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Introduction

Alcohol is a psychoactive substance that is legal, culturally 
and socially acceptable, and commonly consumed in most 
nations throughout the world.1 Alcohol use disorder (AUD) 
is a mental disorder defined by the negative consequences of 
frequent alcohol use, a pattern of compulsive alcohol use, 
and (occasionally) physiological dependence on alcohol (i.e. 
tolerance and/or withdrawal symptoms)2 and identified by 
the Alcohol Use Disorders Identification Test (AUDIT), 
which is used as a screening instrument in primary care 

research, both in the general population and in hospital 
patients.3,4
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Globally, around 2 billion people consume alcohol, with 
over 76 million people suffering from addiction.5 According 
to a World Health Organization (WHO) report, alcohol con-
sumption causes 3 million fatalities worldwide each year, as 
well as impairments and bad health for millions more indi-
viduals. Overall, hazardous alcohol use accounts for 5.1% 
of the global burden of disease, with males accounting for 
7.1% and females accounting for 2.2% of the global burden 
of disease, respectively.6

Until 10 August 2021, there were 285,413 cases, 4440 
fatalities, and 264,798 recovery cases documented fol-
lowing the onset of the COVID-19 pandemic in Ethiopia7 
and with a negative significant impact on the day-to-day 
activities of individuals living throughout the country, as 
evidenced by a study conducted in similar settings with 
more than half of the population developing mild-to-
severe psychological disturbances.8

Many people are using substances during the COVID-19 
epidemic, and alcohol is the most extensively utilized in 
most sections of the country.9 Harmful alcohol consumption 
during the era of COVID-19 pandemic might be responsible 
for the different human rights violations, including physical 
and sexual abuse, bodily disease, including unwanted preg-
nancies, and death,10 as well as a higher risk of death from all 
causes, including all diseases and medical conditions, and 
suicide, resulting in shorter life expectancy.11 Furthermore, it 
increases the likelihood of developing bacterial and viral 
lung infections substantially (including COVID-19)12 and a 
higher risk of HIV/AIDS transmission.13

According to WHO,14 the prevalence of AUD in the adult 
population ranges from 8.8% in Europe to 0.8% in the 
Eastern Mediterranean Region in 2018. It has been revealed 
that among COVID-19 patients hospitalized in England, 
28.6% have a moderate degree of alcohol consumption,15 in 
Australia, surveys indicated that 25%–52.7% of the sample 
had a risky pattern of alcohol usage during the COVID-19 
pandemic,16,17 higher proportions of AUD were also discov-
ered in China18 and according to the studies, prolonged 
worrying (fear of contracting the COVID-19) leads to the 
development of anxiety disorders, as well as an increased 
risk of heavy alcohol use and the development of AUDs.19,20 
According to the results of the Ethiopian Demographic and 
Health Survey (EDHS) in 2016, alcohol consumption among 
people aged 15–59 years old in Ethiopia was 46.64%.21 A 
few community studies in Ethiopia found that the prevalence 
of AUDs ranged from 11.4% to 27% prior to the COVID-19 
pandemic.22–25

The negative impacts of alcohol consumption can be seen 
in the short- and long-term repercussions on individuals and 
their families, as well as the entire society and property dev-
astation.26 The WHO27 has set a goal of lowering hazardous 
alcohol usage by 10% by 2025. As a result, the government 
of Ethiopia has taken steps such as raising the price of each 
type of alcohol and limiting the amount of time each type of 

alcohol can be promoted on social media.28 However, insuf-
ficient research has been conducted to demonstrate the effi-
ciency of prevention initiatives and the consequences of 
COVID-19 pandemic on alcohol consumption.

To the best of our knowledge, there was no enough com-
munity-based studies targeted at assessing the prevalence of 
AUD and its related factors in several sections of the coun-
try, including the current research area during the era of 
COVID-19 pandemic. As a result, the purpose of this study 
was to assess the prevalence of AUD and its associated fac-
tors in Dilla town, Gedeo zone, southern Ethiopia in the past 
year preceding the data collection period. The outcomes of 
this study will be useful in determining the applicability of 
alcohol use prevention programs and identifying key con-
tributing elements to the behavior. In addition, the findings 
are critical in order to make a positive impact on policymak-
ers and to provide input for an evidence-based alcohol use 
issue intervention program. Moreover, the findings of this 
study could be utilized to connect individuals with AUDs to 
mental health facilities in the town at the time of the study, as 
well as to launch public health interventions to minimize 
AUDs through integration with various levels of health care 
services.

Methods and materials

Study area, period, and design

The study was conducted in Dilla administrative town, which 
is the capital of Gedeo zone of south nation nationality rep-
resentative region (SNNRP) and 365 km away from Addis 
Ababa, the capital city of Ethiopia. The town has total popu-
lation of 95,376 with 19,464 households and five kebeles 
(smallest administrative units in the town). There is one gov-
ernmental hospital served as referral service for zone and for 
neighboring zones and two health centers with their satellite 
health posts. The hospital has psychiatric clinic providing 
both outpatient and in-patient services. Community-based 
cross-sectional survey was employed to conduct the study 
from 1 September to 2 October 2021.

Population

All residents of Dilla town with age of 18 and above years 
were considered as source population. Adult age 18 years 
and above who were available during the study period was 
the study population.

Eligibility criteria

Individuals of age 18 years and above in the household and 
permanently reside in the selected kebeles for 6 month and 
above were included. Individuals who are unable to commu-
nicate and severely ill were excluded from the study.
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Sample size determination

The total sample size for the study was computed under the 
assumption of single population proportion formula consid-
ering 27% of AUD from previous study conducted in Ambo 
town, Ethiopia,23 two-sided confidence interval (95% 
CI = 1.96), 5% of margin of error and 10% non-response 
rate. Bearing in mind of design effect of 2, the final sample 
size was 666.

Sampling technique and procedure

Multi-stage sampling technique was used to recruit 666 
study participants. From a total of five kebeles, two kebeles 
were selected using simple random sampling techniques. To 
select individuals in the household systematic sampling 
technique was employed after selecting the first household 
randomly using lottery method. The sample size (666) was 
proportionally allocated to each selected kebeles propor-
tional to their size of households, then ever 15th households 
were selected. In the case of more than one individual in a 
household lottery method was used to select one of them. 
When an eligible participant was not found at home, the 
interviewers returned to the household at various intervals, 
and if the interviewers were unable to locate an eligible par-
ticipant, the household was marked as non-respondent.

Data collection tools and procedures

The data were collected using interview administered struc-
tured questionnaire developed by reviewing different previ-
ously published articles.23,29–31 The data collection tools were 
categorized into different sections namely; respondent’s 
socio-demographic characteristics, AUDIT questionnaires, 
K-10 questionnaires to asses’ psychological distress, social 
support scales used to determine the social support status of 
the respondents, the current and life time history of sub-
stance use of the respondents.

The WHO’s AUDIT questionnaire was used to screen 
AUDs.3,32 In primary-care studies, the AUDIT was found to 
be the best screening instrument for the complete range of 
alcohol problems, both in the general population and in spe-
cific institutional groups like hospital patients with sensitiv-
ity 94.1% and specificity of 91.7%.3,33 The AUDIT score is 
divided into four sections: the first three questions (1–3) 
evaluate the quantity and frequency of alcohol use (hazard-
ous alcohol use); the second three questions (4–6) assess 
indicators of alcohol dependency; and the last four (7–10) 
investigate alcohol-related disorders (harmful alcohol use). 
Each question has a response category ranging from 0 to 4, 
with the first response scoring “0” never, “1” less than 
monthly, “2” monthly, “3” weekly, and “4” daily or practi-
cally daily. Question 9 and 10 contain only three possible 
answers and are scored as 0, 2, and 4. The AUDIT scores are 
totaled to produce an overall score ranging from 0 to 40.

In our study, the score was divided into four cut-off 
points: 0–7 implies low risk, 8–15 denotes risk/hazardous 
use, 16–19 denotes harmful use, and 20–40 denotes the pos-
sibility of alcohol dependency. Finally, we split our partici-
pants into two groups to get a binary outcome; those with an 
AUDIT score of ⩾8 (the cut-off point) were considered posi-
tive screening results (AUDs). The cut-off value of 8 for 
AUD has been confirmed across multiple nations,34–37 and 
previous Ethiopian research indicated that the internal con-
sistency of AUDIT was outstanding (Cronbach’s = 0.90).38 
The internal consistency of AUDIT in this study was simi-
larly excellent (Cronbach’s = 0.87).

The Kessler Psychological Distress Scale (K10) was used 
to determine the level of perceived psychological stress.39 
The K10 scale consists of 10 questions regarding emotional 
states, each with a 5-level response scale. The measure can 
be used as a brief screen to determine degrees of distresses, 
and the respondents’ scores were grouped as follows: 10–19 
likely to be well; 20–24 likely to have a mild disorder; 25–29 
likely to have a moderate disorder; and 30–50 likely to have 
a severe disorder. The scale has a good internal consistency 
of 0.93, sensitivity of 84.2%, and specificity of 77.8%.40

The social support was measured with a three-item Oslo 
social support scale (OSSS-3) with a score range of 3 to 14. 
“Scores of 12–14 indicate strong support,” “scores of 9–11 
indicate moderate social support,” and “scores of 3–8 indi-
cate poor social support,”41,42 and the scale exhibited good 
internal consistency with a Cronbach’s alpha of 0.91.43

The Alcohol, Smoking, and Substance Involvement 
Screening Test (ASSIST) version 2.0 was used to assess 
current and lifetime substance use of the respondents which 
was developed by WHO:44 individuals noted with a recent 
1 month history of any substance use were classified as cur-
rent substance users, whereas those respondents with at least 
once lifetime exposure to any substance were classified as 
lifetime users, and the tools had 0.84 reliability and 0.97 
test–retest reliability with Intraclass Correlation Coefficient 
(ICC) = 0.90.45,46

The data were collected by 4th year psychiatry students of 
dilla university after having 1 day of training about the objec-
tive of study, the study instruments, consent form, how to 
interview and follow the techniques of data collection proce-
dure. Finally, data were collected through face-to-face inter-
view after obtaining informed consent from the participants.

Statistical analysis

First the data were checked for completeness and consist-
ence, and then it was coded. The coded data were entered in 
to epidemiological information (Epi info), software version 
7 and exported to Statistical Package for Social Science 
(SPSS) version 25 for further statistical analysis. The results 
were expressed in terms of frequency (percentage) for cate-
gorical variable and means with standard deviation for con-
tinouse variables. Both bivariate and multivariate binary 
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regression analysis was done to assess factors associated 
with AUD. Variables with p value < 0.25 in bivariate analy-
sis were considered for multivariate binary logistic regres-
sion to control. In the multivariate model, variables with p 
value < 0.05 were considered as a statistical significant 
factor for the outcome variable. Finally, adjusted odds ratio 
(AOR) with 95% CI was computed to assess the strength of 
association.

Data quality control

Before the actual data collection pretest was conducted on 
5% of the total sample size other than the selected kebeles, 
then correction on ambiguous items in the developed tools 
before the actual data collection. The written structured 
questionnaire was translated in to Amharic language and 
back to English by the selected Amharic and English lan-
guage expert. At the end of the day of data collection, the 
collected data were checked by the selected group members 
for completeness.

Variables

The dependent variable in this study was AUD; whereas, the 
independent variables were socio-demographic and eco-
nomic characteristics: age, sex, marital status, religion, edu-
cational status, monthly income of the household, family 
size, occupational status, psychosocial, and substance use 

characteristics: family history of substance use, current khat 
chewing, current cigarette smoking, life time history of cig-
arette smoking, life time history khat chewing, and psycho-
logical distress and social support.

Operational definitions

Khat: A moderately narcotic stimulant that is typically 
ingested by chewing the green leaf.47

Result

Socio-demographic characteristics

The total number of participants in this study was 666, with 
a response rate of 100%. The mean (standard deviation 
(SD) age of the participants was 33.3 ± 11.3 years, with 
56.4% of those under 33 years old. Around 466 (70%) of 
the 666 participants were men, 316 (47.4%) were married, 
141 (21.2%) had attended primary education, 187 (28.1%) 
were merchants, 340 (51.1%) have a mean monthly income 
of more than 1539 Ethiopian birr (ETB) and 406 (61%) of 
the respondents had mean family size of ⩾5 (Table 1).

Psychosocial and substance use characteristics

About 354 (53.2%) of the 666 participants had a family his-
tory of alcohol use, and 306 (45.9%) had a lifetime history of 

Table 1. Socio-demographic characteristics among residents of Dilla town, Southern Ethiopia, 2021 (N = 666).

Variables Categories Frequency Percent (%)

Sex Male 466 70
Female 200 30

Mean age (years) <33 376 56.4
⩾33 290 43.6

Marital status Single 282 42.3
Married 316 47.4
Divorced 68 10.2

Educational status Unable to read and write 95 14.3
Read and write 215 32.3
Primary education 141 21.2
Secondary 98 14.7
College and above 117 17.6

Occupational status Government employer 81 12.2
Private worker 186 27.9
Farmer 84 12.6
Merchant 187 28.1
Student 128 19.2

Religion Orthodox 206 30.9
Muslim 204 30.6
Protestant 220 33.0
Catholic 36 5.4

Mean monthly income of the 
household (in Ethiopian birr (ETB)

< 1539 ETB 326 48.9
>= 1539ETB 340 51.1

Mean family size (in number) < 5 260 39
⩾ 5 406 61
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cigarette smoking. Furthermore, 262 (39.3%) and 218 
(32.7%) were current smokers and khat chewers, respec-
tively (Table 2).

Level of psychological distress

The participants’ level of perceived psychological stress was 
assessed. Out of the total 666 participants, 386 (58%) had a 
low level of psychological distress, 186 (27.9%) had a mod-
erate level of psychological distress, and 94 (14.1%) had a 
high level of psychological distress (Figure 1).

Magnitude of AUD

The magnitude of AUD among 666 participants was assessed 
in this study. Based on their AUDIT score values, partici-
pants were divided into 462 (69.4%) who were not at risk, 
132 (19.8%) who were at risk, 52 (7.8%) who were harmful, 
and 20 (3%) who were dependent. After reclassifying, 204 
(30.6%; % CI: 25.5$–35.7%) of respondents had positive 
result for AUDIT, while 462 (69.4%; 95% CI: 64.3%–74.5%) 

of the respondents had negative result for AUDIT in the past 
year preceding the data collection period (Figure 2).

Factors associated with AUD

To determine the association between the independent vari-
ables with AUD identification test both bivariate and multi-
variate binary logistic regression analysis was carried out. In 
bivariate binary logistic regression analysis, factors which 
are significantly associated with AUD at p value of <0.25 
were sex of the participants, age, marital status, occupational 
status, mean family size, life time history of cigarette smok-
ing, current cigarette smoking, current khat chewing, level of 
psychological stress and social support candidate’s for mul-
tivariate binary logistic analysis.

Results from multivariate binary logistics analysis 
showed that male sex, younger age, current cigarette smok-
ing, current khat chewing, level of psychological distress and 
social support were factors significantly associated with 
positive AUD identification test at p value of <0.05.

Table 2. Psychosocial and substance use characteristics among residents of Dilla town, Southern Ethiopia, 2021 (N = 666).

Variables Categories Frequency Percentage (%)

Family history of alcohol use Yes 354 53.2
No 321 46.8

Life time history of cigarette smoking Yes 306 45.9
No 360 54.1

Life time history khat chewing Yes 262 39.3
No 404 67.3

Current khat chewing Yes 218 32.7
No 448 60.7

Current cigarette smoking Yes 276 41.4
No 390 58.6

Social support Poor 282 42.3
Moderate 264 39.7
Strong 120 18

Low 
58%

Moderate
28%

High
14%

Level of psychological distress

Low

Moderate

High

Figure 1. Level of psychological stress among residents of Dilla 
town, Southern Ethiopia, 2021 (N = 666).

31%

69%

Alcohol Use Disorder Iden�fica�on 
Test

Posi�ve

Nega�ve

Figure 2. The proportion of alcohol use disorder identification 
test results among residents of Dilla town, GEDEO zone 
southern Ethiopia, 2021 (n = 666).
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This study showed that the odds of positive result on 
AUDIT were 8.33 times higher among males than females 
(AOR = 8.33, 95% CI: (4.34, 15.98)). The odds of positive 
AUDIT were 1.78 times higher among participants with age 
groups of less than 33 years old as compared with those 
33 years old and higher (AOR = 1.78,95% CI: (1.06, 3.00)). 
The odds of positive AUDIT were 2.49 times higher among 
current cigarette smoking than those with no history of cur-
rent cigarette smoking (AOR = 2.49, 95% CI: (1.42, 4.37)). 
The odds of positive AUDIT were 6.23 times higher among 
current history of khat chewing than the participants with no 
current history of khat/khat (AOR = 6.23, 95% CI: (3.8, 
9.92)).

The odds of positive AUDIT were 7.69 times higher 
among participants with severe psychological distress than 
participants with low level of psychological stress 
(AOR = 7.69, 95% CI: (4.16, 14.28)). The odds of positive 
AUDIT among participants with moderate level of psycho-
logical distress were 2.56 times higher than those with low 
level of psychological distress (AOR = 2.56, 95%CI: (1.35, 
4.76)).

Moreover, the odds of positive AUDIT with participants 
who had poor social were 2.30 times higher than participants 
with good social support (AOR = 2.30, 95% CI: (1.27, 4.18)). 
Similarly, the odds of positive AUDIT with participants who 
had moderate social support were 2.38 times higher as com-
pared with participants with good social support (AOR = 2.38, 
95% CI: (1.29, 4.38); Table 3).

Discussion

The current COVID-19 pandemic48 has a number of conse-
quences, one of which is the possible impact on health 
behavior, including alcohol consumption. Therefore, the 
goal of this study was to determine the magnitude of AUD 
identification test and its associated factors. According to the 
findings, 30.6% (95% CI: 25.5%–35.7%) of residents of 
Dilla town screened positive for AUDIT in the past year pre-
ceding the data collection period. The findings are congruent 
with a previous Ethiopian study conducted in Ambo town 
(27%),22 a study conducted in the United States among mid-
dle- and low-income adults revealed 35.3% of respondents 
screened positive for current AUD during the era of COVID-
19 pandemics,49 during the initial stages of the COVID-19 
pandemic, approximately 30% of subjects in Poland con-
sumed at-risk amounts of alcohol,50 and 28% of conflict-
affected males in the Republic of Georgia had at least harmful 
alcohol use, with an AUDIT score of ⩾8.51

The finding was lower than that of a study conducted in 
Jimma, Ethiopia (38.9%),3 a Nigerian study (48.1%),42 the 
United States America 55.6%,43 and an Indian study, in 
which 48.5% of alcohol users had an AUDIT score of 8 or 
higher. This might be explained by the COVID-19 pandemic 
crises are typically connected with unemployment and 
reduced working hours, resulting in lower income, which 
could lead to restricted resources and a drop in alcohol use 

and attributable disorders. In addition, the result could be 
attributed to the constraints on social engagements linked 
with drinking behavior.

Moreover, the magnitude of participants screened positive 
for AUDIT in this study is higher than studies conducted in 
Nepal (23.8%),52 United States (13.9%),53 Colombia (9%),54 
Brazil (7.9%),55 Greece (3.1%),56 Korea (7.5%), India (3.7%),57 
South Africa (3.9%),58 Nigeria (24.7%),59 Uganda (9.8%),60 
Kenya (6.7%)61 Sodo zone, SNNPR (21%),62 and south Gonder 
zone (23.7%),29 Sodo district (13.9%),24 and Agaro town 
(12.4%)23 based on AUDIT cutoff value of ⩾8. This disparity 
could be attributed to differences in culture, lifestyle, drinking 
habits, research time, or population. It is also possible that this 
is related to the existence of undiagnosed and untreated AUD 
respondents in the study. In addition, one of the causes for the 
disparity could be the ease of access and accessibility of alco-
holic beverages and during COVID-19 pandemics, people may 
stay at home. As a result, this period of isolation may result in 
an increase in alcohol dependence.

In this study, the odds of AUDs were higher among males 
than females. This finding was in line with previous studies 
conducted in Ethiopia,23,24,29,63 Indian,57 Brazil,55 Colombia,54 
United States,53 and Kenya.61 This could be because men 
consume more alcohol than women and cause more alcohol-
related harm to themselves and others; societal restrictions 
on women’s alcohol use could lessen the risk of having 
positive AUDIT; or it could be because men have higher 
psychiatric co-morbidity.54

Positive AUDIT were more common in people under the 
age of 33 years than in people over the age of 33 years 
because AUD is one of the leading causes of global disease, 
disability, and early mortality.64 This evidence is backed up 
by a systematic review and meta-analysis study that linked 
positive AUDIT to a younger age group with a higher risk of 
mortality.65 However, the findings differ markedly from 
those of previous research that have found that alcohol usage 
is lower among people under the age of 30.37,66,67 As a result, 
the findings point to the necessity for more comprehensive 
prevention and intervention initiatives in this age group.

The odds of positive AUDIT were higher among smokers 
as compared with non-smokers. This finding is consistent 
with research conducted in Brazil,55 Nepal,52 Colombia,54 
India,57 Nigeria,59 and other Ethiopian regions.23,63,68 Current 
khat chewing was found to be linked to positive AUDIT. 
When compared to non-khat chewers, respondents who 
chewed khat were six times more likely to have positive 
AUDIT. This result is consistent with prior Ethiopian 
research.68,69 The discovery could be explained by the fact 
that both khat and cigarettes have a similar mode of action 
with alcohol, in which one can enhance the rewarding impact 
of the other.70 Another possibility is that, according to a study 
conducted in Jimma City, Ethiopia, khat chewing is closely 
associated to mental distress,71 which leads to a problem 
with alcohol consumption. Furthermore, insomnia was 
linked to khat chewing,72 and to combat this adverse effect, 
khat chewers drank excessive amounts of alcohol.
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Table 3. Factors associated with alcohol use disorder among residents of dilla town, southern Ethiopia, 2021(n = 666).

Variables Alcohol use disorder 
identification test

COR (95% CI) p value AOR (95% CI) p value

Positive (%) Negative (%)

Sex 0.001  
 Male 190 (93.1) 276 (59.7) 9.15 (5.15, 16.23) 8.33 (4.34, 15.98) 0.001**
 Female 14 (6.9) 186 (40.3) 1 1  
Age (years) 0.135  
 <33 124 (60.8) 252 (54.5) 1.29 (0.92, 1.81) 1.78 (1.06, 3.00) 0.029*
 ⩾33 80 (39.2) 210 (45.5) 1 1  
Marital status 0.006  
 Single 100 (49) 182 (39.4) 0.89 (0.51, 1.53) 0.72 (0.33, 1.56) 0.413
 Married 78 (38.2) 238 (51.5) 0.53 (0.30, 0.92) 0.58 (0.29, 1.17) 0.131
 Divorced 26 (12.7) 42 (9.1) 1 1  
Educational status 0.286  
 Unable to read and write 21 (10.3) 74 (16.0) 0.79 (0.42, 1.49)  
 Able to read and write 73 (35.8) 142 (30.7) 1.43 (0.87, 2.35)  
 Primary school 56 (27.5) 85 (18.4) 1.52 (0.96, 2.12)  
 Secondary school 23 (11.3) 75 (16.2) 0.85 (0.46, 1.58)  
 College and above 31 (15.1) 86 (18.7) 1  
Occupational status 0.002  
 Government employee 32 (15.7) 49 (10.6) 1.81 (0.99, 3.27) 1.60 (0.75,3.43) 0.228
 Private employee 72 (35.3) 114 (24.7) 1.75 (1.07, 2.85) 1.37 (0.71, 2.63) 0.341
 Farmer 15 (7.4) 69 (14.9) 0.60 (0.30, 1.19) 0.61 (0.26, 1.41) 0.248
 Merchant 51 (25.0) 136 (29.4) 1.04 (0.62, 1.72) 0.75 (0.38, 1.48) 0.408
 Student 34 (26.6) 94 (20.3) 1 1  
Mean family size(in number) 0.014  
 <5 94 (46.1) 166 (35.9) 1.52 (1.09, 2.13) 1.18 (0.77, 1.82) 0.436
 ⩾5 110 (53.9) 296 (64.1) 1 1  
Mean monthly income 0.486  
 <1,539 ETB 104 (51.0) 222 (48.1) 1.12 (0.81, 1.56)  
 ⩾1,539 ETB 100 (49.0) 240 (51.9) 1  
Family history of alcohol use 0.942  
 Yes 108 (52.9) 246 (53.2) 1.01 (0.73, 1.40)  
 No 96 (47.1) 216 (46.8) 1  
Life time history of cigarette smoking 0.001  
 Yes 142 (69.6) 164 (35.5) 4.16 (2.92, 5.93) 1.44 (0.81, 2.58) 0.213
 No 62 (30.4) 298 (64.5) 1 1  
Life time history of khat chewing 0.619  
 Yes 84 (41.2) 178 (38.5) 1.12 (0.80, 1.56)  
 No 120 (58.8) 284 (61.5) 1  
Current cigarette smoking 0.001  
 Yes 134 (65.7) 142 (30.7) 4.31 (3.04, 6.12) 2.49 (1.42, 4.37) 0.010**
 No 70 (34.3) 320 (69.3) 0.23 (0.16, 0.33) 1  
Current khat chewing 0.136  
 Yes 139 (68.1) 79 (17.1) 10.37 (7.08, 15.18) 6.23 (3.8, 9.92) 0.005**
 No 65 (31.9) 383 (82.9) 1 1  
Psychological stress 0.001  
 High 58 (28.4) 36 (7.8) 7.52 (4.61, 12.32) 7.69 (4.16, 14.28) 0.001**
 Moderate 78 (32.8) 108 (23.4) 3.38 (2.28, 5.00) 2.56 (1.35, 4.76) 0.004**
 Low 68 (33.3) 318 (68.8) 1 1  
Social support 0.160  
 Poor 92 (45.1) 190 (41.1) 1.59 (0.97, 2.59) 2.30 (1.27, 4.18) 0.006**
 Moderate 84 (41.2) 180 (39.0) 1.53 (0.93, 2.52) 2.38 (1.29, 4.38) 0.005**
 Strong 28 (13.7) 92 (19.9) 1 1  

NB: COR: crude odds ratio; CI: confidence interval; AOR: adjusted odds ratio; ETB: Ethiopian birr; 1; Reference group; *p value < 0.05; **p value ≤ 0.01.



8 SAGE Open Medicine

Positive result on AUDIT was shown to be more common 
among those with a high and moderate level of psychological 
distress compared to those with a low level of psychological 
distress. Previous Ethiopian research29,62,63 supports the find-
ings. The result might be that during and after crises like the 
COVID-19 pandemic, greater psychological distress pro-
duced by a combination of financial hardships, social isola-
tion, and uncertainty about the future might aggravate patterns 
of alcohol consumption and increase attributable harm and 
could be inferred as handling approaches for the disaster.73

Furthermore, this study showed the odds of positive 
AUDIT were higher among participants with poor and mod-
erate social support as compared to participants with high 
social support. A previous Ethiopian study62 supports the 
finding. People who do not have many social connections or 
who do not have a lot of support from their friends and family 
are more likely to drink. At the completion of the survey, the 
community was given health education seminars on the 
problematic use of alcohol, as well as referral services.

Limitation of the study

One of the main limitation of this study was unable to relate 
AUDIT with the psychiatric disorders and the study could 
not cover some segments of the population (i.e, homeless 
individuals, prisoners, and most treated individuals) which 
may under or overestimate the prevalence of positive AUDIT. 
In addition, the AUDIT scores (cut off values) does not 
equate with the clinical AUD classification. Moreover, as the 
study being cross-sectional, unable to find causal association 
between AUDs and associated factors and social desirability 
bias; respondents who consume alcohol or other substances 
may under report or deny their use. Further research needed 
to address the long-term effects of COVID-19 on alcohol use 
and associated factors.

Conclusion

Significant proportions of residents of Dilla town had AUD. 
Being male, less than 33 years old, current khat chewing, 
current cigarette smoking, high and moderate level of psy-
chological distress stress, poor and moderate social support 
were related with AUDs. Therefore, it is better to provide 
early detection and public health intervention services, and 
making AUD treatment available and accessible in the com-
munity, and its also recommend establishment of appropriate 
referral linkage with mental health institutions. Furthermore, 
the high prevalence of positive AUDIT in the community 
underscores the necessity for a strict alcohol policy that takes 
into account health and economic issues while also enforcing 
the law to prevent the harmful impact of problem drinking.
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