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Dual disorders in individuals under treatment
for both alcohol and cocaine: Madrid study
on the prevalence of dual disorders
José Luis Palomo,1 Francisco Arias,1 Néstor Szerman,2 Pablo Vega,3 Ignacio Basurte,2 Beatriz Mesías3

ABSTRACT

Introduction. Descriptive data about co-occurrence of alcohol and cocaine consumption is scarce, despite 
its important prevalence. Dual disordes shows high prevalence in clinical samples, and patients report worse 
evolution and need more health services. Objective. To compare psychopathology in patients in treatment 
with lifetime alcohol and cocaine (Alc + Coc) substance use disorder (SUD) with subjects with alcohol but not 
cocaine (Alc) lifetime SUD and cocaine but not alcohol (Coc) SUD. Method. The sample consisted of 837 out-
patients from Madrid, Spain, under treatment in substance misuse or mental health units. Two analyses were 
made: we compared subjects in the Alc + Coc (n = 366) to the Alc group (n = 162), and then to the Coc group 
(n = 122). Socio-demographic variables were addressed by interview. The Mini International Neuropsychiatric 
Interview (MINI) was used to evaluate Axis I disorders and the Personality Disorder Questionnaire (PDQ) to 
evaluate Personality Disorders (PD). Results. Compared to Alc group, patients in the Alc + Coc group were 
younger, had different socio-demographic characteristics, had more proportion of cannabis and opioid SUD, 
had less proportion of major depressive disorder, obsessive and depressive PD, more proportion of antisocial 
PD and lower suicide risk. Compared to the Coc group, they had more cannabis SUD and lower opioid SUD, 
showed higher prevalence of bipolar disorder, general anxiety disorder, paranoid, histrionic and dependent 
PD. Discussion and conclusion. We present a cross-sectional study describing comorbidity of dual disordes 
on treatment-seeking concurrent alcohol and cocaine problematic users. This concurrence showed different 
dual disordes prevalence profile than single users in some specific mental disorders.
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RESUMEN

Introducción. La patología dual presenta una alta prevalencia en muestras clínicas. Estos pacientes sufren 
mayor comorbilidad y requieren más servicios. Existen escasos datos de comorbilidad por alcohol y cocaína. 
Objetivo. Valorar datos sociodemográficos, prevalencias de trastorno por uso de sustancias (TUS), trastorno 
mental y trastornos de personalidad en pacientes con trastorno por uso de alcohol y cocaína frente a pacien-
tes con uno de los dos TUS. Método. La muestra incluyó 837 pacientes procedentes de Centros de Salud 
Mental y Centros de Atención a Drogodependientes. Se realizaron dos análisis: se comparó el grupo de al-
cohol y cocaína (Alc + Coc, n = 366) con el grupo de alcohol (Alc, n = 162), y posteriormente con el grupo de 
cocaína (Coc, n = 122). Se recogieron variables sociodemográficas y sobre TUS mediante entrevista, diag-
nósticos de trastorno mental del eje I mediante la entrevista estructurada Mini International Neuropsychiatric 
Inerview (MINI) y los trastornos de personalidad mediante el Personality Disorder Questionnaire (PDQ). 
Resultados. Los pacientes del grupo Alc + Coc frente al grupo Alc presentaban diferencias sociodemográ-
ficas significativas, mayor prevalencia de TUS asociados, riesgo más alto de suicidio y mayor proporción de 
trastorno antisocial de personalidad. Además, tenían menor prevalencia de trastornos depresivos. Frente al 
grupo Coc presentaron mayor prevalencia de trastorno por consumo de cannabis, pero menor de opioides 
y mayor prevalencia de trastorno bipolar, trastorno de ansiedad generalizada y trastornos de personalidad. 
Discusión y conclusión. Los pacientes comórbidos para alcohol y cocaína presentaron un distinto perfil de 
prevalencia de algunos trastornos mentales específicos.

Palabras clave: Alcohol, cocaína, patología dual, comorbilidad.
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INTRODUCTION

Dual disorders is defined as the presence of an addictive 
disorder and a mental health disorder in an individual with-
in a specific time (Volkow, 2007). This comorbidity is com-
mon, as indicated by epidemiological studies on general 
population (Kessler et al., 1997; Regier et al., 1990) and 
clinical samples (Weaver et al., 2003). The comorbidity is 
associated with a greater use of health services, different 
phenotypes, more severe symptoms, greater functional dis-
ability, and a worse evolutionary course (Burns & Teesson, 
2002; Weaver et al., 2003).

There are very different subgroups comprised under 
the term dual disorders. The co-occurrence of alcohol and 
cocaine is frequently found in dual disorders samples, and 
it has been studied as a separate subgroup both in general 
population (Carroll, Rounsaville, & Bryant, 1993; Grant 
& Harford, 1990; Hedden, Malcolm, & Latimer, 2009; 
Johnson, Cottler, O’Leary, & Abdallah, 2010; Moss, Gold-
stein, Chen, & Yi, 2015; Stinson et al., 2005; Suttajit, Kit-
tirattanapaiboon, Junsirimongkol, Likhitsathian, & Srisura-
panont, 2012; Windle & Miller-Tutzauer, 1991) and clinical 
(Brady, Sonne, Randall, Adinoff, & Malcolm, 1995; Brown, 
Seraganian, & Tremblay, 1994; Heil, Badger, & Higgins, 
2001; Vanek et al., 1996; Walsh et al., 1991) settings. Up 
to 60-80% of either alcohol or cocaine treatment-seeking 
individuals share both SUDs (Carroll et al., 1993). To date, 
results show that this comorbidity associates differential so-
cio-demographic characteristics (Walsh et al., 1991; Windle 
& Miller-Tutzauer, 1991) and higher rates of drug use, de-
pression, anxiety, and drug-related problems (Brown et al., 
1994; Hedden et al., 2009; Moss et al., 2015; Stinson et al., 
2005; Suttajit et al., 2012; Windle & Miller-Tutzauer, 1991) 
compared to single addiction.

There is little information about the prevalence of 
these disorders in Spanish population and specifically about 
the concurrence of alcohol and cocaine SUD. Likewise, a 
lack of information about its distribution between the two 
main healthcare networks in this regard is noticeable: the 
substance misuse and mental health service networks. The 
knowledge about the distribution of dual disorders and the 
characteristics of these patients can help to optimise health 
service resources. This information may serve also to hy-
pothesize causal relationships and design further studies. In 
this work, we present data related to patients with concur-
rent alcohol and cocaine abuse or dependence criteria.

The aim of our study is to describe the co-occurrence of 
alcohol and cocaine SUD in Madrid’s healthcare networks. 
The main objectives are: measuring its prevalence in our 
healthcare settings, describing its socio-demographics, and 
analysing if the concurrence is associated to a specific or 
more severe psychopathology, compared to psychopathol-
ogy found in individuals with only alcohol or only cocaine 
SUD.

METHOD

Design

We present a descriptive, cross-sectional study of outpa-
tients under-treatment in the two main healthcare networks 
treating SUD, the substance misuse and mental health ser-
vice networks. This is a post-hoc analysis from the results 
from a previous work. Material and methods are described 
in more detail in Arias et al. (2013a).

Sampling

The patients were consecutively screened by their own 
therapists in the substance misuse centres (Community 
of Madrid and Madrid Local Authority Substance Misuse 
Centres) and in the Community of Madrid Mental Health 
Centres. Usually, patients enter the Mental Health network 
referred both from public Primary Care assistance and pub-
lic specialist assistance. Referral is normally motivated by 
the presence of any kind of psychopathology. Instead, pa-
tients enter the substance misuse centres by their own will, 
motivated by the existence of a SUD, and the main assis-
tance relies on treating the substance problem. Still, we can 
find dual disorders patients in both settings as neither the 
existence of a SUD or the presence of psychopathology ex-
cludes a patient from receiving treatment respectively in the 
Mental Health and Substance Misuse Centres.

The individuals included were those older than 18 year 
who signed the informed consent. Whether they were at-
tending for the first time or already had a follow-up sched-
ule did not make a difference in the study. In order to get 
the highest number of patients and obtain stronger external 
validation, very few exclusion criteria were established. Pa-
tients were only excluded if they were not capable of filling 
the questionnaires due to cognitive deficits or a low educa-
tional level.

Measures/variables

A Data Collection Logbook was created in order to get so-
cio-demographic variables. To determine the presence of 
lifetime mental disorders, the structured interview MINI 
(sensibility: .89; specificity: .92) (Lecrubier et al., 1997), 
that enables making diagnosis according to the DSM-IV 
(Diagnostic and Statistical Manual of Mental Disorders) and 
the ICD-10 (International Classification of Diseases) crite-
ria, was used (Sheehan et al., 1998). MINI is an interview 
that allows the exploration of the main, current Axis I psy-
chiatric disorders. Those disorders not evaluated on a life-
time basis by this tool were examined using the clinical in-
terview. To determine the diagnosis of personality disorders, 
the PDQ4+ scale (Personality Disorder Questionnaire) was 
used (sensibility and specificity are yet to be determined) 
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(Calvo, Caseras, Gutiérrez, & Torrubia, 2002). This tool 
combines a rapid and easy self-administered questionnaire 
together with a control observation of symptoms effect un-
der the interview conditions.

Procedures

Eighty-one interviewers took part (psychiatrists, psychol-
ogists, or general practitioners with broad addiction expe-
rience) from 64 substance misuse centres and 17 mental 
health centres. All the interviewers received training on 
how to administer the structured interview. Two one-hour-
length sessions took place before data collection to ex-
plain the methodology of the questionnaires. Interviewer’s 
doubts about the process were resolved. No calibration 
procedure was made to control the results. Patients’ partic-
ipation percentage was 87.2%. Non-response was mainly 
due to lack of collaboration once the patient was included. 
Socio-demographic variables were recorded first in a sim-
ple interview. Then, the MINI interview was administered. 
After that patients were given PDQ self-questionnaire and 
finally the second part (clinical significance scale) was ad-
ministered by an interviewer. The study was approved by 
the Research Ethics Committee of the Gregorio Marañón 
Hospital in Madrid.

Statistical analysis

We compared the distribution of the variables of interest in 
two separate analyses. In the first one we tested differences 
between Alc + Coc and Alc patients, and in the second we 
tested how Alc + Coc patients differed from Coc group.

Descriptive parameters were calculated on all the vari-
ables: mean and standard deviation in the quantitative vari-
ables. The qualitative variables are expressed by means of 
relative percentage frequencies. To detect differences in the 
distribution of qualitative variables we used the chi-square 
test (χ2). We used the Student’s t test for the quantitative 
variables (in this study only variables related to age were 
quantitative). The tests were considered to be significant if 
p < .05.

To control for possible confounding variables, a logis-
tic multivariate regression model was conducted for each 
of the comparisons (Alc + Coc vs. Alc and Alc + Coc vs. 
Coc). In each case, the dependent variable was a dichot-
omous variable that represented the group membership. 
In the regression analysis, we included every variable that 
had shown significant differences between groups and also 
those variables that could have affected the results, as they 
are known to influence the presence of psychopathology 
or substance use (age and sex). A backwards stepwise re-
gression model was obtained. We also tested possible inter-
actions of the variables by including in the analysis those 
variables significantly correlated by Pearson’s test as an in-

teraction factor. The statistical analysis was generated with 
the SPSS programme v.21.

RESULTS

The study included 837 patients: 208 (24.9%) came from 
mental health centres and 629 (75.1%) from substance mis-
use services. There were 528 (63%) subjects with a lifetime 
alcohol SUD. Of these patients, 366 (69.3%) had a concur-
rent lifetime cocaine use disorder. Out of the whole sample, 
488 (58.3%) subjects had a lifetime cocaine SUD, in which 
concurrence with alcohol SUD represented up to 75%. The 
sample was divided in three groups: Alc + Coc for the pa-
tients with concurrent alcohol and cocaine lifetime SUD, Alc 
for the patients with lifetime alcohol SUD but not lifetime 
cocaine SUD, and Coc for the patients with lifetime cocaine 
SUD but not lifetime alcohol SUD. There were 366 (43%) 
patients in the Alc + Coc group, 162 (19%) in the Alc group, 
and 122 (15%) in the Coc group. In the Alc + Coc, Alc and 
Coc groups of which 353 (96%), 51 (31%), and 117 (96%) 
came respectively from substance misuse services. Finally, 
187 (22%) of the patients had no alcohol nor cocaine SUDs.

Socio-demographics

Table 1 contains patient’s socio-demographic characteristics 
and comparisons between Alc + Coc group and Alc group 
and between Alc + Coc group and Coc group as well. A ma-
jority of males was encountered in all groups. Compared to 
the Alc + Coc patients, subjects in the Alc group were sig-
nificantly older, had a smaller proportion of unemployment, 
more of them were married and living with their own fam-
ily, and had a higher level of education. A significant low-
er proportion of males was also encountered in this group. 
The only main difference found between Alc + Coc and Coc 
subgroups was the educational level, where the patients in 
the Alc + Coc group a higher proportion of individuals with 
university studies.

Prevalence of other SUD

Table 2 shows the distribution of comorbid cannabis, opi-
oids, and sedatives lifetime SUD in the three groups. Pa-
tients in the Alc + Coc group had a higher prevalence of 
lifetime cannabis and opioid SUD than those in the Alc 
group. On the other hand, although lifetime cannabis SUD 
was similar between the Alc + Coc and Coc groups, there 
was a significant higher proportion of patients with lifetime 
opioid SUD in the latter. There were no differences in sed-
atives consumption. Ages of onset of different consump-
tions were very similar between Alc + Coc and Coc groups. 
When comparing Alc + Coc to Alc, we found significant a 
lower age of onset of alcohol and cannabis.
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Prevalence of mental disorders

We found a high prevalence of dual disorders (60-70%) in 
the sample. The prevalence of lifetime mental disorders is 
shown in Table 3. A non-significant higher prevalence of 
dual disorders in the Alc + Coc than in the Coc group was 
observed for almost every category measured. The Chi-
square test showed significant differences between Alc + 
Coc and Alc groups in major depression disorder (MDD) 
and dysthymia, which were higher in the Alc group. This 
group showed also a lower proportion of post-traumatic 
stress disorder (PTSD). Despite suicide risk being overall 
similar, Alc group had a lower proportion of individuals 
with high suicide risk than the concurrent SUD group. As 
for Alc + Coc and Coc groups, there was a significant low-
er proportion of bipolar disorder (BD) and general anxiety 

disorder (GAD) in the Coc group compared to the patients 
in the Alc + Coc.

Prevalence of personality disorders

The prevalence of PD is shown in Table 4. In the same way 
as for the results found in mental comorbidity, the preva-
lence of PD was higher in the Alc + Coc group than in the 
Alc group. This was found in every diagnostic with the ex-
ception of obsessive and depressive PD. This higher preva-
lence reached statistical significance for the antisocial PD. 
Patients in the Coc group had less personality comorbidities 
compared to the Alc + Coc group. More specifically, these 
differences reached statistical significance for the paranoid, 
histrionic, and dependent personality disorders.

Table 1
Socio-demographic variables of the sample

Variables
Alc + Coc
(n = 366)

Alc
(n = 162)

Coc
(n = 122)

p (Alc + Coc
vs. Alc)

p (Alc + Coc
vs. Coc)

Mean age; years (sd) 	 35.7	(7.6) 	 41.3	(11.6) 	 36.4	(7.8) < .001 .339

Sex < .001 .048
	 Male; n (%) 	 322	 (88) 	 116	 (72) 	 99	 (81)
Employment; < .01 .713
	 Active; n (%) 	 169	 (46) 	 83	 (51) 	 53	 (43)
	 Unemployed; n (%) 	 142	 (39) 	 40	 (25) 	 47	 (38)
	 Others; n (%) 	 55	 (15) 	 39	 (24) 	 22	 (18)
Family < .001 .872
	 Alone, own family; n (%) 	 141	 (38) 	 89	 (55) 	 48	 (39)
	 Origin family, institution, others; n (%) 	 225	 (61) 	 73	 (45) 	 74	 (61)
Marital status .023 .088
	 Single; n (%) 	 213	 (60) 	 75	 (47) 	 84	 (70)
	 Married; n (%) 	 86	 (24) 	 51	 (32) 	 25	 (21)
	 Others; n (%) 	 57	 (16) 	 57	 (16) 	 11	 (9)
Education .018 .033
	 No studies, others; n (%) 	 10	 (3) 	 2	 (1) 	 3	 (2)
	 Primary/secondary; n (%) 	 311	 (86) 	 127	 (79) 	 115	 (94)
	 University; n (%) 	 40	 (11) 	 32	 (20) 	 4	 (3)
Note: Alc + Coc: Patients with alcohol and cocaine SUD comorbidity. Alc: Patients with alcohol but not cocaine SUD. Coc: Patients 
with cocaine but not alcohol SUD. sd: stantard deviation.

Table 2
Prevalence of comorbid substance use disorders (SUD)

Variables
Alc + Coc
(n = 366)

Alc
(n = 162)

Coc
(n = 122)

p (Alc + Coc
vs. Alc)

p (Alc + Coc
vs. Coc)

Cannabis SUD; n (%) 	 221.0	 (60.0) 	 48.0	 (30.0) 	 55.0	 (45.0) < .001 .003
Opioids SUD; n (%) 	 47.0	 (13.0) 	 4.0	 (2.5) 	 35.0	 (29.0) < .001 < .001
Sedatives SUD; n (%) 	 18.0	 (5.0) 	 7.0	 (4.0) 	 9.0	 (7.0) .304 .766
AO of Alcohol; years (sd) 	 15.5	 (4.2) 	 18.2	 (8.3) 	 15.0	 (2.5) < .001 .444
AO of Cannabis; years (sd) 	 15.8	 (3.8) 	 17.3	 (4.5) 	 15.8	 (3.8) .018 .971
AO of Cocaine; years (sd) 	 20.9	 (6.4) 	 22.4	 (6.9) 	 21.1	 (6.9) .544 .792
AO of Opioids; years (sd) 	 20.2	 (5.6) 	 18.0	 (2.8) 	 18.7	 (4.5) .226 .109
Note: Alc + Coc: Patients with alcohol and cocaine SUD comorbidity. Alc: Patients with alcohol but not cocaine SUD. AO = Age of 
onset. Coc: Patients with cocaine but not alcohol SUD. sd: stantard deviation.
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Multivariate regression model

Results from the multivariate regression model are depict-
ed in Table 5. In the comparison between Alc + Coc group 
and Alc group, membership to Alc + Coc was significant-
ly associated with older patients, the presence of lifetime 
cannabis SUD, and the presence of opioid SUD. MDD was 
significantly more associated to the Alc group. A significant 
interaction between the presence of lifetime cannabis SUD 
and males was observed. When comparing the Alc + Coc and 
Coc groups, there was a significant association between the 

Alc + Coc group and lifetime cannabis SUD, the presence of 
bipolar disorder, and the presence of paranoid and dependent 
PD. Female sex and lifetime opioids SUD was significant-
ly more associated to the Coc group. The odds ratio and the 
confidence interval for these categories is shown in Table 5.

DISCUSSION AND CONCLUSIONS

To our knowledge, the data from this study offers informa-
tion about comorbidity between alcohol and cocaine SUD, 

Table 3
Prevalence of lifetime mental comorbidity

Variables
Alc + Coc
(n = 366)

Alc
(n = 162)

Coc
(n = 122)

p (Alc + Coc
vs. Alc)

p (Alc + Coc
vs. Coc)

Lifetime Dual Disorders; n (%) 	 270	 (73) 	 112	 (69) 	 76	 (62) .272 .016
Major Depressive Disorder; n (%) 	 87	 (24) 	 56	 (35) 	 27	 (22) .010 .711
Suicide Risk as for the MINI; n (%) 	 121	 (33) 	 50	 (31) 	 32	 (26) .619 .159
Level of Suicide Risk (MINI) .037 .602
	 Low; n (%) 	 67	 (56) 	 37	 (76) 	 21	 (66)
	 Moderate; n (%) 	 16	 (13) 	 6	 (12) 	 4	 (13)
	 High; n (%) 	 36	 (30) 	 6	 (12) 	 7	 (21)
Dysthymia; n (%) 	 75	 (21) 	 42	 (26) 	 23	 (19) .166 .695
Suicide; n (%) 	 125	 (34) 	 51	 (32) 	 33	 (27) .548 .146
Bipolar Disorder; n (%) 	 100	 (27) 	 34	 (21) 	 21	 (17) .123 .025
Panic Disorder; n (%) 	 88	 (24) 	 46	 (28) 	 27	 (22) .289 .666
Agoraphobia; n (%) 	 46	 (12) 	 14	 (9) 	 12	 (10) .190 .419
Social phobia; n (%) 	 38	 (10) 	 18	 (11) 	 10	 (8) .802 .483
OCD; n (%) 	 35	 (10) 	 13	 (8) 	 10	 (8) .571 .652
PTSD; n (%) 	 27	 (7) 	 4	 (3) 	 5	 (4) .027 .205
Psychotic episode; n (%) 	 40	 (11) 	 18	 (11) 	 11	 (9) .951 .550
Bulimia nervosa; n (%) 	 7	 (2) 	 3	 (2) 	 0	 (0) .962 .124
General Anxiety Disorder; n (%) 	 83	 (23) 	 38	 (24) 	 17	 (14) .844 .038
Note: Alc + Coc: Patients with alcohol and cocaine SUD comorbidity. Alc: Patients with alcohol but not cocaine SUD. AO: Age of onset. Coc: Pa-
tients with cocaine but not alcohol SUD. OCD: Obsessive-Compulsive Disorder. PTSD: Post-Traumatic Stress Disorder.

Table 4
Prevalence of personality disorders. Results from PDQ

Variables
Alc + Coc
(n = 366)

Alc
(n = 162)

Coc
(n = 122)

p (Alc + Coc
vs. Alc)

p (Alc + Coc
vs. Coc)

Any personality disorder; n (%) 	 190	 (52) 	 85	 (53) 	 52	 (43) .906 .076

Type; n (%)
	 Paranoid 	 78	 (21) 	 26	 (16) 	 14	 (12) .161 .016
	 Schizoid 	 21	 (5) 	 15	 (9) 	 5	 (4) .139 .485
	 Schizotypal 	 36	 (10) 	 18	 (11) 	 5	 (4) .656 .048
	 Antisocial 	 66	 (18) 	 12	 (7) 	 17	 (14) .002 .297
	 Borderline 	 79	 (21) 	 29	 (18) 	 17	 (14) .333 .066
	 Histrionic 	 29	 (8) 	 8	 (5) 	 3	 (3) .215 .035
	 Narcissist 	 28	 (8) 	 10	 (6) 	 7	 (6) .545 .478
	 Avoidant 	 73	 (20) 	 30	 (16) 	 17	 (14) .703 .138
	 Dependent 	 37	 (10) 	 15	 (9) 	 4	 (3) .762 .019
	 Obsessive 	 58	 (16) 	 38	 (24) 	 19	 (16) .037 .943
	 Passive-aggressive 	 38	 (10) 	 15	 (9) 	 11	 (9) .692 .664
	 Depressive 	 65	 (18) 	 43	 (27) 	 20	 (16) .021 .730
Note: Alc + Coc: Patients with alcohol and cocaine SUD comorbidity. Alc: Patients with alcohol but not cocaine SUD. Coc: Patients 
with cocaine but not alcohol SUD.
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and contains the highest numerous samples (837) of dual 
disorders patients undergoing treatment in our country. Our 
results are in concordance with previous studies in the dis-
tribution of socio-demographic, SUD, and mental comor-
bidity variables. Differences between the Alc group and 
the Coc group were not tested in this study since they had 
been published previously by our group (Arias et al., 2013b; 
Arias et al., 2013c).

Concurrent alcohol and cocaine abuse was associated 
with a poorer employment situation of the patients and being 
married in a lower proportion as well, and presented a lower 
degree of educational level compared to the patients in the 
Alc group. Interestingly, Alc - Coc patients showed simi-
larities with the Coc group in terms of socio-demographic 
characteristics in all the variables except for educational 
level. Several studies have also addressed this existing so-
cio-demographic differences (Brown et al., 1994; Hedden et 
al., 2009; Johnson et al., 2010; Walsh et al., 1991). Due to 
the cross-sectional design, we were not able to obtain causal 
relationships among these characteristics and the comorbid 
cocaine and alcohol addiction. Nevertheless, we believe this 
could be explained both from a social and biological per-
spective. From a social perspective, alcohol is widely used 
in a far larger proportion in our society; meanwhile, cocaine 
is less socially accepted. The Alc + Coc subgroup showed 
also earlier age of onset of alcohol and cannabis consump-
tion, which has also been associated with social exclusion 
environments. Plus, people that use cocaine but not alcohol 
represent a small proportion of the patients under treatment. 
This subgroup shows highest opioid use percentages, a sub-

stance that is even less socially accepted than cocaine. From 
a biological perspective, we could say that cocaine is also 
associated with impulsiveness traits, carrying a handicap in 
terms of keeping a stable social situation.

We also registered higher rates of drug consumption 
in the Alc + Coc group compared to the Alc group, consis-
tent with previous studies (Brown et al., 1994; Carroll et 
al., 1993; Hedden et al., 2009; Windle & Miller-Tutzauer, 
1991). We found as well more prevalence of opioid SUD 
in the Coc group compared to the Alc + Coc group. This 
high prevalence (up to 29% in our sample) may reflect the 
existence of an specific subpopulation of cocaine and hero-
ine users that could exhibit different characteristics. We also 
found more social-exclusion and different psychological 
characteristics in this group. Finally, we found significant 
earlier age of onset of alcohol and cannabis in the Alc + Coc 
group compared to the Alc group.

The prevalence of dual disorders was high and 
reached 70% in all the groups. Patients in the Alc + Coc 
group showed this diagnosis, both actual and lifetime, in 
higher proportions compared to the Alc and Coc groups. 
This higher proportion was not significant for all the vari-
ables measured, but there was a general tendency towards 
more frequent psychopathology. Patients in the Alc group 
showed however significant a higher proportion of MDD 
and a lower proportion of PTSD compared to the Alc + Coc 
group. These findings support previous results in the United 
States (Brady et al., 1995; Hedden et al., 2009; Johnson et 
al., 2010; Moss et al., 2015; Stinson et al., 2005) and in the 
Thai samples (Suttajit et al., 2012). This higher proportion 

Table 5
Multivariate regression model

Alc + Coc vs. Alc

CI 95%

Variables (reference category) p Wald OR Inf. Sup.

Age (ascendent) < .001 26.564 1.068 1.042 1.095
Sex (male) .801 .064 1.148 .394 3.346
Lifetime Cannabis SUD (+) .001 10.639 7.289 2.210 24.480
Lifetime Opioids SUD (+) < .001 31.235 7.148 3.586 14.248
Sex (male) x Lifetime Cannabis SUD (+) .022 4.557 .223 .374 .959
Lifetime MDD .033 5.234 .599 .062 .806

Alc + Coc vs. Coc

CI 95%

Variables (reference category) p Wald OR Inf. Sup.

Age (ascendent) .385 .754 .986 .955 1.018
Sex (male) .048 3.898 .548 .302 .996
Lifetime Cannabis SUD (+) .002 9.538 1.982 1.284 3.060
Lifetime Opioids SUD (+) .002 9.325 .468 .287 .762
Lifetime Bipolar Disorder (+) .071 3.258 1.662 .957 2.886
Paranoid PD (+) .047 4.025 1.927 1.026 9.161
Dependent PD (+) .045 4.389 3.066 1.009 3.682
Note: For Age, OR represents the risk for each year older. CI: Confidence Interval. Inf: Inferior. Sup: Superior. OR: Odds Ratio 
(Probability of being in Alc + Coc group when the condition is met, values under 1 means more probability of being in the Alc or 
Coc group). MDD: Major Depressive Disorder. PD: Personality Disorder.
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of dual disorders renders concurrent alcohol and cocaine 
SUD patients more vulnerable. Moreover, complexity of 
SUD treatment increases significantly with the presence of 
psychopathology. Furthermore, there was as well a signifi-
cant difference in the level of suicide risk, which was more 
frequent in Alc group, but a higher risk was found in the 
concurrent subgroup. Besides that, compared to Coc group, 
Alc + Coc group showed more proportion of BD and GAD, 
a difference also described previously (Heil et al., 2001).

While reviewing previous literature, we noted a high 
heterogeneity in the design of the studies. This heteroge-
neity could explain the differences with results obtained 
in our study. In this respect, individuals with both alcohol 
and cocaine SUD were previously associated (Moss et al., 
2015; Suttajit et al., 2012) with higher proportion of depres-
sive disorders than alcoholics without cocaine SUD, and 
this was not replicated in our sample. This difference could 
be explained by the fact that MDD is linked to female sex 
and ageing, which is present in higher proportion in the Alc 
group. However, this difference persisted after controlling 
for sex and age in our regression model. Alternatively, this 
difference might be explained by differences in the origin of 
the groups. Most of the patients with cocaine dependence 
(Alc + Coc, Coc) came from drug misuse centres. In Ma-
drid it is at these units that cocaine users are mainly treated, 
whereas patients with MDD are usually followed in a men-
tal health centre.

We found very few studies with personality disorders 
evaluation in individuals with cocaine and alcohol SUD. 
The Alc + Coc subgroup showed a higher prevalence of PD 
compared to the Coc group in hardly every diagnostic cate-
gory and a similar prevalence to the Alc group. In previous 
literature, cocaine has been associated with higher preva-
lence of antisocial personality (Moss et al., 2015), and we 
could see similar results comparing Alc + Coc to Alc group. 
There was also, a higher prevalence of depressive PD in the 
Alc group. Compared to the Coc group, Alc + Coc showed 
a significant higher proportion of paranoid and dependent 
PD.

In the multivariate regression analysis, only a few of 
the significant differences found by the univariate test re-
mained in the model. We must take into account that the in-
fluence exerted by poly-consumption and interrelationships 
that exist between different diagnostic categories, such as 
depressive PD and MDD or dysthymia, could affect the re-
sults. Nevertheless, we thought that our model could better 
highlight the disorders that could be influencing more heav-
ily membership to Alc + Coc group.

Limitations

The SUD diagnosis was made by means of clinical inter-
view. Neither the toxicological analysis nor the use of other 
sources or information were included in the protocol. This 

means that lifetime SUD diagnosis rely on the information 
provided by the patients, which could have influenced by 
means of their interest and the inevitable impact of bad 
memory. In this sense, most of the patients were known to 
substance misuse centre carers and therefore patients’ state-
ments could be confronted when apparently false. In these 
centres urine testing is regularly carried out and this partial-
ly compensates the limitation.

Another limitation of the design of the study is the 
difficulty found in hunting specific psychopathology asso-
ciated to concrete SUD, since poly-substance abuse is the 
norm among treated patients in mental health and substance 
misuse units. In this study extern validation was one of the 
objectives and so we did not use poly-substance abuse as an 
exclusion criterion.

We made two separate analyses (Alc + Coc group vs. 
Alc group and Alc + Coc group vs. Coc group) without us-
ing a p value correction for multiple analysis. This increases 
the probability of obtaining a false positive result, so signif-
icant differences should be regarded with precaution.

The results obtained in this study can be extrapolated 
only for samples of treatment-seeking patients in the Men-
tal Health or Drug Misuse services. The treatment centres 
for these patients must be equipped to carry out the detec-
tion and associated management of these comorbid mental 
disorders. We believe the information here stated will help 
detecting the comorbidity amongst our patients, taking into 
account the more frequently associated psychopathology 
and targeting treatments towards more specific issues.

In conclusion, we have conducted a descriptive analy-
sis of the comorbidity of alcohol and cocaine in a big sam-
ple of patients under treatment. We have found that both Alc 
+ Coc and Coc groups shared a worse socio-demographic 
status. Likewise, patients in the Alc + Coc group had higher 
proportions SUDs compared to the patients in Alc or Coc 
groups, with the exception of opioids SUD, which was 
higher in the Coc group. Finally, concurrent alcohol and 
cocaine SUD was associated with more frequent psychopa-
thology as for the MINI and the PDQ, which makes these 
patients vulnerable and susceptible of specific treatments.
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