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Introduction
After cancer (19%) and cardiovascular disease (18%), mental 

disorders, including addiction, are the third leading factor contributing 
to the burden of disease and injury in Australia [1]. Mental disorders 
account for 13% of the total health burden [1], a contribution mirrored 
internationally [2]. Alcohol dependence is the second highest independent 
contributor to the burden borne out by mental disorders [1]. In addition, 
epidemiological research reports mental health and alcohol use disorders 
frequently co-occur; among Australians with a 12-month substance use 
disorder 21% also met criteria for a 12-month affective disorder and 34% 
met criteria for an anxiety disorder [3]. In comparison, in North America, 
the National Comorbidity Study found that men and women had a 
lifetime prevalence of 24% and 48% respectively for being diagnosed with 
co-occurring alcohol dependence if they have had a previous diagnosis of 
depression [4]. This co-occurrence (hereafter referred to as comorbidity) 
typically multiples the burden experienced by people reporting these 
conditions in isolation [3].

The main goals in current mental health policy centre on the 
delivery of effective preventive care and early intervention, through 
overcoming the low rates of health service utilisation for mental 
disorders [5,6]. At present, mental health services in Australia 
encompass those provided by general practitioners, psychiatrists 
and psychologists, local community and residential mental health 

Abstract
Background: Depression and alcohol use problems frequently co-occur and significant barriers to service use for 

co-morbid mental health problems exist.

Purpose of the study: This study examines relationships between current functioning and lifetime treatment among 
people with an affective disorder (AD) and/or an alcohol use disorder (AUD) in a rural sample.

Methodology: A sub-sample of participants in the Australian Rural Mental Health Study with lifetime AD and/or 
AUD were assessed for current functioning using measures of psychological distress, alcohol use, and physical and 
psychological impairment, using multivariate logistic regression. Help seeking and perceived treatment effectiveness 
were examined across disorders.

Major findings: 234 participants (55% female) met criteria for a lifetime AD and/or AUD. A lifetime history of 
both disorders (24%) was associated with higher levels of current psychological distress, psychological and physical 
impairment than a lifetime history of AUD alone, and higher levels of risky current alcohol use than AD alone. Substantial 
delays in treatment seeking were detected (from 9-14 years). Those with AUD alone reported unacceptably low rates of 
treatment seeking (11%) compared with the other groups (76-78%). Those with comorbid AD+AUD reported the lowest 
endorsement of past perceived “effective treatment” for either condition. Effective treatment for depression was less 
likely to be reported by those with both AD and AUD.

Conclusion: Lifetime comorbid AD+AUD has a specific impact on current psychological and physical functioning 
that is not accounted for by age, gender, recent life events or chronic illness, highlighting the pressing need for better 
and more effective ways to offer assessment and treatment for these conditions. Rural participants more frequently 
accessed treatment for AD than AUD, representing an important opportunity to intervene early to better manage or 
prevent AUD and their associated burden. Technological solutions offer promise in this context as a way to address this 
need. 

services, and hospital care including emergency department services 
and inpatient care [5]. Many health services in Australia are subsidised 
by the universal health care scheme, Medicare, and the majority of 
psychotropic treatments for mental illness management are subsidised 
by the Australian Government through the Pharmaceutical Benefits 
Scheme [6]. Australian Government initiatives like the Access to Allied 
Psychological Services and the Better Outcomes in Mental Health Care 
Program, which aims to support an effective working relationship 
between general practitioners and psychologists in delivering optimal 
care, have been shown to increase primary mental health care use by 
people with mental health problems [7,8].

Despite this, significant barriers to service use for mental health 

*Corresponding author: Dr. Kerry Inder, Hunter Institute of Mental Health, PO 
Box 833, Newcastle, NSW 2300 Australia, Tel: +61 2 4924 6959; Fax: +61 2 4924 
6901; E-mail: Kerry.Inder@newcastle.edu.au

Received January 27, 2014; Accepted May 20, 2014; Published May 31, 2014

Citation: Kay Lambkin FJ, Inder KJ, Handley TE, Yong YM, Lewin TJ, et al. (2014) 
Lifetime Affective and Alcohol Use Disorder: Impact of Comorbidity on Current 
Functioning and Service Use in a Rural Population. J Addict Res Ther S10:009. 
doi: 10.4172/2155-6105.S10-009

Copyright: © 2014 Kay Lambkin FJ, et al. This is an open-access article
distributed under the terms of the Creative Commons Attribution License, which 
permits unrestricted use, distribution, and reproduction in any medium, provided 
the original author and source are credited.

Journal of 

Addiction Research & TherapyJo
ur

na
l o

f A
dd

iction Research &
T herapy

ISSN: 2155-6105



Citation: Kay Lambkin FJ, Inder KJ, Handley TE, Yong YM, Lewin TJ, et al. (2014) Lifetime Affective and Alcohol Use Disorder: Impact of Comorbidity 
on Current Functioning and Service Use in a Rural Population. J Addict Res Ther S10:009. doi: 10.4172/2155-6105.S10-009

Page 2 of 7

ISSN:2155-6105 JART, an open access journal J Addict Res Ther Addictions with Co-occurring Problems

problems exist, especially for people experiencing co-occurring 
conditions. Individuals with comorbidity typically experience a greater 
need for care reflected by higher service use, yet the complexity of their 
diagnosis often leads to poorer treatment outcomes [9]. Concurrently 
these individuals experience the same range of barriers reported by 
those with single diagnoses including low perceived need for treatment, 
shortfalls in mental health education (e.g. poor understanding of 
mental disorders and the stigma surrounding these conditions), and 
societal values [10]. Socio-demographic characteristics are frequently 
correlated with service utilisation, such that females, older persons, 
those previously married, those less educated, and those with a primary 
and co-occurring mental health disorder are more likely to utilise 
services [11-17].

Geographic disparities influence mental health service access 
and utilisation and have been of particular interest in the Australian 
context, given the dispersed population base across regional, rural and 
remote locations. The Australian Rural Mental Health Study found that 
47% of rural and remote residents with estimated high service needs 
had not utilised any form of professional services [18]. Internationally, 
Hauenstein et al. identified that residents of rural areas receive 47% less 
mental health treatment than metropolitan residents [19].

Considering that mental health problems occur at a similar rate 
across geographical areas [20], and that higher rates of alcohol misuse 
are often observed in non-metropolitan areas [21], the challenges 
related to adequate service provision for comorbidity may be especially 
pertinent for rural residents. As disproportionate levels of disability 
have been noted for individuals with comorbidity [22], and in light 
of the lower service availability in rural areas, exploring functioning 
and wellbeing among rural residents with comorbidity may lead to 
important implications for future resource allocation. 

In summary, studies indicate high lifetime prevalence of co-existing 
mental health and substance use disorders, and the significant barriers 
to treatment for both sets of conditions. The disparities in health 
service availability and utilisation between rural and urban areas are 
well documented, alongside the known lifetime prevalence of such 
conditions, with both sets of evidence suggesting the importance of 
examining the patterns of service use for co-morbid conditions among 
rural residents, and the impact on functioning among this population. 
This study aimed to examine current functioning and mental health 
service utilisation in a sub-sample of community dwelling rural and 
remote Australians and reporting a lifetime affective disorder (AD), 
lifetime alcohol use disorder (AUD), or lifetime comorbidity between 
these conditions (AUD+AD). We hypothesised that current functioning 
would be poorer in individuals reporting lifetime AD+AUD, and that 
individuals reporting this comorbidity would be less likely to have 
received professional mental health services for their comorbidity 
compared to individuals with AD or AUD alone.

Methods
Participants

Data were obtained from a sub-sample of the baseline phase of 
the Australian Rural Mental Health Study (ARMHS), a longitudinal 
population study of the determinants of mental health in rural and 
remote communities [23]. The ARMHS sample comprised randomly 
selected adults from the Australian Electoral Roll residing in one of 
60 local government areas of non-metropolitan New South Wales 
(NSW), accounting for 70% of the state. Approximately one third of the 
Australia population reside in non-metropolitan areas and in NSW of 
those residing outside metropolitan areas 44% live in coastal areas and 

56% live inland. More older people reside in inland areas than in coastal 
areas and metropolitan areas and overall non-metropolitan residents 
have lower socioeconomic status [24].

Eligible participants aged 65 years or over were screened using 
the modified Telephone Interview for Cognitive Status [25] and those 
with a total score <17 indicating significant cognitive impairment were 
excluded. Non-English speaking members of a household, those with 
significant hearing impairment that impeded consent and/or interview, 
and those with no identifiable telephone contact number (after directory 
and electronic database search) were also excluded. Ethical approval for 
ARMHS was provided by the Human Research Ethics Committees of 
the participating institutions.

Baseline postal surveys were completed by 2,639 men and women 
(response rate 27%) of whom a selected subsample of 867 were invited 
to participate in a World Mental Health Composite International 
Diagnostic Interview version 3 (WMH-CIDI-3.0) by telephone. 
Participants were selected for interview based on their level of 
psychological distress using Kessler 10 scores [26] in order to obtain 
a reasonable representation in each category of psychological distress. 
Interviews were offered to 100% of those with a high-range score (25+), 
75% of those with a moderate-range score (16-24), and one-sixth of 
those scoring in the low range (10-15). A total of 636 (73%) participants 
completed a WMH-CIDI-3.0. Participants included in the current 
analysis were limited to those who met criteria for any lifetime AD or 
any lifetime AUD.

Measures
Demographic characteristics

Age (categorised as 18-44, 45-64, 65 years and older) and gender 
were assessed by single-item self-report questions.

Lifetime affective and alcohol use disorders
The WHM-CIDI-3.0 is a standardised diagnostic interview used to 

assess psychiatric diagnoses defined by the Diagnostic and Statistical 
Manual (DSM-IV) [27] and International Classification of Diseases 
(ICD-10) criteria [28]. The WMH-CIDI-3.0 has excellent inter-rater 
reliability, good validity and test-retest reliability, and is an acceptable 
method to determine lifetime psychiatric diagnoses [29]. The WMH-
CIDI-3.0 was used to assess a lifetime diagnosis of any AD (including 
dysthymia, minor depression and unipolar and bipolar major 
depression), and any AUD, including alcohol abuse or dependence. For 
this analysis participants were categorised into three groups: lifetime 
AD only, lifetime AUD only, or having experienced both disorders 
during their lifetime (AD+AUD). Participants may or may not have 
current symptoms of the disorder.

Current functioning
a) Current psychological distress was assessed using the Kessler-10 

(K10) psychological distress scale [26], a 10-item measure of symptoms 
of distress during the previous four weeks, where scores ranged from 10 
to 50 with higher scores indicating higher distress. High psychological 
distress was defined as a K10 score of >24.

b) Current alcohol use was measured using the Alcohol Use 
Disorder Identification Test (AUDIT), a 10 item measure of harmful or 
hazardous alcohol use [30], modified to examine recent consumption 
during the previous six months, with a maximum total score of 40. 
Higher scores represent higher alcohol use and/or related harmful 
behaviours. Participants with an AUDIT score of >7 were defined as 
having risky alcohol use.
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c) Physical and psychological impairment were measured using the 
Assessment of Quality of Life - 6D scale (AQoL-6D) [31]. The AQoL-
6D is a 20-item self-report instrument designed to provide a sensitive 
multidimensional evaluation of health related quality of life across six 
domains: independent living; relationships, mental health, coping, 
pain and senses [31]. The physical and psychological components of 
quality of life were identified as two higher order factors of the AQoL-
6D using community samples and considered to have satisfactory 
construct, concurrent and convergent validity [32]. Higher scores 
indicate greater impairment, where significant impairment is indicated 
by scores greater than 1 standard deviation (SD) above the relevant 
population mean [32]. For the present purposes, physical impairment 
was defined as a mean score > 2.18 (normative mean (SD) 1.73 (0.45)) 
and psychological impairment as a mean score > 2.48 (normative mean 
(SD) 1.98 (0.50)) [32].

Moderating factors

Recent adverse life events: Recent adverse life events were assessed 
using a 12-item measure of events or threatening experiences in the past 
12 months, including major illness or injury, death of a spouse, relative 
or friend, marital difficulties, becoming unemployed or major financial 
difficulties [33]. The number of events reported were categorised as 0–2 
or 3 or more.

Chronic illness: Lifetime self-reported diagnoses of chronic illness 
were measured using the question ‘Has a doctor EVER told you that 
you have…’ heart attack or angina, other heart disease, stroke, cancer, 
or diabetes. Participants were categorised as having at least one chronic 
illness or not having a chronic illness.

Health service use

Help-seeking: As part of the WMH-CIDI-3.0 participants who 
met criteria for lifetime AD or lifetime AUD were asked if they ever 
talked to a medical practitioner or other professional about their 
problems (yes/no). Other professionals were defined as psychologists, 
counsellors, spiritual advisors, herbalists, acupuncturists and other 
healing professions.

Perceived treatment effectiveness: Participants who stated 
they had ever spoken with a medical practitioner or other health 
professional about their mental disorder were asked if they had ever 
received treatment that they perceived to be helpful or effective.

Delay in treatment: It was estimated by subtracting their age the 
first time they had an episode (e.g. for AD “age first time you had an 
episode of sadness / discouragement of lack of interest” and AUD “age 
first time you had any problems related to alcohol use”) from the age 
when they first reported getting treatment; reported in years.

Statistical Analysis
Analyses were conducted using Statistical Packages for Social 

Sciences (SPSSv.22; IBM Corporation, Armonk NY, USA). For the 
primary analysis, multivariate logistic regression analyses were 
undertaken to assess the relationship between the presence of disorder 
(lifetime AD only / lifetime AUD only / lifetime AD+AUD) and four 
current functioning outcomes: high psychological distress (K-10), high 
AUDIT scores, physical impairment and psychological impairment 
(AQOL-6D). All regression analyses were adjusted for age, gender, 
recent adverse life events and chronic illness and the log likelihood 
test of model fit is reported for each outcome. Results are reported as 
Adjusted Odds Ratios (AORs) with 95% confidence intervals (CIs). 
Statistical significance was set at p<0.05.

The secondary analysis assessed the proportions of people with 
AD, AUD and AD+AUD reporting professional health service use and 
perceived effectiveness of treatment, and examined delays in seeking 
treatment (means and standard deviations (SD)).

Results
Of the 636 ARMHS participants who completed the WMH-

CIDI-3.0, 234 met criteria for any lifetime AD or any lifetime AUD: 
94 with AD only (40%), 91 with AUD only (39%) and were included in 
this sub-analysis. Forty-nine participants (21%) met criteria for both 
disorders (AD+AUD). The mean age (SD) of the sample was 51.6 (13.0) 
years and 45% were male. Table 1 summarises the socio-demographic 
characteristics of the sample. Within the group of participants diagnosed 
with AD, 25.8% of females and 50.0% of males were diagnosed with 
comorbid lifetime AUD. For those with lifetime AUD, 30.9% of males 
and 40.7% of females also met criteria for lifetime AD. People with 
AD+AUD were significantly younger at their age of onset for AUD 
(23.92 ± 8.25 vs. 20.68 ± 6.54, F(1,135)=5.44, p=.021) and AD (24.04 
± 12.64 vs. 19.31 ± 10.65, F(1,110) = 3.95, p=.049) compared to those 
with AUD or AD alone (Table 1).

Current Functioning
Psychological distress

Within this stratified sample 16.3% reported low psychological 
distress, 46.4% moderate distress and 37.5% high distress. As shown 
in Table 2, participants reporting lifetime AD+AUD were significantly 
more likely to experience high psychological distress currently 
compared with participants reporting AUD only (p<0.001), but the 
same was not true for AD. Older participants had reduced odds of 
reporting high psychological distress; this was statistically significant 
for those aged 45-64 years. The experience of three or more recent 
life events in the 12 months prior to assessment was associated with 

AUD only 
n (%)

AD only 
n (%)

AUD + AD 
n (%)

Total sample 
n (%)

Age

Under 45 27 (29.7) 21 (22.3) 17 (34.7) 65 (27.8)
 45-64 46 (50.5) 61 (64.9) 26 (53.1) 133 (56.8)
 65+ 18 (19.8) 12 (12.8) 6 (12.2) 36 (15.4)

Gender

 Male 56 (61.5) 25 (26.6) 25 (51.0) 106 (45.3)
 Female 35 (38.5) 69 (73.4) 24 (49.0) 128 (54.7)

Marital status

 Currently/previously married 81 (90.0) 82 (89.1) 41 (83.7) 204 (88.3)
 Never married 9 (10.0) 10 (10.9) 8 (16.3) 27 (11.7)

Education

 Didn’t complete high school 26 (28.6) 28 (29.8) 12 (24.5) 66 (28.2)
 Completed high school 65 (71.4) 66 (70.2) 37 (75.5) 168 (71.8)

Location

 Inner regional 30 (33.0) 44 (46.8) 21 (42.9) 95 (40.6)
 Outer regional 34 (37.4) 33 (35.1) 22 (44.9) 89 (38.0)
 Remote/very remote 27 (29.7) 17 (18.1) 6 (12.2) 50 (21.4)

K10 category

 Low (>16) 25 (27.5) 10 (10.8) 3 (6.1) 38 (16.3)
 Moderate (16-24) 48 (52.7) 41 (44.1) 19 (38.8) 108 (46.4)
 High (25+) 18 (19.8) 42 (45.2) 27 (55.1) 87 (37.3)

Table 1: Sociodemographic characteristics of the Australian Rural Mental Health 
Study (ARMHS) sub-sample with lifetime affective disorder (AD) and/or an alcohol 
use disorder (AUD); n=234.
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significantly greater psychological distress. Gender and chronic illness 
were not associated with high levels of current psychological distress in 
this sample (Table 2).

Alcohol use

Reporting a lifetime AD was associated with significantly lower odds 
of reporting current risky alcohol consumption (p<0.01) compared to 
those reporting comorbidity (AD+AUD). Reporting an AUD only was 
associated with increased odds of current risky alcohol use; however 

this did not reach statistical significance. Age, gender, recent life events 
and chronic illness were not associated with reporting risky alcohol use 
in this sample (Table 2).

Physical impairment

Reporting an AUD only was associated with significantly lower 
odds of reporting physical impairment compared with those reporting 
both disorders (p<0.05), (Table 3). The odds of reporting a physical 
impairment was similar for those reporting an AD or reporting both 

n Current psychological distress* (K10 >24) Current risky alcohol use§ (AUDIT >7)

% AOR (95%CI) % AOR (95%CI)

Lifetime diagnoses

AD + AUD 49 55.1 1.00 32.5 1.00
AUD only 91 19.8 0.20 (0.09-0.46)*** 39.7 1.40 (0.61-3.25)
AD only 94 45.2 1.03 (0.47-2.25) 9.0 0.25 (0.09-0.73)**

Age

18-44 65 47.7 1.00 32.7 1.00
45-64 133 31.8 0.41 (0.20-0.84)* 23.9 0.63 (0.27-1.43)
65+ 36 38.9 0.81 (0.29-2.26) 23.5 0.39 (0.12-1.28)

Gender

Male 106 36.8 1.00 35.9 1.00
Female 128 37.8 0.54 (0.27-1.06) 17.3 0.52 (0.25-1.11)

Recent life events

0-2 131 24.4 1.00 25.2 1.00
3+ 99 54.5 3.75 (2.02-7.00)*** 26.9 1.07 (0.52-2.19)

Any chronic illness

No 122 37.7 1.00 24.5 1.00
Yes 112 36.9 1.06 (0.55-2.03) 27.7 1.22 (0.57-2.61)

*p < .05, ** p < .01, ***p < .001. * -2LL = 254.58, χ²(7) = 49.48, p < .001. § -2LL = 193.68, χ²(7) = 27.14, p < .001.AOR: Adjusted Odds Ratios; CI: Confidence Interval; AUDIT: 
Alcohol Use Disorder Identification Test; K10: Kessler 10; AD: Affective disorder; AUD: Alcohol Use Disorder.
Table 2: Relationship between lifetime diagnoses of affective and alcohol use disorders and current functioning for selected participants in the Australian Rural Mental 
Health Study (n=234).

Physical impairment ¥ (AQoL-6D) Psychological impairment€ (AQoL-6D)

% AOR (95%CI) % AOR (95%CI)

Lifetime diagnoses

AD+AUD 49 34.2 1.00 52.6 1.00
AUD only 91 15.8 0.27 (0.09-0.77)* 17.1 0.21 (0.08-0.53)***
AD only 94 28.6 1.02 (0.39-2.65) 52.2 1.23 (0.51-3.00)

Age

18-44 65 18.4 1.00 41.7 1.00
45-64 133 20.6 1.11 (0.42-2.93) 37.3 0.91 (0.40-2.10)
65+ 36 45.5 3.86 (1.13-13.17)* 33.3 1.15 (0.36-3.67)

Gender

Male 106 30.3 1.00 30.3 1.00
Female 128 18.9 0.41 (0.18-0.97)* 44.7 1.07 (0.51-2.24)

Recent life events

0-2 131 17.9 1.00 23.8 1.00
3+ 99 34.2 3.33 (1.48-7.49)** 56.6 4.14 (2.03-8.44)***

Any chronic illness

No 122 14.9 1.00 37.6 1.00
Yes 112 34.4 2.41 (1.06-5.51)* 37.8 1.08 (0.52-2.27)

p< .05, ** p < .01, ***p < .001. ¥ -2LL = 169.44, χ²(7) =34.15, p < .001. € -2LL = 196.22, χ²(7) = 43.40, p < .001.AOR: Adjusted Odds Ratios; CI: Confidence Interval; AQoL-
6D: Assessment of Quality of Life 6D Impairment; AD: Affective disorder; AUD: Alcohol Use Disorder.
Table 3: Relationship between lifetime diagnoses of affective and alcohol use disorders and current quality of life forselected participants in the Australian Rural Mental 
Health Study (n=234).
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disorders. Older participants (p<0.05), those experiencing three or 
more recent adverse life events (p<0.01) and those reporting at least 
one chronic illness (p<0.05) were significantly more likely to experience 
current physical impairment. Female gender was associated with 
significantly lower odds of reporting physical impairment (p<0.05).

Psychological impairment

Reporting an AUD only was associated with significantly lower 
odds of reporting psychological impairment compared with those 
reporting both disorders (p<0.001), (Table 3). Reporting an AD was 
associated with increased odds of reporting psychological impairment; 
however this did not reach statistical significance. Reporting three 
or more adverse life events in the past 12 months was significantly 
associated with increased odds of reporting psychological impairment. 
Age, gender and chronic illness were not associated with reporting 
psychological impairment in this sample (Table 3).

Health Service Use
Help seeking

Table 4 displays the proportions of those with lifetime disorders 
who reported ever having talked to a medical practitioner or other 
professional about their problems. Only small proportions of those 
with AUD or AD+AUD sought help for their alcohol use while three 
quarters of those reporting an AD only reported seeking help for their 
depression. For those reporting both disorders 28.6% sought help for 
both.

The mean (M) delay to help-seeking for participants reporting any 
lifetime AD was 9.3 years (SD 11.3, range 0–47 years, n=84). There was 
no significant difference in time to seeking help for those reporting an 
AD only (M=9.0 ± 9.5) compared to those reporting both disorders 
(M=9.5 ± 12.3). The mean delay to help-seeking for participants 
reporting any lifetime AUD was 14.4 years (SD 10.5, range 0–35 years, 
n=22). There was no significant difference in time to seeking help 
for those reporting an AUD only (M=15.1 ± 9.2) compared to those 
reporting both disorders (M=13.5 ± 11.7) (Table 4).

Perceived treatment effectiveness

More than three quarters (80.3%) of those with an AD only who 
sought help, perceived this to be effective (Table 5). For participants 
with AUD only, half who sought treatment perceived it to be effective. 

For people with comorbid AD+AUD, 18.4% reported receiving 
effective treatment for their alcohol use disorder and 21.1% for their 
affective disorder. Treatment delay had no significant relationship with 
perceived treatment effectiveness (Table 5).

Discussion
This study is the first in Australia to report on the specific impact 

of lifetime comorbid alcohol and affective disorders on current 
functioning and service utilisation. We found that, after accounting for 
age, gender, chronic illness and recent life events, comorbid AD+AUD 
was associated with significantly earlier onset of both alcohol use 
disorder (AUD) and affective disorder (AD) compared with those 
reporting AD or AUD alone, and that this earlier onset was of the 
order of 3-5 years. Lifetime comorbidity conferred a greater risk of 
current high psychological distress than did a lifetime AUD alone, 
along with significantly greater likelihood of physical impairment and 
psychological impairment. This increased risk was independent of that 
associated with age, gender, chronic illness, and recent (12-month) life 
events. Lifetime comorbidity was not associated with increased risk of 
current problematic alcohol use, over and above that associated with 
a lifetime AUD. Delay to help-seeking was not affected by lifetime 
comorbidity, relative to that reported by people with AD or AUD alone, 
although the delay to help-seeking for alcohol use problems was 2 years 
earlier in people reporting comorbid lifetime AD+AUD. These results 
are elaborated below.

In the general population, the prevalence of more than one lifetime 
mental disorder is between 25-50% [3,4]. In our study, of the 234 rural 
participants who met criteria for either a lifetime AD or AUD, 21% 
(n=49) reported comorbid lifetime AD+AUD. This is also consistent 
with international research, indicating a prevalence of around 29% for 
lifetime comorbid AD+AUD [4,34]. In contrast, however, we found 
higher proportions of males than females (50% vs. 26%) with lifetime 
AD who were also diagnosed with lifetime AUD. Previous results from 
the National Comorbidity Survey [NCS, 4], for example, reported that 
24% of males and 48% of females who were diagnosed with lifetime 
AD also met criteria for comorbid AUD. This finding suggests that 
depression is more frequently associated with drinking among females 
in North America (as per the NCS), however in the Australian rural 
context, the reverse seems to be true.

Delays to treatment seeking were 9 years for AD and 14 years 
for AUD, suggesting that participants may have been attempting to 
manage their symptoms and associated problems on their own (or 
with the support of families) for quite some time from the onset of first 
symptoms. These delays are similar to that reported in the National 
Survey of Mental Health and Wellbeing (NSMHWB) in Australia, with 
median delays in treatment for those who eventually sought treatment 
for AUD being substantial, and approximately 14 years for people with 
lifetime alcohol abuse and 23 years for those with lifetime alcohol 
dependence [35]. In our sample, treatment seeking for AUD was rare, 
let alone delayed, with only 11% of participants ever seeking treatment 
despite meeting criteria for lifetime AUD and current risky drinking 
practices. This is likely to be indicative of the cultural significance of 
alcohol in Australia, and particularly in rural locations. For example, 
previous research has documented the integral role alcohol plays in 
Australian rural culture, in terms of its intrinsic value as a positive social 
practice, essential for belonging, with active exclusion of non-drinkers 
[36]. As a result, alcohol-related harm was of little concern to the rural 
communities studied [36]. The ‘cultural capital’ of alcohol in rural 
communities may in part explain the low rates of treatment seeking 
for AUD in our study or rural participants, despite clearly meeting 

No help sought
n (%)

Help sought – 
alcohol 
n (%)

Help sought – 
affective disorder 

n (%)

Help sought – 
both 
n (%)

AUD only 81 (89.0%) 10 (11.0%) - -
AD only 23 (24.5%) - 71 (75.5%) -
AD+AUD 11 (22.4%) 1 (2.0%) 23 (46.9%) 14 (28.6%)

AD: Affective Disorder; AUD: Alcohol Use Disorder.
Table 4: Help-seeking by disorder in selected participants from the Australian Rural 
Mental Health Study, n = 234.

Effective alcohol 
treatment

Effective depression 
treatment

Help-seeking for AUD only (n=10) 5 (50.0%) -
Help-seeking for AD only (n=71) - 57 (80.3%)
Help-seeking for AD+AUD (n=38)** 7 (18.4%) 8 (21.1%)

**Note – 3(7.9%) participants in the comorbidity group reported effective treatment 
for both alcohol use disorder and affective disorder. AD: Affective Disorder; AUD: 
Alcohol Use Disorder.

Table 5. Help-seekers who received effective treatment.
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criteria for disorder. This may also account for the differences in rates 
of AUD within AD observed in our male participants relative to those 
in other countries. Much work remains to address these cultural issues 
including exploring opportunities to implement alcohol use prevention 
programs such as the local Newcastle experiment that restricted hotel 
closing times to reduce assaults [37,38].

In Australia, only 35% of respondents to the NSMHWB with mental 
disorders reported having consulted a health professional for their 
disorder in the 12-months prior to survey [17,18,39]. Despite being at 
a reputed geographical disadvantage in terms of service provision, our 
rural/remote participants reported higher rates of service utilisation for 
AD (75%) and comorbid AD+AUD (78%) over their lifetime. Service 
use in the NSMHWB was driven primarily by people with AD, either 
alone or in combination with other mental disorders, including AUD 
[3]. A similar finding was apparent in the current study, with service 
utilisation being highest among those with AD alone, and next among 
those with comorbid AD+AUD, with no significant differences between 
these classes of disorders. In contrast, AUD alone was not associated 
with significant treatment utilisation. Synthesising this with our 
results on delays to treatment seeking, whereby people with comorbid 
AD+AUD sought treatment for their alcohol use problems, on average, 
two years earlier than their AUD alone counterparts, highlights the 
importance of affective disorders (and related symptoms) in being a 
key prompt for treatment seeking, and the need to effectively assess and 
treat alcohol use disorders in people presenting with affective disorders. 
This is particularly critical given the recent NESARC cohort study 
results indicating that mood disorders at baseline predicted increased 
risk of drug and alcohol abuse at 3-year follow-up [40]. The same was 
not observed for alcohol use disorders at baseline and future mood 
disorder.

Comorbidity treatment guidelines [41] together with evidence 
from the literature [42] consistently recommend that both addiction 
and psychiatric approaches are essential to effectively treat people 
experiencing comorbid addictive and psychiatric disorders. Despite 
this, only one-third of the people with comorbid AD+AUD sought 
treatment for both of their disorders, and only 8% of these reported 
that they receive effective and adequate treatment for both disorders. 
Emerging evidence in Australia [43] and internationally [44] highlight 
that existing mental health and substance use treatment services do not 
perceive themselves to be “comorbidity ready” beyond screening for 
comorbidity in their service users. In lieu of a complete re-organisation 
of treatment resources, innovative treatment approaches incorporating 
technology into the assessment and treatment of comorbid AD+AUD 
are emerging [e.g. 42] as a potential immediate solution to this problem. 
For example, recent research has indicated the efficacy of a clinician-
assisted computerised treatment program for depression and alcohol/
other drug use problems, with equivalent benefits reported for both 
depression and alcohol use as an entirely therapist-delivered treatment 
[42,44]. The Internet (and related technologies) show promise as a 
means of closing the gap between evidence and clinical practice in this 
context [42,45,46].

Strengths and Limitations
The strength of this study lies in the use of a validated standardised 

diagnostic interview to determine the lifetime presence of disorder 
(WMH-CIDI-3.0) and to measure current functioning and service use. 
As in previous work in this area [47] the average age of our sample 
raises issues relating to potential recall, especially for lifetime alcohol 
problems, or generational effects, in an era when alcohol misuse was 
not the subject of public campaigns and treatment seeking was not 

addressed to the extent it is today. The ARMHS sample has a higher 
response rate from females (59.4%) and was under-representative 
of those aged 18-45 years. Further the cross-sectional nature of this 
analysis, the low survey response rate, the exclusion criteria related to 
telephone access and the selection of interview participations based on 
psychological distress may impact on the generalisability of the findings. 
There are also limitations in the capacity to investigate the relationship 
between affective disorder and alcohol use disorder and the type and 
duration of any treatment received; nevertheless our findings highlight 
an important relationship that requires further investigation.

Conclusions
We have demonstrated the specific negative contribution that 

lifetime comorbid affective and alcohol use disorders (AD+AUD) 
makes to current physical and psychological functioning, compared 
to alcohol use disorder (AUD) alone in a sample of rural Australians. 
This is after accounting for the influence of age, gender, chronic illness 
and recent life events. There is a critical need to adequately assess and 
treat depressive (and related) symptoms in people with lifetime AUD, 
with a view to offsetting the burden borne by this lifetime comorbidity. 
Moreover, people with lifetime comorbidity in our sample were much 
more likely to seek treatment for their affective disorder (AD), despite 
also meeting criteria for lifetime AUD. Equally then, assessment 
and treatment planning for AD needs to encompass assessment 
and treatment for AUD. This may go some way to encouraging the 
implementation of evidence and policy guidelines that recommend 
effective treatment for comorbidity that target both conditions, rather 
than either the AUD or AD alone; a treatment experience reported by 
only 8% of our comorbid sample. Importantly, offering assessment and 
brief intervention for risky alcohol use in people with AD may be key 
to preventing the development of a subsequent alcohol use disorder, 
potentially reducing the incidence of lifetime alcohol use disorders. 
Capitalising on the emerging evidence base for technology-based 
approaches to assessment and treatment of comorbidity in this context 
is an important potential tool in these efforts. 
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