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CHAPTER 1
INTRODUCT ION
The Impact of Alcoholism in the United States

Alcohol is the nation's most abused drug. The scope of the
problem is so great that the Secretary of Health and Human Services
makes a biannual special report to the U.S. Congress concerning the
effects of alcohol on the well-being of our nation. The latest
report, the Sixth Special Report to Congress on Alcohol and Health
(National Institute of Alcohol Abuse and Alcoholism [NIAAA], 1987),
estimates that 18 million adult Americans currently experience seri-
ous problems as a result of alcohol use. These problems may include
alcohol dependence symptoms such as loss of control over drinking
behavior and poor health or negative personal consequences such as
job loss, deteriorating personal relationships and legal difficulties.
Alcoholism has direct harmful effects on the individual, the family,
and the nation.

Several studies have established that alcoholics have lower life
expectancies than nonalcoholic populations (Pell & D'Alonzo, 1973;
Thaler, 1977). Regular heavy ingestion of alcohol increases the
chances of physical illness and early death from many causes includ-
ing liver diseases, particularly cirrhosis; heart and vascular dis-
ease; diseases of the nervous, gastrointestinal, and respiratory

systems; various cancers; metabolic and immune system disorders;
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endocrine disorders; nutritional deficiencies; poisoning; and suicide
(Popham, Schmidt, & lsraelstam, 1984). 1t is estimated that alcohol
is associated with more than 200,000 deaths annually in the United
States (Klerman, 1982).

The families of alcoholics suffer too. Infants born to women
who drink excessively while pregnant often have lower birth weights,
are irritable, fail to thrive, and can be afflicted with severe birth
defects, including mental retardation. Spouses and children who live
with alcoholics--some 40 million people--incur an increased risk of
abuse as well as increased anxiety (DeLuca, 1981). It is well docu-
mented through police, hospital, and social service reports that
alcohol abuse results in domestic violence, crime, property damage,
homicide, and suicide.

Alcohol abuse and alcoholism exact a high price to our nation in
terms of both lives and money. Alcohol is often implicated in acci-
dental deaths. Nearly half of all traffic deaths (Aitken & Zobeck,
1985) and 25% of deaths by falls, fire, and environmental factors
are alcohol related (Ravenholt, 1984). Drowning is the third lead-
ing cause of accidental death in the United States, with alcohol in-
volved in an estimated 69% of drowning deaths (National Transporta-
tion Safety Board [NTSB], 1983).

The economic costs include lost production, vehicle accidents,
violent crime, social responses, fire losses, and health and medical
expense. A federally funded report estimated the annual cost to be
over $89 billion in 1980 (Harwood, Napolitano, Kristiansen, &

Collins, 1984). By the time of the Sixth Special Report to Congress
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in 1987 (NIAAA, 1987) this figure had climbed to approximately $117

billion.

The Relationship of Alcoholism to Health Care Costs

The effect of alcohol treatment on overall health care utiliza-
tion and costs has become an important issue in the last 10 years.
Twenty percent of all hospital costs in the country are a direct
result of alcoholism (Klerman, 1982). Alcoholics and the members of
the alcoholic's family covered under a health insurance plan consume
health care resources at a much higher rate than nonalcoholic persons
of similar age and sex (Hallan, 1981; NIAAA, 1983a; MIAAA, 1985).
Effective alcoholism treatment has been identified as an important
means to reduce overall health care costs (NIAAA, 1985; Sherman,
Reiff, & Forsythe, 1979). The results of several small studies sug-
gest that total health care costs decline following treatment for
alcoholism (NIAAA, 1985; Sherman et al., 1979). This hypothesis is
further supported by a long term, large scale study in which the
Aetna Insurance Company analyzed over 20 million individual claim
records for federal employees from 1980 through 1983. It was found
that alcoholism treatment is associated with statistically signifi-
cant reductions in total health care costs for all patients, espe-

cially those under 45 years of age (NIAAA, 1985).

The Search for More Effective Treatments for Alcoholism

Increased services for alcoholism are reflected in the statis-

tics published by the U.S. Department of Health and Human Services
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through the National Institute for Alcohol Abuse and Alcoholism
(N1AAA, 1983b, 1986). This trend is evident in comparing their data
on treatment utilization published in 1983 and 1986. During that
period more than 3,500 new alcoholism treatment units were started.
Despite this thrust for increased services, the overall relapse rate
is not improving. The impetus to reduce overall health care costs is
demanding more effective treatment for alcoholism at the same time
that research into treatment effects is being greatly complicated by
the rapidly changing patterns of chemical dependency.

Today alcohol and other drug abuse go hand-in-hand, but histori-
cally these two problems have been considered separately. The assump-
tion had been that alcoholics and other drug abusers comprise two
quite different populations. Prior to the 1970's, the demographics
of those entering alcohol versus other drug treatment did vary con-
siderably. Typical alcoholics were middle-class, middle-aged, mar-
ried, employed, and lived in a suburban area. They abused alcohol.
Treatment involved abstinence. Typical drug addicts were poor,
young, single, unemployed, and lived in the inner city. They abused
narcotics. Threatment involved the substitution of another drug.

As a result of these striking differences, the total population of
substance abusers was always divided along these lines. Treatment
units for alcoholics did not admit other drug abusers; drug abuse
units would not admit alcoholics. Funding for treatment programs,
clinical research in treatment effectiveness, and membership in self-
help groups clearly supported this separation. Government acknow-

ledged such a division by the creation of two independent agencies
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to deal with these problems, the National Institute on Alcohol Abuse
and Alcoholism (NIAAA) and the National Institute of Drug Abuse (NIDA).

However, in the late 1960's and early 1970's the nonmedical drug
use among our youth increased nationally in a great unprecedented
surge. Marijuana, hashish, hallucinogens, amphetamines, barbiturates,
inhalants, tranquiliz=2rs, and cocaine became readily available. Typi-
cal abuse today involves alcohol and other drugs, especially cocaine.
Current data from both the NIDA and the NIAAA suggest that many of
the subjects studied by the NIDA could just as easily qualify as sub-
jects for the NIAAA and vice-versa.

The literature on drug abuse reflects the wide use of alcohol by
drug addicts. The Treatment Outcome Prospective Study (TOPS) is a
large-scale longitudinal study supported by the National Institute on
Drug Abuse. The study includes more than 11,000 clients who entered
public outpatient methadone detoxification and methadone maintenance,
drug-free outpatient (OPDF), and drug-free residential treatment
programs during calendar years 1979, 1980, and 1981. Seven pattern
classes of drug use were identified of which four included alcohol.
When the percentages of users in each category are totaled, those
abusing alcohol in combination with other drugs comprise half of
their sample of drug addicts (Allison, Hubbard, & Ginzburg, 1985).

Similarly, the literature on alcoholism reflects the wide use
of drugs by alcoholics. Estimates of drug abuse by alcoholics range
from 20% (Freed, 1973), to 60 to 80% (Carroll, Malloy, & Kenrick,
1977). Statistics from Hazelden, a large well-known treatment center

in Minnesota, support the higher estimates. Only 16% of the youth

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



(under age 26) entering treatment there were classified as abusing
only alcohol whereas 75% abused alcohol and other drugs (Launder-
gan, 1980). Many alcoholics do not consider drugs such as marijuana
or cocaine to be a problem for them and do not intend to give up
their use after treatment. Nearly 30% of those clients trested for
alcoholism use drugs after treatment (Behar, Winokur, & Berg, 1984;
Sokolow, Welte, Hynes, & Lyons, 1981). Most of those who use drugs
after treatment were multiple substance abusers before treatment,
but some were 'pure' alcoholics who, in effect, just substituted a
new addiction for an old one.

The shift to multiple substance abuse has complicated treatment
issues as the whole network of services, funding, and research has
been established along a division that, for the most part, no longer
exists. It is now very difficult to separate substance abusers into
the two traditional categories formerly utilized by treatment units
and self-help groups: alcoholics and drug addicts. As the percen-
tage of pure alcoholics in the population entering treatment contin-
ues to decline, this separation will become increasingly more diffi-
cult to maintain.

Treatment centers founded and organized to treat alcoholism are
finding themselves in a position of having to accept multiple sub-
stance abusers in order to fill their beds. This trend is evident
in reviewing the data on treatment utilization (NIAAA, 1983b, 1986).
Between the time of these two surveys there was a 23% decrease in the
number of "'aicoholism only' units with a 175% increase in the number

of '""combined alcoholism and drug abuse'' units.
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The worsening relapse rate for treatment units is likely just a
reflection of more chemical abusers combining alcohol with other
drugs. Alcohol use has become recognized as a major factor in relapse
to drugs just as drug use has become recognized as a major factor in
relapse to alcohol (Washton, 1987).

The demographics of these entering treatment for chemical depen-
dency are now very mixed with both sexes, all ages, all races, and
all socio-economic levels being represented. The alcohol‘and other
drug histories of these patients are not homogeneous. The physical
sequelae of withdrawal varies greatly between patients depending upon
their patterns of use. Treatment philosophies tailored to the divi-
sion of alcoholism and drug addiction are compromised by the sheer
heterogeneity of the population within the treatment unit being
served.

An outgrowth of this pattern of combined alcohol and other drug
abuse is the development of generic concepts of chemical dependency
and addictive diseases, regardless of the particular substances in-
volved. Proponents of this perspective emphasize the point that
alcohol is a drug and that alcoholism is an addiction. Successful
treatment must have as its goal the total abstinence from all mood-
altering chemicals. The search for a more effective treatment for
alcoholism must be, by necessity, a search for a more effective
treatment for the addictive process in general. Theories of alcohol-
ism and alcoholism treatment must give rise to new perspectives which

can generalize to other drugs as well.
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The Bio-Psycho-Social Perspective in Alcoholism

The disease concept popularized by Jellinek (1960) viewed alco-
holics as being biologically predetermined to become alcoholics and
to remain alcoholics their entire lives even if abstinent. This is
essentially the perspective of alcoholism expanded upon by Alcoholics
Anonymous. Sociologists countered this concept with the thesis that
anyone could become alcoholic if social pressures were sufficient.
Neither physical nor psychological susceptibilities are necessary or
sufficient conditions.

The new approach to the disease concept of alcoholism incorpor-
ates both viewpoints asserting that alcoholism can arise as a result
of a variety of influences--physiological, psychological, and social
(Kissin & Hanson, 1987). From this perspective the use of mood-
altering chemicals develops as an adaptive response to pressures from
one or more of these influences. In the alcoholism-prone individual,
the mood-altering effects appear to be more reinforcing than in non-
alcoholics. This is either experienced as euphoria or as relief from
the psychic discomfort of anxiety or depression. The drinking beha-
vior is constantly reinforced by this gratification and a feedback
loop becomes established in which the more one drinks the more one
needs to drink. Heavy use of alcohol suppresses information and re-
duces one's ability to recognize problems which allows the individual
to feel relief. Kissin (1977) summarizes the theme of this model of
alcoholism:

It is truism that alcoholics cannot cope. They cannot
deal with the normal frustrations and irritations of the
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external world nor can they deal with the anxiety,

depression and sense of inadequacy which swells from

within. Accordingly they drink, and by drinking they

are able to ignore (although they do not reduce) their

external problems. Thus alcohol becomes their method of

coping with the problems of life. (pp. 31-32)

This primary psychological dependence eventually resulits in the
second major feedback loop, increased tolerance and physical depen-
dence. At this point the physiological factors take an increasingly
greater role in determining behavior. More and more alcohol is
needed to obtain less and less gratification. The long-term effects
of heavy drinking eventually elicit changes in other areas each with
their own feedback loop. This model recognizes four major feedback
loops: tolerance and dependence, affective problems, coping skills,
and social stability. Each of these is related to the level of alco-
hol use and to all of the other bio-psycho-social functions as well.
Individual differences determine the extent to which each of these
loops contribute to specific cases of alcoholism.

This method of describing alcoholism can be generalized to all
addictions and has general therapeutic use as well. Assessing each
of these feedback loops can point to the area which has the greatest
influence on the perpetuation of a specific individual's addiction.
The implication is that successful treatment of alcoholism or any
addiction must incorporate both a basic therapy and one or more spe-
cific therapies depending upon the individual. That is, the basic
therapy will address the common element in all addictions, the use

of mind-altering chemicals as a method of dealing with problems.

The specific therapies will deal differentially with the various
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10
subpopulations identified.

The focus of this investigation is on one of these feedback ..
loops, affective problems. It is well documented that the co-
existence of an affective disorder is associated with poor prognosis
in the treatment of alcoholism (Freed, Riley, & Ornstein, 1977;
Murphy, Armstrong, & Hermele, 1979; 0'Leary, Rohsenow, & Chaney,
1979; Penick, Othmer, Powell, Rice, & Bingham, 1983). The prognosis
for depressed alcoholic inpatients improves when the affective dis-
order is recognized and treated (Bedi & Halikas, 1985). Level of
depression is also the best predictor of treatment outcome in group
therapy programs for alcoholism (Zastowny, Janosik, Trimborn, &
Milanese, 1982). 1In addition, there is a significant relationship
between being depressed at follow-up and continuing to drink (Potten-
ger et al., 1978; Westermeyer & Neider, 1984). Those patients who
were still abstinent two years following treatment for alcoholism
scored significantly lower on all measures of depression than those
whose drinking behavior increased (Westermeyer & Peake, 1983).
Hatsukami and Pickens (1982) reported similar results in a follow-up
of a combined alcohol and drug abuse population. Among subjects who
relapsed, the rate and severity of depressive symptoms were higher
than those found in the general population. Depressed mood is the
most frequently cited reason for the return to substance abuse
(Pickens, Hatsukami, & Spicer, 1982).

The depressed alcoholic is at much greater risk for suicide
than other alcoholics (Benensohn & Resnik, 1974; Berglund, 1984;

Martin, Cloninger, & Guze, 1985; Murphy et al., 1979; Rushing, 1969;
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Winokur, 1983). The national statistics on suicide support a strong
association between heavy alcohol consumption and suicidal behavior
(Public Health Service, 1986). Nearly two-thirds of all drug deaths
reported by medical examiners in the United States can be accounted
for by alcohol-in-combination (31%) and heroin/morphine (30%).

Among the deaths attributed to heroin/morphine 1 out of 25 are sui-
cides with the rest being accidental. In contrast, 1 out of 4 of the
alcohol-in-combination deaths are suicides.

It is hypothesized that a special therapy which treats the de-
pression of the subpopulation of alcchol and other drug abusers who
have depressive disorders will increase the effectiveness of the core
therapy for addiction and thus reduce relapse rates. The overall
research design for such an endeavor would advance in three stages.
The first stage would address assessment. Techniques need to be esta-
blished that can reliably and accurately identify depressive disorders
among alcoholics and other drug abusers. In this stage, short-term
relapse rates need to be compared between the two groups to see if
there are any differences. |If differences are found to be a func-
tion of depressive disorders, stage two would address intervention.
Therapies need to be investigated that can treat the depression of
the subpopulation of alcoholics and other drug abusers who have a
depressive disorder. In this stage, short-term relapse rates would
again be the criteria for making any comparisons. |If differential
treatment is successful in the short term, the last stage of research
would address follow-up. Follow-up procedures that serve to rein-

force the effects of both the core therapy for the addiction and the
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addiction and the special theraﬁy for the depression must be studied.
In this stage, the long-term effects of treatment would be the cri-
teria for comparison.

This study concerns the first stage, that of assessment. Thus,
the prevalence of depressive disorders in alcoholics, the nature of
this depression, the methods used to assess it, and the relationship
of depressive disorders to short-term relapse rates will be addressed

in this investigation.
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CHAPTER [1

THE ASSESSMENT OF DEPRESSION IN ALCOHOLISM

The Difficulties Inherent in Assessing
Depression in Alcoholics
Accurate assessment of depression in alcoholics is complicated
by the transdiagnostic nature of the symptoms of these two disorders.
That is, many of the clinical features of these two conditions over-
lap. A review of the diagnostic criteria for Major Depression and

Dysthymic Disorder according to the Diagnostic and Statistical Manual

of Mental Disorders, Third Edition, Revised (DSM-111-R) (American

Psychiatric Association [APA], 1987) will help to illustrate this.
Partial criteria for both of these depressive disorders are repro-
duced in Tables 1 and 2 with those symptoms written in italics which
are also commonly seen in alcoholics. 1t is obvious from the number
of symptoms in italics that alcoholism and depressive disorders share
many symptoms.

Instruments used to assess alcohol abuse such as the Impairment
Index (Eagleston & Mothershead, 1974), the questionnaire utilized by
the NIAAA in its Treatment Monitoring System, have questions about
sleep disturbance, loss of appetite, and work difficulties which are
items also found on depression scales.

Symptoms of depression are very common in alcoholism and may
even by severe without there actually being a true underlying depres-
sive disorder (Schuckit, 1986). Complex factors contribute to the

13
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Table 1

DSM=-111-R Diagnostic Criteria for Major Depressive Episode

A. At least five of the following symptoms have been present during
the same two-week petriod and represent a change from previous
functioning; at least one of the symptoms is either (a) depressed
mood, or (2) Loss of interest or pleaswre.

(1) depressed mood most of the day, nearly every day

(2) markedly diminished infernest on pleasure in all, or almost
all, activities most of the day, nearly every day

(3) significant weight loss or weight gain when not dieting or
decrease or increase in appetite nearly every day

(4) insomnia or hypersomnia nearly every day

(5) psychomotor agitation or retardation nearly every day

(6) fatigue or Loss 04 energy nearly every day

(7) feelings of wonthlessness or excessive or inappropriate guilt

(8) diminished ability to think on concentrate, or indecisive-
ness, nearly every day

(9) recurrent thoughts of death, iecwuvient sulcidal Ldeation
without a specific plan, or a suicide attempt or a specific
plan for committing suicide

Source: American Psychiatric Association, 1987, p. 222.

depressive symptomatology seen in alcoholics not the least of which

is simply the direct chemical effects of alcohol on the central ner-
vous system. Alcohol is like any other general anesthetic; it de-
presses the central nervous system. At the lowest effective blood
level, the reticular system begins to malfunction. Complex, abstract,

and poorly learned behaviors are disrupted at the lower alcohol level,
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Table 2

DSM-111-R Diagnostic Criteria for Dysthymic Disorder

A. Depressed mood for most of the day, more days than not for at
least two years

B. Presence, while depressed, of at least two of the following:
(1) poor appetife or overeating
(2) 4Ansomnia or hypersomnia
(3) Low energy or fatigue
(4) Low self-esteem
(5) poor concentration or difgiculty making decisions
(6) feelings of hopelessness

Source: American Psychiatric Association, 1987, p. 232.

and, as the dose increases, better-learned and simpler behaviors also
deteriorate. The fact that alcohol impairs functioning of the reti-
cular system, which disrupts cortical functions, resulting in beha-
vioral changes, makes it impossible to predict specific behavioral
effects after alcohol intake. Which behaviors are released from
inhibition and which are suppressed vary with the individual. During
rising blood alcohol levels (BAL), people experience reduced anxieties
and feel quite happy. When the BAL is falling, the mood shifts to
sadness and irritability which may carry over to the next day. The
extent to which a person experiences this sadness varies with the

individual, but the severity of the depression tends to be greater
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and longer lasting following higher BALs and longer periods of drink-
ing.

Physiological measures cannot reduce the diagnostic confusion.
Neither of the widely recognized biologiéal tests for major depres-
sion, the dexamethasone suppression test (DST) (Carroll et al., 1981)
or the thyrotropin-releasing hormone (TRH) (Loosen, Prange, & Wilson,
1979), can be used in alcoholics. Developers of the DST found that
cortisol, a product of the adrenal cortex, is significantly elevated
in depressed patients. Dexamethasone is a substance which normally
suppresses cortisol secretion. In depressives, the production of cor-
tisol is so great that dexamethsone does not suppress it. This can
be measured by the urinary-free cortisol (UFC) which has been shown
to be indicative of actual cortisol levels (National Institute of
Mental Health [NIHM], 1981). However, alcohol interferes with corti-
sol regulation and confounds any results. A high rate of false posi-
tives are likely until after several weeks of abstinence. Newsom and
Murray (1983) reported that all of the alcoholic nonsuppressors in
their study returned to normal suppression after 4 weeks of absti-
nence. The TRH test is also unsuitable as a diagnostic aid for
depression in alcoholics. Dackis et al. (1984) found that 53.3% of
the nondepressed alcoholics tested had abnormal TRH responses during
withdrawal with 25% still showing blunted responses after 3 weeks of
sobriety. This suggests that the TRH test is strongly influenced by

alcoholism and is not specific for depression.
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The Confusing Aspects of the Existing Literature

Speculations as to why research in this area has been so per-
plexing have been offered by several reviewers (Freed, 1978; Schuckit,
1986; Solomon, 1982). Difficulties seem to rise for four main reas-
ons: (a) there are no clearly defined criteria for alcoholism; (b)
there is a lack of uniform terminology for depression; (c) there is
a wide range of prevalence of these two conditions; and (d) there is
no agreement across studies as to the point in the alcoholic process
when measurements of depression take place.

To begin with, the criteria for alcoholism is not the same
across studies. Schuckit (1980) makes a plea for careful diagnosis
maintaining that to be identified as an alcoholic an individual must
demonstrate severe alcohol related life difficulties in any one of
the ‘following areas: marital separation or divorce related to alco-
hol; multiple arrests related to alcohol; physical evidence that alco-
hol has harmed health (cardiomyopathy, peripheral neuropathy, cirrho-

sis, etc.) or job loss related to drinking. In the Diagnostic and

Statistical Manual of Mental Disorders, Third Edition (APA, 1980),
/

Alcohol Dependence must meet two criteria: (a) either a pattern of

pathological alcohol use or impairmen§7in social or occupational
functioning due to alcohol use; and (;5 either tolerance or with-
drawal. Both Schuckit and the DSM-1Il identify life difficulties as
markers of alcoholism, but only the DSM-1l| requires physical indi-
cators of excessive use.

Nyberg (1981) suggests that there may be gross differences

between treatment units in the criteria used to make diagnosis of
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alcoholism in those treatment units that were polled were Social/

Legal Problems. Evidence of physical dependence was not required.
This more closely resembles Schuckit's definition than that of the
DSM=111.,

Other researchers have simply used being in treatment to define
subjects as alcoholics. |In other words, if the subjects were parti-
cipants in either outpatient or inpatient services for alcoholism,
they were assumed to be alcoholic. In such studies, the researchers
made no independent diagnoses of their own but used those made by the
staff at the treatment unit. Sometimes the criteria used by the
staff for diagnosis was mentioned; more often it was not. Therefore,
it is likely in the studies that do not make independent diagnoses or
mention the criteria used, that there is great variability across sub-
jects regarding their alcohol dependency. Tables 3 and 4 review the
important characteristics of those studies which have been done in
the last 20 years that were specifically designed to measure depres-
sion in alcoholics. Of these 27 different studies (three studies
appear on both tables), less than half used the DSM-I1l criteria for
alcoholism or a suitable equivalent--the Feighner criteria (Feighner
et al., 1972), the Research Diagnostic Criteria (Spitzer, Endicott,

& Robins, 1978), or the National Council on Alcoholism Criteria
(National Council on Alcoholism [NCA], 1971).

The inconsistencies in terminology regarding depression are
even more confusing. The term ''depression'' has been variously used
in the literature to refer to such diverse concepts as a transient

mood state, a cluster of specific symptoms, or a mental disorder.
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Frequency of Depression in Alcoholism:

Table 3

Studies Using Diagnostic
Interview Criteria for Depression

Criteria for Criteria for Instrument Day of Percentage
Alcoholism Depression Used Testing n Depressed
Keeler et al., 1979 inpatient¥* DSM-11 interview 5-7 35 9%
Fowler et al., 1980 Feighner Feighner interview®® 4-7 169 12%
Willenbring, 1986 DSM-1 11 DSM-1 11 interview 7-14 51 12%
Clark et al., 1984 DSM-111 RDC SADS 7-21 75 19%
Dackis et al., 1986 RDC RDC SADS 1h+ 49 20%
Hesselbrock et al., DSM-L11 DSM-1 (1 NIMN-DIS 2-7 250 27%
1983 :
Winokur, 1972 inpatient® irregular® interview®® not stated 135 28%
Kolodner, 1977 outpatient#®#* not stated interview not stated 206 30%
Bedi & Halikas, NCA RDC interview®® not stated 421 33%
1985
O0'Sullivan et al., Feighner Feighner interview®® 10+ 300 35%
1983
Robins et al., 1977 Feighner Feighner not stated not stated 58 38%
Cadoret & Winokur, Jellinek Feighner interview®® 1 259 39%

1974

61
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Table 3,_Continued

Criteria for Criteria for Instrument Day of Percentage
Alcoholism Depression Used Testing n Depressed
Weissman & Myers, RDC RDC SADS not stated 34 L4%
1980
Woodruff et al., Feighner Feighner interview not stated 68 57%
1973
Weissman et al., outpatients s Raskin 7 interview 1 61 59%
1977a
Pottenger et al., MAST 5 Raskin 7 interview 1 61 59%

1978

* Admission as inpatient in alcoholism treatment program, no criteria stated.

%% Acceptance as outpatient in alcoholism treatment program, no criteria stated.

° Depressive affect and 4 other symptoms.

°° Structured interview, instrument not stated.
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Table &4
Frequency of Depression in Alcoholism: Studies Using
Rating Scales Criteria for Depression
Criteria for Criteria for Instrument Day of Percentage
Alcoholism Depression Used Testing n Depressed

Hamm et al., 1979 MAST 26 HAM-D =25 HAM-D 1-3 48 0%
Behar et al., 1984 AA Member Feighner self report 1 year+ 72 15%
Willenbring, 1986 DSM-111 HAM-D Z.15 HAM-D 2 51 16%

BDI213 BDI 35%

MMPIZ 70 MMPI L5%
Keeler et a., 1979 inpatient* HAM-D =20 HAM-D 5-7 35 28%

MMPI Z.70 MMP | L3%

SDSZ 44 SDS 66%
Steer et al., 1983 outpatient®* HAM=-D > 14 HAM-D

& BDI>16 & BDI 1 105 33%
Hatsukami et al., inpatient¥® SDS =50 SDS 1 year 1605 36%

1981

Zielinski, 1979 not stated 2 out of 3:

MMP1Z70 MMPI &

BDIZ218 BDI &

SDS>50 SDS not stated 103 38%

¥4



‘uoissiwiad noyum pauqiyosd uononpoidal Jaypnd “Joumo JybuAdoo ayy Jo uoissiwiad yum paonpoldey

Table 4, Continued

Criteria for Criteria for Instrument Day of Percentage
Alcoholism Depression Used Testing n Depressed
Clark et al,m 1985 DSM=-111 BDI = 14 BDI 7-21 106 4oy
Equi & Jabara, 1976 inpatient® MMP1Z.70 MMP | 1 58 53%
Hesselbrock et al., DSM-I1] BDI=13 BDI 2 250 54%
1983 MMP1Z 70 MMP 1 62%
Fine & Steer, 1977 outpatient®s* BDIZ10 BDI 1 103 65%
Weingold et al., inpatient¥® SDS2 44 SDS 1 73 70%
1968
Nakamura et al., inpatient® HAM-DZ.20 HAM-D 1 88 70%
1983
Shaw et al., 1975 NCA BDI 27 or BDI
‘ MMP1Z70 or MMPI or
SDS >34 SDS 1 58 98%

* Admission as inpatient in alcoholism treatment program, no criteria stated.

*% Acceptance as outpatient in alcoholism treatment program, no criteria stated.
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There is a considerable difference between a temporary state of mind
or feeling that is of minor consequence, a group of symptoms that
occur together, and a prolonged emotion that colors the whole 1ife
of an individual. Each of these aspects of ''depression" are legiti-
mate areas of research. However, problems arise when investigations
clearly designed to measure one aspect are used to draw conclusions
about another aspect. For example, statements about the occurrence
of mood disorders in alcoholics cannot be made based upon such self-
report scales as the Zung Self-Report Scale (SDS) (Zung, 1965) or
the Beck Depression Inventory (BDI) (Beck, Ward, Mendelson, Mock,
& Erbaugh, 1961) which were designed to measure the current behavi-
oral manifestations of depression.

Another difficulty in understanding the relationship between
alcoholism and mood disorders may arise from the wide range of pre-
valence of these two combined conditions reported in the literature.
Hamm, Major, and Brown (1979) reported that none of their alcoholic
subjects had a clear-cut indication of depression while Shaw, Donley,
Morgan, and Robinson (1975) found significant levels of depression
present in 98% of the alcoholic patients in their study. And, there
are many reports of percentages everywhere between these two extremes
as evidenced by the studies summarized in Tables 3 and 4.

Inspection of the data contained in these reports suggests sev-
eral explanations for such a wide range of prevalence. First of all,
rates of depression vary directly with the strictness of the criteria
used to define alcoholism. The subjects in the Hamm et al. (1979)

study, in which a zero percent rate for depression was reported, were

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



were ''referred solely for problems of excessive drinking without the
complications of associated medical and/or significant psychiatric
problems' (p. 580). In other words, they were really ''problem
drinkers' not alcoholics.

The prevalence of depression in alcoholics also varies by the
method used to assess the depression. The lower rates are charac-
terized by designs which use clinical interview methods (Dackis,
Gold, Pottash, & Sweeney, 1986; Keeler, Taylor, & Miller, 1979;
Willenbring, 1986; Winokur, Rimmer, & Reich, 1971). Higher rates,
in general, are found using self-report instruments to newly admitted
patients or to those still drinking (Hesselbrock, Hesselbrock, Tennen,
Meyer, & Workman, 1983; Keeler et al., 1979; Pottenger et al., 1978;
Shaw et al., 1975). These differences occur not only between studies,
but within studies that have used several measurement tools. Even
in the study by Hamm and his associates (1979) which found a 0% rate
of affective disorder in alcoholics using clinical interviews rated
on the Hamilton Depression Scale (HAM-D) (Hamilton, 1960), a 35% rate
was reported using the Zung Self-Rating Depression Scale (SDS) (Zung,
1965), a self-report instrument. Furthermore, the same cut-off
scores on well-known depression instruments are not used across
studies. Table 4 shows scores used to define depression on the Beck
Depression Inventory (BD!) (Beck, Ward, Mendelson, Mock, & Erbaugh,
1961) ranging from a low of 7 to a high of 18. Similarly, the HAM-D
shows a range from 14 to 25 while the SDS varies from 34 to 50.

Such inconsistencies have not been taken into account in any reviews;

therefore, much of what has been synthesized on this subject bears

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

24



25
more careful scrutiny before any conclusions about prevalence can be
made.

And, lastly, the relationship between alcoholism and depression
remains unclear because there is no agreement across studies, or in
some case even within studies, as to the point in the alcoholic pro-
cess when measurements of depression take place. Inspection of
Tables 3 and 4 reveals a range of times for data collection from the
first day in treatment (note: those in outpatient treatment may
still be actively drinking) to several years of abstinence. The mer-
curial shifts in mood that are known to be associated with detoxifi-
cation and Alcohol Withdrawal Syndrome (AWS) may confound any measure-
ments taken within the first two weeks of abstinence. Some uniformity
needs to be agreed upon so that measurements of depression can be
made at consistent points in time.

The Disadvantages of Employing the Commonly Used Depression
Instruments in an Alcoholic Population

Difficulties in accurately assessing depression in alcoholics
would still remain even with the adoption of uniform diagnostic cri-
teria, consistent cut-off scores, and standard times of measurement.
Many of the standard instruments commonly utilized to measure depres-
sion have drawbacks when used with the alcoholic population.

While structured clinical interview is considered the most
accurate, it is also the most time-consuming. The Schedule for
Affective Disorders and Schizophrenia (SADS) (Endicott & Spitzer,

1978), which rates a total of 45 symptoms, is the most comprehensive
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and most structured of the interview formats. It involves a lengthy
administration and requires one to two hours of professional time to
complete. The rate for identifying positive cases of affective dis-
orders usiﬁg the SADS declines with the number of days of sobriety
(Willenbring, 1986).

The Hamilton Depression Rating Scale (HAM-D) (Hamilton, 1960) is
a shorter, less structured clinician-administered interview which
rates 21 symptoms. Nakamura, Overall, qulister, and- Rad¢tifife
(1983) reported a similar declining rate using a repeated measure-
ment design with the HAM-D. On admission, 25% of the alcoholics were
assessed as clinically depressed using the HAM-D, whereas only 5%
remained depressed after four weeks. Diagnosis of a mood disorder
requires identifying specific symptoms of the condition while ruling
out other explanations. The results of chronic alcoholism, exces-
sive drinking, or withdrawal can affect many categories on the HAM-D
without a mood disorder actually being present. The HAM-D also
failed to meet standards of internal consistency in studies with
psychiatric inpatients, medical inpatients, and sober alcoholics
(Clark, Cavanaugh, & Gibbons, 1983) and has not yielded a single
dimension of depressive severity by latent trait analysis (Bech &
Allerup, 1981).

The self-report measures have the obvious benefits of ease of
administration and the saving of professional time; therefore, the
development and refinement of this class of tools for assessing
depression in alcoholics is important. A review of the commonly used

self-report measures suggests there are significant problems
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associated with their use in an alcoholic population. The Minnesota
Multiphasic Personality lInventory (MMPI) (Hathaway and McKiniley,
1951) is frequently used to assess depression, but 566 questions are
simply too many for individuals already experiencing poor concentra-
tion, low motivation, and fatigue. Its length and complexity also
makes it time-consuming to score and interpret. In addition, Keeler
and his associates (1979) analyzed MMPIs given .to alcoholics and !
reported elevations on the F scale (confusion and/or random answer-~
ing) as high or higher than the depression scale. Many of the MMPIs
were invalid due to this confusion.

The Zung Self-Rating Depression Scale (SDS) (Zung, 1965) is also
frequently used to assess depression in alcoholics. It has the ad-
vantage of having only 20 questions and asks patients to consider the
questions' application to them at the time of testing rather than
having to keep in mind a certain time frame. However, they must
choose between four categories of frequencies, so there are 80 possi-
ble responses. The SDS requires less concentration, but has been
criticized for not being able to adequately distinguish between dif-
ferent levels of depressive symptomatology (Carroll, Fielding, &
Blashki, 1973; Yesavage et al., 1983).

The Beck Depression Inventory (BDI) (Beck et al., 1961) is prob-
ably the most popular of the self-report instruments. This inventory
looks at 21 symptoms at the time of testing. The possible responses
involve endorsing one or more of four to six statements following
each symptom, so there are 94 possible choices. Statistical analyses

of the BD! suggest that it meets high standards for internal
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consistency (Clark, Gibbons, Fawcett, Aagesen, & Setters, 1985;
Yesavage et al., 1983). It has also been shown to be useful to
screen for depression in alcoholics by the fourth day of sobriety
(Dorus as cited by Willenbring, 1986) and to be superior to other in-
struments as a screening device for depression among drug abusers
(Rounsaville, Wéissman, Rosenberger, Wilber, & Kleber, 1979). Clark
and associates (1985) have shown that the BDI measures a single dimen-
sion of depressive severity in alcoholics and identifies an indepen-
dent depressive syndrome that may coexist with alcoholism in some
patients. This independent syndrome consists of seven symptoms--
work inhibition, guilt, self-disgust, irritability, indecision, dis-
satisfaction, and loss of social interest. Vegetative symptoms,
hopelessness, and suicidal ideation were poor discriminators of de-
pression in alcoholics. Of the seven optimal items for discriminat-
ing depressive severity in alcoholics, three of these symptoms--loss
of social interest, dissatisfaction, and indecision--also discrimin-
ated well the severity of depression among medical inpatients. These
three symptoms may be the most important characteristics of an affec-
tive disorder that are not obscured by the presence of physical ill-
ness or alcoholism.

The last self-report depression instrument of interest is the
Mood Assessment Scale (MAS), also known as the Geriatric Depression
Scale (GDS) (Yesavage et al., 1983). The MAS consists of 30 short
questions covering the past week presented in a yes/no format. An
obvious advantage of this scale is that simple yes/no choices are the

easiest to make and thus the most appropriate for individuals who are
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suffering from poor concentration and fatigue. This scale was devel-
oped to overcome the heavy loading of somatic symptoms in existing
scales which accounted for their low specificity rates with elderly
patients. In other words, more false-positives occur when standard
depression measures are used with the aged because many somatic symp-
toms are present even in the absence of an affective disorder. Since
this situation is also true for the alcoholic population, the MAS may
be a better measure of depression than the commonly used instruments.
Only two studies have utilized the MAS with alcoholics (Nakamura et
al., 1983; Tamkin, Carson, Nixon, & Hyer, 1985). Nakamura and asso-
ciates used three self-report measures to assess depression in an
alcoholic population. The MAS was chosen as one measure because
organicity and somatic symptoms do not affect the scores of this
scale. The findings of Tamkin and associates indicate that the MAS
is comparable in efficacy with the BDI and the Dysthymic scale of
the Millon Clinical Multiaxial Inventory (MCMI-D) in the prediction
of depression in alcoholic patients when the MMPI-D is used as the
criterion. The only drawback to this instrument is that it has not
been validated against clinical diagnosis in an alcoholic population.

The Theoretical Implication of Using Existing Depression
Instruments in an Alcoholic Population
The last concern about the suitability of established depression
instruments in the alcoholic population is theoretical. Since depres-
sion inventories are based on items which discriminate "normals'' from

individuals suffering from depressive disorders only, will they
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retain their power with the addition of alcoholism? |If the depres-
sion of the alcoholic is organized much differently than the depres-
sion of the patients with depressive disorders, then inferences about
depression based upon clinical scales will not be applicable to alco-
holics. However, if the depression of alcoholics is substantially

no different than the depression experienced by persons suffering
from a depressive disorder, then inferences can be drawn in the same
way.

One way to test this notion is to compare the pattern of respon-
ses made to depression instruments by alcoholics with the pattern of
responses made to the same instruments by patients diagnosed with
depressive disorders. The patterns of covariance among the indivi-
dual items in the depression inventories made by both populations
should resemble each other if these two ''depressions'' are fundamen-
tally the same. Therefore, factor structure is one way to investi-
gate whether any differences exist.

There have been two major reviews of the factor analytic studies
of the responses of patients with depressive disorders to depression
inventories. Lorr (cited in Gibson & Becker, 1973) reviewed eight
such studies and identified three factors which he called Anxious
Self-Blame, Depressed Mood, and Somatic Disturbances. He noted that
Anxious Self-Blame occurred in all eight studies. This factor is
characterized by: self-criticism, worthlessness, sense of failure,
guilt, responsibility for misfortune, and anxiousness. Beck and
Lester (1973) reviewed the factor analyses of the Beck Depression

Inventory among patients with depressive disorders and identified
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three factors: Negative Attitudes-Suicide, Physiological, and Perfor-
mance Difficulties.

The literature on the factor structure of the responses of alco-
holics to depression inventories is much more limited. Only two
studies have been done on this topic. Gibson and Becker (1973) ana-
lyzed the responses of alcoholics to the BDI and the SDS. They iden-
tified three factors in the BDI: Self-Debasement, Vital Depression,
and Pessimism-Suicide. The component of these three factors were
then compared with the components of the factors in the literature
for persons diagnosed with depressive disorders. They concluded there
were major similarities between the depression described by alcoholics
and the depression described by patients with depressive disorders.
These similarities appeared across both the BDl and the SDS. Steer,
Shaw, Beck, and Fine (1977) studied the responses of alcoholics to
the Beck Depression Inventory and reported similar results.

When applied to both alcoholics and patients with depressive dis-
orders, self-report depression instruments appear to produce patterns
of covariance among the individual items which are similar to each
other. One interpretation is that both groups have similar cognitive
organization because the shared factors are substantive, internal,
and relevant to the nature of depression. In such a case, it is
appropriate that depression instruments developed on clinical popula-
tions be used in alcoholic populations. At the same time, it is im-
portant to note that only two féctor analytic studies of depression
in alcoholics have been reported (Gibson & Becker, 1973; Steer et al.,

1977) and neither are very recent. Future work in the assessment of
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depression in alcoholics should ideally include factor analyses so
that a body of work can be accumulated from which solid comparisons

can be made.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

32



CHAPTER |11
STATEMENT OF THE PROBLEM
Areas Where Research Can Be Refined

There are several areas where research into the assessment of
depression in alcoholics can be refined. To begin with, subjects need
to.be identified by their pattern of &lcohol abuse, that is, whether
they use alcohol alone or in combination with other drugs. The
National Institute on Drug Abuse identifies seven pattern classes of
drug use of which four include alcohol. While it is appropriate for
large-scale studies to use very fine discriminations between subject
groups, it is not practical for most clinical studies which generally
take place in one or two individual treatment units. Therefore, it
is recommended that at least three use groups be identified as stan-
dard in any research in substance abuse: alcohol only, alcohol and
other drugs, and other drugs only. Larger scale studies can further
sub-divide within these categories as sample size dictates.

Secondé}, it is important that future research by careful to dis-
tinguish between depression as a transient feeling or as a mood dis=-
order. Self-report instruments are adequate for measuring depression
as negative affectivity, but diagnosing a mood disorder necessitates
additional clinical interview methods.

When self-report instruments are used as a measure of depression

indicative of mood disorder, it is important that the scores mean the
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same thing across studies. Recall that previous studies looking at
depression among alcoholics have used several different cut-off
scores on the various depression instruments. From Table 4 it can be
seen that 7, 10, 13, 14, 16 and 18 have all been used as cut-off
scores on the BDI. Kendall and his associates (1987) recently pub-
lished the following recommendations regarding the use of the Beck
Depression Inventory: (a) only the long form of the BDI should be
used with the original cut~off score of 16 and above to indicate pos-
sible depression; (b) the category of depression should be reserved
only for those subjects which additionally meet the diagnostic cri-
teria for affective disorders, preferable established by structured
clinical interviews; and (c) all others with high scores should be
referred to as ''dysphoric'. Similar guidelines need to be followed
for all depression instruments. The cut-off scores to indicate depres-
sion which may qualify as a mood disorder should be those established
to represent ''severe'! cases not cut-off scores used to denote "mild"
cases. ldeally, if the research design is concerned with diagnostic
categories, then clinical interviews should be conducted for those
subjects who scored above the cut-off score. |In cases where inter-
views are not possible, then scores from at least two sources should
be used.

Third{}, guidelines need to be established for uniform times of
measurement of depression in alcoholics. Measurements used to define
initial levels of depression must be taken at admission into treatment
which should be defined as the first day after detoxification, if

detoxification is necessary. Measures for diagnostic purposes should
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not be taken before a two-week wash-out period. Short-term follow-up
measurements need to be taken 1 to 3 months after discharge.

A fourth point of importance to future research is that preva-
lence studies must adhere to strict diagnostic criteria and methods.
The rate of mood disorders which accompany alcoholism is best meas-
ured by structured clinical interview methods.

Research in the area of depression in substance abusers must con-
tinue to look for easier and more accurate screening devices. How-
ever, the criterion against which their new instruments should be
measured must be diagnostic categories determined by clinical inter-
view methods, not other self-report measures.

Lastly, the literature on the factor structure of the responses
of alcoholics to depression inventories needs to be greatly expanded.
The two existing studies (Gibson & Becker, 1973; Steer et al., 1977)
have not included women. These studies are not very representative as
one-third of all patients entering treatment for alcoholism are women.
Future samples need to address this weakness.

¢
4Vt Purposes of This Study

There are four main purposes to this study. Each of these is in-
tended to address current weaknesses in the literature by following
the guidelines prescribed above. The purposes of this study are:

1. To establish the prevalence of depressive disorders among
persons in residential treatment for alcohol or other drug abuse using
structured clinical interview after two weeks of abstinence. Only

those subjects who fulfill the criteria for any of the Depressive
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Disorders in the DSM-I1I-R will be identified as depressed. Preva-
lence rates will be calculated for sub-populations determined by type
of use group (alcohol only, alcohol and other drugs, and other drugs
only) and other demographic characteristics.

2. To validate a self-report depression instrument, the Mood
Assessment Scale (MAS), as a measure of depression in an alcohol and
other drug abuse population.

3. To compare the utility of the MAS and the BDI as screening
instruments for depressive disorders in a population of alcohol and
other drug abusers in residential treatment. The sensitivity and
specificity of the MAS will be established against DSM-IlI~R criteria
for depressive disorders.

L, To investigate the relationship of depressive disorders,
demographic characteristics, and certain post-treatment behaviors to
early relapse after treatment.

5. To compare the nature of depression in alcohol and other
drug abusers to that of patients diagnosed with depressive disorders
through the use of factor analysis on two depression instruments:

the BDI and the MAS.
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CHAPTER IV
METHOD
Subjects

The sample of 168 inpatient substance abusers consisted of volun-
teers recruited from routine patient admissions to two different resi-
dential treatment programs for substance abuse in Kalamazoo County
from July 19, 1987 through March 22, 1988. The practice of drawing
from several sites is common in the literature on alcoholism because
most treatment units are too small to generate sufficiently large sam-
ples in a reasonable length of time (Clark, Pisani, Aagesen, Sellers,
& Fawcett, 1984; Clark et al., 1985; Hesselbrock et al., 1983; Schuc-
kit .& Winokur, 1972; Weissman, Slobetz, Prusoff, Mezritz, & Howard,
1976).

All subjects completed detoxification, if necessary. Both sites

used the Clinical Modification of the World Health Organization's

International Classification of Diseases, 9th Revision (1CD-9-CM)

(Commission of Professional and Hospital Activities, 1978) for index-
ing medical records. Criteria for alcohol dependence and other drug
dependence are spelled out in the DSM-i1l (APA, 1980) and DSM-i11-R
(APA, 1987) according to a numbering system that corresponds to the
1CD-9-CM. These numbers were used to separate subjects into three
substance use groups: '!alcohol onli“} "alcohol and other drugéﬂ; and

Y"other drugs onl%“}

37
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The differences in sociodemographic and clinical characteristics
between the two patient groups were within chance expectation on race,
employment status, educational level, number of previous treatments
for substance abuse, distribution between the three substance use
groups, and family history for alcoholism. Differences occurred
between the two sites on sex and age distribution. One site had more
women and more patients in the third age group, age 40-49. However,
there were no significant interactions by site on any of the measures
of depression. Therefore, unless specified, results will refer to the
combined sample.

The subjects ranged in age from 19 to 67 years, with a mean age
of 33.5 years (SD=9.7 years); 73.2% of the subjects were male; 85.1%
of the subjects were Caucasian; and 14.9% were black. The majority
of the subjects had a family history of alcoholism (54.8%), were em~
ployed full-time (66.7%), had finished high school (mean education
12.3 years; SD=1.7 years), and were entering treatment for the first
time (82%). Approximately equal numbers were single (41%) or married
(36%) with smaller numbers being divorced (19%) or widowed (3.6%).
The distribution of subjects by substance use groups were: ‘''alcohol
only' (57.1%), "alcohol and other drugs'" (28%), and 'other drugs only"

(14.9%).

Instruments

Beck Depression lnventory

The Beck Depression Inventory (BDI) (Beck et al., 1961) is one

of the most widely used of the self-report rating scales for depression.
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It consists of 21 symptoms of depression which are rated by the pa-
tient with a value ranging from 0 (absent) to 3 (severe). The score
for this inventory is obtained by adding together the 21 responses.
The highest score which can be obtained is 63. The standard cut-off
score on this instrument for severe depression is 16. (See Appen-

dix A.)

Mood Assessment Scale

The Mood Assessment Scale (MAS), also known as the Geriatric
Depression Scale (GDS) (Yesavage et al., 1983) consists of 30 short
questions presented in a yes/no format. |t has been shown to corre-
late very highly with classifications of depression based upon the
Research Diagnostic Criteria (RDC) (Spitzer, Endicott, & Robins, 1978)
in the elderly. It is unique because it does not use the somatic
symptoms of depression which often confound measurements of mood dis-
order in the elderly. Because somatic symptoms may also confound the
assessment of depression in alcoholics, the MAS may prove to be a
better self-report measure of depression with this population than
commonly used BDl. A cut-off score of 11 has been suggested for this
instrument (Brink et al., 1982). However, a cut-off score of 14 has
been proposed by these authors when a more stringent criterion is

required. (See Appendix B,)

Schedule for Affective Disorders and Schizophrenia

The Schedule for Affective Disorders and Schizophrenia (SADS)

(Endicott & Spitzer, 1978) is a highly structured interview format
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used to diagnose affective disorders and schizophrenia using the RDC.
It has very high standards of reliability and validity. It covers 45
symptoms of depression in detail and controls for any confounding

due to the existence of thought disorder. The version known as the
SADS-C will be used in this study. Subjects were considered as having
an affective disorder if they met the DSM-111-R criteria for Major

Depression or Dysthymia. (See Appendix C.)

SCL-90-R

The revised version of the Symptom Check List (SCL-90-R) (Dero-
gatis, Rickels, & Rock, 1976) is a 90-item self-report symptom inven-
tory designed to reflect the psychological symptom patterns of psychi=-
atric and medical patients. Each item is rated on a five-point scale
of distress ranging from '"not-at-all' to ”extremel&“) The SCL-90-R is
scored and interpreted in terms of nine primary symptom dimensions
and three global indices of distress. The symptom dimension of inter-

est to this study is Dimension IV: Depression. (See Appendix D.)

Follow-up Questionnaire

A six-item follow-up questionnaire was designed for this study
which asked subjects about their behaviors regarding alcohol or drug
use since completing residential treatment, their participation in
self-help groups, their participation in outpatient therapy, and their
opinions about the treatment program they had just completed. (See

Appendix E.)
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Procedure

Upon admission each new patient filled out the BDI and MAS as
part of the regular admissions forms. On approximately the 14th day
of sobriety (no earlier than the 13th day and no later than the 18th
day), a request was made of each subject to participate in a research
project investigating short-term treatment outcome. It was explained
that being a subject in this study would involve participating in a
personal interview, filling out three short questionnaires, giving
permission to use information from the intake forms, and authorizing
follow-up contact. It was further explained that all information
would be kept confidential.

After obtaining the signed consent statement (see Appendix F),
each subject participated in a structured clinical interview conducted
by the author using the SADS-C. Based upon responses to this inter-
view, subjects were diagnosed as having a mood disorder if they met
the DSM-I11-R criteria for Major Depression or Dysthymia.

At the end of the interview, a packet containing the BDI, the
MAS, and the SCL-90-R was given out with instructions to return the
completed forms by the end of the next day.

One month after discharge all subjects were mailed the follow-up
questionnaire, a BDl, a stamped return envelope, and a cover letter
(see Appendix G) asking them to complete and return the enclosed

forms.
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CHAPTER V
RESULTS

The Prevalance of Depressive Disorders in
Alcohol and Other Drug Abusers

The first purpose of this study was to determine the prevalence
of depressive disorders among alcoholics and other drug abusers uti-
lizing improved methods over those used in previous prevalence studies
in this area. A total of 59 (35.1%) patients were diagnosed by
structured clinical interview as currently meeting DSM-111-R criteria
for either major depression (n=39), dysthymia (n=19) or a depressive
order not otherwise specified (n=1) after a two-week wash-out period.
Roughly one-third of these patients in residential treatment for
alcoholism and other drug addictions were depressed, and this preva-
lence rate did not appear to vary as a function of most patient char-
acteristics. Table 5 presents the rates of depressive disorders
found in this study according to several demographic variables.

Chi-square analyses were performed on all the demographic cate-
gories. There were no statistically significant differences in the
prevalence of depressive disorders due to sex, race, use group, mari-
tal status, or employment status. Prevalence rates did differ, how-
ever, by age group. Subjects in the 40-49 age range showed a signi-
ficantly higher rate of depressive disorders than did subjects in

any of the other age groups.
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Table 5

The Rates of Depressive Disorders Among Several Subpopulations
of Alcohol and Other Drug Abusers in Residential Treatment
(N = 168)

% Depressed % Non-Depressed

Females (N=45) 4o.0 60.0
Males (N=123) . 33.3 66.7
Caucasians (N=143) 34.3 65.7
Blacks (N=25) 40.0 60.0
Use Group: Alcohol only (N=96) 35.4 64.6
Alcohol & Other Drugs (N=47) 34.0 66.0
Other Drugs only (N=25) 36. 64.0
Age Group: | (18-29) (N=68) 31.0 69.0
Il (30-39) (N=62) 30.6 69.4
111 (40-49) (N=22) 63.6% 36.4*
IV (250) (N=13) 30.8 69.2
Marital Status:
.Single (N=69) 34.8 65.2
Married (N=61) 31.2 68.8
Divorced (N=32) L4o.6 59.4
Widowed (N=6) 50.0 50.0
Employment Status:
Employed (N=112) 33.0 67.0
*Unemployed (N=56) 39.3 60.7
*p £&.05

The Analysis of the MAS as a Measure of Depression
in Alcohol and Other Drug Abusers
The primary test of the validity of the MAS as a measure of
depression in alcoholics and other drug abusers was provided by the
classification of subjects as depressed versus non-depressed on the
basis of DSM-IlI~R criteria for depressive disorders. |If the MAS is

valid index of depression, it would be expected that the non-depressed
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subjects would receive significantly lower scores on the MAS compared
with subjects classified as depressed. As a test of this hypothesis,
an analysis of variance was conducted in which the classification
variable served as a between-subjects factor while the total scores
on the second MAS (the one taken after a two-week wash-out period)
served as the dependent measure. Similar analyses were also performed
on the BD! and the SCL-90-R which had been administered concurrently
with the MAS. The results of these analyses provided evidence for
each of the scales' validity. In each analysis the main effect for
the classification variable was highly significant [MAS: F(1,152) =
152.301, p<£.0001; BDI: F(1,155) = 125.101, p <.0001; SCL-90-R:
F(1,137) = 122,145, p<£.0001]. Table 6 shows that in each case the

means were ordered as predicted.

Table 6

Means and Standard Deviations for the 2-Week Scores on
the MAS, BDIl, and SCL-90-R as a Function
of Subject Classification

Scale Non-Depressed Depressed Total Sample
MAS 6.39 16.22 9.84
(4.10) (5.69) (6.65)
BDI 4,57 14.22 7.95
(3.7h) (7.09) (6.91)
SCL-90-R .63 1.65 1.00
(.34) (.74) (.72)

Standard deviations appear in parentheses.
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The convergent validity of the MAS was investigated by calculat-
ing correlations between it and existing measures of depression. Pre-
vious findings indicate that the BDI is a valid measure of depression
in alcoholics (Clark et al., 1985) and drug abusers (Rounsaville et
al., 1979). The SCL-90-R has proven very sensitive in a broad vari-
ety of clinical and medical contexts (Derogatis, 1983). |In particular,
research on depression has revealed the '"90" to be very sensitive to
the presence and alteration of depressive disorders. Weissman and
her colleagues (Weissman et al., 1976) reported on clinical depression
among methadone addicts and found the SCL-90-R to be highly sensitive
to depressive manifestations. The obtained correlation between the
MAS and the BDl was found to be .073 while a correlation of ,072 was
found between the MAS and the SCL-90-R. The correlation between the
BDI and SCL-90-R was .061. All of these correlations were statiscally
reliable beyond the .0001 level.

Finally, a comparison was also made across the three scales to
determine the relative strength with which each one was related to
the number of Research Diagnostic Criteria (RDC) for depressive dis-
orders. The correlation of each of the depression scales with the
RDC was computed, and then, the magnitude of each correlation was com-
pared to the other two. The Ferguson (1971) procedures for testing
the null hypothesis when r's are not independent were followed. The
obtained correlations between the RDC variable and the MAS, BDI, and
SCL-90-R were 0.71, 0.67, and 0.69 respectively. All of these corre-
lations were statistically significant beyond the .0001 level. None

of the differences between any of the three possible pairs of
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correlation coefficients was found to be statistically significant.
However, when a step-wise regression analysis was performed predicting
RDC from the three predictor variables (MAS, BD!, and SCL-90-R), only
the MAS was entered into the formula. In other words, neither the
BD! scores nor the SCL-90-R scores were able to add any information
to the prediction of depressed from non-depressed beyond what was
already contained in the MAS scores.

The Utility of the MAS and BDIl as Screening lInstruments for

Depressive Disorders in Alcohol and Other Drug Abusers

Another purpose for testing the MAS with this population was to
investigate its utility against the commonly used BDl as a screening
instrument for depression in patients receiving treatment for alcohol
or other drug abuse. For this comparison, it is desirable to compute
the percentage of individuals correctly and incorrectly classified
using specific cut-off scores. Sensitivity, the true-positive rate,
refers to the number of depressed persons correctly classified as
depressed based on a particular criterion. Specificity, the true-
negative rate, refers to the number of non-depressed persons correctly
classified as such. Table 7 shows the sensitivity and specificity of
the three self-report instrumenfs used in this study, the GDS, the
BDI, and the SCL-90-R. Obviously, the MAS performed with the highest
sensitivity, and the BDl with the highest specificity. When both
sensitivity and specificity are taken into consideration, the MAS,
using a cut-off score of 11, appears to be the best screening instru-

ment for depressive disorders after a two-week wash-out period.
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Table 7

Sensitivity and Specificity of Three Measures of Depression
Using DSM-111-R Diagnosis as a Comparison*

Sensitivity Specificity
% True % False % True % False
Positive Positive Negative Negative
MAS (cut-off 11) 87.0 20.0 80.0 13.0
MAS (cut-off 14) 66.7 4.0 96.0 33.3
BDI (cut-off 16) 41.8 1.0 99.0 58.2
SCL-90-R (>70) 68.0 6.7 93.3 32.0

*all measurements were taken after a two-week wash-out period of
sobriety.

Another task of this study was to determine if a simple self-
report instrument for depression could be used at intake which would
discriminate between those subjects with transient dysphoria and
those who would be diagnosed as having an affective disorder after
two weeks of abstinence. From the results summarized in Table 8,
it appears that neither the MAS nor the commonly used BDI does a
very good job of screening for depression at intake into treatment.
The sensitivity of the MAS and the BD!l is adequate, but the specifi-
city is unacceptable for both instruments.

A two-step screening procedure does not improve results over
that obtained with just the MAS taken after two weeks. The MAS was

chosen for both steps because it demonstrated the highest sensitivity

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



48

at intake and the higest sensitivity after two weeks of sobriety

(Table 9).
Table 8
Sensitivity and Specificity of Two Measures of Depression Taken
at Intake Using DSM-11!-R Diagnosis as a Comparison®*
Sensitivity Specificity
% True % False % True % False
Positive Positive Negative Negative
MAS (cut-off 11) 91.8 68.1 31.9 8.2
MAS (cut-off 14) 77.6 55.3 by .7 22.5
BDI (cut-off 16) 83.7 48.9 51.1 16.3

*MAS & BDI| taken at intake; DSM-11i-R diagnosis made after a two-week
wash-out period.

Table 9

Sensitivity and Specificity of a Two-Stage Approach to
‘ Detecting Depression with the MAS Using

DSM-111-R Diagnosis as a Comparison
Sensitivity Specificity
% True % False % True % False
Positive Positive Negative Negative
MAS-1*Z11 & 77.9 18.4 -81.6 22,2

MAS=-2%% >11

*MAS-1 taken at intake  #*MAS-2 taken after two-week wash-out period
of sobriety
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Variables Related to Early Relapse After Treatment

Follow-up questionnaires were sent out one month after treatment.
While this is a very short time, it is the most productive time period
in terms of data collection. Regular follow-up research at Hazelden,
a well-known treatment center in the Midwest, suggests that nearly
half of all patients who relapse after residential treatment do so
within 1-3 months of discharge. Also, subjects can usually be found
within the first month at the address they give at discharge.

The return rate for the mailed quesionnaires was approximately
50%. This compares very favorably with 38% return rate for mailed
quesionnaires reported by Hazelden. In the follow-up sample, 59 sub-
jects were male and 21 were female. A total of 7 Blacks and 73 Cau-
casians returned their follow-up forms. The mean age of this group
was 35.3 years (range 20-67 years). Approximately 41% were presently
married or living as married, with 34% single, 22.5% divorced, and
2.5% widowed. Most were employed (67.5%). Their mean educational
level was 12.6 years of schooling. 67.5% had been treated for alco-
holism, 25% for abusing both alcohol and other drugs, and 7.5% for
other drug abuse only. Chi-square analyses were computed on all the
demographic factors which were category data, and ANOVAs were com-
puted on all the demographic factors that were numerical data.

Table 10 summarizes the demographic characteristics of those who
returned their follow-up questionnaires and those who did not. The
two groups did not differ by site, sex,,marital status, employment

status, or alcohol use groups (alcohol only and alcohol & other
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Table 10
The Percentage of Subjects in Each Demographic Category Who

Returned or Did Not Return: Their Follow-Up Questionnaire
and Their Average Age and Educational Level

% of Subjects Who Did % of Subjects Who Did Not
Return Follow-Up Return Follow-Up

N = 80 N =88

Site: #1 55% 45%

#2 L4L% 56%
Sex: Males 48% 52%

Females L7% 53%
Race: Blacks 28% 72%*

Caucasian 51% Loy
Marital Status:

Single 39% 61%

Married 54% L46%

Divorced 56% Lhy

Widowed 33% 67%
Employment Status:

Employed L8% 52%

Unemployed L6% 54%
Use Group:

Alcohol only 56% 4y

Alcohol & Other Drugs 43% 57%

Other Drugs only 2L% 76%*
DSM-111-R Depressive 47% 53%

Disorder

Age 35.3 years 31.8 years=®

Educational Level

12.6 years

12.0 years*

*p<L .05

drugs). They did show statistically significant differences in age,
educational level, racial composition, and other drug use. Those
who returned their follow-up questionnaires were slightly older,
slightly more educated, more likely to be Caucasian, and more likely

to have been treated for alcohol or alcohol and other drug abuse in
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combination rather than drug abuse alone.

The Relationship of Short-Term Relapse to
Measures of Depression

Post-treatment drinking or drug use behavior during the month
following discharge was analyzed according to three categories:

abstinent: no use of alcohol or drugs since discharge

mild relapse: use of alcohol or drugs only once since discharge

total relapse: use of alcohol or drugs more than once since
discharge

The patterns of short-term relapse were different between the two
groups based upon the presence of a depressive disorder during treat-
ment. For purposes of simplicity in this presentation of these data,
an acronym will be used to distinguish the two patient groups. Those
patients who were diagnosed during substance abuse treatment as suf-
fering from a depressive disorder using DSM-111-R criteria will be
referred to as the DDD group (Diagnosed with a Depressed Disorder).
Those patients who did not meet such criteria will be referred to as
the non-DDD group. The BD! scores obtained at follow-up were used to
classify subjects into four groups according to their level of
depression:

none: 0 -4 moderate: 8 - 15

mild: 5 -7 severe: 16

Depression continued unabated after release from treatment for
the DDD group with 86% of these subjects showing some level of depres-
sion at follow-up. The majority of these patients fell into the

moderate or severe categories.of depression. In contrast, only 35%

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



of the non-DDD group showed any level of depression at follow-up with
the majority of those falling into the mild category of depression.
The DDD group were 6 times more likely to be severely depressed at
1-month follow-up than the non-DDD group. For those who had been
diagnosed as having a depressive disorder during treatment, 100% of
those patients who suffered a total relapse within the first month
after release from treatment were severely depressed. Only 50% of
the non-DDD group who relapsed were severely depressed. Tables 11

and 12 summarize these data.

Table 11

The Distribution of DDD Subjects by Relapse Behavior
and Level of Depression at Follow-Up

Percents of Column Totals

abstin mild relap total relap Totals

none 17.39% 0% 0% 14.29%

mild 26.09% 0% 0% 21.43%

moderate 43 .48% 100% 0% 39.29%
severe 13.04% 0% 100% 25%
Totals 100% 100% 100% 100%
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Table 12

The Distribution of Non-DDD Subjects by Relapse Behavior
and Level of Depression at Follow-Up

Percents of Column Totals

abstin mild relap total relap Totals

none 67.44% 66.67% 0% 64.71%

mild 20.93% 33.33% 0% 21.57%
moderate 9.3% 0% 50% 9.8%

severe 2.33% 0% 50% 3.92%
Totals 100% 100% 100% 100%

Levels of depression as measured by self-report instruments at
intake (BDI and MAS) and after a two-week wash-out (BDI, MAS, and
SCL-90-R) did not predict post-discharge relapse behavior at a statis-
tically significant level. However, measurements of depression taken
at follow-up did correlate positively with relapse behavior. Scores
on the BDIl administered at follow-up were much higher for the relapsed
subjects as compared to the abstinent subjects (p<.0001). Table 13
summarizes these results.

The Relationship of Short-Term Relapse to
Demographic Characteristics

Chi-square analyses were computed on all cateogry demographic

data and ANOVAs were performed on all numerical demographic data.
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Table 13

The Distribution of Subjects by Relapse Behavior and Level of
Depression as Measured by the BDIl at Follow-Up

Percents of Column Totals

abstin mild relap total relap Totals

none 50% 57.14% 0% 46 .84%

mild 22.73% 28.57% 0% 21.52%
moderate 21.21% 14.29% 16.67% 20.25%
severe 6.06% 0% 83.33% 11.39%
Totals 100% 100% 100% 100%

There were no statistically significant relationships between most
client characteristics and early relapse. |In other words, among the
subjects responding to follow-up, those who remained abstinent did
not differ significantly on most characteristics from those who suf-
fered mild or severe relapses. No differences were found by sex,
race, age, type of use group, marital status, or employment status.
One difference which did reach statistical significance was educa-
tional level. Those subjects who remained abstinent during the first
month after discharge from residential treatment were better educated
than those subjects who suffered a total relapse. The abstinent sub-
jects averaged one year of education beyond high school while those
subjects who suffered a total relapse generally did not complete

high school [F(2,77) = 3.068, p <.05].
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The Relationship of.Short- Term Relapse to
Post-Treatment Beéhaviors

Post-treatment behaviors were also analyzed as they related to
drinking or drug use practices after treatment. They included fre-
quency of AA or NA attendance, whether or not a sponsor was selected
for either of these self-help groups, and whether or not the patient
was participating in individual outpatient therapy. Coded chi-square
analyses were computed on all category data. Selecting a sponsor did
not relate significantly with the prevention of relapse among the
follow-up subjects, but regular AA or NA attendance (p <.05) and par-
ticipation in individual therapy (p <.01) were very significant.
Fifty percent of those subjects responding to the follow-up who did
not attend any self-help meetings since discharge suffered a relapse
compared with the 2.7% relapse rate of subjects who attended several
AA or NA sessions a week. The statistics on individual therapy are
even stronger. No subject who participated in individual therapy
after treatment experienced a total relapse after treatment. All
subjects who did experience a total relapse were not involved in indi-
vidual therapy of any kind.

The Factor Structure of Depression in Alcohol
and Other Drug Abusers

Product-moment correlations were calculated among the 21 items
of the Beck Depression Inventory. According to Guttman (1954) a éom-_
posite of variables that is going to be factor analyzed should have

partial correlations between the variables that approach zero while
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the multiple correlations for the variables should be reasonably high.
Kaiser (1970) developed an index, variable sampling adequacy, of the
extent to which a matrix of partial and multiple correlations con-
forms to zero partial and large multiple correlations. Specifically,
to the extent that a composite of variables is logically homogeneous,
that is, measuring the same universe of content, they are especially
appropriate for factor analysis. This index of the sampling effi-
ciency for the total composite of variables, total matrix sampling
adequacy (MSA), should be greater than .500 in order to assume that
Guttman's assumptions have been minimally met. As the index approaches
one, the data are conforming almost perfectly to the assumption of
zero partial correlations. For this correlation matrix of the BDI
the index is .857, which suggests that these data represent a homo-
geneous collection of variables and are suitable for factor analysis.

It is also important that each of the individual variables have
relatively high indexes of variable MSA, Variables with a low index
of variable MSA may not logically belong to the same psychometric
universe of content as the other variables in the composite of vari-
ables. They will have an unpredictable influence on any factor ana-
lysis done on the composite. |In this study, the lowest index of
variable MSA is .711 which is substantially larger than the minimum
value of .500, thereby providing additional proof that these varia-
bles are appropriate for a factor analysis.

It is also important to have a measure of the statistical sig-
nificance of the correlations. Bartlett's Test of Sphericity (1951)

is the multivariate analog of the statistical test that is frequently
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applied to a single correlation coefficient to see if it is signi~
cantly different from zero. The test of sphericity is used to deter-
mine if the collection of correlations in the correlation matrix are
different from zero. The chi-square value for these data is 1092.653
which is significant at the .0001 level.

A principal component analysis (Hotelling, 1933) was chosen for
factor extraction because it is the most established factor method.
The computer program used to perform the factor analysis was StatView
512+ (Feldman & Gagnon, 1986). The squared multiple correlation
(SMC) was used as the communality estimate. A varimax transformation
for an orthogonal solution was initially computed. Since depression
was viewed as a syndrome composed of interrelated symptoms, an oblique
solution was computed from the orthogonal solution known as the ortho-
tran solution. Unfortunately for purposes of comparison, of the two
previous factor analyses done on the BDl in a population of alcoholics,
one used an oblique solution and the other used an orthogonal solution.

Table 14 presents the salient loadings for each of the six fac-
tors extracted in this analysis. A salient loading was considered to
be one greater than or equal to .40. Only three of these factors can
be considered meaningful since they have three or more salient vari-
ables. Ideally, a factor should have at least four variables to
increase the likelihood of its being able to be replicated. Factor |
represented 35.1% of the total variance; Factor |l explained 14.5%;
and Factor |l contained 13.5% of the total variance.

The correlations between the oblique factors were low and ranged

from =~-.400 to .339. Since all of the factor intercorrelations were
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Table 14

Principal Components Factor Pattern of the
Beck Depression lnventory

Factors
Subscale l Lt (BN v ') Vi
Sense of Failure .764
Guilt .729
Seif-Dislike .689
Pessimism .662
Self-Accusations 613
Indecisiveness .613
Sadness 445
Suicidal ldeas 438
Body Image Change  .420
Dissatisfaction 415
Insomnia .755
Fatigability .547
Work Retardation .543
Social Withdrawal .671
Loss of Libido .619
Crying .571
Expectation of Punishment .788
Weight Loss .700
Anorexia .724
Irritability .545
Somatic Preoccupation .818
Factors Correlations Between Factors
| 1
M .259 1
11 .339 .275 1
v .285 .282 .18 1
Vv .138 242 .163 ~-.004 1
Vi .252 .299 .237 .102 .158 1

Note: Loadings 2 .40 were considered as salient.
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less than .50, this suggests that the factor solution was not under-
factored.

A factor analysis was also performed on the Mood Assessment Scale
with this population of alcohol and other drug abusers. Product-
moment correlations were calculated among the 30 items of the MAS.
The index of the sampling efficiency for the total composite of vari-
ables, total matrix sampling adequacy (MSA), is .87, a figure which
is considered meritorious. In other words, the items of the MAS are
measuring the same universe of content and are suitable for factor
analysis. There were no variables with a low index of variable MSA
which might unpredictably influence any factor analysis. The lowest
value of .75 very adequately exceeds the minimum needed of .50.

Bartlett's Test of Sphericity (1951) resulted in a chi-square
value of 1883.4 which is significant at the .0001 level. Therefore,
both of the evaluations which must be performed prior to any attempts
to interpret the results of a factor analysis, sampling adequacy, and
statistical significance of the correlations, were very satisfactory
for the responses to the MAS obtained from a population of aocohol
and other drug abusers.

A principal components analysis following procedures described
for the BDl were also computed for the MAS. Table 15 presents the
salient loadings for each of the eight factors extracted in the analy-
sis. Only five of the eight factors will be interpreted since they
have three or more salient variables. Factor 2 represented 16.9% of
the total variance; Factor 3 explained 10.1%; Factor 5 contained

14.1%; Factor 6 represented 16.2%; and Factor 7 explained 15.8% of
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Table 15

Principal Components Factor Pattern of the
Mood Assessment Scale

Factors
Subscale 1 2 3 4 5 6 7 8
Hopeless-present 844
Dislike being alive .660
Hard to get up 713
Sad .695
Dissatisfied .607
Life is dull .549
Unhappy 475
Easily upset L5k
Poor memory 642
Downhearted .503
Crying 492
Poor concentration 455
Restless .863
Worry-past .875
Obsessive .748
Fearful .507
Confused .849
Worthless .718
Worry-future .672
Helpless .530
Stay at home LY
Dropped activities .668
Social withdrawal .595
No energy .570
Bored .482
Work retardation 433
Hopeless-future 717
Factors Correlations Between Factors

1 1

2 .376 1

3 .005 .096 1

4 .1567 .200 .108 1

5 .207 .h24  ,210 .268 1

6 .198 .508 .183 .279 .470 1

7 .230 .473 .181 .364 .414 555 1

8 .182 .273 -.043 -.008 .113 .131 .108

Note:

Loadings = .40 were considered as salient.
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the total variance. Factors 1, 4, and 8 are either singletons or a
doubleton and therefore not interpretable.

The correlations between the oblique factors were moderate
ranging from .005 to .555. Since two of the factor intercorrelations
were over .5, this suggests that Factor 6 is measuring a dimension

highly associated with what Factor 2 and Factor 7 is measuring.
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CHAPTER VI
DISCUSSION

How Many Alcohol and Other Drug Abusers Have
a Depressive Disorder?

The association between alcoholism and depression has been a
topic of considerable interest in the literature. Most clinicians
involved in the treatment of alcoholics would readily agree that
many of their patients appear quite depressed. As to whether this
symptomatology represents a true co-existing depressive disorder or
whether it is merely a transient state induced by the toxic effects
of heavy alcohol use is still debated. While the toxic effects of
alcohol may last for weeks or months after a person stops drinking
(Goodwin, 1982), a two-week period of abstinence is typically used as
a wash-out period to eliminate the effects of alcohol-induced depres-
sion in those studies which attempt to control for this factor. Of
the 27 studies in Tables 3 and 4 which have investigated the preva-
lence of depression in alcoholics, only the study done by 0'Sullivan
and her colleagues (1983) matches this study in the use of a definite
wash-out period, structured interviews, established criteria for sub-
ject membership, established criteria for depression, and a large
sample (over 100). The 35% rate of depression found in this study of
168 hospitalized alcohol and other drug abusers is identical to the
35% prevalence rate reported by 0'Sullivan and her colleagues in

their sample of 300 hospitalized alcoholics. One other study by
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Dackis and his associates (1986) followed these guidelines but used a
rather small sample of 49 subjects. Their reported rate of depression
in alcoholics was 20%. Using a chi-square analysis, this is not sta-
tistically different from the rate of 35% found in this study when
sample sizes are considered (Xz=3.9375, p .05, .9§k?=3.84). It is
difficult to compare the results of this study with any of the others
because of their failure to control for one or more important factors
in their designs: use of established criteria for alcoholism and
depression, a wash-out period of sobriety, and a structured interview.

Criticism of studies which have reported high rates of affective
disorder among alcoholics has centered on the use of self-report in-
struments (Keeler et al., 1979; Willenbring, 1986). The contention
has been that self-report instruments identify too many alcoholics
as depressed that would not be classified as such using interview
methods. However, of the studies identified in Table 3 which have
used interview methods and reported rates under 20%, all have serious
flaws. The.study which reported a 9% rate (Keeler et al., 1979) did
not use a structured interview and used DSM-II criteria for establish-
ing the presence of a Major Affective Disorder which does not include
any depression directly related to a precipitating life experience.
The DSM-I1! category of Affective Disorders groups all the Affective
Disorders together, regardless of the association with precipitating
life experiences. This lower rate may have been, in part, a reflec-
tion of different criteria used for establishing the presence of an
affective disorder. The 9% rate is even more curious when it is com-

pared with the 28% rate reported in the same study using the HAM-D
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(see Keeler et al., 1979 in Table 4). The HAM-D is simply a checklist
used by a physician to record symptoms of depression noted in an in<
terview. In other words, 28% of these subjects were diagnosed as
depressed based upon interviews in which the symptoms were recorded
by means of a checklist, whereas only 9% were classified as depressed
based upon non-structured interviews taken during the same time period.
Fowler and his colleagues (1980) explained their low rate of 12% to be
a result of the overinclusive admittance policy where the sample was
collected. Lastly, Willenbring (1986) also reported a low rate of
12%, but no structured interview was used so it is difficult to say
that these diagnostic decisions were made on similar samples of data
from each subject. Those studies which used structured interviews
report much higher rates ranging from 19% to 44% (Clark et al., 1984;
Dackis et al., 1986; Hesselbrock et al., 1983; Winokur, 1972; Bedi &
Halikas, 1985; 0O'Sullivan et al., 1983; Cadoret & Winokur; Weissman
& Myers, 1980). The three studies in Table 3 which reported rates
higher than 44% did not use a structured interview (Woodruff et al.,
1973; Weissman et al., 1977a; Pottenger et al., 1978). Therefore,
the one out of three rate found in this study appears to be supported
by previous research which has used structured interview methods.

High rates of depression in alcoholics have also been criticized
as resulting from selection biases in subject samples (Hamm et al.,
1979). 1t is argued that the alcoholics or other drug abusers who
become the subjects in studies are those who are seeking treatment.
Substance abusers who seek treatment are more likely to be suffering

from related physical and/or mental problems since persons with two
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disorders are more apt to want help. Since alcoholics and other drug
abusers may be more likely to seek treatment when they are depressed,
the association between depression and substance abuse could be exag-
gerated in studies based on clinic populations. However, a non-patient
survey.conducted by Weissman and Myers (1980) does not support this
hypothesis. On the contrary, a very high rate of coexisting alcohol-
ism and affective disorder was reported in this non-patient sample.
The study was well designed drawing a random sample of 938 adults from
a catchment area of 72,000 persons which included all ethnic, racial,
and socioeconomic groups. Diagnostic judgements were made based upon
information from a structured interview (SADS). Of those subjects
who were diagnosed as ever having been alcoholic, 53% had received
another diagnosis of affective disorder at some time in their lives.
Interestingly, of those subjects who reported both conditions as hav-:
ing occurred in their lives, more than half (60%) experienced the
affective disorder before the alcohol abuse. This is compelling evi-
dence that not all of the depression seen in hospitalized alcoholics
is simply a result of the pharmacological effects of alcohol on mood.

To summarize these findings, it would appear that the one-out-of-
three rate reported in this study is very consistent with rates found
in similar studies which used clinical interviews method. Further-
more, the rate of co-existence of alcoholism and depressive disorder
reported in this study does not appear to be elevated as a result of
being based upon samples of patients seeking treatment. The preva-
lence rates reported by Weissman and Myers (1980) in a sample of indi-

viduals selected randomly from the general population were even higher.
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There are several interesting results in this study regarding
the prevalence rates as they varied by demographic characteristics.
No statistically significant difference was found between the number
of men and the number of women diagnosed with depressive disorders in
this study. This is not consistent with the theme thgt runs through
the literature that the rate of depression in alcoholic women is much
higher than the rate in alcoholic men. When a careful analysis is
made of the introductions to many of the studies investigating depres-
sion in alcoholics, two articles are repeatedly cited as establishing
this gender difference. One study was published by Winokur, Rimmer,
and Reich in 1971 and the other study was published by Cadoret and
Winokur in 1971. However, both articles were based upon measurements
taken at the same time upon the same sample of 259 alcoholics. The
actual datumupon which this popular conclusion has rested was the
fact that 26 females versus 5 males were diagnosed as being '"primary
depressives' in their sample. The problem with this 5 to 1 ratio
being repeatedly quoted as the established female to male ratio among
patients with both alcoholism and affective disorder is that there
were another 30 females and 41 males in this sample with ''secondary
depression''. [n other words, their study was concerned with the tem-
poral sequence in which the depression and the alcoholism occurred
rather than with overall prevalence of the two conditions together.
If their data are reanalyzed not considering temporal sequence, .that
sample of 259 alcoholics showed a depression prevalence rate of 49.5%
among females, 31.5% among males, and an overall rate of 39%. This

is essentially no different than the 40% among females, the 33.3%
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among males, and the overall rate of 35.1% found in this study.

There were also no differences in rates of depression due to
race in this study. While this author could find no other studies
that directly addressed this question among inpatient alcoholics,
Steer, McElroy, and Beck (1983) report that white alcoholics are more
likely to be depressed than black alcoholics receiving outpatient
treatment. However, their subjects were poorly educated (averaged
10 years of school) and mostly unemployed (77%). The majority of sub-
Jjects in this study averaged high school or better and were gainfully
employed. |t may be that socio-economic factors interact with racial
differences in determining the rates of depression found.

Patients aged 40 to 49 were much more likely to be diagnosed as
having a depressive disorder than patients in the other age categories.
It was hypothesized that this might be due to the higher number of
women in this age category, but a 2-factor ANOVA did not bear this
out. The only statistically significant effect on the mood categor-
ies was the influence of the age groups [F(3,160)=4.771, p £.01].

Sex did not contribute to the difference [F(1,160)=.159, p=.69] nor
was there a statistically significant interaction between sex and age
group [F(3,160)=.1013, p=.10). Previous research has reported the
highest rates of depression in the youngest group (18-29 years)
(Hatsukami et al., 1981) or in younger females (20-30 years) (Bedi &
Halikas, 1985). No obvious reason for these differences can be noted.

No statistically significant differences were found in this
study in the prevalence of depressive disorders between the marital

status categories. Bedi and Halikas (1985) reported that marital
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status is a significant variable in predicting affective disorder
among alcoholic inpatients. Those patients not presently married were
more likely to be depressed than married patients. However, when this
author computed chi-square analyses on the Bedi and Halikas data as

they published it, no significant differences could be found.
Can Exisg}ng Self-Report Depression Instrumentslgz
Used with Alcohol and Other Drug Abusers? -

The data from the factor analysis of the BDl support the con-
tention that the depression of alcoholics is substantially no differ-
ent than the depression experienced by persons suffering from a
depressive disorder. In this study there were many similarities dis-
played between the affect des;ribed by substance abusers and that of
primarily depressed patients.

Factor | shown in Table 14, the strongest factor in this study,
has all of the elements of the strongest factors identified in both
of the review papers of the primarily depressed (Lorr cited in Gibson
& Becker, 1973; Beck & Lester, 1973). It also closely resembles the
first factor identified in both of the previous studies of alcoholics
(Gibson & Becker, 1973; Steer et al., 1977).

Difficulty arises in trying to compare the second and third fac-
tors across studies because these have less variables in their com-
position. Factor 1l of this study (Insomnia, Fatigability, & Work
Retardation) repeats elements found in previously identified depres-

sion factors identified as Performance Difficulties (Beck & Lester,

1973), Vital Depression (Gibson & Becker, 1973), and Factor Two
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(Steer et al., 1977). Similarly, Factor 11l of this study (Social
Withdrawal, Loss of Libido, & Crying) has common variables with fac-
tors known as Pessimism-Suicide (Gibson & Becker, 1973) and Factor
Three (Steer et al., 1977). It appears that Fatigability accompanies
Work Retardation in the studies of the primarily depressed. In this
study, Fatigability accompanied both Insomnia and Work Retardation,
suggesting that the patterns of responses to depression inventories
among patients with an affective disorder and patients being treated
for alcohol and drug abuse are very similar.

The differences which are seen on the weaker factors may also be
arising due to variations in the computer programs used to make the
analyses and to variations in the statistics used. For example,
Gibson and Becker (1973) used an orthogonal solution whereas Steer
et al. (1977) and this study reported the oblique solution. Gibson
and Becker may have used an equamax transformation since a more
equal number of variables were reported in each of their factors.
Steer et al. used a quartimin transformation where the majority of
variance is allocated to the first factor. The Varimax transforma-
tion used in this study selects a solution between the equamax and
the quartimax.

The results of the factor analysis on the MAS is interesting in
its own right as it is the first look at this relatively new instru-
ment. The disadvantage, of course, is that this analysis cannot con-
tribute to the question of whether or not the depression experienced
by substance abusers is essentially no different than the depression

experienced by persons suffering from a depressive disorder since no
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previous factor analysis of the MAS has been done with the primarily
depressed.

The MAS is quite different from other depression instruments
because it does not have variables which deal with somatic symptoms.
This instrument was developed to dintinguish between depressed elder-
ly and nondepressed elderly since the somatic symptoms associated
with affective disorder were common in the elderly as a matter of
course. It has been shown that MAS is a better measure of depression
in alcoholics possibly for the same reason.

Analysis of the MAS items resulted in eight significant factors,
five of which were interpretable and accounted for 73% of the total
variance. Referring to Table 15, Factor 2 will be known as Poor
Morale, Factor 3 as Cognitive.Deficits, Factor 5 as Anxiety, Factor 6
as Poor Self-Image, and Factor 7 as Reduced Behavior. The variables
which make up Poor Morale and Poor Self-Image in the MAS are very
similar to the variables which combine to form Factor 1 in the BDI as

shown in Table 14. Reduced Behavior in the MAS appears to combine the

factors expressed separately in the BDIl as Factors Il and IIl. A
good depcription for Factor 1! could be Reduced Behavior-Performance
and Factor 1l could be described as Reduced Behavior-Social.

The two factors which stand separately in an analysis of the MAS
are Anxiety and Cognitive Deficits. Since anxiety as a construct has
typically been difficult to distinguish from depression in self-report
instruments (Meites, Lovallo, & Pishkin, 1980; Lipman, 1982), one
would expect Factor 5-Anxiety, to have relatively strong correlations

with the factors commonly found on other depression instruments,
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Factor 2-Poor Morale, Factor 6-Poor Self-lImage, and Factor 7-Reduced
Behavior. From an inspection of Table 15, it can be seen that Factor
5 did have moderate intercorrelations with Factors 2, 6, and 7.

The factor of Cognitive Deficits is so named for the variables
of poor memory and poor concentration. These variables are not found
on any other depression instrument so this factor could not corres-
pond to any previous factor analytic work in depression. |t does not
have any strong intercorrelations with any other factors within the
MAS which have been shown to be similar to factors found in other
depression studies. This is consistent with what would be expected
for a relatively independent domain of information.

Tﬁ summarize, the information from these factor analyses further
supports the notion that it is theoretically appropriate to use depres-
sion inventories developed in clinical populations of primarily de-
pressed patients in the population of alcoholics and other drug
abusers. Both groups appear to respond in ways which produce similar
factors. Inferences may be drawn from these instruments in the same
way they are for the primarily depressed.

How Useful is the MAS as a Measure of Depression
in Alcohol and Other Drug Abusers?

The results of this study provide evidence that the MAS is a
val id measure of depression in a population of alcoholics and other
drug abusers involved in resfdential treatment. Evidence for the
validity of the scale came from a comparison of the mean scores asso-

clated with subjects classified as non-depressed versus depressed
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based on DSM-111-R criteria for depressive disorders. The means of
the two groups were reliably different and ordered as expected. Fur-
ther support for the validity of the MAS was evidenced by its high
correlations with established self-report instruments, the BDl and
the SCL-90-R. Furthermore, the BDIl was unable to add any information
to the prediction of depressed from non-depressed beyond what was
already contained in the MAS scores.

The primary purpose for investigating the utility of using the
MAS with a population of alcohol or drug abusers entering treatment
was to compare its power to that of the BDl. Whereas the BDI has
been shown to be the best screening instrument to date with alcohol-
ics or drug abusers entering treatment, it does not have the simple
yes/no format of the MAS. Patients entering treatment for alcohol
or drug abuse suffer from poor concentration, confusion, and fatigue.
When both sensitivity and specificity are taken into consideration,
the data in this study suggest that the MAS is the best screening
instrument to detect depressive disorders. Since the MAS is the
shortest depression instrument, has the least confusing format, and
has greater predictive power, it appears to be superior to the BDI
as a self-report measure of depression in a population of alcoholics
and other drug abusers.

This study did not establish either of the self-report depression
scales as a satisfactory instrument to screen for depressive disorders
at admission into treatment. Neither the BDIl nor the MAS was specific
enough at intake to be useful. Using the MAS at intake and again

after a 2-week period of abstinence produced a sensitivity of 77.9%
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and a specificity of 81.6%. These rates are favorable compared to a
51% sensitivity and a 98% specificity of a two-stage approach reported
by Lewinsohn and Teri (1982). However, these rates are no better

than that found by using a single administration of the MAS after a

two-week wash-out period.
Variables Related to Early Relapse After Treatment

The data suggest a relationship between depression and a return
to drinking. The levels of depression measured at intake into treat-
ment by self-report instruments seem to bear very little relationship
to future relapse, but at follow-up subjects who have relapsed have
significantly higher scores on a self-report measure of depression
than subjects who have remained abstinent.

The coexistence of a depressive disorder was associated with very
different patterns of depression and short-term relapse after treat-
ment. The difference in the extent of depression between the two
groups was very great. Most of the subjects without depressive dis-
orders (the non-DDD group) experienced little or no depression at
follow-up whether they relapsed or not. The subjects with a depres-
sive disorder (the DDD group) experienced mild to moderate levels of
depression even if abstinent. All of the relapsers in the DDD group
were severely depressed whereas only half of the relapsers in the
non-DDD group were severely depressed. These data support previous
findings that show a relationship between depression and relapse, but
imply that the effects of depression on relapse rates are stronger in

those subjects who were diagnosed as having a depressive disorder
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than in those without such a diagnosis. Such evidence is supportive
of the feedback loop of affective problems hypothesized by the bio-
psycho-social perspective in alcoholism. Previous research has never
investigated the differential effects of depression in these two
groups. The data from this study suggest that an avenue of future
research would be to make this clinical distinction at discharge.

It is the DDD group that warrants the additional time for a diag-
nostic interview so that treatment and aftercare planning can be
aimed at the co-existing depressive disorder. Abstinence alone will
relieve alcohol-induced depression, but it will not relieve a depres-
sive disorder, Specific interventions shown to be effective for
depression such as cognitive therapy or the use of antidepressant
medications need to be considered on a case-by-case basis.

Previous reviews of the literature on the use of medication with
alcoholics have not been favorable (Ditman, 1966; Halikas, 1983;
0'Sullivan, 1984; Viamontes, 1972). However, the majority of the
studies cited which looked at the effects of antidepressants in alco-
holics were using abstinence as their measure of success in treating
alcoholism not stabilization of mood in treating depression. Sub-
jects in several of these studies were not selected on the basis of
whether or not an affective disorder was present along with alcoholism,
but only if they were alcoholic. Even in those studies which looked
at depression as an outcome measure, cases were chosen by rating
scales rather than diagnostic criteria. Also, wash-out periods for
withdrawal symptoms were not strictly adhered to. The present study

found only one-third of the alcoholic inpatients having a co-existing
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affective disorder. Thus, it would appear that at least two-thirds
of the subjects in the drug studies mentioned were given antidepres-
sants even though no mood disorder was established in hope that such
drugs might have an effect on reducing drinking behavior. Controlled
studies which used antidepressants with just depressed alcoholics
have reported success (Butterworth, 1971; Kissin & Gross, 1970; Wil-
son, Alltop, & Riley, 1970).

Several patient characteristics bear discussion. At first
glance, most patient characteristics do not seem to have much of an
influence on relapse rates as there were no differences found by sex,
race, age, type of use group, marital status, or employment status.
However, the return rate for follow-up was not the same for racial
groups. Caucasians were twice as likely as Blacks to respond to the
follow-up request. Relapse rates are generally considered to be
higher for those who do not respond to follow-up by mail than those
who do (Hatsukami & Pickens, 1982). Data collected by Hazelden showed
a relapse rate in non-responders twice that of those who returned
their mailed questionnaires. Therefore, it is possible that Blacks
in this study relapsed at a higher rate than Caucasians, but this was
not evident because of the low return rate. Those subjects who did
respond to follow-up were statistically older and more educated. But,
age and education could not explain the racial differences. The mean
age for Black subjects in treatment was 34.7 years which does not dif-
fer significantly from the mean age of 33.3 years for Caucasians in
treatment. Similarly, Blacks'(}1=12.2 years of education) were just
as likely to be high school graduates as Caucasians (}(=12.3 years of

education).
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Similarly, clients in either of the alcohol use groups were twice
as likely to respond to follow-up as those who were exclusively abus-.
ing drugs. Even though educational level was related to whether or
not a subject responded to the mailed follow-up, it did not differ
between the use groups. Age was a factor in return rate, in that
younger subjects were less likely to respond. However, age did vary
significantly by use group. The two drug groups were significantly
younger than the alcohol only group. Racial composition was also
statistically different. In this sample of adults in treatment,
Blacks were far more likely to be involved with drug use than Cauca-
sians. Blacks were half as likely as Caucasians to be using just
alcohol, twice as likely to be using alcohol in combination with other
drugs, and three times more likely to be using just other drugs alone.

The drug use groups were comprised, by and large, of individuals
under the age of thirty-five. The drug use groups may have actual
relapse rates higher than what was evidenced in this study because of
their low return rate. Furthermore, Blacks made up the drug use
groups at a far higher percentage rate than Caucasians. Since age,
marital status, employment status, and educational level did not dif-
fer between races in this sample, only the greater likelihood of drug
use distinguishes.the Black subjects from the Caucasians. What these
data suggest is that there is greater damage by the use of drugs in
the youth of the Black community than in the society at large.

One patient characteristic whose relationship with relapse.was
statistically significant across all categories was educational level.

Despite age, marital status, employment status, racial group, type of
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use group or presence of a depressive disorder, those individuals with
a higher educational level were more likely to be able to remain ab-
stinent during the first month after discharge from trea;ment. It is
possible that the didactic components of treatment exert a greater
influence on the better educated patients.

Post-treatment behaviors also affected relapse rate. Regular
attendance in self-help groups was associated with maintaining absti-
nence even though selecting a sponsor was not. More striking, however,
was the effect of individual therapy upon relapse. No one involved in

therapy relapsed even if they were severely depressed.
Conclusion

The data from this study support the contention that a signifi-
cant proportion of those clients seeking treatment for alcohol or
drug abuse suffer from a coexisting affective disorder. Approximately
one-third of all the subjects in this sample met the DSM-111-R cri-
teria for major depression or dysthymia when interviewed after two
weeks of sobriety. No difference in rates of depression by sex were
found in this study, but it is felt this was due to the fact that no
attempt was made to distinguish between primary and secondary depres-
sion.

A new instrument, the MAS, which was originally developed as a
self-report measure of depression in the elderly, proved to be an
excellent instrument for use with this population and outperformed the
commonly used BDI. Because of its simple yes/no format, short ques-

tions, and brevity (30 questions), it is extremely easy to administer
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even to those clients recently released from detoxification. And,
since it performed with remarkable accuracy against clinical diagho-
sis, it is suggested that the MAS is the best self-report instrument
to use to measure depression in alcohol and other drug abusers.

It is further recommended that the measurement of depression
become an integral part of assessment and treatment planning for sub-
stance abusers. The co-existence of depressive disorders appears to
affect relapse rates very differently.

Lastly, it is hoped that future Fesearch will look at the effects
of special therapies for depression on the impact of the core therapy
for addictions. This research should begin by making certain that
only those alcoholics or other drug abusers who meet strict diagnostic

ceiteria for depressive disorders are the subjects for such study.
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bateway lilla
1 Month Follow-up

Date Study 1.D

1. Have you been attending AA or NA meetings?

Yes; if yes, about how many have you attended since
you were discharged from Gateway Villa?

——1-5 AA meetings 1-5 NA meetings

—6-10 AA meetings 6-10 NA meetings

10-20 AA meetings 10-20 NA meetings

over 20 AA meetings over 20 NA meetings

— No

Yes ——__No

2. Have you selected a sponsor?

3. Have you been participating in outpatient therapy?
Yes No

4. Have you been able to maintain your sobriety?
Yes

——-No; if no, what was the cause of your relapse?

5. What did yo1 learn from the program that has been of most help to
you during this past month?

6. What changes do you think would improve the program 7
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GATEWAY VILLA
1910 Shaffer Road
Kalamazoo, Mi 49001
(616) 349-8785

Research in Treatment Effectiveness

Informed Consent

| volunteer to be a participant in this study which s looking
at the relationship between how | feel and how well the
program worked for me. To do this | will participate in a brief
interview, fill out 3 questionnaires, give permission to use the
information from the intake forms, and authorize follow-up
contact. The principal investigator for this project is Patricia
M. Guilford who may be contacted through Gateway Villa
regarding this research.

| understand that all information is strictly confidential
and that my name will never be used in this study.

I understand that | will receive a copy of my consent form.

| have read all of the above, asked questions, received
answers concerning areas | did not understand, and willingly
give my consent to participate in the study.

(Signature of participant) (Date)

(Signature of witness) (Date)
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Gateway Villa
1910 Shaffer Road
Kalamazoo, Michigan 49001

May 31, 1988

Dear Don,

it has been about one month now since you completed the program at
Gateway Villa. | hope things have been going well for you.

Enclosed are the questionnaires we talked about for the follow-up.
Try to fill them out as soon as you can. Please return them in the
enclosed envelope.
Best wishes to you.

Sincerely,

Pat Guilford
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m ' U Western Michigan Universiiy
A - Kalamazoo, Michigan 49008-3899

Human Subjects
Institutional Review Board

TO: Patricia Guilford
Chris Koronakos

FROM: Ellen Page-Robin, Chair
RE: Research Protocol

DATE: July 8, 1987

This letter will serve as confirmation that your research protocol,
"Validation of two depression scales as screening instruments for
alcoholic inpatients'" has been approved by the HSIRB with the following
provisions:

1. There is a discrepancy in the interview schedule. At one point
subjects will be interviewed three times, but on the consent form
it specifies two interviews.

2. The consent form needs to specify that responses will be kept in
subjects' medical records with the responses encoded so as to be
interpreted only by authorized personnel.

3. It needs to be clearly specified who these authorized personnel are.

If you have any further questions, please contact me at 383-4917.

P.S. Please send copies of the above changes to the HSIRB.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



BIBL I0GRAPHY

Aitken, S. S., & Zobeck, T. (1935). Trends in alcohol-related fatal
motor vehicle accidents for 1983. Alcohol Health and Research
World, 9, 60-62.

Allison, M., Hubbard, R. L., & Ginzburg, H. M. (1985). Indicators
of suicide and depression among drug abusers. (DHHS Publication
No.ADM 85-1411). Rockville, MD: National Institute on Drug Abuse.

American Psychiatric Association. (1968). Diagnostic and statisti-
cal manual of mental disorders (2nd ed.). Washington, DC: Author.

American Psychiatric Association. (1980). Diagnostic and statisti-
cal manual of mental disorders (3rd ed.). Washington, DC: Author.

American Psychiatric Association. (1987). Diagnostic and statisti-
cal manual of mental disorders (3rd ed., revised). Washington,
DC: Author.

Bartiett, M. S. (1951). A further note on tests of significance in
factor analysis. British Journal of Psychology, 4(1), 1.

Bech, A., & Allerup, P. (1981). The Hamilton Depression Scale:
Evaluation of objectivity using logistic models. Acta Psychia-
trica Scandinavia, 63, 290-299.

Beck, A. T., & Lester, D. (1973). Components of depression in
attempted suicide. Journal of Psychology, 85, 257-260.

Beck, A. T., Steer, R. A., & McElroy, M. G. (1982). Self-reported
precedence of depression in alcoholism. Drug and Alcohol Depen-
dence, 10(2-3), 185-190.

Beck, A. T., Ward, C. H., Mendelson, M., Mock, J., & Erbaugh, J.
(1961). An inventory for measuring depression. Archives of
General Psychiatry, 4, 561-571.

Bedi, A. R., & Halikas, J. A. (1985). Alcoholism and affective dis-
order. Alcoholism: Clinical and Experimental Research, 9, 133-134.

Behar, D., Winokur, G., & Berg, C. J. (1984). Depression in the
abstinent alcoholic. American Journal of Psychiatry, 141, 1105~
1107.

Benensohn, H. S., & Resnik, H. L. P. (1974). A jigger of alcohol,
a dash of depression, and bitters: A suicidal mix. Annals New
York Academy of Sciences, 233, L40-46.

96

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



97

Berglund, M. (1984). Suicide in alcoholism. Archives of General
Psychiatry, 41, 888-894.

Brink, T. A., Yesavage, J. A., Lum, 0., Heersema, P., Adey, M., &
Rose, T. (1982). Screening tests for geriatric depression.
Clinical Gerontologist, 1, 37-4k.

Butterworth, A. T. (1971). Depression associated with alcohol with-
drawal. Imipramine therapy compared with placebo. Quarterly
Journal of Studies in Alcoholism, 32, 343-348.

Cadoret, R., & Winokur, G. (1974). Depression in alcoholism.
Annals New York Academy of Sciences, 233, 34-39.

Carisson, C., & Fasth, B. G. (1976). A comparison of the effects of
propranolol and diazepam in alcoholics. British Journal of Addic-
tion, 71(4), 321-326.

Carroll, B. J., Feinberg, M., Greden, J., Tarika., Albala, A. A.,
Haskett, R., James, N., Kronfol, Z., Lohr, N., Steiner, M., de
Vigne, J. P., & Young, E. (1981). A specific laboratory test for
the diagnosis of melancholia. ‘Archives of General Psychiatry, gﬁ,

361-366.

Carroll, B. J., Fielding, J. M., & Blashki, T. G. (1973). Depres-
sion rating scales: A critical review. Archives of General
Psychiatry, 28, 361-366.

Carroll, J. F., Malloy, F. E., & Kenrick, F. M. (1977). Drug abuse
by alcoholics and problem drinkers: A literature review and eval-
uation. American Journal of Drug and Alcohol Abuse, 4, 317-341.

Clancy, J. (1986). Alcoholism and depression. lowa Medicine,
76(3), 118-119.

Clark, D. C., Cavanaugh, S. V., & Gibbons, R. D. (1983). The core
symptoms of depression in medical and psychiatric patients. The
Journal of Nervous and Mental Diseases, 171, 705-713.

Clark, b. C., Gibbons, R. D., Fawcett, J., Aaegesen, C. A., &
Sellers, D. (1985). Unbiased criteria for severity of depression
in alcoholic inpatients. The Journal of Nervous and Mental Dis-

eases, 173, 482-487.

Clark, D. C., Pisani, V. D., Aagesen, C. A., Sellers, D., & Fawcett, J.
(1984). Primary affective disorder, drug abuse, and neuropsycho-
logical impairment in sober alcoholics. Alcoholism: Clinical
and Experimental Research, 8(4), 399-404.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



93

Commission of Professional and Hospital Activities. (1978). Clinical
modification of the World Health Organization's international class-
ification of disease (9th revision). Ann Arbor: Author

Crane, D. L. (1977). Manic-depressive disease and alcoholism.
Currents in Alcoholism, 2, 53-58.

Dackis, C. A., Bailey, J., Pottash, A. L. C., Stuckey, R. F., Extein,
1., & Gold, M. S. (1984). Specificity of the DST and the TRH test
for major depression in alcoholics. American Journal of Psychi-
atry, 141, 680-683.

Dackis, C. A., Gold, M. S., Pottash, A. L., & Sweeney, D. R. (1986).
Evaluating depression in alcoholics. Psychiatry Research, 17,
105-109.

DeLuca, J. R. (Ed.). 1981). Fourth special report to the U.S.
Congress on alcchol and health (DHHS Publication No. ADM 81-1080).
Washington, DC: U.S. Government Printing Office.

Derogatis, L. R. (1983). SCL-90-R administration, scoring, & proce-
dures manual-1l for the revised version. Towson, MD: Clinical
Psychometric Research.

Derogatis, L. R., Rickels, K., & Rock, A. (1976). The SCL-90 and
the MMPI: A step in the validation of a new self-report scale.
British Journal of Psychiatry, 128, 280-289.

Ditman, K. A. (1966). Review and evaluation of current drug thera-
pies in alcoholism. Psychosomatic Medicine, 28, 667-677.

Eagleston, J., & Mothershead, A. (1974). Alcoholism program moni-
toring system procedures manual, Vol. 1. Menlo Park, CA: Stan-
ford Research Institute.

Endicott, J., & Spitzer, R. L. (1978). A diagnostic interview:
The Schedule for Affective Disorders and Schizophrenia. Archives
of General Psychiatry, 35, 837-844.

Equi, P. J., & Jabara, R. F. (1976). Validation of the self-rating
depressiorn scale in an alcoholic population. Journal of Clinical
Psychology, 32, 504-507.

Feighner, J. P., Robins, E., Guze, S. E., Woodruff, Jr., R. A.,
Winokur, G., & Munoz, R. (1972). Diagnostic criteria for use in
psychiatric research. Archives of General Psychiatry, 26, 57-63.

Feldman, D. S., & Gagnon, J. (1986). StatView 512+ [Computer pro-
gram]. Calabasas, CA: Brain Power,

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Ferguson, G. A. (1971). Statistical analyses in psychology and
education (3rd ed.). New York: McGraw-Hill.

Fine, E. W., & Steer, R. A. (1977). The relationship between alco-
holism and depression in black men. Currents in Alcoholism, 2,

35-43.

Freed, D. X. (1973). Drug abuse by alcoholics: A review. Inter-
national Journal of the Addictions, 8, 451-473.

Freed, E. X. (1978). Alcohol and mood: An updated review. inter-
national Journal of the Addictions, 13, 173-200.

Freed, E. X., Riley, E. P., & Ornstein, P. (1977). Assessment of
alcoholics' mood at the beginning and end of a hospital treatment
program. Journal of Clinical Psychology, 33, 887-894.

Fowler, R. C., Liskow, B. |., Tanna, V. I. (1980). Alcoholism,
depression, and life events. Journal of Affective Disorders, 2,

127-135.

Gibson, S., & Becker, J. (1973). Alcoholism and depression: The
factor structure of alcoholics!' responses to depression inven-
tories. Quarterly Journal of Studies on Alcohol, 34, 400-408.

Gibson, S., & Becker, J. (1973). Changes in alcoholics' self-
reported depression. Quarterly Journal of Studies on Alcohol,

3k, 829-836.

Goodwin, D. W. (1982). Alcoholism and affective disorders. In
J. Solomon (Ed.), Alcoholism and clinical psychiatry. New York:
Pienum Medical Book Co.

Guttman, L. (1954). Some necessary conditions for factor analysis.
Psychometrika, 19, 1h49.

Guze, S. B., Woodruff, R. A., & Clayton, P. J. (1971). Secondary
affective disorder: A study of 95 cases. Psychological Medicine,

1, 426-428.

Hagan, L. D., & Schauer, A. H. (1985). Assessment of depression in
alcoholics: Comments on Hesselbrock et al. Journal of Consulting

and Clinical Psychology, 53(1), 64-66.

Halikas, J. A. (1983). Psychotropic medication used in the treat-
ment of alcoholism. Hospital and Community Psychiatry, éﬁ, 1035-

1039.

Hallan, J. B. (1981). Health insruance coverage for alcoholism: A
review of costs and objectives. Alcohol Health and Research

World, 4, 16-21.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

99



Hamilton, M. (1960). A rating scale for depression. Journal of
Neurology, Neurosurgeiy, and Psychiatry, 23, 56-62.

Hamm, J. E., Major, L. F., & Brown, G. L. (1979). The quantitative
measurement of depression and anxiety in male alcoholics. Ameri-
can Journal of Psychiatry, 136, 580-582.

Harwood, H. J., Napolitano, D. M., Kristiansen, P. L., & Collins,
J. J. (1984). Economic costs to society of alcohol and drug
abuse and mental illness: 1980 (Pyblication No. RT1/2734/00-
O1FR). Research Triangle Park, NC: Research Traingle Institute.

Hathaway, S. R., & McKinley, J. C. (1951). Minnesota Multiphasic
Personality Inventory Manual, Rev. Edition. New York: Psycholo-

gical Corp.

Hatsukami, D., & Pickens, R. (1982). Post-treatment depression in
an alcohol and drug abuse population. American Journal of Psychi-

Eﬂ, _ﬁg’ 1563"1 566.

Hatsukami, D., Pickens, R., & Svikis, D. (1981). Post-treatment
depressive symptoms and relapse to drug use in different age
groups of an alcohol and other drug abuse population. Drug and

Alcohol Dependence, 8, 271-277.

Hesselbrock, M. N., Hesselbrock, V. M., Tennen, H., Meyer, R. E., &
Workman, K. L. (1983). Methodological considerations in the
assessment of depression in alcoholics. Journal of Consulting
and Clinical Psychology, 51, 399-405.

Hesselbrock, M. N., Tennen, H., Hesselbrock, V. ., Workman-Daniels,

100

K., & Meyer, R. E. (1985). Assessment of depression in alcoholics:

Further considerations - Reply to Hagan and Schauer. Journal of
Consulting and Clinical Psychology, 53(1), 67-69.

Hotelling, H. (1933). Analysis of a complex of statistical varia-
bles into principal components. Journal of Educational Psychology,

2k, 417-498.

Jellinek, E. M. (1960). The disease concept of alcohelism. New
Haven: College and University Press.

Kaiser, H. F. A. (1970). A second generation little jiffy. Psycho-
metrika, 35, 401.

Keeler, M. H., Taylor, C. I., & Miller, W. C. (1979). Are all
recently detoxified alcoholics depressed? American Journal of

Psychiatry, 136, 586-588.

Kigsin, B. (1977). Theory and practice in the treatment of alcohol-
ism. In B. Kissin & H. Begleiter (Eds.,), The biology of

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



101

alcoholism: 'Vol. 5. Treatment and rehabilitation of the chronic
alcoholic. New York: Plenum Press.

Kissin, B., & Gross, M. M. (1970). Drug therapy in alcoholism.
Current Psychiatric Therapies, 10, 135-1kk.

Kissin, B., & Hanson, M. (1982). The bio-psycho-social perspective
in alcoholism. In J. Solomon (Ed.), Alcoholism and clinical psy-
chiatry. New York: Plenum Medical Book Co.

Klerman, G. (1982). Prevention of alcoholism. In J. Solomon (Ed.),
Alcoholism and clinical psychiatry.. New York: Plenum Medical
Book Co.

Kline, R. B., & Snyder, D. K. (1985). Replicated MMP| subtypes for
alcoholic men and women: Relationship to self-reported drinking
behaviors. Journal of Consulting and Clinical Psycho]ogy,_éi(I),
70-79.

Kolodner, G. (1977). Alcoholism and affective disorder. Currents
in Alcoholism, 2, 45-51.

Laundergan, J. C. (1980). The outcome of treatment: A comparative
study of patients 25 years old and younger and 26 years and older
admitted to Hazelden in 1979. Center City, MN: Hazelden Books.

Lewinsohn, P. M., & Teri, L. (1982). The selection of depressed and
non-depressed subjects on the basis of self-report data. Journal
of Consulting and Clinical Psychology, 50, 590-591.

Lipman, R. S. (1982). Differentiating anxiety and depression in
anxiety disorders: Use of rating scales. Psychopharmacology

Bulletin, 18(4), 69-77.

Lipton, M. A. (1979). Editorial: Diverse research strategies for
depression and alcoholism. American Journal of Psychiatry, 136,

497-501.

Liskow, B., Mayfield, D., & Thiele, J. (1982). Alcohol and affec-
tive disorder: Assessment and treatment. Journal of Clinical
Psychiatry, 43, 144-147, '

Loosen, P. T., Prange, A. J., & Wilson, I. C. (1979). TRH in
depressed alcoholic men. Archives of General Psychiatry, 36, 540-

547.

Lorr, M., Sonn, T. M., & Katz, M. M. (1967). Toward a definition of
depression. Archives of General Psychiatry, 17, 183-186.

Martin, R. L., Cloniger, C. R., & Guze, S. B. (1985). Alcohol misuse

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



102

and depression in women criminals. Journal of Studies on Alcohol,

Bé, 65-7] .

Mayfield, D. (1968). Psychopharmacology of alcohol. 1. Affective
change with intoxification, drinking behavior, and affective state.
The Journal of Nervous and Mental Diseases, 146, 314-321.

Mayfield, D. (1968). Psychopharmacology of alcohol. 1l. Affective
tolerance in alcohol intoxification. The Journal of Nervous and
Mental Diseases, 146, 322-327.

Meites, K., Lovallo, W., & Pishkin, V. (1980). A comparison of four
scales for anxiety, depression, and neuroticism. Journal of Clini-
cal Psychology, 36(2), 427-432.

Murphy, G. E., Armstrong, J. W., & Hermele, S. L. (1979). Suicide
and alcoholism: Interpersonal loss confirmed as a predictor.
Archives of General Psychiatry, 36, 65-69.

Nakamura, M. M., Overall, J. E., Hollister, L. E., & Radcliffe, E.
(1983). Factors affecting outcome of depressive symptoms in alco-
holics. Alcoholism: Clinical and Experimental Research, 7(2),

188-193.

National Institute of Mental Health. (1981). Special report on
depression research. Rockville, MD: Author.

Newsom, G., & Murray, N. (1983). Reversal of dexamethasone suppres-
sion test nonsuppression in alcohol abusers. American Journal of
Psychiatry, 140, 353-354.

National Council on Alcoholism, Criteria Committee. (1971). Criteria
for the diagnosis of alcoholism. American Journal of Psychiatry,
129, 127-135.

National Institute of Alcohol Abuse and Alcoholism. (1983a). Devel-
opment of cost simulation study of alcoholism insurance benefit
packages: Project description and recommendations (DHHS Publica-
tion No. HE 20,8302: C 8213). Washington, DC: U.S. Government
Printing Office.

National Institute of Alcohol Abuse and Alcoholism. (1983b). Nation-
al drug and alcoholism treatment utilization survey. (DHHS Publica-
tion No. HE 20.8302: D 8412). Washington, DC: U.S. Government
Printing Office.

National Institute of Alcohol Abuse and Alcoholism. (1985). Alco-

holism treatment impact on total health care utilization and costs
"(DHHS Publication No. HE 20.8302: H3hk/4/exec. sum.). Washington,
DC: U.S. Government Printing Office.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



National Institute of Alcohol Abuse and Alcoholism. (1986). Char-
acteristics of alcoholism services in the United States - 198%
(DHHS Publication No. HE 20.8302: Se6). Washington, DC: U.S.
Government Printing Office.

National Institute.of Alcohol Abuse and Alcoholism. (1987). Sixth
special report to thé U.S. Congress on alcohol and health (DHHS
Publication No. HE 20.8313: 6). Washington, DC: U.S. Government
Printing Office.

National Transportation Safety Board. (1983). Safety study: Recrea-
tional boating safety and alcohol (NTSB No. 22-83-02; NTIS No.
PB83-910006). Washington, DC: Author.

Nybert, L. (1981). A summary of chemical dependency diagnostic sur-
vey results. Hazelden Research Notes, 18, 1-6.

O'Leary, M. R., Rohsenow, D. J., & Chaney, E. F. (1979). The use of
multivariate personality strategies in predicting attrition from
alcoholism treatment. Journal of Clinical Psychiatry, ﬂg, 109-193.

0'Sullivan, K. (1984). Depression and its treatment in alcoholics:
A review. Canadian Journal of Psychiatry, 29(5), 379-384.

0'Sullivan, K., Whillans, B., Daly, M., Carroll, B., Claire, A., &
Cooney, A. (1983). A comparison of alcoholics with and without
coexisting affective disorder. British Journal of Psychiatry,

143, 133-i38.

Pell, S., & D'Alonzo, C. A. (1973). A 5-year mortality study of
alcoholics. Journal of Occupational Medicine, 15, 120-125.

Penick, E. C., Othmer, E., Powell, B. J., Rice, A. S., & Bingham, S. F.
(1983). Alcoholic subtypes: |. Course and clinical picture.
Presented at meeting of American Psychiatric Association, New York
City.

Petty, F., & Nasrallah, H. A. (1981). Secondary depression in alco-
holism: Implications for future research. Comprehensive Psychi-
atry, 22, 587-595.

Pickens, R., Hatsukami, D., & Spicer, J. (1982). Relapse by alcohol
abusers. Center City, MN: Hazelden Foundation.

Popham, R. E., Schmidt, W., & lsraelstam, S. (1984). Heavy alcohol
consumption and physical health problems: A review of the epidemi-
ologic evidence. In J. Solomon (Ed.), Research advances in alcohol
and drug problems, Vol. 8. New York: Plenum.

Pottenger, M., McKernon, J., Patrie, L. E., Weissman, M. M., Ruben,
H. L., & Newberry, P. (1978). The frequency and persistence of

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



104

depressive symptoms in the alcohol abuser. The Journal of Nervous
and Mental Disease, 166(8), 562-570.

Public Health Service. (1986). Statistical series |, Number 6,
Annual data, 1985: Data from the Drug Abuse Warning Network
(DAWN). (DHHS Publication No. 20.8212/11:985). Washington, DC:
U.S. Government Printing Office.

Ravenholt, R. T. (1984). Addiction mortality in the United States
1980: Tobacco, alcohol, and other substances. Population and
Development Review, 10, 697-72k4.

Robins, E., Gentry, K. A., & Munoz, R. F. (1977). A contrast of the
three more common illness with the ten less common in a study and
18-mo. follow-up of 314 psychiatric emergency room patients.
Archives of General Psychiatry, 34, 269-281.

Rounsaville, B. J., Weéissman, M. M., Rosenberger, P. H., Wilber,
C. H., & Kleber, H. D. (1979). Detecting depressive disorders in
drug abusers: A comparison of screening instr-ments. Journal of
Affective Disorders, 1, 255-267.

Rushing, W. A. (1969). Suicide and the interaction of alcoholism
(1iver cirrhosis) withthe social situation. Quarterly Journal of
Studies in Alcoholism, 30, 93-103.

Schaeffer, K. W., & Parson, 0. A. (1986). Drinking practices and
neuropsychological test performance in sober male alcoholics and
social drinkers. Alcchol, 3(3), 175-179.

Schuckit, M. A. (1980). Alcohol and depression. Advances in Alco-
holism, 1(17), 1-4.

Schuckit, M. A. (1986). Genetic and clinical implications of alco-
holism and affective disorder. American Journal of Psychiatry,
143, 140-147.

Schuckit, M. A., & Winokur, G. (1972). A short-term follow-up of
women alcoholics. Diseases of the Nervous System, 33, 672-678.

Selzer, M. L. (1971). The Michigan Alcoholism Screening Test: The
quest for a new diagnostic instrument. American Journal of Psy-
chiatry, 127, 89-94.

Shaw, J. A., Donley, P., Morgan, D. W., & Robinson, J. A. (1975).
Treatment of depression in alcoholics. American Journal of Psy-

chiatry, 132(6), 641-644.

Shelton, J., Hollister, L. E., & Gocka, E. F. (1969). The drinking
behavior interview. Diseases of the Nervous System, 30, 464-467.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



105

Sherman, R. M., Reiff, S., & Forsythe, A. B. (1979). Utilization of
medical services.by.alcoholics participating in an outpatient treat-
ment program. 'Alcoholism:  Clinical and Experimental Research, 3,
115-130.

Skinner, H. A. (1981). Different strokes for different folks: Dif-
ferential treatment for alcohol abuse. In R. E. Meyer, T. F.
Babor, B. C. Glueck, J. H. Jaffe, J. E. 0;Brien, & J. R. Stabenau
(Eds.), Evaluation of the alcoholic: Implications for Research,
Theory, and Treatment (DHHS Publication No. HE 20.8315: 5).
Washington, DC: U.S. Government Printing Office.

Sokolow, L., Welte, J., Hynes, G., & Lyons, J. (1981). Multiple sub-
stance use by alcoholics. British Journal of Addiction, 76, 147~

158.

Solomon, J. (1982). Alcoholism and affective disorder: Methodologi-
cal considerations. In J. Solomon (Ed.), Alcoholism and clinical
psychiatry. New York: Plenum Medical Book Co.

Spitzer, R. L., Endicott, J., & Robins, E. (1978). Research diag-
nostic criteria. Archives of General Psychiatry, 35, 773-801.

Steer, R. A., Beck, A. T., & Shaw, B. F. (1985). Depressive symptoms
differentiating between heroin addicts and alcoholics. Drug and
Alcohol Dependence, 15, 145-150.

Steer, R. A., McElroy, M. G., & Beck, A. T. (1982). Transdiagnostic
symptoms of depression in alcoholism. Multivariate Experimental
Clinical Research, 6, 47-54.

Steer, R. A., McElroy, M. G., & Beck, A. T. (1983). Correlates of
self-reported and clinically assessed depression in outpatient
alcoholics. Journal of Clinical Psychology, 39(1), 144-149.

Steer, R. A., Shaw, B. F., Beck, A. T., & Fine, E. W. (1977). Struc-
ture of depression in black alcoholic men. Psychological Reports,

41, 1235-1241.

Svanum, S., & Dallas, C. L. (1981). Alcoholic MMPI types and their
relationship to patient characteristics, polydrug abuse, and absti-
nence following treatment. Journal of Personality Assessment,

45(3), .278-287.

Tamerin, J. S., Tolor, A., Holson, P., & Neuman, C. P. (1974). The
alcoholic's perception of self: A retrospective comparison of
mood and behavior during states of sobriety and intoxication.
Annals New York Academy of Sciences, 233, 48-60.

Tamkin, A. S., Carson, M. F., Nixon, D. H., & Hyer, L. A. (1985).
A comparison among some measures of depression in alcoholics.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



106

IRCS Medical Science: Psychology & Psychiatry, 13(3-4), 231.

Tarter, R. E., & Alterman, A. I. (1984). Neuropsychological deficts

in alcoholics: Etiological considerations. Journal of Studies on
Alcohol, 45(1), 108.

Thaler, H. (1977). Alcohol consumption and diseases of the liver.
Nutrition and Metabolism, 21, 186-193.

Viamontes, J. A. (1972). Review of drug effectiveness in the treat-
ment of alcoholism. American Journal of Psychiatry, 128, 1570-

1571.

Washton, A. (1987). Introduction. In A. M. Washton & M. S. Gold
(Eds.), Cocaine: A clinician's handbook. New York: Guilford
Press.

Weingold, H. P., Lachin, J. M., Bell, H. A., & Coxe, R. C. (1968).
Depression as a symptom of alcoholism: Search for a phenomenon.
Journal of Abnormal Psychology, 73, 195-197.

Weissman, M. M., & Myers, J. K. (1980). Clinical depression in alco-
holism. American Journal of Psychiatry, 137(3), 372-373.

Weissman, M. M., Pottenger, M., Kleber, H., Ruben, H. L., Williams,
D., & Thompson, W. D. (1977). Symptom patterns in primary and
secondary depression: A comparison of primary depressives with
depressed opiate addicts, alcoholics, and schizophrenics.
Archives of General Psychiatry, 34(7), 854-862.

Weissman, M. M., Sholomskas, D., Pottenger, M., Prusoff, B. A., &
Locke, B. Z. (1977). Assessing depressive symptoms in five psy-
chiatric populations: A validation study. American Journal of
Epidemiology, 106, 203-214.

Weissman, M. M., Slobetz, F., Prusoff, B., Mezritz, M., & Howard, P.
(1976). Clinical depression among narcotic addicts maintained on
methadone in the community. American Journal of Psychiatry, 133,

1434-1438.

Westermeyer, J., & Neider, J. (1984). Depressive symptoms among
native American alcoholics at the time of a 10-year follow-up.
Alcoholism: Clinical & Experimental Research, 8, 429-434,

Westermeyer, J., & Peake, E. (1983). A 10-year follow-up of alcoholic
native Americans in Minnesota. American Journal of Psychiatry,

140,189-194,

Willenbring, M. L. (1986). Measurement of depression in alcoholics.
Journal of Studies on Alcohol, 47(h), 367-372.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



107

Wilson, I. C., Alltop, L. B., & Riley, L. (1970). Tofranil in the
treatment of post-alcoholic depressions. Psychosomatics, 11,

488-49k;.

Winokur, G. (1972). Family history studies, Part 8. Diseases of
the Nervous System, 33, 94-99.

Winokur, G. (1983). Alcoholism and depression. Substance and Alco-
hol Actions/Misuse, 4, 111-119.

Woodruff, R. A., Guze, S. B., Clayton, P. J., & Carr, D. (1973).

Alcoholism and depression. Archives of General Psychiatry, 28,
97-100.

Yesavage, J. A., Brink, T. L., Rose, T. L., Lum, 0., Huang, V.,
Adey, M., & Leirer, V. 0. (1983). Development and validation of
a geriatric depression screening scale: A preliminary report.
Journal of Psychiatric Research, 17, 37-49.

Zastowny, T. R., Janosik, E., Trimborn, S., & Milanese, E. (1982).
Cognitive orientation, identified curative factors, and depression
as predictors for treatment outcomes in group therapy programs
for alcoholism. Psychological Reports, 50, 477-478.

Zielinski, J. J. (1979). Psychological test data of depressed,
non-depressed and relapsed alcoholics receiving pharmacological
aversion. British Journal of Addiction, 74, 175-182.

Zimmerman, M., Coryell, W., & Pfohl, B. (1985). The categorical and
dimensional models of endogenous depression. Journal of Affective
Disorders, 9, 181-186.

Zung, W. W. K. (1965). A self-rating depression scale. Archives of
General Psychiatry, 12, 63-70.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



	Depression in Alcohol and Other Drug Abusers: Prevalence, Nature, Assessment, and Relationship to Short-Term Relapse
	Recommended Citation

	tmp.1480346733.pdf.oBw8n

