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■ Abstract Comorbidity in alcohol research refers to
the presence of alcohol dependency and another major
psychiatric disorder. The existence of additional disor-
ders may have consequences for treatment planning and
success. The aims of this paper are therefore: 1) to give
an overview on prevalence rates in studies with repre-
sentative cohorts and hospital-based samples; 2) to re-
port results on gender differences and 3) to determine
the impact of comorbidity on treatment outcome.

Comorbidity was examined with the Composite
International Diagnostic Interview (CIDI) in N = 118
(61 male and 57 female) alcohol-dependent patients
who were socially well integrated. Results show that
65 % of the female patients but only 28 % of the male
patients had a lifetime history of additional psychiatric
disorders. Significantly more phobic/anxiety disorders,
mood disorders occur in female patients. One year 
after inpatient treatment, overall 39 % had suffered a
relapse. More detailed analysis revealed that 55 % of the
non-comorbid but only 28 % of the comorbid women
suffered a relapse, thus contradicting our initial hy-
pothesis that comorbid patients have a poorer progno-
sis with regard to their alcohol dependence. Male co-
morbid (40.9 %) and non-comorbid (35.3 %) patients
showed no significant differences regarding relapse
rates.

■ Key words alcoholism · comorbidity · gender ·
treatment outcome · CIDI
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Introduction

Increasing attention has been given to the association
between alcoholism and other psychiatric disorders in
patients with alcohol problems. Although there are
inconsistent results, high rates of comorbid disorders
were found in clinical samples of alcoholics generally
(e. g. Powell et al. 1982, Hesselbrock et al. 1985, Ross
et al. 1988a). The most common comorbid disorders are
anxiety disorders, mood disorders and personality dis-
orders. Table 1 provides an overview on studies with
clinical samples in which the comorbidity (lifetime
prevalence) of anxiety disorders was concerned. Mood
disorders are another class of mental disorders that
could be observed in samples of alcohol dependent pa-
tients (see Table 2).

Both tables show quite inconsistent data. This can be
explained by a number of reasons including different as-
sessment instruments, diagnostic interviews or the
point in time when data are collected. If comorbidity
was assessed close to the beginning of the inpatient
treatment, it is more likely that symptoms of acute or
prolonged withdrawal (such as psychomotor agitation,
insomnia, anxiety or dysphoric states) can be taken for
symptoms of an anxiety or mood disorders (see
Schuckit and Hesselbrock 1994). Another very impor-
tant aspect deals with the connection between sympto-
matology and alcohol consumption. The Fourth Diag-
nostic and Statistical Manual of the APA (DSM-IV,
American Psychiatric Association 1994) acknowledges
this point. Clinicians are permitted to diagnose “sub-
stance-induced”disorders. If a clear distinction between
concurrent and independent disorders is not made, the
prevalence rates of independent comorbid disorders
could be overestimated (Schuckit et al. 1997).

Lejoyeux et al. (2000) examined the occurrence of al-
cohol dependency among patients who came to a psy-
chiatric emergency unit and found a relatively high
prevalence rate of 37.5 %. This result indicates that pa-
tients seen in a psychiatric emergency unit represent a
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population at risk for alcohol dependency. The alcohol-
dependent patients were more often men than women
and had a poorer socio-economic status (higher rate of
unemployment) than non-dependent patients. Further-
more they had higher prevalence rates for dysthymia,
acute alcohol intoxication and an antisocial personality.

Conclusions about causality for the association be-
tween alcoholism and psychiatric disorders are difficult
to draw. As noted by Schuckit (1986) there are several
possible explanations for these coincidences. Firstly, a
psychiatric disorder and alcohol dependence can coin-
cide by chance, either sequentially or simultaneously.
Secondly, psychiatric disorders might cause alcoholism.
Thirdly, alcoholism can cause certain psychiatric condi-
tions. Fourthly, both alcoholism and psychiatric disor-
ders may be caused by other conditions. Finally, alcohol
use or alcohol withdrawal can produce symptoms that
mimic those of a psychiatric disorder.

General population surveys and clinical studies re-

vealed differences between men and women in the oc-
currence of additional mental disorders beside alcohol
dependency. Community studies showed that female al-
coholics were more likely to have an additional diagno-
sis, except for personality disorders (Helzer and
Pryzbeck, 1988, Regier et al., 1990) which is important
because it may be related to suicidal ideation (Waern
et al., 2002). The gender effect was reflected in clinical
samples, in which depression and phobias were more
likely to be found amongst women, whereas antisocial
personality disorders and substance misuse were more
common amongst men (Hesselbrock et al. 1985).

Comorbid conditions may be important with regard
to treatment outcome and the prognosis of long-term
abstinence. Most of the studies revealed a negative cor-
relation between the presence of psychiatric comorbid-
ity and treatment outcome (e. g. Rounsaville et al. 1987,
Hesselbrock et al. 1985, Schuckit 1983). Loosen et al.
(1990) concluded that comorbidity with depression was

Table 1 Lifetime prevalence of anxiety disorders in selected clinical studies [in %], entries in parentheses refer to pooled categories of mental disorders, references for in-
ventories and criteria1

Authors N Diagnostic Agora- Social Panic Specific Gen. Obs.-comp.
Male/female inventory phobia phobia disorder phobia anixiety disorder

criteria disorder

Powell et al. (1982) 565 PDI (10) 13 12
565/0 RDC

Smail et al. (1984) 60 Not specified 41 39
40/20

Bowen et al. (1984) 48 SADS 12 8 21 6 23
35/13 RDC

Weiss & Rosenberg (1985) 84 SCID 2 2 3 7 8
74/10 DSM-III

Hesselbrock et al. (1985) 321 DIS 15 6 17 5
231/90 DSM-III

Hasin et al. (1988) 123 SADS-L (20) (20) 10 7 3
86/37 RDC

Chambless et al. (1987) 75 SADS 8 19 9 9 3
not specified RDC

Ross et al. (1988b) 501 DIS (37) (37) 11 (37) 56 10
260/241 DSM-III

Johannessen et al. (1989) 154 ADIS-R 13
154/0 DSM-III

Penick et al. (1994) 928 PDI (7) (7) 10 9
928/0 DSM-III

Tomasson & Vaglum (1995) 240 DIS 4/13 31/43 5/7
168/72 DSM-III

Sallmen et al. (1997) 104 SCID (7) (7) 13 (7) 9 3
73/31 DSM-III-R

Schuckit et al. (1997) 2713 SSAGA 1.6a 3.2a 1.3a

1792/921 DSM-III-R 1.1/2.6 2.4/4.9 1.0/1.9

Driessen et al. (1998) 250 CIDI 9 13 2 16 3 2
181/69 DSM-III-R

1 Inventories used: ADIS-R (DiNardo & Barlow 1988), CIDI (WHO 1991b), DIS (Robins et al. 1985), PDI (Othmer et al. 1980), SADS (Spitzer & Endicott 1977), SADS-L Endicott
& Spitzer 1978), SCID for DSM-III (Spitzer & Williams 1985), SCID for DSM-III-R (Spitzer et al. 1990), SSAGA (Bucholz et al. 1994)
Criteria used: RDC (Spitzer et al. 1977), DSM-III (APA 1980), DSM-III-R (APA 1987)

a Rates for “independent” disorders (Schuckit et al. 1997)
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associated with a poorer outcome. Whilst patients with
a lifetime depression manage to stay abstinent for an av-
erage of 3.3 years, it took 6.8 years on average for those
without depression until they suffered a relapse. In a
study by Roy et al. (1991), the authors suggest that de-
pressed alcoholics have a poorer outcome because they
had a significantly higher daily alcohol intake since they
started drinking than non-depressed alcoholics. Several
studies showed that identification and treatment of spe-
cific coexisting psychiatric disorders can improve the
overall prognosis. Kranzler et al. (1996) reported a
poorer outcome in the presence of a comorbid disorder.
Whereas antisocial personality disorder and an addi-
tional misuse of illicit drugs are related to a poorer out-
come, the presence of an additional major depression
leads to lower drinking intensity.This was interpreted as
a specific effect of comorbidity. Rounsaville et al. (1987)
found similar results, but pointed out a gender effect:
Whilst men showed a poorer therapy outcome if comor-
bid mental disorders – including major depression –
were present, women with an additional major depres-
sion had a better prognosis. Other studies revealed no
significant difference between depressive and non-de-
pressive groups of patients (e. g. Davidson and Black-
burn 1998).

Based on these findings the aim of our study was to
investigate the impact of comorbidity on the long-term
outcome. For this purpose we investigated the preva-

lence of ICD-10 and DSM-III-R (American Psychiatric
Association 1987) Axis I comorbidity in a socially well-
integrated (residence, partnership and/or work place
still exist) sample of hospital-based alcohol-dependent
male and female patients. In contrast to most other stud-
ies this was done long enough after detoxification but
still under controlled hospital conditions.

Methods

This study was performed within the project “Long-term course and
relapse-prevention in alcohol-dependent women and men”, funded
by the Federal Ministry of Education and Research. Primary aim of
this project was to study the situation of alcohol dependent women.

■ Subjects

Subjects in this study were 118 patients, 61 male and 57 female (con-
secutive admissions), recruited from an inpatient treatment program
for alcoholics at the psychiatric department at the University of
Tübingen.The therapy consists of a 6-week inpatient treatment which
is followed by a period of 1-year outpatient aftercare with weekly
group sessions (Mann and Batra 1993). Inclusion criteria for the study
was a diagnosis of alcohol dependence according to ICD-10 and
DSM-III-R. Exclusion criteria were Korsakoff ’s disease or Wernicke’s
syndrome, portocaval encephalopathy, head injury with post-trau-
matic amnesia of longer than 12 hours,as well as convulsions or delir-
ium tremens three weeks prior to admission.

Authors N Diagnostic Major Dysthymia Mania
Male/female inventory depression

criteria

Powell et al. (1982) 565 PDI 42 22
565/0 RDC

Hesselbrock et al. (1985) 321 DIS 38 – 4
231/90 DSM-III 32/52 5/3

Hasin et al. (1988) 123 SADS-L 46 20 10
86/37 RDC

Ross et al. (1988a) 501 DIS 24 17 2
260/241 DSM-III

Herz et al. (1990) 74 DIS 21 11 3
74/0 DSM-III

Roy et al. (1991) 339 SADS-L 33
249/90 RDC

Penick et al. (1994) 928 PDI 36 17
928/0 DSM-III

Tomasson & Vaglum (1995) 240 DIS 15 15 3
168/72 DSM-III 12/21 11/24 1/7

Sallmen et al. (1997) 104 SCID 37 11 5
73/31 DSM-III-R

Schuckit et al. (1997) 2713 SSAGA 11.5c 1.6c

1792/921 DSM-III-R 8.3/17.8 1.0/2.8

Driessen et al. (1998) 250 CIDI 10a 12 1
181/69 DSM-III-R 4b

a Major depression, recurrent (Driessen et al. 1998)
b Major depression, single episode (Driessen et al. 1998)
c Rates for “independent” disorders (Schuckit et al. 1997)

Table 2 Lifetime prevalence of mood disorders in
selected clinical studies [in %] – references for inven-
tories and criteria1
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■ Instruments

Lifetime and current Axis I comorbidity was assessed using the Com-
posite International Diagnostic Interview (CIDI, World Health Or-
ganisation 1991b). The CIDI is a comprehensive, fully standardised
diagnostic instrument for assessing mental disorders based on the
definitions and criteria of ICD-10 Diagnostic Criteria for Research
(World Health Organisation 1991a) and the third edition of the Diag-
nostic and Statistical Manual of Mental Disorders – revised (DSM-III-
R). This instrument contains 276 questions, many of which are cou-
pled with probe questions to evaluate symptom severity. Diagnoses in
the present study were made using the DSM-III-R and were generated
with the use of the CIDI diagnostic programme. Prior studies have
found good interrater reliability and satisfactory rating for test-retest
reliability and an acceptable validity for all the CIDI diagnoses that
are considered here (Wittchen 1994).

■ Statistical analysis

Pairwise comparisons presented in the tables and in the text were
evaluated using χ2-tests for categorical data. t-tests are reported for
comparisons of continuous variables across groups.

Procedure

Data on drinking history and clinical background were
obtained by trained psychiatrists and psychologists.
Subjects were interviewed with the CIDI between the
fourth and sixth week of inpatient treatment. They were
free of anti-withdrawal medication had completed
detoxification. This was confirmed by additional mea-
surements. The BDI (Beck Depression Inventory, Beck
and Steer 1987) was administered at the beginning and
end of inpatient treatment. Subjective symptomatology
decreased during the inpatient treatment phase for
women (treatment entry: M = 14.00, s = 9.23, treatment
ending: M = 6.67, s = 6.35) and men (treatment entry:
M = 11.41, s = 8.45, treatment ending: M = 5.44, s = 5.60).
Because only female controls were assessed, additional
information on the course of subjective symptomatol-
ogy were available for women only. The results obtained
at the end of the inpatient treatment phase were compa-
rable with healthy controls (significant interaction:
measurement [entry vs. after six weeks] x sample [pa-
tients vs. controls]: F(1,60) = 37.16, p < 0.001). Adminis-
tering the short form of the “Beschwerdeliste” (List of
medical conditions, BL, v. Zerssen 1976) revealed almost
the same results (Interaction: F(1,64) = 19.52, p < 0.001).
The CIDI was performed by trained interviewers who
took part in training workshops at the National WHO
Training Center (Munich). Follow-up examinations
were conducted after 6 months and one year after the in-
patient period. Patients were seen regularly in outpa-
tient group sessions where the examinations took place.
Possible alcohol consumption was assessed through reg-
ular breath analysis and biological markers. Additional
information was derived from spouses if necessary. Ele-
vated values were addressed during the next session. A
one-week inpatient crisis intervention was offered to pa-
tients who did not manage to stay abstinent. Exclusion
was considered if a patient did not attend two successive

group sessions without excuse. Treatment outcome
(drinking behaviour) was divided into three categories:
i) total abstinence, ii) relapse (any amount or form of al-
cohol intake) which could be handled and led to absti-
nence again within one week, iii) relapse (any amount or
form of alcohol intake) which could not be improved
and led to dropout from treatment.

Results

■ Sociodemographic data and history of alcoholism

The age of the patients ranged from 22–70 with a mean
of 39.6 (sd 9.9) years for the men and 41.2 (sd 9.1) years
for the women (p = n. s.). Only 2.5 % of the patients had
not completed a normal school education. 37 (61.6 %)
male and 31 (55.3 %) female patients lived in a stable re-
lationship. There were no differences in marital and
partnership status between men and women. Male pa-
tients had been alcohol dependent for 9.7 (sd 7.2) years
on average and female patients for 6.2 (sd 5.6) years
(p = 0.003). As could be expected, age at onset of alcohol
dependence differed between male (mean 29.9, sd 8.94)
and female patients (mean 34.98, sd 9.67; p = 0.003). The
average alcohol consumption (alcohol in g per day) dur-
ing the last year (males: mean 191.82, sd 112.23; females:
mean 163.81 sd 78.31; p = n. s.) and the last month
(males: mean 164.43, sd 120.92; females: mean 165.89 sd
101.89; p = n. s.) did not differ significantly between men
and women, even without adjusting for body weight.

■ Prevalence of comorbidity

Out of the 118 alcohol dependent patients, 64 (54.2 %)
met criteria for alcoholism only. The remaining 54
(45.8 %) met diagnostic criteria for one or more addi-
tional psychiatric disorders. 25 (21.2 %) were positive
for only one additional disorder, 15 (12.7 %) met criteria
for two additional disorders, 7 (5.9 %) were positive for
three comorbid disorders and again 7 (5.9 %) for four or
more additional disorders. As can be seen in Table 3,

Table 3 Number of additional diagnoses according to CIDI/DSM-III-R/Lifetime
prevalence (excluding nicotine dependence)

Number of All patients Males Females
additional diagnoses

N % N % N %

0 64 54.2 44 72.1 20 35.1

1 25 21.2 9 14.8 16 28.1

2 15 12.7 6 9.8 9 15.8

3 7 5.9 1 1.6 6 10.5

4 6 5.1 1 1.6 5 8.8

5 – – – – – –

6 1 0.8 – – 1 1.8

118 100 61 100 57 100
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women were more likely than men to have lifetime psy-
chiatric disorders in addition to their alcohol depen-
dence (64.9 % vs. 27.9 %).

Prevalences for each diagnosis are shown in Table 4.
The number of additional lifetime diagnoses of mood
and anxiety disorder differed significantly between men
and women (mood disorders – males: 9.8 %; females:
33.3 %; p = 0.003; anxiety disorders – males: 24.6 %; fe-
males: 50.9 %; p = 0.002). Women were more likely to
show lifetime major depression and agoraphobia than
men. There were no statistically significant differences
for dysthymia, panic disorder, generalised anxiety dis-
order, social and simple phobias or other disorders.
Anxiety disorders appeared most frequently followed by
mood disorders and other substance use disorders.

■ Treatment outcome

No relapse was detected during hospitalisation. Apart
from self reports this was checked through random
breath analyses, biological markers and information

from spouses/significant others.At the end of outpatient
treatment (one year),overall 46 (39 %) of all patients had
suffered a relapse. Among them were 30 (25.4 % based
on the entire sample) who dropped out of treatment.

Table 5 shows a more detailed analysis of relapse rates
in general, severe relapses with dropouts and retention
rates with respect to gender and comorbidity.

Discussion

Psychiatric comorbidity in alcohol dependent patients
presents problems for patients and clinicians alike. Pa-
tients with “dual diagnoses” may not respond as well to
treatment as other patients,may have higher relapse and
readmission rates, and may manifest symptoms that are
more severe and chronic in nature (Sheehan 1993).

■ Comparison between male and female patients

Regarding lifetime prevalence of comorbid psychiatric
disorders, the data of our study are consistent with those
of previous clinical studies (e. g. Hesselbrock et al. 1985,
Rounsaville et al. 1987).Alcohol-dependent women have
higher prevalences than men in mood disorders and
anxiety disorders. Despite this general result, the re-
ported prevalence rates differ from study to study. There
are some factors that may explain the range of preva-
lence rates reported by different research groups. Apart
from the fact that patient populations vary across stud-
ies and countries, the timing of an interview may influ-
ence the diagnostic process. As mentioned above, alco-
hol intoxication and withdrawal can cause symptoms of
depression that may closely resemble those of a primary
mood disorder. Thus, making reliable psychiatric diag-
noses in patients with substance use disorders during
the early stages of abstinence is difficult. Ross et al.
(1988b) found no gender differences regarding mood
disorders (29 % for men and 30.4 % for women) when
interviewing only 4.5 days after admission of the pa-
tients. At this point in time, withdrawal could have
played a major role. Furthermore, differences in inter-

Table 4 Lifetime prevalence of additional disorders according to CIDI/DSM-III-R +

excluding alcohol and nicotine dependence

Disorders Lifetime prevalence

Males [%] Females [%] Sign.
(n = 61) (n = 57)

Mood disorders 9.8 33.3 0.003
Major depression, single episode 1.6 10.5 0.041
Major depression, recurrent 8.2 22.8 0.027
Dysthymia 1.6 8.8 n. s.

Anxiety disorders 24.6 50.9 0.002
Panic disorder 4.9 7.0 n. s.
Generalised anxiety dis. – 1.8 –
Agoraphobia 8.2 26.3 0.009
Social phobia 11.5 24.6 n. s.
Specific phobia 9.8 21.1 n. s.

Substance dependence+ – 5.3 –

Somatoform disorders – 1.8 –

Eating disorders – 1.8 –

Time after inpatient Males Females
treatment

Comorbid Non- Sign. Comorbid Non- Sign.
comorbid comorbid

6  months
Relapse overall 5 (27.3) 10 (23.5) n. s. 10 (27.8) 9 (45.0) n. s. (0.19)

12 months
Relapse overall 7 (40.9) 18 (35.3) n. s. 10 (27.8) 11 (55.0) 0.044.
Relapse with dropout 2 (11.8) 13 (29.6) n. s. (0.14) 8 (22.2) 7 (33.3) n.s

Retention rates
(12 months):

Overall:
88 patients (74.6 %) 15 (88.2) 31 (70.4) 29 (77.8) 13 (66.7)

Table 5 Treatment outcome and retention rates –
number and percentage of relapsed patients
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view techniques and diagnostic criteria can affect study
results. For example, standardised diagnostic interviews
contain “probe” questions to find out whether reported
symptoms can be explained by effects of medication,
drugs, alcohol or withdrawal. The aim is to differentiate
an independent psychiatric disorder from a drug-in-
duced disorder. After taking this point into considera-
tion Schuckit et al. (1997) found rates of “independent”
mental disorders that are almost similar to those of con-
trols.

■ Comparison with clinical samples

Only 27.9 % of our male patients showed any psychiatric
disorder (lifetime prevalence) other than their alcohol
dependence. In contrast, higher rates of comorbidity
were reported in many other studies. In a large study of
lifetime psychiatric comorbidity among male alcoholic
patients (Penick et al. 1994; N = 928) almost two-thirds
provided clinical histories that were consistent with one
or more additional disorder. Ross et al. (1988a; n = 260)
found that the great majority of male patients (84 %)
had a lifetime DIS-disorder other than substance use,
and over two-thirds had a current psychiatric disorder.
The high prevalence rates in this study could be ex-
plained by the fact that the time between intake and in-
terview was less than one week (see above). In a recent
German study Driessen et al. (1998) assessed psychiatric
comorbidity in 250 hospitalised alcohol-dependent
male patients (CIDI/DSM-III-R). Additional Axis I dis-
orders were found in 41.2 %. Mood and/or anxiety dis-
orders were diagnosed in more than one-third of all pa-
tients and represented a rate of 91.3 % of all lifetime Axis
I comorbid disorders. In our sample all male patients
with any comorbidity showed mood and/or anxiety dis-
orders. Despite the use of identical assessment instru-
ments and classification criteria, the sample of Driessen
et al. (1998) had a higher rate of CIDI-diagnosed lifetime
mood disorders (19.2 % vs. 9.4 % in our sample), and
anxiety disorders (34.4 % vs. 24.6 %). The lower lifetime
prevalence rates of comorbid disorders among male pa-
tients in our study may be a consequence of patient se-
lection procedures, since the sample in this study can be
considered a well-defined subgroup of chronically alco-
hol-dependent patients with a relatively good overall
adjustment and good motivation for treatment (Stetter
et al. 1991, Mann et al. 1996).

Regarding the female patients, the lifetime prevalence
rates for additional diagnoses in this study is 64.9 %. A
lifetime mood disorder was diagnosed in 33.3 %. Half of
the women (50.9 %) had lifetime anxiety disorders, most
by agoraphobia (26.3 %) and social phobia (24.6 %).
These prevalence rates correspond to the results of
Haver and Dahlgren (1995; n = 60). 60 % of their female
problem drinkers treated in a specialised programme
fulfilled the criteria for at least one psychiatric lifetime
disorder, diagnosed by use of the SCID and according to
DSM-III-R. The most common disorders were mood

disorders (48 %) and anxiety disorders (38 %). Only
small proportions of patients satisfied the criteria for
lifetime obsessive compulsive disorder (5 %), somato-
form disorder (1.7 %), anorexia (1.7 %), and bulimia
(1.7 %). The female patients in the study of Haver and
Dahlgren (1995) are judged by the authors to be “early”
in their treatment careers, since none had been previ-
ously treated for alcohol problems. For a subgroup of fe-
male patients with an alcohol disorder, prevalence rates
for lifetime major depression (26.8 %), dysthymia
(14.6 %), phobias (40.7 %), panic disorder (12.2 %), and
generalised anxiety disorder (49.6 %) are reported from
the study by Ross et al. (1988b; n = 241) using the DIS
and following DSM-III criteria. The overall prevalence
rate for any disorder was 85.4 % in all female patients,
i. e. patients with alcohol and/or drug disorders. This
high rate includes psychosexual disorders, and antiso-
cial personality disorders. Moreover, only 38 % of the
women initially planned for participation took part in
this study. The authors suggest that patients who had
more severe drug dependence problems or who were
less motivated to obtain treatment may be under-repre-
sented in this sample.

Schuckit et al. (1997) emphasised the important issue
of the relation between symptoms of mental disorders
and alcohol dependency. Based on the fact that the ma-
jority of psychiatric symptoms, although clinically rele-
vant, might temporarily be linked with phases of intoxi-
cation and withdrawal, it is important to distinguish
between concurrent and independent conditions.
Schuckit and colleagues conducted a study using data
from the COGA (Collaborative Study of the Genetics of
Alcoholism) investigation (see e. g. Reich 1996). They
used the SSAGA (Semi-Structured Assessment for the
Genetics of Alcoholism, Bucholz et al. 1994) which al-
lowed them to separate concurrent from independent
symptoms and syndromes (three mood disorders and
four anxiety disorders were concerned) by assessing the
medical history of the patient. The results indicate that
only 10 % of alcohol-dependent men and women ful-
filled criteria for lifetime “independent” additional anx-
iety disorder and 14 % fulfilled criteria for an “indepen-
dent” mood disorder which is about the same
magnitude that controls had shown. The lifetime rates
for several disorders were essentially lower than in many
other studies (see Tables 1 and 2). The authors con-
cluded that higher rates are likely to be reported if it is
not carefully distinguished between independent and
concurrent syndromes. Compared with the results of
our study, men reached about the same level of comor-
bidity regarding mood disorders, but our patients
showed higher rates of anxiety disorders. Women
showed higher rates in general. This could indicate that
our lifetime prevalence rates consist of concurrent and
independent rates.

Overdiagnosing additional mental disorders is not
only a problem in studies with clinical samples but also
in epidemiological studies with representative samples.
Schuckit et al. (1997) noted that the ECA (Regier



178

et al. 1990) and the COGA investigations accounted
about the same (low) levels of independent additional
disorders, whereas the NCS (Kessler et al. 1994) reported
significantly higher rates possibly due to methodologi-
cal problems (insufficient distinction between “inde-
pendent” and “concurrent” syndromes, training and su-
pervision of interviewers, methods for screening,
thresholds used for diagnosing a certain disorder).

■ Comparison with population-based samples

Since our study design did not contain a control group
from the population, it seems of interest to compare the
results with general epidemiological surveys. There are
two relevant German investigations: The “Munich Fol-
low-Up Study” (MFS, Wittchen et al. 1992) and the
“Transmission in Alcohol Consumption and Smoking”
investigation (TACOS, Meyer et al. 2000). Furthermore
two American studies are of interest: the “National Co-
morbidity Survey” (NCS, Kessler et al. 1994) and the
“Epidemiologic Catchment Area Study” (ECA, Regier
et al. 1990).Tables 6 and 7 give an overview for males and
females. Unfortunately, Regier et al. (1990) do not report
prevalence rates for men and women separately.

This comparison indicates that our patients showed
higher lifetime prevalence rates than the participants in
the epidemiological surveys.Females seem to be more af-
fected than males. This applies especially for social pho-
bia, agoraphobia and major depression. As an exception
of this pattern, lifetime rates for mood disorders in male
patients are lower than the data reported in the NCS.

The German epidemiological surveys, the MFS
(Wittchen et al, 1992) and TACOS (Meyer et al. 2000) re-
vealed comparable magnitudes of lifetime prevalence
rates of mental disorders but lower lifetime prevalence
rates than the NCS (anxiety disorders: MFS 13.9 %;

TACOS 15.1 %; NCS 24.9 %; mood disorders: MFS 12.9 %;
TACOS 12.3 %; NCS 19.3 %; details are shown in Tables 6
and 7). This applies to the ECA (Regier et al., 1990) as
well. Prevalence of alcohol use disorders and other men-
tal disorders in general population samples in five cities
of the United States were assessed. As in the MFS, DSM-
III criteria were used to diagnose mental disorders.
Regier et al. (1990) found that during lifetime, 14.6 % of
their sample show an anxiety disorder and 8.3 % showed
a mood disorder.

Brady et al. (1993) concluded that,although female al-
coholics in a treatment-seeking sample had a substan-
tially higher psychopathology than male alcoholics,gen-
erally these differences were consistent with the ratios in
the general population. This is confirmed by the results
of our study. Female patients show increased risks for
the development of major depression, anxiety disorder
as category, and – as their male counterparts – the
strongest risk for lifetime agoraphobia.

Because we examined a socially well-integrated sam-
ple of patients, it is interesting to have a closer look at the
other side of the spectrum of social integration. Recent
studies have dealt with the question of psychiatric mor-
bidity among homeless people. Fichter and Quadflieg
(1999) determined lifetime prevalences of mental disor-
ders in a sample of homeless men in the city of Munich,
Germany, (Munich Homeless Study, MHS) using the
SCID (Structured clinical interview for DSM-IV, cf. First
et al. 1996) and the MMSE (Mini Mental State Examina-
tion, Folstein et al. 1975). Their data revealed a remark-
ably high lifetime prevalence of 93.2 % for any psychi-
atric disorder. The lifetime prevalence of substance-
related disorders was 79.6 %, particularly alcohol de-
pendency 72.7 %. They found high rates of additional
mental disorders beside alcohol dependency: 36.4 %
showed mood disorders, 16.4 % anxiety disorders,
18.9 % also abused or were dependent upon illegal

Table 6 Lifetime prevalence rates in men (current study compared to epidemio-
logical investigations)

Disorders Current Study MFS TACOS NCS
% % % %

Mood disorders 9.84 6.42 7.3 14.70
Major depression 9.84 3.96 5.7 12.70
Dysthymia 1.65 2.46 1.6 4.80

Anxiety disorders 24.59 9.07 9.3 19.20
Panic disorder 4.92 1.70 1.3b 2.00
Generalised anxiety dis. – – 0.5 3.60
Agoraphobia 8.20 2.85 0.6c 3.51
Social phobia 11.48 5.47a 1.3 11.10
Specific phobia 9.84 5.47a 6.5 6.70

Substance abuse+ 0.85 ’ 1.0 4.40

Substance dependence+ – ’ 0.4 9.20

+ excluding alcohol and nicotine dependence
a MFS: social and specific phobia
b TACOS: panic disorder with and without agoraphobia
c TACOS: agoraphobia without panic disorder

Table 7 Lifetime prevalence rates in women (current study compared to epi-
demiological investigations)

Disorders Current study MFS TACOS NCS
% % % %

Mood disorders 33.33 18.68 17.3 23.89
Major depression 33.33 13.58 14.3 21.29
Dysthymia 8.77 5.35 3.3 8.01

Anxiety disorders 50.88 18.13 20.8 30.49
Panic disorder 7.02 2.92 3.2b 4.99
Generalised anxiety dis. 1.75 – 1.1 6.60
Agoraphobia 26.32 8.27 1.5c 6.99
Social phobia 24.56 10.35a 2.5 15.49
Specific phobia 21.05 10.35a 14.7 15.70

Substance abuse+ 1.75 0.5 3.51

Substance dependence+ 5.26 0.4 5.90

+ excluding alcohol and nicotine dependence
a MFS: social and specific phobia
b TACOS: panic disorder with and without agoraphobia
c TACOS: agoraphobia without panic disorder



179

drugs, 31.9 % met criteria for antisocial personality dis-
orders and 12.9 % showed cognitive impairment. All in
all, 59.1 % showed at least one additional mental disor-
der. Comparisons with our sample (lifetime prevalence
rates: 24.6 % anxiety disorders, 9.4 % mood disorders in
men) revealed an interesting pattern: while the preva-
lence of mood disorders is higher, those of anxiety dis-
orders is lower. On the one hand a potential explanation
is that the homeless could probably be characterised by
high levels of resignation. They had often given up their
initial aims in life. This could lead to a higher prevalence
of mood disorders. On the other hand, our socially-inte-
grated sample of alcohol-dependent patients often face
situations where they are aware that they are at risk of
substantially reduced life quality if they do not manage
to stay abstinent (e. g. loss of partnership, job or physi-
cal health).This could lead to an increased probability of
developing anxiety symptoms.However we must keep in
mind that this is an unexamined post hoc explanation
and that homeless people are a very heterogeneous
group. Salize et al. (2001) conducted a cross-sectional
field study among the homeless in Mannheim,Germany,
also using the SCID and MMSE.The point prevalence for
psychiatric disorders was 68.6 % (lifetime prevalence:
82.4 %). Substance use disorders were the most common
disorders currently found in this sample overall (55.9 %;
men: 56.8 %, women: 50 %). The prevalence of any addi-
tional mental disorder was 38.6 % (lifetime prevalence:
59.6 %) which is about the same magnitude found by
Fichter and Quadflieg (1999). In an Australian study
(Teeson et al. 2000), the 12-month prevalence of alcohol
and illegal drug use disorders in homeless men and
women was assessed in Sydney with the CIDI: 15 % of
the women and 49 % of the men showed an alcohol use
disorder (dependency and abuse).These are remarkably
lower rates than in the Munich sample (6 months preva-
lence: 71 %). Unfortunately Teeson et al. (2000) did not
report comorbid disorders of alcohol-dependent per-
sons in detail. Cousineau (1997) investigated the health
status of and the access to health services by homeless in
Los Angeles and found lower prevalences for substance
abuse disorders as well (40 %).

■ Treatment outcome

Overall, treatment was successful. Compared with re-
sults reported by Küfner and Feuerlein (1989) who per-
formed a pioneering multi-centre evaluation study on
inpatient treatment for alcoholism (21 hospitals were in-
cluded, N = 1410) in Germany, our outcome data show
about the same ratio of abstinent vs. relapsed patients.
Six months after long-term inpatient treatments – 16 out
of 21 centres offered treatment programmes lasting be-
tween four and six months – 67 % remained abstinence.
11.2 % were classified “improved” and 21.8 % were
“unimproved” indicating that 33 % of all patients suf-
fered a relapse (our data: 61 % abstinence – 13.6 % re-
lapse without dropout – 25.4 % relapse with dropout).

Taking into account the prognostic significance of
comorbid conditions, relapse rates of our alcohol-de-
pendent men with and without any other psychiatric
disorder are nearly identical (after 6 and 12 months of
outpatient aftercare). Greenfield et al. (1998) showed
that a diagnosis of current major depression at entry
into inpatient treatment for alcohol dependence pre-
dicted shorter times to first drink and relapse in women
and men.

Other studies indicate that men and women differ in
the impact of depression upon return to drinking. An
earlier study by Schuckit and Winokur (1972) showed
that the presence of mood disorders predicted better
outcomes 3 years after treatment for female alcoholics.
This is consistent with our results. Rounsaville et al.
(1987) investigated the prognostic significance of addi-
tional lifetime psychiatric diagnoses in 266 alcohol-de-
pendent patients (1-year follow-up). They showed sig-
nificant differences in outcome for men and women,
suggesting better prognosis for alcohol-dependent
women with a lifetime (including current) diagnosis of
major depression. In a 3-year follow-up on the same pa-
tient sample (Kranzler et al. 1996), there were no out-
come measures for which the interaction of gender by
diagnoses was a significant predictor. The presence of
comorbid major depression was associated with lower
intensity of drinking in men and women and ASP was
associated with a poorer global alcohol-related out-
come.

What could be possible explanations for this pattern?
Tellenbach, a representative of the classical school of
German psychopathology, noted in 1974 that apart from
depressive trends, people of the “Typus Melancholicus”
could be characterised as being “determined by order-
liness”. Such people show this in their every-day lives in
terms of diligence, consciousness, a high sense of duty
and solidity.This pattern pervades all aspects of life such
as in their occupation or interpersonal relationships,
where it is expressed in terms of “achieve-for-others” or
“be-there-for-others”. High demands with regard to
their own achievements are also a factor. In the case of
comorbid alcohol-dependent patients, such a pattern
could lead to situations where patients with additional
affective symptoms (which is more likely for women than
for men) are anxious to follow the contents learnt in
therapy and, therefore, are less at risk of a relapse.

Another point that should be discussed is the amount
of social support actually received by patients. Social
support is obviously an important external resource that
helps people to cope with stressful situations of all
kinds. There is a great deal of evidence that the avail-
ability of social support is linked with a reduced risk of
mental and somatic illnesses, or even mortality (see e. g.
Cohen and Wills 1985, House et al. 1988, Schwarzer and
Leppin 1989). This seems to be the case for alcohol-de-
pendent patients as well. Mann et al. (1996) found that
female patients with a larger network of supportive re-
lationships are less at risk to suffer a relapse albeit the
size of the strain network (cumbering relationships) is
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about the same for relapsers and patients who managed
to stay abstinent in the follow-up period. They further
detected that the supportive network of relapsed women
was significantly shrinking during the follow-up period
of five years while those of abstinent females remains
stable. Stroebe and Stroebe (1995) pointed out that re-
ceiving social support not only depends on its availabil-
ity, but also on the occasions when help is needed. This
is the reason why measures of received support are often
positively related to negative life-events and symptoma-
tology (Sarason et al. 1990). Patients who have an addi-
tional disorder may receive more social support than
“pure” alcoholics, which enables them to stay abstinent
more easily. However, it must be kept in mind that these
are unexamined post hoc speculations.

On the other hand, in a study by Davidson and Black-
burn (1998, N = 82), no significant differences were
found between alcohol-dependent patients with a diag-
nosis of depression, and “pure” alcohol-dependent pa-
tients on any drinking outcome measure including ab-
stinence status, alcohol consumption, pattern of
drinking, or alcohol-related problems.

Relapse rates for alcoholic patients are not only in-
fluenced by state of comorbidity, but by many factors
such as sample studied, age, sex, chronicity, work, inter-
personal relations, severity of the alcohol dependence,
and length of abstinence (Loosen et al. 1990). Comor-
bidity may be an additional factor but longitudinal data
on the subjects in this study, and follow-up research
would be needed to provide information on this point.

Early recognition of psychiatric disorders should be
a promising addition to existing prevention strategies
for alcohol dependence. The Diagnostic and Statistic
Manual of Mental Disorders (fourth ed.) offers guide-
lines for differentiating alcohol-induced mental disor-
ders from primary mental disorders. According to the
DSM-IV guidelines, psychopathology should be labelled
alcohol-induced if symptoms develop during, or within
1 month of, alcohol intoxication or withdrawal, and the
symptoms are not better accounted for by another dis-
order that is not substance-induced (American Psychi-
atric Association 1994).With regard to the treatment im-
plications, tailoring treatment programmes to
individuals with psychiatric disorders and substance
use disorders should facilitate meeting the specific man-
agement needs of this subgroup of patients.

■ Acknowledgment This study was performed within the project
“Long-term course and relapse prevention in alcohol-dependent men
and women”, funded by the Federal Ministry for Education and Re-
search – 01EB9422.

References

1. American Psychiatric Association (1980) DSM-III. Diagnostic
and statistical manual of mental disorders. 3rd ed.APA,Washing-
ton DC

2. American Psychiatric Association (1987) DSM-III-R. Diagnostic
and statistical manual of mental disorders. 3rd ed.-revised. APA,
Washington DC

3. American Psychiatric Association (1994) DSM-IV. Diagnostic
and statistical manual of mental disorders. 4th ed.APA,Washing-
ton DC

4. Beck AT, Steer RA (1987) Beck Depression Inventory – Manual.
The Psychological Corporation, San Antonio

5. Brady KT, Grice DE, Dustan L, Randall C (1993) Gender differ-
ences in substance use disorders.Am J Psychiatry 150:1707–1711

6. Bowen RC, Cipywnyk D, D’Arcy C, Keegan D (1984) Alcoholism,
anxiety disorders, and agoraphobia. Alcohol Clin Exp Res
8:48–50

7. Bucholz KK, Cadoret R, Cloninger CR (1994) A new, semi-struc-
tured psychiatric interview for the use of genetic linkage studies:
a report on the reliability of the SSAGA. J Stud Alcohol 55:
149–158

8. Chambless DL, Cherney J, Caputo GC, Rheinstein BJ (1987) Anx-
iety disorders and alcoholism: a study with inpatient alcoholics.
J Anxiety Disord 1:29–40

9. Cohen S, Wills TA (1985) Stress, social support, and the buffer-
ing hypothesis. Psychol Bull 98:310–357

10. Cousineau MR (1997) Health status of and access to health ser-
vices by residents of urban encampments in Los Angeles. J
Health Care Poor Underserved 8:70–82

11. Davidson KM, Blackburn IM (1998) Co-morbid depression and
drinking outcome in those with alcohol dependence.Alcohol Al-
cohol 33:482–487

12. DiNardo PA, Barlow DH (1988) Anxiety disorder interview
schedule – revised. Unpublished manuscript. Phobias and anxi-
ety disorders clinic. State University of New York at Albany

13. Driessen M,Veltrup C,Wetterling T, John U,Dilling H (1998) Axis
I and axis II comorbidity in alcohol dependence and the two
types of alcoholism. Alcohol Clin Exp Res 22:77–86

14. Endicott J, Spitzer RL (1978) A diagnostic interview: the sched-
ule for affective disorders and schizophrenia. Arch Gen Psychia-
try 35:837–844

15. Fichter M, Quadflieg N (1999) Alcoholism in homeless men in
the mid-nineties: results from the Bavarian Public Health Study
on homelessness. Eur Arch Psychiatry Clin Neurosci 249:34–44

16. First MB, Gibbon M, Spitzer RL, Williams JBW (1996) User’s
guide for the SCID-I Structured Clinical Interview for DSM-IV.
SCID-I Version 2.0, February 1996 Final Version. New York State
Psychiatric Institute, Biometrics Research Department, New
York

17. Folstein MF, Folstein SE, McHugh PR (1975) “Mini Mental State”.
A practical method for grading the cognitive state of patients for
the clinician. J Psychiatr Res 12:189–198

18. Greenfield SF, Weiss RD, Münz LR, Vagge LM, Kelly JF, Bello LR,
Michael J (1998) The effect of depression on return to drinking:
a prospective study. Arch Gen Psychiatry 55:259–265

19. Hasin DS, Grant BF, Endicott J (1988) Lifetime psychiatric co-
morbidity in hospitalized alcoholics: subject and familial corre-
lates. Int J Addict 23:827–850

20. Haver B, Dahlgren L (1995) Early treatment of women with al-
cohol addiction (EWA): a comprehensive evaluation and out-
come study. Patterns of psychiatric comorbidity at intake. Ad-
diction 90:101–109

21. Helzer JE, Pryzbeck TR (1988) The co-occurrence of alcoholism
with other psychiatric disorders in the general population and
its impact on treatment. J Stud Alcohol 49:219–224

22. Herz LR,Volicer L, D’Angelo N, Gadish D (1990) Additional psy-
chiatric illness by diagnostic interview schedule in male alco-
holics. Compr Psychiarty 30:72–79

23. Hesselbrock MN, Meyer RE, Keener J (1985) Psychopathology in
hospitalized alcoholics. Arch Gen Psychiatry 42:1050–1055

24. House JS, Landis KR, Umberson D (1988) Social relationships
and health. Science 241:51–66

25. Johannessen D, Cowley D, Walker R, Jensen C, Parker L (1989)
Prevalence, onset and clinical recognition of panic states in hos-
pitalised male alcoholics. Am J Psychiatry 146:1201–1203

26. Kessler RC, McGonagle KA, Shanyang Z (1994) Lifetime and 12-
month prevalence of DSM-III-R psychiatric disorders in the
United States: results form the National Comorbidity Survey.
Arch Gen Psychiatry 51:8–19



181

27. Kranzler HR, Del Boca FK, Rounsaville BJ (1996) Comorbid psy-
chiatric diagnosis predicts three-year outcomes in alcoholics: a
post-treatment natural history study. J Stud Alcohol 57:619–626

28. Küfner H, Feuerlein W (1989) In-patient treatment for alco-
holism. A multi-centre evaluation study. Springer, Heidelberg

29. Lejoyeux M, Boulenguiez S, Fichelle A, McLoughlin M, Claudon
M, Ades J (2000) Alcohol dependence among patients admitted
to psychiatric emergency services. Gen Hosp Psychiatry 22:
206–212

30. Loosen PT, Dew BW, Prange AJ (1990) Long-term predictors of
outcome in abstinent alcoholic men. Am J Psychiatry 147:
1662–1666

31. Mann K, Ackermann K, Günthner A, Jung M, Morlock P, Mundle
G (1996) Langzeitverlauf und Rückfallprophylaxe bei alkoholab-
hängigen Frauen und Männern. [Long-term course and relapse
prevention in alcohol-dependent women and men]. Final Re-
port. Eberhard-Karls-University, Tübingen

32. Mann K, Batra A (1993) Die gemeindenahe Versorgung von
Alkoholabhängigen. [Community-based management of alco-
hol-dependent patients.] Psychiatr Prax 20:102–105

33. Meyer C, Rumpf HJ, Hapke U, Dilling H, John U (2000) Lebens-
zeitprävalenz psychischer Störungen in der erwachsenen Allge-
meinbevölkerung. Ergebnisse der TACOS-Studie. [Prevalence of
alcohol consumption, abuse and dependence in a country with
high per capita consumption: findings from the German TACOS
study]. Nervenarzt 71:535–542

34. Othmer E, Powell BJ, Penick EC (1980) Psychiatric diagnostic in-
terview (PDI) – 9th rev. University of Kansas Medical Center,
Kansas City

35. Penick EC, Powell BJ, Nickel EJ, Bingham SF, Riesenmy KR, Read
MR, Campbell J (1994) Co-morbidity of lifetime psychiatric dis-
order among male alcoholic patients. Alcohol Clin Exp Res
18:1289–1293

36. Powell BJ, Penick EC, Othmer E, Bingham SF, Rice AS (1982)
Prevalence of additional psychiatric syndromes among male al-
coholics. J Clin Psychiatry 13:404–407

37. Regier DA, Farmer ME, Rae DS, Locke BZ, Keith SJ, Judd LL,
Goodwin FK (1990) Comorbidity of mental disorders with alco-
hol and other drug abuse. Results from the epidemiologicpreva-
lence of psychiatric disorders in patients with alcohol and drug
problems. Br J Addict 83:1179–1192

38. Reich T (1996) A genomic survey of alcohol dependence and re-
lated phenotypes: results from the Collaborative Study on the
Genetics of Alcoholism (COGA). Alcohol Clin Exp Res 20(8
Suppl):133A–137A

39. Robins LN, Helzer JE, Orvaschel H, Anthony JC, Blazer D, Bur-
man MA, Burke JD, Eaton WW (1985) The diagnostic interview
schedule. Academic Press, New York

40. Ross HE,Glaser FB,Germanson T (1988a) The prevalence of psy-
chiatric disorders with alcohol and other drug problems. Arch
Gen Psychiatry 45:1023–1031

41. Ross HE, Glaser FB, Stiasny S (1988b) Sex differences in the
prevalence of psychiatric disorders in patients with alcohol and
drug problems. Br J Addiction 83:1179–1192

42. Rounsaville BJ, Dolinsky CS, Babor TF, Meyer RE (1987) Psy-
chopathology as a predictor of treatment outcome in alcoholics.
Arch Gen Psychiatry 44:505–513

43. Roy A, Dejong J, Lamparski D,Adinoff B, George T, Moore V, Gar-
nett D, Kerich M, Linnoila M (1991) Mental disorders among al-
coholics, relationship to age of onset. Arch Gen Psychiatry
48:423–427

44. Salize HJ, Horst A, Dillmann-Lange C, Killmann U, Stern G, Wolf
I, Henn F, Rössler W (2001) Needs for mental health care and ser-
vice provision in single homeless people. Soc Psychiatry Psychi-
atr Epidemiol 36:207–216

45. Sallmen B, Nilsson LH, Berglund M (1997) Psychiatric comor-
bidity in alcoholics treated at an institution with both coerced
and voluntary admission. Eur Psychiatry 12:329–334

46. Sarason BR, Sarason IG, Pierce GR (1990) Traditional views of
social support and their impact on assessment. In: Sarason BR,
Sarason IG, Pierce GR (eds) Social support: An interactional
view. Wiley, New York, pp 9–25

47. Schuckit MA (1983) Alcoholism and other psychiatric disorders.
Hosp Community Psychiatry 34:1022–1027

48. Schuckit MA (1986) Genetic and clinical implications of alco-
holism and affective disorder. Am J Psychiatry 143:140–147

49. Schuckit MA, Hesselbrock VM (1994) Alcohol dependency and
anxiety disorders: what is the relationship? Am J Psychiatry 151:
1723–1734

50. Schuckit MA, Tipp JE, Bucholz KK, Nurnberger JI, Hesselbrock
VM, Crowe RR, Kramer J (1997) The life-time rates of three
major mood disorders and four major anxiety disorders in alco-
holics and controls. Addiction 92:1289–1304

51. Schuckit MA, Winokur G (1972) A short term follow-up of
women alcoholics. Dis Nerv Syst 33:672–678

52. Schwarzer R, Leppin A (1989) Social support and health: a meta-
analysis.Psychology and Health: An International Journal 3:1–15

53. Sheehan MF (1993) Dual Diagnosis. Psychiatr Q 64:107–134
54. Smail P, Stockwell T, Canter S, Hodgson R (1984) Alcohol depen-

dence and phobic anxiety states. Br J Psychiatry 144:53–57
55. Spitzer RL, Endicott J (1977) Schedule for affective disorders and

schizophrenia – lifetime version. 3rd ed. New York State Psychi-
atric Institute, New York

56. Spitzer RL, Endicott J, Robbins E (1978) Research diagnostic cri-
teria. Arch Gen Psychiatry 35:773–782

57. Spitzer RL, Williams JBW (1985) The structured clinical inter-
view for DSM-III. New York State Psychiatric Institute – Biomet-
rics research department, New York

58. Spitzer RL,Williams JWB, Gibbon M, First MB (1990) Structured
clinical interview for DSM-III-R. American Psychiatric Press,
Washington DC

59. Stetter F, Rein W, Mann K (1991) How depressive are male alco-
holic inpatients? Psychometric results from the “Tübinger Alko-
holismusprojekt”. Eur Psychiatry 6:243–249

60. Stroebe W, Stroebe MS (1995) Social psychology and health.
Open University Press, Buckingham

61. Teeson M, Hodder T, Buhrich N (2000) Substance use disorders
among homeless people in inner Sydney. Soc Psychiatry Psychi-
atr Epidemiol 35:451–456

62. Tellenbach H (1974) Melancholie. Springer, Heidelberg
63. Tomasson K,Vaglum P (1995) A nationwide representative sam-

ple of treatment-seeking alcoholics: a study of psychiatric co-
morbidity. Acta Psychiatr Scand 92:378–385

64. Waern M, Spak F, Sundh V (2002) Suicidal ideation in a female
population sample. Relationship with depression, anxiety disor-
der and alcohol dependence/abuse. Eur Arch Psychiatry Clin
Neurosci. 252:81–85

65. Weiss K, Rosenberg D (1985) Prevalence of anxiety disorders
among alcoholics. J Clin Psychiatry 46:3–5

66. Wittchen HU (1994) Reliability and validity studies of the WHO
Composite International Diagnostic Interview (CIDI). A critical
review. J Psychiatr Res 28:57–84

67. Wittchen HU, Essau CA, Zerssen D v, Krieg JC, Zaudig M (1992)
Lifetime and 6-month prevalence of mental disorders in the mu-
nich follow-up study. Eur Arch Psychiatry Clin Neurosci
241:247–258

68. World Health Organisation (1991a) Tenth Revision of the Inter-
national Classification Diseases, Chapter V (F): Mental and Be-
havioral Disorders (including disorders of psychological devel-
opment). Clinical Descriptions and Diagnostic Guidelines.
WHO, Geneva

69. World Health Organisations (1991b) Composite International
Diagnostic Interview. WHO, Geneva

70. Zerssen D v (1976) Die Beschwerdeliste. Testhandbuch. Beltz
Test, Weinheim


