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ABSTRACT

Aims Alcohol use disorders and depression co-occur frequently and are associated with poorer outcomes than when
either condition occurs alone. The present study (Depression and Alcohol Integrated and Single-focused Interventions;
DAISI) aimed to compare the effectiveness of brief intervention, single-focused and integrated psychological interven-
tions for treatment of coexisting depression and alcohol use problems. Methods
depressive symptoms and hazardous alcohol use were assessed and randomly allocated to one of four individually

Participants (n = 284) with current

delivered interventions: (i) a brief intervention only (single 90-minute session) with an integrated focus on depression
and alcohol, or followed by a further nine 1-hour sessions with (ii) an alcohol focus; (iii) a depression focus; or (iv) an
integrated focus. Follow-up assessments occurred 18 weeks after baseline. Results Compared with the brief inter-
vention, 10 sessions were associated with greater reductions in average drinks per week, average drinking days per
week and maximum consumption on 1 day. No difference in duration of treatment was found for depression outcomes.
Compared with single-focused interventions, integrated treatment was associated with a greater reduction in drinking
days and level of depression. For men, the alcohol-focused rather than depression-focused intervention was associated
with a greater reduction in average drinks per day and drinks per week and an increased level of general functioning.
Women showed greater improvements on each of these variables when they received depression-focused rather than
alcohol-focused treatment. Conclusions Integrated treatment may be superior to single-focused treatment for coex-
isting depression and alcohol problems, at least in the short term. Gender differences between single-focused depression

and alcohol treatments warrant further study.
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INTRODUCTION utilization of services [4], existing treatment trials often

exclude people with comorbid mental and substance use

Affective and alcohol use disorders occur commonly in
the community, with 12-month prevalence figures in
Australia of 7% and 6%, respectively [1]. Of individuals
with a 12-month alcohol use disorder, 18% have a coex-
isting affective disorder and 17% of those with an affec-
tive disorder have an alcohol use disorder [2]. These
comorbidities are even more common in clinical settings
[3,4]. Even though this high-prevalence comorbidity is
associated with poorer treatment outcomes and greater
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disorders [4].

Evidence is accumulating to show that an integrated
model of treatment of coexisting psychosis and sub-
stance misuse is superior to parallel or sequential treat-
ment [5]. However, it is not yet clear that this is true of
coexisting depression and alcohol problems. The World
Health Organization has suggested that major depres-
sion and alcohol use disorders may require simultaneous
treatment [6], but at present there are few published
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randomized controlled trials [7,8] on simultaneous deliv-
ery of psychological treatment for coexisting depression
and alcohol problems. In Brown et al. [7], 35 people with
alcohol dependence who were attending a group day-
hospital programme were allocated sequentially to receive
eight individual sessions of either cognitive-behaviour
therapy (CBT) for depressive symptoms or relaxation
training in parallel with the day-hospital programme. Par-
ticipants receiving CBT showed greater reductions in
depressive symptoms at post-treatment on the Modified
Hamilton Rating Scale for Depression [9] and Profile of
Mood States—Depression [10], but not on the Beck Depres-
sion Inventory (BDI: [11]). At 3- and 6-month follow-up
assessments, the CBT condition reported more days absti-
nent and less alcohol consumption, but treatment X time
interactions fell short of P < 0.05 for both variables. Limi-
tations of the study included its relatively weak and
ambiguous results, small sample size, assignment by
cohorts, non-blinded outcome assessments, mild entry
criteria for depressive symptoms (BDI =10) and absence of
depression assessments at follow-up. Furthermore, the
design did not test whether integrated or parallel treat-
ment is more beneficial.

Kay-Lambkin et al. [8] compared a one-session brief
intervention (BI) with 10 sessions of computer- or
therapist-delivered psychological treatment, in 97 out-
patients with coexisting depression and alcohol or
cannabis use problems. All participants received an inte-
grated initial session, which comprised assessment feed-
back, case formulation (covering the development and
maintenance of coexisting depression and substance use
problems), motivational interviewing (MI: [12]), brief
advice to reduce substance use and self-help material for
depression. Those allocated randomly to additional treat-
ment received a further nine sessions of integrated MI
CBT addressing depression and substance use, and incor-
porating mindfulness training, delivered by a psycholo-
gist, or primarily via computer. Depression improved
significantly across all conditions, albeit with therapist-
delivered MI CBT demonstrating stronger short-term
benefits and with computer-based treatment associated
with similarly strong benefits at the 12-month follow-up.
Alcohol problems responded well to BI alone and even
better to the intensive MI CBT intervention, while inten-
sive MI CBT was significantly better than BI alone in
reducing cannabis use.

Neither of these trials compared integrated treatment
with traditional, single-focused treatment programmes
for depression or alcohol misuse. The results of the trial
by Kay-Lambkin et al. [8] suggest that BI may be effective
in reducing depression and alcohol use problems. We still
await a direct test of BI, single-focused psychological
treatments and integrated treatment for coexisting
depression and alcohol use problems with a large sample.
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The present study (Depression and Alcohol Integrated
and Single-focused Interventions, DAISI) aimed to
address this need. Given previous findings that problem
drinking among women responds well to BI while
problem drinking among men responds comparatively
better to a longer therapist intervention [13], therapy

outcomes are also reported according to gender.

METHODS
Design and hypotheses

Participants provided written informed consent to take
part in the study and assessment was scheduled for base-
line and 15 weeks post-baseline (post). All participants
were offered a single-session (described later), after which
they were randomized to no further treatment (BI,
n = 70) or to nine further sessions focused on depression
(n=71), alcohol (n = 68) or alcohol and depression (inte-
grated; n = 75). Allocations were stratified by gender and
receipt of pharmacotherapy.

We predicted that: (i) 10 treatment sessions would
produce greater reductions in depression and alcohol
consumption; (ii) integrated treatment would have
greater impacts on these variables than single-focused
treatment; and (iii) that depression-focused and alcohol-
focused treatments would have greater impacts on their
relevant domain.

Participants

Inclusion criteria were: (i) aged over 16 years; (ii) a BDI-II
[14] score =17; and (iii) hazardous alcohol consumption
in the month before baseline (= an average of four 10 g
ethanol drinks per day for men, = two per day for women;
[15]). Potential participants were excluded if they: (i)
were diagnosed currently with a psychotic disorder; (ii)
reported a history of traumatic brain injury; (iii) lacked
fluency in English; or (iv) lived too far away to attend
sessions. Although participants were not excluded on the
basis of current pharmacotherapy, entry to the study was
delayed until 4 weeks after commencing any new medi-
cations or changing treatment regimens.

Referrals were accepted from a broad range of
sources, including self-referrals and referral by a health
professional. The study was advertised in a television
commercial, in television and print media news stories
and by circulating information sheets through relevant
health, government and non-government services. Thus,
at entry to the study some participants were already
engaged in treatment for depression and/or alcohol use
and others were community members receiving no
formal treatment. Participants were not discouraged
from engaging in treatments other than the DAISI
project. The study was implemented between October
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2005 and April 2007 across two east-coast Australian
cities: Newcastle, New South Wales and Brisbane, Queen-
sland. Participants attended sessions in research clinics
or community mental health centres.

Measures

The Structured Clinical Interview for DSM-IV-TR (SCID:
[16]) provided current and life-time diagnoses of major
depressive episode, alcohol abuse and alcohol depen-
dence. Depressive symptoms were assessed using the
BDI-II [14], and the Global Assessment of Functioning
(GAF: [17]) provided a clinician-rated indicator of
functioning.

Alcohol consumption was assessed using the Alcohol
Use Disorders Identification Test (AUDIT: [18]) and a
2-week time-line follow-back (TLFB: [19]). Average 10 g
ethanol drinks and drinking days per week were com-
puted, together with maximum daily consumption. The
Opiate Treatment Index (OTI: [20]) estimated the average
occasions of daily use for 11 substance groups (alcohol,
tobacco, cannabis, heroin, other opiates, amphetamines,
cocaine, tranquillizers, barbiturates, hallucinogens,
inhalants) in the previous month. A Severity of Alcohol
Dependence Questionnaire (SADQ: [21]) assessed degree
of dependence on alcohol over the preceding 6 months.

Interventions

The treatment manual [22] was adapted from that evalu-
ated in the study by Kay-Lambkin et al. [8,23]. The initial
90-minute session is described below and included MI
and provision of self-help materials. Where nine weekly
1-hour sessions followed, therapy consisted of MI CBT,
which had the same duration and general structure in
each condition. Single-focused therapy conditions
(depression-focused or alcohol-focused) applied MI CBT to
either depression or problem drinking, while integrated
therapy focused on both problems concurrently. Baseline
assessment and therapy were conducted by intern psy-
chologists, psychologists or clinical psychologists who met
weekly for supervision, where selected audiotaped ses-
sions and issues in applying treatments were discussed.
Each session was carried out individually with client
and therapist, and commenced with a review of the pre-
vious week including homework completion, a suicide
risk assessment and negotiation of the session agenda. MI
was employed thematically throughout therapy to con-
solidate commitment to change. Session 1, which all par-
ticipants received, comprised assessment feedback, case
formulation (covering the development and maintenance
of coexisting depression and alcohol problems), MI, plan-
ning of behaviour change and education about depres-
sion and hazardous alcohol use. In session 2, participants
in the longer therapy conditions received a rationale for
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CBT and began mood and/or craving monitoring, activity
scheduling and mindful walking. Session 3 saw an intro-
duction to thought monitoring, assessment of change
and mindful listening. In session 4, participants devel-
oped an activity list, clarified their change plan, received
information about coping with impulsive thoughts or
cravings and undertook mindfulness of pleasant acti-
vities. Session 5 focused on identifying and managing
unhelpful automatic thoughts and application of mindful
breathing, while session 6 introduced problem solving
and mindful visual experiences. In session 7, participants
identified and examined evidence for problematic schema
and core beliefs, and practised using a 3-minute breath-
ing space. In session 8 they continued cognitive therapy,
incorporating ‘allowing and letting be’, practised asser-
tiveness or alcohol refusal skills and developed an
emergency plan. Session 9 applied relapse prevention
techniques based on the work of Marlatt & Gordon [24]
and had further mindfulness practice. In session 10, par-
ticipants applied MI to relapse prevention and wrote a
management plan for relapse risk. Integrated sessions
addressed the way in which depression and alcohol use
impacted on each other as well as addressing the two
conditions in parallel. With the exception of session 9, in
which the integrated average session was significantly
longer than the average depression session (mean inte-
grated = 63.3 minutes; mean depression = 53.2 minutes;
Fa16)=7.07, P<0.01), the integrated sessions were no
longer than the corresponding alcohol-focused and
depression-focused sessions.

Procedure

Following informed consent, baseline assessments were
completed typically over two sessions a week apart, and
reimbursement of up to $A20 was given for travel and
other costs. Participants were informed that if they failed
to attend three consecutive treatment sessions without
adequate explanation, they would be considered to have
discontinued treatment. These participants then pro-
gressed to the follow-up phase of the study.

Randomizations were generated at the beginning of
the study by the research manager at the Newcastle site
and linked to a unique identification code. Allocations
were concealed in individual sealed envelopes labelled
with the code, which were opened by participants at the
end of session 1, ensuring that the content and experi-
ence of the initial session would be unaffected by knowl-
edge of the allocation. Randomization was stratified by
study site, gender and presence of concurrent antidepres-
sant or anticraving medication.

Future contact details for participants and an alterna-
tive contact person were sought at baseline to enable
re-contact for the follow-up assessment. Where possible,
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post-assessment appointments were made at the last
treatment appointment. Independent psychologists, blind
to treatment allocation, completed follow-up assessments
face to face (22%) or by telephone (78%), offering up
to $A20 as reimbursement. On average, the post-
assessment occurred 18.0 weeks post-baseline [standard
deviation (SD) = 3.12]. Time to the post-assessment did
not differ between conditions.

Statistical analysis

Analyses of variance (ANOVAs) tested for baseline differ-
ences between conditions. Multiple hierarchical linear
regressions were then conducted, with three orthogonal
a priori contrasts, testing: (a)
10-session treatments; (b) single-focused versus inte-
grated interventions; and (c) depression- versus alcohol-
focused treatment. Dependent variables were change

one-session  versus

scores pertaining to the average number of drinks per
week, drinking days per week and maximum number of
standard drinks in one day (from a TLFB over 2 weeks),
mean drinks per day in the previous month (from the
OTI), depression level (from the BDI-II) and functioning
(from the GAF). Covariates were baseline BDI-II depres-
sion and average daily alcohol use on the OTI, and the
baseline measure of the dependent variable. We also
tested predictive effects of other variables that may have
impacted on outcome, specifically age, gender, use of
antidepressants and whether the participant lived with
another adult (living arrangement). At step 1, age,
gender and living arrangement were entered. At step 2,

the baseline measure of the dependent variable was
entered, together with baseline measures of BDI-II, OTI
average daily alcohol consumption and use of antide-
pressants, the three condition contrasts, and interactions
between gender and treatment allocation. Analyses were
carried out with and without missing data substitution
(using last observation carried forward). As the results
did not differ significantly between the methods, only
analyses using data substitution are presented.

RESULTS

Recruitment and attrition profiles are presented in Fig. 1.

Sample characteristics

The project received 682 referrals from October 2005 to
April 2007 (Fig. 1). Of 204 who were ineligible to partici-
pate, 68 people (33%) did not meet the threshold for
alcohol use, 75 (37%) did not meet depression criteria
and five (2%) failed to meet both. Sixteen (8%) had a
history of psychotic disorder, 23 (11%) lived out of the
area, two people (<1%) were excluded for medical
reasons, one person (<1%) due to non-fluency in English
and one person (<1%) for not meeting the age require-
ments. Reasons for exclusion were not recorded for 13
(6%). After receiving information about the study, 149
people chose not to participate, and 45 could not be con-
tacted subsequently to arrange further assessment.

A total of 284 were admitted to the study. Most (76%)
self-referred after seeing advertisements in local media,

Referred and screened
(n=682)

Excluded (n = 398):
Ineligible (n = 204)
Refused (n = 149)
Uncontactable (n = 45)

Randomised (n = 284)

v v L2 v
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Figure | Consort diagram
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and another 7% heard about the study from others. Refer-
rals also came from other agencies (3% from services
for substance misuse, 7% other health providers, 1%
employment or other government agencies, 3% non-
government organizations). Referral source was not
recorded for 3%. Baseline demographic data, symptoms
and alcohol consumption are presented in Table 1.

Treatment attendance and completion of
post-assessment

Of 70 participants assigned to BI, 60 (86%) attended the
session (Fig. 1). For the 214 assigned to remaining con-
ditions, 35 (16%) attended no treatment sessions, 60
(28%) attended one to four, 37 (17%) attended five to
eight and 82 (38%) attended nine or 10 sessions. On
average, people offered 10 sessions attended 5.76
(SD =4.07). Number of attended sessions and days in
treatment did not differ significantly between conditions.
An ANOVA was carried out to compare symptom out-
comes of participants who were assessed but did not start
treatment with those who did some treatment and those
who completed treatment. This analysis showed a trend
for participants who completed all offered sessions to have
lower BDI-II total scores at 18 weeks than those who did
not start treatment (mean all treatment = 19.0; mean no
treatment = 25.3; Fa35=3.17, P<0.05). No signifi-
cant differences in key outcome variables were identified
for people based on level of attendance.

Post-assessments were obtained from 238 partici-
pants (84%), and participation did not differ by condition.
Gender, age, age of onset of depression and of hazardous
alcohol use did not affect either attendance or completion
of post-assessments significantly.

Predictors of treatment outcome
Alcohol-related variables

Mean scores at baseline and post for alcohol-related
outcome variables are in Table 2. In the prediction of
change in average daily use of alcohol (number of drinks
per day based on the OTI), the only treatment effect to
make a significant unique contribution to the multi-
variate prediction was the interaction between gender
and alcohol versus a depression-focused treatment (see
Table 3; tpss) = 2.84, B=0.15, P =0.005). Men reduced
their drinking more if they received alcohol-focused
treatment (mean change=4.62 versus 0.34 drinks),
while women reduced their drinking more if they
received the depression-focused intervention (mean
change = 0.24 versus 4.22).

In the prediction of average reductions in drinks per
week from TLFB, the contrast of single-session versus
10-session treatment was significant after controlling for
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age and living arrangement (Table 3; to36 =—-2.54,
B=-0.14, P<0.001). Ten sessions (mean change=
22.93 drinks) were associated with a greater reduction in
average drinks per week compared with BI (mean
change = 10.80 drinks). The interaction of gender and
alcohol-versus depression-focused treatment was also
(tpzey=2.05, B=0.11, P=0.042). As
observed on the OTI, men reduced consumption more in

significant

the alcohol-focused condition (mean change=30.23
versus 18.00 drinks/week), while women reduced their
average drinks per week more if they received the
depression-focused treatment (mean change=20.24
versus 6.82 drinks/week).

After entry of potentially confounding variables (age
and living arrangement), 10 sessions of treatment were
associated with a greater reduction in average drinking
days per week using TLFB data (mean change=1.29
days/week) than the BI (mean change = 0.58 days/week;
taze)=—2.42, B =-0.15, P=0.016). Furthermore, inte-
grated treatment was associated with a greater reduction
in drinking days (mean change = 1.83 days/week) than
single-focused interventions (mean change=0.92;
ta3e)=—2.47,p=-0.15, P=0.014) (Table 4).

After control for potential confounders, maximum
alcohol consumption on 1 day showed a greater reduc-
tion after 10 sessions of treatment (mean change = 5.75
drinks) than BI (mean change=2.17 drinks; to36 =
-2.48,3=-0.14, P=0.014).

Depressive symptoms

Mean BDI-II scores at baseline and post are shown in
Table 5, and the prediction of changes in scores is in
Table 6. After controlling for age and living arrangement,
participants receiving integrated treatment reported
greater reductions in BDI-II (mean change=11.49)
compared with those offered single-focused interven-
tions (mean change =8.23) (toer)=—-1.98, f=-0.12,
P =0.048).

Functioning on the GAF

Mean GAF scores are shown in Table 5. The interaction
between gender and integrated versus single-focused
treatment was a significant predictor of change
(tsr=2.13,=0.13,P=0.034). Men showed a greater
improvement in GAF scores if in a single-focused treat-
ment (mean change = 7.52) than in integrated treatment
(mean change = 4.15), while for women integrated treat-
ment (mean change = 7.29) was associated with greater
improvement than single-focused treatment (mean
change = 3.46). The interaction between gender and the
alcohol- versus depression-focused treatment was also sig-
nificant (t37 =-2.03, 3 =-0.12, P =0.044). Men had a
greater improvement in GAF scores if in alcohol-focused
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Table 1 Characteristics of the Depression and Alcohol Integrated and Single-focused Interventions (DAISI) study sample at baseline

(n=284).

Demographic characteristics

M (SD, range) or n (%)

Mean age (years)
Male
Australian born
Single, never married
=1 child
Of those with children—mean number (n=199)
Living with another adult
Mean age left school (years) (SD, range) (n=281)
Post-school qualification
Receiving welfare support
Current symptomatology
Mean BDI-II total
Mean AUDIT total
Mean SAD-Q total (n=253)
TLFB mean drinks per week (n=260)
TLFB maximum drinks in one day (n=260)
TLFB mean drinking days/week (n=260)
Mean GAF score (n=260)
SCID-I diagnoses
Major depressive episode: current (life-time)
Alcohol abuse without dependence: current (life-time)
Alcohol abuse with dependence: current (life-time)
Patterns of substance use (OTI past month)
Alcohol status: = hazardous use (NHMRC)
Cannabis status: = weekly use
Amphetamine status: = weekly use
Substance use history
Age first used alcohol (years) (n=258)
Age first used tobacco (years) (n=228)
Age first used cannabis (years) (n=197)
Age first used amphetamines (years) (n=94)
Age first used hallucinogens (years) (n=90)
Tllness factors
Mean age of onset of depressive illness (years) (n=283)
Course of depressive illness:
Single episode, good or unknown recovery
Multiple episodes, good recovery
Multiple episodes, partial recovery
Continuous chronic, little or no deterioration
Continuous chronic, clear deterioration
Course of alcohol use:
Multiple hazardous use episodes, with abstinence

Multiple hazardous use episodes, with non-hazardous use

Continuous hazardous use, no increase in use

Continuous hazardous use, increase in use
Treatment (previous 12 months)

Current medication

Any prescribed medication

Antidepressant

Antipsychotic

Anticraving

Anxiolytic

Mood stabilizers

Mean weeks on antidepressant medication (SD, range) (n=142)

Hospital admissions
At least one admission
Of those with at least one—mean admissions (n=76)

Of those with at least one—mean total stay (weeks) (n=68)

Mean number of visits to general practitioner (n=275)

45.51 (10.93, 20-73)

149/284 (53%)
224/284 (79%)
73/284 (26%)
199/284 (70%)

2.41 (1.39, 1-8)
153/274 (56%)

16.09 (1.40, 11-21)
200/277 (72%)
136/282 (48%)

31.19 (8.87, 17-55)

25.77 (6.59, 7-40)

17.60 (11.05, 0-51)

61.6 (42.95, 6.3-280)

17.29 (9.44, 3-60)

5.42 (1.88, 1-7)
56.99 (9.89, 21-75)

199/280 (71%) [211/279 (76%)]
11/269 (4%) [15/269 (6%)]
181/269 (67%) [208/269 (77%)]

282/282 (100%)
36/276 (13%)
4/278 (1%)

15.31 (4.43, 2-48)
15.27 (4.56, 6-43)
19.27 (7.69, 10-58)
23.32 (6.71, 16-49)
21.34 (6.23, 14-44)

2598 (14.22, 3-68)

6/279 (
95/279 (
119/279 (43%
30/279 (
29/279 (

120/279 (43%)
49/279 (18%)
29/279 (10%)
81/279 (29%)

170/280 (
147/281 (
14/281 (
17/281 (6%)
47/281 (
5/281 (
104.73 (

76/281
1.83
2.34
6.67

27%)
1.54, 1-10)
2.86, 0.14-14)

(
(
(
(7.80, 0-52)

AUDIT: Alcohol Use Disorders Identification Test; BDI: Beck Depression Inventory; GAF: Global Assessment of Functioning; NHMRC: National
Health and Medical Research Council; OTI: Opiate Treatment Index; SAD-Q: Severity of Dependence Questionnaire; SCID: Structured Clinical

Interview for DSM-IV Axis I Disorders; SD: standard deviation; TFLB: time-line follow-back.
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Table 5 Mental health functioning from baseline to post by
gender and allocation to treatment condition.

BDI-II total GAF
Condition/phase  n ~ Mean  (SD) n  Mean (SD)
Males
Baseline
Brief 39 2836 (8.01) 37 55.78 (10.37)
Depression 35 30.00 (8.72) 34 54.12 (10.36)
Alcohol 33 31.30  (9.31) 29 57.76 (10.60)
Integrated 42 30.31 (9.04) 40 56.68 (10.08)
Post
Brief 39 2141 (12.70) 37 61.22 (10.89)
Depression 35 21.97 (14.15) 34 60.32 (14.14)
Alcohol 33 2158 (12.12) 29 66.59 (10.63)
Integrated 42 20.40 (11.51) 40 60.83 (11.88)
Females
Baseline
Brief 31 31.65 (8.07) 26 59.19 (11.83)
Depression 36 34.03 (10.26) 32 56.41 (9.53)
Alcohol 35 32.17 (8.89) 34 59.56 (8.91)
Integrated 33 32.24 (7.97) 28 57.21 (6.52)
Post
Brief 31 23.10 (12.94) 26 62.96 (13.64)
Depression 36 24.56 (12.37) 32 62.00 (10.22)
Alcohol 35 26.40 (12.04) 34 60.88 (11.86)
Integrated 33 18.73 (14.05) 28 64.50 (10.10)
Total
Baseline
Brief 70 29.81 (8.14) 63 57.19 (11.03)
Depression 71 32.04 (9.68) 66 55.23  (9.96)
Alcohol 68 31.75 (9.04) 63 58.73 (9.68)
Integrated 75 31.16 (8.58) 68 56.90 (8.74)
Post
Brief 70 22.16 (12.74) 63 61.94 (12.03)
Depression 71 23.28 (13.24) 66 61.14 (12.33)
Alcohol 68 24.06 (12.23) 63 63.51 (11.58)
Integrated 75 19.67 (12.63) 68 62.34 (11.25)

BDI: Beck Depression Inventory; GAF: Global Assessment of Functioning;
SD: standard deviation.

treatment (mean change =8.83) than in depression-
focused treatment (mean change = 6.20), while women
in the depression-focused treatment (mean change =
5.59) improved more than women who received an
alcohol-focused intervention (mean change = 1.32).

DISCUSSION

There was differential support for the hypotheses across
the dependent variables. There was support for the first
hypothesis, that 10 sessions of treatment were more effec-
tive than Bl in alcohol-related outcomes (mean drinks per
week, drinking days per week, maximum drinks on one
occasion), although a significant benefit of 10 sessions
over BI was not evident on the OTI, a measure of average

© 2009 The Authors. Journal compilation © 2009 Society for the Study of Addiction

drinking occasions per day in the previous month.
However, there was no significant benefit of more exten-
sive treatment on depressive symptoms or global function-
ing. This finding is in contrast to that of Kay-Lambkin et al.
[8], who found that a longer intervention had superior
effects on depression than BI. This may be due to sampling
differences, as Kay-Lambkin et al. [8] included subjects
with alcohol and cannabis use disorders in their sample.

The second hypothesis, that integrated treatment
would be more effective than single-focused treatment,
received support in relation to depressive symptoms,
drinking days per week and in the case of women, general
functioning. It seems that integration may be more
important in addressing depression and occasions of
alcohol use (some of which may be triggered by depres-
sive symptoms) than in changing the amount consumed
per drinking occasion.

The third hypothesis stated that depression- versus
alcohol-focused treatment would be more effective in the
relevant domain and less effective in the untreated
domain. This prediction was supported in relation to
changes in average drinks per day on the OTI and mean
drinks per week on the TLFB, but only for men. In addi-
tion, improvements in general functioning were signifi-
cantly greater for men after alcohol-focused than after
depression-focused treatment. However, women showed
greater improvements on each of these variables when
they received depression-focused rather than alcohol-
focused treatment. It may be that women with both
alcohol and depressive problems accord greater priority
to depression treatment than to interventions for alcohol
problems, whereas men find the alcohol treatment more
acceptable or easier to undertake. Unfortunately, we did
not collect data on the nature of treatment that partici-
pants preferred or expected. This fascinating set of results
warrants further examination in mixed-gender samples
with co-occurring problems.

The results of this study provide the first evidence that
integrated treatment may be superior to a single-focused
treatment for coexisting depression and alcohol prob-
lems. However, the absence of differences between brief
and longer interventions on improvements in depressive
symptoms and evidence of gender differences in alcohol-
versus depression-focused intervention is suggestive of a
more complicated picture. We suggest tentatively that
where integrated treatment is available, it may be the
treatment of choice for both men and women. Where it is
not available, treatment may commence with a brief,
integrated session incorporating both a comprehensive
case formulation and MI. An alcohol-focused interven-
tion could perhaps follow for men who continued to drink
above recommended levels, and a depression-focused
intervention could follow for women with continued
drinking problems.

Addiction, 105, 87-99
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The present paper examines only short-term treatment
outcomes. Further follow-up points will provide more
information on the maintenance of treatment effects.
Another limitation of the present study was that while
almost all (86%) the sample had completed (or discontin-
ued) treatment by the assessment point scheduled for 15
weeks following baseline (to allow for completion of the
10-session intervention), a small proportion remained in
treatment. This is an indication of the difficulty in treating
people with coexisting depression and alcohol problems,
with irregular attendance and the need for a flexible and
accepting attitude to missed appointments.

Results on depressive symptoms were in the context of
relatively high remaining symptoms after treatment.
Because the average number of sessions attended by par-
ticipants was only five or six, greater effects on depression
may have been obtained if participants had maintained
engagement in treatment for a longer period. Inclusion of
more effective strategies to maintain treatment engage-
ment or additional sessions via telephone may improve the
response. On the other hand, the present sample repre-
sented a particularly difficult-to-treat group, in that mean
baseline depression levels were severe, 64% had experi-
enced only partial recovery from depression since their
first episode, 39% had experienced a continuous course of
hazardous drinking, and more than half the sample were
taking antidepressants, for a mean of just over 2 years.

Further large studies evaluating the effectiveness of
MI CBT and other treatments for coexisting depression
and alcohol problems appear warranted. These might
evaluate the effectiveness of: stepped-care approaches,
with brief integrated interventions being followed by
single-focused interventions that may differ by gender;
and MI CBT with longer interventions available via face-
to-face, telephone or internet delivery in order to improve
outcome.
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