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Abstract
The comorbidity with anxiety disorders has profound adverse implications on the 
evolution, prognosis and therapeutic responsiveness of depression, it will prolong 
the time required to achieve remission of the depressive episode, and patients 
under treatment will tend to drop out of their therapeutic regimens faster than those 
with depression but without anxious comorbidity. The purpose of this study is to 
evaluate the importance of the clinical, etiopathogenetic, prognostic and especially 
therapeutic connotations given by the presence of psychiatric comorbidities 
in depression. Articles evaluating the presence of psychiatric comorbidities in 
depression were analyzed using PubMed, Medline, Scopus, Google Academics and 
WoS databases. To select the articles, we used keywords: psychiatric comorbidity, 
depression with anxiety disorders, depression with dysthymia, depression with 
psychoactive substances, depression with personality disorders. From a psychiatric 
perspective, the comorbidity of mental disorders can be divided into psychiatric 
comorbidity, when two or more distinct psychiatric conditions are present in the 
same individual, and medical comorbidity, when a medical-surgical illness is 
associated with a mental disorder. The presence of major depression is in itself a 
predictive factor for a later onset of generalized anxiety disorder. The comorbidity 
of depression in those with substance abuse or addiction has profound implications 
on their clinical prognosis. The association of personality disorder has a significant 
impact on the suicidal behavior of patients with major depression.
Keywords: psychiatric comorbidity, depression, anxiety, predictive factors, clinical 
prognosis       

Introduction
The notion of “comorbidity” was 

introduced for the first time in medicine 
by Alvin Feinstein to designate those 
cases in which “an additional distinct 
clinical entity” appears on another 
clinical course of another initial disease 
that started previously [1]. From a 
psychiatric perspective, the comorbidity 
of mental disorders can be divided into 
psychiatric comorbidity, when two or 
more distinct psychiatric conditions 
are present in the same individual, and 
medical comorbidity, when a medical-
surgical illness is associated with a 
mental disorder [2]. 

In relation to belonging to the 

diagnostic class, the coexistence of two 
mental disorders from different diagnostic 
classes (e.g., major depression and 
alcohol abuse) is defined as heterotypic 
comorbidity. Conversely, the coexistence 
of two mental disorders within the same 
diagnostic class (e.g., generalized anxiety 
disorder and social phobia) is labeled as 
homotypic comorbidity [3].

The coexistence of two or more 
mental disorders, at the same time and in 
the same person (e.g., persistent delusional 
disorder and specific or simple phobia) 
is defined under the term concurrent 
comorbidity. When two distinct mental 
disorders manifest themselves in different 
periods of a patient’s life (irrespective of 
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whether there is a causal relationship between them or not), 
they are in successive comorbidity [4].

Numerous clinical and epidemiological studies have 
indicated that major depression is a condition with increased 
psychiatric comorbidity [5]. An important epidemiological 
study is the Replicated National Comorbidity Study [6,7] 
which generated interesting data with reference to the 
level of comorbidity between the various syndromic units. 
Based on the correlations found, significant comorbidities 
were highlighted (correlation coefficient > 0.60) between 
major depressive episode and dysthymia, known as double 
depression (0.88), between social phobia and agoraphobia 
(0.68), between anxiety disorder panic and agoraphobia 
(0.64), between major depressive episode and hypomanic/
manic episode (0.63) within bipolar affective disorder, 
between major depressive episode and generalized anxiety 
(0.62) and, as expected, between substance abuse and 
substance dependence (correlation coefficient 1). The high 
level of comorbidity of major depression was significantly 
correlated with the following socio-demographic 
characteristics: female sex, non-Hispanic white race, 
unmarried , low level of education, low income and 
residence outside rural areas. Regarding the distribution 
of severity, which was strongly correlated with the level 
of comorbidity, mood disorders had the highest percentage 
of severe cases (45.0%), while anxiety disorders had the 
lowest (22.8%) [8,9].

The purpose of this study is to evaluate the 
importance of the clinical, etiopathogenetic, prognostic and 
especially therapeutic connotations given by the presence 
of psychiatric comorbidities in depression.

Methods 
To achieve our purpose, articles evaluating the 

presence of psychiatric comorbidities in depression 
were analyzed using PubMed, Medline, Scopus, Google 
Academics and WoS databases. To select the articles, we 
used the following keywords: psychiatric comorbidity, 
depression with anxiety disorders, depression with 
dysthymia, depression with psychoactive substances, 
depression with personality disorders. Studies assessing 
depression in children were excluded due to the multitude of 
factors that would have distorted the information presented. 
We selected original studies and reviews from international 
journals. Selected papers included only articles published 
in English. A final step was further review of the articles to 
assess the eligibility of studies with relevant statistical data.

Results and discussion
1.	 Comorbidity of depression with other mood 

disorders
Comorbidity of depression with anxiety disorders
Depression and anxiety are the most widespread 

and the most expensive mental disorders for society [10]. 

The differences regarding comorbidity rates, between 
depression and anxiety disorders, found in various types of 
studies are determined by the differences in methodology 
used within them. Thus, the prevalence of comorbidity of 
the two types of disorders is constantly higher in clinical 
studies compared to epidemiological studies, which 
is attributed to Berkson’s tendency or bias. The use of 
structured interviews resulted in an apparent increase in this 
comorbidity. However, the prevalence rates of comorbidity 
between depression and anxiety disorders are higher than 
those of each of these disorders alone [11,12].

Reference population epidemiological studies 
have revealed that depression and anxiety are most often 
comorbid [13]. In patients who have experienced depression 
at some point in their life, the lifetime prevalence of 
an anxiety disorder is increased, 47% according to the 
Epidemiologic Coverage Area study, 58% according to the 
National Comorbidity Baseline Study and 57% in a meta-
analysis by Clark 1989, cited by Stein and Hollander [14]. 
Although single-occurring anxiety without depression is 
more common than the reverse situation, i.e., depression 
without anxiety, the prevalence of depression in those with 
anxiety disorders is high: 56% in Clark’s meta-analysis. 
Rates of depression vary depending on the particular 
type of anxiety disorder diagnosed, but in general anxiety 
disorders are as comorbid with depression (OR = 6.6) as 
with each other (OR = 6.2) [15].

An intermediate perspective was the recognition of 
an intermediate diagnostic category called mixed anxious 
and depressive disorder that was included in both diagnostic 
manuals, DSM-IV (in the list of additional diagnoses that 
require further studies) and ICD-10.

The diagnosis of generalized anxiety disorder 
(GAD) was only introduced starting with the 3rd edition 
of the DSM and the 10th edition of the ICD, until then 
not having the status of a distinct nosological entity. 
The National Comorbidity Survey indicated that 90% of 
respondents with GAD appearing at some point during their 
life also reported the existence of another mental disorder 
during their life, and 66% of those with current GAD had 
at least one other current psychopathological episode, and 
depression was among the most comorbid mental disorders 
[16].

In the National Comorbidity Replication Study 
(NCS-R), Kessler et al found a significant correlation 
(correlation coefficient 0.62) between generalized anxiety 
disorder and major depressive disorder, this being the 
most comorbid anxiety disorder in depression. In part, 
the increased comorbidity of depression and generalized 
anxiety was attributed to the partial overlap of the 
operational diagnostic criteria of the two distinct mental 
disorders [17].

The comorbidity between panic and depression was 
found to be the most significant in a population study [18]. 
Using data from the Initial Study of National Comorbidity, 
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Roy-Byrne et al. (2000) found a strong lifetime and current 
comorbidity between panic and depression [19]. After 
resorting to the control of the effects that could have been 
determined by other additional psychiatric diagnoses, this 
comorbidity was significantly associated with a greater 
severity of the clinical symptoms, the persistence of the 
symptoms, with a more important impairment in fulfilling 
the professional role (in the case of comorbidity current, 
when it is active, but not during life), with the amplification 
of suicidality (25% in the situation of comorbidity compared 
to 16% in depression and 5.2% in panic disorder), and an 
increase in the use of care services, both psychiatric and 
medical, as well as those from the social sector. The results 
did not differ regarding the chronological order of the onset 
of the two comorbid mental disorders. A more cautious 
estimate of this comorbidity was 13%, resulting from a 
large population study conducted by Regier et al [20].

Fava et al. conducted a study of the comorbidity of 
depression on 369 depressed patients with non-psychotic 
depression, aged between 18 and 65 years, treated in an 
outpatient setting, and included in the Depression Research 
Program of the Department of Psychopharmacology 
Massachusetts General Hospital Clinic [21]. DSM-IV axis 
I comorbidity was studied both during life and current. 
The results showed that, regarding comorbidity during 
life, while in depressed men the most frequent comorbidity 
was represented by alcohol abuse and dependence, in 
women phobic disorders represented the most frequent 
comorbidities.

Epidemiological studies have indicated an 
important comorbidity between obsessive-compulsive 
disorder and depression. The results of the Epidemiologic 
Catchment Area study indicated comorbidity with major 
depressive disorder in 31.7% of patients with obsessive-
compulsive disorder (OCD), and with dysthymia in 26%. 
The Cross-National Epidemiological Study revealed a 
lifetime comorbidity between OCD and major depression 
that varies from one country to another between 12.4% and 
60.3% [22-24].

A study by Perugi et al. demonstrated that 34.8% 
of OCD patients had an associated diagnosis of major 
depression which he labeled as “unipolar-obsessive”. 
Depression was the most frequent complication of 
obsessive-compulsive disorder, whose percentage varies 
from 13 to 75% [25].

Comorbidity of depression with dysthymia
Keller and Shapiro were among the first to draw 

attention to the frequent coexistence of the two clinical 
syndromes, which they labeled “double depression” [26]. 
According to the Epidemiological Coverage Area (ECA) 
study, 40% of subjects with dysthymic disorder have a 
lifetime history of major depressive disorder and only 25-
30% of dysthymia cases remain without any psychiatric 
comorbidity during their lifetime [27].

In the National Comorbidity Replication Study, 

Kessler et al. (2005) found that the most important 
comorbidity, during the last 12 months, of major depressive 
disorder was represented by dysthymia (they presented a 
correlation coefficient of 0.88) [7].

2.	 Comorbidity of depression with psychoactive 
substances and drugs

Studies on the prevalence of depression and 
alcoholism have highlighted the fact that alcoholism has 
a higher prevalence among men and depression is more 
common among women. A large epidemiological study 
indicated that 24% of men with alcohol dependence had 
a major depressive episode at some point during their life, 
which denotes a prevalence of depression 3 times higher 
compared to that in the general population. Depression 
among women with ethanol dependence was reported to 
have a frequency of 48.5%, a rate four times higher than 
that found in the general population [28, 29].

In psychiatric care units, more than 34% of depressed 
patients also meet the criteria for ethanol dependence, and 
between 24 and 59% of patients treated for alcoholism also 
have depression. The impact of the comorbidity of the two 
psychopathological conditions is reflected in the following 
clinical problems: alcoholism can mask the clinical picture of 
depression, interfere with therapeutic compliance, increase 
the risk of violent and suicidal behavior, increase the direct 
costs associated with treatment and constitute a factor in 
hospitalization. Regarding suicidal behavior, patients with 
comorbid depression and alcoholism represent the category 
of psychiatric patients with the highest risk of suicide. 
Major depression and alcoholism are major determinants 
of completed suicide with a lifetime prevalence rate of 
15% for major depression and an additional suicide risk 
in alcoholics 60 to 120 times greater than in the general 
population [30].

A population study demonstrated the fact that the 
presence of early alcohol consumption, since childhood 
and adolescence, had a significant predictive value (odds 
ratio = 1.4; 95%CI = 1.165 – 1.721) for the occurrence 
of a major depressive disorder later in adulthood, at the 
end of the third decade of life, even after controlling for 
demographic factors and diagnoses of major depression 
occurring in childhood and adolescence [31,32].

Tirado Muñoz et al. reported in an article published 
in 2018 that the comorbidity of depression with the 
consumption of psychoactive substances and drugs has a 
prevalence between 12% and 80%, with negative effects on 
the treatment and prognosis of the disease. The conclusion 
of this study was that these two conditions should be treated 
simultaneously using the integrated treatment model [33]. 

3.	 Comorbidity of depression with personality 
disorders

Classic and contemporary psychiatry has always 
had in its sphere of concern the identification of specific 
relationships between the terrain of personality and mental 
illness [34]. In a reference article, Akiskal states that chronic 
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depression of subsyndromal intensity can result from four 
different clinical situations: primary depressions with onset 
in adulthood and residual chronicity, chronic secondary 
dysphoria, and characteristic depressions. Characteristic 
depressions include, in turn, character spectrum disorders 
with secondary depressive symptoms, non-responsive 
to any form of treatment and subaffective dysthymic 
disorders with onset before 25 years of age, with undulating 
evolution grafted or not by major depressive episodes and 
which are responsive to treatment (psychotherapy and/or 
thymostabilizers). This last nosological entity was later 
renamed by Akiskal as depressive personality [35].

This nosological classification of chronic 
depressions was supported on the basis of distinct clinical-
evolutionary characteristics, therapeutic responsiveness 
to antidepressant treatment, changes in the physiological 
characteristics of sleep (REM sleep latency) and their 
relationship with the character structure [36].

Clinical studies at the specialist outpatient level and 
primary care showed the high degree of comorbidity of 
depression with anxiety disorders, the latter being present 
in over 50% of depression cases. Although psychiatric 
nosological systems have always differentiated between 
depression and anxiety disorders, there were authors who 
advocated the dimensional uniqueness of the two types of 
disorders, which can be included in a wider spectrum of 
affective disorders [37].

Sherbourne and Wells conducted an observational 
study on psychiatric patients with depression treated at 
primary care and specialty levels. The results of the study 
indicated that the presence of anxious comorbidity greatly 
increased the risk of major depression in those with mild 
subclinical depression, while those with major depression 
who have comorbidity with panic disorder or simple 
phobia had a lower remission tendency than those without 
anxious comorbidity. Those with depression, both clinical 
and subclinical, and anxious comorbidity reported a greater 
number of depressive symptoms, while in those with 
clinical depression, the increased intensity of depressive 
symptomatology persisted at follow-up assessments 
compared to those without comorbid anxiety [38].

A clinical study on the cross-sectional prevalence of 
anxiety disorders related to the bipolar or unipolar character 
of the depressive episode as well as those with dysthymia 
indicated a certain heterogeneity. Thus, comorbidity with 
panic disorder was present in over 30% among bipolar 
and unipolar depressives and only 13% among those with 
dysthymia. Comorbidity of social phobia was significantly 
associated with unipolar depression, while no case was 
detected in bipolar depressives [39].

Angst (1993) assessed the psychiatric comorbidity 
of generalized anxiety disorder with depression in a 
longitudinal epidemiological study conducted in Zurich, 
Switzerland. He found a highly significant association 
between generalized anxiety disorder (GAD) and 

major depression and dysthymia. The presence of GAD 
comorbidity was significantly associated with the risk of 
suicide attempt [40].

Brown et al. (1996) found that depressed patients 
who have panic disorder during their lifetime, show a 
greater severity of depressive symptoms, a more important 
impairment of physical and psychosocial functioning. 
In addition, they were more likely to report a history of 
alcohol dependence, somatization disorder, and avoidant 
personality disorder. Another result was that patients with 
comorbid depression and panic disorder were more likely 
to drop out prematurely from both pharmacological and 
psychotherapeutic treatment [41-43].

A population study, published by Katona, which 
was conducted on the elderly over 65 years of age, 
revealed that, in the depressed group, there were 2 times 
more simultaneous criteria for phobic disorder compared 
to the non-depressed group (p<0.001). In France, Cottraux 
estimated that 50 to 80% of patients diagnosed with 
OCD have an additional diagnosis of depressive disorder, 
and Hantouche et al. (2003) demonstrated that OCD is 
associated with major depression in a percentage of 76% 
[44-46].

Another study that aimed to determine to what extent 
single dysthymia, unipolar depression, and dysthymia 
comorbid with major depression are three distinct 
nosological entities or three different manifestations of 
the same unipolar depression unit diagnostic category 
was conducted by Donaldson et al [46]. For this, the 
penetrance of the three diagnoses was studied in the first-
degree relatives of some study subjects belonging to the 
three diagnostic clinical situations to which a control group 
was added. Without ambiguity, the study results indicated 
the three diagnostic situations (single dysthymic disorder, 
comorbid dysthymia with major depression, and single 
major depressive disorder).

A study of the Finnish institutionalized population 
revealed that alcohol intoxication with a frequency 
greater than once a week was a predictive factor for the 
development of depression in the previous 12 months [47].

Corruble et al. conducted a meta-analysis of 25 
studies related to the comorbidity between personality 
disorders and major depression. The authors indicated that 
the prevalence of personality disorders, from a categorical 
perspective, was 20 to 50% of international patients with 
current major depressive disorder and almost double the 50 
to 85% of outpatients with the diagnosis [48].

Conclusions
The importance of comorbidity with anxiety 

disorders has profound adverse implications on the 
evolution, prognosis and therapeutic responsiveness of 
depression, it will prolong the time required to achieve 
remission of the depressive episode, and patients under 
treatment will tend to drop out of therapy faster than 
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those with depression but without anxious comorbidity. 
The presence of major depression is in itself a predictive 
factor for a later onset of generalized anxiety disorder. The 
comorbidity of depression in those with substance abuse 
or addiction has profound implications on their clinical 
prognosis. The association of personality disorder has a 
significant impact on the suicidal behavior of patients with 
major depression.

References
1.	 Feinstein AR. The pre-therapeutic classification of co-

morbidity in chronic disease. J Chronic Dis. 1970;23:455-
468.

2.	 Hertenstein E, Trinca E, Wunderlin M, Schneider CL, Züst 
MA, Fehér KD, Su T, Straten AV, Berger T, Baglioni C, 
Johann A, Spiegelhalder K, Riemann D, Feige B, Nissen 
C. Cognitive behavioral therapy for insomnia in patients 
with mental disorders and comorbid insomnia: A systematic 
review and meta-analysis. Sleep Med Rev. 2022;62:101597. 

3.	 Aro T, Neittaanmäki R, Korhonen E, Riihimäki H, Torppa 
M. A Register Study Suggesting Homotypic and Heterotypic 
Comorbidity Among Individuals With Learning Disabilities. 
J Learn Disabil. 2024;57:30-42. 

4.	 Bayer TA, Van Patten R, Hershkowitz D, Epstein-Lubow G, 
Rudolph JL. Comorbidity and Management of Concurrent 
Psychiatric and Medical Disorders. Psychiatr Clin North 
Am. 2022;45:745-763. 

5.	 Touloumis C. The burden and the challenge of treatment-
resistant depression. Psychiatriki. 2021;32(Supplement 
I):11-14. 

6.	 Kessler RC, Berglund P, Demler O, Jin R, Merikangas 
KR, Walters EE. Lifetime prevalence and age-of-onset 
distributions of DSM-IV disorders in the National 
Comorbidity Survey Replication. Arch Gen Psychiatry. 
2005;62:593-602.

7.	 Kessler RC, Chiu WT, Demler O, Merikangas KR, Walters 
EE. Prevalence, severity, and comorbidity of 12-month 
DSM-IV disorders in the National Comorbidity Survey 
Replication. Arch Gen Psychiatry. 2005;62:617-627. 

8.	 Rovero M, Preisig M, Marques-Vidal P, Strippoli MF, 
Vollenweider P, Vaucher J, et al. Subtypes of major depressive 
disorders and objectively measured physical activity and 
sedentary behaviors in the community. Compr Psychiatry. 
2024;129:152442. 

9.	 Chen Q, Li W, Xiong J, Zheng X. Prevalence and Risk 
Factors Associated with Postpartum Depression during 
the COVID-19 Pandemic: A Literature Review and Meta-
Analysis. Int J Environ Res Public Health. 2022;19:2219. 

10.	 Jha MK, Mathew SJ. Pharmacotherapies for Treatment-
Resistant Depression: How Antipsychotics Fit in the 
Rapidly Evolving Therapeutic Landscape. Am J Psychiatry. 
2023;180:190-199.

11.	 Choi KW, Kim YK, Jeon HJ. Comorbid Anxiety and 
Depression: Clinical and Conceptual Consideration 
and Transdiagnostic Treatment. Adv Exp Med Biol. 

2020;1191:219-235. 
12.	 de Ron J, Fried EI, Epskamp S. Psychological networks 

in clinical populations: investigating the consequences of 
Berkson’s bias. Psychol Med. 2021;51:168-176. 

13.	 Snyder M, Handrup CT. Challenges in Treatment of 
Comorbid Chronic Pain, Depression, and Anxiety. J 
Psychosoc Nurs Ment Health Serv. 2018;56:17-21. 

14.	 Bandelow B, Allgulander C, Baldwin DS, Costa DLDC, 
Denys D, Dilbaz N, et al. World Federation of Societies of 
Biological Psychiatry (WFSBP) guidelines for treatment 
of anxiety, obsessive-compulsive and posttraumatic stress 
disorders - Version 3. Part II: OCD and PTSD. World J Biol 
Psychiatry. 2023;24:118-134.

15.	 Barberio B, Zamani M, Black CJ, Savarino EV, Ford AC. 
Prevalence of symptoms of anxiety and depression in 
patients with inflammatory bowel disease: a systematic 
review and meta-analysis. Lancet Gastroenterol Hepatol. 
2021;6:359-370.

16.	 DeMartini J, Patel G, Fancher TL. Generalized Anxiety 
Disorder. Ann Intern Med. 2019;170:ITC49-ITC64.

17.	 Kessler RC, Berglund P, Demler O, Jin R, Koretz D, 
Merikangas KR, et al. The epidemiology of major depressive 
disorder: results from the National Comorbidity Survey 
Replication (NCS-R). JAMA. 2003;289:3095-3105.

18.	 Alciati A, Atzeni F, Salaffi F, Sarzi-Puttini P. Onset and 
temporal sequencing patterns of comorbidity between 
lifetime major depression, panic disorder and fibromyalgia. 
Clin Exp Rheumatol. 2022;40:1194-1201. 

19.	 Roy-Byrne P, Veitengruber JP, Bystritsky A, Edlund MJ, 
Sullivan G, Craske MG, et al. Brief intervention for anxiety 
in primary care patients. J Am Board Fam Med. 2009;22:175-
186. 

20.	 Regier DA, Rae DS, Narrow WE, Kaelber CT, Schatzberg 
AF. Prevalence of anxiety disorders and their comorbidity 
with mood and addictive disorders. Br J Psychiatry Suppl. 
1998;(34):24-28. 

21.	 Fava M, Abraham M, Alpert J, Nierenberg AA, Pava JA, 
Rosenbaum JF. Gender differences in Axis I comorbidity 
among depressed outpatients. J Affect Disord. 1996;38:129-
133. 

22.	 Robins LN, Helzer JE, Weissman MM, Orvaschel H, 
Gruenberg E, Burke JD Jr, et al. Lifetime prevalence of 
specific psychiatric disorders in three sites. Arch Gen 
Psychiatry. 1984;41:949-958. 

23.	 Cervin M. Obsessive-Compulsive Disorder: Diagnosis, 
Clinical Features, Nosology, and Epidemiology. Psychiatr 
Clin North Am. 2023;46:1-16. 

24.	 Pazuniak M, Pekrul SR. Obsessive-Compulsive Disorder 
in Autism Spectrum Disorder Across the Lifespan. Child 
Adolesc Psychiatr Clin N Am. 2020;29:419-432. 

25.	 Perugi G, Akiskal HS, Pfanner C, Presta S, Gemignani A, 
Milanfranchi A, et al. The clinical impact of bipolar and 
unipolar affective comorbidity on obsessive-compulsive 
disorder. J Affect Disord. 1997;46:15-23.

26.	 Keller MB, Shapiro RW. “Double depression”: 
superimposition of acute depressive episodes on chronic 
depressive disorders. Am J Psychiatry. 1982;139:438-142. 



Psychiatry

MEDICINE AND PHARMACY REPORTS Vol. 97 / No. 2 / 2024: 143 - 148148  

27.	 Weissman MM, Leaf PJ, Bruce ML, Florio L. The 
epidemiology of dysthymia in five communities: rates, risks, 
comorbidity, and treatment. Am J Psychiatry. 1988;145:815-
819. 

28.	 Romagna EC, Mattos DMF, Lopes KG, Kraemer-Aguiar LG. 
Screening Risks of Alcohol Abuse, Depressive Symptoms, 
and Decreased Health-Related Quality of Life in Post-
Bariatric Patients and Their Relations to Weight Regain. 
Obes Surg. 2023:33:1797-1805.

29.	 Macía L, Jauregui P, Estevez A. Emotional dependence as 
a predictor of emotional symptoms and substance abuse in 
individuals with gambling disorder: differential analysis by 
sex. Public Health. 2023;223:24-32. 

30.	 Dostanic N, Djikanovic B, Jovanovic M, Stamenkovic 
Z, Đeric A. The Association Between Family Violence, 
Depression and Anxiety Among Women Whose Partners 
Have Been Treated for Alcohol Dependence. J Fam Violence. 
2022;37:313-324. 

31.	 Brook DW, Brook JS, Zhang C, Cohen P, Whiteman 
M. Drug use and the risk of major depressive disorder, 
alcohol dependence, and substance use disorders. Arch Gen 
Psychiatry. 2002;59:1039-1044. 

32.	 Schouten MJE, Ten Have M, Tuithof M, de Graaf R, 
Dekker JJM, Goudriaan AE, Blankers M. Alcohol use as 
a predictor of the course of major depressive disorder: a 
prospective population-based study. Epidemiol Psychiatr 
Sci. 2023;32:e14. 

33.	 Tirado Muñoz J, Farré A, Mestre-Pintó J, Szerman N, 
Torrens M. Dual diagnosis in Depression: treatment 
recommendations. Adicciones. 2018;30:66-76.

34.	 Konstantakopoulos G. Insight across mental disorders: 
A multifaceted metacognitive phenomenon. Psychiatriki. 
2019;30:13-16. 

35.	 Akiskal HS. Dysthymic disorder: psychopathology of 
proposed chronic depressive subtypes. Am J Psychiatry. 
1983;140:11-20.

36.	 Guerrero-Jiménez M, Carrillo de Albornoz Calahorro CM, 
Girela-Serrano B, Bodoano Sánchez I, Gutiérrez-Rojas L. 
Post-Psychotic Depression: An Updated Review of the Term 
and Clinical Implications. Psychopathology. 2022;55:82-92. 

37.	 Cladder-Micus MB, Speckens AEM, Vrijsen JN, T Donders 
AR, Becker ES, Spijker J. Mindfulness-based cognitive 
therapy for patients with chronic, treatment-resistant 

depression: A pragmatic randomized controlled trial. Depress 
Anxiety. 2018;35:914-924. 

38.	 Chen C. Recent advances in the study of the comorbidity 
of depressive and anxiety disorders. Adv Clin Exp Med. 
2022;31:355-358. 

39.	 Sherbourne CD, Wells KB. Course of depression in 
patients with comorbid anxiety disorders. J Affect Disord. 
1997;43:245-250. 

40.	 Pini S, Cassano GB, Simonini E, Savino M, Russo 
A, Montgomery SA. Prevalence of anxiety disorders 
comorbidity in bipolar depression, unipolar depression and 
dysthymia. J Affect Disord. 1997;42:145-153. 

41.	 Angst J. Comorbidity of anxiety, phobia, compulsion and 
depression. Int Clin Psychopharmacol. 1993;8 Suppl 1:21-
25.

42.	 Brown C, Schulberg HC, Madonia MJ, Shear MK, Houck 
PR. Treatment outcomes for primary care patients with major 
depression and lifetime anxiety disorders. Am J Psychiatry. 
1996;153:1293-1300. 

43.	 Health Quality Ontario. Internet-Delivered Cognitive 
Behavioural Therapy for Major Depression and Anxiety 
Disorders: A Health Technology Assessment. Ont Health 
Technol Assess Ser. 2019;19:1-199. 

44.	 Katona CLE, Manela MV, Livingston GA. Comorbidity 
with depression in older people: The Islington 
study. Aging & Mental Health. 1997;1:57-62. DOI: 
10.1080/13607869757380

45.	 Cottraux J, Mollard E, Bouvard M, Marks I. Exposure 
therapy, fluvoxamine, or combination treatment in obsessive-
compulsive disorder: one-year followup. Psychiatry Res. 
1993;49:63-75. 

46.	 Hantouche EG, Angst J, Demonfaucon C, Perugi G, 
Lancrenon S, Akiskal HS. Cyclothymic OCD: a distinct 
form? J Affect Disord. 2003;75:1-10.

47.	 Hämäläinen J, Kaprio J, Isometsä E, Heikkinen M, 
Poikolainen K, Lindeman S, et al. Cigarette smoking, 
alcohol intoxication and major depressive episode in a 
representative population sample. J Epidemiol Community 
Health. 2001;55:573-576. 

48.	 Corruble E, Ginestet D, Guelfi JD. Comorbidity of personality 
disorders and unipolar major depression: a review. J Affect 
Disord. 1996;37:157-170. 


