
BackgroundBackground Studies examining theStudies examining the

effects of substance use inpatientswitheffects of substance use inpatientswith

schizophrenia have produced conflictingschizophrenia have produced conflicting

results.results.

AimsAims To examine the effects ofTo examine the effects of

comorbid substance use on symptoms,comorbid substance use on symptoms,

social functioningand service use insocial functioningand service use in

patientswith schizophrenia.patientswith schizophrenia.

MethodMethod Patients (Patients (nn¼316) with and316) with and

without substance use problems fromwithout substance use problems from

three centresparticipating inthe Scottishthree centresparticipating inthe Scottish

Comorbidity Studywere compared, usingComorbidity Studywere compared, using

research interviews and case note review,research interviews and case note review,

onmeasures of symptoms, socialonmeasures of symptoms, social

functioningand service use.functioningand service use.

ResultsResults Patientswith substance usePatientswith substance use

problemswereyounger, more likely to beproblemswereyounger, more likely to be

male andhad shorterduration of illness.male andhad shorterduration of illness.

Theyhadmore police contact andTheyhadmore police contact and

increased self-reportedneeds, butincreased self-reportedneeds, but

otherwise showed fewdifferenceswhenotherwise showed fewdifferenceswhen

comparedwiththosewithout suchcomparedwiththosewithout such

problems.problems.

ConclusionsConclusions The presence of problemThe presence of problem

substance use hadonlymodest impactonsubstance use had onlymodest impacton

service use, symptoms or socialservice use, symptoms or social

functioning for thisgroup of patientswithfunctioning for thisgroup of patientswith

schizophrenia.This has importantschizophrenia.This has important

implications for service developmenttoimplications for service developmentto

meetthe perceivedneeds of thisgroup.meetthe perceivedneeds ofthisgroup.
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Research in North America suggests thatResearch in North America suggests that

the co-occurrence of substance misuse andthe co-occurrence of substance misuse and

severe mental illness is common, and hassevere mental illness is common, and has

a range of adverse effects on course of ill-a range of adverse effects on course of ill-

ness, service use and outcome (Drakeness, service use and outcome (Drake etet

alal, 1991). Similar evidence has emerged, 1991). Similar evidence has emerged

from studies in the UK in which patientsfrom studies in the UK in which patients

with psychosis who had substance usewith psychosis who had substance use

problems spent more days in hospitalproblems spent more days in hospital

compared with patients who did notcompared with patients who did not

(Menezes(Menezes et alet al, 1996) and were more likely, 1996) and were more likely

to report offending or hostile behaviourto report offending or hostile behaviour

(Scott(Scott et alet al, 1998). Others report less-, 1998). Others report less-

negative consequences, suggesting littlenegative consequences, suggesting little

adverse impact of substance use on symp-adverse impact of substance use on symp-

toms, course of illness or service usetoms, course of illness or service use

(Zisook(Zisook et alet al, 1992; Warner, 1992; Warner et alet al, 1994)., 1994).

Such conflicting results make it difficult toSuch conflicting results make it difficult to

estimate the level of need of this groupestimate the level of need of this group

(who comprise at least a quarter to a third(who comprise at least a quarter to a third

of patients with schizophrenia in mostof patients with schizophrenia in most

populations surveyed). The bulk of evi-populations surveyed). The bulk of evi-

dence comes from North America, wheredence comes from North America, where

substance use patterns and service provi-substance use patterns and service provi-

sion may differ. Many evaluations have in-sion may differ. Many evaluations have in-

volved only a few participants, and cohortsvolved only a few participants, and cohorts

have frequently consisted of selected sam-have frequently consisted of selected sam-

ples. To examine the consequences of sub-ples. To examine the consequences of sub-

stance use in a representative UK sample,stance use in a representative UK sample,

we compared people with problem sub-we compared people with problem sub-

stance use with others taking part in a largestance use with others taking part in a large

study examining the prevalence, patternstudy examining the prevalence, pattern

and consequences of substance use amongand consequences of substance use among

patients with schizophrenia in three areaspatients with schizophrenia in three areas

of Scotland.of Scotland.

METHODMETHOD

ParticipantsParticipants

Participants were drawn from three sites:Participants were drawn from three sites:

Nithsdale, a rural area in south-west Scot-Nithsdale, a rural area in south-west Scot-

land (population 57 000); west Glasgow,land (population 57 000); west Glasgow,

an inner-city area with high levels ofan inner-city area with high levels of

deprivation (population 53 000); and adeprivation (population 53 000); and a

suburban area of Aberdeen (populationsuburban area of Aberdeen (population

32 000). In Nithsdale and Glasgow32 000). In Nithsdale and Glasgow

participants were drawn from definedparticipants were drawn from defined

geographical areas; in Aberdeen, they weregeographical areas; in Aberdeen, they were

identified through five associated generalidentified through five associated general

practices (representative of suburbanpractices (representative of suburban

Aberdeen) which made up the catchmentAberdeen) which made up the catchment

area of one community mental health team.area of one community mental health team.

Including three sites had the advantage ofIncluding three sites had the advantage of

obtaining representative urban and ruralobtaining representative urban and rural

populations. All patients with schizo-populations. All patients with schizo-

phrenia aged at least 16 years, who werephrenia aged at least 16 years, who were

known to primary or secondary care ser-known to primary or secondary care ser-

vices, were included. Social services andvices, were included. Social services and

voluntary services were also approachedvoluntary services were also approached

to complete identification. This ‘key infor-to complete identification. This ‘key infor-

mant’ method has been described bymant’ method has been described by

McCreadie (1982). Case notes wereMcCreadie (1982). Case notes were

examined and only those with a consensusexamined and only those with a consensus

diagnosis of schizophrenia (after discussiondiagnosis of schizophrenia (after discussion

with a senior investigator), based on thewith a senior investigator), based on the

ICD–10 research diagnostic criteria (WorldICD–10 research diagnostic criteria (World

Health Organization, 1993), were included.Health Organization, 1993), were included.

In addition, the Operational Checklist forIn addition, the Operational Checklist for

Psychiatric Disorders (OPCRIT) (McGuffinPsychiatric Disorders (OPCRIT) (McGuffin

et alet al, 1991) was completed and computer-, 1991) was completed and computer-

generated research diagnoses obtained forgenerated research diagnoses obtained for

all participants.all participants.

This study formed part of a wider in-This study formed part of a wider in-

vestigation into the prevalence of substancevestigation into the prevalence of substance

misuse among patients with schizophreniamisuse among patients with schizophrenia

in three areas of Scotland when comparedin three areas of Scotland when compared

with locally recruited controls. Details ofwith locally recruited controls. Details of

prevalence rates in comparison withprevalence rates in comparison with

controls may be found in the paper bycontrols may be found in the paper by

McCreadieMcCreadie et alet al (2002). Ethical approval(2002). Ethical approval

was obtained from the relevant local ethicswas obtained from the relevant local ethics

committees and all participants gavecommittees and all participants gave

informed, written consent before inclusion.informed, written consent before inclusion.

AssessmentAssessment

All participants were interviewed by re-All participants were interviewed by re-

search nurses, who used sections 11 andsearch nurses, who used sections 11 and

12 of the Schedules for Clinical Assessment12 of the Schedules for Clinical Assessment

in Neuropsychiatry (SCAN) (World Healthin Neuropsychiatry (SCAN) (World Health

Organization, 1994) to identify ‘lifetime’Organization, 1994) to identify ‘lifetime’

(i.e. any time preceding the year up to inter-(i.e. any time preceding the year up to inter-

view) and ‘past year’ drug and alcohol use.view) and ‘past year’ drug and alcohol use.

The three research nurses were trained inThe three research nurses were trained in

the use of this instrument and reliabilitythe use of this instrument and reliability

was checked by reviewing recorded inter-was checked by reviewing recorded inter-

views at several points throughout theviews at several points throughout the

study. Basic demographic details, includingstudy. Basic demographic details, including

age, gender, ethnicity and social depriva-age, gender, ethnicity and social depriva-

tion, were obtained. Social deprivationtion, were obtained. Social deprivation

was determined from the participants’ post-was determined from the participants’ post-

codes, using the Carstairs Deprivationcodes, using the Carstairs Deprivation

Index (Carstairs & Morris, 1990). ServiceIndex (Carstairs & Morris, 1990). Service

use was estimated by recording contactsuse was estimated by recording contacts

with primary care staff, community mentalwith primary care staff, community mental

health team members, out-patient services,health team members, out-patient services,

depot clinics, general hospitals, accidentdepot clinics, general hospitals, accident
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and emergency departments, police andand emergency departments, police and

other (e.g. voluntary) services within theother (e.g. voluntary) services within the

past year. Number of psychiatric admis-past year. Number of psychiatric admis-

sions, days spent in hospital and use ofsions, days spent in hospital and use of

the Mental Health Act over the precedingthe Mental Health Act over the preceding

2 years were also recorded. Social function-2 years were also recorded. Social function-

ing was assessed using the Global Assess-ing was assessed using the Global Assess-

ment Scale (GAS; Endicottment Scale (GAS; Endicott et alet al, 1976), in, 1976), in

addition to information on marital status,addition to information on marital status,

living arrangements and employment. Theliving arrangements and employment. The

Camberwell Assessment of Need (CAN;Camberwell Assessment of Need (CAN;

SladeSlade et alet al, 1999) was used to gauge subjec-, 1999) was used to gauge subjec-

tive and keyworker-reported needs (bothtive and keyworker-reported needs (both

met and unmet). In addition, all partici-met and unmet). In addition, all partici-

pants were interviewed by research psychia-pants were interviewed by research psychia-

trists, who administered the Positive andtrists, who administered the Positive and

Negative Symptom Scale (PANSS; KayNegative Symptom Scale (PANSS; Kay etet

alal, 1987) to assess current symptom sever-, 1987) to assess current symptom sever-

ity. Regular reliability checks, by reviewingity. Regular reliability checks, by reviewing

recorded assessments, were also carried outrecorded assessments, were also carried out

for this instrument throughout the studyfor this instrument throughout the study

period.period.

For the purposes of this study, partici-For the purposes of this study, partici-

pants were identified as having problempants were identified as having problem

use if they met ICD–10 research criteriause if they met ICD–10 research criteria

for harmful use or dependence. Based onfor harmful use or dependence. Based on

the SCAN interview, participants werethe SCAN interview, participants were

further divided into those with problemfurther divided into those with problem

use in the past year and those with lifetimeuse in the past year and those with lifetime

use. Although it might be hypothesised thatuse. Although it might be hypothesised that

recent use is more likely to influence symp-recent use is more likely to influence symp-

toms, social functioning and service use,toms, social functioning and service use,

lifetime use might also affect the course oflifetime use might also affect the course of

illness and so is reported here as well.illness and so is reported here as well.

To help corroborate the participants’To help corroborate the participants’

reports of current use, every 20th patientreports of current use, every 20th patient

was asked to give a urine sample (forwas asked to give a urine sample (for

cannabis measurement) and a hair samplecannabis measurement) and a hair sample

(for measurement of opioids, sedatives,(for measurement of opioids, sedatives,

cocaine, stimulants, hallucinogens andcocaine, stimulants, hallucinogens and

volatile substances) to assess drug use involatile substances) to assess drug use in

the previous 3 months (up to 30 days forthe previous 3 months (up to 30 days for

cannabis). Substance use was also assessedcannabis). Substance use was also assessed

by interview with keyworkers using a five-by interview with keyworkers using a five-

point rating scale (Drakepoint rating scale (Drake et alet al, 1989). Lab-, 1989). Lab-

oratory analysis revealed no significant dis-oratory analysis revealed no significant dis-

crepancy with participants’ own accountscrepancy with participants’ own accounts

of their drug-taking, but the accountsof their drug-taking, but the accounts

agreed relatively poorly with keyworkeragreed relatively poorly with keyworker

ratings (although in no consistent fashion).ratings (although in no consistent fashion).

We thus relied on the extended researchWe thus relied on the extended research

nurse interview (i.e. participant report) asnurse interview (i.e. participant report) as

providing the most reliable information onproviding the most reliable information on

substance use.substance use.

AnalysisAnalysis

Chi-squared tests for categorical data andChi-squared tests for categorical data and

tt-tests for continuous variables were used-tests for continuous variables were used

for univariate analyses. As there were mul-for univariate analyses. As there were mul-

tiple comparisons, only differences at thetiple comparisons, only differences at the

1% level were regarded as significant.1% level were regarded as significant.

RESULTSRESULTS

Prevalence of problem substancePrevalence of problem substance
useuse

Of the 446 patients who were identified,Of the 446 patients who were identified,

130 (29%) either refused consent or were130 (29%) either refused consent or were

untraceable. Non-participants did notuntraceable. Non-participants did not

differ from the remainder in age, genderdiffer from the remainder in age, gender

distribution, duration of illness, deprivationdistribution, duration of illness, deprivation

scores or OPCRIT diagnoses. Amongscores or OPCRIT diagnoses. Among

the 316 participants, 22 (7%) reportedthe 316 participants, 22 (7%) reported

problem drug use in the past year and 66problem drug use in the past year and 66

(21%) at some time before that.(21%) at some time before that.

Cannabis was the most commonly usedCannabis was the most commonly used

drug, followed by opioids for current usersdrug, followed by opioids for current users

and stimulants for lifetime users. Regardingand stimulants for lifetime users. Regarding

alcohol, 49 (16%) reported problem use inalcohol, 49 (16%) reported problem use in

the past year and 122 (39%) in the time be-the past year and 122 (39%) in the time be-

fore that. When combined, 64 (20%) hadfore that. When combined, 64 (20%) had

problem drug and/or alcohol use (hereafterproblem drug and/or alcohol use (hereafter

referred to as problem substance use) in thereferred to as problem substance use) in the

past year and 141 (45%) at some timepast year and 141 (45%) at some time

before that. Further details of substancebefore that. Further details of substance

use in this sample (including exact numbersuse in this sample (including exact numbers

with harmful use and with dependence)with harmful use and with dependence)

have been published separately (McCreadiehave been published separately (McCreadie

et alet al, 2002)., 2002).

Demographic findingsDemographic findings

Comparisons of participants who wereComparisons of participants who were

problem users and those who were not, inproblem users and those who were not, in

terms of gender, age, ethnicity, social depri-terms of gender, age, ethnicity, social depri-

vation and illness duration, are given invation and illness duration, are given in

Tables 1 and 2. Younger age and maleTables 1 and 2. Younger age and male

gender were associated with problem usegender were associated with problem use

(either current or past), as was shorter(either current or past), as was shorter

duration of illness. There was no differenceduration of illness. There was no difference

in the age at onset between the two groups,in the age at onset between the two groups,

but those who were problem drug users inbut those who were problem drug users in

the past year had an earlier age of onsetthe past year had an earlier age of onset

of illness when examined separately (23.9of illness when examined separately (23.9

yearsyears v.v. 27.9 years,27.9 years, PP¼0.002). Those with0.002). Those with

problem alcohol use in the past year wereproblem alcohol use in the past year were

also more likely to be in employmentalso more likely to be in employment

than their non-problem-using counterparts.than their non-problem-using counterparts.

Numbers were too small to detect anyNumbers were too small to detect any

differences in ethnicity.differences in ethnicity.

3 2 53 2 5

Table1Table1 Characteristics of participants reportingpast-year problem substanceuseCharacteristics of participants reportingpast-year problem substanceuse v.v. no problem substanceuse: gender, age, social deprivation, illness duration and age atno problem substanceuse: gender, age, social deprivation, illness duration and age at

onsetonset

Problem useProblem use

((nn¼64)64)

No problem useNo problem use

((nn¼252)252)

Comparison statistics (99%CI)Comparison statistics (99% CI)

Gender (Gender (nn¼316)316) ww22¼12.2, d.f.12.2, d.f.¼1,1, PP550.001,OR0.001,OR¼3.2 (1.3 to 7.8)3.2 (1.3 to 7.8)

Males (Males (nn)) 5252 145145

Females (Females (nn 1212 107107

Age, years (Age, years (nn¼316)316)

Mean (s.d.)Mean (s.d.) 38.2 (9.3)38.2 (9.3) 47.1 (14.4)47.1 (14.4) tt¼4.7, d.f.4.7, d.f.¼314,314, PP550.001 (0.001 (7713.9 to13.9 to774.3)4.3)

Deprivation category (Deprivation category (nn¼312)312) ww22¼7.29, d.f.7.29, d.f.¼2,2, PP¼0.0280.028

Most affluent (Most affluent (nn)) 1111 4646

Middle (Middle (nn)) 3232 158158

Most deprived (Most deprived (nn)) 2121 4444

Illness duration, years (Illness duration, years (nn¼296)296)

Mean (s.d.)Mean (s.d.) 11.5 (7.8)11.5 (7.8) 19.7 (13.1)19.7 (13.1) tt¼774.4, d.f.4.4, d.f.¼294,294, PP550.001 (0.001 (7712.9 to12.9 to773.3)3.3)

Age at onset, years (Age at onset, years (nn¼296)296)

Mean (s.d.)Mean (s.d.) 26.3 (7.4)26.3 (7.4) 27.2 (9.3)27.2 (9.3) tt¼0.676, d.f.0.676, d.f.¼294,294, PP¼0.499 (0.499 (774.4 to 2.6)4.4 to 2.6)
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Symptoms and social functioningSymptoms and social functioning
Symptoms were measured using sub-scaleSymptoms were measured using sub-scale

(positive, negative and general) and total(positive, negative and general) and total

scores from the PANSS. Higher scores onscores from the PANSS. Higher scores on

the general sub-scale (which includesthe general sub-scale (which includes

anxiety and depression ratings) reached sig-anxiety and depression ratings) reached sig-

nificance for the group with problem sub-nificance for the group with problem sub-

stance use (past year) but this differencestance use (past year) but this difference

disappeared in the total scores (Tables 3disappeared in the total scores (Tables 3

and 4). On measures of social functioning,and 4). On measures of social functioning,

GAS scores were not significantly different,GAS scores were not significantly different,

nor was there any difference in livingnor was there any difference in living

arrangements or marital status. Thosearrangements or marital status. Those

reporting problem use (both past yearreporting problem use (both past year

and lifetime) did, however, have a greaterand lifetime) did, however, have a greater

3 2 632 6

Table 2Table 2 Characteristics of participants reporting ‘lifetime before’ problem substance useCharacteristics of participants reporting ‘lifetime before’ problem substance use vv. no problem substance use: gender, age, social deprivation, illness duration. no problem substance use: gender, age, social deprivation, illness duration

and age at onsetand age at onset

Problem useProblem use No problem useNo problem use Comparison statistics (99% CI)Comparison statistics (99%CI)

Gender (Gender (nn¼316)316) ww22¼40.1, d.f.40.1, d.f.¼1,1, PP550.001,OR0.001,OR¼5.0 (2.5 to 9.9)5.0 (2.5 to 9.9)

Male (Male (nn)) 115115 8282

Female (Female (nn)) 2626 9393

Age, years (Age, years (nn¼316)316)

Mean (s.d.)Mean (s.d.) 39.6 (10.5)39.6 (10.5) 49.9 (14.9)49.9 (14.9) tt¼776.9, d.f.6.9, d.f.¼314,314, PP550.001 (0.001 (7714.1 to14.1 to776.4)6.4)

Deprivation category (Deprivation category (nn¼312)312) ww22¼8.3, d.f.8.3, d.f.¼2,2, PP¼0.0160.016

Most affluent (Most affluent (nn)) 2121 3636

Middle (Middle (nn)) 7979 111111

Most deprived (Most deprived (nn)) 139139 2626

Illness duration, years (Illness duration, years (nn¼296)296)

Mean (s.d.)Mean (s.d.) 13.9 (9.3)13.9 (9.3) 21.5 (13.9)21.5 (13.9) tt¼775.3, d.f.5.3, d.f.¼294,294, PP550.001 (0.001 (7711.2 to11.2 to773.9)3.9)

Age at onset, years (Age at onset, years (nn¼296)296)

Mean (s.d.)Mean (s.d.) 25.7 (7.1)25.7 (7.1) 28.2 (10.1)28.2 (10.1) tt¼772.4, d.f.2.4, d.f.¼294,294, PP¼0.019 (0.019 (775.2 to 0.23)5.2 to 0.23)

Table 3Table 3 Scores on the Positive andNegative Symptom Scale (PANSS) and theGlobal Assessment Scale (GAS): past-year problem substanceuseScores on the Positive andNegative Symptom Scale (PANSS) and theGlobal Assessment Scale (GAS): past-year problem substanceuse v.v. no problem substanceno problem substance

useuse

Problem use (Problem use (nn¼63)63)

Mean (s.d.)Mean (s.d.)

No problem use (No problem use (nn¼250)250)11

Mean (s.d.)Mean (s.d.)

ComparisonComparison 99% CI of the difference99%CI of the difference

tt d.f.d.f. PP

GAS scoreGAS score 49.6 (11.8)49.6 (11.8) 51.1 (12.5)51.1 (12.5) 770.8780.878 310310 0.3800.380 776.1 to 3.06.1 to 3.0

PANSS scorePANSS score

Positive symptomsPositive symptoms 15.9 (5.9)15.9 (5.9) 14.2 (5.9)14.2 (5.9) 2.02.0 309309 0.0460.046 770.49 to 3.80.49 to 3.8

Negative symptomsNegative symptoms 17.1 (6.2)17.1 (6.2) 16.7 (7.7)16.7 (7.7) 770.430.43 309309 0.6680.668 772.1 to 2.92.1 to 2.9

GeneralGeneral 32.6 (8.4)32.6 (8.4) 29.3 (7.8)29.3 (7.8) 2.92.9 309309 0.0040.004 0.35 to 6.20.35 to 6.2

TotalTotal 65.6 (16.4)65.6 (16.4) 60.2 (17.2)60.2 (17.2) 2.22.2 309309 0.0260.026 770.85 to 11.60.85 to 11.6

1. Maximum.1. Maximum.

Table 4Table 4 Scores on the Positive andNegative Symptom Scale (PANSS) and theGlobal Assessment Scale (Scores on the Positive andNegative Symptom Scale (PANSS) and theGlobal Assessment Scale (GASGAS): ‘lifetimebefore’problem substance use): ‘lifetimebefore’problem substance use v.v. no problemuseno problemuse

Problem use (Problem use (nn¼138)138)11

Mean (s.d.)Mean (s.d.)

No problem use (No problem use (nn¼174)174)11

Mean (s.d.)Mean (s.d.)

ComparisonComparison 99% CI of the difference99%CI of the difference

tt d.f.d.f. PP

GAS scoreGAS score 51.1 (12.0)51.1 (12.0) 50.5 (12.6)50.5 (12.6) 0.4140.414 310310 0.6790.679 773.1 to 4.23.1 to 4.2

PANSS scorePANSS score

Positive symptomsPositive symptoms 15.3 (6.0)15.3 (6.0) 13.9 (5.8)13.9 (5.8) 2.22.2 309309 0.0280.028 770.26 to 3.20.26 to 3.2

Negative symptomsNegative symptoms 16.8 (6.4)16.8 (6.4) 16.8 (7.5)16.8 (7.5) 0.030.03 309309 0.9780.978 772.1 to 2.12.1 to 2.1

GeneralGeneral 31.2 (7.9)31.2 (7.9) 29.1 (8.0)29.1 (8.0) 2.32.3 309309 0.0210.021 0.26 to 4.50.26 to 4.5

TotalTotal 63.3 (16.4)63.3 (16.4) 59.7 (17.6)59.7 (17.6) 1.841.84 309309 0.0670.067 771.5 to 8.61.5 to 8.6

1. Maximum.1. Maximum.

https://doi.org/10.1192/bjp.182.4.324 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.182.4.324


EFFECTS OF SUBSTANCE USE IN SCHIZOPHRENIAEFFECTS OF SUBSTANCE USE IN SCHIZOPHRENIA

self-reported number of needs and higherself-reported number of needs and higher

mean needs rating (combined scores formean needs rating (combined scores for

partially met or unmet need) (Tables 5partially met or unmet need) (Tables 5

and 6).and 6).

Service useService use

With the exception of increased attendanceWith the exception of increased attendance

at depot clinics (22.5%at depot clinics (22.5% v.v. 11.2%,11.2%,

PP¼0.008; OR0.008; OR¼2.3, 95% CI 1.0–5.2) for2.3, 95% CI 1.0–5.2) for

lifetime problem substance users, andlifetime problem substance users, and

increased contact with psychiatristsincreased contact with psychiatrists

(95.3%(95.3% v.v. 82.3%,82.3%, PP¼0.01, OR0.01, OR¼0.2, 95%0.2, 95%

CI 0.05–1.1) for past-year substance users,CI 0.05–1.1) for past-year substance users,

participants with problem drug or alcoholparticipants with problem drug or alcohol

use were no more likely than those withoutuse were no more likely than those without

substance use problems to have accessedsubstance use problems to have accessed

primary care or to have had contact withprimary care or to have had contact with

other specific individuals in secondary careother specific individuals in secondary care

services (community psychiatric nursing,services (community psychiatric nursing,

occupational therapy, psychology or socialoccupational therapy, psychology or social

work) within the preceding year. Neitherwork) within the preceding year. Neither

were they more likely to have attendedwere they more likely to have attended

general hospitals or accident and emer-general hospitals or accident and emer-

gency departments. They did, however,gency departments. They did, however,

have more police contact (past-year usershave more police contact (past-year users

34.9%34.9% v.v. 14.9%,14.9%, PP550.001, OR0.001, OR¼3.1,3.1,

95% CI 1.3 to 7.0; lifetime users 29%95% CI 1.3 to 7.0; lifetime users 29% v.v.

10.8%,10.8%, PP550.001, OR0.001, OR¼3.4, 95% CI 1.53.4, 95% CI 1.5

to 7.5). This reflected both greater report-to 7.5). This reflected both greater report-

ing of crimes committed against the partici-ing of crimes committed against the partici-

pants, and police contact for other reasons.pants, and police contact for other reasons.

Our method did not allow a further break-Our method did not allow a further break-

down of these data. Numbers of admissionsdown of these data. Numbers of admissions

(past-year users 0.67(past-year users 0.67 vv. 0.89,. 0.89, PP¼0.259,0.259,

99% CI99% CI 770.6 to 0.16; lifetime users 0.850.6 to 0.16; lifetime users 0.85

v.v. 0.6,0.6, PP¼0.113, 99% CI0.113, 99% CI 770.59 to 0.55),0.59 to 0.55),

days admitted (past-year users 96.7days admitted (past-year users 96.7 v.v.

61.8,61.8, PP¼0.211, 99% CI0.211, 99% CI 7719.9 to 89.8;19.9 to 89.8;

lifetime users 78.3lifetime users 78.3 v.v. 98.5,98.5, PP¼0.371, 99%0.371, 99%

CICI 7764.7 to 24.2) and detentions under64.7 to 24.2) and detentions under

the Mental Health Act (past-year usersthe Mental Health Act (past-year users

0.20.2 v.v. 0.32,0.32, PP¼0.225, 99% CI0.225, 99% CI 770.37 to0.37 to

0.13; lifetime users 0.310.13; lifetime users 0.31 vv. 0.16,. 0.16, PP¼0.066,0.066,

99% CI99% CI 770.58 to 0.34), all within the pre-0.58 to 0.34), all within the pre-

vious 2 years, also showed no significantvious 2 years, also showed no significant

difference.difference.

DISCUSSIONDISCUSSION

An editorial in theAn editorial in the BMJBMJ (Weaver(Weaver et alet al,,

1999) has called for research to underpin1999) has called for research to underpin

policy and services for patients with comor-policy and services for patients with comor-

bidity in the UK. Existing research points tobidity in the UK. Existing research points to

a high prevalence of substance use amonga high prevalence of substance use among

patients with severe mental illness (Regierpatients with severe mental illness (Regier

et alet al, 1990; Menezes, 1990; Menezes et alet al, 1996) and there, 1996) and there

has been presumed to be a consequenthas been presumed to be a consequent

adverse effect on symptoms and outcome.adverse effect on symptoms and outcome.

Although we did find some increasedAlthough we did find some increased

service use (police, psychiatrist and depotservice use (police, psychiatrist and depot

clinic contact), the increased police contactclinic contact), the increased police contact

cannot necessarily be ascribed to morecannot necessarily be ascribed to more

behavioural disturbance, and explanationsbehavioural disturbance, and explanations

for increased depot clinic attendance mayfor increased depot clinic attendance may

include a different clinical approach toinclude a different clinical approach to

non-compliance. We also found a greaternon-compliance. We also found a greater

number of self-reported needs (either metnumber of self-reported needs (either met

or unmet) in people who were problemor unmet) in people who were problem

users. The most striking finding from thisusers. The most striking finding from this

study, however, is the minimal effect ofstudy, however, is the minimal effect of

problem substance use on symptoms,problem substance use on symptoms,

service use or social functioning. This con-service use or social functioning. This con-

trasts with the body of evidence from Northtrasts with the body of evidence from North

America. LinszenAmerica. Linszen et alet al (1994) found(1994) found

increased severity of symptoms and relapse.increased severity of symptoms and relapse.

More-frequent hospital admission was re-More-frequent hospital admission was re-

ported by Drakeported by Drake et alet al (1989) and Swofford(1989) and Swofford

et alet al (1996). Other findings included great-(1996). Other findings included great-

er use of emergency services, increaseder use of emergency services, increased

homelessness, and greater propensity forhomelessness, and greater propensity for

violent behaviour and suicidality. It hasviolent behaviour and suicidality. It has

also been suggested that substance misusealso been suggested that substance misuse

comorbidity represents a significant costcomorbidity represents a significant cost

to health services (Dickey & Azeni, 1996).to health services (Dickey & Azeni, 1996).

One report from an inner-London catch-One report from an inner-London catch-

ment area, however, did not find an asso-ment area, however, did not find an asso-

ciation between non-alcohol substanceciation between non-alcohol substance

misuse and admission to hospital (Dukemisuse and admission to hospital (Duke etet

alal, 2001)., 2001).

Methodological issuesMethodological issues

One possible explanation for our finding isOne possible explanation for our finding is

that those identified but not interviewedthat those identified but not interviewed

were more likely to be substance users.were more likely to be substance users.

Although we cannot entirely rule this out,Although we cannot entirely rule this out,

no difference emerged on any of the demo-no difference emerged on any of the demo-

graphic and clinical factors that we weregraphic and clinical factors that we were

able to ascertain. Although the rates forable to ascertain. Although the rates for

problem drug use in the past year in ourproblem drug use in the past year in our

sample are a little lower than those re-sample are a little lower than those re-

ported in other UK studies (e.g. Menezesported in other UK studies (e.g. Menezes

et alet al, 1996), the participants in the latter, 1996), the participants in the latter

tended to be urban-based and younger. Un-tended to be urban-based and younger. Un-

derreporting could also have led to ourderreporting could also have led to our

finding of lack of difference. Our methodfinding of lack of difference. Our method

of case finding was detailed and compre-of case finding was detailed and compre-

hensive, and corroborative hair and urinehensive, and corroborative hair and urine

analyses in a subsample did not reveal re-analyses in a subsample did not reveal re-

cent use in those who denied it. When allcent use in those who denied it. When all

other factors (such as age, geographical set-other factors (such as age, geographical set-

ting and diagnosis) are taken into account,ting and diagnosis) are taken into account,

the proportion of patients who were prob-the proportion of patients who were prob-

lem substance users is unlikely to differlem substance users is unlikely to differ
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Table 5Table 5 Comparison of needs of those reporting past-year problem substance use or no problem substanceComparison of needs of those reporting past-year problem substance use or no problem substance

use, based on the Camberwell Assessment of Need scores (use, based on the Camberwell Assessment of Need scores (nn¼316)316)

Have needs?Have needs? Number of needsNumber of needs Needs ratingNeeds rating11

YesYes NoNo mean (s.d.)mean (s.d.) mean (s.d.)mean (s.d.)

Problem substance use?Problem substance use?

YesYes 6262 22 4.8 (2.9)4.8 (2.9) 6.3 (4.4)6.3 (4.4)

NoNo 225225 2727 3.3 (2.4)3.3 (2.4) 4.2 (3.4)4.2 (3.4)

ww22¼2.675, d.f.2.675, d.f.¼1,1,
PP¼0.102,OR0.102,OR¼3.73.7

99% CI 0.5^25.599% CI 0.5^25.5

tt¼4.17, d.f.4.17, d.f.¼313,313,

PP550.0010.001

99% CI 0.6^2.499% CI 0.6^2.4

tt¼4.329, d.f.4.329, d.f.¼313,313,

PP550.0010.001

99%CI 0.9^3.599% CI 0.9^3.5

1. Needs rating calculated on scores of1 for a partially met need or 2 for an unmet need.1. Needs rating calculated on scores of1 for a partiallymet need or 2 for an unmet need.

Table 6Table 6 Comparison of needs of those reporting ‘lifetime’ problem substance useComparison of needs of those reporting ‘lifetime’ problem substance use vv. no problem substance. no problem substance

use, based on the Camberwell Assessment of Need scores (use, based on the Camberwell Assessment of Need scores (nn¼316)316)

Have needs?Have needs? Number of needsNumber of needs Needs ratingNeeds rating11

YesYes NoNo mean (s.d.)mean (s.d.) mean (s.d.)mean (s.d.)

Problem substance use?Problem substance use?

YesYes 128128 1313 4.2 (2.9)4.2 (2.9) 5.4 (2.9)5.4 (2.9)

NoNo 159159 1616 3.2 (2.3)3.2 (2.3) 4.0 (3.2)4.0 (3.2)

ww22¼0.0, d.f.0.0, d.f.¼1,1, PP¼1.0,1.0,

OROR¼1.01.0
99% CI 0.4^2.799% CI 0.4^2.7

tt¼3.29, d.f.3.29, d.f.¼313,313,

PP550.0010.001

99%CI 0.2^1.799% CI 0.2^1.7

tt¼3.468, d.f.3.468, d.f.¼313,313,

PP550.0010.001

99% CI 0.4^2.599% CI 0.4^2.5

1. Needs rating calculated on scores of1 for a partially met need, 2 for an unmet need.1. Needs rating calculated on scores of1 for a partiallymet need, 2 for an unmet need.
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greatly in our sample from those in othergreatly in our sample from those in other

recent UK studies (Menezesrecent UK studies (Menezes et alet al, 1996;, 1996;

Brown, 1998).Brown, 1998).

Reasons for the lack of differenceReasons for the lack of difference

Are there other possible explanations forAre there other possible explanations for

the lack of difference in this sample?the lack of difference in this sample?

Although most studies of chronically illAlthough most studies of chronically ill

populations have found a detrimental effectpopulations have found a detrimental effect

of substance use, in many the participantsof substance use, in many the participants

were drawn from hospitalised, urbanwere drawn from hospitalised, urban

samples. Our patients were predominantlysamples. Our patients were predominantly

community-based, and came from a mixcommunity-based, and came from a mix

of urban and rural settings. Their level ofof urban and rural settings. Their level of

problem substance use and any associatedproblem substance use and any associated

consequences may therefore more accu-consequences may therefore more accu-

rately reflect patterns throughout the UK.rately reflect patterns throughout the UK.

Similar lack of effect in a community sam-Similar lack of effect in a community sam-

ple was reported by Zisookple was reported by Zisook et alet al (1992).(1992).

WarnerWarner et alet al (1994), who also found little(1994), who also found little

adverse consequences of substance use,adverse consequences of substance use,

suggest another explanation – that thesuggest another explanation – that the

finding of poorer outcome for patients withfinding of poorer outcome for patients with

comorbid substance misuse might becomorbid substance misuse might be

mediated through non-compliance withmediated through non-compliance with

treatment. They suggest that assertive com-treatment. They suggest that assertive com-

munity support might minimise this effectmunity support might minimise this effect

and thus any adverse consequences. Weand thus any adverse consequences. We

could not assess compliance, but all threecould not assess compliance, but all three

areas in this study have well-developedareas in this study have well-developed

community mental health teams and easycommunity mental health teams and easy

access to support for patients. Last, it hasaccess to support for patients. Last, it has

been suggested that patients with schizo-been suggested that patients with schizo-

phrenia who are substance misusers mightphrenia who are substance misusers might

be a more able group at onset (Arndtbe a more able group at onset (Arndt etet

alal, 1992) and that those with the most, 1992) and that those with the most

severe forms of illness are too disabled tosevere forms of illness are too disabled to

engage in drug-seeking activity. Our studyengage in drug-seeking activity. Our study

design could not test this hypothesis.design could not test this hypothesis.

Relevance of our findingsRelevance of our findings

These results should be interpreted withThese results should be interpreted with

caution. They do not suggest that problemcaution. They do not suggest that problem

substance use in itself is of no consequencesubstance use in itself is of no consequence

to this group. By definition, these peopleto this group. By definition, these people

have suffered through this misuse. As hashave suffered through this misuse. As has

been previously noted, we cannot predictbeen previously noted, we cannot predict

what level of functioning such patientswhat level of functioning such patients

might have had if they were not substancemight have had if they were not substance

users (Zisookusers (Zisook et alet al, 1992), and there, 1992), and there

remains an onus on general psychiatryremains an onus on general psychiatry

and specialist addiction services to addressand specialist addiction services to address

their needs. What this paper does add istheir needs. What this paper does add is

the interpretation that, in a sample that isthe interpretation that, in a sample that is

older and more representative of urbanolder and more representative of urban

and rural populations than samples in otherand rural populations than samples in other

UK studies, problem substance use mayUK studies, problem substance use may

inflict less-severe damage than previouslyinflict less-severe damage than previously

suspected.suspected.
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CLINICAL IMPLICATIONSCLINICAL IMPLICATIONS

&& The effects of substance use on symptoms, social functioning and service use inThe effects of substance use on symptoms, social functioning and service use in
patients with schizophrenia may be lessmarked than previously reported.patients with schizophrenia may be lessmarked than previously reported.

&& Problem substance use in patients showed no effect onmeasures of admission toProblem substance use in patients showed no effect onmeasures of admission to
hospital, use of the Mental Health Act or contact withmost other primary andhospital, use of the Mental Health Act or contact withmost other primary and
secondary care services.secondary care services.

&& Problem substance use ismore likely in patientswho aremale, of younger age, andProblem substance use ismore likely in patientswho aremale, of younger age, and
(for drug users) have an earlier age of onset of psychosis.(for drug users) have an earlier age of onset of psychosis.

LIMITATIONSLIMITATIONS

&& Nearly a third of the study sample did not respond.Nearly a third of the study sample did not respond.

&& Hair and urine analysis were limited to1in 20 of the participants.Hair and urine analysis were limited to1in 20 of the participants.

&& The participants’ own reports conflictedwith keyworker ratings of problemThe participants’ own reports conflicted with keyworker ratings of problem
substance use.substance use.
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