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Comorbid Depression & Alcohol 

Dependence 

 

Making a diagnosis of either major depressive disorder 

or of alcohol dependence in a primary care setting will 

typically require openness on the part both of the PCP 

and of the patient.  For the PCP, there must be a 

willingness to consider these diagnoses and to explore 

both mood and behavioral patterns of the patient.   For 

the patient, honesty about both their emotional state and 

their drinking pattern are required.  Given the 

resistances and disincentives for both provider and 

patient, it is not uncommon for one or both diagnoses go 

unrecognized and untreated, with resulting increased 

morbidity and suffering.   

 

Both major depression and alcohol dependence carry a 

significant risk for the development of the other, and 

severity in one disorder is typically associated with 

severity in the other.  Furthermore, alcohol dependence 

prolongs the course of depression, and persistence of 

depression during abstinence from alcohol is a risk factor 

for relapse to heavy drinking.  This pattern of increased 

suffering and risk resulting from the presence of co-

morbid behavioral health conditions is fairly common, 

but not always fully appreciated.   

 

Assessment:  Inquiring about a patient’s alcohol (and 

substance) use should be a part of routine care, as should 

an inquiry about problems with mood and depression.  It 

is worth noting that patients with current alcohol 

dependence have a prevalence rate for concurrent major 

depressive disorder of roughly 20%.  These alcohol 

dependent individuals were nearly 4 times more likely to 

have major depression than those without alcohol 

dependence.  Likewise, many patients with depressive 

illness are often prone to alcohol or other substance use 

and abuse behaviors when their mood problems are not 

actively addressed.  Active inquiry about these matters 

will not always yield honest responses from patients, but 

failure to ask is a pretty sure guarantee that neither 

condition will become a focus of needed intervention.    

 

Intervention:  Unfortunately, it is not unusual for there 

to be limited resources for referral of these complex 

patients who typically require a mix of psychosocial 

supports along with medication interventions.  

Nonetheless, the primary care provider can play a 

critical role, first in making the appropriate diagnosis 

and then in encouraging efforts to obtain the needed 

treatment.  On the psychosocial side, referral to recovery 

focused behavioral health resources with engagement of 

family and social supports is well advised, but persistence 

and persuasion by the PCP and support staff may well be 

required to make this happen.  A firm, empathic 

approach, combined with motivational interviewing 

strategies addressing both illness conditions is often 

needed.   

 

Concurrently, psychopharmacologic interventions should 

be considered and a decision must be made as to whether 

to treat one or both disorders and in what sequence.  A 

detailed history may clarify whether one of the disorders 

can be considered the primary illness, but often this is 

not discernable and, regardless, treatment of both 

disorders is warranted.       

 

Treatment of the depressive symptomatology with an 

SSRI is a good place to start--- particularly for patients 

whose alcoholism is more moderate or of more recent 

onset.  The SSRIs have relatively minor side effect 

profiles and they do not present a significant added 

safety risk for the patient who may struggle with suicidal 

or impulsive behaviors while intoxicated as do many of 

the older antidepressant medications.  A “start low and 

go slow” titration strategy is recommended, as this will 

minimize side effect risks and allow for a deliberative 

review of the patient’s response to the medication and to 

the ancillary psychosocial treatments in play. 

 

For the depressed patient with more ingrained alcohol 

dependence, pharmacologic intervention addressing their 

alcoholism should be considered as well.  A recent study 

involving the use of a sertraline-naltrexone combination 

(200mg/d of sertraline, 100mg/d of naltrexone carefully 

titrated up over a 14 week period) showed greater 

abstinence from alcohol, delayed relapse rates, and 

greater relief of depressive symptoms by the end of 

treatment than did patients who received naltrexone or 

sertraline alone or placebo.   

 

PCPs, working in collaboration with a supportive 

recovery-focused behavioral health provider, can provide 

mono-therapy or combined pharmacotherapy, to the 

benefit of motivated patients with co-occurring 

depression and alcohol dependence.       
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