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 ABSTRACT  

Introduction. In the Democratic Republic of Congo, Lotoko is a widely consumed 

artisanal spirit frequently associated with somatic and psychiatric complications, yet 

data on consumers with alcohol use disorders remain scarce. This study aimed to 

investigate psychiatric manifestations in individuals with alcohol use disorder related 

to Lotoko in Kenge. Methods. We conducted a cross‑sectional descriptive and 

analytical study in Kenge from July 1 to August 31, 2025. We included adults aged 

≥18 years, residing in Kenge for at least 12 months, who were regular Lotoko 

consumers. Alcohol use disorder was assessed using DSM‑5 criteria. Psychiatric 

symptoms were evaluated using the HADS (anxiety/depression), PSYRATS 

(psychotic symptoms) and CIWA‑Ar (withdrawal). Results. Among 256 participants, 

men predominated (96.1%, sex ratio 24.6). Mean age was 39.3 years; the 36‑45 age 

group was the largest (29.3%). Initiation of Lotoko consumption occurred mainly 

between 10 and 20 years (51.9%). Most participants were in a relationship (73%), had 

secondary education (65.6%) and were unemployed (61.7%). According to DSM‑5, 

91.4% had severe alcohol use disorder. Major depressive episodes were present in 

59.4% (mean HADS depression score 20.8±5.8). Severe alcohol withdrawal 

(CIWA‑Ar) occurred in 51.2%. Multivariate analysis showed that age (p=0.032) was 

significantly associated with disorder severity, and anxiety‑depressive disorders were 

strongly associated with dependence levels (p<0.001). Conclusion. Severe alcohol 

use disorder is extremely common among Lotoko consumers in Kenge, accompanied 

by a heavy burden of psychiatric comorbidity, particularly major depression. Urgent 

public health interventions addressing both addiction and mental health are needed. 

 
 RESUME 

Introduction. En République démocratique du Congo, le lotoko est souvent associé à 

des complications somatiques et psychiatriques, mais les données concernant les 

consommateurs souffrant de troubles liés à la consommation d’alcool restent limitées. 

Cette étude visait à examiner les manifestations psychiatriques chez les 

consommateurs souffrant de troubles liés à la consommation de lotoko à Kenge. 

Méthodes. Une étude transversale, descriptive et analytique a été menée à Kenge du 

1er juillet au 31 août 2025. Les participants étaient des personnes âgées de 18 ans et 

plus, résidant à Kenge depuis au moins 12 mois et consommant régulièrement du 

Lotoko. Les troubles liés à la consommation d’alcool ont été évalués selon les critères 

du DSM-5. Résultats. L’étude a porté sur 256 participants. Les hommes étaient 

majoritaires (96,9 % ; rapport hommes/femmes de 24,6). L’âge moyen était de 39 ans, 

la majorité des participants appartenant à la tranche d’âge 36-45 ans (29,3 %). L'âge 

de début de consommation se situait principalement entre 10 et 20 ans. La plupart des 

participants étaient en couple (73 %), avaient suivi des études secondaires (55,6 %) et 

étaient sans emploi (62 %). Selon le DSM-5, 91,4 % présentaient un trouble lié à la 

consommation d'alcool sévère. Les troubles dépressifs étaient fréquents, 59,4 % ayant 

connu des épisodes dépressifs majeurs. L'analyse multivariée a montré que l'âge (p = 

0,032) était significativement associé à la gravité du trouble lié à la consommation 

d'alcool, tandis que les troubles anxio-dépressifs étaient fortement associés à 

différents niveaux de dépendance (p < 0,001). Conclusion. Cette étude met en 

évidence un fardeau élevé de troubles graves liés à la consommation d'alcool chez les 

consommateurs de Lotoko à Kenge, associé à d'importantes comorbidités 

psychiatriques, en particulier des troubles dépressifs. 
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INTRODUCTION 

Alcohol consumption is a major public health issue 

worldwide. It is one of the leading causes of preventable 

morbidity and mortality. According to recent data from 

the World Health Organization, approximately 2.6 

million deaths were attributable to alcohol in 2019, with 

a marked male predominance. (1) Globally, nearly 4% of 

deaths are related to alcohol consumption, with a 

significant disparity between men and women. (2) 

Although progress has been observed in recent years, 

including a decrease in the alcohol-related mortality rate 

between 2010 and 2019, care remains inadequate. (2) 

Access to screening, early intervention, and specialized 

treatment remains limited in many countries, particularly 

in resource-limited regions. This situation is all the more 

concerning given that alcohol use disorders are often 

accompanied by somatic, psychiatric, and social 

complications. (4) 

The African continent has specific characteristics 

regarding alcohol consumption. (3) There is a gradual 

increase, particularly among young adults, associated 

with serious consequences. such as road traffic accidents, 

interpersonal violence, and mental health problems. (5) 

Moreover, alcohol-related mortality rates there are 

comparable to those observed in some high-consumption 

European regions. (6) A significant feature of sub-

Saharan Africa is the consumption of homemade alcohol. 

These drinks, widespread due to their low cost and 

accessibility, are deeply rooted in cultural and social 

practices. However, their production generally escapes 

any health controls, exposing consumers to high risks, 

including acute poisoning, severe liver damage, and 

neurological disorders. (1) 

In the Democratic Republic of Congo, alcohol 

consumption is embedded in a difficult socio-economic 

context marked by poverty, unemployment, and a fragile 

healthcare system. (7) Available data indicate that 

approximately 22.6% of adults consume alcohol, with a 

higher prevalence among men. (1) The country is 

characterized by the coexistence of two production 

systems: a regulated formal sector and a largely 

dominant informal sector, particularly for artisanal 

beverages. (8) Among these beverages, Lotoko occupies 

a central place. It is a spirit distilled using traditional 

methods from local products such as cassava or 

sugarcane. Its production requires neither sophisticated 

equipment nor significant investment, which explains its 

widespread availability. Accessible at low cost, it is 

consumed by all social classes and age groups. However, 

this popularity comes with numerous risks. The lack of 

hygiene standards in the manufacturing process promotes 

product contamination and the formation of toxic 

substances. (9) Moreover, certain recent practices, such 

as multiple distillations to obtain more concentrated 

spirits (locally called "500"), significantly increase the 

risks of intoxication and addiction. (10) 

Beyond health considerations, Lotoko production also 

has a significant socio-economic dimension. (11) It 

constitutes a source of income for many families, 

particularly for women, thus contributing to their 

financial independence in a difficult economic context. 

This duality between economic benefits and health risks 

makes the issue particularly complex. (12) 

The city of Kenge is a prime example of this reality. 

Located in an urban -rural environment, it faces 

significant Lotoko consumption, with visible 

consequences for public health. (13) Local hospital data 

report numerous cases of road accidents, alcohol-induced 

comas, and alcohol-related deaths, primarily affecting 

young adults. These figures, likely underestimated, 

demonstrate the scale of the problem. (14) Furthermore, 

chronic alcohol consumption is often associated with 

psychiatric disorders such as anxiety, depression, and 

cognitive impairment. These comorbidities, still poorly 

studied in the Congolese context, worsen patients' 

prognoses and complicate their treatment. (15) Alcohol 

acts both as a trigger and as a mechanism for self-

medication, creating a vicious cycle that is difficult to 

break. 

Assessing alcohol consumers thus requires a 

comprehensive approach integrating several dimensions: 

somatic, biological, and psychiatric. Simple indicators 

such as body mass index allow for an assessment of 

nutritional status, while breathalyzer tests provide a rapid 

estimate of the level of intoxication. Furthermore, the use 

of standardized tools allows for an objective evaluation 

HIGHLIGHTS FOR READERS IN A HURRY 

 

What is already known on this topic. Lotoko is a 

homemade artisanal spirit widely consumed in the 

Democratic Republic of Congo. It is known to cause 

severe health problems, but very few studies have 

quantified the psychiatric burden among regular 

drinkers. 

The question this study addressed. This 

cross‑sectional study assessed the prevalence of alcohol 

use disorder (according to DSM‑5 criteria) and its 

psychiatric correlates among 256 regular Lotoko 

consumers in Kenge, Kwango province. 

What this study adds to our knowledge. Almost all 

regular consumers (91.4%) met criteria for severe 

alcohol use disorder. Depression was rampant: 59.4% 

experienced a major depressive episode. Severe alcohol 

withdrawal symptoms affected more than half of 

participants (51.2%). Anxiety‑depressive disorders were 

strongly associated with dependence severity (p<0.001). 

Age was also a significant predictor (p=0.032). The 

typical profile is a man in his late thirties, unemployed, 

with secondary education, who started drinking between 

10 and 20 years of age. 

How this is relevant to clinical practice, policy or 

further research. These findings call for urgent 

integration of mental health services into alcohol harm 

reduction programmes in rural DRC. Screening for 

depression and withdrawal should become routine in 

primary care. Interventions must address both addiction 

and comorbid psychiatric disorders. Future research 

should explore the neurotoxic components of Lotoko 

and evaluate community‑based treatment models. 
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of anxiety, depression, cognitive disorders, and 

withdrawal symptoms. Despite the importance of the 

problem, there is a significant lack of reliable data on the 

consumption of artisanal alcohol in the Democratic 

Republic of Congo, particularly in urban -rural areas like 

Kenge. Available studies focus primarily on industrially 

produced beverages and do not reflect the local reality, 

which is dominated by Lotoko . Moreover, the clinical 

profiles of consumers, particularly in nutritional and 

psychiatric terms, remain largely unknown. (16, 17, 18) 

The lack of integrated data combining somatic, 

biological, and psychiatric aspects limits policymakers' 

ability to develop appropriate prevention and treatment 

strategies. In this context, conducting a comprehensive 

study appears essential to better understand the 

characteristics of Lotoko users and the impacts of this 

consumption on their health. This research aims to fill 

these gaps by providing reliable and actionable local 

data. It will contribute to improving understanding of the 

phenomenon, guiding public health policies, and 

developing targeted interventions adapted to the specific 

context of the city of Kenge and, more broadly, the 

Democratic Republic of Congo. 

The objective of this article is to study the psychiatric 

manifestations in consumers with alcohol use disorder 

related to the consumption of artisanal Lotoko alcohol in 

Kenge, Democratic Republic of Congo. 

PATIENTS AND METHODS  

- Study framework  

Our study took place in the city of Kenge, the capital of 

Kwango province in the Democratic Republic of Congo. 

It focused on consumers of the artisanal alcohol lotoko, 

who frequented mainly informal bars and other points of 

sale. This setting was chosen due to the high prevalence 

of lotoko consumption among the local population. 

- Study population  

lotoko consumption in Kenge, we based our estimate on 

epidemiological studies of alcohol consumption in the 

Democratic Republic of Congo, where prevalence varies 

between 23% and 30% in urban areas such as Kinshasa. 

Using Cochran's formula to calculate the sample size 

required at a margin of error of 5% and a 95% 

confidence level, we determined that the optimal sample 

size would be between 260 and 323 participants. 

However, due to practical constraints related to resource 

availability and recruitment difficulties, due to practical 

constraints related to recruitment and available resources, 

the final sample size was set at 256 participants. 

Although slightly below the initially estimated upper 

target, this sample was considered adequate for the 

descriptive and exploratory objectives of the study for 

the study. 

- Sampling 

A multi-stage stratified non-probability sampling method 

was used. The population was stratified according to the 

communes of the city of Kenge, thus forming the 

geographic strata. Within each stratum, the selection of 

consumption sites, called "nganda," was carried out 

before participant recruitment. This methodological 

approach was intended to improve the diversity of 

recruitment across the different geographic and socio-

cultural areas of Kenge. However, the non-probability 

nature of the sampling limits the representativeness of 

the findings, while optimizing the relevance and quality 

of data collection. 

- Collection process 

Data collection took place in three stages. The first 

contact took place at the consumption sites to identify 

eligible participants and collect preliminary 

sociodemographic and alcohol-use data. Clinical 

assessments requiring stable mental status were 

conducted subsequently when participants were no 

longer under the acute effects of alcohol (lotoko, a 

locally produced artisanal alcoholic beverage); this 

meeting allowed for the collection of sociodemographic 

data, reasons for consumption and the administration of 

the AUDIT and DSM-5 scales, blood pressure 

measurements, and breathalyzer tests. The second 

meeting took place at the user’s home, early in the 

morning and on an empty stomach, with no history of 

alcohol consumption, to assess baseline mood using the 

HADS (Hazard Analysis and Depression Scale) and to 

take anthropometric measurements (BMI). The third 

meeting, at the user’s home or in the nganda depending 

on availability, was dedicated to the assessment of 

psychotic symptoms using the PSYRATS (Psychotic and 

Psychotic Assessment Tool) when these –had been 

reported.  

- Variables of interest 

- Dependency variables:  

The DSM-5 (Diagnostic and Statistical Manual of 

Mental Disorders, 5th edition) is the reference tool 

published by the American Psychiatric Association for 

the classification of mental disorders. In this study, the 

diagnostic criteria for alcohol use disorder were used to 

identify cases based on the presence of at least two 

criteria over a 12-month period. Severity was categorized 

as mild, moderate, or severe according to the number of 

criteria met. This tool allows for international 

standardization of diagnosis. 

The PSYRATS (Psychotic Symptom Rating Scales) is a 

clinician-rated instrument used to assess the severity and 

characteristics of psychotic symptoms, particularly 

hallucinations and delusions: one for auditory 

hallucinations (11 items) and the other for delusions (6 

items). Each item is rated from 0 to 4 according to 

frequency, intensity, distress, and functional impact. The 

higher the score, the more severe the psychotic symptom. 

The HADS (Hospital Anxiety and Depression Scale) is a 

screening scale used to assess anxiety and depression in a 

clinical setting. It comprises 14 items, 7 for anxiety and 7 

for depression. Each item is scored from 0 to 3, giving a 

maximum score of 21 per subscale -. The higher the 

score, the more severe the anxiety or depressive 

symptoms. 

DMQ: (Drinking Motives Questionnaire) This is a 

questionnaire used to assess the underlying 

motivations for alcohol consumption. It helps 

identify different types of motives, such as the 

pursuit of pleasure, stress management, or social 
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pressure, which helps to better understand drinking 

behaviors.  

CIWA-r: (Clinical Institute Withdrawal 

Assessment for Alcohol, Revised) This scale is a 

standardized tool used to assess the severity of 

alcohol withdrawal syndrome. It measures various 

symptoms (tremors, anxiety, sweating, nausea, etc.) 

to guide clinical management and tailor treatment.  

BEARNI: (Brief evaluation of alcohol 

(withdrawal) BEARNI is a brief neuropsychological 

screening tool used to identify cognitive impairments 

associated with chronic alcohol-related disorders, often 

used in clinical settings to quickly detect signs of 

withdrawal and prevent serious complications.  

- Independent variables:  

o Sociodemographic variables: age, age of onset of 

consumption, sex, marital status, level of education, 

occupation, municipality of residence. 

o History: Psychiatric, non-psychiatric and substance use 

habits. 

o Motivations (pre-established questionnaire) 

o Clinical and biological parameters: blood pressure, 

dominant symptoms presented by the consumer (pre-

established questionnaire) and estimated blood alcohol 

level via breathalyzer (breathalyzer) 

- Inclusion criteria  

Those included in this study are: 

To be 18 years of age or older, to have resided in 

the city of Kenge for approximately 12 months, to 

have been a regular consumer of lotoko for at least 

12 months and to have given consent to participate 

in the study. 

- Exclusion criteria  

Those excluded from our study are those with: 

o Expressing Refusal to Participate. 

o Presenting with acute psychiatric disorder at the time of 

the interview. 

o Major cognitive impairments making participation 

impossible 

- Ethical considerations  

From an ethical standpoint, our study 

received approval from the National Health Ethics 

Committee of the DRC under number 

678/CNES/BN/PMMF/2025 dated July 1 , 2025. Each 

participant, after receiving an explanation of the study, 

signed an informed consent form. Anonymity and data 

confidentiality were strictly maintained. 

- Type and Periods of the Study  

This is a cross-sectional, descriptive, 

and analytical study conducted in the city of Kenge, 

capital of the Kwango province, in the Democratic 

Republic of Congo. The data was collected over the 

period from July 1st to August 31st, 2025 (61 days of 

fieldwork). 

 

- Statistical analysis of data  

Data were collected via ODKcollect 

using a dedicated tablet and then extracted from the 

KoboToolbox server in SPSS and Excel formats for 

analysis. Statistical analysis was performed cross-

sectionally using SPSS version 27, Epi-Info, and Excel. 

Descriptive statistics for quantitative variables were 

expressed as mean, standard deviation, mode, median, 

frequencies, and percentages, while qualitative variables 

were presented as frequencies and percentages. 

Statistical comparisons were performed using 

appropriate tests. 

(Chi-square and Fisher's Exact Test: 

Due to the presence of cells with expected frequencies 

less than 5, Fisher's Exact Test was used to confirm the 

Chi-square results; Phi and Cramer's V (these measures 

were used to assess the strength of the association 

between categorical variables). Multivariate analysis 

combined multiple linear regression and multinomial 

logistic regression. Multiple linear regression was 

performed using the total DSM-5 score (number of 

criteria met) as the dependent variable to identify factors 

associated with the severity of the disorder related to 

lotoko use . Multinomial logistic regression used the 

DSM-5 severity categorization (none, mild, moderate, 

severe) as the dependent variable, allowing for the 

estimation of adjusted odds ratios (OR). The threshold 

for statistical significance was set at p < 0.05.) 

RESULTS 

- Caractéristiques sociodémographiques 

L'âge moyen des participants était de 39,3 ± 12,4 ans, 

avec une prédominance de la tranche 36-45 ans (29,3 %). 

L'âge moyen de début de consommation était de 20 ± 6,2 

ans, avec une initiation majoritaire entre 10 et 20 ans 

(51,9 %). L'échantillon était principalement masculin 

(96,1 %), vivant en couple (73 %), ayant un niveau 

d'études secondaire (65,6 %) et sans emploi (61,7 %). La 

commune de résidence la plus représentée était Cinq Mai 

(35,5 %) (Tableau I). 

- Antécédents, habitudes de consommation et 

motivations 

Les antécédents psychiatriques étaient présents chez 6 % 

des patients (schizophrénie 3 %, troubles anxieux 2 %). 

Parmi les antécédents non psychiatriques, les plus 

fréquents étaient les cures de hernie (21 %) et les 

maladies cardiovasculaires (9 %). L'association alcool + 

tabac était le mode de consommation le plus répandu (39 

%), suivi de l'alcool seul (30 %). Concernant les 

motivations, tous les consommateurs (100 %) utilisaient 

le Lotoko pour se sentir plus confiants, faire face à la 

dépression ou l'anxiété, et se remonter le moral, suivis 

par l'envie de se défoncer (87,5 %) et le besoin d'être 

sociable (40,2 %) (Tableau II). 

- Scores DSM-5, HAD, CIWA-Ar et BEARNI 

Selon le score DSM-5, 83,6 % des patients avaient un 

score entre 8 et 12, et 91,4 % présentaient une 

dépendance sévère à l'alcool. L'échelle HAD a montré 

que 59,4 % des participants avaient des symptômes 

dépressifs majeurs (score moyen 20,8 ± 5,8). Selon 

l'échelle CIWA-Ar, 51,2 % présentaient un sevrage 

sévère. L'échelle BEARNI a révélé que 55,5 % des 

patients avaient des scores entre 16 et 30, avec une 

atteinte modérée chez 68 % des patients sans BAC et 

60,5 % avec BAC (Tableau III).  
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Tableau I. Caractéristiques sociodémographiques (N = 256) 

Variables N % 

Tranche d'âge (ans) 

18 – 25 37 14,5 

26 – 35 68 26,6 

36 – 45 75 29,3 

46 – 55 50 19,5 

56 – 65 20 7,8 

66 – 78 6 2,3 

Âge de début de consommation (ans) 

0 – < 10 5 1,9 

10 – < 20 133 51,9 

20 – < 30 98 38,3 

30 – < 40 17 6,6 

40 – < 50 3 1,2 

Sexe 

Féminin 10 3,9 

Masculin 246 96,1 

Situation matrimoniale 

Célibataire 65 23,0 

Séparé(e) 2 1,0 

Vit en couple 189 73,0 

Veuf/Veuve 7 3,0 

Niveau d'instruction 

Aucun 14 5,5 

Primaire 27 10,5 

Secondaire 168 65,6 

Supérieur/Universitaire 47 18,4 

Profession 

Avec emploi 98 38,3 

Sans emploi 158 61,7 

Commune de résidence 

Cinq Mai 91 35,5 

Laurent Désiré Kabila 54 21,1 

Manonga 29 11,3 

Masika 45 17,6 

Mavula 37 14,5 

 

Tableau II. Antécédents, habitudes de consommation et motivations (N = 256) 

Variables N % 

Antécédents psychiatriques 16 6,0 

Schizophrénie 8 3,0 

Dépression 2 1,0 

Troubles anxieux 6 2,0 

Antécédents non psychiatriques 

Cure de hernie 54 21,0 

Maladies cardiovasculaires 24 9,0 

Cirrhose hépatique 17 7,0 

Tuberculose 17 7,0 

Appendicectomie 17 7,0 

Diabète 2 1,0 

Habitudes de consommation 

Alcool seul 78 30,0 

Alcool + tabac 99 39,0 

Alcool + cannabis 6 2,0 

Alcool + tabac + cannabis 53 21,0 

Autres (diazépam, tramadol) 13 5,0 

Motivations principales 

Se sentir plus confiant 256 100,0 

Aide en cas de dépression/nervosité 256 100,0 

Se remonter le moral 256 100,0 

Se défoncer 224 87,5 

Être sociable 103 40,2 

Pression des pairs en réunion 100 39,1 

Coutume lors d'occasions spéciales 124 48,4 
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Tableau III. Scores DSM-5, HAD, CIWA-Ar et BEARNI (N = 256) 

Variables N % 

Score DSM-5 

0 – < 4 8 3,1 

4 – < 8 34 13,3 

8 – < 12 214 83,6 

Niveau de dépendance (DSM-5) 

Aucun trouble 1 0,4 

Dépendance légère 7 2,7 

Dépendance modérée 14 5,5 

Dépendance sévère 234 91,4 

Score HAD (moyenne : 20,8 ± 5,8) 

[0 – 7] 40 15,6 

[8 – 12] 20 7,8 

[13 – 18] 44 17,2 

[19 – 42] 151 59,0 

Interprétation clinique HAD 

Absence de symptômes 40 15,6 

Anxiété 20 7,8 

États dépressifs mineurs 44 17,2 

Épisodes dépressifs majeurs 152 59,4 

Score CIWA-Ar 

0 – < 10 54 21,1 

10 – < 20 114 44,5 

20 – < 30 45 17,6 

30 – < 40 28 10,9 

40 – < 50 13 5,1 

50 – < 60 2 0,8 

Niveau de sevrage 

Léger 47 18,4 

Modéré 78 30,5 

Sévère 131 51,2 

Score BEARNI (moyenne : 14,6 ± 2,3) 

0 – 15 114 44,5 

16 – 30 142 55,5 

Interprétation clinique BEARNI 

Sans BAC : atteinte modérée - 68,0 

Avec BAC : atteinte modérée - 60,5 

 

 

Tableau IV. Régression logistique multinomiale entre DSM-5 et HAD 

Comparaison DSM-5 Prédicteur OR IC 95 % p-value 

Dépendance sévère vs aucun trouble Variable ordinale† 2,00 [3,96 – 21,47] < 0,001 

Dépendance légère vs aucun trouble Anxiété/dépression vs normal 7,69 × 10⁶ [1,59 × 10⁶ – 3,67 × 10⁷] < 0,001 

Dépendance modérée vs aucun trouble Anxiété/dépression vs normal 1,02 × 10⁷ [2,76 × 10⁶ – 3,78 × 10⁷] < 0,001 

Dépendance sévère vs aucun trouble Anxiété/dépression vs normal 1,80 × 10⁷ [6,72 × 10⁶ – 4,86 × 10⁷] < 0,001 

Dépendance légère vs aucun trouble État dépressif mineur vs normal 2,70 × 10⁷ [7,97 × 10⁶ – 9,12 × 10⁷] < 0,001 

Dépendance modérée vs aucun trouble État dépressif mineur vs normal 3,60 × 10⁷ [1,29 × 10⁷ – 1,01 × 10⁸] < 0,001 

Dépendance sévère vs aucun trouble État dépressif mineur vs normal 7,08 × 10⁷ [3,27 × 10⁷ – 1,55 × 10⁸] < 0,001 

†Variable ordinale (tendance linéaire) 

 

Tableau V. Régression logistique multinomiale entre DSM-5 et variables sociodémographiques 

Variables OR IC 95 % p-value 

Sexe féminin 0,002 [0,001 – 5,42] 0,002 

Célibataire (vs vie en couple) 20,21 [1,0 – 50] 0,875 

Divorcé/séparé (vs vie en couple) 1,22 [1,0 – 3,5] 0,996 

Vie en couple 21,54 [1,0 – 1000] 0,866 

Niveau d'instruction : aucun 0,23 [0,1 – 2] 0,931 

Niveau d'instruction : primaire 0,01 [0,01 – 30] 0,704 

Niveau d'instruction : secondaire 0,01 [0,01 – 47] 0,561 

Avec emploi 0,10 [0,02 – 802] 0,610 

Absence d'antécédents psychiatriques 5,67 × 10⁻⁷ [0,0001 – 0,1] < 0,001 
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- Régression logistique entre DSM-5 et HAD 

La régression logistique multinomiale a montré que la 

variable ordinale (anxiété/dépression) était associée à la 

dépendance sévère (OR = 2,00 ; IC 95 % : 3,96 – 21,47 ; 

p < 0,001). L'anxiété/dépression et les états dépressifs 

mineurs étaient significativement associés aux 

dépendances légère, modérée et sévère (p < 0,001) 

(Tableau IV).  

- Régression logistique entre DSM-5 et 

variables sociodémographiques 

La régression logistique a montré que le sexe féminin 

était associé à un risque significativement réduit de 

dépendance légère (OR = 0,002 ; p = 0,002). Le célibat 

et la vie en couple étaient associés à certaines formes de 

dépendance, tandis que l'emploi n'avait pas d'effet 

significatif. L'absence d'antécédents psychiatriques 

constituait un facteur protecteur significatif contre la 

dépendance sévère (p < 0,001) (Tableau V). 

DISCUSSION  

Lotoko artisanal alcohol use disorder in Kenge, 

Democratic Republic of Congo. To our knowledge, no 

study has specifically analyzed these parameters in the 

context of Lotoko in the Democratic Republic of Congo. 

This finding aligns with the observations of Ferreira-

Borge (5), who highlight the lack of scientific data on 

artisanal alcohols in sub-Saharan Africa despite their 

widespread consumption and significant health impact. 

Consequently, the discussion of our results is based on 

studies addressing alcohol use disorders in general. 

Analysis of our population shows a very marked male 

predominance (96.9%). This result is consistent with data 

from the WHO Global Report (2023), according to 

which men represent the majority of alcohol consumers 

and cases of alcohol-related disorders (1). Rehm and 

Shield (2019) also showed that men have a two to three 

times higher risk of developing alcohol dependence 

compared to women (19). In Africa, Ferreira-Borges et 

al. (2017) confirm this trend, attributing it to 

sociocultural norms that promote consumption among 

men (5). 

The average age of the participants (39 years) and the 

predominance of the 36–45 age group are consistent with 

the work of Grant et al. (2015), who place the highest 

prevalence of alcohol use disorders in middle-aged adults 

(20). This is explained by the gradual nature of 

dependence, which develops after several years of 

chronic consumption. Regarding the age of onset of 

consumption, predominantly between 10 and 20 years, 

our results confirm those of Grant and Dawson (1997), 

who demonstrated that early initiation significantly 

increases the risk of dependence (21). Hingson et al. 

(2006) also showed that individuals who began 

consuming alcohol before the age of 15 have an 

increased risk of developing severe dependence in 

adulthood (22). In the Kenge context, this early initiation 

could be explained by the accessibility of Lotoko and the 

lack of regulation. 

The majority of participants lived with a partner (73%), 

which differs from Dawson's (2000) observations, who 

reported a higher prevalence of problematic drinking 

among single or divorced individuals. This difference 

could reflect specific African cultural characteristics, 

where alcohol consumption is often socially integrated 

into family life. The high proportion of unemployed 

individuals (62%) is consistent with the work of Room et 

al. (2005), who established a link between 

socioeconomic insecurity and excessive alcohol 

consumption (23). Sareen et al. (2011) also highlighted 

an association between socioeconomic inequalities and 

substance use disorders. However, in our study, this 

variable was not significantly associated with severity, 

suggesting the involvement of multiple factors. 

The very high proportion of severe forms (91.4%) is a 

major finding of this study. According to the DSM-5 

(APA, 2013), severe forms correspond to the presence of 

at least six diagnostic criteria, reflecting advanced 

dependence (14). 

This proportion is significantly higher than that reported 

by Grant et al. (2015), who showed that severe forms 

represent a minority in the general population. This 

difference may be explained by recruitment bias, but also 

by the African context (20). Ferreira-Borges et al. (2017) 

showed that patients often seek medical help at advanced 

stages due to limited access to specialized care (5). 

Furthermore, Lachenmeier et al. (2011) demonstrated 

that homemade alcohols can contain high concentrations 

of ethanol and toxic contaminants, which could 

contribute to the severity of the observed disorders (24). 

Psychiatric evaluation revealed a high prevalence of 

depressive disorders, with 59.4% experiencing major 

depressive episodes. This finding is consistent with the 

work of Boden and Fergusson (2011), who demonstrated 

a strong association between alcohol and depression 

(25). Sullivan et al. (2005) also reported a high 

comorbidity between these two disorders. This 

association is based on a bidirectional relationship (16). 

According to Boschloo et al. (2011), the severity of 

addiction is more closely linked to overall psychological 

distress than to the diagnosis of isolated depression, 

which could explain some of the results of our study 

(26). 

The motivations for consumption, particularly the search 

for emotional relief, support the self-medication 

hypothesis proposed by Khantzian (1997) (27). Turner et 

al. (2018) also showed that difficulties in emotional 

regulation play a central role in substance use (28). 

Lotoko , as a homemade alcohol, has particular 

characteristics. Lachenmeier et al. (2011) showed that 

unregulated beverages can contain toxic substances (24). 

Ferreira-Borges et al. (2017) also emphasize that these 

beverages constitute a major public health problem in 

Africa (5). 

CONCLUSION 

The results reveal a profile dominated by male subjects, 

with an average age of 39, who mostly started using 

drugs at an early age, often before 20. The majority of 

participants lived with a partner, had a secondary 

education, and a significant proportion were 
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unemployed, reflecting a vulnerable socio-economic 

context. 

Diagnostic analysis according to DSM-5 criteria showed 

a marked predominance of severe forms of alcohol use 

disorder, reflecting advanced dependence in the majority 

of cases. This situation likely reflects delayed access to 

care, in a context marked by limited access to specialized 

mental health and addiction services. 

From a psychiatric perspective, the high prevalence of 

depressive and anxiety disorders highlights the 

importance of mental health comorbidities in this 

population. The motivations for alcohol consumption, 

dominated by the search for emotional and psychological 

relief, support the hypothesis of self-medication, thus 

reinforcing the vicious cycle between psychiatric 

disorders and alcohol dependence. 

Furthermore, this study highlights the specific 

characteristics of Lotoko , a locally produced alcohol 

widely consumed in the Congolese context, characterized 

by its accessibility, low cost, and lack of quality control. 

These characteristics likely contribute to the severity of 

the observed health problems and constitute a major 

public health issue. 

Despite some limitations, including its cross-sectional 

nature and the lack of specific comparative data, this 

study has the merit of providing original local data in a 

field that is still little explored in the Democratic 

Republic of Congo. 

Study Limit 

This cross-sectional design does not allow establishing a 

causal relationship between Lotoko consumption and 

psychiatric manifestations, only associations. Second, the 

reliance on self-reported data (age of initiation, 

consumption habits, psychiatric symptoms) may 

introduce recall and social desirability bias, with 

participants potentially underreporting or overreporting 

their symptoms. 
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