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Abstract 

Background: The current level of alcohol consumption has placed Nigeria and Uganda in the group of high consumption countries, 

however little is known about how people with problematic alcohol use and related problems utilize treatment services. 

Aims:  This study examined the relationship between alcohol consumption and mental health status in Nigeria and Uganda, and 

the relationship between heavy episodic drinking and treatment-seeking and treatment-receiving behavior. 

Data and methods: Analyses were based on cross-sectional survey data from Nigeria (N= 2018) and Uganda (N=1478) aged > 18 

years from the 2003 Gender, Alcohol, and Culture: An International Study (GENACIS). 

Results:  In both countries, the level of alcohol consumption was comparatively high, however, associations between drinking 

status and mental health problems were found only in Nigeria.  Heavy episodic drinkers were more likely to report having sought 

help in both countries, only in Nigeria was it also related to ever receiving help. 

Conclusion:  National strategies in both countries must continue allocation of resources to treatment services, supporting treatment 

availability and early identification of alcohol and related mental health problems.  Implementation of national alcohol policies 

should be followed up with assessment and adjustments. 

Introduction 

Problematic alcohol consumption entails great human costs 

for the individual, for the community, and for society in 

general.  It is well established that alcohol use has a causal 

impact on adverse outcomes, such as somatic diseases 

(Baliunas, Rehm, Irving, & Shuper, 2010; Samokhvalov, 

Irving, Mohapatra, & Rehm, 2010), social problems (Levola 

et al., 2013; Rehm et al., 2009), injuries (Taylor et al., 2010; 

Taylor & Rehm, 2012), and mental health problems (Grant 

et al., 2009; Grant et al., 2004). 

Studies have shown that the proportion of alcohol consumers 

who develop alcohol-related and mental health problems 

increases as the alcohol consumption in a population 

increases (e.g., Babor, 2003; Caetano & Cunradi, 2002; 

Rossow & Romelsjo, 2006).  In consequence, the drinking 

status in a given population is of great importance from a 

national public health perspective.  Although the level of 

alcohol consumption on average is lower in Africa compared 

to European countries, consumption in the form of 

traditional beverages, spirits, wine, and western lager beer is 

widely accepted in Nigeria and Uganda (Ibanga, Adetula, 

Dagona, Karick, & Ojiji, 2005; Tumwesigye & Kasirye, 

2005).  This has placed these countries within the group of 

high-consumption countries (see for example World Health 

Organization [WHO], 2004; WHO, 2014).  As a result, 

research on alcohol consumption and related harm have 

received considerable attention in both Nigeria and Uganda 

(e.g., Esan, Makanjuola, Oladeji, & Gureje (2013); Gureje, 

1999; Gureje et al., 2007; Kobusingye, Guwatudde, & Lett, 

2001; Obot, 2012; Obot, Wagner, & Anthony, 2001; Ohaeri 

& Odejide, 1993; Ovuga & Madrama, 2006;Swahn, Palmier, 

& Kasirye, 2013; Tumwesigye & Kasirye, 2005; 

Tumwesigye, Kyomuhendo, Greenfield, & Wanyenze, 

2012; Tumwesigye, Wanyenze, & Greenfield, 2012; 

Zablotska et al., 2009). 
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Individuals may recover from problematic alcohol 

consumption without formal treatment, however, in many 

cases recovery does not take place without relevant help, and 

seeking this help only happens when the alcohol use and 

related harms to self and others have become severe 

(Cunningham & Breslin, 2004).  Considering that 

identification and access to relevant treatment offers are 

important for reducing harms related to alcohol consumption 

(Marlatt & Witkiewitz, 2002; Room & Babor, 2005), the 

current lack of knowledge on associations between alcohol 

consumption and help-seeking and help-receiving behavior 

in Nigeria and Uganda is problematic.  According to a WHO 

survey, the annual spending on mental health in 2012 was 

less than US $0.25 per person in low-income countries 

compared to US $2 per person on a global level (WHO, 

2012).  Furthermore, the same research found that 36% of 

the people living in low-income countries were covered by 

mental health services compared to 92% of the people living 

in high-income countries.  Thus, from a public health 

perspective, improved knowledge on associations between 

alcohol consumption and help-seeking and help-receiving 

behavior in Nigeria and Uganda are important for future 

equitable and efficient use of available resources within the 

alcohol and mental health fields in both Nigeria and Uganda. 

The aims of this study were to investigate (1) the relationship 

between alcohol consumption and mental health status 

(MHS) in Nigeria and Uganda, and (2) the relationship 

between heavy episodic drinking (HED) and treatment-

seeking and treatment-receiving behavior. 

Method 

Samples 

The present study was based on data from Gender, Alcohol, 

and Culture: An International Study (GENACIS) 

(Bloomfield et al., 2005; Wilsnack, Wilsnack, Kristjanson, 

Vogentanz-Holm, & Gmel, 2009).  We used data on alcohol 

consumption, drinking patterns, and alcohol problems for 

the general population aged 18 and above in Nigeria and 

Uganda.  In Nigeria, the sample was drawn from three states 

in the north zone and two states in the south zone.  Forty of 

the 60 enumeration areas in each state were chosen 

randomly, and in housing units with more than one unit, one 

of the units was selected using a table of random numbers.  

In Uganda, the sample was drawn from selected districts in 

the western, central, eastern, and northern regions.  Within 

each district, a mix of sampling techniques was used, 

including stratification by county followed by simple 

random sample selection of 50% of the sub-counties and 

25% of the parishes.  Within each parish, one village was 

randomly selected, and 11 households in the village were 

selected using systematic sampling (Ibanga et al., 2005).  In 

Nigeria, interviewers were recruited from the Federal Office 

of Statistics, and in Uganda, interviewers were recruited by 

the researchers (Tumwesigye & Kasirye, 2005).  In total, 

3,496 informants were included; Nigeria (n = 2018, 88% 

response rate) and Uganda (n = 1478, 84% response rate).  

Measures 

Drinking status 

Categories for drinking status were defined according to the 

WHO categories for alcohol consumption (WHO, 2004; 

Wilsnack et al., 2009): (0) Abstainer (never consumed 

alcohol in lifetime); (1) Former drinker (previous alcohol 

use, but not the last 12 months); (2) Current drinker (current 

alcohol use).  These categories were determined by use of a 

last-12-month drinking frequency question, which identified 

the last-12-month drinker status.  Those who had answered 

that they had not drunk alcohol in the last 12 months were 

qualified as current abstainers and were then asked whether 

they either never had drunk alcohol at all (lifetime abstainer) 

or whether they had drunk alcohol previously (former 

drinker).  Those who had drunk alcohol within the past 12 

months were categorized as current drinkers.  Survey 

respondents who reported to be current drinkers were asked 

about consumption of five or more drinks in a single day 

(Wilsnack et al, 2009).  From this a dummy variable (1) was 

used if a respondent reported HED, drinking more than five 

standard drinks of alcohol (60 or more grams of pure 

alcohol) in a day.  

Mental health status and treatment-seeking behavior 

Self-rated MHS was rated on a five-point Likert scale (poor, 

fair, good, very good, excellent) based on the question “How 

has your emotional/mental health been in the last 12 

months?”  Due to few responses in certain answer categories, 

the five answer categories were collapsed into three by 

combining poor and fair into “fair” and very good and 

excellent into “very good.”  This approach has been used in 

many similar studies (e.g., Bora & Saikia, 2015; Habib, 

Elzein, & Hojeij, 2013; Mayer & Foster, 2015). 

As indicator for treatment-seeking behavior, we used three 

questions from the GENACIS study answered in a yes/no 

format: 1) “Did you ever consider seeking help for drinking 

or alcohol-related problems?”  In the case of a positive 

answer, the next question was 2) “Did you ever receive 

help?” and, if yes: 3) “Did you receive help the last 12 

months?”  A dummy value of one was coded if the 

respondent answered affirmative to each question. 

Socio-demographic factors 

Six socio-demographic factors were used as covariates: age, 

gender, employment, civil status, religious affiliation, and 

education.  Age was classified into three categories: 17–29 

years, 30–44 years, and 45+ years.  Employment was 

classified as employed, student, unemployed, homemaker, 

and other.  Civil status was classified as single, in 

relationship (married and co-habitating), and not in 

relationship (widowed, divorced, and separated).  Religious 

affiliation differed between countries.  In Nigeria, religious 

affiliation was classified as Muslim, Christian, Traditional, 

and other.  In Uganda, the classifications were Muslim, 

Catholic, Protestant, and other.  Education was classified 

according to the International Standard Classification of 

Education (UNESCO Institute for Statistics, 1997) and 

coded as Low = Pre-primary and primary; Middle = 
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Low/upper/post-secondary; High = First-/second-stage 

tertiary). 

Analyses 

First, bivariate analyses were run to test associations 

between all study variables (i.e., socio-demographics, 

alcohol use, and MHS), as well as help-seeking and help-

receiving behavior.  Variables with significant bivariate 

associations were then included in multivariable regression 

models to test the relationship between alcohol use and MHS 

and help-seeking and -receiving behavior.  Multinomial 

modeling was used to test the relationship between alcohol 

use and MHS.  Two multinomial logistic models were 

examined for each country: fair versus very good MHS, and 

good versus very good MHS.  Finally, we ran a multiple 

logistic regression model to test the relationship between 

HED and help-seeking and help-receiving, controlling for 

MHS.  P values for the logistic regression results were 

adjusted using the Šidák correction method to compensate 

for a possible increased risk of committing Type-I errors. 

The Hosmer–Lemeshow test was used to assess the fit of the 

logistic regression models.  P values for all results are two-

tailed with an alpha level of .05 as cut-off level.  All analyses 

were conducted with the available data on each variable; in 

other words, we dealt with the issue of missing values 

through list-wise deletion.  All the analyses were conducted 

using Stata 14. 

Results 

Descriptive statistics 

Participant characteristics are shown in Table 1.  There were 

significant differences between Nigeria and Uganda in all 

areas except employment and HED.  Nigeria had more male 

respondents and Uganda more female respondents, more 

respondents in Nigeria were over 45 years of age and fewer 

were between 17–29 years of age compared to Uganda.  In 

Nigeria, more respondents had a higher education and were 

currently in a relationship.  In both countries, nearly all 

reported a religious affiliation, with most respondents in 

Nigeria reporting Christian affiliation, and a similar 

proportion in Uganda reporting either Catholic or Protestant 

affiliation.  As for MHS, the majority of respondents in 

Nigeria reported a very good MHS compared to Uganda, 

where most reported a good MHS.  As for drinking status, 

more reported being abstainers in Nigeria and more reported 

being current drinkers in Uganda.  In both countries, about 

60% were employed, 10% were students, and 4% were 

unemployed, with a sixth to a fifth of the sample being 

homemakers.  There was no significant difference in HED 

between the two countries.  

Associations between alcohol consumption and mental 

health 

Table 2 reports the results of the multinomial logistic 

regression models that examined the relationships between 

drinking status and reported MHS in each country (model 1), 

and HED and reported MHS (model 2), controlling for 

socioeconomic and demographic factors in both models.  We 

used very good MHS as the reference category.  Regarding 

model 1, we found no relationship between drinking status 

and MHS in Uganda.  However, in Nigeria, current drinkers 

compared to abstainers had decreased odds of reporting fair 

MHS compared to very good MHS, and former drinkers 

compared to abstainers had lower odds of reporting good 

MHS compared to very good MHS.  With regard to model 

2, we only found significant associations in Nigeria; 

respondents who reported HED were more likely to report a 

less good MHS compared to respondents who did not report 

HED. 

Associations between treatment-seeking and -receiving 

behavior and heavy episodic drinking 

Table 3 report the results of the logistic regression model that 

investigates the relationship of treatment-seeking behavior 

on HED, using treatment-seeking and -receiving behavior as 

three separate outcome variables and controlling for MHS in 

addition to sociodemographic covariates.  

In Nigeria, HED was positively related to help-seeking and 

ever receiving help, and both good and very good MHS were 

protective for all three help-seeking/-receiving variables.  In 

Uganda, HED was significantly and positively related only 

to seeking help for alcohol-related problems; good and very 

good MHS were protective against seeking help; and good 

mental health was protective for ever having received help. 

Table 1 

Characteristics of the study samples and statistical comparisons between countries (%) 

Nigeria (n = 2018) Uganda (n = 1478) p value* 

Gender .024 

Male 53.2 48.7 
Female 46.8 51.3 

Age < .001 

17–29 a 29.5 46.8 
30–44 39.6 37.6 

45+ 30.8 15.6 

Education < .001 
Low 37.1 46.4 

Middle 53.0 47.7 
High 9.9 5.9 

Employment .465 
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Nigeria (n = 2018) Uganda (n = 1478) p value* 

Employed 62.0 61.1 
Student 9.3 11.3 

Unemployed 4.3 4.3 

Homemaker 15.0 20.3 
Other 9.4 3.0 

Marital status < .001 

Single  18.2 28.7 
In relationship 73.0 59.4 

Not in relationshipb 8.8 11.9 

Religion < .001 
Muslim 14.2 9.9 

Christian  83.8 n/a 

Catholic n/a 50.3 
Protestant n/a 34.8 

Traditional 1.6 n/a 

Other 0.4 5.0 

Mental Health Status < .001 

Fair 19.4 25.5 

Good 28.1 40.5 
Very good 52.5 34.0 

Drinking Status < .001 

Current drinkers 33.0 47.0 
Former drinkers 18.9 20.4 

Abstainers 48.1 32.6 

Heavy Episodic Drinkingc 17.3 16.3 .402 

*Kruskal–Wallis rank test of covariates between countries.  n/a =not applicable, i.e., the category was not asked.
aAge range for youngest group in Uganda = 18–29 years; b Includes both divorced and separated respondents; c Heavy episodic drinking is a 

separate variable. 

Table 2 

Multinomial logistic regression examining the relationship between alcohol use and mental health status in Nigeria and 

Uganda 

Nigeria Uganda 

Mental Health Status Mental Health Status 

Fair vs. very good Good vs. very good Fair vs. very good Good vs. very good 

OR 95% CI OR 95% CI OR 95% CI OR 95% CI 

Model 1 

Drinking status (abstainer = ref) 

Former  0.80 (0.58–1.11) 0.58** (0.41–0.81) 1.38 (0.89–2.15) 1.04 (0.71–1.51) 
Current 0.48*** (0.35–0.66) 1.04 (0.80–1.35) 1.14 (0.78–1.67) 1.21 (0.89–1.66) 

Brant test (chi-square) 67.02*** 12.60 

Pseudo R2 0.05 0.06 
n 1904 1371 

Model 2 

Heavy Episodic Drinking 0.80 (0.56–1.14) 1.73*** (1.30–2.30) 1.00 (0.66–1.52) 1.00 (0.70–1.43) 

Brant test (Chi-Square) 56.34*** 11.43 

Pseudo R2 0.05 0.06 
n 1904 1333 

In the multinomial regression model, very good is used as the reference category. 

Two separate models were run for drinking status and heavy episodic drinking predictors. 
Covariates included in regression models: gender, age, education, employment, religion, and civil status. 

*p < .05; **p < .01; ***p < .001
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Table 3 

Logistic regression models regressing treatment seeking behavior on Heavy Episodic Drinking and Mental Health Status 

Nigeria Uganda 

Ever sought 

help 

Ever received 

help 

Received help 

(last 12 

months) 

Ever sought 

help 

Ever received 

help 

Received 

help (last 

12 months) 

Heavy Episodic 

Drinking 

2.93 
[1.91–4.49]*** 

2.14 
[1.14–4.02]* 

1.59 
[0.75–3.37] 

2.62 
[1.60–4.27]*** 

1.52 
[0.78–2.95] 

1.20 
[0.53–2.71] 

Mental Health Status 

Fair (reference) 
Good 0.27 

[0.17–041]*** 

0.08 

[0.03–0.16]*** 

0.05 

[0.02–0.14]*** 

0.50 

[0.29–0.84]* 

0.50 

[0.25–0.99]* 

0.70 

[0.31–1.58] 

Very good 0.12 
[0.08–0.19]*** 

0.06 
[0.03–0.11]*** 

0.04 
[0.02–0.10]*** 

0.38 
[0.21–0.69]** 

0.50 
[0.24–1.05] 

0.56 
[0.23–1.37] 

Pseudo R2 0.13 0.21 0.25 0.09 0.05 0.04 

n 1862 1862 1862 1195 1195 1195 

Samples based on those who responded to questions on seeking and receiving help. Three separate regressions were run with seeking help, 
received help, and received help in the last 12 months as outcome variables. 

Control variables: gender, age, age-squared, education, employment, religion, and civil status. 

Šidák correction was used to adjust p values. 
*p < .05; **p < .01; ***p < .001

Discussion 

The present paper studied the relationships between drinking 

status, MHS, and help-seeking and -receiving behavior in 

general population samples of Nigeria and Uganda. 

According to our multivariate analyses, current and former 

drinkers in Nigeria had a lower likelihood of reporting 

poorer mental health (vs. very good mental health) compared 

to abstainers.  We also found that current drinkers who 

reported HED were more likely to report a good compared 

to a very good MHS compared to respondents who did not 

report HED.  These findings in Nigeria confirm what is well 

known about abstainers in general; that is, that they often 

report poorer health than drinkers, even after accounting for 

former drinkers in the analyses (Liang & Chikritzhs, 2013). 

On the other hand, we found no relationship between 

drinking status and MHS in Uganda.  We have no 

explanations for why these associations for Uganda were not 

as strong in this study compared to earlier studies.  It is likely 

that some of the differences may be due to cultural and 

economic changes over the last decades (Anderson, 

Chisholm, & Fuhr, 2009), and to possible differences in the 

respondents’ own perceptions and interpretations of the 

survey questions.  Also, surveys may underestimate actual 

drinking behaviors and MHS due to social desirability and 

fear of stigma (Henderson, Evans-Lacko, Flach, & 

Thornicroft, 2012; Stockwell et al., 2004).  Furthermore, the 

Ugandan sample was smaller than that for Nigeria, which 

could have led to finding fewer significant associations. 

As for help-seeking and -receiving behavior, we found that 

HED was positively related to help-seeking and ever 

receiving help in Nigeria, but only positively related to 

seeking help for alcohol-related problems in Uganda.  The 

fact that heavy episodic drinkers were more likely to report 

having sought help in both countries indicates that people 

who engage in risky drinking may experience enough harm 

to motivate them to seek help.  Considering the high 

prevalence of HED in both Nigeria and Uganda, this is a 

positive finding, insofar as it shows that help-seeking 

behavior is taking place in both countries despite possible 

fear of stigma (Schomerus et al., 2011; Yap, Reavley, & 

Jorm, 2013).  Still, our findings on help-receiving behavior 

show that there is room for improvement in service 

utilization, especially in Uganda.  While the associations 

between HED and help-receiving behavior in Nigeria 

indicate that the people who suffer alcohol-related 

consequences are offered help when they seek it, we found 

no such associations between HED and help-receiving 

behavior in Uganda. 

Our finding on good and very good MHS being negatively 

associated with seeking help for drinking or alcohol-related 

problems in both countries is in line with other research 

findings regarding associations between level of mental 

health and seeking help for problematic alcohol use (e.g., 

Blanco et al., 2015).  Taking the high prevalence of current 

and heavy episodic drinkers in both countries into account, 

this finding underlines the need to continue the identification 

of problematic alcohol consumption and related harms to 

self and others, especially in Uganda, where the prevalence 

of youth drinkers is nearly 50%.  

An important part of a national alcohol strategy is to 

strengthen the availability of early prevention programs and 

allocate resources to relevant treatment services (Archimi & 

Kuntsche, 2014; Marlatt & Witkiewitz, 2002).  For example, 

studies have shown that workplace programs have the 

potential to support change in drinking norms and reduction 

of harmful drinking (e.g., Webb, Shakeshaft, Sanson-Fisher, 

& Havard, 2009), and that even brief interventions for 

harmful alcohol consumption have the potential to reduce 

alcohol intake (Kaner et al., 2007; Vasilaki, Hosier, & Cox, 

2006).  As a part of this strategy, special attention needs to 

be paid to treatment barriers that have been described in 

many other studies, such as concerns about privacy, social 
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stigma, and lack of social support systems (e.g., Grella & 

Stein, 2013; Schomerus et al., 2011; Schmidt & Room, 

1999; Yap et al., 2013).  Furthermore, special attention needs 

to be paid to the consequences of treatment costs and lack of 

availability of relevant treatment options (Chen et al., 2013; 

Kaufmann, Chen, Crum, & Mojtabai, 2013).  Uganda in 

particular experiences a paucity of treatment services and 

treatment programs that target adults with individual needs 

(e.g., Abbo, Okello, Muhwezi, Akello, & Ovuga, 2016).  

In both Nigeria and Uganda, there is a strong focus on the 

associations between high levels of alcohol consumption and 

aggressive marketing activities.  Several studies have 

discussed the substantial commercial interests involved in 

promoting alcohol, calling for stronger national alcohol 

policy and regulation of sale (e.g., WHO, 2011).  Additional 

studies indicate that other highly cost-effective strategies 

involve making alcohol more expensive and less available, 

banning alcohol advertising, and increasing the proportion 

of alcohol that is taxed in settings with high amounts of 

unrecorded production and consumption (e.g., Anderson et 

al., 2009).  In Uganda, a new Alcohol Control Bill was 

drafted in 2016, in which a central aim was to counter the 

alcohol industry distribution strategy targeting youth 

between 10–24 years with cheap alcohol that is easy to 

conceal, leading to high levels of drinking and hindering 

youths’ ability to attend school and to be employed (Kasirye, 

2016; Swahn et al., 2013).  Such measures are essential for 

improving national policies and the public health 

infrastructure in both countries, and should be followed up 

by quality assessment and necessary adjustments (Anderson 

et al., 2009). 

Limitations 

An important strength of the GENACIS study is the use of 

centralized data and standardized measures.  However, 

results based on one-point assessments of alcohol 

consumption should be interpreted with caution, since 

especially younger and heavier drinkers often alternate 

between abstention/light drinking and moderate/heavy 

drinking, which only can be identified by using multiple 

measurements or retrospective measures (Kerr, Fillmore, & 

Bostrom, 2002).  The sample sizes for each of our study 

countries, especially Uganda, were not particularly large, 

and this could have led to a lack of significant relationships. 

Future surveys should include more questions on mental 

health to improve analyses of associations between alcohol 

consumption and MHS.  The challenges of alcohol 

consumption and related harm in Nigeria and Uganda remain 

a focus of recent reports (e.g., WHO, 2004; 2014), and the 

present study may inspire future national strategies targeting 

alcohol consumption and mental health problems in both 

countries.  

Conclusion 

National strategies in Nigeria and especially in Uganda 

should continue allocation of resources to alcohol treatment 

services, supporting treatment availability and early 

identification and treatment of alcohol and related mental 

health problems.  Successful implementation of national 

alcohol policies should involve assessment and necessary 

adjustments. 
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