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Objectives: Major depressive disorder (MDD) is a multifactorial syndrome with significant interactions between genetic and
environmental factors. This study specifically investigates the association between family history of alcohol problems (FHAP)
and family history of depression (FHD), and how these relate to different clusters of depressive symptoms.

Methods: Correlations between FHAP and FHD and different clusters of the Beck Depression Inventory (BDI) were studied. We
sampled 333 employees froma general hospitalwho hadbeen receiving a psychiatric consultation between 2005 and 2012. Analysis
of variance (ANOVA) and Analysis of covariance (ANCOVA) models were conducted to explore these correlations.

Results: There was a significant positive correlation between FHAP and BDI affective score. This result remained significant even
after the adjustment for other variables considered as important factors for MDD, such as gender, age, marital status, education,
ethnic group and FHD. More specifically, FHAP was correlated with dissatisfaction and episodes of crying among the affective
symptoms. FHAP showed no statistical difference in any of the other clusters score or in the BDI total score. Moreover, as expected,
we found a correlation between FHD and BDI total score and Somatic and Cognitive clusters.

Conclusion: FHAP should be routinely investigated in individuals presentingwith depressive symptoms. This is especially impor-
tant in cases presenting with dissatisfaction and episodes of crying in patients who do not endorse criteria for MDD. Due to study
limitations, the findings require replication by neurobiological, epidemiological and clinical studies.
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Introduction

There is evidence suggesting that major depressive dis-
order (MDD) is a syndrome with multiple factors play-
ing a role in the genesis and presentation of the disorder
resulting from significant interactions between genetic
and environment factors (Mill&Petronis, 2007). The con-
struct of depression is heterogeneous (Alexandrino-Silva
et al., 2013) and different subtypes can predict different
outcomes (Hybels et al., 2013). In cases of more severe
depression (often classified as endogenous and difficult
to predict), genetic and environmental factors appear to
be better predictors than other models (Gorwood, 2009).
Regarding environmental factors, life stress and life
events seem to be the most relevant factor (Monroe &
Redi, 2008). Within this context of investigation of

environmental and genetic factors, there is uncertainty
on the role of family history of mental disorders (i.e.
depression, alcohol use disorders) for the development
ofMDD (Ohannessian et al., 2004; Lee &Williams, 2013).

Several studies identified family history of depression
(FHD) as a risk factor forMDD (Hirata et al., 2007; Colvin
et al., 2017; Cléry-Melin et al., 2018; Ramo-Nava et al.,
2019). This pre-disposition was found in different age
groups and for diverse types of depression (Hirata
et al., 2007; Colvin et al., 2017; Cléry-Melin et al., 2018;
Ramo-Nava et al., 2019). However, the relationship
between family history of alcohol problems (FHAP)
andMDD is unclear. Some studies investigated the rela-
tionship between FHAP and MDD. Lee and Williams
(2013) used path-analysis models to examine the role
of mediators between FHAP and depression using data
from a web-based survey with Korean adults. They
found that sense of belonging, along with social support
and resilience, may protect the individual from the effect
of parental alcoholism on depression. Ohannessian et al.
(2004) studied the relationship between parental alcohol
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dependence (with and without comorbid psychopathol-
ogy) and adolescent psychopathology in a sample of
665 adolescents aged 13–17 years and their parents.
They found that adolescents who had alcohol-
dependent relatives did not differ from those who had
parents with no psychopathology in regard to any of
the measures of depressive symptomatology assessed.

Professionals who work in the health care system
have higher vulnerability both to depression and
alcohol disorders, especially those working in hospital
shift schedules (Marshall, 2008; Schwenk et al., 2008;
Jungeman et al., 2012). Furthermore, shift work can
be an important additional influencing factor on the
genesis of mental health problems (Eldevik et al., 2013;
Oyane et al., 2013). Therefore, they can be an interesting
subpopulation for investigating MDD, FHAP and
FHD. Hence, we decided to study the influence of
FHAP on depressive symptoms, using a clinical sample
of employees from a general hospital in Brazil.

Methods

Sample

The present study included all 337 employees from the
Mário Covas Hospital (HEMC), Santo André, SP, Brazil,
who sought for treatment in the occupational mental
health service (OMHS) since 2005 when this service
was established in HEMC. Employees who sought for
treatment in OMHS sought this service on their own or
were referred by the occupational doctor or other spe-
cialty doctors of the hospital. In addition, any employee
could seek the service directly without the need of medi-
cal referral. Data were collected between 2005 and 2012.
Two individuals conducted all the initial interviews
(a certified psychiatrist and a psychologist specialised
in cognitive-behavioural therapy with a master’s degree
in Psychiatry, both being part of OMHS-HEMC staff).
The head of theOMHS-HEMC,who is a psychiatristwith
a PhD in Psychiatry, having a long experience in measur-
ing depression (Castaldelli-Maia et al., 2012; Baldassin
et al., 2008; 2013), trainedboth interviewers. Thedata used
in this study were collected immediately before the
first consultation of the employees in OMHS-HEMC.
The employees did not routinely visit OMHS-HEMC at
the time they were hired. HEMC employees who were
included in the present study could have been referred
to theOMHS-HEMCby the occupational physician, other
physicians or psychologists working at HEMC, or could
have sought the OMHS-HEMC by themselves. Four sub-
jects were excluded from the present study (n = 333)
because there was missing information in their protocols.

Measures

The measures were assessed in a form approved by the
Ethics in Research Committee.

Exposure variables

Information regarding the FHAP and FHD was
assessed without structured instruments. The subjects
were asked about family history and if any members
had presented with MDD or alcohol dependence.
Living with the respondent or not, the father, mother,
son, daughter, husband and wife of the respondent
were considered family. If the subject did not know
exactlywhatwasmeant by these disorders, the psychia-
trist/psychologist gave them an explanation about the
ICD-10 criteria for MDD and/or alcohol dependence
(WHO, 1992). Socio-demographic and occupational
variables were collected as outlined below:

Covariates

Socio-demographic variables:

• Gender: male or female;
• Age: included as a continuous variable;
• Educational level: ‘Up to 11 years’ or ‘More than 11

years’ (High-school education covers a 11-years cycle
in Brazil);

• Marital status: ‘Married/living together’, ‘Never
married’, or ‘Widow/divorced/separated’;

• Ethnic group (self-declared): ‘White’, ‘Black’, or
‘Mixed-race’;

• Place of birth: split into ‘Hospital metropolitan area’
and ‘Other areas’.

Occupational variables:

• Living city: split into ‘Hospital city’ and ‘Commuting’;
• Area: ‘Health practitioners’ and ‘Other’;
• Type of referral to the occupational mental health

outpatient service: ‘By the occupational doctor’
and ‘Other/none’.

Outcome: Beck Depression Inventory (BDI)

The Portuguese version of the BDI, validated by
Gorenstein & Andrade (1996), was employed to all
the subjects enrolled in the study. We chose to use
BDI, because in occupational health, it can be used as
a screening tool to detect depression in normal popula-
tions or as a tool to assess symptom severity in clinical
populations (Jackson-Koku, 2016). The internal consis-
tency of the Portuguese version of the BDI agrees with
the literature (0.81 for non-depressed subjects and 0.88
for depressed patients – Gorenstein & Andrade, 1996).
In particular, we were interested in cluster analysis of
BDI, which has been shown to be helpful in obtaining
clusters of symptoms (Fleck et al., 2004). Such cluster
analysis can also be helpful in describing the particular
set of depressive symptoms in a more differentiated
manner than the total BDI score, which can help
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minimise the number of correlations and enable us to
understand specific subtypes, thereby reducing the risk
of committing a Type I error. In order to avoid the intrin-
sic disadvantages of factor analysis outlined earlier, the
factors were derived by using cluster analytical tech-
niques, following results from a previous study con-
ducted with a sample of medical students (Baldassin
et al., 2008). The first is the Affective cluster (it is the
sum of scores reported at item B1, sadness; item B4, dis-
satisfaction; item B10, episode of crying; item B11, irri-
tability; and item B12, social withdrawal from the BDI),
which represents the core symptoms of depression. The
second is the Cognitive cluster (based on the cumulative
score of itemB2, pessimism; itemB3, sense of failure; item
B5, guilt; itemB6, expectationofpunishment; itemB7, dis-
like of self; item B8, self-accusation; item B9, suicidal ide-
ations; itemB13, indecisiveness; itemB14, change in body
image and item B20, somatic preoccupation). The third is
the Somatic cluster with accumulative score of item B15,
slowness; itemB16, insomnia; itemB17, fatigue; itemB18,
loss of appetite; item B19, loss of weight and B21, loss of
sexual interest). In addition, cluster scoreswere computed
as themean scores across all items assigned to aparticular
cluster. Following is the clusters scores range: affective
cluster 0–30, cognitive cluster 0–60 and somatic cluster
0–36 (Baldassin et al, 2008).

Statistical analysis

All analyses were performed using Stata version 11
(StataCorp, College Station, TX, USA). First step was to
ascertain the chi-squared and the t-tests that were used
to explore the differences in distribution and means of
the variables of interest (BDI total score and BDI cluster
scores) and all the other variables between individuals
with and without FHAP. Secondly, we conducted uni-
variate ANOVA and ANCOVA models in order to
explore the correlation between outcome variables –

BDI total score and BDI cluster scores – and the other
categorical and continuous variables, respectively. As
recommended in the previous studies, significant varia-
bles considered to be relevant for depressive symptoms
were studied. These included gender (Clap et al., 2013),
age (Sutin et al., 2013), marital status (Li et al., 2013), edu-
cational level (Kok et al., 2012) andethnic group (Gayman
et al., 2013). These variables were used in themultivariate
ANCOVAmodels. Also, we conducted t-tests to explore
each BDI Affective Cluster symptoms mean score by the
variable FHAP. Level of significance was considered
at p < 0.05.

Results

Table 1 shows the distribution of variables by FHAP
status. Most of variables analysed did not significantly
differ by FHAP. However, there were statistically

significant differences between FHD and FHAP
(p < 0.001) variables. A quarter of the individuals with
FHD had FHAP, whereas almost 50% of the individuals
with no FHD had FHAP. Also, a trend of association
between FHAP and the lowest educational level
(p = 0.067) was found. T-test showed statistically signifi-
cant difference (p= 0.030) between themean score on the

Table 1. FHAP distribution among 333 workers from a general
hospital who searched for an OMHS in Santo André, SP, Brazil,
2005–2012

No FHAP FHAP

n % n % p*

Gender
Female 187 66.08 96 33.92 0.991
Male 33 66.00 17 34.00
Place of birth
Metropolitan area
of the hospital

153 65.95 79 34.05 0.843

Other areas 138 66.67 69 33.33
Living city
Hospital city 131 65.17 70 34.83 0.671
Commuting 89 67.42 43 32.58
Area
Health practitioners 131 65.17 70 34.83 0.671
Administrative/other 89 67.42 43 32.58
Educational Level
Up to 11 years 126 62.07 77 37.93 0.067
>12 years 92 71.88 36 28.13
Marital status
Married/living
together

98 63.64 56 36.36 0.670

Never married 75 67.57 36 32.43
Widow/divorced/
separated

47 69.12 21 30.88

Ethnic group
White 120 62.83 71 37.17 0.272
Black 23 76.67 7 23.33
Mixed-race 73 68.22 34 31.78
Type of Referral
By the occupational
doctor

78 63.93 44 36.07 0.552

Other/none 141 67.14 69 32.86
Family history
Depression 167 72.89 64 27.71 <0.001
No cases of
depression

53 51.96 49 48.04

n Mean n Mean p**
Age 220 34.18 113 34.69 0.630
BDI total score 220 45.33 113 49.92 0.078
BDI Affective cluster 220 5.77 113 6.64 0.030
BDI Cognitive cluster 220 9.20 113 10.18 0.213
BDI Somatic cluster 220 6.20 113 6.84 0.152

*Chi-squared tests.
**T-test.
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BDI Affective Cluster in individuals with FHAP (6.44)
and individuals without FHAP (5.77). Furthermore,
we found a trend (p = 0.078) of differences between
the mean BDI total score in individuals by FHAP status.

Table 2 shows ANOVA and ANCOVA univariate
models for all the analysed variables in relation to the
four outcomes of interest (BDI total score and BDI score
per cluster). Most of variables had no significant
differences. However, we found statistically significant
differences in the variable FHD using BDI total score,
BDI Somatic Cluster and Cluster Cognitive score,
(MS = 1070.83, F = 6.86, p = 0.009; MS = 133.29,
F = 9:28, p = 0.002; MS = 282.88, F = 6.14, p = 0.013,
respectively). Moreover, as expected, significant
differences were found in t-tests analysis for the variable
FHAP, using BDI total score, and BDI Affective Cluster
total scores were retained in the ANOVA models
(MS = 491.40, F = 3.11, p = 0.078; and MS = 56.93,
F = 4.74, p = 0.030, respectively).

Table 3 shows multivariate models ANCOVA for
the four outcomes of interest. Again, most of the varia-
bles had no significant differences. The variable FHD
showed statistically significant differences in associa-
tion with BDI total score, BDI Somatic Cluster score
and BDI Cognitive Cluster score (MS = 715.40,
F = 4.51, p = 0.034; MS = 95.17, F = 6.64, p = 0.010;
MS = 225.07, F = 4.76, p = 0.029, respectively). The var-
iable FHAP was associated with BDI Affective Cluster
score (MS = 46.84, F = 3.88, p = 0.049). However, the
trend of BDI total score difference of the variable
FHAP was not significant (MS = 259.00, F = 1.63,
p = 0.202). In addition, the variable marital status
was significantly associated with the average BDI
Somatic Cluster score (MS = 38.25, F = 2.67, p = 0.070).

Table 4 and Figure 1 present the distribution of the
average BDI Affective Cluster score per each item
(labeled as B1, B4, B10, B11 and B12) of the variable
FHAP. Differences in scores were found in items B4

Table 2. Results from ANOVA and ANCOVAmodels analysis on BDI total mean score and by affective, cognitive and somatic cluster among
333 workers from a general hospital who searched for an OMHS in Santo André, SP, Brazil, 2005–2012 (univariate analysis)

BDI affective cluster BDI cognitive cluster

Variables MS df F p MS df F p

Gendera 14.07 1 1.16 0.282 9.15 1 0.20 0.658
Ageb 28.48 1 2.35 0.126 49.13 1 1.05 0.306
Place of birtha 2.51 1 0.20 0.651 85.83 1 1.79 0.181
Living citya 0.06 1 0.01 0.940 10.26 1 0.22 0.640
Areaa 10.47 1 0.86 0.354 0.91 1 0.02 0.888
Educational levela 0.13 1 0.01 0.916 0.01 1 0.00 0.989
Marital statusa 5.74 2 0.24 0.790 35.53 2 0.76 0.469
Ethnic groupa 30.43 2 1.25 0.287 10.87 2 0.23 0.795
Type of referrala 4.40 1 0.36 0.547 1.39 1 0.03 0.863
FHDa 23.70 1 1.96 0.162 282.88 1 6.14 0.013
FHAPa 56.93 1 4.74 0.030 72.55 1 1.55 0.213

BDI somatic cluster BDI total score

Variables MS df F p MS df F p

Gendera 10.39 1 0.71 0.401 106.60 1 0.67 0.413
Ageb 0.53 1 0.04 0.849 125.65 1 0.79 0.374
Place of birtha 3.45 1 0.23 0.628 149.53 1 0.93 0.336
Living citya 1.84 1 0.13 0.723 4.76 1 0.03 0.862
Areaa 10.47 1 0.86 0.237 5.92 1 0.04 0.847
Educational levela 1.96 1 0.13 0.714 1.65 1 0.01 0.918
Marital statusa 65.68 2 2.25 0.107 103.92 2 0.65 0.521
Ethnic groupa 6.48 2 12.96 0.642 170.42 2 0.53 0.588
Type of referrala 4.50 1 0.31 0.579 0.32 1 0.00 0.963
FHDa 133.29 1 9.28 0.002 1070.83 1 6.86 0.009
FHAPa 30.21 1 2.06 0.152 491.40 1 3.11 0.078

MS, Mean Square; FHD, Family history of depression; FHAP, Family history of alcohol problems.
aANOVA models.
bANCOVA model.
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and B10 (‘dissatisfaction’ and ‘episodes of crying’).
T-test showed statistically significant difference in the
mean scores of these two items (B4 – 1.60 v. 1.28,
p = 0.017; B10 – 1.27 v. 1.04, p = 0.027). Figure 1 shows
the average sum of each item totaling the average over-
all score of the BDI Affective Cluster. It also shows how
the five items contributed to a final difference of 0.87
between the individuals with and without FHAP.

Discussion

The main finding of this study is a significant correla-
tion between FHAP and a higher score in BDI
Affective score. This result remained significant even

after adjustment for other variables that are considered
as important factors for MDD, such as gender (Clap
et al., 2013), age (Sutin et al., 2013), marital status
(Li et al., 2013), education (Kok et al., 2012), ethnic group
(Gayman et al., 2013) and FHD (Watters et al., 2013).
More specifically, FHAP was correlated with dissatis-
faction and episodes of crying. FHAP showed no stat-
istical difference in any of the other clusters score or in
the BDI total score.

The relationship between depression and FHAP
has previously been investigated in adolescents
(Ohannessian et al., 2004) and spouses of individuals
with alcohol problems (Tempier et al., 2006; Dawson
et al., 2007; Chedraui et al., 2009; Moos et al., 2010).

Table 3. ANCOVA models for BDI Affective Cluster and BDI total scores among 333 employees from Mario Covas State Hospital, who
searched for an OMHS in Santo André, SP, Brazil, 2005–2012 (multivariate analysis)

BDI affective cluster BDI cognitive cluster

Variables MS df F p MS df F p

Gender 29.72 1 2.46 0.117 13.58 1 0.29 0.592
Age 29.90 1 2.48 0.116 66.09 1 1.40 0.237
Educational level 0.01 1 0.00 0.992 0.01 1 0.00 0.988
Marital status 0.46 2 0.04 0.961 38.65 2 0.82 0.442
Ethnic group 22.00 2 1.82 0.163 18.65 2 0.39 0.674
FHD 7.13 1 0.59 0.442 225.07 1 4.76 0.029
FHAP 46.84 1 3.88 0.049 28.22 1 0.60 0.440

BDI Somatic Cluster BDI total score

Variables MS df F p MS df F p

Gender 7.46 1 0.52 0.471 149.29 1 0.94 0.332
Age 10.67 1 0.75 0.388 265.53 1 1.67 0.196
Educational level 0.09 1 0.01 0.934 0.06 1 0.00 0.983
Marital status 38.25 2 2.67 0.070 156.97 2 0.99 0.372
Ethnic group 10.33 2 0.72 0.487 139.53 2 0.88 0.415
FHD 95.17 1 6.64 0.010 715.40 1 4.51 0.034
FHAP 10.44 1 0.73 0.393 259.00 1 1.63 0.202

FHD, Family history of depression; FHAP, Family history of alcohol problems.

Table 4. Comparison of BDI Affective Cluster items score means by FHAP among 333 employees from a general hospital who searched for an
OMHS in Santo André, SP, Brazil, 2005–2012

No FHAP (n = 220) FHAP (n = 113)

BDI item Mean SE SD 95% CI Mean SE SD 95% CI ΔMean t p

Sadness (B1) 1.25 0.07 1.08 1.10–1.39 1.37 0.10 1.12 1.16–1.58 0.12 −0.97 0.331
Dissatisfaction (B4) 1.28 0.07 1.05 1.14–1.42 1.60 0.12 1.35 1.35–1.86 0.32 −2.39 0.017
Episode of crying (B10) 1.04 0.06 0.91 0.91–1.16 1.27 0.08 0.93 1.10–1.45 0.23 −2.21 0.027
Irritability (B11) 1.28 0.06 0.89 1.16–1.40 1.40 0.07 0.82 1.24–1.55 0.12 −1.17 0.241
Social withdrawal (B12) 0.94 0.06 0.97 0.81–1.07 1.07 0.08 0.91 0.89–1.24 0.13 −1.17 0.240

FHAP, Family history of alcohol problems.
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However, types of depressive symptoms associated
with FHAP were not explored in these studies
(Alexandrino-Silva et al. 2013; Hybels et al., 2013).
Interestingly, we found that FHD shows no significant
association with depressive symptoms of BDI Affective
Cluster, which further highlights the main finding.
FHD seems to influence BDI Somatic Cluster,
Cognitive Cluster and total score. FHDwas also signifi-
cantly associated with no FHAP, which contradicts the
hypothesis of a general and broad association between
depression and alcohol problems. However, it gives
even more specificity to the association between
FHAP and BDI Affective Cluster.

Such findings may contribute towards our under-
standing of etiological implications, with a specific cor-
relation between FHAP and type of depressive
symptoms. There is indeed evidence of common
genetic/neurobiological predisposition to depressive
symptoms and alcohol misuse (Crews, 2012; Sjoerds
et al., 2012; Procopio et al., 2013). More specifically, dis-
satisfaction and episodes of crying would be a common
type of reaction to individuals with this phenotype,
which would be shared by depression and alcoholism.
It would be interesting to investigate the possible
genetic basis for this correlation.

The findings are also interesting from an etiological
point of view. The environmental influence of the pres-
ence of an individual strugglingwith alcohol could gen-
erate considerable stress in people living with this
individual, as wives, children and parents. This nega-
tive influence has been shown and confirmed in several
studies (Ohannessian et al., 2004; Tempier et al., 2006;

Dawson et al., 2007; Chedraui et al., 2009; Moos et al.,
2010). This environmental influence could be the reason
for the association between FHAP and just the affective
symptoms of depression. The high score at BDI
Affective Cluster or the presence of symptoms of dis-
satisfaction and episodes of crying may be a common
depressive/affective reaction to those livingwith a rel-
ative affected by alcohol dependence, who can present
the following symptoms: much time spent in activities
necessary to use alcohol or recover from its effects;
important social, occupational or recreational activ-
ities may be given up or reduced because of alcohol
use, or continued use of alcohol despite having persis-
tent or recurrent social or interpersonal problems
caused or exacerbated by the effects of alcohol
(WHO, 1992).

Considering day-to-day clinical practice, FHAP
should be routinely investigated in individuals present-
ing with depressive symptoms. This is especially
important in cases presenting with dissatisfaction and
episodes of crying in patients who do not endorse cri-
teria for MDD. Patients who have a predominance of
symptoms of BDI Affective Cluster should be treated
for depression if they meet the criteria for MDD, after
following appropriate guidelines (Lam et al., 2009;
Parikh et al., 2009; Patten et al., 2009). However, many
of them might not meet the MDD criteria, despite
fulfilling the symptoms of BDI Affective Cluster.
Interventions for the management of psychiatric symp-
toms in the relatives of patients with alcohol depend-
ence seem to be effective for the patients themselves
and their family (Son & Choi, 2010).

Fig. 1. BDI affective cluster mean score by the variable FHAP among 333 employees from a general hospital who searched for an
OMHS in Santo André, SP, Brazil, 2005–2012.
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Finally, as expected, FHD has been correlated with
higher levels of almost all BDI scores – BDI Cognitive
Cluster, Somatic Cluster and total score. The DSM-5
states that the first-degree family members of the indi-
viduals with MDD have two- to four-fold higher risk of
MDD than the general population, with a heritability of
approximately 40% (APA, 2013). However, DSM-5
does not focus on any familial subtype of symptomatol-
ogy of depression, but only states a higher correlation
with early-onset depression and recurrent forms.
Some cognitive symptoms of depression are related
to FHD (Field et al., 2001; Tozzi et al., 2008). Feelings
of guilt, included in the cluster of cognitive BDI, were
associated with FHD in a sample of people with
recurrent MDD (Tozzi et al., 2008). FHD was
also related to a higher overall level of guilt in
depressed patients in a case-control study (Jarrett &
Weissenburger, 1990). Suicidal ideation was correlated
with FHD in adolescents (Field et al., 2001). However,
there is no study stating any relationship between
FHD and BDI Somatic Cluster symptoms, nor between
FHD and BDI Affective Cluster symptoms.

Limitations

This study has several limitations. The main one refers
to the fact of FHAP and FHD variables have been col-
lected as self-reports of patients only. Despite self-
reporting of FHD and FHAP being adopted in many
studies (Nayak et al., 2012; Kang et al., 2013) and the
professionals of OMHS-HEMC trying to make this var-
iable more sensible by offering additional explanation
on diagnosis criteria for MDD and Alcohol Use
Disorder (AUD), a more accurate assessment of family
history of MDD and AUD would be ideal. The sample
did not include individuals who were not receiving
psychiatric consults. This can be an important limita-
tion given the stigma for people affected by depression
(Castaldelli-Maia et al., 2011). Disentangling possible
explanations for the results was difficult limiting the
interpretation of the findings (i.e. affective symptoms
could be caused by alcohol consumption or abuse).
Unfortunately, we did not assess alcohol use, which
could be also an important confounder for depressive
symptoms. Thus, the association between FHAP and
depression may be mediated by alcohol consumption
and not only by the genes but the environment and cul-
ture. Finally, since this is a cross-sectional study from
just one site, no causal relationship can be established.

Conclusion

In this study, we found a relationship between FHAP
and affective depressive symptoms of BDI in a clinical
sample after adjusting for FHD and other socio-
demographic variables that are considered to be

important for depression (such as gender, age, educa-
tion level, marital status and ethnic group). This rela-
tionship was confirmed specifically for symptoms of
dissatisfaction and episodes of crying. These results
might be factors of a specific common phenotype for
MDD and AUD and environmental predisposition to
MDD in individuals who live with people with AUD.
There may be clinical implications, since it would be
useful to support relatives of AUD patients with spe-
cific group therapies. Dissatisfaction and episodes of
crying may be specifically related to living with a
patient with AUD. Moreover, as expected, we found
a correlation between FHD and BDI total score and
Somatic and Cognitive clusters. However, due to study
limitations, the findings required replication by neuro-
biological, epidemiological and clinical studies.
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Wenceslau GP, de Bruin PF (2007). Depression in
medical school: the influence of morningness-eveningness.
Chronobiology International 24(5), 939–946.

Hybels CF, Landerman LR, Blazer DG (2013). Latent
subtypes of depression in a community sample of older
adults: can depression clusters predict future depression
trajectories? Journal of Psychiatric Research 47(10),
1288–1297.

Jackson-Koku G (2016). Beck Depression Inventory.
Occupational Medicine 66(2), 174–175.

Jarrett RB, Weissenburger JE (1990). Guilt in depressed
outpatients. Journal of Consulting and Clinical Psychology
58(4), 495–498.

Jungerman FS, Palhares-Alves HN, Carmona MJ, Conti
NB, Malbergier A (2012). Anesthetic drug abuse by
anesthesiologists. Revista Brasileira de Anestesiologia 62(3),
375–386.

Kang HJ, Kim JM, Lee JY, Kim SY, Bae KY, Kim SW, Shin
IS, Kim HR, Shin MG, Yoon JS (2013). BDNF promoter
methylation and suicidal behavior in depressive patients.
Journal of Affective Disorders [Epub ahead of print].

Kok R, Avendano M, Bago d’Uva T, Mackenbach J (2012).
Can reporting heterogeneity explain differences in
depressive symptoms across Europe? Social Indicators
Research 105(2), 191–210.

Lam RW, Kennedy SH, Grigoriadis S, McIntyre RS,
Milev R, Ramasubbu R, Parikh SV, Patten SB,
Ravindran AV, Canadian Network for Mood and Anxiety
Treatments (CANMAT) (2009). Canadian Network for
Mood and Anxiety Treatments (CANMAT) clinical
guidelines for the management of major depressive
disorder in adults. III. Pharmacotherapy. Journal of
Affective Disorders 117(S1), S26–S43.

Lee H, Williams RA (2013). Effects of parental alcoholism,
sense of belonging, and resilience on depressive
symptoms: a path model. Substance Use & Misuse 48(3),
265–273.

Li D, Zhang DJ, Shao JJ, Qi XD, Tian L (2013). A meta-
analysis of the prevalence of depressive symptoms in
Chinese older adults. Archives of Gerontology and Geriatrics
[Epub ahead of print].

Marshall EJ (2008). Doctors’ health and fitness to practise:
treating addicted doctors. Occupational Medicine 58(5),
334–340.

52 J. M. Castaldelli-Maia et al.

https://doi.org/10.1017/ipm.2019.19 Published online by Cambridge University Press

https://doi.org/10.1017/ipm.2019.19


Mill J, Petronis A (2007). Molecular studies of major
depressive disorder: the epigenetic perspective. Molecular
Psychiatry 12(9), 799–814.

Monroe SM, Reid MW (2008). Gene-environment
interactions in depression research: genetic
polymorphisms and life-stress polyprocedures.
Psychological Science 19(10), 947–956.

Moos RH, Brennan PL, Schutte KK, Moos BS (2010).
Spouses of older adults with late-life drinking problems:
health, family, and social functioning. Journal of Studies on
Alcohol and Drugs 71(4), 506–514.

Nayak MB, Lown EA, Bond JC, Greenfield TK (2012).
Lifetime victimization and past year alcohol use in a U.S.
population sample of men and women drinkers. Drug and
Alcohol Dependence 123(1–3), 213–219.

Ohannessian CM, Hesselbrock VM, Kramer J, Kuperman
S, Bucholz KK, Schuckit MA, Nurnberger JI Jr (2004).
The relationship between parental alcoholism and
adolescent psychopathology: a systematic examination of
parental comorbid psychopathology. Journal of Abnormal
Child Psychology 32(5), 519–533.

Oyane NM, Pallesen S, Moen BE, Akerstedt T, Bjorvatn B
(2013). Associations between night work and anxiety,
depression, insomnia, sleepiness and fatigue in a sample
of norwegian nurses. PLoS One 8(8), e70228.

Parikh SV, Segal ZV, Grigoriadis S, Ravindran AV,
Kennedy SH, Lam RW, Patten SB, Canadian Network
for Mood and Anxiety Treatments (CANMAT) (2009).
Canadian Network for Mood and Anxiety Treatments
(CANMAT) clinical guidelines for the management of
major depressive disorder in adults. II. Psychotherapy
alone or in combination with antidepressant medication.
Journal of Affective Disorders 117(S1), S15–S25.

Patten SB, Kennedy SH, Lam RW, O’Donovan C, Filteau
MJ, Parikh SV, Ravindran AV, Canadian Network for
Mood and Anxiety Treatments (CANMAT) (2009).
Canadian Network for Mood and Anxiety Treatments
(CANMAT) clinical guidelines for the management of
major depressive disorder in adults. I. Classification,
burden and principles of management. Journal of Affective
Disorders 117(S1), S5–S14.

Procopio DO, Saba LM, Walter H, Lesch O, Skala K,
Schlaff G, Vanderlinden L, Clapp P, Hoffman PL,

Tabakoff B (2013). Genetic markers of comorbid
depression and alcoholism in women. Alcohol Clinical &
Experimental Research 37(6), 896–904.

Romo-Nava F, Bobadilla-Espinosa RI, Tafoya SA,
Guízar-Sánchez DP, Gutiérrez JR, Carriedo P, Heinze G
(2019). Major depressive disorder in Mexican medical
students and associated factors: A focus on current and
past abuse experiences. Journal of Affective Disorders 245,
834–840.

Schwenk TL, Gorenflo DW, Leja LM (2008). A survey on
the impact of being depressed on the professional status
and mental health care of physicians. Journal of Clinical
Psychiatry 69(4), 617–620.

Sjoerds Z, Van Tol MJ, van den Brink W, Van der Wee
NJ, Van Buchem MA, Aleman A, Penninx BW,
Veltman DJ (2012). Family history of alcohol
dependence and gray matter abnormalities in non-
alcoholic adults. World Journal of Biological Psychiatry
[Epub ahead of print].

Son JY, Choi YJ (2010). The effect of an anger management
program for family members of patients with alcohol use
disorders. Archives of Psychiatric Nursing 24(1), 38–45.

Sutin AR, Terracciano A, Milaneschi Y, An Y, Ferrucci L,
Zonderman AB (2013). The trajectory of depressive
symptoms across the adult life span. JAMA Psychiatry
70(8), 803–811.

Tempier R, Boyer R, Lambert J, Mosier K, Duncan CR
(2006). Psychological distress among female spouses of
male at-risk drinkers. Alcohol 40(1), 41–49.

Tozzi F, Prokopenko I, Perry JD, Kennedy JL, McCarthy
AD, Holsboer F, Berrettini W, Middleton LT, Chilcoat
HD, Muglia P (2008). Family history of depression is
associated with younger age of onset in patients with
recurrent depression. Psychological Medicine 38(5), 641–649.

Watters AJ, Gotlib IH, Harris AW, Boyce PM, Williams LM
(2013). Using multiple methods to characterize the
phenotype of individuals with a family history of major
depressive disorder. Journal of Affective Disorders 150(2),
474–480.

World Health Organization (1992). The ICD-10 classification
of mental and behavioural disorders: clinical descriptions and
diagnostic guidelines (Vol. 1). World Health Organization:
Geneva.

Family history of alcohol problems and depression 53

https://doi.org/10.1017/ipm.2019.19 Published online by Cambridge University Press

https://doi.org/10.1017/ipm.2019.19

	Relationship between family history of alcohol problems and different clusters of depressive symptoms
	Introduction
	Methods
	Sample
	Measures
	Exposure variables
	Covariates
	Outcome: Beck Depression Inventory (BDI)

	Statistical analysis

	Results
	Discussion
	Limitations
	Conclusion

	Conflict of interest
	Financial support
	Ethical standards
	References


