Original Article

Mood Emot 2019;17(2):49-56
pISSN 1738-0960, eISSN 2671-4655

Comparison of Psychological Characteristics of Lesch
Types 2 (Anxiety Model) and 3 (Depressive Model)
Alcoholism
Sae Heon Jang, MD, Min Ho Chang, MD, Young Myo Jae, MD, PhD, Jin Hyuk Choi, MD,
Gyeong Hwan Lee, MD
Department of Psychiatry, Bong Seng Memorial Hospital, Busan, Korea

Background: Lesch types 2 (L2, anxiety model) and 3 (L3, depressive model) of alcoholism exhibit different responses to anti-craving agents, and most treatment guidelines provide differential treatment strategies for bipolar depression (DEP) and unipolar DEP. We compare the psychological characteristics of L2 and L3 alcoholism and between the
unipolar and bipolar subgroups.
Methods: We reviewed medical records of patients who were diagnosed with alcohol use disorder using the DSM5 diagnostic criteria and classified as L2 and L3 using Lesch Alcohol typology software. All patients completed selfreport scales (Alcohol Use Disorders Identification Test [AUDIT], Beck Anxiety Inventory [BAI], Beck Depression
Inventory-II [BDI-II], and Korean Symptom Checklist-95 [KSCL95]). The data were analyzed using descriptive statistics, the Wilcoxon Rank-Sum test, and ANOVA.
Results: Of the 43 patients, 23 were assigned L2, and 20 were assigned L3. The scores for the KSCL95 subscales fell
generally in the increasing order of the L2-unipolar (L2U, n=10), L2-bipolar (L2B, n=13), L3-unipolar (L3U, n=11),
and L3-bipolar (L3B, n=9) types. The L3B scores were greater than the L3U scores for most KSCL95 subscales, by
contrast with the DEP and BAI scores.
Conclusion: We found psychological differences between L2 and L3 and identified the unique psychological characteristics for each subgroup by polarity. The psychological characteristics of these subgroups of alcohol use disorder
may help improve the treatment success rates through individualized treatment strategies.
Keywords Lesch’s typology; Alcohol use disorder; Unipolar depression; Bipolar depression

INTRODUCTION
Alcohol use disorder has heterogeneous characteristics
which are combinations of biological, social, and psychological factors. Its causes, courses, and responses to
treatment vary. Therefore, there are attempts to classify
subtypes by heterogeneous characteristics of alcohol use
disorder, to find the etiology according to each subtype,
and to apply individualized customized treatment [1].
Among them, Lesch and colleagues have introduced

Lesch’s typology classified into four subtypes according
to the disease pathway of alcohol dependent patients.
Type 1 (allergic model, Lesch type 1 [L1]) consists of
patients with severe alcohol withdrawal symptoms. The
changes in GABA and glutamate neurotransmission
systems, which are known to be associated with alcohol
withdrawal symptoms, may be involved in this type [2].
Particularly, type 1 had a higher incidence of alcohol
withdrawal than the other subtypes [3]. The characteristics of patients with type 2 (anxiety model, Lesch type
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2 [L2]) are dominant anxiety symptoms. They experience a lot of conflict in interpersonal relationships and
alcohol is often used to achieve sedative and anxiolytic
effects in these patients. Thus, alcohol craving in type
2 patients may have a common pathophysiology with
anxiety disorders. Type 3 (depressive model, Lesch type
3 [L3]) shows a tendency to use alcohol mainly for antidepressant use. Patients in this type have a period of
drinking during periods of mood symptoms and when
mood symptoms are stable, they do not drink. Patients
with type 4 (conditional model, Lesch type 4 [L4]) had
a history of head trauma or physical/mental illness prior
to the age of 14 years before they were admitted to alcohol dependence, so they had difficulty adapting to
society and have severe behavioral problems even with
a relatively low amount of drinking [4,5]. Depending
on like these Lesch subtype, there is an attempt to apply other treatment strategies. Particularly in relation to
anti-craving agents, acamprosate has been reported to
be effective in type 1 and type 2 [6], while naltrexone is
effective in type 3 and type 4 [7]. Also antidepressants
(e.g., Moclobemide or Trazodone) with anti-anxiety effects may be effective in preventing relapse of type 2
and mood stabilizing agents may be effective in type 3.
Each Lesch types may have differences in response to
medication as well as pathological etiology, and thus this
classification can be usefully applied in clinical studies
and practice for alcohol use disorder [8]. However, as in
the diagnosis and classification of all mental illnesses, it
is difficult to classify them clearly by type. According to
the authors’ classification experience, especially in L2
anxiety model and L3 depressive model, the symptoms
of two mood states are often clinically difficult to deal
separately. And 5th edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5) recommends
that bipolar depression and unipolar depression should
be handled separately by describing major depressive
episode criteria respectively [9]. So, it is also necessary
to discriminate comorbid depression in alcohol use disorders into unipolar or bipolar depression.
There are reports that there is a difference in response
to anti-craving agents between L2 and 3 types, and most
treatment guidelines also provide different treatment
strategies for bipolar depression and unipolar depression
[10-14]. So, the differential diagnosis of these two types
in according to mood polarity are more important. But
in the absence of biologic markers available for clinical use, identifying clinical psychological characteris-
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tics that can distinguish between the two types will be
meaning.
In this context, the authors tried to sub-classification
of L2 and 3 into unipolar or bipolar type by using mania (MAN) subscale of Symptom Checklist-95 (SCL95) self-report rating scales, commonly used in clinical
practice in South Korea and compared the psychological
characteristics of them.

MATERIALS AND METHODS
Patients who visited department of psychiatry, Bongseng Memorial Hospital from January 1, 2016 to November 30, 2018 and diagnosed as alcohol use disorders
based on DSM-5 diagnostic criteria were included in this
study. All patients had undergone self-report psychological and alcohol tests. The medical records of patient
were reviewed.
Each patient was also classified according to Lesch
typology using a program distributed at http://www.latonline.at. The approximate classification algorithm is
stepped into L4, L3, L1, and finally L2 [15]. In the case
of L4, the severity of physical illness before 14 years
of age is the criterion for classification. Those become
severe perinatal injury, presence of brain damage with
neurological signs, nail biting for more than 6 months,
stuttering symptoms before age 14, severe alcoholic peripheral neuropathy, or epileptic symptoms not related to
alcohol. Second, the presence of psychiatric symptoms
including major depressive disorder, severe suicide or
suicide attempts regardless of drinking, severe sleep
disturbance independent of alcohol is the basis of the L3
categorization. This is applicable when there is a periodic drinking pattern. The third, L1 is the criterion for
the presence of severe withdrawal symptoms, including
tremor, sweating, severe vegetative symptoms, or epileptic symptoms during alcohol withdrawal. In the case
of L2, whether to use alcohol for anti-anxiety purpose is
the criterion of classification. If the patient is not classified as L4, L3 or L1, it is classified as L2.
Of the total 52 patients, we compared only L2 (n=23)
and L3 (n=20) in this study. Each group also divided
into two group according to MAN subscale score (bipolar type: ≥60, unipolar type: <60) of Korean Symptom
Checklist-95 (KSCL95). We excluded L1 (n=9) and L4
(n=0) because L1 and L4 were considered to have so
clear classification criteria that there was no more psywww.moodandemotion.org
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chological characteristics required and samples sizes of
L1 and L4 were also too small or lack to be analyzed.

1. Measurements
1) Alcohol Use Disorders Identification Test
To measure the problem drinking level of patients, the
Alcohol Use Disorders Identification Tests (AUDIT), a
scale developed by the World Health Organization, was
used [16]. This is a self-report alcohol use and dependence evaluation scale including biological, psychological, and social concepts of drinking behavior that has
been used in many studies. This is composed of 10 questions. A 1 to 3 items (Hazardous subscale) assessed the
amount and frequency of drinking, 4 to 6 items (Dependence subscale) were assessed for dependency related
symptoms, and 7 to 10 items (Harmful subscale) were
assessed for adverse effects related to drinking. Each
question consists of a 5-point scale (0: not at all-4: four
times a week). This has been evaluated as appropriate
its sensitivity and specificity [17]. The total score ranges
from 0 to 40 points and the higher the score the higher
level of problem drinking. The Korean version was
translated, standardized, and verified for its validity and
reliability [18]. Scores of 12 or more indicate “problem
drinking”. Scores above 15 suggest “alcohol use disorder”, which indicates alcohol abuse and dependency.
Scores above 26 indicated “alcohol dependency”.
2) Beck Anxiety Inventory
The Beck Anxiety Inventory (BAI) is a 21-item instrument to measure the severity of anxiety symptoms
[19]. It asks individuals to rate symptoms of anxiety on a
four-point scale (e.g., ‘heart pounding or racing’ and ‘fear
of losing control’). The total score ranges from 0 to 63,
with higher scores indicating more severe anxiety symptoms.
3) Beck Depression Inventory-II
The Beck Depression Inventory (BDI) is a 21-item
questionnaire designed to assess the degree of depressive symptoms present over the two weeks’ period. Each
item is rated on a four-point Likert-type scale ranging
from 0 to 3; its total score ranges from 0 to 63, with
higher scores indicating more severe depressive symptoms. The BDI was originally developed by Beck in
1961 [20] and revised to BDI-II in 1996 [21] in response
to changes in the DSM-IV criteria for the diagnosis of
www.moodandemotion.org

depressive symptoms.
4) Korean Symptom Checklist-95
KSCL95 is a revision of the existing Symptom Checklist90-Reversed (SCL-90-R), a self-reported multidimensional symptom checklist test, in 2015 [22]. Items including
validity measures were added and improved to reflect
trends in mental illness included in DSM-5. Especially,
among the 13 areas introduced as “cross-cutting symptom” assessment areas in DSM-5 [9], five areas (Suicide,
post traumatic stress disorder [PTSD], addiction [ADD],
and sleep problems [SI-P]) that can be categorized as
mental health related syndrome but not included in existing test were included in this revised version. This test
was standardized based on the demographic distribution
of Korea in 2013.

2. Statistical analysis
The collected data were analyzed using IBM SPSS
statistics for Windows, Version 23.0 (IBM Co., Armonk,
NY, USA). χ2 test, Wilcox Rank-Sum test, one-way
ANOVA, and post-hoc analysis (LSD) were conducted
to compare the differences in group characteristics. This
study was approved by the Institutional Review Board
(IRB No. 2018-013) of Bongseng Memorial Hospital.
Written informed consent was exempt.

RESULTS
1. Demographic data and clinical characteristics
The general distribution and clinical characteristics
of the subjects are shown in Table 1. Of the total 43 patients, L2 was 23 and L3 was 20. There was no statistically significant difference between the two groups in
mean age. There were 17 (39.5%) female, 7 (30.4%) L2,
and 10 (50.0%) L3, which were not statistically significant.
In AUDIT, L3 was significantly higher than L2 in
the overall average of total scores (23.3±8.31 in L2 vs.
28.0±4.61 in L3). The AUDIT can be classified into
Hazardous, Dependence, and Harmful subscales (these
do not mean the severity level of alcohol problem, but
just the domain of drinking problem, so do not misunderstand). There were no statistically significant differences in AUDUT subscale scores L2 and L3.
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Table 1. Demographic data and clinical characteristics
Characteristic

Total (n=43)

L2 (n=23)

L3 (n=20)

48.5±13.8
17 (39.5)

50.6±11.1
7 (30.4)

46.1±16.3
10 (50.0)

Total

25.5±7.16

23.3±8.31

28.0±4.61

Hazardous

9.35±2.17

8.91±2.35

9.85±1.87

Dependence

6.21±3.08

5.39±3.24

7.15±2.64

Harmful

9.93±3.79

9.04±4.21

10.6±3.15

BAI

23.7±16.2

16.8±14.3

31.7±14.8

**

BDI_II

24.4±14.4

17.0±12.3

33.0±11.8

**

DEP

68.2±17.0

58.6±14.9

79.2±11.8

**

ANX

67.7±15.3

59.2±12.8

77.5±11.9

**

PHOB

68.3±20.7

56.4±14.1

82.1±18.6

**

PAN

68.0±22.5

57.5±17.2

80.2±22.1

**

AGO

65.2±21.5

54.5±14.0

77.6±22.4

**

OC

61.4±12.7

59.4±14.3

63.7±10.6

OBS

61.9±15.4

58.0±15.2

66.4±14.8

OPD

58.0±11.9

59.4±13.3

56.5±10.0

PTSD

64.8±17.0

59.0±17.5

71.5±13.9

AGG

64.8±18.7

58.4±17.5

72.1±19.0

*

SOM

62.9±17.6

55.0±13.5

72.1±17.5

**

MAN

58.5±15.6

60.1±14.4

56.7±17.1

PAR

60.8±19.4

54.1±17.7

68.7±18.7

SCH

63.7±17.6

58.0±17.0

70.2±17.0

*

SUC

65.2±20.4

51.5±12.8

81.0±15.4

**

ADD

79.4±23.9

71.3±21.8

88.8±23.4

*

SI-P

70.1±14.3

63.5±13.5

77.7±12.3

**

ST-V

63.9±14.8

58.1±14.3

70.6±12.6

**

IN-S
RG-P

62.0±14.1
64.4±16.0

58.0±14.8
57.3±14.2

66.7±12.1
72.7±14.0

*
**

Age (y)
Sex, female

p-value

AUDIT
*

KSCL95

*

*

Values are presented as mean±standard deviation or number (%).
L2, Lesch type 2; L3, Lesch type 3; AUDIT, Alcohol Use Disorders Identification Tests; BAI, Beck Anxiety Inventory; BDI_II, Beck
Depression Inventory-II; KSCL95, Korean Symptom Checklist-95; DEP, depression; ANX, Anxiety; PHOB, phobia; PAN, panic; AGO,
agoraphobia; OC, obsessive-compulsive; OBS, obsessive symptoms; OPD, obsessive personality; PTSD, post traumatic stress disorder;
AGG, aggression; SOM, somatic; MAN, mania; PAR, paranoia; SCH, schizophrenia; SUC, suicidal; ADD, addiction; SI-P, sleep problems;
ST-V, stress vulnerability; IN-S, interpersonal sensitivity; RG-P, regulation problems.
*p<0.05, **p<0.01.

L3 showed significantly higher scores than L2 in BAI
and BDI score (31.7±14.8 and 33.0±11.8 for L3, 16.8±14.3
and 17.0±12.3 for L2, respectively).

2. Comparisons of L2 and L3 in KSCL95 test
items
In most of KSCL95 subscales, such as depression
(DEP), anxious (ANX), phobia (PHOB), panic (PAN),
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agoraphobia (AGO), PTSD, aggression (AGG), somatic
(SOM), paranoia (PAR), schizophrenia (SCH), suicidal
(SUC), ADD, SI-P, stress vulnerability (ST-V), interpersonal sensitivity (IN-S), regulation problems (RG-P)
except obsessive-compulsive (OC), obsessive symptoms
(OBS), obsessive personality (OPD) and MAN subscales, L3 showed higher scores than L2 with statistically significance.
Especially, there were no statistically differences
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between 2 groups in obsession related subscales and
MAN subscale. The overall mean of MAN subscale was
58.5±15.6 and median was 60. Each group divided into
two group according to MAN subscale score (bipolar
type: ≥60, unipolar type: <60) of KSCL95.

3. Comparisons among sub-classifications
according to MAN subscales of L2 and L3
L2-unipolar (L2U) (n=10) type showed significantly
lower scores than L3-bipolar (L3B) (n=9) type in almost
all subscales of KSCL95, except OPD subscale (Table 2,
Fig. 1). L2U also showed significantly lower score than
L3-unipolar (L3U) (n=11) in DEP, ANX, PHOB, PAN,

Table 2. Comparisons among sub-classification of L2 and L3 according to KSCL95 MAN subscale scores
Scale

L2U (n=10)

L2B (n=13)

L3U (n=11)

L3B (n=9)

p-value

Post-hoc

BAI
BDI_II

13.3±10.6
13.3±10.6

18.9±16.1
19.9±13.1

24.6±14.3
29.6±11.9

40.3±10.6
37.2±10.9

**
**

L2U, L2B, L3U<L3B
L2U<L3U, L3B
L2B<L3B

KSCL95

56.2±17.5

60.4±13.0

74.2±10.9

85.3±10.1

**

L2U<L3U, L3B
L2B<L3U, L3B

DEP

56.2±17.5

60.4±13.0

74.2±10.9

85.3±10.1

**

L2U<L3U, L3B
L2B<L3U, L3B

ANX

56.7±14.2

61.2±11.8

70.5±9.6

86.1±8.3

**

L2U<L3U, L3B
L2B, L3U<L3B

PHOB

51.8±13.8

59.9±13.8

69.9±12.6

96.9±13.1

**

L2U<L2B, L3U, L3B
L2B, L3U<L3B

PAN

52.8±15.5

68.0±22.5

57.5±17.2

80.2±22.1

**

L2U<L2B, L3B
L2B, L3U<L3B

AGO

50.8±11.8

57.4±15.3

66.7±19.6

90.8±18.8

**

L2U<L3U, L3B
L2B, L3U<L3B

OC

54.3±12.2

63.4±14.9

57.4±7.7

71.3±8.5

*

L2U, L3U<L3B

OBS

51.4±14.3

63.1±14.3

57.6±10.0

77.0±12.7

**

L2U<L2B, L3B, L2B, L3U<L3B

OPD

56.6±11.3

61.5±14.8

54.9±10.8

58.3±9.3

PTSD

55.4±18.7

61.9±16.8

62.5±9.4

82.6±10.0

**

L2U, L2B, L3U<L3B

AGG

57.3±18.3

59.3±15.5

61.5±14.6

85.1±15.6

**

L2U, L2B, L3U<L3B

SOM

51.6±11.4

57.5±14.9

62.1±13.4

84.3±14.0

**

L2U, L2B, L3U<L3B

MAN

49.3±9.4

68.5±11.8

43.5±5.6

72.9±10.8

**

L2U, L3U<L2B, L3B

PAR

47.9±12.4

58.6±20.1

58.9±15.0

80.7±15.9

**

L2U, L2B, L3U<L3B

SCH

52.6±14.6

62.2±18.1

59.2±12.3

83.7±10.9

**

L2U, L2B, L3U<L3B

SUC

51.2±15.0

51.7±11.6

73.3±14.3

90.3±11.5

**

L2U, L2B<L3U
L2U, L2B, L3U<L3B

ADD

61.6±18.9

78.7±21.5

77.9±26.5

102.0±8.1

**

L2U, L2B, L3U<L3B

SI-P

63.5±16.8

63.5±11.1

72.7±12.0

83.8±6.6

**

L2U, L2B<L3B

ST-V

55.0±14.6

60.5±14.2

64.4±10.9

78.2±10.6

**

L2U, L2B, L3U<L3B

IN-S
RG-P

54.3±13.8
55.2±15.8

60.5±14.3
58.9±13.3

75.3±11.1
68.2±15.5

75.3±11.1
78.1±10.1

**
**

L2U, L2B <L3B
L2U<L3U, L3B
L2B<L3B

Values are presented as mean±standard deviation.
L2, Lesch type 2; L3, Lesch type 3; KSCL95, Korean Symptom Checklist-95; MAN, mania; L2U, L2-unipolar; L2B, L2-bipolar; L3U, L3unipolar; L3B, L3-bipolar; BAI, Beck Anxiety Inventory; BDI_II, Beck Depression Inventory-II; DEP, depression; ANX, Anxiety, PHOB,
phobia; PAN, panic; AGO, agoraphobia; OC, obsessive-compulsive; OBS, obsessive symptoms; OPD, obsessive personality; PTSD, post
traumatic stress disorder; AGG, aggression; SOM, somatic; PAR, paranoia; SCH, schizophrenia; SUC, suicidal; ADD, addiction; SI-P,
sleep problems; ST-V, stress vulnerability; IN-S, interpersonal sensitivity; RG-P, regulation problems.
*p<0.05, **p<0.01.
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L2U (n=10)
L2B (n=13)
L3U (n=11)
L3B (n=9)
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*
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*

*
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*
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*
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*

*
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* *

*
*

*

*

*

* *

*

40
DEP

ANX

PHOB

PAN

AGO

OC

OBS

OPD

PTSD

AGG
L2U (n=10)
L2B (n=13)
L3U (n=11)
L3B (n=9)

100

80

* *

*
*

60

*
*

*

* *
*

*
*

* *

*

*

*

*

* *

*

*

*

*
*

*

40
SOM

MAN

PAR

SCH

SUC

ADD

SI-P

ST-V

IN-S

RG-P

Fig. 1. Comparisons of KSCL subscales between L2 and L3 according to KSCL95 MAN subscale scores. KSCL, Korean Symptom Checklist; L2, Lesch type 2; L3, Lesch type 3; MAN, mania; DEP, depression; ANX, Anxiety, PHOB, phobia; PAN, panic; AGO, agoraphobia; OC,
obsessive-compulsive; OBS, obsessive symptoms; OPD, obsessive personality; PTSD, post traumatic stress disorder; AGG, aggression;
L2U, L2-unipolar; L2B, L2-Bipolar; L3U, L3-unipolar; L3B, L3-bipolar; SOM, somatic; PAR, paranoia; SCH, schizophrenia; SUC, suicidal;
ADD, addiction; SI-P, sleep problems; ST-V, stress vulnerability; IN-S, interpersonal sensitivity; RG-P, regulation problems. *p<0.05 in
L3B vs. L3U, L2B, L2U. †p<0.05 in L3U vs. L2B, L2U. §p<0.05 in L2B vs. L2U.

AGO, SUC and RG-P subscales and even lower than L2bipolar (L2B) (n=13) in PHOB, OBS subscales.
L2B showed significantly lower scores than L3B in
almost all subscale, except OC, OPD subscales. L2B
did not show much difference with L3U, except in DEP
subscales. L3U showed some significant difference even
with L3B in almost all subscales, except DEP, OPD, SIP, RG-P subscale.

DISCUSSION
In this study, we compared the psychological characteristics of patients classified with L2 and L3 according
to Lesch’s typology, one of the classification methods for
alcohol use disorders. The severity of overall alcoholism assessed by AUDIT was higher for L3 than for L2.
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As L3 is depressive model, it can be inferred from its
name that the severity of depression measured by BDI is
higher than that of L2. With similar logic, since L2 is an
anxiety model, the degree of anxiety measured by BAI
should be higher than L2 in L3, but higher in L3. The
differences in clinical severity between the two groups
showed also similar pattern in almost all the subscales
measured by KSCL95, except OPD and MAN subscales.
In these two exceptional subscales, L2 was higher than
L3 in terms of score, although it was not statistically significant.
Here, it is necessary to discuss about the relationship between L2 anxiety model and MAN and between
alcohol use disorder and OPD. Although anxiety is
covered by the DSM-5 ‘with ANX distress’ specifier
[9], anxiety (often along with agitation and irritability,
which are called abbreviated AIA) is thought to be a
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common manifestation of manic with mixed features
[23,24]. Meanwhile, there was higher reported levels of
OPD traits in alcohol dependent subjects [25]. And, it
is argued that this is evidence indirectly explaining the
impulsivity of OPD [26]. Therefore, we can interpret
anxiety in L2 anxiety model as agitation, irritability or
impulsivity rather than ANX itself. However, there is no
supportive references to this viewpoint, so further research is needed.
Based on these results, especially based on the MAN
subscale, we tried to compare the psychological characteristics of each group by dividing them into unipolar
and bipolar. When we used the cut-off point of 60, each
group was divided into relatively equal. As a result, the
scores of almost all KSCL95 subscales were sequentially
increased in order of L2U, L2B, L3U, and L3B types.
L2B showed similarity with L3U in KSCL95 subscale
scores. However, L3U was more depressive and SUC
than L2B.
In L2U, BAI (8-15: mild anxiety) and BDI (10-15: mild
depression) mean scores indicate anxiety and depression
level as mild. According to the classification algorithm
of Lesch’s typology, L4, L3, and L1 are classified first,
and those that are not included in any group are automatically classified into L2. Thus, L2 may also include
patients with characteristics that do not match the anxiety model.
It seems reasonable to treat the L3 bipolar group as
one independent group. L3B were higher than the L3U
in most of the KSCL95 subscale scale scores and except
for DEP and BAI score. Above all, L3B was significantly different from L3U in the KSCL95 MAN subscale,
and the L3 group could be separated into two groups
using this subscale. In a cohort study of Denmark, the
comorbid rate of alcohol use disorders in mood disorders
was 33.4% in bipolar disorder and 23.8% in depression
[27]. In a family study, it is reported that the association of bipolar disorder and alcohol use disorder (odd
ration 14.5) is significantly higher than that of unipolar
depression and alcohol use disorder (odd ratio 1.7) [28].
Considering the high rate of bipolar disorder in mood
disorder coexisting with alcohol use disorder, it is necessary to distinguish L3 depressive model as unipolar and
bipolar in Lesch’s typology.
The limitation of this study is that the sample size is
small and is a cross-sectional study conducted at a hospital. In addition, KSCL95, a measure used to compare
psychological characteristics, is not a widely used stanwww.moodandemotion.org

dardized scale in the world.
However, it was meaningful to know the differences
of psychological characteristic between L2 type and L3
type, which have overlapping characteristics in Lesch’s
typology.

CONCLUSION
L2 anxiety model can be characterized as more agitative, irritable or impulsive. L3 depressive model was
not only more depressive but also more ANX than L2.
Also, using KSCL95 MAN subscale, we could divide
each group into unipolarity and bipolarity, and identify
the unique psychological characteristics of each divided
groups. L2U was with mild anxiety and depressive level.
L2B and L3U seem to have similar psychological characteristics but L3U was more depressive and suicidality.
L3B was the most severe psychological characteristics
in almost all areas. The psychological characteristics of
these subgroups of alcohol use disorder can cause differences in response to treatment, we can improve the success rate of the treatment by planning the individualized
treatment strategy.
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