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ABSTRACT 

 

Alcohol use disorder (AUD) has been identified as a major contributor to global burden of disease and 

is among the mental disorders with lowest treatment rates. This study was carried out to assess the 

prevalence of AUD and its treatment among undergraduates of Ekiti State University, Ado Ekiti, 

Nigeria. This study was in two phases. In phase one, an epidemiological survey was employed where 

multistage sampling technique was used to select participating students (N = 1751; Mean age = 21.53; 

Males, N = 844; Mean age = 22.04, and Females N= 907; Mean age =21.05). Sociodemographic and 

baseline data were collected in phase one through biodata form and Alcohol Use Disorder 

Identification Test (AUDIT) respectively. Phase two employed randomized control trial design where 

24 students who scored 7 (derived norm for AUDIT in this study) and above in AUDIT were 

randomly assigned into three treatment groups (Cognitive Behaviour Therapy (CBT), Alcoholic 

Anonymous (AA), CBT/AA-combined)  and one control group. The prevalence of AUD among the 

sampled population is as follows: (Total sampled population = 36%; males = 41.5%; females = 

30.9%). The difference of pre and post-therapy tests were statistically significant for AUD (CBT 

group: t (5) = 6.13, p <.01; AA group: t (5) = 4.59, p <.01; CBT/AA-combined group: t (5) = 3.71, p 

<.05). The difference between pre and post therapy tests were statistically significant for dependence 

use in CBT group: t (5) = 2.65, p< .05; but were not statistically significant for dependence use in AA 

group: t (5) = 1.55, p = .18. and AA/CBT-combined group (t (5) = 2.37, p = .064). From these 

findings, psychosocial approaches are needed to effectively assess and treat AUD. More so, treatment 

facilities should be utilized and made available early to prevent students from going into dependence 

phase of AUD. So, in order to reduce the prevalence of AUD among University Undergraduates, early 

psychosocial detection and evidence based treatments of AUD should be prioritized in the schools to 

avert physical, mental, and social harms of AUD. 

 

Key Words: Alcohol Use Disorder, University Undergraduate, Assessment, Treatment, Cognitive 

Behaviour Therapy, Alcoholics Anonymous.  
 

1. INTRODUCTION 

Alcohol use disorder (AUD) is a 

problematic pattern of alcohol use leading to 

significant impairment or distress. Typically 

AUD includes a strong desire to take 

alcohol, difficulties in controlling its use, 

persisting in its use despite harmful 

consequences, a higher priority given to 

alcohol use than to other activities and 

obligations, increased tolerance, and a 

physical withdrawal state 
[1, 2]

. Alcohol use 

disorder (AUD) has been identified as a 

major contributor to global burden of 

disease and is among the mental disorders 
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with the lowest treatment rates 
[3]

.  Although 

there are negative consequences of salt, 

sugar, and tobacco on our health; but 

alcohol still serves as a higher key “risky 

commodity” affecting global rates of 

noncommunicable diseases 
[4,]

 . Majority of 

illnesses, disabilities, and mortality ravaging 

people all over the whole world have been 

linked to alcohol use disorder 
[5,6]

.  

Through a comparative risk 

assessment done by World Health 

Organization (WHO); it was discovered that 

only unsafe sex and childhood underweight 

status contributed more to global burden of 

disease and injury than alcohol consumption 
[6]

.  

Recently, a global study revealed 

that no amount of alcohol is good for our 

overall health 
[7]

. The most surprising 

finding in this study was that even little 

amounts of alcohol use contribute to health 

loss globally. Furthermore, in this same 

study, alcohol use was seen as the leading 

risk factor for disease and premature death 

in people between the ages of 15 and 49 

worldwide in 2016; accounting for nearly 

one in 10 deaths. For all ages, alcohol use 

disorder was associated with 2.8 million 

deaths that year 
[7]

 . 

However, the treatment of alcohol 

use disorder has been recognized to be very 

low despite its harms to individuals, 

families, students, workplace, institutions, 

and community as a whole 
[3]

. Since alcohol 

is seen as social drink, its usage has become 

widespread across all ages leading to 

debilitating illnesses and premature deaths. 

For example, in Nigeria, young people go 

into harmful drinking especially when they 

reach legal alcohol consumption age of 18 

and starting to drink at an early age 

increases a person’s chances of developing 

problems with alcohol use in later life 
[8]

. 

More so, early alcohol use can be associated 

with behaviours such as unsafe sex, 

smoking, use of illegal drugs, and risk-

taking behaviours 
[9]

. When negative effects 

of alcohol use disorder are not treated in 

time, they degenerate into biological, 

psychological, and social health problems. 

So, emphasizing and increasing treatment 

engagement for alcohol use disorder should 

be a public health priority in order to curb 

the numerous harms of AUD.  

 

1.1 12-Step Alcoholic Anonymous and 

Cognitive Behaviour Therapy 

The two treatments adopted in this 

research look at alcoholism from different 

perspectives. Alcoholic Anonymous sees 

alcoholism as a disease, while cognitive 

behavior therapy sees alcoholism as life 

process phenomenon 
[10]

. Different beliefs 

about causes of alcoholism will determine 

different beliefs about how to treat alcohol 

abuse and dependence. Table 1. Below 

shows the differences between disease 

model (Alcoholic Anonymous) and life 

process approach (Cognitive Behaviour 

Therapy) to alcoholism. 

 
Table 1: Differences between the Disease and the Life Process Approach to Alcoholism 

Disease Model (e.g. AA) Life Process Program (e.g. CBT) 

Alcoholism is inbred Person uses alcohol to cope with life 

Everyone gets the same therapy Treatment is tailored to individual 

Person must accept he/she is alcoholic Focus on problems, not labels 

Therapy and goals are dictated to person Person participates in therapy goals and plans 

Person with drinking problem must be alcoholic There are all kinds of drinking problems 

Focus on drinking Focus on coping 

Abstinence is only resolution for a drinking problem Improved control and successful relapse reduction sought as well as abstinence 

Primary social supports are fellow alcoholics Primary social supports: work, family, friends 

Person must always think of self as alcoholic Person need not think of self as alcoholic 

Source: Peele, Brodsky, and Arnold (1991). The Truth About Addiction and Recovery. New York: Simon & Schuster, p. 174. 

 

1.2.1 Cognitive Behaviour Therapy 

(CBT) 

CBT is mostly used to treat 

depression, phobias, alcohol/drug addiction, 

eating disorders, sleeping disorders, and 

other related diseases. Cognitive Behavioral 

Therapy (CBT) is a type of psychotherapy 

aimed at identifying and modifying faulty 

thought processes, attitudes and attributions, 

and problem behaviours 
[11]

. CBT is based 

http://www.peele.net/bookstore/truth.html
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on the premise that the way we think has 

significant impact on how we feel and what 

we do. The focus of the treatment is to make 

a patient recognize situations wherein they 

are more likely to give in to their addiction. 

CBT professionals make sure patients know 

how to prevent such situations and cope 

with addictive behaviors.  

CBT helps a person focuses on the 

current challenges and how to proffer 

solution to them. The therapist/psychologist 

helps the person learn how to identify 

distorted or unhelpful thinking patterns, 

recognize and change inaccurate beliefs, 

relate to others in more positive ways, and 

change behaviors accordingly 
[12]

.    

Table 2 below reveals emotional 

(personal) and interpersonal skills that the 

therapist need to inculcate into the 

beneficiaries of cognitive behaviour 

therapy. 

 
Table  2 :Cognitive/Behavioral Skills Training for Alcoholics 

Internal Skills Interpersonal Skills 

(Emotional Management) (Dealing with Others) 

Managing compulsive thoughts Refusing alcohol 

Problem solving Assertiveness training 

Decision-making Expressing needs 

constructively 

Relaxation techniques  Accepting feedback 

Managing anger Giving criticism 

Reversing negative thinking Expressing emotions 

Emergency contingency 

planning  

Building support networks 

Source: Adapted from Monti, Kadden, Rohsenow, Cooney, and 

Abrams, (2002). Treating Alcohol Dependence: A Coping Skills 

Training Guide, New York: Guilford. 

 

1.2.2 Alcoholics Anonymous (AA)- 12-

Step Programme 

Alcoholic Anonymous usually 

abbreviated AA, is a 12-step recovery 

program that has helped many people stop 

the use of alcohol. The original program 

was focused on spirituality, religion, and 

God having an impact on changing a 

person's life, but depending on the program 

you attend, these 12 steps may be altered for 

the audience. AA sees alcoholism as a 

disease, an inbred, and "out of control” 

phenomenon that cannot be modified  
[10]

. 

AA treatment usually consists lectures and 

group confrontation sessions. 

Alcoholics Anonymous (AA) was 

established in 1935 in Akron, Ohio, by two 

men who found it was easier for them not to 

drink when they met with other alcoholics 

to share stories and inspirational readings. 

AA now has many offshoots like Alanon 

and Alateen for family members of 

alcoholics, Narcotics Anonymous for drug-

users, Gamblers Anonymous, and 12-step 

groups for those who consider themselves 

sex addicts, food addicts, etc  
[13]

 

AA has, however, been helpful to 

people who can commit to abstinence, are 

willing to accept a lifetime identity of 

alcoholic, get benefits from the social and 

spiritual support, and believe in the AA 

view  
[13]

 . 

The main underlying beliefs and 

method of AA as revealed by Korhoren 

include: 

• alcoholism is a spiritual illness over 

which the person has no personal 

control. 

• life will become more and more 

unmanageable unless the person quits 

drinking completely. 

• to quit, people must give themselves to 

God/a higher power and become 

spiritually healthy. 

• the best way to sobriety is to fulfill a 

number of activities (the 12 steps) that 

will help lead to an abstinent, 

spiritually-healthy life. 

• these goals can be more easily achieved 

with the help of others who are 

going/have gone through the same 

problems. 
[13]

 

 

2.0  MATERIALS AND METHODS 

2.1 Research Setting  

The setting where this research took 

place was Ekiti State University, Ado Ekiti, 

Nigeria. The university is a public tertiary 

institution with students from varying 

socioeconomic and cultural backgrounds.  

 

2.2 Research Design 

The two phases of this research had 

different designs. The first phase is an 

epidemiological survey research designed to 

assess the rate of alcohol use disorder 

http://www.guilford.com/author/David-B-Abrams
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among college students in Ekiti State 

University. 

While the second phase is an 

experimental design-between subject 

designs. Specifically, a randomized, wait-

list control design was used at the treatment 

stage to test whether an intervention or 

treatment works) 
[14]

. Randomized, wait-list 

control design involves the use of random 

assignment to ensure that known and 

unknown person and environmental 

characteristics that could affect the outcome 

of interest are evenly distributed across 

conditions. Random assignment of 

participants equalizes the groups on all other 

variables 
[14]

 ).  

This design is a multileveled, 

completely randomized design to ensure 

differences between pre-test - post-test 

measures. This design was employed due to 

the fact that the study contains four levels of 

independent variables which include three 

treatment groups and a control group or 

wait-list group. The treatment groups 

include 12 Step Alcoholic Anonymous AA 

as group 1, Cognitive Behaviour Therapy 

CBT as group 2, and group 3 for combined 

therapies (both AA and CBT). While the 

fourth group is the control group or wait-list 

group. The research participants, sampling 

techniques, research instruments, and 

procedure used in this research are 

described separately in each of the two 

phases as presented below: 

 

2.3 Research Instruments Used in Phase 

One and Phase Two 

In the first phase of this study, an 

assessment battery containing (i) socio 

demographic information and other 

information such as family structure, family 

drinking problem. (ii) Alcohol Use Disorder 

Identification Test (AUDIT) was used. 

AUDIT was developed by the World Health 

Organization (WHO) as a simple method of 

screening for hazardous and harmful 

patterns of alcohol consumption. 
[15]

. 

AUDIT is a self-administered questionnaire 

consisting of  ten items categorized into 

three domains namely (a) Hazardous 

alcohol use which include items 1, 2, 3; (b) 

Dependence symptoms which include items 

4, 5, 6; and (c) Harmful Alcohol Use which 

include items 7, 8, 9, 10 
[15]

. In Nigeria, as 

reported by Obadeji et al, problematic 

drinking pattern or alcohol use disorder 

(AUD) starts when a male scores 8 and 

above; and a female scores 7 and above 
[16]

. 

But in this study, through statistical 

analysis, a mean score of 6.04 was gotten 

for both male and female but approximated 

to 7; since no participants score can fall 

between 6 and 7. So, in this study, 

problematic pattern of alcohol use starts 

when a participant scores 7 and above. 

 

2.4 Participants, Inclusion Criteria and 

Sampling Techniques  

INCLUSION CRITERIA 

1. scores of 7 and above on AUDIT 

2. Written consent to participate in the 

study 

 

EXCLUSION CRITERIA 

1. Final year students were excluded due to 

their busy schedule. 

2. Participants not willing or who refuse to 

give consent. 

Initially 40 students were selected to 

participate in phase two of this study after 

scoring 7 or more on the AUDIT scale. Out 

of these 40 students, only 24 students gave 

consent to participate and they were 

randomly assigned into four groups of 6 

particitants-  

A. Cognitive Behaviour Therapy (CBT) 

group  

B. 12 Step Alcoholic Anonymous (AA) 

group  

C. CBT and AA-combined group  

D. Control group 

 

2.5  Therapeutic Procedures Used  

Therapy Groups 
The therapeutic technique used in 

Group A was Cognitive Behaviour Therapy 

(CBT), Group B was 12 Step Alcoholic 

Anonymous (AA), Group C was combined 

therapy-AA and CBT, while Group D 
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served as the control group where no 

treatment was given.  

The group therapies were taken in 8 

sessions in which each of the groups met 

separately twice weekly. The duration for 

each of the group sessions was an hour apart 

from group C that has two therapies 

combined, which took 1 hour 30 minutes. 

Evidence has shown that procedures similar 

to the aforementioned therapeutic 

procedures have been used with cancer 

outpatients going through psychotherapy in 

a health facility and was found effective.  
[15]

. 

 

2.6 Post Therapy Assessment 

Two research instruments were used 

at this stage to test the effectiveness of the 

therapeutic programmes. The scales include: 

1) Alcohol Use Disorder Identification Test 

(AUDIT) and 2) The AWARE 

Questionnaire (Advance WArning of 

RElapse) The therapy took place within four 

weeks-Saturday September 8
th

, 2018 to 

Saturday October 6th, 2018. The AUDIT 

scale used at the first stage was re-

administered a month after the therapy. 

Assessing participants a month after therapy 

agrees with the tenth revision of the 

International Classification of Diseases 

(ICD 10) criteria for diagnosing acute 

alcohol intoxication, harmful use, and 

alcohol dependence syndrome 
[2]

 . ICD 10 

says three or more alcohol use symptoms as 

can be seen in Alcohol Use Disorder 

Identification Test, should have occurred for 

at least a month before diagnosis can be 

made 
[2]

. Since this research has a limited 

time frame, at post therapy assessment, 

wherever  “LAST ONE YEAR, 

MONTHLY, WEEKLY, AND DAILY” 

were written in AUDIT were changed to 

“LAST ONE MONTH, WEEKLY, DAILY, 

AND HOURLY;” respectively. This was 

done to be able to accommodate one month 

post therapy assessment. More so, the 

control group was assessed using the 

AUDIT to know how effective the therapies 

have been.  

To test if drinkers’ motivation is 

associated with warnings or propensity to 

relapse; a test instrument called Advanced 

Warnings of Relapse (AWARE 

Questionnaire) was administered at this 

stage to identify probable relapse episode in 

the future.  

Analysis was done using statistical 

package for social sciences (SPSS version 

23). 

 

3.0  RESULTS 

3.1 Hypothesis1: There will be a significant 

difference in the pre and post therapy 

evaluation of alcohol use disorder among 

the CBT/AA group. 

 
Table 3: Paired sample t-test showing pretest and posttest difference in alcohol use disorder scores among the CBT/AA group 

 

 

A paired sample t-test (table 3) 

showed that the difference between pretest 

and posttest hazardous alcohol use scores of 

the CBT/AA group were statistically 

significant, t (5) = 3.53, p <.05. This means 

that the posttest hazardous alcohol use 

scores were significantly lower than the 

pretest hazardous alcohol use scores of the 

CBT/AA group. Similarly, the difference 

between pretest and posttest harmful alcohol 

use scores of the CBT/AA group were 

statistically significant, t (5) = 2.57, p <.05. 

This means that the posttest harmful alcohol 

use scores were significantly lower than the 

pretest harmful alcohol use scores of the 

CBT/AA group. In addition, the difference 
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between pretest and posttest alcohol use 

disorder scores  of the CBT/AA group were 

statistically significant, t (5) = 3.71, p <.05. 

This means that the posttest alcohol use 

disorder scores were significantly lower 

than the pretest alcohol use disorder scores 

of the CBT/AA group.However, the 

difference between pretest and posttest 

dependence alcohol use scores of the 

CBT/AA group were not statistically 

significant, t (5) = 1.55, p = .18. 

 

3.2 Hypothesis 2: There will be a 

significant difference in the pre and post 

therapy evaluation of alcohol use disorder 

among the CBT group. 

 
Table 4: Paired sample t-test showing pretest and posttest difference in alcohol use disorder scores among the CBT group 

 
 

A paired sample t-test (table 4) 

showed that the difference between pretest 

and posttest hazardous alcohol use scores of 

the CBT group were statistically significant, 

t (5) = 3.04, p < 05. This means that the 

posttest hazardous alcohol use scores were 

significantly lower than the pretest 

hazardous alcohol use scores of the CBT 

group. Similarly, the difference between 

pretest and posttest harmful alcohol use 

scores of the CBT group were statistically 

significant, t (5) = 3.97, p < .05. This means 

that the posttest harmful alcohol use scores 

were significantly lower than the pretest 

harmful alcohol use scores of the CBT 

group. Also, the difference between pretest 

and posttest dependence alcohol use scores 

of the CBT group were statistically 

significant, t (5) = 2,65, p <.05. This means 

that the posttest dependence alcohol use 

scores were significantly lower than the 

pretest dependence alcohol use scores of the 

CBT group. In addition, the difference 

between pretest and posttest alcohol use 

disorder scoresof the CBT group were 

statistically significant, t (5) = 6.13, p <.01. 

This means that the posttest alcohol use 

disorder scores were significantly lower 

than the pretest alcohol use disorder scores 

of the CBT group. 

 

3.3 Hypothesis 3: There will be a 

significant difference in the pre and post 

therapy evaluation of alcohol use disorder 

among the AA group. 

 
Table 5: Paired sample t-test showing pretest and posttest difference in alcohol use disorder scores among the AA group 

 
 

A paired sample t-test (table 5) 

showed that the difference between pretest 

and posttest hazardous alcohol use scores of 

the AA group were statistically significant, t 

(5) = 2.60, p <.05. This means that the 

posttest hazardous alcohol use scores were 

significantly lower than the pretest 

hazardous alcohol use scores of the AA 

group. Similarly, the difference between 

pretest and posttest harmful alcohol use 
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scores  of the AA group were statistically 

significant, t (5) = 8.60, p <.001. This 

means that the posttest harmful alcohol use 

scores were significantly lower than the 

pretest harmful alcohol use scores of the AA 

group. However, the difference between 

pretest and posttest dependence alcohol use 

scores of the AA group were not statistically 

significant, t (5) = 2.37, p = .064. Although, 

the mean score of posttest is lower than the 

mean score of pretest. In addition, the 

difference between pretest and posttest 

alcohol use disorder scores of the AA group 

were statistically significant, t (5) = 4.59, p 

<.01. This means that the posttest alcohol 

use disorder scores were significantly lower 

than the pretest alcohol use disorder scores 

of the AA group. 

 

3.4 Hypothesis 4: There will be no 

significant difference in the pretest and 

posttest evaluation of alcohol use disorder 

among the control group. 

 
Table 6: Paired sample t-test showing pretest and posttest difference in alcohol use disorder scores among the control group 

 
 

A paired sample t-test (table 6) 

showed that the difference between pretest 

and posttest hazardous alcohol use scores  

of the control group were not statistically 

significant, t (5) = 1.58, p = .18. Also the 

difference between pretest (n = 6, M = 5.83, 

SD = 1.94) and posttest harmful alcohol use 

scores of the control group were not 

statistically significant, t (5) = -.73, p = .50. 

Further, the difference between pretest  and 

posttest dependence alcohol use scores  of 

the control group were not statistically 

significant, t (5) = -.50, p = .63. In addition, 

the difference between pretest  and posttest 

alcohol use disorder scores  of the control 

group were not statistically significant, t (5) 

= -.93, p = .39. All these findings revealed 

that there were no significant differences 

between pretest and posttest scores on 

hazardous, harmful, dependence and alcohol 

use disorder of the waitlist control group. 

Therefore, hypothesis 4 is supported. 

 

3.5 Hypothesis 5: There will be a 

significant therapeutic effect on measures of 

alcohol use disorders at the post intervention 

analysis. 

 
Table 7: One-way ANCOVA-treatment effect on alcohol use disorder(full score) 

 
 

A one-way analysis of covariance 

(ANCOVA: table 7) was conducted to 

determine the effect of psychotherapy on 

alcohol use disorder while adjusting for 

alcohol use disorder (AUD) baseline scores. 

ANCOVA results indicate a significant 

effect of psychotherapy on alcohol use 

disorder, F (3, 19) = 17.26, p < .01, partial 

η2 = .73. Pairwise comparisons using 

Bonferroni showed that the combined 
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therapeutic group (AA/CBT group) had the 

least scores (M = 3.33)  while the control 

group had the highest score  (M = 17.67).  

Other scores were; CBT group (M = 5.33), 

AA group (M = 7.50). However, there was 

no significant mean difference among CBT, 

AA, and AA/CBT groups. The covariate 

(alcohol use disorder baseline scores) had 

significant effect on post treatment alcohol 

use disorder scores, F (1, 19) = 24.35, p < 

.01, partial η2 = .56.  

 

3.6 Hypothesis 6: There will be a 

significant effect of therapies on propensity 

to relapse. 

 

Table8: One-way ANOVA- treatment effect on propensity to relapse 

 
 

Results in table 8 showed that 

therapeutic techniques did not have 

significant effect on propensity to relapse   

[F (3, 23) = 2.84, p = .064]. Therefore, 

hypothesis 6 is not supported. 

 

4.0 DISCUSSION 

4.1 Hypothesis 1 investigated if there will 

be a significant difference in the pre and 

post therapy evaluation of alcohol use 

disorder among the CBT/AA group-

combined. As revealed in table 3 posttest 

scores on hazardous and harmful alcohol 

use except dependence use were 

significantly lower compared with pretest 

scores. Indicating that CBT/AA combined 

therapies were more effective among 

participants manifesting hazardous and 

harmful use than participants manifesting 

dependence use (state where tolerance and 

withdrawal symptoms have set in). These 

outcomes suggest that recovery is based on 

the level of severity of alcohol abuse or 

addiction. Dependent alcohol users may not 

recover as fast as hazardous or harmful 

users even when two therapies (AA/CBT-

combined) or complementary therapies are 

used. Although, evidence has shown that 

holistic or complementary treatment 

techniques like AA/CBT-combined are the 

most beneficial for participants in therapy 
[17]

; but the severity of alcohol use 

(dependence use) and shorter duration of 

intervention may bring about poor 

therapeutic effects. This finding suggests 

that early treatment intervention for alcohol 

users will promote quick recovery while 

delay in treatments may lead to addiction 

(tolerance and withdrawal symptoms), 

thereby making treatment somewhat 

difficult. Apart from considering the post 

therapy scores on hazardous, harmful and 

dependence use, posttherapy score on 

alcohol use disorder generally was 

significantly lower compared with 

pretherapy score. Indicating that 

complementary therapies (AA/CBT-

combined) used in this study is very 

effective in treating alcohol use disorder. 

This agrees with the explanation of 

Ouimette et al) that CBT works in a 

complementary fashion with 12-step 

approaches that provide patients with 

valuable social support and a methodology 

for change 
[18]

. Moreover, the effectiveness 

of these combined therapies have been 

recognized, and therapists providing CBT to 

their patients with substance misuse 

problems can also encourage the patients’ 

involvement in 12-steps groups  
[18,19]

. 

Moreover, using combination therapies like 

AA/CBT-combined allow patients to be 

exposed to both spiritual therapy (using AA) 

and psychological therapy (using CBT). 

With these findings, therapists should not 

just stick to one pattern of treatment but 
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should endeavour to use combination 

treatments in solving problematic patterns 

of alcohol use.  

 

4.2 Hypothesis 2 investigated if there will 

be a significant difference in the pre and 

post therapy evaluation of alcohol use 

disorder among the CBT group. As shown 

in table 4, the posttherapy scores on 

hazardous, harmful, dependence alcohol use 

are significantly lower compared with 

pretest scores. More so, posttest scores on 

alcohol use disorder generally is 

significantly lower compared with pretest 

scores. These findings revealed that 

cognitive behaviour therapy (CBT) has 

positive impact in helping people with 

alcohol use disorder. Although, the outcome 

after CBT intervention did not show total 

abstinence from alcohol use; but there is 

hope of total abstinence because the 

differences in pretherapy and posttherapy 

scores in a month after CBT intervention 

were statistically significant. In line with the 

findings in this study, CBT has been shown 

to be successful in helping people with 

alcohol use disorder 
[20,21]

. Furthermore, 

CBT has been recognized as a therapeutic 

tool that provides a powerful set of 

interventions for the treatment of patients 

suffering from substance use disorders  
[19]

. 

In addition, McHugh et al revealed that 

CBT for alcohol use disorder is effective as 

both a monotherapy and as part of 

combination treatment 
[22]

. So, the 

effectiveness of CBT among the university 

students is pointer to the usefulness of CBT 

to curb alcohol use disorder in our higher 

institutions.  

 

4.3 Hypothesis 3 tested if there will be a 

significant difference in the pre and post 

therapy evaluation of alcohol use disorder 

among the AA group. As shown in table 5, 

the posttest scores on hazardous and 

harmful alcohol use except dependence use 

were significantly lower compared with 

pretest scores. AA programme seems more 

effective among hazardous and harmful 

users than users that are dependent on 

alcohol. Indicating that participants who 

manifest dependence use of alcohol (where 

tolerance and withdrawal symptoms have 

set in) may need to stay longer in AA 

therapy session than those that manifest 

hazardous and harmful use. This agrees with 

the finding of Moos and Moss, that longer 

duration of AA attendance is associated 

with less drinking 
[23]

. Similarly,, Kaskutas  

revealed that those with a shorter duration 

of time in AA had lower rates of abstinence 
[24]

.  That is, more involvement in AA 

relates to higher levels of abstinence. Apart 

from observing the effectiveness of AA on 

the subscales (hazardous, harmful and 

dependence) of AUDIT, this study also 

discovered that posttest score on alcohol use 

disorder as a whole was significantly lower 

compared with pretest score on alcohol use 

disorder in AA group. Indicating 

effectiveness of AA in treating alcohol use 

disorder when participants are consistent in 

therapy. The effectiveness of AA among 

alcohol users have been supported by 

different studies 
[24-26]

.  

 

4.4 Hypothesis 4 investigated that there will 

be no significant difference in the 

pretherapy  and post therapy  evaluation of 

alcohol use disorder among the control 

group. As seen in table 6, the scores on 

hazardous, harmful, dependence, and 

alcohol use disorder generally from the 

groups that did not receive any therapy 

(control group) were not significantly 

different from baseline scores. Indicating 

that absence of therapeutic interventions 

may worsen hazardous, harmful, 

dependence, or alcohol use disorder as a 

whole. Judging from the mean scores from 

control group: hazardous (before = 6.00; 

after =5.67), harmful (before = 5.83; after = 

6.50), dependence (before = 5.17; after = 

5.50), alcohol use disorder (before = 17.00; 

after = 17.67); apart from the users that 

manifested hazardous use, all others 

revealed higher mean scores (worsen 

condition) as regards harmful, dependence, 

and alcohol use disorder after two months. 

So, exposure to treatment can prevent 
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addiction and/or severity of addiction. This 

agrees with with the observation of other 

authors that increasing the treatment 

coverage to 40 % would lead to a reduction 

of up to 10 % in alcohol-attributable 

mortality 
[27]

. 

 

4.5 Hypothesis 5 tested that there will be a 

significant effect of therapeutic groups on 

measures of alcohol use disorders at the post 

intervention analysis. As revealed in table 7, 

the therapies have significant effect on the 

participants revealing that therapies used in 

this study were effective in treating alcohol 

use disorder. More so, Pairwise 

comparisons using Bonferroni showed that 

the CBT group (M = 5.33), AA group (M = 

7.50) and AA/CBT group (M = 3.33) had 

significant lower scores on alcohol use 

disorder than the control group (M = 17.67). 

This suggests that therapies to treating 

alcohol use disorder are effective when 

compared with the control group. More so, 

outcome of different therapies after 

controlling for the alcohol use disorder 

baseline score was also significant. All these 

findings indicate effectiveness of therapies 

in treating alcohol use disorder. However, 

this study does not show significant 

difference as regards contribution of each of 

therapies to treating alcohol use disorder. 

Suggesting that none of the therapies is 

superior to other but that each therapy can 

complement other therapies to treating 

alcohol use disorder.  

 

4.6 Hypothesis 6 investigated that there will 

be a significant effect of therapies on 

propensity to relapse. As revealed in table 8, 

the therapeutic techniques used in this study 

did not have significant effect on propensity 

to relapse; suggesting that the risk to relapse 

remains high in the participants after 

treatment. Alcohol use disorder has been 

recognized as a chronic relapsing disorder 

characterized by a prolong course of 

alcohol-related problems and a persistent 

vulnerability to relapse 
[28]

. So, the 

propensity to relapse into alcohol use 

disorder as found in this study can be 

attributed to chronic relapsing nature of 

AUD.  In addition, craving has been found 

to be one of the common cause for relapse 

in alcohol dependent patients; and craving 

for alcohol may not disappear without 

alcohol detoxification) and longer duration 

for therapies 
[23,28,29]

. Furthermore, it has 

been widely recognized and accepted that 

addiction as a chronic disorder, requires 

long-term management much like other 

chronic disorders 
[30,31]

. So, manifestation of 

propensity to relapse after alcohol use 

disorder treatment in this study could be 

attributed to lack of alcohol detoxification, 

type of sampled population (target audience, 

substances being use and level of use), and 

shorter duration in therapy 
[32]

. 

 

5.0 CONCLUSION  

Alcohol use disorder (AUD) is a 

major mental health problem that if left 

untreated may degenerate into more serious 

psychiatric and medical complications 

capable of incapacitating the sufferers 

throughout his/her life time. However, this 

study has been able to recognize some 

psychosocial determinants of AUD and 

probable therapeutic strategies to curb or 

treat AUD among the sufferers. 

Furthermore, this study has been able to 

establish that there are treatments (CBT, AA 

and CBT/AA-combined ) that can help an 

individual to recover from AUD but this 

recovery can be made easily possible when 

people with AUD enter therapy early before 

alcohol dependence (tolerance and 

withdrawal symptoms) sets in. Major 

strength in the findings of the present study 

lies on the outcome that CBT, AA, and 

CBT/AA-combined were effective in 

treating alcohol use disorder. The 

implication of this study is that schools 

authorities should employ these therapeutic 

strategies to tackle the prevalence of alcohol 

use disorder in Nigerian universities. 

Moreover, as revealed in this study, students 

who are just at the level of hazardous or 

harmful alcohol use recovered through all 

the therapeutic strategies used in this study; 

suggesting that prolong problematic pattern 
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of alcohol use may the difficult to treat even 

when the suffer anticipates to stop abusing 

alcohol.  

More so, it is (also cancelled) 

recognized in this study that combination of 

therapies for example, AA/CBT-combined 

has higher tendency of reducing level of 

alcohol intake judging from the mean 

differences [CBT group (M = 5.33), AA 

group (M = 7.50) and AA/CBT group (M = 

3.33] as revealed in this study. So, 

combination of these two treatments will 

allow usage of both psychological and 

spiritual means to treat AUD which will in 

turn enhance better outcome among people 

with AUD. 
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