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ABSTRACT

Objective: To assess the frequency of comorbidities of mental and behavioral disorders
(CMBD) in psychoactive substance (PAS)-dependent patients with different periods of abs-
tinence cared for at Alcohol and Other Drug Psychosocial Care Centers (CAPS-ad). Method:
All patients under treatment in the two CAPS-ad of the city of Uberlandia-MG, between April
and September 2010, were consecutively assessed. The ICD-10 symptom checklist was used
to diagnose CMBD; additional information was obtained from interviews and medical re-
cords. The patients were divided according to duration of abstinence: < 1 week (Group 1);
1-4 weeks (Group 2); and > 4 weeks (Group 3). Results: Of all patients assessed, 62.8% were
diagnosed with CMBD, which were more frequent (p < 0.05) in Group 1 (72%) than Group
3 (54.2%), and both groups were similar to Group 2 (61%). Depressive and anxiety disorders
were more frequent among patients of Group 1. Mood disorders were more frequent (p
< 0.05) in women [22/34 (65%) vs. 54/154 (35.1%)], whereas psychotic disorders were more
frequent (p = 0.05) in men [16/154 (10.4%) vs. 0. The presence of CMBD was associated with
more severe clinical conditions. Conclusions: The higher frequency of diagnosis of CMBD in
patients of Group 1 may have resulted from the difficulties in distinguishing mental disorders
that are due to PAS intoxication or withdrawal from those that are not. However, to make the
diagnosis of CMBD, even during detoxification, can increase the likelihood of better response
to treatment.

RESUMO

Objetivo: Avaliar a frequéncia de comorbidades de transtorno mental e comportamental
(CTMC) em pacientes dependentes de substancias psicoativas (SPA) em Centros de Atencdo
Psicossocial de Alcool e outras Drogas (CAPS-ad), com diferentes perfodos de abstinéncia.
Método: Avaliaram-se, consecutivamente, todos o0s pacientes que estavam em tratamento
nos dois CAPS-ad de Uberlandia-MG, entre abril e setembro de 2010. Para o diagndstico de
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Palavras-chave
Comorbidade, diagnostico
duplo (psiquiatria),

CTMC, utilizou-se o Checklist de sintomas da CID-10; informagdes adicionais foram obtidas
em entrevistas e em prontudrios. Os pacientes foram divididos de acordo com o tempo de
abstinéncia: < 1 semana (Grupo 1), 1-4 semanas (Grupo 2) e > 4 semanas (Grupo 3). Resul-
tados: Dentre todos, 62,8% tiveram diagnéstico de CTMC, que foi mais frequente (p < 0,05)
no Grupo 1 (72%) do que no Grupo 3 (54,2%); ambos os grupos foram semelhantes ao Grupo
2 (61%). Transtornos depressivos e de ansiedade foram mais frequentes entre pacientes do
Grupo 1. Transtornos de humor foram mais frequentes (p < 0,05) em mulheres [22/34 (65%)
vs. 54/154 (35,1%)], enquanto transtornos psicéticos foram mais frequentes (p = 0,05) em
homens [16/154 (10,4%) vs. 0]. CTMC associou-se a piores condicdes clinicas. Conclusdes:
Maior frequéncia de diagnostico de CTMC entre pacientes do Grupo 1 pode ser decorrente
das dificuldades de se diferenciar transtornos mentais que sdo decorrentes ou independen-
tes da intoxicacdo ou suspensao da SPA. Porém, fazer o diagndstico de CTMC, mesmo duran-

dependéncia (psicologia),
alcoolismo.

INTRODUCTION

Substance use disorders (SUD), i.e., dependence on or abuse
of a PAS, can be associated with other mental and behavio-
ral disorders (MBD), which are known as co-occurring, dual
diagnosis or comorbidities. Individuals with SUD associated
with comorbidities of MBD (CMBD) had more severe symp-
toms, reported greater suffering and consequently sought
treatment more often, when compared to those without
comorbidities. However, patients with CMBD showed poo-
rer adherence to treatment, frequent and faster relapses, a
higher occurrence of social problems and decreased treat-
ment compliance’.

Comorbidities of MBD range from “high-prevalence,
low-impact” disorders such as depression and anxiety,
to "low-prevalence, high-impact” severe mental illnesses
such as psychosis and major mood disorders?. The causes
of CMBD in SUD patients may include coincidence, com-
mon genetic vulnerability, common neural substrate, un-
derlying shared origins, self-medication, and lifestyle??.
Diagnosing CMBD in SUD patients is important because
it enables both disorders to be treated. This treatment can
be performed sequentially, simultaneously or in an inte-
grated way, depending on the type and severity of the two
disorders®>.

The frequencies and interference of CMBD associated
with SUD have been studied since the 1980s. The first ma-
jor epidemiological study that assessed the prevalence of
CMBD in alcohol and/or other drug-dependent individuals
was conducted in the United States between 1980 and 1984
(Epidemiologic Catchment Area — ECA)®. This study showed
a prevalence of CMBD in 37% of alcohol-dependent indivi-
duals and in 53% of other drug-dependent (excluding al-
cohol) individuals. Since then, clinical and epidemiological
studies conducted in several countries have found high
prevalences of CMBD associated with SUD, showing that
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te a desintoxicacdo, pode aumentar as chances de resposta ao tratamento.

the presence of CMBD in SUD individuals is the norm, rather
than the exception’®,

However, these studies show a wide variation in the pre-
valence of CMBD, which could be attributed to several fac-
tors. For instance, there is no consensus on the definition of
comorbidity; narrow definitions commonly limit comorbid-
ity to the co-occurrence of severe mental illness with concur-
rent substance use, while broad definitions can encapsulate
all mental health disorders and any level and combination
of substance use problems?. Additionally, the prevalence of
CMBD may vary according to the type of study (clinical or
epidemiological), the type of service where it was conduct-
ed, the assessment method used, sample socio-demograph-
ic characteristics, the drug availability in the community and
the geographic region studied®.

Moreover, it may be difficult to separate psychiatric disor-
ders from the symptoms of substance abuse, intoxication or
withdrawal. Therefore, the Diagnostic and Statistical Manual
of Mental Disorders, Fourth Edition (DSM-IV) of the American
Psychiatric Association recommends that the assessment to
diagnose CMBD should be performed with individuals who
have been abstinent for at least four weeks?. However, many
studies did not describe the duration of abstinence before
the CMBD was diagnosed®'®, or they showed a variation in
the period of abstinence examined' ™.

A literature review was conducted and there were no
studies that assessed the prevalence of CMBD among SUD pa-
tients according to the period of abstinence, using the same
assessment method to diagnose comorbidities. In view of the
relevance of this theme, the present study aimed to assess
and compare the prevalence of diagnosis of CMBD in patients
with chemical dependency (CD) cared for at Alcohol and
Other Drug Psychosocial Care Centers (CAPS-ad, in the Portu-
guese acronym), according to the duration of abstinence, and
to compare socio-demographic data and some clinical condi-
tions between patients with and those without CMBD.



METHODS

Ethical issues

The present study was approved by the Uberlandia Federal
University Research Ethics Committee (Official Opinion 156/10)
and the research was conducted according to the standards
required by the Declaration of Helsinki. An informed consent
form was signed by each patient for their participation. Indivi-
dual interviews were conducted in a reserved location.

Setting

This cross-sectional study was conducted in both CAPS-ad |l
in the city of Uberlandia, MG, Brazil, between April and Sep-
tember 2010. The CAPS-ad Il are outpatient care institutions
that serve adult patients (> 18 years of age) with disorders
resulting from the abuse of or dependence on PAS.

Health care is provided by multi-professional teams in
two daily shifts (morning/afternoon) in one of the CAPS-ad
and in three shifts (morning, afternoon and evening until 9:00
pm) in another one, from Mondays through Fridays. After
being received without a previous appointment and as-
sessed by professionals, patients are provided the type of
treatment that meets their needs, i.e. intensive, semi-inten-
sive and non-intensive care. Patients in crisis or in need of de-
toxification are referred to locations where they can be hos-
pitalized, i.e. municipal health units or the Uberlandia Federal
University Clinical Hospital. In 2010, a total of 650 individuals
were registered to be cared for in the two CAPS-ad.

Procedures

All patients under treatment in the two CAPS-ad during the
period of data collection were approached consecutively.
The research objectives were explained to them and they
were subsequently invited to participate in the study. None
of the patients approached refused to participate. Patients
who were under the effect of PAS, experiencing a crisis of
abstinence or severe psychotic episodes, taking high psycho-
active drug doses that hindered diagnostic assessment, and
those with dementia were excluded from this study. Inter-
views were conducted by one of the authors (Costa-MLP),
a psychologist with experience in the treatment of patients
with mental disorders, including SUD patients. Prior to data
collection, this researcher was trained to use the ICD-10 symp-
tom checklist for MBD, version 1.1, with patients of the CAPS-
-ad. The results obtained were compared with the psychiatric
assessment noted in the medical records and there was a
good level of agreement between them. Mean assessment
time for each patient was one hour and fifty minutes.

Main outcomes measures

First of all, a structured questionnaire was used to obtain so-
cio-demographic data (age, sex, marital status, self-reported
skin color, level of education and monthly minimum wage);
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and information about childhood (family composition, fa-
mily disruption, maltreatment and sexual abuse), about PAS
use (onset, PAS used, previous treatment for CD) and about
mental health (perception of other MBD apart from CD or
having such condition, onset and symptoms present, pre-
vious treatments, psychiatric hospitalizations, and suicide
attempts). The ICD-10 symptom checklist for MBD, version
1.1, was used to diagnose mental disorders, including SUD.
This checklist is a semi-structured instrument translated by
Oliveira and Cordioli' and used to assess psychiatric symp-
toms and syndromes in the FO to F6 categories. In addition,
this checklist is divided into categories that comprise a list
of symptoms and states that should be either included in
or excluded from each disorder. These lists are followed by
instructions that can help the user to consider other possi-
ble syndromes and, consequently, the use of other checklist
categories. These categories also offer the possibility of re-
cording the onset, severity and duration of the syndrome, in
addition to the number of episodes. The ICD-10 symptom
checklist was found to be a reliable diagnostic tool (overall
kappa 0.72), and this tool can be used by psychiatrists and
psychologists without previous training'. Symptoms of an-
xiety, depression, hallucinations and delirium were not con-
sidered to be positive when they were exclusively associated
with recent PAS use, but rather when they were present du-
ring a certain period, according to the duration and number
of episodes throughout life.

Mental status assessment was conducted according to
behavioral observations and questions made during the in-
terview, including the following areas: consciousness, me-
mory, intellect, speech, thought process and content, per-
ception, mood, affectivity and appearance, based on the
norms proposed by international diagnostic assessment
directives'®. Data collection from medical records was per-
formed aiming to search for additional sources of informa-
tion about the patient, such as data on previous and/or cur-
rent treatment and information about mental health.

After the interviews were conducted, patients were di-
vided into three groups: those with a period of abstinence
shorter than one week (Group 1), between one and four
weeks (Group 2) and longer than four weeks (Group 3).

Data analyses

Data were organized, tabulated and analyzed with the Statis-
tical Package for the Social Sciences software (SPSS version
17.0, IBM Inc,, Chicago, IL, USA, 2008). A descriptive analysis
was made to characterize the sample. The frequencies of
CMBD were compared between the three groups and the
clinical and socio-demographic variables were compared
between patients with and without CMBD. Chi-square test
or Fisher's exact test was used to compare the frequencies of
the variables analyzed. Student’s t test was used to compare
mean ages. A p < 0.05 was considered to be significant.
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RESULTS

In the present study, a total of 188 patients were analyzed, of
which 154 (81.9%) were males and 34 (18.1%) were females,
with a mean age and standard deviation of 38.5 + 9.9 years,
varying between 18 and 73 years. All of them met the diag-
nostic criteria for PAS dependence syndrome: 88 (46.8%) had
multiple drug dependence, 87 (46.3%) were dependent on
alcohol exclusively, 10 (5.3%) on cocaine, 2 (1.1%) on canna-
binoids and 1 (0.5%) on sedatives; in addition, 134 (71.3%)
were also dependent on tobacco.

Of all patients, 118 (62.8%) were diagnosed with a cer-
tain MBD; 40.4% met the diagnostic criteria for mood disor-
ders, with a predominance of depressive disorders (33.0%);
18.6% were diagnosed with neurotic disorders, stress and
somatoform disorders, with a predominance of anxiety dis-
orders (13.8%); 10.19% met the diagnostic criteria for disorders
of adult personality and behavior with a predominance of
dissocial personality disorders (4.2%); and 8.5%, for schizo-
phrenia, schizotypal personality disorder and persistent
delusional disorder, with a predominance of schizophrenia
(5.3%). A total of 28 (14.9%) patients were diagnosed with
more than one CMBD (Table 1).

Diagnoses of CMBD were more frequent (p = 0.04) in
Group 1 patients (72.0%) than those in Group 3 (54.2%), and

there were no significant differences between Group 1 and
Group 2 patients (61.0%), nor between Group 2 and Group
3 patients. The frequencies of depressive disorders or other
anxiety disorders were numerically higher in Group 1 patients
than Group 3 patients, without a significant difference be-
tween them. However, when these two variables were ana-
lyzed together, they were more frequent (p = 0.00) in Group 1
(46%) than in Group 3 (25%). The frequencies of persistent de-
lusional disorder, schizoaffective, schizotypal and schizophre-
nia analyzed together were higher (p = 0.04) in Group 3 (10
[13.9%]) than in Group 1 (3 [4%)]) and there were no differen-
ces between Group 2 (3[7.3%]) and Group 1 or Group 3 (Table
1). Mood disorders were more frequent in women, whereas
psychotic disorders were more frequent in men (Table 2).

There were no significant differences in the socio-demo-
graphic characteristics assessed between patients with and
without CMBD, nor among patients with different periods
of abstinence. The majority of patients assessed reported
they were single/divorced/separated (64.9%), had a primary
school level of education or lower, were white, had a religion,
received a monthly personal income lower than one mini-
mum wage and were unemployed (Table 3).

Child maltreatment, including sexual abuse, was more
frequent (p = 0.00) in patients with a CMBD (80 [67.8%)] vs.
30 [42.8%]). By comparing patients with and those without

Table 1. Frequencies of comorbidities of mental and behavioral disorders (CMBD) in the patients assessed (n = 188): Group 1 (n = 75),

Group 2 (n=41) and Group 3 (n=72)

Group 1 Group2 Group3 Total
MBD associated with (D
n % n % n % n %

Mood disorders

Depressive episode (F32) 19 253 1 26.8 13 18.0 43 229

Recurrent depressive disorder (F33) 1 14.7 3 73 5 6.9 19 10.1

Persistent mood disorder (F 34) 5 6.7 3 73 3 4.2 n 5.8

Bipolar affective disorder (F 31) 0 2 49 1 14 3 1.6
Neurotic, stress-related and somatoform disorders

Other anxiety disorders (F 41) 16 213 3 73 7 9.7 26 13.8

Dissociate disorders (F 44) 1 13 1 24 2 2.8 4 2.1

Specific phobias (F 40.2) 1 13 1 24 0 2 11

Reaction to severe stress and adjustment disorders (F43) 1 13 1 24 0 2 11

Obsessive-compulsive disorder (F 42) 0 1 24 0 0 1 0.5
Disorders of adult personality and behavior

Dissocial personality disorder (F 60.2) 5 6.7 1 24 2 2.8 8 4.2

Emotionally unstable personality disorder (F 60.3) 3 4.0 1 24 2 2.8 6 3.2

Schizoid (F 60.1); Dependent (F 60.7); Others (F 60.8) 2 2.7 3 73 0 5 2.7
Schizophrenia, schizotypal disorder and delusional

Schizophrenia (F 20) 2 2.7 2 49 6 8.3 10 5.3

Persistent delusional disorder (F 22) 1 13 0 2 2.8 3 1.6

Schizoaffective disorder (F 25) 0 1 24 1 14 2 1.1

Schizotypal disorder (F 21) 0 0 1 14 1 0.5
More than one comorbidity 13 173 9 220 6 8.3 28 14.9
Total 54 72.0* 25 61.0 39 54.2% 18 62.8

*p=10.04. Chi-square test: Group 1> Group 3.
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CMBD, there were no statistically significant differences in
the frequencies of family members who showed PAS use/
abuse, occurrences of disrupted families or children staying

only with the mother after family disruption (Table 4).

Among the clinical conditions assessed, the frequencies
of the following aspects were significantly higher in patients
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with CMBD than in those without comorbidities: external
cause injuries, perception of having an MBD other than CD
or of having a certain psychological problem, being involved
in fights and aggressions, hospitalizations in psychiatric hos-
pitals or in general hospitals, legally prescribed drugs use,
suicide attempts and previous CD treatment (Table 5).

Table 2. Frequency of comorbidities of mental and behavioral disorders (MBD) associated with chemical dependency among males (n

= 154) and females (n = 34)

Female Male Total
MBD (n = 34) (n = 154) p* (n = 188)
n % n % n %

Mood disorders 22 65.0 54 351 0.00 76 404
Neurotic disorders associated with stress and somatoform disorders 8 23.5 27 17.5 0.57 35 18.6
Personality disorders 5 14.7 14 9.1 0.52 19 10.1
Schizophrenia, schizotypal personality disorder and persistent delusional 0 16 10.4 0.05 16 8.5
disorder

More than one comorbidity 8 23.5 20 13.0 0.19 28 14.9
Total 25 73.5 923 60.4 0.22 118 62.8

* Chi-square test or Fisher exact test.

Table 3. Socio-demographic characteristics of the patients assessed (n = 188), with (n = 118) or without (n = 70) comorbidities of mental
and behavioral disorders (CMBD) associated with chemical dependency

Variables With (MBD Without (MBD » Total
n % n % n %
Age (mean £ SD) 37.9+91 394+11.2 0.33 38.5+99
Sex 0.22
Male 93 78.8 61 871 154 81.9
Female 25 21.2 9 12.8 34 18.1
Skin color 0.74
White 80 67.8 51 72.8 131 69.7
Mixed 29 24.6 14 20.0 43 22.9
Black 9 7.6 5 71 14 74
Practices a religion 0.75
Yes 92 78.0 59 843 151 80.3
No 26 220 1 15.7 37 19.7
Marital status 0.10
Single 48 40.7 20 28.6 68 36.2
Married/cohabitating 35 29.7 31 443 66 35.1
Divorced/separated 35 29.7 19 271 54 28.7
Level of education 0.78
< primary school 83 70.3 52 743 135 71.8
> secondary school 35 29.7 18 25.7 53 28.2
Occupation 0.69
Unemployed 56 474 31 443 87 46.3
Formal work 29 24.6 19 271 48 255
Informal work 18 15.2 14 20.0 32 17.0
Retired/Beneficiary 15 12.7 6 8.6 21 1.2
Personal income** 0.40
01—1 85 72.0 48 68.6 133 70.7
11—I3 28 23.7 21 30.0 49 26.1
>4 5 4.2 1 1.4 6 3.2

SD: standard deviation (years). CD: Chemical dependency. * Student’s t test or chi-square test (with comorbidity = without comorbidity). ** Minimum wage.
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Table 4. Data on the childhood of patients assessed (n = 188), with (n = 118) or without (n = 70) comorbidities of mental and behavioral

disorders (CMBD) associated with chemical dependency

With (MBD Without CMBD Total
Variables p
n % n % n %
Maltreatment during childhood 59 50.0 23 32.8 0.03* 82 43.6
Sexual abuse during childhood 2 17.8 7 10.0 0.21 28 14.9
PAS use by family members 91 771 52 743 0.79 143 76.1
Family structure 0.70
Parental separation 43 36.4 25 35.7 68 36.2
Nuclear family 28 273 21 30.0 49 26.1
Death of father/mother 31 26.7 17 243 48 25.8
Abandonment 8 6.9 5 7.2 13 7.0
Single mother 8 6.8 2 2.8 10 53
Family disruption 90 76.3 49 70.0 0.44 139 739
Stayed with the mother 51 56.7 28 571 79 56.8
Stayed with relatives 21 233 13 26.5 34 24.5
Stayed with the father 9 10.0 5 10.2 14 10.1
Adoption 4 44 1 2.0 5 3.6
Stayed with non-relatives 4 44 1 2.0 5 3.6
Shelter 1 11 1 2.0 2 1.4

Chi-square test; * with CMBD > without CMBD. Percentages calculated considering the valid responses.

Table 5. Clinical characteristics of the patients assessed (n = 188), with (n = 118) or without (n = 70) comorbidities of mental and

behavioral disorders (CMBD) associated with chemical dependency

With (MBD Without C(MBD Total
Variables ]
n % n % n %
External cause injuries** 100 84.7 48 68.6 0.01* 148 78.7
Perception of having other MBD 100 84.7 26 371 0.00* 126 67.0
Perception of having psychological disorder 94 79.7 31 443 0.00* 125 66.5
Fights and aggressions 74 62.7 30 0.8 0.01* 104 55.3
Hospitalization in general hospital 69 58.5 29 414 0.03* 98 521
Regular psychoactive drug use 96 81.4 26 371 0.00* 122 64.9
Suicide attempt(s) 54 45.8 1 15.7 0.00% 65 34.6
Previous (D treatment 104 88.1 49 70.0 0.04* 153 81.4
Controlled environment
Therapeutic community 58 49.2 26 371 0.95 84 44.7
Penitentiary 39 33.0 17 243 0.91 56 28.2
Hospitalization in psychiatric hospital 53 449 14 20.0 0.00* 67 35.6
* Chi-square test (with morbidity > without comorbidity). ** With CMBD: traffic accident (N = 47), sharp object injury (N = 43), firearm injury (N = 10). Without CMBD: traffic accident (N = 30), sharp object injury; (N = 12), firearm
injury (N=6).
DISCUSSION re, in the latter study, the frequencies of the following diag-

Frequency of diagnosis of CMBD associated
with CD

Of all patients, two thirds of them had a certain diagnosis of
CMBD associated with CD. These results are similar to those
found in a clinical study conducted in Toronto, Canada, in
which the Diagnostic Interview Schedule was used to make
the diagnosis of comorbidities (68.4%)'" and to another per-
formed in Sdo Paulo, Brazil, in which authors used the same
assessment tool adopted in this study (67.7%)'°. Furthermo-
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noses were also similar to those found in the present study:
depressive disorders (33.9%), anxiety disorders (11.5%), per-
sonality disorders (16.1%) and schizophrenia (2.6%).

In Group 1, 72% of patients had a certain diagnosis
of CMBD, a result that was lower than those observed in
another clinical study carried out in Alaska, USA, conducted
in patients with the same period of abstinence in an alcohol
detoxification center (82%)'. This study used the Brief Symp-
tom Inventory as a diagnostic tool and showed frequencies
of diagnoses of depressive disorders (74.2%) and anxiety



disorders (73.5%) that were higher than those observed in
the present study.

Of all patients with a period of abstinence longer than
one week (Groups 2 and 3), 56.6% were diagnosed with
CMBD. These results were lower than those found in a study
conducted in the city of Sdo Paulo, Brazil, in which patients
with CD showed the same period of abstinence (72%)'2. This
study used the Research Diagnostic Criteria as an assess-
ment tool and found frequencies of depressive disorders
(32%), anxiety disorders (8%), dissocial personality disorder
(2%) and schizophrenia (8%) that were similar to those of the
present study.

In Group 3, 54.2% of patients had a certain diagnosis of
CMBD, a frequency that was higher than that found by Heilig
et al”® in a study performed in Sweden in patients with CD
and a period of abstinence longer than three weeks (42%),
using the Structured Clinical Interview for DSM disorders.

The frequency of diagnosis of CMBD in Group 1 patients
was higher than that in Group 3 patients, and the higher
frequencies of depressive disorders and anxiety disorders in
the former were what mainly distinguished one group from
the other. High levels of anxiety or depression can be pro-
duced by the effects of PAS in the stage of intoxication or
withdrawal of such substances®'®. Such effects can remain
for some days and disappear, unless these disorders are
primary and continue to persist after many weeks of absti-
nence. For these reasons, it is recommended that a patient’s
follow-up should occur during a significant time for the diag-
nosis of other MBD to be reliable, and that this time could be
different, depending on the PAS used'. A higher frequency
of these disorders in Group 1 was observed in the present
study, even if such diagnoses were considered to be positive
when found throughout a certain period of time, rather than
associated with recent PAS use exclusively.

Individuals seeking treatment due to SUD frequently
have a history of recent PAS use and difficulties maintaining
abstinence. The great challenge of clinicians who care for
SUD patients is to distinguish symptoms caused by PAS in-
toxication or withdrawal from those that are primary mental
disorders. Symptoms related to drug abuse, such as nervous-
ness, tension, agitation, depressed mood and loss of moti-
vation, may also be symptoms included in the diagnostic
criteria for mental disorders, e.g. generalized anxiety disorder
and depressive disorder®. For these reasons, the frequency of
diagnosis of CMBD in these patients may be overestimated.

However, it is important to identify these mood and/or
anxiety disorders in patients with CD and they should not
remain untreated, according to the assumption that these
symptoms are due to PAS intoxication or abstinence. Severe
mood disorders that are not treated can lead to relapses and
even death by suicide'. In addition, it is believed that mak-
ing a diagnosis of CMBD is important, even in the period of
detoxification, as this increases the likelihood of individuals’
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needs being adequately met and of better adherence to
treatment'.

In this study, it was observed that the frequencies of
diagnoses of schizophrenia, persistent delusional disorders,
schizoaffective disorders and schizotypal disorders were
higher in Group 3 than in Group 1. This could be associated
with the fact that patients experiencing a crisis were exclu-
ded, due to the difficulty in distinguishing previous psy-
chotic symptoms from psychotic symptoms induced by PAS
use or abstinence'. Another reason for this could be the fact
that patients who have more severe MBD are referred to psy-
chiatric institutions to be hospitalized when it is necessary
and they only return to the CAPS-ad for CD treatment after
longer periods of abstinence have passed.

Mood disorders, especially depressive disorders, were
more frequent in women. In several other studies, it was also
observed that depression is more common in women than
men and that two thirds of women with SUD first have de-
pression’. In these cases, PAS could have been used as self-
medication. Psychotic disorders were more frequent in men,
which is in agreement with what has been described in an-
other study?.

Socio-demographic data of the patients assessed

With regard to the socio-demographic data analyzed, the
results of the present study are similar to those observed
in other Brazilian studies conducted in individuals with CD
undergoing treatment, such as the predominance of male
patients'>?, with a mean age of approximately 35 years''?,
white, not married'?, and with incomplete or complete
primary education®. PAS use has been found to negative-
ly affect conjugal relationships, with higher risks of violent
behavior in couples, resulting in separations?'. The large
number of unemployed individuals or informal workers, with
a personal income predominantly lower than one minimum
wage, and their low level of education could reflect the so-
cial impairment of these patients, who show higher risks of
psychosocial problems such as school and work negligence
and difficulties in assuming responsibilities?’. The low levels
of education and financial income could also be due to cha-
racteristics of the patients who usually seek the public health
care network, which serves the portion of the population
that does not have access to any other type of health care.

The majority of patients reported they had a religion;
patients undergoing SUD treatment frequently seek a reli-
gion. It is believed that religiosity has an inhibitory effect on
PAS use, encourages abstinence, raises self-esteem and pro-
motes new social inclusion?,

There were no significant differences in socio-demo-
graphic data between patients with and without CMBD.
These results differ from those described in a review study
which found that patients with CMBD associated with SUD
more frequently show loss of productivity, difficulties in
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maintaining jobs and a worse level of global functioning
than those without comorbidities, imposing a greater eco-
nomic burden on their families'.

Conditions associated with the patients’
childhood

Child maltreatment, including sexual abuse, was more fre-
quent in patients with CMBD. There could be a close rela-
tionship between maltreatment and adverse conditions
during childhood, with symptoms of depression, mania®,
some personality disorders in early adulthood?, high risk of
interpersonal difficulties during adolescence and suicidal
behavior®. Children and adolescents who were exposed to
negative experiences could have feelings of abandonment
and emotional problems, when PAS use becomes a way of
avoiding psychological suffering and a relief from anxiety
and anger®.

Similar high frequencies of PAS use in family members
and of family disruption in patients with or without CMBD
were observed. A review study found that these two condi-
tions are risk factors for PAS use?”. The majority of patients
stayed with the mother after family disruption. There is clini-
cal evidence that the absence of the father or impairment of
paternal function aspects could be a relevant factor for the
onset and maintenance of SUD?. These adverse conditions
can be interrelated and consequently hinder an individual's
development, which may contribute to the appearance of
CMBD and to PAS use disorders.

Aspects associated with the clinical conditions
assessed

Patients with CMBD reported external cause injuries and
suicide attempts more frequently. Individuals with mental
illness, especially more severe disorders, and with concur-
rent SUD show a higher prevalence of violent behavior and
personal harms?. In addition, depressive disorders (major
depressive episode or dysthymia) influence cognitions and
behaviors associated with suicide, regardless of the presence
of PAS use disorders, and the risk of suicide in certain indivi-
duals can be increased by the presence of SUD%. Furthermo-
re, the risk of mood disorder, SUD and suicidal behavior may
increase in patients who have anxiety disorders and use PAS
as self-medication to relieve symptoms™®.

Patients with CMBD more frequently perceived that they
had a certain mental disorder or psychological problems
apart from CD, were involved in fights and aggressions, were
hospitalized in a general or psychiatric hospital, used legally
prescribed drugs and underwent previous CD treatments. In
other studies it was observed that patients with CMBD, es-
pecially those with more severe disorders, may have higher
rates of aggression, detention due to illegal acts, suicide,
relapses, spending on treatment, re-hospitalizations, longer
hospitalization periods and greater medical service use'.
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Clinical implications

The present study revealed a high frequency of CMBD
among patients with CD who sought the CAPS-ad, and the-
se diagnoses need to be made to optimize treatment. The
relevance of waiting for at least one month of abstinence
before a diagnosis of CMBD can be defined should be em-
phasized, especially when it comes to diagnoses of depres-
sive disorders and anxiety disorders. However, diagnosing
CMBD, even in the period of detoxification, can increase the
likelihood of individual needs being adequately met and of
better adherence to treatment. As this study had a cross-sec-
tional design, patients in Groups 1 and 2 were not reassessed
to confirm diagnoses after longer periods of abstinence. This
should be performed in future cohort studies.

Study limitations

One of the limitations of the present study was the fact that
a specific sample was assessed. Patients being treated in
CAPS-ad usually have a more severe condition. Consequen-
tly, the results found may not represent what occurs in SUD
individuals in the population. The assessment of patients by
a single researcher did not enable an agreement of diagnosis
to be obtained. However, it is believed that the use of a stan-
dardized tool could reduce reliability bias.

CONCLUSIONS

The results of the present study show that among patients
who sought treatment in the CAPS-ad: 1) approximately
two thirds were diagnosed with a certain CMBD, and the fre-
quency of such diagnoses was higher in patients with a shor-
ter period of abstinence; 2) depressive disorders and anxiety
disorders were more frequent in patients with shorter pe-
riods of abstinence; 3) mood disorders were more frequent
in women, while psychotic disorders were more frequent in
men; 4) patients with a diagnosis of CMBD more frequently
experienced maltreatment during childhood, had external
cause injuries, perceived that they had a certain mental di-
sorder or psychological problem apart from CD, were invol-
ved in fights and aggressions, were hospitalized in general or
psychiatric hospitals, used legally prescribed drugs and had
a higher number of suicide attempts; 5) there were no di-
fferences in socio-demographic data between patients with
and without CMBD.
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