to women’s health shows that about 1 in 2 women of child-

bearing age (15-49 years) consume alcohol, of which 18% of this age group are binge drinkers (12). 

Oshikoto region is one of the north-western regions of Namibia with the increase of alcohol 

consumption among women aged 15 – 49 years (13).  According to the report from the social workers 

in Onandjokwe and Omuthiya hospitals, there is an increase in cases of alcohol abuse and the victims 

of alcohol use have neglected their children (9). Based on the Oshikoto Namibian Police Patrol report 

(2017-2018) women are reported to spend most of the times (day and night hours) drinking in shebeens, 

bars and open markets (8).   The social and health impacts of alcohol use among women are often 

undervalued, but are known to contribute to significant personal, families and community problems 

(2).  The researcher is provoked to conduct this study in order to identify the possible causes and the 

effects of alcohol use among women  in Oshikoto region. There is a scarcity of literature on 

contributing factors to alcohol use among women in Oshikoto region.  It is against this background 

that the researcher anticipated a study that sought to document baseline data on determinants and 

effects of alcohol use amongst women aged 18 - 49 years. 

1.4 Aim of the study 

The aim of the study is to investigate the determinant and effects of alcohol use among women in 

Oshikoto region, Namibia. 

1.5 Objective of the study 

The objectives of this study were:  

• To assess the determinants of alcohol, use among women in Oshikoto region  

• To describe the effects of alcohol, use among women in Oshikoto region  

• To assess the relationship between sociodemographic characteristics and determinants of 

alcohol use with levels of alcohol use among women in Oshikoto region.  
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1.6 Significance of the study 

 

The results from this study will create a baseline data which will help the development of appropriate 

preventative measures and awareness programs on alcohol use.  The findings of the study might 

enlighten the knowledge and understanding of women on the effects of alcohol use.  The study might 

also help to guide health care providers, especially social workers to improve facilitating the 

management of alcohol use cases. 

1.7 The study paradigm 

A research paradigm guides the researcher on selection of research design and methods which 

appropriate to the study (14). The research paradigm is often chosen in line with the objectives of the 

study and to guide how data will be collected and analysed (15). In this study, the data collected was 

objective and required the use of statistical tests in order to answer the research objectives. To ensure 

this, a positivist research paradigm was chosen as the scientific method guiding the study. The 

philosophical assumptions and their application in this study are shown below.  

Ontological assumption 

The ontology is the reality of knowledge that exist and that which the research wants to seek (16) (15). 

In this study these were the determinant and effect of alcohol use which were obtained from the 

participants using a questionnaire.  

Epistemological assumption 

Epistemology refers to the branch of philosophy that studies the nature of knowledge and the practice 

by which knowledge is attained and validated (15).  Epistemological assumption is concerned with the 

objectivity and clarifies the relationship between the inquirer and those being researched regarding the 
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need to avoid biases (15) (16). Objectivity in this study was assured through the use of a questionnaire 

with already set objectives and variables to be obtained. Avoidance of biases was ensured through 

limiting amount of time with participants as they completed the questionnaire. 

Axiological assumption  

Axiological assumption refers to the researcher’s view on values in a research study. It refers to ethics 

that are adopted to guide research principles and respects the rights of the subjects (16). The researcher 

remained neutral and detached from the participants during data collection and analysis to ensure that 

the outcome remains a true reflection of the participants’’ contribution. 

Methodological assumption  

Methodological assumptions refer to the description of methods and techniques utilized to conduct a 

research study (15).  It refers to the study and critical exploration of data production methods (15).  

The positivist approach requires that data be obtained using a scientific and objective method. Thus to 

fulfil this, a quantitative research approach was chosen to guide the methodology chapter.  

1.8 Operational definitions of terms 

Alcohol: a colourless volatile flammable liquid which is produced by the natural fermentation of 

sugars and is the intoxicating constituent of wine, beer, spirits, and other drinks; also used as an 

industrial solvent and as fuel (17).   In this study, alcohol refers to any drink that consists ethanol as an 

intoxicating agent in fermented and distilled liquor. 

Abuse: is defined as any action that intentionally harms or injures another person.  Abuse also 

encompasses inappropriate use of any substance, especially those that alter consciousness (e.g. alcohol, 

cocaine, methamphetamines) (18).  In this study abuse refers to the habitual excessive use of alcohol. 
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Alcohol use: is defined as a  pattern of using alcohol, according to a typical adult, and corresponds to 

consuming five or more drinks  by a male, or four or more drinks by a female, in about two hours-(18).  

In this study alcohol use refers to the use of alcohol /drinking any beverages that contain alcohol such 

as wine, beer and hard liquor. 

Determinant: is defined as any factor, whether event, characteristic, or other definable entity, that 

brings about change in a health condition or other defined characteristic (19). In this study determinant 

refers to a factor which decisively affects the nature or outcome of something. 

Effects:  is defined as a change which is a result or consequence of an action or other cause (19).  In 

this study effects refers to outcomes or consequences that arise after the use of alcohol. 

Binge drinking: is defined as a pattern of drinking that brings Blood Alcohol Concentration levels to 

0.08 g/dl or higher-(18).  In this study binge drinking refers to when a woman consumes four or more 

alcoholic drinks in about two hours’ period. 

1.9 Outline of the thesis 

This thesis comprises of five chapters and the contents of each chapter in the thesis are as follows:  

Chapter 1: Introduction   

This chapter introduces the topic under this study and reflects on the background and statement of the 

study that justifies the study, the aim of the study and research objectives which the study seeks to 

answer.  The chapter has also given the significance of the study, operational definitions of the terms 

and displayed the overall outline of the thesis. 

Chapter 2: Literature review  

This chapter presents the theoretical framework of the study and the reviewed literature in line with 

the objectives of the study.  The purpose of this chapter is to look upon any previous research into the 

similar subject and to scrutinize its conclusions.               
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 Chapter 3: Research methodology:  

This chapter focuses on methodological processes which were followed in the current study. It will 

present the research designs, research philosophy, population, sample and sampling methods, data 

collection instruments, data collection procedures, data analysis, pilot study and research ethics.  

Chapter 4: Results  

This chapter presents the data findings from the primary study which will be analysed and interpreted 

accordingly.         

                             

Chapter 5:  Discussion of study findings  

 This chapter presents a comprehensive discussion of the study findings by corresponding, evaluating 

and distinguishing with the reviewed literature for the study in an attempt to answer the research 

objectives and comprehend the study well.   

 

Chapter 6: Conclusions, limitations and recommendations  

This chapter presents the conclusion and limitation of the study by merging the study findings in line 

with the aim and objectives of the study.  The chapters have also covered the recommendations based 

on the study findings.            

1.10 Summary 

The first chapter dealt with the background of the study, problem statement, study aim, study 

objectives, and significance of the study as well as the definitions of operational terms and the layout 

of the study. The next chapter will be discussing the literature review. 
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2. CHAPTER TWO 

LITERATURE REVIEW 

2.1 Introduction 

A literature review  is a written document that presents a logically argued case founded on a 

comprehensive understanding of the current state of knowledge about a topic of study (20).  The review 

of relevant literature is focused on relevant existing secondary sources that is carried out by using 

databases, direct science, and internet search engines such as Google scholar, Web of Science and 

PubMed. The following concepts were used for literature search: determinants, factors, alcohol use 

and effects of alcohol.  The literature captures the studies that have already been conducted on the 

determinants/factors of alcohol use among women at global level, in Sub-Saharan Africa, Africa and 

Namibia.  In this chapter the literature covered the theoretical framework underpinning the study, 

definitions of alcohol use and alcohol abuse, prevalence and determinants of alcohol use and lastly the 

effects related to alcohol use among women. 

2.2 Theoretical framework 

The Social Learning Theory by Albert Bandura forms the theoretical lens of this study (21).  In line 

with this theory, Bandura , 1925 views the abuse of alcohol as a cognitive behaviour that replicates 

what individuals have learned through family, friends, the media and direct experiences (22).   The 

Social Learning Theory states that people learn from one another via observation, imitation and 

modelling.  For that reason, social learning theory has often been called a bridge between behaviourist 

and cognitive learning theories because it encompasses attention, memory and motivation (6). 

Furthermore , the  social learning theory explains human behaviour in terms of continuous reciprocal 

interaction between cognitive, behavioural and environmental influences (6).  The theory further 

outlines that human behaviours are learned through interaction and observation of others in a social 
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context.  Thus, social learning theory focuses on learning through social modelling that can occur 

through direct reinforcement, observation, environmental and cognition.   

The social learning theory links well with this current study as alcohol use is an outcome of both 

cognitive thinking and the inspiration of environmental aspects (23). The perspective of social learning 

theory also discovers that a person’s conviction about alcohol can influence the decision of whether 

they may drink alcohol or not (6).  In addition, social learning theory proposes that people who display 

forms of abusive drinking behaviour often have low self-control and strive to cope with the stress of 

day-to-day living, and consequently they habitually drink to cope (7). The social learning approach 

takes thought processes into justification and accepts the role that they play in determining whether a 

behaviour is to be imitated or not (23). Social learning theory offers a broader explanation of human 

learning by distinguishing the role of mediational processes (24).   Therefore, social learning theory is 

appropriate for this study which is investigating the determinants and effects of alcohol use among 

women in Oshikoto region.  Alcohol use is a social issue, and social problems are socially learned both 

in terms of particular acts and interactions individuals pursue and in terms of the processes of such 

activities through time (9).  For this reason, the theory of social learning is of connotation to explore 

the root causes of alcohol use among women, by looking at the social behaviours and interactions with 

others. 

 2.3 Definition of alcohol use and alcohol abuse 

Alcohol use is defined as a  pattern of using alcohol, according to a typical adult, and corresponds to 

consuming five or more drinks by a male, or four or more drinks by a female, in a period of about two 

hours (18).  Based on the medical definition, alcohol abuse is defined “as the use of alcoholic beverages 

to excess, either on individual occasions (binge drinking) or as a regular practice” (8).   

According to a study conducted on exploring the psychosocial factors on heavy alcohol drinking 

amongst women in Namibia, alcohol abuse is defined as substance abuse involving alcohol or 
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excessive use of alcohol and alcoholic drinks (3).  Additionally, abusing alcohol involves insistent 

drinking behaviour in the face of repeated social, interpersonal, and work-related difficulties that are 

due to excessive alcohol intake. 

2.4 Prevalence of alcohol use among women 

Globally, there is a high prevalence of alcohol use among women in developed countries more so than 

in developing countries (2). The prevalence of alcohol use is quite varied in different parts of the world. 

According to a population-based study done in Southern Brazil, North and East European countries 

and certain regions in America present the highest levels of alcohol consumption per capita, whilst the 

lowest levels are observed in Mediterranean countries (25).  Moreover, the prevalence of alcohol use 

in the Southern Brazil population was 18.4% three times greater in 29.9% of men, than 9.3% in women 

(25).  Moreover, a higher prevalence of alcohol abuse was also observed among women who are 

smokers, single, with better education, better-off and in employment (8).    

The World Health Survey of 2018 has documented rates of alcohol use and harmful drinking among 

African women that increase concern, including episodic binge drinking and consistent high 

consumption (2).  In addition, the same survey further revealed that the prevalence of alcohol use in 

the past years among women in Africa was estimated at 47% in Namibia, 38% in Nigeria, 30% in 

Botswana and 20% in Uganda (26).  A study done by Anyawie  on the factors affecting alcohol use 

among women in Ghana, found that the prevalence rate of alcohol abuse among women aged 15 – 49 

years was 33 per cent, putting Ghana among African countries with high alcohol abuse prevalence 

(27).  The high prevalence of alcohol use puts women, especially pregnant women to risk of maternal 

mortality and Foetal Alcohol Syndromes (4). A study conducted in the United States of America, 

revealed a high prevalence in that country; and that binge drinking among women is more associated 

with high socioeconomic status (8).  About a third of the adult population in South Africa partake in 

alcohol consumptions and among those who consume alcohol, they classically drink at harmful levels 
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(24;25). This drinking display is also revealed among South African women by which a reported 24%  

of women consume alcohol (28).   

Namibia is known to have a high prevalence of tobacco smoking and alcohol consumption, thus in 

most occasions it is supported that women who abuse alcohol are more likely to smoke, and vice versa-

(29). A study conducted  in Namibia  on the prevalence of alcohol and tobacco use among men and 

women, unveiled that  Namibian women have  high rates of alcohol use (30).  In addition, the same  

study further discovered that the Oshikoto region was the second in regional prevalence of alcohol use 

among women, with 10.2 per cent, after Khomas region which is the highest with 11.7 per cent, 

Zambezi region rated lowest with 3.6 per cent (30). Alcohol use among women in Namibia is therefore 

a challenge as evidenced by high prevalence rates.  

2.5 Determinants of alcohol use among women 

The use of alcohol is not a natural act or behaviour, and is associated with various factors that cause 

an individual to drink alcohol.  In other words, there is no single neither simple explanation for why 

some individuals develop the problem of using alcohol.  Thus, a determinant is a risk factor that leads 

to the act of  alcohol addiction (31). The determinants of alcohol use vary, but mostly, their influence 

is complex and interrelated. Determinants of drinking include biological, social, and economic factors, 

as well as the wider drinking environment (32).  These factors have a significant impact on individual 

response to alcohol consumption and outcomes, and help shape consumer choices and behaviours. 

A study that has examined the causes or aetiology of alcohol use proposed that there are multiple 

pathways to behaviour that involves alcohol consumption (33).  Multiple biological and psychosocial 

factors were shown to have mutual influence on each other in instigating alcohol abuse among women 

at global level (33). The utmost influential alcohol use determinants among others are genetic 

predisposition, individual characteristics, socioeconomic and environmental factors (32).  Another 

study conducted  in Ghana  revealed factors associated with alcohol use among women in low and 
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middle income countries, including most African countries, as;  being single, higher socioeconomic 

status and higher levels of education (26). In addition, other factors that endorse and aid the 

environment for alcohol consumption,  include minimal guidelines from alcohol companies resulting 

in increased accessibility and distribution of alcoholic beverages, undue influences on national alcohol 

policies and high levels of social tolerance towards female drinking (32). Social, environmental, 

economic and psychological factors are elements that go hand in hand when a person is at risk of 

developing any mental disorder, including alcohol and drug use (29). 

2.5.1 Social determinants 

The use of alcohol among women is driven by different social factors ranging from family and home 

life, peer pressure, work and income including social and cultural norms. One of the strongest 

influences on adolescent drinking behaviour comes from the people that the youth spends the most 

time with, like family and friends (34). Sudhinaraset  found that higher levels of alcohol use among 

parents and peers is associated with increased alcohol use among adolescents and young adults (34). 

The family environment, peers, and social support networks  influence the development of an 

individual’s drinking patterns over time, the so-called drinking trajectory (32).  According to a study 

conducted in Kenya,  alcohol consumption in adolescents commences within the family, with parental 

awareness (35).  In facts, there are key related factors that influence alcohol use within the family such 

as family conflict, poor communication, parental drinking and permissiveness (36).  A parent who uses 

alcohol is a risk factor for children becoming alcoholics, while in the same vein siblings who misuse 

alcohol influence other siblings to drink alcohol (36). This implies that children who grow up in 

alcoholic families are five times more likely to develop alcoholism later in life.   

Living in a dysfunctional family that consists of lack of family support, parental supervision and 

control and perceived rejections are all associated with development of heavy drinking among young 

people in their later adulthood (37).  Peer interactions and influences are also important determinants 
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of drinking behaviour, mainly among young people whereby males are found to be more heavily 

influenced by peers than females, though this may vary by age (29).   Those whose peers drink heavily 

tend to be heavier drinkers themselves, and this relationship continues into adulthood. Young women’s 

perceptions of how their parents and friends drink are closely tied to their own drinking (26).  

Among all the socio-demographic characteristics of a woman, education has been found to be strongly 

associated with alcohol use (38).  A study conducted in the United States pointed out that there is an 

increase in binge drinking among women in their 30s and 40s, and the levels are most pronounced 

among those with the highest levels of education (8). The odds of binge drinking increased by 10% 

each year among women with the highest levels of education such as master’s degrees, compared to 

women with a high school education or equivalent, among whom the odds of binge drinking increased 

only by 2% annually (8).   

According to a study conducted in Ghana,  women with higher educational qualifications were more 

likely than less educated women to be binge drinkers in their twenties; while the  less  educated  were 

more  likely  to  misuse alcohol mostly in their early forties (27).  In addition, it is also revealed that 

there is a significant relationship between a woman’s marital status and alcohol use (8). Comparably, 

Zakhari (28) found that alcohol use is more prevalent among married women than unmarried women.  

According to one Namibian study, cultural norms are believed to be affecting the behaviours around 

alcohol use.  When a person is passing through social burdens, tends to encouraged to partake in 

alcohol use for the purpose of fitting within their social interaction group (3). Living in poverty and 

long-term unemployment conditions increase the risk of alcohol use in women, because women have 

expressed that they tend to use alcohol to keep themselves socially comfortable rather than being bored 

and stressed (2). In addition, religious involvement has been described as a significant protective factor 

against problem drinking even where there is no prohibition against alcohol (32).  In the same virtue, 
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religious principles are against the practice of alcohol use or drinking, thus reducing the consumption 

of alcohol.  

2.5.2 Psychological determinants 

A United States study revealed  that in childhood, biologically based vulnerabilities in emotional and 

behavioural regulation  interact with poor parenting to create emotional distress and exposure to 

negative peer influences, both of which create risk for alcohol misuse (33). Post-Traumatic Stress 

Disorder (PTSD) is highlighted to be one of the main predictors, leading to a variety of  psychological 

dysfunctions such as depression, eating disorders and substance abuse (39).  It is estimated that over 

fifty percent of women with PTSD are more likely than those without PTSD to develop alcohol 

dependence in the United States (39).  A study done in South Africa found that psychological distress, 

such as traumatic stress as a result of poverty, violence and gender inequality among traumatic 

experiences can determine whether women will misuse alcohol as relieving mechanisms from trauma 

of any kind (28).  To cope with stress which is the common theme in women’s lives, women troubled 

in relationships tend to drink alcohol more than others.  Intimate partners influence alcohol use, for 

instance a woman whose partner drinks heavily is more likely to drink too (3).  Anxiety and depression 

were also found to be psychological causal factors that lead to an increase in the risk of development 

of alcohol abuse.  Genetic factors also play a determining role for other characteristics that may be 

linked to particular drinking patterns, including personality traits and mental health issues (32).  

  A study on psychosocial factors in alcohol use and alcoholism proposed that women undergoing 

negative emotions such as anxiety or depression, tend to abuse alcohol as a mechanism of coping with 

stress, by escaping the confrontations of life issues (33).  Furthermore, women across racial or ethnic 

groups with these characteristics show the strongest association between stress and alcohol abuse. In 

addition, individuals characterized by high levels of sensation-seeking, are strongly motivated to drink 

alcohol with the expectation of positive mood enhancement (33). A study in the United States 
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suggested that the type of alcoholic syndrome present in the family influences a child’s risk of having 

psychological characteristics associated with risk for alcoholism (33). Psychological stress, which 

includes depression, anxiety, irritability, denial, and anger, is related to higher frequencies and volumes 

of alcohol consumption among women in Namibia (3).  Namibian women in the northern regions are 

reportedly using alcohol in a bid to enhance their daily moods (2).  

2.5.3 Environmental determinants 

The environment in which people live and work, affects their attitudes and behaviours towards alcohol 

abuse.  A study conducted in the United States revealed that individuals who live in a neighbourhood 

with a poorly built environment, characterized by inferior building conditions, housing, and water and 

sanitation indicators, were 50 percent more likely to report heavy drinking compared with those living 

in better built environments (40).  The same study suggested that although alcohol sales and marketing 

are highly regulated, people are exposed to a wide variety of alcohol and liquor advertisements, 

especially in the United States (40).  

 There are various environmental causal factors of alcohol abuse ranging from: advertising and 

marketing, availability of alcohol and the acceptance of alcohol by society (41).  The environment is 

believed to play the primary role towards the risk of alcohol consumption in the society, thus an 

environment coupled with increasing incomes resulted in obvious increase in rates of drinking among 

young women (5).  Media exposure helps influence social norms about alcohol through advertising, 

product placements, and stories in a wide-ranging of sources, including television, social media, and 

other forms of entertainment (34).  Observed studies display that targeted alcohol marketing results in 

individuals developing positive beliefs about drinking, by creating and expanding environments where 

alcohol use is socially suitable and encouraged (34).  Even though alcohol sales and marketing are 

greatly regulated, people are exposed to a wide variety of alcohol and liquor advertisements, 

particularly in the United States (34).  A similar study found that there is an association between alcohol 
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abuse and exposure to alcohol adverts among African-American women, as women tend to misuse 

alcohol more once advertised.  Young women are being attracted by the alcohol products with sweet 

fruity flavours, colourful appearance and packaging, as well as lower alcohol content (34).  

The availability of alcohol at reasonable prices and its acceptance by society also play a role on alcohol 

use.  There is also evidence that low prices of alcohol beverages influences women to abuse alcohol in 

Namibia (3).  Shikoyeni (3) further argues that a person's decision to use alcohol is potentially 

predisposed by both place and availability of alcohol in the community. 

2.5.4 Economical determinants  

The economic status of an individual plays a major influence on alcohol use. According to a study 

conducted in the United States of America on the association between socioeconomic factors and 

alcohol outcome, women with high economic status use alcohol greatly compared with lower 

economic status women (42).  Another study has shown that people with higher Socio Economic Status 

(SES) tend to drink more frequently than others, but among drinkers, low-SES groups have a habit of  

drinking larger amounts of alcohol (34). In addition, a  study conducted  in Ghana found that there is 

a substantial association between alcohol abuse and employment (27). The significant association 

between employment and alcohol use is clarified by the point that, employed women often have access 

to alcohol use and drinking situations than unemployed women and due to the fact that women who 

are working often experience job tension and so in order to ease the tension they frequently choose to 

consume alcohol especially after working hours (27).  On the contrary, Adeyiga   found that 

unemployed adults were most associated with increased levels of alcohol use (23). Anyawie has also 

documented that women at the managerial and specialised occupations such as soldiers, doctors and 

police officers are more likely to consume alcohol than women in other occupations (24). Moreover, 

it was also stated that as the level of position of the woman rises, the more likely she is to increase the 

levels of alcohol consumption (27).  
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Anyawie (23) also argued that there is an association between home status and alcohol use, concluding 

that there is a high prevalence of alcohol abuse among women who are homeless.  In addition,  women 

who are described to have the lowest educational and income levels, are associated with high frequency 

and quantity of alcohol consumption (27).  Moreover , drinking patterns and outcomes of drinking 

were found to be correlated with an individual’s socioeconomic status, including employment and 

income levels (32).  However, the drinkers of lower socioeconomic status engage in riskier drinking 

patterns compared to those of higher socioeconomic status (43). 

 A study conducted in Namibia by Shikoyeni (3) argues that the use of alcohol is relatively high in 

women with low socioeconomic status. Therefore, it entails that a low economic status is a contributing 

factor towards alcohol use among women. Furthermore, a study on alcohol abuse in Namibia suggested 

that women who live in poverty and vulnerable conditions are most exposed to alcohol use in a way 

of exchanging their bodies for alcohol (34). Moreover,  alcohol usage behaviours were found to be 

high among women with lower education and lower income status in Namibia (30). 

2.6 The effects of alcohol use among women  

Harmful alcohol consumption is a key public health problem and a risk factor for poor health globally 

(44). Alcohol related problems are emerging as major health issues in Africa (44).  Alcohol 

consumption is a known risk factor for breast cancer and cardiovascular disorders, which are among 

the leading causes of mortality among women in low and middle income countries (26). The World 

Health Surveys of 2011 reported that alcohol related diseases comprise of mental health disorders such 

as substance dependence and depression, and physical illnesses such as breast cancer, Tuberculosis, 

liver cirrhosis and HIV infection among African women (5).  The survey further revealed that women 

also experience exceptional negative social consequences of alcohol misuse that impact health, from 

increased risk of domestic violence and stigma (5).    
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The use of alcohol results in short-term health risks such as injuries, violence (sexual assault, intimate 

partner violence, child neglect, and suicide), alcohol poisoning, and reproductive health risks (risky 

sexual behaviour, miscarriage, stillbirth, Fetal Alcohol Syndrome Disorders and unintended pregnancy 

(12). Over time, harmful use of alcohol consumption can lead to the development of  long- term health 

effects such as chronic diseases (heart disease, high blood pressure, stroke, liver disease and digestive 

problems), cancer (breast, mouth and throat, liver and colon cancer), learning and memory problems 

(dementia, poor school performance), mental health problems (depression, sleep disruption, slurring 

of speech and anxiety), social problems (lost productivity, family problems and unemployment, 

poverty and financial difficulties) and even death (12).  A United States (U.S) study suggested that 

chronic alcohol consumption may lead to cirrhosis and is associated with an increased risk for 

hepatocellular carcinoma (31). 

 The destructive effects of alcohol use are far reaching and range from accidents and injuries to disease 

and death, as well as consequences for family, friends, and the society at large (34).  The use of alcohol 

leads women to practice risky behaviour such as unsafe sex, which contributes to the burden of 

HIV/AIDS, which is the primary cause of death among adult women in Africa and in women of 

reproductive age globally (26).  Irrespective of the levels of consumption,  alcohol intake during 

pregnancy can cause a wide range of physical and neuro-developmental conditions in the unborn child 

known as the Fetal Alcohol Spectrum Disorders (FASD), the most common among these being the 

Fetal Alcohol Syndrome (FAS) (26).  The Fetal Alcohol Syndrome is characterized by specific facial 

features, prenatal and postnatal growth retardation, and central nervous system structural or functional 

abnormalities (attention deficit, behavioural problems, learning disabilities, mental retardation, 

delayed development and low intelligence percentage) (26). 

The World Health Organisation stated that the social impact of alcohol use on women is often 

underestimated but is known to contribute to substantial personal, family, as well as community 
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problems (1).  Women who use alcohol suffer more from alcohol related morbidities that include 

mental health (substance dependence and depression), physical illness such as breast cancer and HIV 

infection in the United States (45).    

 According to the World Health Organisation report on African Regions (2004), about 12% of female 

drinkers in Namibia have been injured at least once in their lifetime as a result of their drinking, and  

10% of female drinkers had ended a relationship with a friend or spouse as a result of alcohol effects 

(46).  The use of alcohol has caused health and social problems, chronic ill-health, violence, mental 

health burden, and relationship misunderstandings among women in Namibia2.  Shikoyeni (3) 

suggested that consequences of alcohol use appear to be severe on women compared to men.   The 

study further emphasised that women have been found to develop alcohol-related health problems prior 

in their drinking careers than men (3). 

2.7 Summary 

This chapter discussed the literature review on alcohol abuse from different studies around the world 

and African continents.  The chapter covered the theoretical frame work, literature on prevalence, 

determinants and the effects of alcohol abuse.  The next chapter will focus on the research methodology 

used in the study. 

3. CHAPTER THREE 

RESEARCH DESIGN AND METHODOLOGY 

3.1 Introduction 

This chapter  presents the research approaches, research designs, research philosophy,  population, 

sample  and the sampling procedures which were used in the study. In addition, this chapter  discusses 

the data collection  instrument, as well as issues of validity and reliability which were perceived in the 
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current study. Furthermore, the chapter also outlines the ethical considerations as observed in the 

current study.   

3.2 Research Design 

A research method is the theory of methods or the way through which a researcher makes sense of the 

object of inquiry (47).  A research design is defined as the inclusive plan used by the researcher in the 

practise of data collection (48). A research design is a plan created to answer the research questions 

and to control variance (49).  This study used a quantitative approach of analytical cross-sectional 

study design (50).  

3.2.1 Quantitative design 

 

A quantitative research method is defined as an inquiry into a social or human problem, based on 

testing a theory composed of variables, measured with numbers and analysed with statistical 

procedures in order to determine whether the projecting generalisations of the theory hold the truth 

(51).  Thus the main goal of a quantitative approach is to describe the trends or explain the relationship 

between variables.  A quantitative approach focuses on describing a phenomenon across a larger 

number of participants, which provides the possibility of summarising characteristics across groups or 

relationships (49).   The researcher uses a  quantitative approach because it enables the gathering of 

information from a relatively large number of participants; can be conducted in a number of groups, 

allowing for contrasts; permits generalising the results to a broader population; provides numerical 

information and statistical techniques can be used on the data collected to determine relations between 

variables (52). A quantitative approach was used since the factors being investigated in the study were 

quantifiable statistically. 
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3.2.2 Analytical cross-sectional design  

  

 An analytical cross-sectional study targets to measure the relationships between the variables of 

interest at a single time point. In this study, these were the factors leading to harmful use of alcohol by 

women in Oshikoto region.   

3.3 Research Methodology 

3.3.1 Population 

Population refers to a comprehensive group of individuals, events or objects having a mutual 

recognisable characteristic(20). De Vos (51) defines population as a term that sets boundaries on the 

study units, which refers to individuals in the universe who possess specific characteristics.  It is for 

the determination of understanding the population where sampling is carried out, thus population is 

the totality of all legible participants who can be subjected to sampling in a research study (53).   

According to the Namibia 2011 Population and Housing Census, Omuthiyagwiipundi is consisting of 

9074 women and Oniipa comprises of 9166 women (13).  The study population were all women aged 

18-49 years residing in Oshikoto region.  The target population were all women aged 18-49 years 

residing in Oniipa and Omuthiyagwiipundi constituencies, Oshikoto region who were receiving their 

daily medical consultations at Onandjokwe Intermediate Hospital and Omuthiya State Hospital. 

According to medical records, on average Onandjokwe Intermediate Hospital receives +/- 200 women 

daily and Omuthiya state hospital receives +/- 100 women daily aged 18-49 seeking health related 

services, giving a target population for the 12000 and 6000 women over the period of data collection, 

respectively.  

3.3.2 Inclusion criteria 

Inclusion criteria are characteristics that the participants or elements must possess to be part of the 

target population (47). This study includes all women aged 18 – 49 years, alcohol users, and who 

receive their medical consultations at Omuthiya State Hospital and Onandjokwe Intermediate Hospital.  



23 
 

Women who were able to sign the study consent (implying voluntary participation), fully conscious, 

psychologically stable during the time of study, were eligible to participate in the study. 

3.3.3 Exclusion criteria 

Exclusion criteria are those elements or characteristics that can cause a person or element to be 

excluded from the target population (20).  This study excluded women aged less than 18 years and 

over 49 years. Furthermore, women aged 18 to 49 years residing in Oniipa and Omuthiyagwiipundi 

who were not conscious, not psychologically stable, were under alcohol intoxication and unable to sign 

the consent to participate in the study, were excluded.  

3.4 Sample and sampling method  

A sample refers to a small portion of the total set of objects, events or persons from which a 

representative selection is made (51).  Sampling means taking a portion or a smaller number of units 

of a population as representatives or having particular characteristics of that total population (51).   

The formula for estimating sample size for a single proportion was used to calculate the required 

sample size for the current study (54).  An estimated prevalence of alcohol use of 10.2% from a study 

conducted in Namibia and a 95% confidence interval with a half width of 5% were used with the 

formula (30).  Hence, the required sample size to estimate the prevalence with minimum random error 

was calculated as follows: 

• 95% confidence interval with a half width of 5%  

• Estimated  Oshikoto regional prevalence of alcohol use from literature of 10.2% (30) 

• Applied formula: N = ((1.962×P (1-P)) ÷ d2,  

• whereby P is the proportion from the literature, and d is the half width of the confidence 

interval. 

N = [(1.962 ×  𝑝 ×  (1 − 𝑝)) ÷ 𝑑2] 
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    = [ (1.962 ×  0.102 × (1 − 0.102)) ÷ 0.052] 

    = ((3.8416 ×  0.102 ×  0.898) ÷ 0.0025) 

    = 141 

Therefore, the required sample size was a total of 141 participants which was split equally between the 

two constituencies, whereby Oniipa had 71 participants, while 70 participants were recruited from 

Omuthiyagwiipundi.   

The study used a purposive sampling, a non-probability sampling technique, to select the 141 

participants from the two constituencies (Omuthiyagwiipundi and Oniipa). Purposive sampling was 

selected as it aims at preserving crucial characteristics in the sample as indicated by the inclusion 

criteria whilst allowing the researcher to use their knowledge of the population to enable adequate 

representation (55). Thus using the inclusion criteria, the researcher purposively selected participants 

at least two days per week from each of the hospitals in the two constituencies (Omuthiya and 

Onandjokwe) for three months (March 2021 -31 May 2021).   

3.5 Data collection instrument 

Data collection instruments refer to devices used to collect data such as questionnaires, tests, structured 

interview schedules and checklists (51).  The current study made use of a questionnaire with close-

ended questions to collect primary data (Annexure C). A questionnaire is a research instrument that 

consist a set of questions or other types of prompts that aim to collect information from a respondent 

(47).  The researcher used a questionnaire due to its main advantage of covering a large number of 

people easily and economically, and because it provides quantifiable answers.  In addition, 

questionnaires gather accurate and objective information (51). Both self-administered and interviewer-

led methods were used during data collection depending of the level of literacy of the participant.  
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The questionnaire used was developed by the researcher in English and was translated into Oshiwambo 

because most of the participants in the two consitituencies are Oshiwambo speaking.  The translation 

of the data collection tool was done by Ms Monika Muteka, from the department of language centres 

at the University of Namibia.   The questionnaire had three sections: Section A comprised of questions 

on socio-demographic information such as age, residence, religion, marital status, employment, 

education, occupation, income status and family history related to alcohol. Section B was made up of 

questions on determinants of alcohol use phrased on Likert scale, whereas section C captured data on 

the effects of alcohol use using dichotomous questions.  

3.6 Data collection procedure  

 Data collection is the process of gathering and measuring information on variables of interest, in an 

established systematic fashion that enables the researcher to answer the stated research problem, test 

hypothesis and evaluate outcomes (47).  Data collection for this study took place between March and 

May 2021 after the approval was granted from UNAM and the Ministry of Health and Social Services 

(MoHSS).  

The researcher made arrangements for the venue, date and time for data collection at Onandjokwe and 

Omuthiya state hospitals respectively. All data collection was done in the morning as this is the time 

when the majority of the women visited the hospitals. Participants were approached and recruited from 

the outpatients’ departments specifically at Primary Health Care (PHC) as they came in and wait for 

consultation. The researcher  selected participants in the waiting que, who met the inclusion criteria .  

The consultation rooms at the two hospitals were used during data collection to ensure privacy and 

confidentiality. The researcher conducted all stages of data collection. An interviewer-led 

questionnaire was used to collect data from the participants who could not read or write. Participants 

who were able to read and write were given the questionnaire to complete while the researcher was 

available for clarification of questions when needed. The aim of the study was explained to the 
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participants and consent forms were signed for the participant’s permission to participate in the study 

prior to the commencement of data collection. The point of confidentiality and anonymity was 

explained to the participants.  In addition, each respondent was provided with a chair to sit in a well-

ventilated room before the commencement of data collection. For the self-administered questionnaires, 

the researcher waited as the participants were completing them and collected them soon after whilst 

for the interviewer-led questionnaire, the researcher was in charge of completing the questionnaire 

using participants’ responses. The participants immediately continued with their normal clinical care 

once they were done completing the questionnaire. Each day, the schedule of data collection was made 

in such a way as to minimise interference with the routine provision of services at the hospitals. Due 

to the COVID-19 movement restrictions both on the researcher’s and participants’ sides as well as the 

increased risk of exposure and infection, the researcher through consultation with the statistician and 

supervisor stopped data collection with 121 participants recruited (61 participants from Oniipa 

constituency and 60 participants from Omuthiyagwiipundi constituency.)  The collected questionnaires 

were stored in the researcher’s file cabinet which was always locked. Electronic materials were kept 

in the researcher’s personal computer which was password-protected. The data was entered into a 

Microsoft excel spreadsheet on a daily basis.   

3.7 Data analysis 

Data analysis is the process of bringing order, structure and meaning to the mass of collected data (20).  

Collected data were verified to ensure completeness, coded, entered in an Excel (Microsoft 

Corporation) spread sheet, cleaned and edited for inconsistence. The data were analysed by means of 

Statistical Package for the Social Sciences (SPSS) version 26. Descriptive statistics such as means, 

percentage and frequency were used to describe and summarize variables, and data presented in 

frequency tables. A Chi-square statistical test was used to determine association between variables. A 

Fisher exact test was used where the Chi-square statistical test was not applicable.  Log-binomial 
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regression reporting risk ratios were applied to assess the association between determinants of alcohol 

use and risky use of alcohol. All statistical tests were carried out at a p-value of less than 0.05 and a 

confidence interval of 95%. The independent variables of the study were environmental factors 

(availability and nature of the family, peer pressure), social factors (marital status, education status, 

age) and economic status (employment levels and income levels), whereas the dependent variable of 

this study was the level of alcohol use which was quantified as either normal or harmful use of alcohol. 

Harmful use of alcohol was defined as drinking at least 2-4 times a week and consuming at least 5-6 

drinks on each of these days. This was adopted and modified from previous studies in literature (4,56).  

3.7.1 Validity 

Validity is defined as an extent to which a measure or concept is accurately measured in a study (47).  

In essence, it is how well a test or piece of research measures what it is intended to measure. The 

validity of data collection instrument was ensured by the application of different methods of validity 

such as content, face, constructs, internal and external validity through reading the study instruments 

and confirming proper coverage of all the objectives. 

3.7.1.1 Face Validity 

 

 In the current study face validity was established when the researcher conducted the pilot study and 

participants were invited to give feedback on how they understood the questions and their meanings. 

Content validity pertains to the degree to which the instrument fully assesses or measures the construct 

of interest (57).  

3.7.1.2 Content Validity  

 

In this study, content validity was established when the questionnaire was reviewed by the supervisor 

who is an expert in the field, to see if it measured the characteristic of interest as well as the assessment 

of completeness, consistency and accuracy.  
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 3.7.1.3 Construct validity 

 

Construct validity is the degree to which an instrument measures the trait or theoretical construct that 

it is intended to measure (57).  In this study, this was ensured by the use of related literature that defines 

the constructs being measured during the development of the questionnaire.   

3.8 Reliability 

 

Reliability refers to the accuracy of an instrument, in other words it is the extent to which a research 

instrument consistently has the same results if it is used in the same situation on repeated occasions-

(51).  Reliability was ensured by conducting the pilot study and analysing the results. The questionnaire 

consisted of Likert and dichotomous scale questions that were indicators of the different variables 

under study. Thus the Cronbach’s alpha coefficient, a measure of the internal consistency of the 

indicators, was used to determine reliability of the instrument  (58). A coefficient of 0.72 was obtained 

which was accepted as indicating a reliable instrument (58).  

3. 9 Pilot study 

A pilot study is the trial undertaken before the actual study in order to identify any problem with the 

data collection methods; data collection instrument; measuring the instrument to be used as well as the 

feasibility of the study (20).  In the current study, the researcher has conducted the pilot study to assess 

the clarity and reliability of the instrument. The pilot study was conducted with 14 women who met 

the inclusions criteria but they were excluded from the main study. Based on the findings of the pilot 

study, the sociodemographic section was revised and two questions intended to determine the extent 

of alcohol use were added, one on the frequency of drinking and the other on the quantity consumed. 

3.10 Research Ethics 

Ethics  refer to a philosophical method of enquiry, which enables us to understand the moral 

dimensions of human conduct (59).  An ethical clearance was sought and obtained from the University 
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of Namibia’s Human Research Ethics Committee (HREC) (Annexure A) and the Ministry of Health 

and Social Services (Annexure B).  Access permission to the two hospitals in Oshikoto was sought and 

verbally granted by the Oshikoto regional health directorate. The following ethical principles were 

applied during the study:    

3.10.1 Respect for person 

A written informed consent was sought from all participants after an explanation on the purpose of the 

study had been given by the researcher prior to participation (Annexure D).  Each participant had the 

autonomy to decide whether to take part in the study or not.  Participation was voluntary and those 

who refused to participate carried on with their clinical consultations without any prejudice. Research 

subjects should also be treated anonymously meaning that no one, including the researcher should be 

able to identify any questionnaire and link it to anybody after the study. To ensure this, no participants 

names or personal identifying information was collected on the questionnaires; participants’ codes 

were used instead.  

The researcher further guaranteed the confidentiality and privacy of the participants by utilising the 

consultation rooms which were secure and away from the rest of the patients during data collection.  

In addition, raw data was filed and kept safe where access to it was restricted. All participants who 

participated in this study did so voluntarily. No force, coercion or bribery were used on participants to 

take part in the study.  The participants were allowed to withdraw from the study at any point or choose 

not to answer some questions with no penalty.  

3.10.2 Beneficence 

The principle of beneficence means people must take an active role in promoting good and preventing 

harm in the world around them, as well as in research studies (60).  Beneficence is commonly exercised 

to minimise the risk of causing harm to research subjects throughout a research project and beyond. 

The researcher had an ethical obligation to protect the participants against any form of harm that could 
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result from their participation in this study. The questionnaire in this study was carefully designed to 

ensure that it does not invoke emotional or psychological distress among the participants. Furthermore, 

participants were given options to indicate when they did not feel comfortable answering certain 

questions. Even though there was no direct benefit to the participants, the study provided a potential 

societal benefit through the redress of the identified factors in the future.   

3.10.3 Non-maleficence 

The researcher ensured that no harm took place to the participants because of the study, and this was 

ensured throughout the study.  Arrangements were done with the social workers in each hospital to 

refer any participant who may encounter any emotional distress or harm due to the sensitivity of some 

questions.  The participants were also given freedom of expression in terms of their feelings by opting 

to answer the questions that are free to do so or to leave them if they are not free to answer them. 

Furthermore, harm was prevented by ensuring privacy, and participants’ confidentiality was 

maintained.   

3.10.4 Principle of Justice 

Justice is expressed in terms of fairness in the distribution of what is deserved; to give a person what 

is entitled to him/her or treating research subjects equally (61).  In this study, respondents’ 

recruitment was free from coercion or favouritism. Selection was based on the research problem and 

the inclusion criteria were specified under sampling, and not because respondents could easily be 

manipulated in any way. All the respondents were treated in the same way and answered the same 

questions during data collection. The researcher provided contact details of the study supervisors to 

respondents through the consent form in case of any query or inquiry. 

3.11 Summary 

 

This chapter presented the research method and design, philosophy, population and sampling method 

for this study. The most suitable instrument for data collection was presented. Data collection 
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procedure, data analysis, validity and reliability of the research instrument and pilot study of the 

research were also discussed. The chapter also discussed the ethical considerations in the study. The 

next chapter (chapter four) presents the results of the study.  
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4. CHAPTER FOUR   

PRESENTATION OF STUDY FINDINGS  

4.1 Introduction 

This chapter focuses on the presentation and interpretation of the results obtained from the study.  

Although the sample size was 141, only 121 participants were recruited into the study due to COVID-

19 restrictions and increased risk of infection during data collection. The response rate was eighty five 

(85%) which is considered adequate for a survey study utilizing a questionnaire (62,63). All 

respondents were female alcohol users. The results are presented starting with socio-demographic 

characteristics of the participants, determinants of alcohol use, effects of alcohol use and the 

univariable and multivariable log-binomial regression. 

4.2 Sociodemographic characteristics of the study participants 

The sociodemographic variables that were analyzed in the study are as follows: age, residence, religion, 

marital status, education level, employment status, income level, occupation, number of children and 

history of alcohol use in the family.  The demographic characteristics of the respondents are presented 

accordingly. 

4.2.1 Age classifications of the respondents 

Table 4.1 indicated that most of the respondents, 45 (37.19%) were in the age group 27 - 35 years, and 

about 13 (10%) were aged from 45 -49 years old.  The median age of the participants  

was 33 years with an interquartile range of 27-39.5 years. 
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Age groups Frequency (N) Percent (%) 

18 – 26  26 21.49 

27 – 35  45 37.19 

36 – 44  37 30.58 

45 – 49  13 10.74 

Total 121 100.00 

Table 4.1 Age classification of the respondents 

4.2.2 Residential address  

The distribution of the respondents by residential address is presented in Table 4.2. As displayed, most 

respondents 84 (69.4%) were residing in villages and only 37 (30.6%) lived in town.  

  

Current Residence Frequency (N) Percent (%) 

Town 37 30.58 

Village 84 69.42 

Total  121 100.00 

 

Table 4.2 Residential address of the respondents 

4.2.3 Religion of the respondents 

The distribution by religion shows that most of the respondents 99 (81.82%) were Christians, while 22 

(18.18%) belonged to other religions, and none of the participants belonged to the Muslim religion.  
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4.2.4 Marital status  

The marital status results in Table 4.3, showed that most of the respondents were single 49 (40, 5%), 

followed by 23 (19.0) cohabitating, while 9 (7.4%) of the respondents are widowers.  Furthermore, 

most of the respondents 75 (62%) indicated having children, and about 46 (38%) did not have children. 

Marital Status Frequency (N) Percent (%) 

Single 49 40.50 

Married 21 17.36 

Cohabitating 23 19.01 

Separated 8 6.61 

Divorced 11 9.01 

Widower 9 7.44 

Total 121 100.0 

Table 4.3 Marital status of the respondents    

4.2.5 Employment status 

The distribution of the respondents by their employment status in Table 4.4 showed that less than half 

of the respondents were unemployed 57 (47.1%), while 23 (19.0%) respondents were self-employed. 

Employment status Frequency (N) Percent (%) 

Unemployed 57 47.11 

Employed 41 33.88 

Self-employed 23 19.01 

Total 121 100.00 

 

Table 4.4 Employment status of the respondents 
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4.2.6 Educational status  

The education level distribution in Table 4.5 shows that 48 (39.6%) of the respondents had acquired a 

secondary education, whereas 38 (31.4%) respondents had achieved tertiary education levels, while 15 

(12.4%) respondents had never attended school. 

Educational level Frequency (N) Percent (%) 

Never attended school 15 12.40 

Tertiary 38 31.40 

Secondary 48 39.67 

Primary 20 16.53 

Total 121 100.00 

 

Table 4.5 Educational status of the respondents 

 

4.2.7 The occupations of the respondents 

The distribution of the respondents by their occupation revealed that 28 (23.14%) of the respondents 

are self- employed, followed by 20 (16.53%) farmers, while 21 (17.36%) have no occupation.  In 

addition, 14 (11.57%) of the respondents indicated being teachers, followed by nurses who accounted 

for 12 (9.92%) of the participants, and 6 (4.96%) were students, whereas 3 (2.48%) were accountants.  

Additionally, few of the respondents 2 (1.65) were learners, 2 (1.65) hair dressers, 2 (1.65) cleaners 

and 2 (1.65%) administrators.  Furthermore, the rest of the respondents were either day caregivers 2 

(1.65%), nanny 1 (0.83%), librarian 1 (0.83%), laundry worker 1 (0.83%), Health Information System 

officer 1 (0.83%), cashier 1 (0.83%), baker 1 (0.83%), and 1 (0.83%) count for others.  

4.2.8 Monthly income  
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The income status of the respondents was based on the monthly basis, and it showed that 47 (38.8%) 

of participants’ income was less than N$ 2000.00, while 14 (11.6%) were not receiving any monthly 

income as shown in Table 4.6. 

Monthly income Frequency (N) Percent (%) 

None 14 11.57 

N$ 250 - 2000.00 47 38.84 

N$ 2000 - 5000.00 17 14.05 

N$5000 – 10000.00 12 9.92 

N$10000.00 and above 31 25.62 

Total 121 100.00 

Table 4.6 Distribution of monthly income of the respondents  

4.2.9 Family history of alcohol use 

The findings about the respondents’ family history on alcohol use are presented in Table 4.7.  The 

results for the respondents on family history of alcohol use indicated that most of the respondents 89 

(73.55%) have a history of alcohol use in their family, while 32 (26.45%) respondents have no family 

history of alcohol use.  

 

Family history of alcohol use Frequency (N) Percent (%) 

Yes 89 73.55 

No 32 26.45 

Total 121 100.00 

Table 4.7 Frequencies of respondents with and without a family history of alcohol use 
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4.2.10 Proportion of the respondents on weekly alcohol use. 

The findings of the participants on the frequency of drinking alcohol per week are presented in Table 

4.8.  About thirty eighty (31.40%) respondents specified drinking alcohol three to five days per week, 

whereas 23 (19.01%) respondents drank alcohol about one to two days per week.  Moreover, 

respondents who drank daily were 29 (24%) and weekend-only drinkers counted for 31 (25.65%) 

correspondingly.  

Days drinking alcohol per 

week 

Frequency (N) Percent (%) 

1 -2 days 23 19.01 

3 – 5 days 38 31.40 

Weekend only 31 25.62 

Everyday 29 23.97 

Total 121 100.00 

 

Table 4.8 Frequency of the respondents on alcohol use per week 

 

4.2.11 Proportion of the respondents on alcoholic drinks used per day 

The results in Table 4.9 show that less than half 36 (29.75%) of the respondents consume about three 

to four alcoholic drinks per day, while only 12 (9.92%) of the respondents take ten or more alcoholic 

drinks per day.  
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Number of alcoholic drinks 

per day 

Frequency (N) Percent (%) 

1 – 2 drinks 30 24.79 

3 – 4 drinks 36 29.75 

5 – 6 drinks 20 16.53 

7 – 9 drinks 23 19.01 

10 or more drinks 12 9.92 

Total 121 100.00 

Table 4.9 Distribution of the respondents on alcoholic drinks per day 

4.2.12 Level of alcohol use  

Section 4.2.10 and Section 4.2.11 were asked in order to quantify the levels of alcohol use by each 

respondent as either normal or harmful. The response on these two questions were summed up and 

categorized as normal for scores between 1 to 5 and harmful for scores between 6 and 9 inclusive as 

adopted and modified from literature (4,56). The results in Table 4.10 show that 78 (64.5%) of the 

respondents were classified as normal alcohol users while 43 (35.5%) were harmful users of alcohol. 

 

Level of alcohol use Frequency (N) Percent (%) 

Normal 78 64.50 

Harmful 43 35.50 

Total 121 100.00 

Table 4.10 The computed levels of alcohol use 
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4.3 Determinants of alcohol use 

The findings on the determinants of alcohol use among respondents are presented in Table 4.11. 

The distribution of the respondents on the determinants of alcohol use demonstrates that 64 (52.89%) 

of the respondents use alcohol sometimes in order to cope with their problems, while 21 (17.36%) of 

the respondents consume alcohol every time to enable them to cope with their problems.  About 56 

(46.28%) of the respondents use alcohol when they feel anxious, making them feel relaxed and forget 

their challenges, and only 13 (10.74%) respondents used alcohol every time when feeling anxious. 

Furthermore, less than half 49 (40.50%) of the respondents have indicated that they drink alcohol 

sometimes because their friends are doing so or due to peer pressure, while only 18 (14.88%) 

respondents drink alcohol every time due to peer pressure. In addition, the respondents who drank 

alcohol due to spending most of their time at the cucashops/bars counted forty-one (34.17%), and 13 

(10.83%) of the respondents indicated drinking alcohol every time due to spending a lot of their time 

at the cucashops/bars.  
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Variable No Yes 

sometimes 

Yes every 

time 

Total   

I drink alcohol when I feel 

anxious 

52 

(42.98) 

56 

(46.28) 

13 

(10.74)  

121 

100 % 

I drink alcohol because all of 

my friends are doing so 

54  

(44.63) 

49  

(40.50) 

18  

(14.88) 

121 

100% 

Drinking alcohol helps me to 

cope with my problems 

36  

(29.75) 

64 

(52.89) 

21  

(17.36) 

121 

100% 

Drinking alcohol makes me 

forget my challenges and relax 

55  

(45.45) 

56  

(46.28) 

10  

(8.26) 

121 

100% 

If I don’t drink more alcohol, I 

won’t be able to sleep 

76  

(62.81) 

38  

(31.40) 

7  

(5.79) 

121 

100% 

I spend most of my time at the 

cucashops/bars 

66  

(55.00) 

41  

(34.17) 

13  

(10.83) 

121 

100% 

I drink alcohol so that I can be 

accepted in my community 

102  

(84.30) 

12 

 (9.92) 

7  

(5.79) 

121 

100% 

I just drink alcohol because it is 

cheap and on sale most of the 

time 

105  

(86.78) 

14 

 (11.57) 

2  

(1.65) 

121 

100% 

I drink alcohol because my 

parents drink too 

107  

(88.43) 

12  

(9.92) 

2  

(1.65) 

121 

100% 

Table 4.11 Distribution of respondents on the determinants of alcohol use 
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4.4 Effects of alcohol use 

The respondents’ results on the effects of alcohol use such as educational related problems, social 

relation problems, financial problems, work related problems, legal problems, medical health related 

problems and reproductive problems are presented below. 

4.4.1 Education related problems 

The distribution of the respondents on education related challenges is presented in Table 4.12. The 

distribution of the alcohol use effects based on education related problems shows that 66 (54.5 %) of 

the respondents have experienced poor school performance, and 29 (23.9%) reported skipping classes, 

whereas 22 (18.1%) of the respondents dropped out of school   The rest of the respondents experienced 

carrying alcohol to school and attending classes under the influence of alcohol 17 (14.1%). 

Variable Yes No Total  

Poor performance 66 

 (54.55) 

55  

(45.45) 

121 

100% 

School drop-out 

 

22 

 (18.18) 

99  

(81.82) 

121 

100% 

Attending classes under the influence of alcohol 

 

17  

(14.05) 

104  

(85.95) 

121 

100% 

Skipping classes 

 

29  

(23.97) 

92  

(76.03) 

121 

100% 

Carrying alcohol to school 

 

10  

(8.26) 

111  

(91.74) 

121 

100% 

 

Table 4.12 Distribution of the respondents on education problems 
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4.4.2 Social/relationship problems 

The social problems in this study are defined as the challenges that arise because of alcohol use at a 

risky use level, and the distribution is presented in the Table 4.13. 

A total of 54 (45%) participants have experienced arguments with their parents or siblings after using 

alcohol, and about 45 (37.19%) responded that they have had misunderstandings with their partners or 

spouses.  Additionally, some respondents 29 (23.97%) experienced being violent towards others and 

neglecting their children. Surprisingly, a majority of the respondents 78.51% indicated that they had 

never felt isolated.  

Variable Yes No Total  

Arguments with your parents/siblings 54  

(45.00) 

66  

(55.00) 

121 

100% 

Misunderstandings with your spouse/partner 45  

(37.19) 

76  

(62.81) 

121 

100% 

Neglecting/maltreating your children 

 

22  

(18.18) 

99  

(81.82) 

121 

100% 

Social isolation 

 

26  

(21.49) 

95 

 (78.51) 

121 

100% 

Being violent to people 

 

29  

(23.97) 

92  

(76.03) 

121 

100% 

Table 4.13 Proportion of social problems of the respondents 

4.4.3 Financial related problems 

The distributions of the respondents’ financial related problems are presented in Table 4.14. The 

distribution of the participants on financial related problems that resulted from the use of alcohol, show 
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that 49 (40.50%) participants have experienced poor savings or investments, while 39 (32.23%) of the 

respondents indicated being in debt.  Moreover, 30 (30.58%) of the participants had experienced 

inability to buy basic needs and are living in poverty. 

 

Variable Yes No Total  

In debts 

 

39 

 (32.23) 

82  

(67.77) 

121 

100% 

Unable to buy basic needs 

 

37  

(30.58) 

84  

(69.42) 

121 

100% 

Poverty 

 

27  

(22.31) 

94  

(77.69) 

121 

100% 

Poor savings/Investment 

 

49  

(40.50) 

72  

(59.50) 

121 

100% 

Table 4.14 Proportion of financial related problems of the respondents 

4.4.4 Work-related problems 

The distribution of the results on work-related problems as an outcome of alcohol use is presented in 

Table 4.15. About 30 (24.79%) of the respondents had experienced being late for work, whereas 20 

(16.53%) of the respondents have missed opportunities for promotions. In addition, 16 (13.22%) of the 

participants had been absent from work without leave, and some have skipped work to consume 

alcohol, while a few respondents reported being discharged from work.  
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Variable Yes No Total  

Late at work 

 

30  

(24.79) 

91  

(75.21) 

121 

100% 

Skipping from work to go drinking 

 

10  

(8.26) 

111  

(91.74) 

121 

100% 

Absent from work without leave 

 

16  

(13.22) 

105  

(86.78) 

121 

100% 

Discharge from work/lost the job 

 

7  

(5.79) 

113  

(93.39) 

121 

100% 

Missed opportunities for promotion 

 

20  

(16.53) 

101  

(83.47) 

121 

100% 

Table 4.15 Work-related outcomes of the respondents 

4.4.5 Legal related problem 

Table 4.16 presents the distribution of the participants on legal related problems as a result of alcohol 

use. A total of 12 (9.92%) participants had cases of sexual assault, while 11 (9.09%) were arrested for 

domestic violence cases.  About 9 (7.4%) of the respondents had received penalties for driving under 

the influence of alcohol, and the rest contributed to motor vehicle accidents.  
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Variable Yes No Total  

Arrested for assault 

 

7  

(5.79) 

114  

(94.21) 

121 

100% 

Issued penalty for driving under the 

influence 

9 

 (7.44) 

112 

 (92.56) 

121 

100% 

Arrested due to causing of motor vehicle 

accident 

2  

(1.65) 

119  

(98.35) 

121 

100% 

Arrested for domestic violence 

 

11  

(9.09) 

110  

(90.91) 

121 

100% 

Sexual assaulted 

 

12  

(9.92) 

109  

(90.08) 

121 

100% 

Table 4.16 Respondents’ legal related cases 

4.4.6 Reproductive health-related problems 

The distribution of the respondents on the reproductive health problems is presented in Table 4.17. The 

major reproductive health problem that was reported is abortion or miscarriage with 37 (30.5%) 

respondents, whereas 27 (22.3%) respondents had experienced cases of premature babies at delivery.  

Furthermore, 21 (17.3%) respondents indicated that they have experienced preterm labour and babies 

with brain damage, while stillbirths counted for 15 (12.4%) respondents. 
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Variable Yes No Total  

Abortion/Miscarriage 

 

37 

 (30.58) 

84 

 (69.42) 

121 

100% 

Premature baby 

 

27  

(22.31) 

94  

(77.69) 

121 

100% 

Preterm labour 

 

21  

(17.36) 

100  

(82.64) 

121 

100% 

Baby brain damage 

 

5  

(4.1) 

116  

(95.8) 

121 

100% 

Stillbirth 

 

15  

(12.40) 

106  

(87.60) 

121 

100% 

Table 4.17 Respondents on reproductive health problems 

4.4.7 Medical health related problems 

Table 4.18 presents the distribution of the results on the medical problems related to alcohol use.  A 

total of 40 (33.1%) respondents reported to have experienced obesity or low weight, while 32 (26.4%) 

of the respondents experienced lung problems such as persistent cough and Tuberculosis.  Furthermore, 

30 (24.7%) respondents are affected by hypertension, whereas diabetes and liver disease counted at 19 

(15.70 %) and 21 (17.36%) respectively. 
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Variable Yes No Total  

Liver disease 

 

21  

(17.36) 

100 

 (82.64) 

121 

100% 

Persisted cough/Tuberculosis 

 

32 

 (26.45) 

89  

(73.55) 

121 

100% 

Hypertension 

 

30  

(24.79) 

91  

(75.21) 

121 

100% 

Diabetes 

 

19 

 (15.70) 

102  

(84.30) 

121 

100% 

Underweight/Overweight 

 

40  

(33.06) 

81  

(66.94) 

121 

100% 

 

Table 4.18 Medical health related problems of the respondents 

 

4.4.8 Psychological related problems 

The distribution of the results on the psychological related outcomes are presented in Table 4.19.  The 

distribution of the respondents on psychological related problems show that 42 (34.71%) of the 

respondents had experienced depression, whereas 40 (33.06%) experienced insomnia.  Other 

respondents had also suffered from hallucinations and anxiety; 31 (25.62%) correspondingly.  
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Variable Yes No Total  

Depression 

 

42  

(34.71) 

79  

(65.29) 

121 

100% 

Anxiety 

 

31  

(25.62) 

90  

(74.38) 

121 

100% 

Insomnia 

 

40  

(33.06) 

81  

(66.94) 

121 

100% 

Hallucination 

 

30  

(24.79) 

91  

(75.21) 

121 

100% 

Table 4.19 Proportion of respondents on psychological related problems 

4.5 Association between sociodemographic characteristics and level of alcohol use 

A Chi-square test was used to assess the association between sociodemographic characteristics of the 

respondents and the levels of alcohol use as shown in Table 4.20.  All tests were set at a significance 

level of 0.05. from Table 4.19. Only having children (p=0.013) and family history of alcohol (p=0.006) 

were significantly associated with the level of alcohol use.  
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Sociodemographic variable Level of alcohol use Row Total   

p-value  Normal use Harmful use   

Age class  

18-26 18 (69.2%) 8 (30.8%) 26 

0.293 

27-35 27 (60.0%) 18 (40.0%) 45 

36-44 27 (73.0%) 10 (27.0%) 37 

45-49 6 (46.2%) 7 (53.8%) 13 

Total  78  43  121 (100%) 

Residence  

Town  22 (59.5%) 15 (40.5%) 37 

0.445 Village  56 (66.7%) 28 (33.3%) 84 

Total  78  43  121 (100%) 

Marital status 

Single  33 (67.3%) 16 (32.7%) 49 

0.322 

Cohabiting  12 (52.2%) 11 (47.8%) 23 

Married  16 (76.2%) 5 (23.8%) 21 

Separated  3 (37.5%) 5 (62.5%) 8 

Divorced  8 (72.7%) 3 (27.3%) 11 

Widowed  6 (66.7%) 3 (33.3%) 9 

Total 78  43  121 (100%) 

Having 

Children  

Yes  36 (78.3%) 10 (21.&%) 46 

0.013 No  42 (56.0%) 33 (44.0%) 75 

Total 78  43  121 (100%) 

Education 

status  

Never attend 

school  

9 (60.0%) 6 (40.0%) 15 

0.068 
Primary 8 (40.0%) 12 (60.0%) 20 

Secondary  35 (72.9%) 13 (27.1%) 48 

Tertiary  26 (68.4%) 12 (31.6%) 38 

Total 78  43  121 (100%) 

Family History 

of Alcohol 

No  27 (84.4%) 5 (15.6%) 32 

0.006 Yes  51 (57.3%) 38 (42.7%) 89 

Total  78  43  121 (100%) 

Table 4.20 Association between sociodemographic characteristics and the levels of alcohol use 

4.6 Association between the determinants and levels of alcohol use   

The Fisher exact test was used to assess the association between the determinants of alcohol use and 

the levels of alcohol use by the respondents as shown in Table 4.21.  All tests were set at a significance 

level of 0.05. Only drinking because friends are doing so (p=0.026) and spending time at cuca-shops 

(p=0.000) were significantly associated with the levels of alcohol use. 
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Determinants of alcohol use Level of alcohol use Row Total  p-

value  Normal use Harmful use  

I drink alcohol when I 

feel anxious 

No  32 (61.5%) 20 (38.5%) 52 

0.462 
Yes (S)  39 (69.6%) 17 (30.4%) 56 

Yes (E)  7 (53.8%) 6 (46.2%) 13 

Total  78  43  121 (100%) 

I drink alcohol because 

all of my friends are 

doing so 

No  40 (74.1%) 14 (25.9%) 54 

0.026 
Yes (S)  31 (63.3%) 18 (36.7%) 49 

Yes (E)  7 (38.9%) 11 (61.1%) 18 

Total  78  43  121 (100%) 

Drinking alcohol helps 

me to cope with my 

problems 

No  25 (69.4%) 11 (30.6%) 36 

0.427 
Yes (S)  42 (65.6%) 22 (34.4%) 64 

Yes (E)  11 (52.4%) 10 (57.6%) 21 

Total  78  43  121 (100%) 

Drinking alcohol makes 

me to forget my 

challenges and relax 

No  37 (67.3%) 18 (32.7%) 55 

0.580 
Yes (S)  36 (64.3%) 20 (35.7%) 56 

Yes (E)  5 (50.0%) 5 (50.0%) 10 

Total  78  43  121 (100%) 

If I don’t drink more 

alcohol, I won’t be able 

to sleep 

No  48  (63.2%) 28 (36.8%) 76 

0.314 
Yes (S)  27 (71.1%) 11 (28.9%) 38 

Yes (E)  3 (42.9%) 4 (57.1%) 7 

Total  78  43  121 (100%) 

I drink alcohol because 

my parents drink alcohol 

too 

No  68 (63.6%) 39 (36.4%)  

0.593 
Yes (S)  9 (75.0%) 3 (25.0%)  

Yes (E)  1 (50.0%) 1 (50.0%)  

Total  78  43  121 (100%) 

I just drink alcohol 

because it is cheap and 

on sale most of the time 

No  67 (63.8%) 38 (36.2%) 105 

0.893 
Yes (S)  10 (71.4%) 4 (28.6%) 14 

Yes (E)  1 (50.0%) 1 (50.0%) 2 

Total  78  43  121 (100%) 

I drink alcohol so that I 

can be accepted in my 

community 

No  67 (65.7%) 35 (34.3%) 102 

0.789 
Yes (S)  7 (58.3%) 5 (41.7%) 12 

Yes (E)  4 (57.1%) 3 (42.9%) 7 

Total  78  43  121 (100%) 

I spend most of my time 

at the cuca shops/bars 

No  47 (71.2%) 19 (28.8%) 66 

0.000 
Yes (S)  29 (70.7%) 12 (29.3%) 41 

Yes (E)  1 (7.7%) 12 (92.3%) 13 

Total  78  43  121 (100%) 

 

Table 4.21 Association between the determinants of alcohol use and the levels of alcohol use 

4.7   Log-binomial regression  

Log-binomial regression analysis was utilized to assess the association between determinants of 

alcohol use and harmful use of alcohol because the dependent variable was dichotomous with two 
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values; normal and harmful.  According to Table 4.10, the proportion of harmful use of alcohol was 

35.5%. Nine determinants were assessed for association with harmful use of alcohol at the 0.05 level 

of significance. Those determinants which were significantly associated with harmful use of alcohol 

were added to a multiple log-binomial regression model.  The results on the log-binominal regression 

are presented in Table 4.22 and 4.23. 

4.7.1 Univariable log-binomial regression 

In the univariable log-binomial regression analysis, family history of alcohol use (p value 0.019), peer 

pressure (p value 0.004), and spending most time at cuca shops (p value 0.000) were all significantly 

associated with an increased risk of harmful use of alcohol. In contrast age (p value 0.329), residence 

(p value 0. 437), being employed (p value 0.565), education (p value 0.199), and being unemployed (p 

value 0.777) were not significantly associated with harmful use of alcohol. 

 

Variable  Crude risk ratio 

(95% CI) 

P value 

Age  1 (1-1.1) 0.329 

Residence 0.8 (0.5-1.3) 0.437 

Employed 1.1 (0.8-1.5) 0.565 

Education 1.2 (0.9-1.6) 0.199 

Family history of alcohol use 2.7 (1.2-6.3) 0.019 

Unemployed 1.1 (0.7-1.7) 0.777 

Uneducated 1.1 (0.6-2.2) 0.691 

Peer pressure 1.5 (1.1-2.1) 0.004 

Spending time at cucashops 2 (1.6-2.5) 0.000 
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Table 4.22 Univariable log-binomial regression of the respondents 

4.7.2 Multivariable log-binomial regression 

In the multivariable log-binomial regression above spending most time at cuca shops (p value 0.000) 

increased the risk of risky use of alcohol by 70%, after adjusting for peer pressure (p value 0.781) and 

family history of alcohol use (p value 0.064).   Family history of alcohol use and peer pressure were 

not significantly associated with risky use of alcohol in the multivariable regression model.  

 

Variable Adjusted risk ratio  

(95% CI) 

P value 

Family history of alcohol use 2.3 (1-5.4) 0.064 

Peer pressure  1 (0.8-1.4) 0.781 

Spending time at cuca shops  1.7 (1.3-2.3) 0.000 

Table 4.23 Multivariable log-binomial regression of the respondent 

4.8 Summary 

The findings of the study are presented in this chapter with particular emphasis on the 

sociodemographic characteristics of the study participants, determinants of alcohol use, the outcome 

of alcohol use, log-binomial regression, association between sociodemographic characteristics and 

determinants of alcohol use.  The results are presented mostly in tables.  The next chapter presents the 

discussion of results, conclusion and recommendations of the study. 
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5.  CHAPTER FIVE  

DISCUSSION OF STUDY FINDINGS  

5.1 Introduction 

This chapter focuses on discussions and interpretations of the main findings of the study based on 

stated study objectives.  The interpretation of these findings will be discussed in relationship between 

this study and previous studies done by other researchers in different settings, and researchers’ own 

perspectives are also included. 

5.2 Discussions of the study findings 

5.2.1 Sociodemographic characteristics of the study respondents 

The findings of this current study discovered that the greater proportion of the respondents were in the 

age group between 27 and 35 years old.  The study conducted  in Namibia, Oshana region, on 

exploration of the psycho-social determinants of heavy alcohol drinking amongst women, showed that 

women who participated were between the ages of 22 to 35s (3).  Furthermore, current findings are 

almost similar to those from a study done in Uganda on alcohol use among adults which have disclosed 

that most of the female participants were aged between 30 and 49 years old (64).  Correspondingly, 

the study which access alcohol use and transactional sex among women in South Africa found that 

two-thirds of the participants were aged between 20 and 24 years old (65). 

The current study findings have indicated that the minority of the participants, about ten percent were 

within the age group of 45 and 49 years.  On the contrary, a similar  study done in South Africa (65)  

on alcohol use and transactional sex among women, surprisingly revealed that the lesser participants 

were aged 50 to 55 years old.  Furthermore, a study conducted in Kenya on relates of alcohol 

consumption in rural western has revealed that 33% of the female participants in that study were 

between the ages of 50 and 65 years old (44).  In addition, the same study in Kenya (44) showed some 
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similarity with the current study, that the majority of the participants were between the ages of 30 and 

49 years old. 

It was also discovered that most of the respondents (69.4%) were living in the village and only 30.6% 

lived in town during the time of study.  In a previous study conducted in South Africa which assessed 

the daily tobacco use and problem drinking among adult men and women, it was argued that the 

greatest number of women were the urban dwellers and being born in the city and a few lived in rural 

areas (66). By looking at the current study findings, it appears that alcohol use is common among 

women living in villages compared to those in towns.   

In respect of religious status, the current study was dominated by Christian respondents.  According to 

the Ministry of Health and Social Service (MoHSS) Namibian Demographic and Health Survey (13) 

90 % of the Namibian population is predominantly Christian.  The current study findings concur with 

findings from a study conducted in Kenya on correlates of alcohol consumption which stated that 99 

percent of the participants were Christians and only one percent were Muslims (44).  The results of the 

current study were unlike the literature on a study done in Ghana on the factors affecting alcohol use 

among women, which revealed that the majority (47%) of participants were Pentecostals, while a 

minority of the women were in traditional and other eastern religions (27).  However, the current study 

findings denote that Christians or people with religious beliefs can also use alcohol.   

The findings on the current study found that most of the respondents were single (41%).  This is similar 

to Shikoyeni’s study done in Namibia, which stated that a majority of the participants were single, 

meaning that they were unmarried and a only a small number of the participants were married, that is, 

had spouses-(3).  Another study showing similar findings, was conducted in Ghana, on alcohol 

consumption among pregnant women, and stated that the greatest number of participants 68.4% were 

unmarried, compared to only 31.6% of the participants who were married (67). Moreover, Anyiwie’s 

study (27) in Ghana on the factors affecting alcohol use among women has revealed variance findings, 
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which indicated that approximately half of the women interviewed were either married or living with 

a partner and only 34% of the women were single. In addition, the equivalent study (27) showed that 

less significant percentages of women were divorced, separated or widowed. 

 Above and beyond that, the current study has pinpointed that about two-thirds of the respondents have 

children.  Even though most of the participants in the current study were single, they were mothers and 

responsible for nurturing their children. 

Regarding the employment status, the current study indicated that most of the respondents are 

unemployed 57 (47.1%).  Similar findings from a study done on predictors of alcohol and other drug 

use among pregnant women in a peri-urban South African setting, have stated that about 58 percent of 

the respondents were unemployed, (68).  

The current study findings contradicted the literature of a study conducted in Ghana on alcohol 

consumption among pregnant women, which stated that the majority (78%) of all pregnant women 

who were using alcohol during the study, were employed (67). Nevertheless, the study findings are in 

contrast with those of Anyawie (27) on factors affecting alcohol use among women in Ghana which 

revealed that the majority (80%) of the women were employed, and among them about 36,8% consume 

alcohol.  The high unemployment percentage is likewise reinforced by a study conducted in the United 

States of America on psychosocial determinants of alcohol and drug use, suggesting that unemployed 

adult women tend to use alcohol when life feels hopeless for them, compared to the employed adult 

women (29).  Because of their unemployment status, women living in poverty tend to spend most of 

their time at cuca shops/bars, and while there, they tend to consume alcohol to rebuke the boringness 

of life. 

The study revealed that about 48 (39.6%) of the respondents had acquired a secondary education, 

whereas 38 (31.4%) respondents had achieved a tertiary education level.  An author in Ghana writing 

on factors affecting alcohol use among women has detailed that less than 18 percent of women 
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possessed tertiary education and 2.4 percent had secondary education, compared to the majority who 

had middle education (27).  Furthermore, a corresponding study in Kenya on alcohol consumption in 

rural western, has showed that about 32 percent of the women had secondary education, but none 

achieved tertiary education (44). The same study (44), revealed that the majority of women had only 

attained primary education. A corresponding study done in Ghana with childbearing women on factors 

associated with alcohol consumption, reported that the majority of women have attained their 

secondary education, with the least participants having attained tertiary education (26).  The study 

findings imply that the women with middle education levels, consume alcohol more than the those 

with high education status. 

Furthermore, the findings of the current study revealed a large number of self-employed participants 

followed by farmers.  Similar findings have been reported in a study by Anyawie (27) in Ghana on 

factors affecting alcohol use among women, which showed that more than half of the women who took 

part in the study were sales consultants, and only 6.2% of the women were in professional occupations.   

The current study findings disclosed that about 47 (38.8%) of the participants’ monthly income was 

less than N$ 2000.00, A similar finding is documented in the journal report by Hall (43), showing that 

drinkers of lower socioeconomic status engage in riskier drinking patterns than do those of higher 

socioeconomic status. Moreover, a study by Shikoyeni (3) in Namibia on exploring the psycho-social 

determinants of heavy alcohol drinking amongst women, indicated that the use of alcohol is relatively 

high in women with low socioeconomic status.  The findings on the current study have confirmed a 

correlation between the use of alcohol and low economic status among women.  Collin’s study  on 

associations between socioeconomic factors and alcohol outcomes,  indicated that people with higher 

social economic status may consume similar or greater amounts of alcohol compared with people with 

lower social economic status (42). 
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Based on the family history on alcohol use, the current study findings show that the majority of the 

respondents have a history of alcohol use in their families.  The current study findings are in 

conjunction with the previous study findings on alcoholism and alcohol abuse, which indicated that 

people who have a family history of alcoholism or who associate closely with heavy drinkers are more 

likely to develop drinking problems (55).  Similarly, a study conducted  in the United States on 

psychosocial factors in alcohol use and alcoholism, reported that it has extensively been recognized 

that alcoholism runs in families (33).   In a similar previous study in Ghana by Anyawie (27), children 

who grow up in  alcoholics families are five times likely to develop alcoholism later in life.  Thus, a 

family history of alcoholism is a well-established risk factor for the development of alcoholism (33). 

The current study found that 31.40% of the respondents are using alcohol from three to five days on a 

weekly basis, and 36 (29.75%) of the respondents consumed about three to four alcoholic drinks in 

their daily lives.  The study findings imply that the more frequently a person is consuming alcoholic 

drinks whether on a daily or weekly basis, the higher the chance of risky behaviours that person may 

develop towards alcohol use. 

5.2.2 Determinants of alcohol use  

The first objective of this study was to assess the determinants of alcohol use among women in 

Omuthiyagwiipundi and Oniipa constituencies.  The study has found that the determinants of alcohol 

use among women diverge ranging from social, psychological, environment and economic 

determinants.  

The current study findings have demonstrated that about more than half of the respondents use alcohol 

sometimes in order to cope with their problems, while 46.28% of the respondents use alcohol when 

they feel anxious. A previous study’s literature review that was conducted in the northern region of 

Namibia in Oshana region,  revealed that psychological stress that includes depression, anxiety, 

irritability, denial, and anger, is related to higher frequencies and volumes of alcohol consumption 
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among women in Namibia (3).  In a similar study done in Kenya (35) on the determinants of harmful 

use of alcohol among urban slum dwelling adults,  respondents reported several reasons for engaging 

in alcohol consumption including; stress, peer pressure, fun, and addiction.  

This current study has established that less than half of the respondents drink alcohol sometimes 

because their friends are doing so or due to peer pressure.  Based on Shikoyeni’s (3) findings, there are 

many negative effects associated with peer pressure including pressure to use alcohol, cigarettes or 

drugs, pressure to engage in risk taking behaviours and distraction from school commitments. The 

influence around peer pressure, was part of another study conducted in Namibia on how people and 

the environment influence drinking behaviour, and the findings revealed that school and peer pressure 

influence some people to start drinking alcohol (32).   

The current study also found that forty-one (34.17%) of the respondents, use alcohol because they are 

spending most of their time at the cucashops/bars.  Shikoyeni’s study identified that a person's decision 

to use alcohol is potentially predisposed by both the place of living and availability of alcohol in the 

community (3).  In a similar literature of a study done in Namibia on determinants of alcohol use, it 

was revealed that the wider environment within which drinking cultivates, including general drinking 

culture, prevalent norms and practices, and exposure to alcohol, affects how drinking patterns form 

and evolve (32). 

5.2.3 The effects of alcohol use 

The current study has indicated that more than half of the respondents have experienced poor school 

performance due to the practice of alcohol usage.  The clinical psychology review that was done in the 

United States on gender differences in risk factors and consequences of alcohol use and problems has 

also pointed out that women who use alcohol over a long term, tend to develop a progressively 

cognitive and motor impairment (69). The current study findings correlate with the previous findings 

of a study done in Kenya on health and social economic effects of alcohol abuse, which demonstrated 
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that children of alcoholics have increased risk for performing poorly in academics  and are vulnerable 

to higher incidence of stress and lower self-esteem among some of the serious long term sequelae (70). 

The findings on the current study indicate that more than half of the participants have had arguments 

with their parents or siblings after the use of alcohol. A supportive literature from a study done in 

Brazil on the prevalence and associated factors with alcohol use disorders among adults stated that 

alcohol users cause major social interaction problems to themselves or to others after drinking (71).  

The current study revealed that thirty-seven percent of the respondents have had misunderstandings 

with their partners or spouses after the use of alcohol.   

In addition, the current study found that less than half of the respondents experienced being violent 

towards other people and neglecting their children. The current study’s findings are in support of the 

findings from a  previous Namibian study that was done to explore the psycho-social determinants of 

heavy alcohol drinking amongst women, and which established that the abuse of alcohol has caused 

social problems, violence, and relationship misunderstandings among women (3).  Moreover, the 

current study findings have discovered that the majority of respondents had never experienced the 

feeling of being isolated after the use of alcohol.  The current findings are identical, as indicated that 

the majority of the respondents are being violent and had arguments with their siblings and spouses. 

The current study findings have indicated that the use of alcohol among women results in financial 

encounters, confirmed by less than half of the participants with poor savings or investments, while 

32.23% of the respondents reported being in debt.  The use of alcohol among women displayed major 

consequences in financial destructions, because possessing or buying alcohol becomes the priority to 

the victims instead of saving or settling their outstanding daily expenses. This was also confirmed in a 

study done in Washington (42) on associations between socioeconomic factors and alcohol outcomes 

which reported that despite the respondents rating high on socioeconomic status, they suffer through 

unsecured financial debts. 
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Furthermore, 30.58% of the participants were in a status of incapacity to buy basic needs and were 

living in poverty. A study on alcohol use in Namibia disclosed that women who live in poverty and 

vulnerable conditions are most exposed to alcohol use by way of exchanging their bodies with alcohol 

(72). A correlation study done in Southern Africa on a structural equation model of the effect of poverty 

and unemployment on alcohol use revealed that living in poverty and long-term unemployment 

conditions increase the abuse of alcohol in women (41). 

The recent study findings have showed that the practice of alcohol use affects work performance on 

many occasions, as indicated by 24.79% of the respondents who shared that they had experienced 

being late for work.  The study findings are confirmed by the determinants of alcohol use such as 

spending most times at cuca shops and sometimes carrying substances to work.  The World Health 

Organization (1) report on global status on alcohol and health stated that besides the numerous chronic 

and acute health effects, alcohol consumption is also associated with widespread psychosocial 

consequences, including violence, child neglect and abuse, absenteeism in the workplace, and many 

other impacts. Intoxication interferes to a greater or lesser extent with most productive labour. The 

drinker’s own productivity is reduced, and there may be adverse social consequences for the drinker, 

including loss of their job (1). 

Furthermore, it is established by the current study that 16.53% of the respondents have missed 

opportunities for promotions at work due to alcohol use practices.  A similar study done in Kenya on 

health and social-economic effects of alcohol abuse indicated that the cost of reduced or lost 

productivity due to absenteeism or loss of employment are common consequences of alcohol use (70). 

In addition, the study findings revealed that cases of absenteeism without leave were found to be at 

13.22% of the participants. Absenteeism from work without the official leave notice is treated as a 

misconduct, and due to alcohol use, most victims are being affected with regards to reasoning and 

realizing the value of their jobs. Once an alcohol user become intoxicated, they suffer from poor 
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thinking and reasoning and tend to engage in malpractice activities.  Minor cases such as sinking from 

work to go drink alcohol and dismissal from work, were also established among the respondents in the 

current study.  The current study finding is corresponding with Anyawie’s study (27), in Ghana on the 

factors affecting alcohol use among women which stated that women who are working often 

experience job stress and in order to reduce the stress they often resort to alcohol consumption by any 

chance they encounter. 

Findings from the current study showed that a total of 9.92% of the participants had cases of sexual 

assault. Some respondents shared that they engage in drinking alcohol at night in risky 

places/environments, whereby once they become intoxicated, they fall victims to rape or unplanned 

sexual practices, predisposed by the influence of alcohol. Similarly, a study in the United States 

suggested that consequences of alcohol use appear to be more severe on women  than on men, and they 

suffer more from physical harm, mostly domestic violence, and sexual assault among others (33). It 

was also revealed by the study findings that a tenth of the respondents were arrested for domestic 

violence cases as a result of alcohol use.  The recent findings are in line with the previous study done 

in Namibia on the perceptions of men experiencing gender-based violence which reported that women 

who are using alcohol tend to assault their spouses including their children (73).   

The current study discovered that 7.4% of the respondents were penalized for driving under the 

influence of alcohol, and contributed to motor vehicle accidents.  This recent study finding is similar 

to that of a study done by Martinez (74) on alcohol consumption and risk of injury, which revealed 

that the pattern of alcohol use is associated with various injuries from being hit or stabbed and injuries 

from motor vehicle accidents. 

A study conducted in Kenya, pointed out that there is increased risk of accidental injuries, suicides, 

murders, and domestic violence, all associated with alcohol use among women (35).  In addition, 



62 
 

women also experience exceptional negative consequences like risk of domestic violence, sexual 

assault and stigma (74).  

The use of alcohol among the women in this recent study was found to result in minor and major 

reproductive health challenges, such as abortion or miscarriage and premature deliveries. A study 

conducted by Tragesser (12) in Columbia, revealed that  the use of alcohol is associated with the short 

term reproductive effects such as risky sexual behaviours, unintended pregnancy, sexually transmitted 

diseases, including HIV, miscarriage, stillbirth and Fetal Alcohol Spectrum Disorders (FASDs).  

Similarly, Hoekman (69) has identified that women who are victims of alcohol use suffer more from 

pysicall illness and reproductive complications.   

The current study findings show that obesity/underweight was one of the leading medical conditions 

in 33.1% of alcohol use among the respondents. Abnormal body weight is proved to be a broad 

challenge in any person’s health, thus the Body Mass Weight is being emphasized to be that of a normal 

range. In other words, both obesity and underweight is a predisposing factor to the risk of chronic 

diseases and is aggravated by the use of alcohol.    

This current study found that 26.4% of respondents had lung infections such as persistent cough and 

tuberculosis. Alcohol use can make a person to be susceptible to Tuberculosis and lung infection, due 

to the toxicity of alcohol that damages the lungs. 

The current study reported that 24.7% of the respondents were found to be hypertensive, whereas 

diabetes amongst respondents was at 15.70 %, and liver disease count was at 17.36%. Concurring with 

the current study is a study in the United States (12) which reported similar findings pointing out the 

use of alcohol as associated with long-term health risks/chronic diseases such as high blood pressure, 

heart disease, stroke, liver disease, digestive problems and cancers.  Additionally, a study in South 

Africa revealed that the long-term effects of alcohol use are proven to be contributing towards major 

health complications like high blood pressure, heart attack, financial problems, HIV infections, 
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accidental injuries, liver disease and diabetics (69).  In addition, another study in the United States, 

indicated that chronic alcohol consumption may lead to cirrhosis and is associated with an increased 

risk for hepatocellular carcinoma, and these are primary concerns for haematologists (31).  Moreover, 

the current study revealed similar findings to a study done in the United States that indicates that 

drinking alcohol increases the risk of cancers of the mouth, esophagus, pharynx, larynx, liver, and 

breast (18).  Similarly, a  study done in Kenya has also discovered that alcohol use is linked to heart 

diseases, liver cirrhosis, cancers, high blood pressure, high cholesterol and their attendant morbidity 

and mortality (35). 

On the psychological related outcomes, the current study findings have revealed that 34.71% of the 

respondents have experienced depression, whereas 33.06% of the respondents experienced insomnia. 

The study discoveries are similar with the findings of a study that was done in United States of America 

based on psychosocial factors on alcoholism, whereby the scientists identified subtypes of alcoholism 

that are characterized by the type and degree of psychopathology associated with the alcohol abuse in 

particular, antisocial personality and affective (mood) disorders such as depression (33).  Furthermore, 

the recent study findings have indicated that 25.62% of the respondents have also suffered from 

hallucinations and anxiety respectively.  The damaging effects of alcohol on the brain manifest as 

slurred speech, staggering, blurred vision and impaired memory among other symptoms (70).  It was 

also revealed  that women who use alcohol suffer more from alcohol related morbidities that include 

mental health (substance dependence and depression) (18) .  In addition, a study that was done in 

Namibia,  Oshana region, has also indicated that the abuse of alcohol has caused mental health burden 

among women (3).  Family history of alcohol use, peer pressure, and spending most times at cuca 

shops were all found to be associated with increased risk of risky use of alcohol, while school and peer 

pressure influence a person to start drinking alcohol (36).    
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5.2.4 Association between socio demographics characteristics and determinants of alcohol use 

among women with harmful use of alcohol 

In the current study, family history of alcohol use was significantly associated with the levels of alcohol 

use among respondents. This is similar to previous findings where family characteristics including 

drinking alcohol, were associated with the use of alcohol among the participants (75). Family 

environment plays a crucial role in human development as it presents the foundation of what is 

acceptable and unacceptable societal behaviours. Thus family environment where alcohol drinking is 

displayed as acceptable and permissible actively encourages alcohol use among family members which 

may lead to harmful alcohol use (75). In addition, these families usually lack cohesion and support 

which are factors already linked to harmful use of alcohol (76). Other studies have also linked alcohol 

use to genetics through identification of heritable family genes in a complex interplay with other 

societal factors (77). Heritable family genes have been reported to account for between 40% and 70% 

of alcohol use disorders in different studies (78,79). Therefore, a family history of alcohol use may 

potentially predispose an individual to future harmful use of alcohol.  

Having children in the home was also associated with the levels of alcohol use in this study. A few 

women with children were classified as harmful users of alcohol with the majority being normal users. 

Thus children may act as an inhibitor of excessive use of alcohol as they place an additional care and 

support responsibility on the individual. This finding is similar to a previous study that reported that 

couples with children were less likely to drink excessively compared to couples without children at 

home (80,81). The authors cited the need to instill and demonstrate normal and acceptable behaviour 

as well as to take appropriate care of the kids as reasons for this decrease in alcohol consumption. 

These explanations may also be applicable in the context of this study as the women are responsible 

for caring for children and may resist excessive alcohol consumption for this purpose. However, this 

may need to be explored further in the future. 
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The current study findings discovered that there was a significant association between peer pressure 

and levels of alcohol use among the respondents. This is in agreement with a previous study that 

reported a significant and direct relationship between peer pressure and excessive alcohol consumption 

(82). Similarly, a study done in Kenya, also indicated that the number of friends who drink and attitudes 

towards alcohol consumption were associated with high risky drinking (44).  Peer pressure is a 

subjective experience of feeling pressured or urged by others to engage in an activity against your own 

convictions (83). Peer pressure has always been linked to excessive drinking especially in the middle 

to young ages due to exerted pressure to conform and fit into a group or societal identity (84,85). This 

is because drinking is usually not a solo activity but done in mostly social environments with friends 

and family. Therefore, the more drinking friends one has the more the chances of engaging in drinking 

episodes that may lead to harmful use of alcohol.      

The current study has found no association between education status and alcohol use among the 

respondents.  However, most of the respondents with primary education level in this study were 

classified as harmful users of alcohol possibly due to the lack of knowledge on the adverse effects of 

alcohol. This is similar to a previous report  in Namibia on exploring the psycho-social determinants 

of heavy alcohol drinking amongst women which revealed that women with low education levels use 

alcohol more (3). Other previous studies have indicated that the less-educated individuals are at a high 

risk of harmful use of alcohol (86). In contrast to this study, a study in Ghana, suggested that women 

with tertiary education are associated with a high prevalent of alcohol use (67). This was also similarly 

reported in a Korean study which indicated that highly educated women were more likely to be heavy 

drinkers. Thus, literature has shown conflicting reports with regards to the influence of education on 

alcohol use with the other contextual factors probably exerting an influence. Furthermore, a study in 

Kenya has shown that the number of people who are drinking alcohol in the family and associated 

friends drinking, is attached to the development of alcohol use (44). 
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There was a significant association between spending most of the time at cuca shops/bars and the levels 

of alcohol use in this study. Furthermore, regression analysis showed that spending most times at cuca 

shops/bars increased the risk of harmful use of alcohol by 70%. Cuca-shops and bars present an 

environment where the drinking of alcohol is expected and acceptable regardless of gender or levels 

of drinking. Therefore, anyone in this environment succumbs to the pressure and feels compelled to 

drink alcohol. Environment has been recognized as a driving factor in the consumption of alcohol 

especially for excessive drinking (77). Further exacerbating this is the availability of low cost drinks 

and extensive advertisements in these environments that further exert pressure on the patrons (87,88). 

In support of this, a study in the United States on the effects of environmental factors on alcohol use 

and abuse also reported that environmental influences on alcohol use include acceptance of alcohol 

use by society; availability, advertising and marketing.  In other words, the participants in this study 

have reported using alcohol when available in terms of low prices and sales (89).  

5.3 Summary 

This chapter presented the relevant findings of the study with comprehensive discussion on the extent 

to which findings support or contradict literature.  Explanation of the study findings were based on set 

objectives. The chapter also presented the significance of the study, conclusion and recommendations 

in relation to the findings and study objectives. Limitations of the study were also described in relation 

to the study design and other limiting factors. 
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CHAPTER SIX    

CONCLUSION, LIMITATION AND RECOMMENDATIONS 

6.1 Introduction 

 

This chapter focuses on significance and conclusions that are drawn in context with study objectives, 

and recommendations are formulated in relation to the context of the findings which will include 

recommendations for future research. Limitations of the study will also be reviewed in this chapter. 

6.2 Conclusion  

 

The results from this study reveals that most of the women who use alcohol ranged in the age group of 

27 - 35 years, and were unemployed with the majority being Christians.  More than half of the 

respondents are living in the village and have children.  The study has also revealed that less than half 

of the respondents have acquired secondary and tertiary education.  Furthermore, the findings indicated 

that most of the respondents were earning an income on a monthly basis. 

 The study found the determinants around the usage of alcohol to be ranging from being anxious, 

peer pressure, spending most times at cuca shops, and drinking to cope with the burdens of life. 

Additionally, the study discovered that the effects of alcohol use alternated from poor performance in 

school, arguments in relationships, poor financial investments, sexual assaults and domestic violence.  

Furthermore, cases of abortions and premature babies, obesity/underweight, lung infections 

associated with Tuberculosis, depression and insomnia were among other harmful effects. The study 

revealed that some socio demographics and determinant variables such as family history of alcohol 

use, peer pressure, religion, employment status, education status, income status, and spending most 

times at cuca shops were all associated with increased risk of risky use of alcohol.  The following 

research objectives were formulated in order to achieve the overall aim of the study. 
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 6.2.1 Objective 1: To assess the determinants of alcohol, use among women in Oshikoto region  

The first objective of this study was to assess the determinants of alcohol use among women in 

Omuthiyagwiipundi and Oniipa constituencies.  This objective was attained as per the finding 

descriptions under chapter five (5) of this study has found that the determinants of alcohol use among 

women diverge ranging from social, psychological, environment and economic determinants.  

 6.2.2 Objective 2: To describe the effects of alcohol, use among women in Oshikoto region 

The second objective of this study was to describe the effects of alcohol use among women in Oshikoto 

region. The objective was attained as indicated in chapter five (5), that the respondents have 

experienced poor school performance, gender violence and abusive of childrens, financial challenges, 

poverty, pysicall illness and injuries as well as reproductive complications.    

6.2.3 Objective 3: To assess the relationship between sociodemographic characteristics and 

determinants of alcohol use with levels of alcohol use among women in Oshikoto region 

 

The third objective of this study was to assess the relationship between sociodemographic 

characteristics and determinants of alcohol use with levels of alcohol use among women in Oshikoto 

region. This objective was attained as indicated in the discussion under chapter five (5), that family 

history of alcohol use, peer pressure, spending most of the time at cuca shops and the availability of 

alcohol was significantly associated with the levels of alcohol use among respondents.  

 

6.3 Limitations 

 

The sample size was 141 participants, but only 121 respondents were recruited in the study as data 

collection was prematurely terminated due to COVID-19 restrictions on movements as well as 

increased risk of infection during data collection. The questionnaire did not differentiate between those 

who did not attend school or without children when analysing the effects of alcohol on education and 

reproductive health thus slightly over–estimating lack of effects of alcohol on the two variables 
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respectively. However, the reported effects were not affected. The study was conducted only in 

Oshikoto region, therefore limiting the generalisation of the results to the rest of the country.  

6.4 Recommendations     

Based on the study findings, the following are recommended to the following agencies: 

6.4.1 Ministry of health and Social Service (MoHSS)  

• There is a need to develop guidelines on preventative measures and awareness programs on 

alcohol use. 

• There is a need for synchronized efforts between MoHSS and health care partners in addressing 

broader strategic aspects of effects and determinants of alcohol use. 

6.4.2 Recommendations for further Research  

 

• Further studies should be conducted with a larger sample size to shed more light on factors 

associated with alcohol use among all women populations and age groups that were left off 

from this study. 

• Advanced study research should be conducted in other regions within Namibia on the issue of 

alcohol use among women. 

• Lastly, further qualitative research needs to be conducted on the same issues of alcohol use, but 

should be focusing on the experiences or perceptions towards alcohol.  

6.5 Contribution to the body of knowledge and concluding remarks 

This research, which was conducted in the Oshikoto Region of Namibia, will contribute to the body 

of knowledge in, for example, community health nursing, women reproductive health and gender 

base violence units as well as social work education. 
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6.6 Summary 

 

This chapter has described the overall aim of the study in terms of which three objectives were 

evaluated.the conclusion, limitations and recommendations in respect of the investigation of the 

determinants and effects of alcohol use among women were described together with firsthand data. 
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REPUBLIC OF NAMIBIA 
 

Ministry of Health and Social Services 
 

Private Bag 13198 
Windhoek 
Namibia 

 
Ref: 17/3/3 RNN 

Ministerial Building Tel: 061 - 203 2507 
Harvey Street Fax: 061 - 222558 
Windhoek E-mail: itashipu87@gmail.com 

OFFICE OF TUE EXECUTIVE DIRECTOR 

Enquiries: Mr. A. Shipanga 

Date: 28 January 2021 

Ms. Rebekka N. Netope 

PO Box 2009 

Ondangwa 

Namibia 

 

Dear Ms. Netope 

Re: The determinants and effects of alcohol use among woman in Oshikoto Region, Namibia. 

1. Reference is made to your application to conduct the above-mentioned study. 
 

2. The proposal has been evaluated and found to have merit. 

 

3. Kindly be informed that permission to conduct the study has been granted 
under the following conditions: 

 

3.1 The data to be collected must only be used for academic purpose; 

3.2 No other data should be collected other than the data stated in the proposal; 

3.3 Stipulated ethical considerations in the protocol related to the protection of Human Subjects 

should be observed and adhered to, any violation thereof will lead to termination of the study 
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at any stage; 

3.4 A quarterly report to be submitted to the Ministry’s Research Unit; 

3.S Preliminary findings to be submitted upon completion of the study; 

3.6 Final report to be submitted upon completion of the study; 

3.7 Separate permission should be sought from the Ministry for the publication of the findings. 

 

4. All the cost implications that will result from this study will be the responsibility of the applicant 

 
EXECUTIVE DIRECTOR 
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ANNEXURE C: Data collection tool 

DATA RESEARCH TOOL 

 THE DETERMINANTS AND EFFECTS OF ALCOHOL USE AMONG WOMEN IN 

OSHIKOTO REGION, NAMIBIA. 

Introduction 

Thank you for taking part to complete this questionnaire.  I would like to assure you that the 

data that will obtained through this tool is not going to be attached to any name.  Therefore, 

do not write your name on this tool, as the principle of confidentiality and anonymity will 

remain in place. 

Date------------------ 

Participant Number------------------ 

Contact Number---------------------- 

SECTION A:  SOCIO-DEMOGRAPHIC DATA  

Instruction:  Please tick (√) in the appropriate box. 

1. How old are you? Please specify 

Current   

2. Town                  Village 

3. Religion 

Christian  Muslim  Others   

 

4. Marital status 
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Married Separated   Single Divorced      Cohabitating      

Widower 

5.  Employment status 

 

Employed Unemployed Self-employed 

6. Do you have children? If yes, indicate the number of children in the space provided. 

Yes  No  

Number of children: ----------------- 

7. Highest level of education 

Primary   Secondary         Tertiary     Never been to school  

8.  Occupation 

Teacher   Nurse  Business   Farming Student/Learner      Others 

Specify: ---------------------- 

 9. Monthly income in N$ 

250-2000 2000 -5000   5000-10000     10000 and above  

10. Is there any history of alcohol use in your family? 

No  Yes 

11. How many times per week to you drink alcoholic drinks?  

(1) 1-2days   

(2) 3-5days  

(3) Weekend only  

(4) Everyday  

12. How many drinks containing alcohol do you have on a typical day when you are 

drinking? 
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(1) 1 -2  

(2) 3-4    

(3) 5-6 

(4) 7-9 

(5) 10 or more  

SECTION B:  DETERMINANTS OF ALCOHOL USE 

Determinants of alcohol use are factors that influence individual’s desire to use alcohol and 

their outcomes, and this includes biological, social, economic and environmental factors. 

Instruction:  For each statement below, tick the option that most applies to you. 

Statement  No Yes 

sometimes 

Yes every 

time 

a) I drink alcohol when I feel anxious.    

b) I drink alcohol because all of my friends are 

doing so 

   

c) Drinking alcohol helps me to cope with my 

problems 

   

d) Drinking alcohol makes me to forget my 

challenges and relax 

   

e) If I don’t drink more alcohol, I won’t be able 

to sleep 

   

f) I drink alcohol because my parents drink 

alcohol too 

   

g) I just drink alcohol because it is cheap and on 

sale most of the time 

   

h) I drink alcohol so that I can be accepted in my 

community  

   

i) I spend most of my time at the cuca shops/bars    
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SECTION C: Outcomes of drinking alcohol  

Outcomes of drinking alcohol are results that arise after you consume alcohol. 

 Instruction: Please tick either yes or no for each problem or challenge to indicate the 

answer of your choice. You can tick yes for challenges that apply to you  

1. Did you experience any of the following education-related problems/challenges since 

you started drinking alcohol? 

 

Education-related problem Yes  No  

a) Poor performance   

b) School drop-out   

c) Attending classes under the influence of alcohol   

d) Skipping classes to go drink alcohol   

e) Carrying alcohol to school   

 

2. Did you experience any of the following social/relationship problems after drinking 

alcohol? 

Social/relationship problem Yes  No  

a) Arguments with your parents/siblings   

b) Misunderstanding with your spouse/partner   

c) Neglecting/maltreating your children   

d) Social isolation   

e) Being violent to people   

 

3. Did you experience any of the following financial-related problems due to drinking 

alcohol? 
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Financial-related problem Yes  No  

a) In debt   

b) Unable to buy the basic needs   

c) Poverty   

d) Poor saving/investment   

 

4. Did you experience any of the following work-related problems as a result of drinking 

alcohol? 

Work-related problem Yes  No  

a) Late at work   

b) Sipping from work to go drink   

c) Absent from work without leave   

d) Discharged from work/lost the job   

e) Missed opportunities for promotion   

 

5. Did you experience any of the following legal problem due to drinking alcohol? 

Legal problem Yes  No  

a) Arrested for assault   

b) Issued penalty for driving under the influence of alcohol   

c) Arrested due to causing of motor vehicle accident   

d) Arrested for domestic violent   

e) Sexual assaulted    

 

6. Did you experience any of the following reproductive health problems as a result of 

drinking alcohol? 

Reproductive health problem Yes  No  
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a) Abortion/miscarriage   

b) Premature baby delivery   

c) Preterm labour   

d) Baby brain damage   

e) Stillbirth   

7. Are you suffering from any of the following medical health problems as a result of 

drinking alcohol? 

Medical health problem Yes  No  

a) Liver disease   

b) Persisted cough/Tuberculosis   

c) Hypertension   

d) Diabetes   

e) Underweight/Overweight   

 

8. Did you experience any of the following psychological problems due to drinking 

alcohol? 

Psychological problems Yes  No  

a) Depression   

b) Anxiety   

c) Insomnia   

d) Hallucination   

THANK YOU! 
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ANNEXURE D: Respondent Information and Consent form 

PARTICIPANT INFORMED CONSENT FORM 

Greetings to you! My name is Rebekka Nangula Netope, currently doing my Master’s in 

Public Health at the University of Namibia under the supervision of Dr E. M Nghitanwa and 

Ms T. Endjala. I am conducting a research study on: the determinants and effects of 

alcohol use among women in oshikoto region, Namibia.  The purpose of this study is to 

investigate the determinants of alcohol use among women.  Your participation is voluntary, 

and you have the right to withdraw from the study at any time without any consequences.  

The information to be gathered will be used for research purposes only and will be treated 

with confidentiality. The results of the study may be published but your name will not be 

revealed and no individual identification information will be provided. 

 Although there may be no direct or immediate benefit derived from the study, the result of 

the study may generate vital information that will be used by the relevant authority to reduce 

or overcome factors on alcohol abuse. 

 Should you have any questions concerning the study, please do not hesitate to contact 

Rebekka Netope on Cellphone number: 0812512895 or Dr Emma Nghitanwa on: 

0816648436 or Ms Tuwilika Endjala on: 0817562981  

I have discussed the above points with the participant.  

Researcher signature: ________________ Date: ______________  

I hereby freely consent to take part in this study.  

Participant signature: __________________ Date: _____________   
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ANNEXURE E: English language editing letter 

 


