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Abstract. This study investigates factors affecting alcohol consumption among uni-
versity students through a social ecological approach as a theoretical framework. A
multistage sampling technique was used to select 1,200 university students in Bangkok,
Thailand. Data were collected by a self-administered questionnaire. Descriptive sta-
tistics and multiple regression analysis at the 0.05 level of statistical significance were
used to analyze the data. The results showed that all 22 independent variables can co-
predict alcohol consumption among university students at 41.2 % (Adjusted = 40.1%).
However, there were only 13 variables that affected alcohol consumption significantly:
gender, age, monthly income, living arrangement, attitude toward alcohol use, per-
ceived susceptibility of alcohol use, perceived self-efficacy, peer drinking, relatives
drinking, accessibility of alcohol around university, accessibility of alcohol around
community, exposure to anti-alcohol campaign, and exposure to alcohol advertising.
The findings suggested that alcohol consumption was not only affected by the indi-
vidual-level factor, but it was also affected by multi-level environmental factors, in-
cluding interpersonal-level, institutional-level, community-level, and societal-level
factors. Consequently, multi-level preventions should be urgently considered to pre-
vent alcohol use among university students in Thailand.

rent Thai drinkers over 15 years old re-
ported that they first tried alcohol at the age
of 15-24 years old (National Statistical Of-
fice, 2005). One study indicated that 37.3 %
of Thai adolescents in Bangkok were alco-
hol users. Among them, 42.1% were lifetime
alcohol users, 56.1% were frequent drink-
ers (1-20 days in the preceding 30 days of
the survey), and 1.7% were heavy drinkers
(more than 20 days in the preceding 30 days
of the survey) (Ruangkanchanasetr et al,
2005). Between 1991 and 2004, the percent-
age of drinkers among young Thai females
increased by 14% and 50% in the 15-19-year-
old and 20-24-year-old age groups, respec-
tively (National Statistical Office, 2005). Con-
sequently, Thai youth should be recognized
as a major risk group involved in alcohol use,

INTRODUCTION

Alcohol consumption among Thai
youth has become a major public health
concern in Thailand over the past few de-
cades. National studies (National Statisti-
cal Office, 2002, 2005, 2006) have indicated
a significant increase in the use of alcohol
among the 15-24-year-old age group; na-
tional surveys have found that the propor-
tion of Thai youth using alcohol increased
from 21.6% in 2001, to 23.5% in 2004, and
to 23.7% in 2006. Moreover, 79.7 % of cur-
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particularly university students. Several
studies in Thailand reported the widespread
use of alcohol among Thai university stu-
dents (18-24 years old). A majority (83.5 %)
of public university students in Bangkok
reported using alcohol (Sukda, 2000), and
97.2 % of private university students in
Bangkok reported trying alcohol (Samul,
2002). One study reported a 54.5 % preva-
lence of alcohol use among university stu-
dents in Silpakorn University (Jongwutiwes
et al, 2002). Another study indicated that the
prevalence of alcohol use among university
students in southern Thailand was 82.5% of
male and 56.6% of female students
(Wungthanakorn et al, 2007). A recent study
indicated that 53 % of university students in
the west of Bangkok and Metropolitan ar-
eas were lifetime alcohol users (Inglab, 2008).
Furthermore, alcohol use among Thai uni-
versity students was related to a wide vari-
ety of problems including drunk driving,
fighting, social relationship, academic prob-
lems, health problems, and financial prob-
lems (Center for Alcohol Studies, 2007).

Social ecological approach

A social ecological approach is a com-
prehensive approach to the explanation of
human behavior. This approach suggests
that human behaviors are not only affected
at the individual level, but they are also af-
fected by various levels of influence (Alihan,
1938). The key concept of this approach is
that behavior is multifaceted, with social and
environmental issues being important con-
tributing factors. McLeroy et al (1988) out-
lined a social ecological perspective whereby
health behaviors are affected by five hierar-
chical levels of influence. These levels
ranged from the individual level to succes-
sively broader interpersonal, institutional,
community, and societal levels.

The individual level includes demo-
graphic characteristics, such as sex and age;

socio-economic characteristics, such as in-
come, occupation, or education; and psycho-
graphic characteristics, such as personal
knowledge, attitudes, and beliefs. The psy-
chographic variables of the Health Belief
Model (Rosenstock et al, 1988), which in-
clude perceived susceptibility, perceived se-
verity, perceived benefits, perceived barri-
ers, and self-efficacy, can be the determinants
of health behavior at this level (Gregson et
al, 2001). The interpersonal level includes
influences of family members, peers, or close
social networks on health behavior. The in-
stitutional level includes the influences of
workplaces, schools, or universities that af-
fect health behavior. The community level
includes the environment where people live,
their neighborhoods, or living conditions
within a prescribed geographical area. The
societal level, often called the policy level,
includes policies, laws, regulations, and so-
cial campaigns for healthy actions, as well
as disease prevention and control actions
that affect populations at the state or national
level (Gregson et al, 2001). McLeroy et al
(1988) noted that health interventions should
be based on behavior theories and beliefs;
therefore, this theoretical approach can sig-
nify the array of strategies available for
health promotion programming. This ap-
proach has been adopted by several organi-
zations, such as CDC (2007) and WHO
(1991). It was explicitly included in the Ot-
tawa Charter for Health Promotion (WHO,
1986): “Health cannot be separated from
other goals. The inextricable links between
people and their environment constitutes the
basis for a socio-ecological approach to
health.”

This approach has been widely used for
the study and prevention of health-risk be-
haviors, such as tobacco use (Corbett, 2001),
obesity (Pepin et al, 2004), physical activities
(Blanchard et al, 2005), HIV prevention
(Latkin and Knowlton, 2005), sexual risk
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behaviors (Raneri and Wiemann, 2007), and
diabetes prevention (Whittemore et al, 2004)
for a number of reasons. First, this approach
is a conceptual framework that is inclusive
of the multiple effects and interrelatedness
of social elements and provides a compre-
hensive perspective to analyze various con-
texts affecting health behaviors. Moreover,
it can signify strategies for multi-level pre-
ventions, including single or combined ac-
tion, at the individual, interpersonal, insti-
tutional, community, and societal levels
(Grzywacz and Fuqua, 2000; Stokols, 2000).
Second, this approach is appropriate for ap-
plication to the analysis of complex human
behavior related to health. This is not only
explained by the individual level, but it also
needs to be explained by other multiple en-
vironmental contexts. Consequently, the
study of health behavior at the individual
level only cannot imply the preventions for
health-risk behaviors correctly (Stokols,
1992; Earls and Carlson, 2001; Saltz and
Dejong, 2002). Third, using a social ecologi-
cal approach to develop multilevel interven-
tions for reducing health-risk behavior will
help any related persons in each level to rec-
ognize the problems and know his or her
roles in health-risk behavior preventions.
These related persons can include individu-
als, family, friends, educational institution
administrators, organizational administra-
tors, community leaders, health practitio-
ners, or even national policy makers
(Stokols, 1996; Saltz and Dejong, 2002).
Therefore, it can be said that this approach
is an appropriate method to make behavioral
change for a sustained success.

Therefore, interventions that target al-
cohol use among the Thai university stu-
dents in Thailand are urgently needed. Ac-
cordingly, the aim of this study was to in-
vestigate factors affecting alcohol consump-
tion among this population group by apply-
ing a social ecological approach as a theo-

retical framework to understand the multi-
factor effects on alcohol use and to design
effective strategies of multi-level preven-
tions, respectively.

MATERIALS AND METHODS

A cross-sectional survey was undertaken
from September to November 2008 to inves-
tigate factors affecting alcohol consumption
among Thai university students. The pro-
posal was reviewed and approved by The
Ethical Review Committee for Research In-
volving Human Research Subjects, Health
Science Group, Chulalongkorn University
(No. 089/2551). The self-reporting question-
naires were collected from 1,200 undergradu-
ate students in six universities located in
Bangkok Metropolitan area by multistage
sampling technique (Kasetsart University,
Srinakharin Wirot University, Phranakon
Rajaphat University, Rajamangala University
of Technology Krungthep, Sripatum Univer-
sity, and Dhurakij Pundit University).

First, simple random sampling tech-
nique was used in selecting six universities
(200 samples per university) from the uni-
versity listings in Bangkok (Commission on
Higher Education of Thailand, 2008). With
simple random sampling, each university
had an equal chance of inclusion in the
sample. Second, simple random sampling
technique was used to select two faculties
of each university (100 samples per faculty).
Third, two classes of each faculty were se-
lected by simple random sampling, and later
all students in each class received an expla-
nation of the details of the study and invited
to participate. The students were asked to
complete the questionnaire after they were
informed that their participation was volun-
tary, that their responses were anonymous
and confidential, and that results would be
reported only in a group format. All signed
informed consent forms were separated
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from their questionnaires.
The dependent variable in this study

was “alcohol consumption.” To assess this
variable, participants were asked to make
the followings ratings: “Thinking about your
behavior over the past 12 months, how of-
ten did you consume alcoholic beverages?”
Response categories were “never” (0),
“rarely” (1), “sometimes” (2), “usually” (3),
and “always” (4).

The twenty-two independent variables
were classified as five-level factors based on
a social ecological approach. First, the indi-
vidual level included gender, age, monthly
income, monthly family income, living ar-
rangement, knowledge of alcohol’s dangers,
attitude toward alcohol use, perceived sus-
ceptibility of alcohol use, perceived sever-
ity of alcohol use, perceived benefits of al-
cohol avoidance, perceived barriers of alco-
hol avoidance, and perceived self-efficacy.
Gender was measured on male-female for-
mat. Age, monthly income, and monthly
family income were measured as open-
ended questions. Living arrangement was
measured as multiple choice. Knowledge of
alcohol‘s dangers was measured using true/
false format in 22 items (true = 1, false = 0).
The other variables were measured using a
five-point rating scale (1 = strongly disagree/
very little, 5 = strongly agree/very much).
Most of the questions in this level were
adapted from previous studies (Reis, 2001;
Rhodes et al, 2003; Simons and Gaher, 2004;
Haines et al, 2006). Second, the interpersonal
level included peer drinking, father drink-
ing, mother drinking, and relatives drinking.
Peer drinking was measured by the number
of close friends who drink alcohol. The vari-
ables in this level were measured using a di-
chotomous format (drink and not drink).
Third, the institutional level included senior
drinking and accessibility of alcohol around
university. Senior drinking was also mea-
sured on a similar dichotomous format.

Accessibility of alcohol around university
was measured as an open-ended question
by asking students to estimate time spent to
reach alcohol around university. Fourth, the
community level included community mem-
ber drinking and accessibility of alcohol
around community. Community member
drinking was also measured on a dichoto-
mous format. Accessibility of alcohol around
community was measured as an open-ended
question by asking students to estimate time
spent to reach alcohol around community.
Fifth, the societal level included exposure to
anti-alcohol campaigns and exposure to al-
cohol advertising. They were measured us-
ing a three-point rating scale (0 = never, 1 =
sometimes, 2 = always). A pretest was con-
ducted with forty university students in
Bangkok.

The reliability analysis by Cronbach’s
alpha was done to evaluate the internal con-
sistency of summed scale. The internal con-
sistency among “attitude toward alcohol
use,” “perceived susceptibility of alcohol
use,” “perceived severity of alcohol use,”
“perceived benefits of alcohol avoidance,”
“perceived barriers of alcohol avoidance,”
and “perceived self-efficacy” was tested. The
results showed that alpha levels ranged from
0.74 to 0.90. Scores within this range are con-
sidered as an adequate indication of inter-
nal consistency of the data (Cottrell and
McKenzie, 2005). Moreover, difficulty and
discrimination were tested for the items of
knowledge of alcohol’s dangers. The results
showed that the difficulty of all items ranged
from 0.28 to 0.78, and the discrimination of
all items was more than 0.2. Hence, these
scores indicated that the items of knowledge
could be suitably used in this study (Cottrell
and McKenzie, 2005). For statistical analy-
ses, means, standard deviation, and percent-
age were used in describing characteristics
of the study sample, and multiple regression
analysis was used in examining which
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factors affected alcohol consumption among
university students at the 0.05 level of sig-
nificance.

RESULTS

In this section, the characteristics of the
study sample and factors affecting alcohol
consumption among university students on
multivariate analysis have been presented,
respectively.

Characteristics of the study sample

The sample included 1,200 undergradu-
ate students, aged 18-24 years old in six uni-
versities in the Bangkok Metropolitan Area.
Most of them were female (57%). The aver-
age age was 20.28 years (SD = 1.594). The
majority of the sample (59.4%) had an in-
come per month ranging from THB 5,000-
10,000 (Mean = 6,623.93, SD = 4,303.87).
About half of them (45.2 %) had a family
income per month ranging from THB 20,000-
40,000 (Mean = 47,086.92, SD = 54,833.78),
and about 40% of them were living in pri-
vately rented dormitories surrounding uni-
versity.

Factors affecting alcohol consumption
among university students

Before analysis, checking the problem
of multicollinearity was performed by con-
sidering all correlations among independent
variables. The results found that all correla-
tions in this study were less than 0.6 (Table
1). This range of correlation coefficients was
considered an acceptable level without the
problem of multicollinearity (Cooper and
Schindler, 2001; Hair et al, 1992). Therefore,
multiple regression analysis was performed
in which all 22 independent variables were
entered simultaneously to calculate the over-
all level of variance accounted for alcohol
consumption among university students.
The results, standardized regression coeffi-
cients (β), t-test, and the overall R2 for this

analysis, found that there were 13 indepen-
dent variables affecting alcohol consumption
significantly (Table 2).

At the individual level, they were gen-
der (males tended to be more frequent drink-
ers than females, β = .149), age (β = .098),
monthly income (β = .067), living arrange-
ment (students living in privately rented
dormitory surrounding their university
tended to be more frequent drinkers, β =
.109), attitude toward alcohol use (students
who had supportive attitude toward alco-
hol use tended to be more frequent drink-
ers, β = -.259), perceived susceptibility of al-
cohol use (β = -.065), and perceived self-effi-
cacy (β = -.058). At the interpersonal level,
they were peer drinking (β = .186) and rela-
tives drinking (β = .071). At the institutional
level, accessibility of alcohol around univer-
sity affected alcohol consumption (β = -.064).
At the community level, accessibility of al-
cohol around community affected alcohol
consumption (β = -.114). At the societal level,
the significant variables were exposure to
anti-alcohol campaign (β = -.092) and expo-
sure to alcohol advertising (β = .106). The
variance of the dependent variable ex-
plained by all 22 independent variables was
41.2 % (40.1% adjusted).

DISCUSSION

This study investigated the factors af-
fecting alcohol consumption among univer-
sity students using a social ecological ap-
proach as a theoretical framework. It has at
least two limitations to note. First, this re-
search was limited by the sampling area be-
ing only in Bangkok. This would reduce the
generalizability of the findings. Future re-
search may need to be broadened to get the
picture of the whole country more represen-
tatively. The second limitation was because
the measures were self-reported; the respon-
dents may have underreported their alcohol
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use, possibly because of shame and guilt.
However, the anonymous nature of re-
sponses in this study reduces the likelihood
of such biased responses. Despite these limi-
tations, the main strength of the present
study was the analysis of the multiple influ-
ences on drinking behavior among Thai uni-
versity students. Thus, the results of this
study provide a good understanding of al-
cohol consumption behavior among this
young group. In conclusion, the results

found that alcohol consumption was not
only affected by the individual-level factors,
but it was also affected by various multi-
level environmental factors, including the
interpersonal-level factor, the institutional-
level factor, the community-level factor, and
the societal-level factor.

At the individual level, males (Slicker,
1997; Prince and Bernard, 1998; Yu and
Shacket, 2001; Lewis, 2005; Yeh, 2006;
Assanangkornchai et al, 2007; Casey and

Independent Variables β t-test

Individual factor
   1. Gender .149** 6.262**
    2. Age .098** 4.239**
    3. Monthly income .067** 2.616**
    4. Monthly family income -0.025 -1.036
    5. Living arrangement .109** 4.598**
    6. Knowledge of alcohol’s dangers -0.005 -0.181
    7. Attitude toward alcohol use -.259** -9.019**
    8. Perceived susceptibility of alcohol use -.065* -2.108*
    9. Perceived severity of alcohol use -0.019 -0.618
    10. Perceived benefits of alcohol avoidance -0.017 -0.684
    11. Perceived barriers of alcohol avoidance 0.014 0.517
    12. Perceived Self-efficacy -.058* -2.274*
Interpersonal factor
   13. Peer drinking .186** 7.801**
   14. Father drinking 0.008 0.298
   15. Mother drinking 0.02 0.833
   16. Relatives drinking .071** 2.776**
Institutional factor
   17. Senior drinking 0.008 0.333
   18. Accessibility of alcohol around university -.064* -2.069*
Community factor
   19. Community member drinking 0.043 1.737
   20. Accessibility of alcohol around community -.114** -3.703**
Societal factor
   21. Exposure to anti-alcohol campaign -.092** -3.431**
   22. Exposure to alcohol advertising .106** 3.871**
Overall  R2 = 0.412 (Adjusted R2 = 0.401)

Table 2
Multiple regression analysis of alcohol consumption among university students (n =1,200).

* p <.05; ** p <.01
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1. Individual level - Provide training and guidance in refusal skills and self-protective skills
- Specify perceived susceptibility and describe negative consequences of alcohol
drinking

- Increase beliefs in self-efficacy
- Reinforce health message overtime, using various  media
- Present the facts about risks of alcohol use
- Modify attitude toward alcohol drinking
- Use appropriate communication channels for university students, such as
entertainment, extra-curricular activities, and outdoor activities, as an  appro-
priate vehicle for education

2. Interpersonal level - Foster peer-to-peer communication to change social norms about alcohol use
- Provide peer education programs about alcohol harms, particularly in groups
of students who share an affiliation (eg, member of athletic team, fraternity
house, or dormitory members)

- Train student leaders to be aware the problems of alcohol drinking and to serve
as role models for other students

- Foster university students networks with non-drinker students
- Encourage parents to serve as role models for their offspring
- Support a close relationship within family
- Train family leaders to be aware the problems of alcohol drinking
- Provide family education programs about alcohol harms
- Address no-alcohol rules in home

3. Institutional level - Offer and promote extra curricular activities, public services options, and other
special events (eg, freshmen orientation, and alcohol awareness weeks)

- Create a social environment that supports health-promoting norms
- Limit alcohol accessibility in and around university
- Ban the use and sales of alcohol in and around university
- Promote anti-alcohol campaign through various media in university
- Train senior students to be aware alcohol harms and to serve as role model for
younger students

- Coordinate with community around university to prevent alcohol use among
university students

- Develop and enforce anti-alcohol policies and regulations in university
- Provide curriculum infusion where faculty can introduce alcohol-related issues
in to their regular academic courses

- Train and ask for participations from the owners of dormitory around univer-
sity to provide healthy-promoting  environment

Table 3
Potential multi-level intervention strategies for university students in Thailand.

Levels Multi-level intervention strategies

Dollinger, 2007; Chaveepojnkamjorn and
Pichainarong, 2007; Gillespie et al, 2007),
higher age students (Reis and Riley, 2000;
McKinnon et al, 2003; Casey and Dollinger,
2007; Chaveepojnkamjorn and Pichainarong,

2007), students receiving higher monthly in-
come (Lapham et al, 1998; Odo et al, 1999;
Chaveepojnkamjorn and Pichainarong, 2007),
and students living in privately rented dor-
mitory surrounding university (Villiant and
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4. Community level - Encourage community mobilization to form youth advocacy groups in
community

- Encourage community participation
- Eliminate irresponsible alcohol salers in community
- Limit the number and concentration of alcohol outlets in community
- Limit the days or hours of alcohol sales in community
- Train and ask for participations from the owners of alcohol outlets in commu-
nity to be responsible retailers

- Train community leaders to be aware alcohol harms and to serve as role model
for community members

- Train and ask for participations from community leaders  to provide healthy-
promoting  environment in community

- Form a community coalition linking multiple sectors
- Promote social marketing campaign and media advocacy, using various media
in community, targeted to opinion leaders in community

- Develop local regulations in community
- Promote participations among community members
- Reduce alcohol drinking by adults in community

5. Societal level - Declare anti-alcohol policy as a national policy
- Use IEC Interventions to deliver health messages widely by a variety of IEC
materials

- Increase excise tax rates on alcohol
- Enact laws and develop further regulations relating to alcohol prevention
- Increase laws enforcement
- Reduce density of retail outlets and distribution
- Restrict days and hours of sales
- Restrict alcohol availability during national festivals
- Limit alcohol advertisement and other alcohol promotions
- Use social marketing campaign through mass media and other media
- Increase penalties for illegal persons
- Limit age accessible to alcohol
- Promote counter-advertising to challenge image of alcohol industry
- Restrict sales to youth
- Support budgets for activities of universities and communities
- Form a national alcohol committee handling with this issue specifically
- Increase minimum age for driver’s license
- Facilitate and encourage multi-level coordination among all levels including
individual, interpersonal, institutional, community, and societal level for a
sustained success

Table 3 (Continued).

Levels Multi-level intervention strategies

Scanlan, 1996; Odo et al, 1999; McKinnon
et al, 2003) tended to drink more frequently.
As a result, these students should be a main
target group for interventions. When psycho-
logical variables were considered, it found

that attitude toward alcohol use, perceived
susceptibility of alcohol use, and perceived
self-efficacy affected alcohol consumption.
These findings are consistent with previous
studies; the students who had positive atti-
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tudes toward alcohol use (Simons and Gaher,
2004; Shim and Magg, 2005), lower perceived
susceptibility of alcohol use (Rosenstock et al,
1988; Konlaeaid, 2005), and lower perceived
self-efficacy (Reis and Riley, 2000; Reis, 2001)
tended to drink more frequently. Therefore,
it is necessary that the prevention strategies
at this level, called target-based prevention
interventions, be involved in modifying these
variables, such as identifying perceived sus-
ceptibilities and describing negative conse-
quences of alcohol drinking, training refusal
skills to increase self-efficacy, and reinforcing
health messages over time through various
media to modify attitudes for appropriate
alcohol consumption.

At the interpersonal level, the results were
consistent with previous studies in Thailand;
they indicated that students who had more
peers using alcohol (Chaveepojnkamjorn and
Pichainarong, 2007) and had relatives who
drink alcohol (Ruangkanchanasetr et al, 2005;
Chaveepojnkamjorn and Pichainarong, 2007)
tended to drink more frequently. Moreover, the
results were also consistent with previous
studies in other countries (Odo et al, 1999;
Karam et al, 2004, 2007; Lewis, 2005; Yeh, 2006).
Therefore, interventions in this level should
involve family-based and peer-based preven-
tion interventions, such as fostering peer-to-
peer communication to change social norms
about alcohol use among university students,
providing peer education programs about the
dangers of alcohol, particularly in groups of
students who share an affiliation (eg, a mem-
ber of an athletic team, fraternity house, or dor-
mitory), supporting close relationships within
a family, addressing no-alcohol rules at home,
and encouraging parents to serve as role mod-
els for their offspring.

At the institutional level, students who
had easier access to alcohol around univer-
sity tended to drink more frequently. This is
also consistent with previous studies (White
et al, 2000; Lindsay, 2006). Therefore, univer-

sity-based preventions to restrict accessibil-
ity of alcohol should be addressed, such as
limiting alcohol accessibility in and around
university, creating a social environment that
supports health-promoting norms, banning
the use and sale of alcohol in and around
university, and promoting anti-alcohol cam-
paign through various media in the univer-
sity.

At the community level, students who
had easier access to alcohol around commu-
nity tended to drink more frequently. This
is consistent with previous studies (Wechsler
et al, 2003; Weitzman et al, 2003; Dent et al,
2005). Thus, community-based prevention to
restrict accessibility to alcohol should be
addressed, such as limiting the number and
concentration of alcohol outlets in commu-
nity, eliminating irresponsible alcohol dis-
tributors in community, limiting the days or
hours of alcohol sales in community, and
encouraging the participation of community
leaders to provide a health-promoting envi-
ronment in community.

At the societal level, the low exposure
to anti-alcohol campaign and the high ex-
posure to alcohol advertising were associ-
ated with the higher alcohol consumption.
These findings are consistent with previous
studies (Unger et al, 2003; Donohue, 2004;
Dorsett and Dickerson, 2004; Ellickson et al,
2005; Lewis, 2005). Therefore, promoting
anti-alcohol campaigns, limiting the adver-
tising of alcohol, and other regulatory ac-
tions to decrease alcohol accessibility among
youth including tax and pricing, restricting
drinking areas, and limiting distribution
should be addressed. When alcohol policy
process in Thailand is considered, it reflects
the incompatibility of different interests,
particularly between health and economic
interests. When regulatory interventions are
introduced, such as taxation, control on al-
cohol availability, anti-alcohol promotion
campaign, and control on alcohol promo-
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tions, these are often criticized for neglect-
ing public health values (Sornphaisarn,
2005). Furthermore, reliability of enforce-
ment is still a critical problem in policy
implementation in Thailand (Thamarangsi,
2006).

In February 2008, legislation was en-
acted that introduced a number of new re-
strictions on alcoholic beverages (Alcohol
Beverage Control Act, 2008). The Act pro-
vides for the designation of alcohol-free
zones, restrictions on the methods for sell-
ing alcohol, and limits on advertising for al-
coholic products. The consumption and sale
of alcohol are prohibited in the alcohol-free
zones. Such zones include temples or other
places where religious rites are performed,
medical and public health establishments,
drug stores licensed to sell medication, gov-
ernmental and educational settings, public
parks, and oil and gasoline stations. The Act
also prohibits the use of price discounts, as
well as other sales promotions, to persuade
consumption.. Moreover, the Act prohibits
advertisements that include an image of the
alcoholic beverage itself or its container,
name, mark, or in a way that is meant to in-
duce others to consume such alcoholic bev-
erage. These limits appear to apply to all
forms of advertising, including television,
cinema, newspapers, magazines, and bill-
boards.

However, the Act contains an exception
for advertisements that give information or
creative knowledge unrelated to the alco-
holic beverage, provided that such advertise-
ments do not carry images of the actual
product or its container. However, the scope
of this exception is not entirely clear, and it
is hoped that ministerial regulations will
provide further guidance. Although this Act
has been enforced in Thailand, the enforce-
ment remains unmonitored. At the same
time, the alcohol industry has found ways
to circumvent these regulations by using in-

direct advertising in the controlled media
and increasing below-the-line media, such
as internet, sponsorship events, and mobile
advertisement (Thamarangsi, 2006). Youth,
including university students, are the most
vulnerable group for these risk-threatening
scenarios. Therefore, the regular review of
Thai alcohol policy is still needed in a dy-
namic situation in Thailand.

As presented above, these findings sup-
ported a social ecological approach because
drinking behaviors were not only affected
by individual factor, but they were also af-
fected by multiple environmental factors.
Consequently, two important recommenda-
tions can emerge from this study. First, the
multi-level preventions through a social eco-
logical approach should be urgently encour-
aged to prevent alcohol use among univer-
sity students in Thailand. The logic model
(Fig 1) suggests that if the interventions of
all levels were simultaneously addressed,
target populations would be exposed to anti-
alcohol messages and receive preventive in-
terventions through family, peers, university,
and community. Furthermore, if the national
policy and regulatory actions on alcohol
were effectively mobilized, they would lead
to several outputs: alcohol accessibility could
be restricted, price on alcohol could be in-
creased through tax, alcohol advertising and
promotions could be limited, and anti-alco-
hol campaign could be widely promoted. As
a result, the short-term outcomes expected
would be changes in awareness, knowledge,
skills, and attitude. Moreover, alcohol acces-
sibility among youth would be decreased.
Then, anti-alcohol norms will increase in the
intermediate term. Finally, the long-term
outcomes expected include reduced alcohol
trial, reduced prevalence of alcohol use, re-
duced alcohol-related problems, and, sub-
sequently, reduced alcohol-related morbid-
ity and mortality.

Furthermore, in the near future, this
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Fig 1-The logic model for preventing alcohol consumption among university students

Individual level

Interpersonal 
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Institutional 
level

Community 
level

Societal level

- Family-based 
prevention
- Peer-to-Peer 
communication

University-based 
prevention

Community-based 
prevention

National policy and 
Regulatory actions    

- Alcohol accessibility is 
restricted.
 - Increased price on alcohol 
through tax.
- Alcohol advertising and 
promotions are limited.
- Anti-alcohol campaign is 
widely promoted.

Changes in awareness, 
knowledge, skills, and 
attitude

Decreased access

Increased anti
alcohol 
norms

Reduced prevalence of 
alcohol use

Reduced alcohol-related
problems 

Increased productivity 
of labor supply in the 
future

Reduced alcohol-related
morbidity and 
mortality

Reduced alcohol trial Target-based 
prevention

Target Populations are exposed 
to anti-alcohol messages and 
receive preventions through 
family, peers, university, and 
community

Input Process Outputs Short-term Outcome
Intermediate

Long-term

population group will be healthy laborers.
This situation could potentially lead to
higher Thai labor productivity. Table 3 pro-
vides the potential multi-level prevention
strategies based on factors affecting alcohol
consumption behavior in this study. Second,
any related persons in each level including
university students, family, friends, educa-
tional institution administrators, community
leaders, health practitioners, or even national
policy makers should recognize the problem
and know roles in prevention. If all levels of
Thai societies collaborate with one another,
the prevention of alcohol use among Thai
youth will succeed effectively. For further
research, investigating the effectiveness of
interventions in each level by experimental
research should be considered and a social
ecological approach should be applied in the
study for preventing other health-risk be-
haviors such as tobacco use, sexual-risk be-
haviors, unhealthy nutritional habit, insuf-
ficient physical activity and behaviors lead-
ing to unintentional and intentional injury.
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