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ABSTRACT

Aim. To determine the nosological and clinical features of mood disorders (MD) with comorbid alcohol use
disorder (AUD) and efficiency of antidepressant therapy.

Materials and methods. We examined 88 patients with MD and comorbid AUD — 33 females (37.5%) and 55
males (62.5%). The first group included 31 patients with AUD without comorbid affective symptoms, the second
group contained 29 patients with MD without AUD, the third group included 28 patients with AUD and MD. In
the study, we applied clinical-psychopathological, clinical-dynamic, and statistical methods with Pearson’s y 2 test,
Mann — Whitney U-test (for comparison of independent samples), Kruskal — Wallis test (for more than two inde-
pendent samples), and Wilcoxon test (for comparison of dependent samples). At the level of statistical significance,
no differences between the groups according to the gender — age composition were revealed (p = 0.115 — according
to gender composition, p = 0.248 — according to age composition, Pearson’s y 2 test).

Results. The patients with the diagnosis of AUD with comorbid MD showed worse dynamics of the reduction
of depressive [from 24.0 (18.3; 33.0) to 9.0 (4.3; 12.0) points according to the Structured Interview Guide for the
Hamilton Depression Rating Scale — Seasonal Affective Disorder (SIGH-SAD) (p = 0.001, Wilcoxon test)] and
anxiety [from 20.5 (12.5; 25.0) to 5.5 (3.3; 8.0) points according to the Hamilton Anxiety Rating Scale (HARS) (p
= 0.001, Wilcoxon test)] symptoms against the background of the therapy with initially lower indices compared
to the group with MD alone [from 27.0 (21.0; 36.0) to 6.0 (5.0; 11.0) points according to SIGH-SAD (p = 0.001,
Wilcoxon test) (intergroup differences upon admission p = 0.046; upon discharge p = 0.683, Mann — Whitney
U-test) and from 21.0 (14.0; 29.0) to 5.0 (3; 10.5) points according to HARS (p = 0.001, Wilcoxon test) (intergroup
differences upon admission — p = 0.082; upon discharge — p = 0.825, Mann — Whitney U-test)]. The course of AUD
is characterized by a larger extent of malignancy in the group with a comorbidity: a decrease in pathological alcohol
craving from 31.5 (16.3; 43.5) to 8 (2.3; 14.8) points (p = 0.001, Wilcoxon test) in the group with a comorbidity and
from 29.5 (21.8; 37.0) to 7 (3.0; 11.3) points with AUD alone (p = 0.001, Wilcoxon test) (intergroup differences
upon admission — p = 0.058; upon discharge — p = 0.04, Mann — Whitney U-test on the Obsessive Compulsive
Drinking Scale (OCDS)).

Conclusion. Clinical-dynamic characteristics of MD with comorbid AUD result in therapeutic difficulties
associated with comparatively worse dynamics in reduction of the symptoms of both diseases.

Key words: alcohol addiction, depressive disorders, comorbidity, antidepressant therapy, anti-craving therapy.
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KanHuyeckasa xapaktepuctuka u 3pPpeKTMBHOCTb aHTUAENPECCUBHOM
Tepanuu adpPeKTUBHbIX pacCTPOMCTB NP KOMOPOUAHOCTU C a/IKOr0/IbHOM
3aBMCMMOCTbIO
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PE3IOME

Hean uccieroBaHusi — ONpeICICHHE HO30JI0THYECKOM CTPYKTYPBI, KIMHUYECKUX 0COOCHHOCTEH ad)(heKTUBHBIX
paccrpoiict (AP) npu KOMOPOUIHOCTH C AIKOTOJIBHOM 3aBHCUMOCTEIO (A3) 1 3 (HhEeKTHBHOCTH aHTHICTIPECCHB-
HOU Tepanuu.

Martepuajbl 1 MeTOAbI HcciaeqoBanus. O6cnenosans 88 wemosek ¢ AP u A3 — 33 xenmmns! (37,5%) u 55
(62,5%) myxuns. Ilepsas rpynma — 31 mamuent ¢ A3 6e3 koMopOHAHON ad(HEeKTUBHONH CHMIITOMATHKH, BTOpas
— 29 OONBHBIX C PaCCTPOHCTBOM HACTPOCHUS 0€3 3aBUCUMOCTH OT AJIKOTOJISI, TPEThA — 28 ManueHToB ¢ KOMOPOUI-
HbIM TedeHneM A3 u AP. B uccnenoBaHny HCHONB30BANCS KIMHUKO-TICHXONATOIOTHYECKUH, KIMHUKO-HHAMH-
YEeCKHl U CTATUCTHYECKUI METO/IBI C UCIOIb30BaHeM Kputepues x> [Tupcona, MauHa — YUTHH (U151 CpaBHEHHS
HE3aBHCUMBIX BBIOOPOK), Kpackema — Yommmca (st Oonee IByX HE3aBHCHMBIX BBIOOPOK), BuiikokcoHa (st
CpaBHEHHS 3aBHCUMBIX BEIOOPOK). [0 ypOBHIO cTaTHCTHYECKOH 3HATMMOCTH Pa3INIHi MEXIy TPyIIIaMH IO 110-
JIOBO3PAacCTHOMY cOCTaBy He BbBLiBICHO (p = 0,115 — mo momoBomy cocrtaBy, p = 0,248 — o BO3pacCTHOMY COCTaBy,
KpuUTepHi y°).

PesyabTatsl. [lanuentsr ¢ koMopOuaHbM 1uario3oM A3 U AP 1eMOHCTPHPYIOT XyALIYI0 TUHAMHUKY PelyKIUH
nenpeccuBHoi (¢ 24,0 (18,3; 33,0) mo 9,0 (4,3; 12,0) 6amnoB mo mkane SIGH-SAD (p = 0,001, kpurepuit
Bunkokcona)) u tpeBoxknoit (¢ 20,5 (12,5; 25,0) mo 5,5 (3,3; 8,0) 6amnos no mkane HARS (p = 0,001, kpurepuit
BunkokcoHa)) cuMIITOMaTuky Ha (hoHE JeYEeHUs, MPU W3HAYAIBHO OoJiee HU3KHMX MOKAa3aTeNlsX, B CPABHEHHHU C
rpynmnoit ¢ «uaucteiMm» AP (¢ 27,0 (21,0; 36,0) mo 6,0 (5,0; 11,0) 6amnos mo SIGH-SAD (p = 0,001, kpurepuit
Bunkokcona) (MeXTrpynnoBble pa3anyus npH noctymienud p = 0,046; npu Beimucke p = 0,683, kputepuit Manna —
Yurun) u ¢ 21,0 (14,0; 29,0) mo 5,0 (3; 10,5) 6amnos no HARS (p = 0,001, kpurepuii Bunkokcona) (Mexrpymn-
MoBbIe pa3nuuus npu noctymwieanu p = 0,082; mpu Beimucke p = 0,825, xputepuit Manna — Yutnu). Tedenue
A3 omnnyaerca OonbIIEH 370KaYECTBEHHOCTHIO B TPyMIE ¢ KOMOPOHIHOCTBIO: CHIKEHHE MaTOJIIOTHYECKOTO
BieyeHus K ankoromo ¢ 31,5 (16,3; 43,5) 6amna o 8 (2,3; 14,8) (p = 0,001, xputepnii Bunkokcona) B rpymie
¢ xoMopbuaHocteio 1 ¢ 29,5 (21,8; 37,0) mo 7 (3,0; 11,3) Gamnos mpu «uuctoit» A3 (p = 0,001, kpurepuit
Bunkokcona) (MexXrpynioBble pazanyus npu noctyrieand p = 0,058; npu Beimucke p = 0,04, kpurepuit Manna —
VHUTHH 110 00CECCUBHO-KOMITYJILCUBHOH IIKaJIe YIOTPEOICHUS aIKOT OIS,

3akaovyenne. KImHUKO-IMHAMHYIECKHE XapaKTEPUCTUKU KoMopouHoro coueranus AP u A3 BenyT k Tepares-
TUYECKUM 3aTPYyAHCHUSAM, CONPSDKEHHBIM CO CPaBHUTENBHO XyALIeH AMHAMUKOM pelylUpOBaHUs CUMITOMOB
Ka)K/10Tr0 U3 3a00J1eBaHUH.

KitioueBble ¢/10Ba: aIKOTrOJIbHAsI 3aBUCUMOCTD, JICIPECCUBHBIC PACCTPOICTBA, KOMOPOUIHOCTD, AHTH/ICTIPECCHB-
Hasl Tepanusi, aHTHKPEHBUHIOBasl TePaIIHs.
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INTRODUCTION

In the current concept of comorbidity of alcohol
use disorder (AUD) and mood disorders (MD), co-oc-
currence of two pathologies is regarded as a synergetic
condition, unfavorable for prognosis of each of them
[1, 2]. Taking into account the polymorphism of psy-
chopathological symptoms, a personalized therapeutic
approach is needed, focused not only on the correction
of emotional disturbances but also on the anti-craving
therapy for the dependence syndrome.

Among the main factors influencing formation
of alcohol addiction and unfavorable prognosis of its
course, comorbid mental disorders, primarily of the
schizophrenia and affective spectrum, are distinguished
[3—6]. In both cases, comorbidity leads to worsening of
the disease prognosis [7, 8]. In clinical practice, the
comorbidity of MD and AUD is often unrecognized —
this can be associated with clinical pathomorphism,
when a combination of severe disturbances in one
disease and obliterated manifestations of the other of-
ten look like manifestations of the first, and the second
disorder is either overlooked or ignored [9, 10].

The choice of only one of the existing psychiatric
disorders as a therapeutic target negatively affects the
effectiveness of therapy, increases its duration, and
reduces the duration and quality of remissions. It is
important to determine the clinical features and iden-
tify suicidal behavior in patients with MD in comorbid
mental and somatic diseases [11-13].

MATERIALS AND METHODS

The study included 88 patients admitted to the
clinic of Mental Health Research Institute of Tomsk
NRMC with a verified diagnosis of AUD (F10.2) or
MD (F31.3, F31.6, F32, F33, F34.1) according to
ICD-10. Clinical-psychopathological, psychometric,
clinical-dynamic, and statistical research methods

were used. To evaluate the clinical dynamics, a struc-
tured interview for evaluation of depression severity
according to HARS (1959) and SIGH-SAD (2002)
was used. A risk of alcohol addiction was evaluated
according to the Alcohol Use Disorders Identifica-
tion Test (AUDIT, 1993). The Obsessive Compulsive
Drinking Scale (OCDS, 1995) was applied to assess
alcohol craving.

Statistical data processing was performed using
IBM SPSS Statistics 25 software with the Pearson’s
x 2 test, Mann — Whitney U-test (for comparison of
independent samples), Kruskal — Wallis test (for more
than two independent samples), and Wilcoxon test
(for comparison of dependent samples). The samples
were previously tested for compliance with the law
of normal distribution using the Shapiro — Wilk test,
which tests the hypothesis that there are no differences
between the observed distribution of a trait and the
theoretically expected normal distribution. In case of
distribution other than normal, quantitative data were
presented as the median and the interquartile range
Me (Q1; 03). When testing the hypothesis, the critical
level of significance p was equal to 0.05.

RESULTS

According to the results of the examination, the pa-
tients were divided into three groups. The first group
included AUD patients without comorbid affective
symptoms (n = 31), 87.1% of them were males, the
average age of patients in this group was 44 (40; 53)
years. The second group contained MD patients with-
out alcohol addiction (n = 29), 72.4% of whom were
females, the average age of patients was 50 (36.5; 57)
years. The third group included patients with AUD
and comorbid MD (n = 28), among whom 71.4% were
males, the average age was 44.5 (36.5; 48.75) years.
We did not reveal statistically significant differences
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between the groups according to the gender — age com-
position (p > 0.05, Pearson’s y 2 test). The structure of
MD in the group without comorbid dependence syn-
drome was represented by depressive episodes (DE)
of various degrees of severity in 34.5% of patients,
DE within a recurrent depressive disorder in 31% of
individuals, and DE within bipolar disorder (BD) in
24.1% of cases. The comorbid affective pathology
was represented equally by dysthymia and DE within
a recurrent depressive disorder (32.1% each). Depres-
sive symptoms within BD were revealed in 21.4% of
cases. In 14.3% of cases, the comorbid diagnosis was
DE of moderate (10.7%) or mild (3.6%) severity. The
duration of MD was 5 (2.5; 11.0) years in the group
of patients with affective pathology alone and 7.5
(2.25; 13.0) years in patients with a comorbidity (p <
0.05, Mann — Whitney U-test). The duration of AUD
(since the age of formation of the alcohol withdrawal
syndrome (AWS)) in the groups with AUD alone and
AUD and a comorbidity was 10 (6; 18.5) and 14 (10;
19.75) years, respectively (p < 0.05, Mann — Whitney
U-test).

Based on these terms for disease duration, it can
be concluded that in the group with MD with comor-
bid AUD, substance dependence, as a rule, preceded
the MD manifestation. Alcohol use in both groups had
a pseudo-binge-drinking nature in 100% of observa-
tions. Besides, it is worth noting that the duration of
pseudo-binge-drinking and alcohol tolerance were
statistically significantly lower in patients with MD
and AUD (p < 0.05, Mann — Whitney U-test). So, the
average duration of pseudo-binge-drinking episodes
in patients with MD alone was 7 (4; 17) days, and in
patients with MD with a comorbidity — 5.5 (3.5; 9.5)
days. The tolerance was 16 (11;23)and 11 (11; 17.75)
standard alcohol servings, respectively.

Despite relatively lower volume and duration of
alcohol use by patients with dual diagnosis, the dura-
tion of AWS was compatible to that in patients with
AUD alone: 3 (2; 4) and 3 (2; 5) days, respectively
(p = 0.785, Mann — Whitney U-test). These data in-
dicate poorer tolerance of ethanol effects in patients
with MD with comorbid AUD. In the group of patients
with MD with comorbid AUD, attention is drawn to
the predominance, along with neurovegetative vari-
ant of AWS in 78.6% (n = 22) of observations, of the
psychopathological variant — 14.3% (n = 4), which
manifested itself predominantly through affective
symptoms (depressive, anxious, dysphoric affect). In
the group with AUD alone, the second most prevalent
variant after the neurovegetative one (83.9%, n = 26)

was the cerebral variant of AWS (9.7%, n = 3), which
manifested itself predominantly through cephalgia,
dizziness, and muscle twitching. After AWS manage-
ment, affective disturbances in patients with MD with
comorbid AUD not only remained, but also acquired
apparent clinical presentation.

The main motive for alcohol consumption was the
desire for pleasure in the AUD group: hedonistic moti-
vation was observed in 45.2% (n = 14) of cases, while
in patients with a comorbidity, it was present only in
10.7% (n = 3) of individuals. Half of the patients with
comorbid MD used alcohol with the aim to correct the
emotional state — 50% (n = 14), and among patients
with AUD alone, there were 9.6% of such patients
(n = 3). The duration of AUD remissions in patients
with a comorbidity reached 12 (3; 24) months, while
with comorbid MD, it was 6 (1.25; 34.5) months (p =
0.037, Mann — Whitney U-test). In cases of MD alone
and comorbid MD, these values were 5 (3; 21.75) and
4 (1; 12) months, respectively (p = 0.048, Mann —
Whitney U-test). All patients with a comorbidity not-
ed a pronounced relationship between MD remission
and AUD, that is, the cessation of alcohol use led to
normalization of the emotional state, and stable emo-
tional background reduced alcohol consumption to a
minimum. In this cohort, in 46% (n = 13) of cases,
failure to achieve AUD remission was preceded by
an increase in MD symptoms, and in 32% (n = 9) of
patients — by resumed alcohol use. Symptoms of both
disorders developed simultaneously in 22% (n = 6) of
the respondents.

Based on the complaints presented by the patient
at the time of the initial examination (during the 1st
week of hospitalization, after AWS management, in
case of seeking medical care in AWS), the leading
complaints were identified that characterize the pa-
tient’s subjective assessment of the condition and de-
termine the therapeutic request when seeking medical
care (Table 1).

Table 1
Complaints of the examined patients upon admission
Parameter Patients Patients | Patients with
with AUD | with MD | dual diagnosis
. 75.8%
Alcohol craving (n=123) - -
Low mood 16.2% 51.7% 78.6%
(n=15) (n=15) (n=122)
Emotional lability, irrita- B 10.4% 10.7%
bility, hot temper (n=3) n=3)
Anxiety, feeling of inner 1.6% 37.9% 7.1%
tension (n=1) (n=11) (n=2)
. . 6.4% 3.6%
Anergy, fatigue, asthenia (n=2) - (n=1)
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Probably, depressive symptoms (decreased mood)
in the group of AUD patients were revealed as an
obligate component of post-withdrawal syndrome as
well as an emotional component of pathological alco-
hol craving [ 14]. Asthenic symptoms (anergy, fatigue,
asthenia) in both groups of patients who used alco-
hol could be associated with immediate toxic effect
of ethanol on the central nervous system (CNS) [15].
It is worth noting that the patients with AUD with co-
morbid MD had complaints of the affective spectrum,
that is they named correction of the emotional state as
the reason for seeking medical care, which, in their
opinion, led to excessive alcohol use.

In accordance with the clinical presentation and the
leading symptoms, the patients received psychophar-
macotherapy with antidepressants and mood stabili-
zers (Table 2).

Table 2

The main group of psychopharmaceuticals
Antidepres- Mood
sants stabilizers
Patients with AUD | 22.5% (n=7) | 64.5% (n=20) | 13% (n=4)
Patients with MD | 79.3% (n=23) | 20.7% (n=6) —
Patients with dual
diagnosis

Parameter No therapy

60.7% (n = 17) | 35.7% (n = 10) | 3.6% (n = 1)

For the patients hospitalized in the state of with-
drawal, the treatment was administered after manage-
ment of the withdrawal syndrome, on the 3—5" day of
hospitalization. In the groups of AUD patients, there
were cases with no maintenance psychopharmaco-
therapy, which was associated with contraindications
to its administration due to comorbid physical patho-
logy. In such a situation, the treatment was focused on
symptomatic and psychotherapeutic correction. The
patients with AUD were treated with escitalopram
(15 mg / day) in 71.4% (n = 5) of cases and agome-
latine (25 mg / day) in the remaining 28.6% (n = 2)
of cases. Treatment with these drugs cured sleep di-
sorders induced by alcohol dependence, did not af-
fect the parameters of cardiovascular therapy, and did
not impair sexual functions. As an alternative to anti-
depressant therapy, 75.0% (n = 15) of patients were
prescribed carbamazepine (400 mg / day), and the re-
maining 25.0% (n = 5) — topiramate (100 mg / day).

Treatment of patients with MD in 47.8% (n = 11)
of cases was carried out with vortioxetine (10 mg/
day), in 21.7% (n = 5) of cases — with sertraline (150
mg / day), in 21.7% (n = 5) of cases — with escitalo-
pram (25 mg / day), in 8.8% (n = 2) of cases — with
agomelatine (25 mg / day). The preferential treatment
with these modern drugs had high potential for relie-

ving the main symptoms of depression with their ex-
cellent tolerance. An alternative strategy for correct-
ing affective disorders in the context of bipolar dis-
order was the administration of valproic acid sodium
salts (750 mg / day) in all cases (n = 6).

The patients with a dual diagnosis received vor-
tioxetine (10 mg / day) in 41.2% (n = 7) of cases,
agomelatine (50 mg / day) in 23.6% (n = 4) of cases,
escitalopram (25 mg / day) in 17.6% (n = 3) of cases,
and sertraline (100 mg/ day) in 17.6% (n = 3) of cases.
The multi-target and highly selective mechanisms of
action of these drugs influenced anhedonia, one of the
key symptoms of depressive and addictive disorders,
which was associated with suicidal behavior in these
patients. Another part of the patients received treat-
ment with carbamazepine (400 mg / day) in 70.0%
(n=17) of cases or valproic acid sodium salts (500 mg
/ day) in 30.0% (n = 3) of cases to correct affective
disorders.

According to the follow-up data, after previ-
ous visits for medical care, the majority of patients
(68.9%, n = 18), suffering only from affective patho-
logy, received maintenance psychopharmacotherapy.
In 62% (n = 18) of cases, it was a drug from the group
of selective serotonin reuptake inhibitors (SSRIs):
sertraline (n = 8, 100 mg / day), escitalopram (rn =5,
20 mg / day), fluvoxamine (n = 3, 150 g / day), flu-
oxetine (n =2, 40 mg / day). 6.9% (n = 2) of patients
received a mood stabilizer (valproic acid, 500 mg /
day). The average duration of drug intake was 6 (3;
12) months (p = 0.04, Pearson’s y 2 test).

Among the patients with depression associated
with AUD, only 21.5% (n = 6) of the respondents re-
ceived maintenance therapy. The drug from the SSRI
group was taken by 17.9% (n = 5) of patients: esci-
talopram (n =3, 10 mg/ day), sertraline (n =2, 50 mg /
day); 3.6% (n = 1) of patients received a mood stabi-
lizer (carbamazepine, 400 mg / day). The period of
independent intake of drugs was 3 (2; 11.25) months
(» = 0.03; Pearson’s y 2 test). The presented data in-
dicate low adherence of patients suffering from AUD
(both alone and in combination with another patholo-
gy) to long-term treatment. Patients do not always fol-
low medical recommendations and tend to stop taking
medications earlier than the recommended time [16].

The examined individuals from the group of AUD
patients in 98.4% of cases did not receive any mainte-
nance therapy: either the drug was not prescribed by
the doctor, or the patients themselves refused to take
drugs after discharge from the clinic. Despite the fact
that administration of antidepressants is considered to
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be the therapy of choice for depressive disorders in
the structure of the pathological alcohol craving and
suppression of the pathological craving for substances
is their independent property, regardless of manifesta-
tion of the antidepressant effect, addiction specialists
rarely resorted to prescribing antidepressant psycho-
pharmacotherapy [17]. Anticonvulsants, actively used
by doctors in substance abuse treatment centers, re-
present an alternative for benzodiazepine tranquilizers
for correction of AWS [18]. However, there are no
recommendations on their use in anti-craving therapy
for alcohol dependence. Most of the requests for drug
treatment ended with implementation of one or ano-
ther type of subject-mediated hypnosuggestion of a

ban on alcohol consumption. Such prevalent tech-
niques as aversion therapy, implanting chemicals
under patient’s skin, and implanting an anti-alcohol
placebo-drug are now an officially recognized anach-
ronism prohibited in state institutions and not included
in the Standards for the Provision of Primary Health
Care and Specialized Narcological Aid [19, 20].

The examinations carried out upon admission
(point 1) and discharge (point 2) using the SIGH-
SAD and HARS scales made it possible to objec-
tively assess the severity of depressive (typical and
atypical) and anxiety symptoms (Kruskal — Wallis
test), and their clinical dynamics (Wilcoxon test)
(Tables 3-4).

Table 3
Dynamics of the score on the SIGH-SAD scale
Parameter ‘ Typical symptoms. .Atyplcal symptom.s : Total score ‘
Point 1 Point 2 Point 1 Point 2 Point 1 Point 2
Patients with AUD 7.0 (3.0; 12.3)* 1.0 (0; 4.0) 2.0 (0; 2.3)* 0 (0; 0) 9.0 (4.0; 14.3)** 1.0 (0; 4.0)
Patients with MD 23.0(19.5;29.0) | 6.0 (3.5; 11.0) 4.0 (1.0; 7.5) 1.0 (0; 2.0) 27.0 (21.0; 36.0) 6.0 (5.0; 11.0)
Z;‘;gg;:mh a dual 20.0 (16.0;25.8) | 7.0 (4.0;10.0) | 4.0(1.0;6.0) | 2.0(0.5:42) |24.0(18.3;33.00** | 9.0 (4.3; 12.0)

* p=0.001 (Kruskal — Wallis test) for all cases, ** p = 0.001 (Wilcoxon test) for all cases.

Table 4
Dynamics of the score on the HARS scale
Parameter Point 1 Point 2
Patients with AUD 8.0 (3.8; 14.3)* (**) 1.0 (0; 2.0)
Patients with MD 21.0 (14.0; 29.0)** 5.0 (3; 10.5)
Patients with a dual diagnosis 20.5 (12.5; 25.0)** 5.5(3.3;8.0)

* p=0.001 (Kruskal — Wallis test) for all cases, ** p =0.001 (Wilcoxon test) for all cases.

At the 1st week of treatment, patients in the group
with MD alone noted greater severity of both typical
and atypical depressive symptoms on the SIGH-SAD
scale, as well as anxiety on the HARS scale, com-
pared to the group of patients with a dual diagnosis
(n = 0.046 ; Mann — Whitney U-test for SIGH-SAD
and p = 0.082 for HARS). The levels of anxiety and
depression in patients with AUD alone were initially
significantly lower than in the other groups (p =0.001;
Kruskal — Wallis test for HARS and SIGH-SAD) and
were probably detected within the affective compo-
nent of AWS.

Against the background of psychopharmacothera-
py, by the end of the treatment, there was a decrease
in the intensity of affective symptoms in the groups of
patients with MD (p = 0.001; Wilcoxon test) (with and
without a comorbidity) to statistically comparable va-
lues (p = 0.683; Mann — Whitney U-test for SIGH-
SAD and p = 0.825; Mann — Whitney U-test for

HARS), and there were significant intergroup differ-
ences compared to the group of patients with AUD
alone (p = 0.001; Kruskal — Wallis test). Therefore,
patients with a dual diagnosis demonstrated compara-
tively worse dynamics in the reduction of depressive
(both typical and atypical symptoms) and anxiety
symptoms during treatment with initially lower rates
compared to patients with depression alone.

The AUDIT and OCDS scales allowed to assess
the subjective severity of AUD. The AUDIT test
was developed by the World Health Organization for
screening assessment of alcohol use disorders [21].
The sum of the AUDIT scores in the group of patients
with AUD alone was 24 (19; 28.25). In AUD with co-
morbid MD, this score was higher — 26.5 (20.5; 30.5)
(p = 0.03; Mann — Whitney U-test). In other words,
the patients with AUD with comorbid MD showed a
tendency to more active alcohol use, as well as a high-
er risk of adverse events from alcohol abuse.
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The OCDS scale is designed for self-assessment
of manifestations of attitudes towards alcohol over
the past week. According to OCDS scores, alcohol
craving was higher at both points of examination in
the group with a dual diagnosis (31.5 (16.3; 43.5) and
8 (2.3; 14.8), respectively) than in the group of pa-
tients with AUD alone (29.5 (21.8; 37.0) and 7 (3.0;
11.3), respectively) (upon admission — p = 0.058;
Mann — Whitney U-test, upon discharge — p = 0.04;
Mann — Whitney U-test, intragroup dynamics —
p = 0.001; Wilcoxon test). The analysis of the re-
sults of the study following the OCDS and AUDIT
tests showed that alcohol addiction with a comorbid
affective pathology was characterized by a more ma-
lignant clinical course. Pathological alcohol craving
was more pronounced and less responsive to therapy,
and alcohol consumption was characterized by a more
pronounced risk of developing disorders associated
with alcohol abuse.

DISCUSSION

Earlier, clinical polymorphism and features of
therapy for MD with comorbid AUD were repeated-
ly pointed out [22-27]. At the same time, there is no
consensus regarding the clinical effect of comorbidi-
ty on the course of each disease. According to some
Russian researchers, AUD, as a rule, accompanies
minor depressive disorders, and with an increase in
MD, alcohol abuse may stop altogether [28]. Depres-
sions in AUD are often described as ‘“disharmoni-
ous”, with a large proportion of asthenic-apathetic or
dysphoric symptoms [29]. The results of the study
also showed that the clinical presentation of MD with
comorbid AUD is characterized by lower clinical
severity of MD symptoms (according to the SIGH-
SAD and HARS scales) compared to the group of
patients with affective pathology alone, but by worse
dynamics against the background of psychopharma-
cotherapy.

The commonality of the neurochemical mecha-
nisms in the pathogenesis of the pathological alcohol
craving and depressive disorders determines the de-
pendence of actualization or regression of craving on
the severity of affective symptoms [30]. Alcohol crav-
ing in comorbid patients is much stronger than in the
group with AUD alone (according to OCDS). Prob-
ably, this should be considered not only as patient’s
perception of alcohol as a “therapeutic” means for
self-treatment to correct the emotional state or reduce
side effects of psychopharmacological drugs [31], but
also as interest in the formation of symptoms of a wide

range of neurotransmitter systems [32]. Such pathoge-
netic affinity of MD and craving explains its relative
persistence in the group of patients with MD with co-
morbid AUD (according to OCDS), which leads to the
conclusion that it is necessary to intensify anti-craving
therapy for this cohort of patients.

CONCLUSION

It was found that patients with a dual diagnosis
demonstrate the worst dynamics in terms of reduction
of depressive (both typical and atypical symptoms)
and anxiety symptoms during treatment, with initially
lower values compared to the group of patients suf-
fering from depression alone. AUD with comorbid
MD is characterized by greater malignancy and worse
antidepressant effect during psychopharmacotherapy.
In the treatment of AUD, both alone and with a co-
morbidity, clinicians pay insufficient attention to an-
ti-craving pharmacotherapy with antidepressants.
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