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Abstract
For many depressed patients, drinking may interfere with the successful treatment of their depression.
Even among patients whose alcohol use does not rise to the level of an alcohol-use disorder, drinking
can have a deleterious effect on depression and depressive symptoms and may dampen the impact
of treatment for depression. However, subclinical drinking may not be addressed during the course
of psychological or psychiatric treatment for depression. The authors advocate for the routine
assessment of alcohol use, beyond questioning to diagnose alcohol abuse or dependence, in
psychological and psychiatric settings. There is reason to believe that once identified, heavy alcohol
use among depressed patients could be addressed effectively through the use of brief motivationally
focused interventions.
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Why should we be concerned about nondependent levels of drinking among depressed
patients? There is reason to believe that patients who drink at heavy or hazardous levels do not
fare as well in depression treatment, when compared with those who drink at lower rates or do
not drink at all. There is also a great deal of evidence for a strong association between level of
drinking and level of depressive symptoms. Heavy or hazardous drinking differs from alcohol-
use disorders in that a heavy-drinking individual may not currently be experiencing the types
of negative consequences of drinking associated with the clinical syndromes of alcohol abuse
and dependence; however, these individuals are drinking at levels that may place them at risk
for these consequences.

Increasing evidence indicates that heavy alcohol use may interfere with depression treatment.
Rae, Joyce, Luty, and Mulder (2002) found that among depressed patients with a history of
alcohol dependence, those who were current heavy drinkers experienced worse depression
treatment outcomes. Worthington et al. (1996) found that level of baseline alcohol consumption
was significantly related to poorer response to fluoxetine in a sample of depressed outpatients
who did not abuse substances, even after adjusting for baseline major depressive disorder
(MDD) severity. In this study, average alcohol intake was less than one ounce per day,
demonstrating that even very moderate levels of alcohol consumption can negatively impact
the pharmacological treatment of depression (Worthington et al., 1996). Even after excluding
patients with alcohol and drug use disorders from their clinical trial, Hoencamp, Haffmans,
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and Duivenvoorden (1998) found that depressed patients with a history of moderate alcohol
use were more likely to drop out of pharmacological depression treatment.

Hazardous alcohol use has also been found to be associated with greater depressive symptoms
among individuals who are not undergoing treatment for depression. Caldwell et al. (2002)
found that male hazardous drinkers experienced less positive affect and greater depression and
anxiety, while female hazardous drinkers experienced greater negative affect and depression.
Levels of depressive symptoms have been found to be related to frequency of intoxication,
drinking to get drunk, and binge drinking (Bonin, McCreary, & Sadava, 2000; Wang & Patten,
2002), and levels of alcohol involvement and dysphoria have been found to be significantly
related to one another (Locke & Newcomb, 2001). Using a large community sample, Rodgers
et al. (2000) found that those who reported hazardous drinking were 1.89 to 2.34 times more
likely than nonhazardous drinkers to exceed clinical cutoffs on measures of depressive
symptoms. In addition, men drinking 14 to 27 drinks per week and women drinking 7 to 13
drinks per week endorsed significantly more symptoms of depression than those who drank at
lower levels (Rodgers et al., 2000). In a meta-analysis of 10 general population studies, heavy
drinkers consistently were more likely than light drinkers to be depressed (Fillmore et al.,
1998). Hamalainen et al. (2001) found in a large community sample that weekly intoxication
was associated with meeting criteria for MDD in the past year, even after controlling for other
risk factors for MDD.

Other research has demonstrated a prospective relationship between depression and heavy
alcohol use. For example, Aalto-Setala, Marttunen, Tuulio-Henriksson, Poikolainen, and
Lonnqvist (2002) found that depressive symptoms among high school students predicted
problem drinking in early adulthood. In a population study, Wang and Patten (2001) found that
depressed women were at greater risk than nondepressed women of becoming frequent heavy
drinkers. Similarly, Crum, Brown, Liang, and Eaton (2001) demonstrated that depressed
female problem drinkers were twice as likely to become daily drinkers compared with
nondepressed female problem drinkers. Depressed male problem drinkers were three times as
likely to become daily drinkers compared with their cohort of nondepressed problem drinkers
(Crum et al., 2001).

Similarly, heavy drinking has been found to be associated with two to three times the risk of
mood disorders, compared with lifetime abstinence from alcohol (Ross, Rehm, & Walsh,
1997). This relationship has been supported longitudinally. Brook, Brook, Zhang, Cohen, and
Whiteman (2002) found that heavy alcohol use during childhood, adolescence, or early
adulthood significantly predicted MDD in a person’s late twenties, even after controlling for
earlier MDD. Additionally, Perreira and Sloan (2002) found that within an older male
population, problem drinkers at baseline were significantly more likely than those who were
not problem drinkers to develop depression at a 6-year follow-up.

Heavy alcohol use may produce or exacerbate depressive symptoms through several potential
mechanisms. The first concerns the direct pharmacological effects of alcohol use. Even
moderate doses of alcohol can reduce the availability of tryptophan, which is a precursor to
serotonin (Badawy, Morgan, Lovett, Bradley, & Thomas, 1995), and low serotonin levels have
been implicated in the etiology of depression (Meltzer & Lowy, 1987). Second, as proposed
by Davidson and Ritson (1993), heavy alcohol use may produce or exacerbate depressive
symptoms indirectly through its effects on the psychosocial functioning of the individual.
Alcohol-related negative consequences may result in feelings of guilt, hopelessness, and low
self-worth. Third, heavy alcohol use may impede treatment seeking and adherence to
psychotherapy and antidepressant medication. Fourth, heavy alcohol use may interfere with
the adoption of alternative, more adaptive methods of coping with negative affect through its
negative impact on cognitive functioning. Reliance on drinking as a means of coping with
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negative affect has been found to be associated with higher levels of alcohol consumption,
more drinking problems, and dependent drinking (e.g., Holahan, Moos, Holahan, Cronkite, &
Randall, 2003). Therefore, depressed patients who drink may be at particular risk for
developing significant alcohol-related problems.

While the literature suggests that nondependent levels of alcohol consumption may impact the
treatment of depression, subclinical levels of consumption may not be addressed in a general
psychiatric or psychological setting. Taken together, the current literature suggests a need to
routinely assess alcohol use and to address alcohol use among the large number of depressed
patients who are drinking heavily.

Alcohol Use Should Be Assessed Routinely as Part of Psychological or
Psychiatric Care

Of course, the first step to being able to address potentially problematic alcohol use is to assess
alcohol use as a routine part of psychological or psychiatric care (Hulse & Tait, 2002). Although
clinicians may assess alcohol use and symptoms of alcohol-use disorders, they may not fully
appreciate the importance of addressing subclinical alcohol use among their depressed patients.
As reviewed above, even drinking that does not rise to the level of alcohol abuse or dependence
may worsen depressive symptoms and dampen the efficacy of depression treatment. Therefore,
there is a need for a thorough assessment of alcohol use, in addition to alcohol-related problems
and disorders. This can be achieved through very simple questions concerning quantity and
frequency of alcohol use: “How often do you drink alcohol?” and “When you do drink alcohol,
how many drinks do you typically have?”

Unfortunately, to our knowledge, no extant studies have attempted to determine the level at
which alcohol consumption is detrimental to depression treatment. It is quite likely that
standard recommendations, such as the limits suggested by the National Institute on Alcohol
Abuse and Alcoholism (1995) for “at risk” drinking, are not appropriate for this population.
The few studies that have examined the association between alcohol use and depression have
found that alcohol use negatively impacts depression even among samples who drink
moderately (Hoencamp et al., 1998; Sherbourne, Hays, & Wells, 1995; Worthington et al.,
1996). Furthermore, there is likely to be significant individual variation in the level at which
alcohol use negatively impacts depressive symptoms and depression treatment. Therefore,
clinicians may need to conduct a thorough idiographic assessment to determine the potential
influence of alcohol use on depressive symptoms and other functioning for each patient and
make recommendations regarding drinking that are consistent with that assessment.
Alternatively, clinicians may choose to recommend at least temporary periods of abstinence
for their depressed patients.

Brief Motivationally Focused Interventions May Effectively Address Alcohol
Use Among Depressed Patients

Recognition of the strong association between psychiatric and substance use disorders has led
to the development of innovative interventions for dually diagnosed patients. Specifically, a
growing body of research supports the use of motivational interventions for addressing
substance use problems among patients with comorbid psychiatric and substance use disorders.
Daley, Salloum, Zuckoff, Kirisci, and Thase (1998) compared motivational therapy with
standard outpatient treatment following the hospitalization of depressed cocaine-dependent
patients; motivational therapy resulted in greater treatment adherence and fewer
hospitalizations over the course of 1 year, relative to standard outpatient treatment (Daley et
al., 1998). Martino, Carroll, O’Malley, and Rounsaville (2000) reported less tardiness and
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fewer early departures from partial hospital treatment following a preadmission, single-session
motivational intervention, compared with a standard preadmission interview, among patients
with comorbid psychiatric (mood or psychotic) and substance use disorders (Martino et al.,
2000). In a similar vein, adding a one-session motivational intervention to standard inpatient
psychiatric treatment has been found to result in a significantly higher rate of attendance at the
initial outpatient appointment for patients with comorbid psychiatric and substance use
disorders (Daley & Zuckoff, 1998; Swanson, Pantalon, & Cohen, 1999). Psychiatric treatment
attendance is strongly related to clinical outcomes (e.g., Green & Pope, 2000). In a feasibility
study, Carey, Carey, Maisto, and Purnine (2002) found that psychiatric outpatients with a
comorbid schizophrenia spectrum disorder or bipolar disorder and a substance use disorder
reported greater readiness to change their substance use and were more involved in substance-
related treatment after a four-session motivational intervention, relative to baseline assessment.

Although an increasing body of empirical work has focused on interventions with patients with
comorbid psychiatric and substance use disorders, far less attention has been devoted to
psychiatric patients who drink heavily but do not meet diagnostic criteria for alcohol
dependence. The proportion of the general population who drink heavily or excessively without
being dependent on alcohol is substantially larger than the proportion who are dependent on
alcohol (e.g., Skinner, 1990). In fact, the Institute of Medicine (1990) concluded that the ratio
of “problem drinkers” to those who are alcohol dependent is approximately 4:1. As discussed
previously, even moderate levels of alcohol consumption may negatively impact depression
treatment (Hoencamp et al., 1998; Worthington et al., 1996). Furthermore, heavy drinkers with
less severe alcohol problems may be especially amenable to change following relatively brief
intervention (Heather, 1995), and heavy drinking is less likely than alcohol dependence to be
addressed routinely in psychiatric care.

To date, only one intervention has specifically addressed heavy drinking among psychiatric
patients. Hulse and Tait (2002) evaluated the efficacy of a brief motivational intervention
among psychiatric patients who reported drinking at hazardous levels prior to hospitalization.
The patients were randomized to either the motivational-intervention condition or a
psychoeducational condition when discharged from an inpatient hospitalization. At a 6-month
follow-up, patients in the motivational-intervention condition reported a significantly greater
reduction in weekly alcohol consumption compared with the psychoeducational group.

Despite the scant empirical literature examining motivational interventions with heavy-
drinking psychiatric populations, the existing literature does provide a strong basis for the
potential of brief, motivationally focused interventions that are based on the principles of
motivational interviewing (Miller & Rollnick, 1991) to reduce heavy drinking in the general
population. Motivational interviewing is a collaborative, nonconfrontational approach to
addressing a patient’s ambivalence regarding behavior change. In McCrady’s (2000) review
of treatments for alcohol abuse and dependence, brief intervention was one of only two
treatments that met criteria for efficacious treatment, and motivational enhancement was the
sole treatment that met criteria for probably efficacious treatment. Similar conclusions have
been reached in other reviews (e.g., Miller et al., 1995; Miller & Wilbourne, 2004; Moyer,
Finney, Swearington, & Vergun, 2002; Wilk, Jensen, & Havighurst, 1997). Furthermore, brief
motivationally focused interventions have been shown to be effective even among drinkers
who are not seeking treatment for alcohol problems (e.g., Heather, Rollnick, Bell, & Richmond,
1996; Marlatt et al., 1998; Neal & Carey, 2004; Wutzke, Conigrave, Saunders, & Hall, 2002)
and, in fact, may be most appropriate for those with less severe alcohol problems (Heather,
1995).

Bien, Miller, and Tonigan (1993) suggested that despite differences among studies, the content
of brief interventions tends to involve elements of the FRAMES acronym described by Miller
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and Rollnick (1991): Feedback about the person’s drinking and risk relative to population
norms, an emphasis on personal responsibility for deciding to change behavior, advice to
change drinking behavior, a menu of options for carrying out a change strategy, the use of
empathy by the clinician, and the encouragement of self-efficacy for successful change. The
nonconfrontational approach advocated by Miller and Rollnick (1991) lends itself especially
well to a context in which individuals are not seeking treatment for alcohol problems, where
patients may be ambivalent about changing their alcohol use and may resist admonishments
to do so. Personalized feedback on the effects of drinking on depressive symptoms and
discussion of alternative options for modifying alcohol use may encourage patients to make
more meaningful changes in alcohol use than standard psychological or psychiatric care alone.
Depression treatment may represent an ideal context in which to intervene around alcohol use
when the connection is drawn between drinking and the depressive symptoms for which
patients are seeking treatment. Reductions in drinking may, in turn, result in significantly
improved depression outcomes.

A key premise of interventions based on motivational interviewing is that ambivalence is
normal (Miller & Rollnick, 1991). The assumption is that an individual would not be engaging
in a given behavior if it did not serve some function. Brief alcohol interventions can address
ambivalence directly by asking patients about both the pros and cons of their current drinking
levels. In addition, the therapist can help patients to understand the nature of the connection
between heavy drinking and the symptoms of depression that they are experiencing, which
may help to tip the balance in favor of making a change in alcohol use. Decision-making models
suggest that expectations about the effects of behavior change determine, in large part, whether
a decision to change is made (Sutton, 1987). For example, perceived costs and benefits of
changing drinking (Cunningham, Sobell, Gavin, Sobell, & Breslin, 1997; Rollnick, Morgan,
& Heather, 1996), as well as positive (Brown, 1985) and negative alcohol expectancies (Jones
& Mc-Mahon, 1994a, 1994b), have been shown to predict future alcohol use.

Among heavy-drinking depressed patients, readiness to change drinking behavior may be
influenced not only by expectancies regarding alcohol use, but also by beliefs about the effects
of alcohol use on their depressive symptoms. That is, patients who believe that their current
alcohol use will interfere with their depression treatment may be more willing to change their
drinking than those who do not see a link between the two. As part of this discussion, the
therapists can attempt to highlight the discrepancy that exists between patients’ current
situations and what they desire (Miller & Rollnick, 1991). How does the current situation differ
from their ideal? For most patients, relief of depressive symptoms will be the foremost concern.
Therefore, it may be particularly important for therapists to help patients understand the impact
of their alcohol use on depressive symptoms. Therapists can attempt to draw on patients’ own
experiences in this regard, when possible. For example, therapists can question patients about
changes they have noticed in their mood, sleep, energy level, libido, and concentration when
they have been drinking and can provide psychoeducation about the connection between
alcohol use and these factors. During the course of depression treatment, it may be useful for
therapists to reassess alcohol use when there are increases in depressive symptoms (e.g., sleep,
libido) that are affected by drinking or when these symptoms do not improve. It may even be
helpful to ask patients to keep a log of their drinking and depressive symptoms to help determine
whether there is a temporal association between the two.

Another key principle of motivational interviewing is supporting self-efficacy (Miller &
Rollnick, 1991). This goal is particularly important for interventions with depressed patients,
given that hopelessness is a commonly endorsed symptom of MDD (American Psychiatric
Association, 1994). Therapists can attempt to enhance self-efficacy in a number of ways:
expressing confidence in patients’ ability to make a change, making it clear to patients that
they are responsible for choosing to make a change and for carrying out that change, presenting
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patients with a number of change options, and highlighting the resources patients have available
to assist in the desired change, including psychological and psychiatric treatment providers
and significant others (Miller & Rollnick, 1991). It is important to incorporate the remaining
general principles of motivational interviewing (express empathy, avoid argumentation, and
roll with resistance; Miller & Rollnick, 1991) into a brief alcohol intervention with depressed
patients. Most heavy-drinking depressed patients will not be seeking treatment for alcohol-
related issues. Therefore, avoiding argumentation and rolling with resistance are crucial to
continuing a productive discussion about their alcohol use. These efforts are aided by making
it clear to patients that it is up to them to decide what they will do about their drinking and that
the therapist is available as a resource to help them make a more informed choice.

Implications for Practice
Heavy drinkers represent a significant subpopulation of depressed patients who are more likely
to do poorly in depression treatment in the absence of a change in their drinking behavior and
are at risk for drinking-related consequences as well. We believe that current research and
practice have devoted insufficient attention to assessing alcohol use and addressing heavy
alcohol use among depressed patients. In the absence of the data necessary to establish
recommended drinking levels for depressed patients, clinicians may need to conduct an
idiographic assessment to determine the potential influence of alcohol use on depressive
symptoms for a particular patient. Brief motivationally focused interventions to reduce heavy
alcohol use have been well validated in a variety of patient populations and offer the promise
of improving depression treatment outcomes among heavy-drinking patients. Such
interventions could be readily integrated into depression treatment in a variety of treatment
settings.
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