
BackgroundBackground Specialised servicesSpecialised services

should be developed to help peoplewithshould be developed to help peoplewith

schizophrenia and associated substanceschizophrenia and associated substance

misuse.The extentofthe problemmisuse.The extentofthe problem

therefore needs to beknown.therefore needs to beknown.

AimsAims To determine the use of drugs,To determine the use of drugs,

alcohol and tobacco bypeoplewithalcohol and tobacco bypeoplewith

schizophrenia drawn fromrural, suburbanschizophrenia drawn fromrural, suburban

andurban settings, and to compare use byandurban settings, and to compare use by

generalpopulation control subjects.generalpopulation control subjects.

MethodMethod Peoplewith schizophreniaPeoplewith schizophrenia

((nn¼316) andgeneralpopulationcontrols of316) andgeneralpopulationcontrols of

similar genderdistribution, age andsimilar genderdistribution, age and

postcode area of residence (postcode area of residence (nn¼250) were250) were

identified in rural, urban and suburbanidentified in rural, urban and suburban

areas of Scotland.Use of drugs and alcoholareas of Scotland.Use of drugs and alcohol

was assessed by the Schedules for Clinicalwas assessed by the Schedules for Clinical

Assessment in Neuropsychiatry, anduseAssessment in Neuropsychiatry, anduse

oftobacco by a questionnaire.of tobacco by a questionnaire.

ResultsResults More patients than controlsMore patients than controls

reportedproblemuse of drugs inthe pastreportedproblemuse of drugs inthe past

year (22 (7%)year (22 (7%) v.v. 5 (2%)) and at some time5 (2%)) and at some time

before then (50 (20%)before then (50 (20%) v.v.15 (6%)) and15 (6%)) and

problemuse of alcoholinthe past year (42problemuse of alcoholin the past year (42

(17%)(17%) v.v. 25 (10%)) but not at some time25 (10%)) but not at some time

previously (99 (40%)previously (99 (40%) v.v. 84 (34%)).More84 (34%)).More

patientswere current smokers (162 (65%)patientswere current smokers (162 (65%)

v.v.99 (40%)).99 (40%)).

ConclusionsConclusions Problemuse of drugs andProblemuse of drugs and

alcoholbypeoplewith schizophrenia isalcoholbypeoplewith schizophrenia is

greater thaninthegeneralpopulation, butgreater thaninthegeneralpopulation, but

absolute numbers are small.Tobacco use isabsolute numbers are small.Tobacco use is

the greatest problem.the greatest problem.
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It has been suggested that specialisedIt has been suggested that specialised

services should be developed to help peopleservices should be developed to help people

with schizophrenia who have associatedwith schizophrenia who have associated

substance misuse (Scottish Office, 1997).substance misuse (Scottish Office, 1997).

Before doing so, the extent of the problemBefore doing so, the extent of the problem

needs to be known. The prevalence of sub-needs to be known. The prevalence of sub-

stance misuse in people with schizophreniastance misuse in people with schizophrenia

is not easy to assess. A widely quotedis not easy to assess. A widely quoted

American study (RegierAmerican study (Regier et alet al, 1990), 1990)

reported a lifetime prevalence of 47%.reported a lifetime prevalence of 47%.

Rates in UK studies range from 9 to 36%Rates in UK studies range from 9 to 36%

(Bernadt & Murray, 1986; Duke(Bernadt & Murray, 1986; Duke et alet al,,

1994; Menezes1994; Menezes et alet al, 1996; Brown, 1998)., 1996; Brown, 1998).

Accurate case definition is absent fromAccurate case definition is absent from

earlier studies, few have made direct com-earlier studies, few have made direct com-

parisons with the local population and mostparisons with the local population and most

have taken place in cities. In addition to al-have taken place in cities. In addition to al-

cohol and drug misuse, cigarette smoking iscohol and drug misuse, cigarette smoking is

common in many people with schizophreniacommon in many people with schizophrenia

(Hughes(Hughes et alet al, 1986). No previous studies, 1986). No previous studies

have examined patterns of drug, alcoholhave examined patterns of drug, alcohol

and tobacco use in both urban and ruraland tobacco use in both urban and rural

environments, and compared them withenvironments, and compared them with

patterns of use by members of the generalpatterns of use by members of the general

population. Our study has attempted this.population. Our study has attempted this.

METHODMETHOD

SettingsSettings

The study took place in three sites.The study took place in three sites.

Nithsdale in south-west Scotland (popu-Nithsdale in south-west Scotland (popu-

lation 57 000) is largely rural; the onlylation 57 000) is largely rural; the only

town of any size is Dumfries (populationtown of any size is Dumfries (population

30 000). Part of west Glasgow (population30 000). Part of west Glasgow (population

53 000) is inner city, with mainly high-53 000) is inner city, with mainly high-

density tenemented and high-rise accom-density tenemented and high-rise accom-

modation. In Aberdeen patients weremodation. In Aberdeen patients were

drawn from five general practices (popu-drawn from five general practices (popu-

lation 32 000) that serve roughly equallation 32 000) that serve roughly equal

numbers of owner-occupied and rentednumbers of owner-occupied and rented

houses in suburban settings.houses in suburban settings.

SubjectsSubjects

Case finding in Nithsdale uses the ‘keyCase finding in Nithsdale uses the ‘key

informant’ method (McCreadie, 1982).informant’ method (McCreadie, 1982).

Regular censuses identify all current in-Regular censuses identify all current in-

patients, day patients and out-patients atpatients, day patients and out-patients at

Crichton Royal Hospital, Dumfries andCrichton Royal Hospital, Dumfries and

patients supported by community psychi-patients supported by community psychi-

atric nurses. These patients have a con-atric nurses. These patients have a con-

sensus clinical ICD–10 diagnosis ofsensus clinical ICD–10 diagnosis of

schizophrenia (World Health Organization,schizophrenia (World Health Organization,

1992) and a home address in Nithsdale. In1992) and a home address in Nithsdale. In

addition, general practitioners (GPs), men-addition, general practitioners (GPs), men-

tal health officers (social workers) andtal health officers (social workers) and

voluntary agencies identify any othersvoluntary agencies identify any others

known to them. The key informant methodknown to them. The key informant method

was also used to identify patients in westwas also used to identify patients in west

Glasgow and Aberdeen.Glasgow and Aberdeen.

As stated above, all patients had a con-As stated above, all patients had a con-

sensus clinical diagnosis of schizophrenia.sensus clinical diagnosis of schizophrenia.

In addition, patients’ records wereIn addition, patients’ records were

examined and the Operational Checklistexamined and the Operational Checklist

for Psychiatric Disorders (OPCRIT;for Psychiatric Disorders (OPCRIT;

McGuffinMcGuffin et alet al, 1991) completed. The, 1991) completed. The

OPCRIT-associated computer programOPCRIT-associated computer program

was used to generate research ICD–10was used to generate research ICD–10

and DSM–IV (American Psychiatricand DSM–IV (American Psychiatric

Association, 1994) diagnoses.Association, 1994) diagnoses.

General population controlsGeneral population controls

In Nithsdale and Glasgow, through the useIn Nithsdale and Glasgow, through the use

of the Community Health Index (a nationalof the Community Health Index (a national

database that holds details for all patientsdatabase that holds details for all patients

registered with a Scottish GP), and inregistered with a Scottish GP), and in

Aberdeen, through scrutiny of patients’ listsAberdeen, through scrutiny of patients’ lists

in the five general practices, a general popu-in the five general practices, a general popu-

lation control was identified for eachlation control was identified for each

patient, matched for gender, age (within 1patient, matched for gender, age (within 1

year), and postcode area of residenceyear), and postcode area of residence

(matched to five characters). Controls were(matched to five characters). Controls were

not sought for patients continuously annot sought for patients continuously an

in-patient for more than 6 months.in-patient for more than 6 months.

Assessment of rates of drug,Assessment of rates of drug,
alcohol and tobacco usealcohol and tobacco use

Research nurses interviewed all patientsResearch nurses interviewed all patients

and controls. Prevalence rates of use ofand controls. Prevalence rates of use of

drugs and alcohol in the previous year,drugs and alcohol in the previous year,

and at any time before then, were measuredand at any time before then, were measured

using sections 11 and 12 of the Schedulesusing sections 11 and 12 of the Schedules

for Clinical Assessment in Neuropsychiatryfor Clinical Assessment in Neuropsychiatry

(SCAN; World Health Organization,(SCAN; World Health Organization,

1994). Subjects were then classified as1994). Subjects were then classified as

having no use, harmful use, dependence orhaving no use, harmful use, dependence or

problem use (harmful use and/or depen-problem use (harmful use and/or depen-

dence) on the basis of ICD–10 criteria indence) on the basis of ICD–10 criteria in

the year before the interview, or at any timethe year before the interview, or at any time

before then. Current substance use was alsobefore then. Current substance use was also

assessed in patients through keyworkerassessed in patients through keyworker

ratings, using a five-point scale: abstinence;ratings, using a five-point scale: abstinence;

use without impairment; misuse; depen-use without impairment; misuse; depen-

dence; and severe dependence (Drakedence; and severe dependence (Drake etet

alal, 1989; Menezes, 1989; Menezes et alet al, 1996). Patients, 1996). Patients

and control subjects completed a question-and control subjects completed a question-

naire on smoking recently used in a healthnaire on smoking recently used in a health
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and lifestyle survey of the general popu-and lifestyle survey of the general popu-

lation in south-west Scotland (Waldronlation in south-west Scotland (Waldron etet

alal, 1995)., 1995).

As a check on patients’ and controlAs a check on patients’ and control

subjects’ reports, every 20th patient andsubjects’ reports, every 20th patient and

control was asked to give a hair and urinecontrol was asked to give a hair and urine

sample, the former to assess use in the pastsample, the former to assess use in the past

3 months of amphetamines, metampheta-3 months of amphetamines, metampheta-

mines, benzodiazepines, methadone,mines, benzodiazepines, methadone,

opiates and cocaine, and the latter to assessopiates and cocaine, and the latter to assess

cannabis use.cannabis use.

Statistical analysisStatistical analysis

For univariate comparisons between casesFor univariate comparisons between cases

and controls, chi-squared tests for differ-and controls, chi-squared tests for differ-

ences in proportions were used, togetherences in proportions were used, together

with calculation of odds ratios and con-with calculation of odds ratios and con-

fidence intervals. Multivariate analysis tofidence intervals. Multivariate analysis to

determine the independence of factors wasdetermine the independence of factors was

based on conditional logistic regression.based on conditional logistic regression.

Differences significant at least at the 5%Differences significant at least at the 5%

level are reported.level are reported.

Ethical approvalEthical approval

The study was approved by the relevantThe study was approved by the relevant

local research ethics committees. Alllocal research ethics committees. All

patients and controls gave written informedpatients and controls gave written informed

consent.consent.

RESULTSRESULTS

Of 446 patients identified there were 179 inOf 446 patients identified there were 179 in

Nithsdale (point prevalence: 3.14/1000Nithsdale (point prevalence: 3.14/1000

general population), 168 in Glasgowgeneral population), 168 in Glasgow

(3.17/1000 general population) and 99 in(3.17/1000 general population) and 99 in

Aberdeen (3.09/1000 general practiceAberdeen (3.09/1000 general practice

population). A total of 136 (76%)population). A total of 136 (76%)

Nithsdale patients, 111 (66%) GlasgowNithsdale patients, 111 (66%) Glasgow

patients and 69 (70%) Aberdeen patientspatients and 69 (70%) Aberdeen patients

were interviewed. Demographic andwere interviewed. Demographic and

clinical data are shown in Table 1. Thoseclinical data are shown in Table 1. Those

who were interviewed (who were interviewed (nn¼316, 71%) did316, 71%) did

not differ from those not interviewednot differ from those not interviewed

((nn¼130, 29%) in age, gender distribu-130, 29%) in age, gender distribu-

tion, duration of illness, deprivationtion, duration of illness, deprivation

scores (Carstairs & Morris, 1991) andscores (Carstairs & Morris, 1991) and

OPCRIT diagnoses. Matched controlsOPCRIT diagnoses. Matched controls

were recruited for 250 (79%) patients,were recruited for 250 (79%) patients,

114 in Nithsdale, 76 in Glasgow and114 in Nithsdale, 76 in Glasgow and

60 in Aberdeen. Controls were not60 in Aberdeen. Controls were not

sought for 27 patients in long-termsought for 27 patients in long-term

hospital care. Despite identifying up tohospital care. Despite identifying up to

six potential controls per patient, controlssix potential controls per patient, controls

could not be recruited for 39 (12%).could not be recruited for 39 (12%).

More matched than unmatchedMore matched than unmatched

patients were in the most deprived socialpatients were in the most deprived social

categories (6 or 7), (23 (37%)categories (6 or 7), (23 (37%) v.v. 4242

(17%),(17%), ww22¼12.1, d.f.12.1, d.f.¼1,1, PP¼0.001,0.001,

OROR¼0.4, 95% CI 0.2–0.7). Conse-0.4, 95% CI 0.2–0.7). Conse-

quently, only matched patient–controlquently, only matched patient–control

pairs were included in the comparisonspairs were included in the comparisons

between patients and controls. Morebetween patients and controls. More

patients were single (162 (65%)patients were single (162 (65%) v.v. 6060

(24%),(24%), ww22¼84.3, d.f.84.3, d.f.¼1,1, PP550.001,0.001,

OROR¼5.8, 95% CI 3.9–8.6), lived alone5.8, 95% CI 3.9–8.6), lived alone

(116 (46%)(116 (46%) v.v. 55 (22%),55 (22%), ww22¼33.1,33.1,

d.f.d.f.¼1,1, PP550.001, OR0.001, OR¼3.1,3.1, 95% CI95% CI

2.1–4.5) and were unemployed (2252.1–4.5) and were unemployed (225

(90%)(90%) v.v. 76 (30%),76 (30%), ww22¼187.4, d.f.187.4, d.f.¼1,1,

PP550.001, OR0.001, OR¼21.5, 95% CI 13–35.4).21.5, 95% CI 13–35.4).

Use of drugsUse of drugs

Taking all patients into account, 22 (7%)Taking all patients into account, 22 (7%)

reported problem use of drugs in the pastreported problem use of drugs in the past

year (5 problem use with opiates and 13year (5 problem use with opiates and 13

with cannabis), and 66 (21%) at some timewith cannabis), and 66 (21%) at some time

before then. Those who had problem usebefore then. Those who had problem use

over the past year were more often maleover the past year were more often male

(19 (10%)(19 (10%) vv. 3 (3%),. 3 (3%), ww22¼5.8, d.f.5.8, d.f.¼1,1,

PP¼0.02, OR0.02, OR¼4.1, 95% CI 1.2–14.3),4.1, 95% CI 1.2–14.3),

younger (mean age 34 years (s.d. 6 years)younger (mean age 34 years (s.d. 6 years)

v.v. 46 years (s.d. 14);46 years (s.d. 14); tt-test:-test: tt¼3.9,3.9,

d.f.d.f.¼314,314, PP550.001; 95% CI for difference0.001; 95% CI for difference

between means 6.1–18.7) and lived in morebetween means 6.1–18.7) and lived in more

deprived areas (most deprived: 12 (55%)deprived areas (most deprived: 12 (55%) v.v.

53 (18%):53 (18%): ww22¼16.5, d.f.16.5, d.f.¼2,2, PP550.0001,0.0001,

OROR¼5.4, 95% CI 2.2–13.1).5.4, 95% CI 2.2–13.1).

Significantly more patients thanSignificantly more patients than

controls reported harmful use, dependencecontrols reported harmful use, dependence

or problem use of drugs, both in the pastor problem use of drugs, both in the past

year and at some time before (Table 2).year and at some time before (Table 2).

Of 316 patients rated by key infor-Of 316 patients rated by key infor-

mants, 26 (9%) had current misuse,mants, 26 (9%) had current misuse,

dependence, or severe dependence ondependence, or severe dependence on

drugs. Through the SCAN, 14 of thesedrugs. Through the SCAN, 14 of these

26 were rated as having problem use of26 were rated as having problem use of

drugs over the past year. Of 56 urinedrugs over the past year. Of 56 urine

samples tested for cannabis, one was posi-samples tested for cannabis, one was posi-

tive, a patient who had reported recenttive, a patient who had reported recent

use. Of 40 hair samples tested, 7 (18%)use. Of 40 hair samples tested, 7 (18%)

yielded positive results for any drug (5yielded positive results for any drug (5

3 2 232 2

Table1Table1 Social, demographic and clinical data in patients and controlsSocial, demographic and clinical data in patients and controls

Patients (Patients (nn¼316)316) Controls (Controls (nn¼250)250)

Gender,Gender, nn (%)(%)

MaleMale 197 (62)197 (62) 154 (61)154 (61)

FemaleFemale 119 (38)119 (38) 97 (39)97 (39)

Age, years (s.d.)Age, years (s.d.) 45 (14)45 (14) 45 (13)45 (13)

Deprivation category,Deprivation category,11 nn (%)(%)

Most affluentMost affluent 56 (19)56 (19) 40 (16)40 (16)

MiddleMiddle 172 (60)172 (60) 161 (66)161 (66)

Most deprivedMost deprived 60 (21)60 (21) 43 (18)43 (18)

Marital status,Marital status, nn (%)(%)

SingleSingle 214 (68)214 (68) 60 (24)60 (24)

Married/partnerMarried/partner 47 (15)47 (15) 152 (61)152 (61)

Divorced/separatedDivorced/separated 45 (14)45 (14) 30 (12)30 (12)

WidowedWidowed 10 (3)10 (3) 9 (3)9 (3)

Domiciliary status,Domiciliary status, nn (%)(%)

ParentsParents 45 (14)45 (14) 23 (9)23 (9)

Spouse/childrenSpouse/children 54 (17)54 (17) 161 (64)161 (64)

With friendsWith friends 9 (3)9 (3) 5 (2)5 (2)

AloneAlone 141 (45)141 (45) 55 (22)55 (22)

OtherOther 67 (21)67 (21) 7 (3)7 (3)

Employment status,Employment status, nn (%)(%)

Paid employmentPaid employment 25 (8)25 (8) 175 (70)175 (70)

Not employedNot employed 290 (92)290 (92) 76 (30)76 (30)

Length of illness,Length of illness,22 years (s.d.)years (s.d.) 18 (13)18 (13) ^̂

Number (%) with OPCRIT-derivedNumber (%) with OPCRIT-derived

ICD^10 diagnosis of schizophreniaICD^10 diagnosis of schizophrenia

269 (85)269 (85) ^̂

Number (%) with OPCRIT-derivedNumber (%) with OPCRIT-derived

DSM^IVdiagnosis of schizophreniaDSM^IVdiagnosis of schizophrenia

250 (80)250 (80) ^̂

1. Carstairs deprivation index (Carstairs & Morris, 1991).1. Carstairs deprivation index (Carstairs & Morris, 1991).
2. As estimated from first appearance of psychotic symptoms.2. As estimated from first appearance of psychotic symptoms.
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for opiates, 1 patient and 4 controls). Thefor opiates, 1 patient and 4 controls). The

patient and one control had reportedpatient and one control had reported

recent use. One patient and one controlrecent use. One patient and one control

tested positive for sedatives, and althoughtested positive for sedatives, and although

neither reported use, the patient hadneither reported use, the patient had

received a prescribed sedative. Onereceived a prescribed sedative. One

control tested positive for stimulants andcontrol tested positive for stimulants and

had not reported use.had not reported use.

Use of alcoholUse of alcohol

Taking all patients into account, 49 (16%)Taking all patients into account, 49 (16%)

reported problem use of alcohol in the pastreported problem use of alcohol in the past

year and 122 (39%) at sometime beforeyear and 122 (39%) at sometime before

then. Those who had problem use ofthen. Those who had problem use of

alcohol over the past year were more oftenalcohol over the past year were more often

male (39 (20%)male (39 (20%) v.v. 10 (8%),10 (8%), ww22¼7.4, d.f.7.4, d.f.¼1,1,

PP¼0.006, OR0.006, OR¼2.7, 95% CI 1.3–5.6), and2.7, 95% CI 1.3–5.6), and

younger (mean age 39 years (s.d. 10)younger (mean age 39 years (s.d. 10) v.v.

46 years (s.d. 14);46 years (s.d. 14); tt-test:-test: tt¼3.4, d.f.3.4, d.f.¼314,314,

PP¼0.001, 95% CI for difference between0.001, 95% CI for difference between

means 3.1–11.5). Significantly moremeans 3.1–11.5). Significantly more

patients than controls reported harmfulpatients than controls reported harmful

use, dependence or problem use of alcoholuse, dependence or problem use of alcohol

in the past year and dependency at somein the past year and dependency at some

time previously (Table 3).time previously (Table 3).

When rated by key informants, 41When rated by key informants, 41

(15%) of 316 patients had current misuse,(15%) of 316 patients had current misuse,

dependence or severe dependence ondependence or severe dependence on

alcohol. Through the SCAN, 22 of thesealcohol. Through the SCAN, 22 of these

41 were rated as having problem use of41 were rated as having problem use of

alcohol over the past year.alcohol over the past year.

Alcohol and/or drug useAlcohol and/or drug use

More patients than controls had problemsMore patients than controls had problems

with alcohol or drugs in the past year (64with alcohol or drugs in the past year (64

(20%)(20%) v.v. 30 (12%);30 (12%); ww22¼6.9, d.f.6.9, d.f.¼1,1,

PP¼0.008, OR0.008, OR¼1.9, 95% CI 1.2–2.9), but1.9, 95% CI 1.2–2.9), but

not at some time previously. Seven patientsnot at some time previously. Seven patients

and one control had problems with bothand one control had problems with both

drug and alcohol use in the past year.drug and alcohol use in the past year.

Use of tobaccoUse of tobacco

Taking all patients into account, 205 (65%)Taking all patients into account, 205 (65%)

were current smokers. More male thanwere current smokers. More male than

female patients were current smokers (141female patients were current smokers (141

(72%)(72%) v.v. 64 (54%),64 (54%), ww22¼10.1, d.f.10.1, d.f.¼1,1,

PP¼0.002, OR0.002, OR¼2.2, 95% CI 1.3–3.5) and2.2, 95% CI 1.3–3.5) and

current smokers were younger (mean agecurrent smokers were younger (mean age

43 years (s.d. 13)43 years (s.d. 13) v.v. 49 years (s.d. 16);49 years (s.d. 16);

tt-test:-test: tt¼3.3, d.f.3.3, d.f.¼314,314, PP¼0.001, 95% CI0.001, 95% CI

for difference between means 2.4–9.1).for difference between means 2.4–9.1).

Significantly more patients thanSignificantly more patients than

controls were current smokers (162 (65%)controls were current smokers (162 (65%)

v.v. 99 (40%),99 (40%), ww22¼33.0, d.f.33.0, d.f.¼1,1, PP550.001,0.001,

OROR¼2.9, 95% CI 1.9–4.1), and of those2.9, 95% CI 1.9–4.1), and of those

who smoked cigarettes as opposed towho smoked cigarettes as opposed to

‘roll-ups’, more patients were heavy smo-‘roll-ups’, more patients were heavy smo-

kers (20 or more cigarettes/day; Table 4)kers (20 or more cigarettes/day; Table 4)

3 2 33 2 3

Table 2Table 2 Drug useDrug use

PatientsPatients

((nn¼250)250)

nn (%)(%)

ControlsControls

((nn¼250)250)

nn (%)(%)

Chi-squaredChi-squared

PP

Case/control ORCase/control OR

(95% CI)(95% CI)

Past yearPast year

Harmful useHarmful use 17 (7)17 (7) 5 (2)5 (2) 0.0130.013 4.0 (1.3^11.9)4.0 (1.3^11.9)

DependenceDependence 14 (6)14 (6) 2 (1)2 (1) 0.0100.010 7.0 (1.6^30.8)7.0 (1.6^30.8)

Problem useProblem use 18 (7)18 (7) 5 (2)5 (2) 0.0090.009 4.2 (1.4^12.6)4.2 (1.4^12.6)

At any time before past yearAt any time before past year

Harmful useHarmful use 48 (19)48 (19) 14 (6)14 (6) 550.0010.001 5.2 (2.5^11.2)5.2 (2.5^11.2)

DependenceDependence 38 (15)38 (15) 9 (4)9 (4) 550.0010.001 5.1 (2.3^11.6)5.1 (2.3^11.6)

Problem useProblem use 50 (20)50 (20) 15 (6)15 (6) 550.0010.001 4.9 (2.4^10.0)4.9 (2.4^10.0)

Table 3Table 3 Alcohol useAlcohol use

PatientsPatients

((nn¼250)250)

nn (%)(%)

ControlsControls

((nn¼250)250)

nn (%)(%)

Chi-squaredChi-squared

PP

Case/control ORCase/control OR

(95% CI)(95% CI)

Past yearPast year

Harmful useHarmful use 41 (16)41 (16) 23 (9)23 (9) 0.0160.016 2.0 (1.1^3.5)2.0 (1.1^3.5)

DependenceDependence 17 (7)17 (7) 7 (3)7 (3) 0.0400.040 2.7 (1.00^6.8)2.7 (1.00^6.8)

Problem useProblem use 42 (17)42 (17) 25 (10)25 (10) 0.0270.027 1.8 (1.1^3.2)1.8 (1.1^3.2)

At any time before past yearAt any time before past year

Harmful useHarmful use 97 (39)97 (39) 84 (34)84 (34) 0.2060.206 1.3 (0.9^1.9)1.3 (0.9^1.9)

DependenceDependence 47 (19)47 (19) 21 (8)21 (8) 0.0010.001 2.6 (1.5^4.7)2.6 (1.5^4.7)

Problem useProblem use 99 (40)99 (40) 84 (34)84 (34) 0.1450.145 1.3 (0.9^1.9)1.3 (0.9^1.9)

Table 4Table 4 Tobacco useTobacco use

Patients (Patients (nn¼250)250) Controls (Controls (nn¼250)250)

Smoking status,Smoking status, nn (%)(%)

Current smokerCurrent smoker 162 (65)162 (65)11 99 (40)99 (40)11

Ex-smokerEx-smoker 34 (14)34 (14) 62 (25)62 (25)

Ever smokedEver smoked 196 (79)196 (79) 161 (65)161 (65)

Never smokedNever smoked 52 (21)52 (21) 89 (36)89 (36)

Number of cigarettes smoked per day,Number of cigarettes smoked per day,22 nn (%)(%) ((nn¼125)125) ((nn¼82)82)

5511 1 (1)1 (1) 3 (4)3 (4)

1^91^9 8 (6)8 (6) 16 (20)16 (20)

10^1910^19 21 (17)21 (17) 25 (30)25 (30)

20^2920^29 45 (36)45 (36) 30 (36)30 (36)

30^3930^39 20 (16)20 (16) 3 (4)3 (4)

554040 30 (24)30 (24) 5 (6)5 (6)

1.1. ww22¼33.0, d.f.33.0, d.f.¼1,1, PP550.001.0.001.
2. Excludes ‘roll-ups’.2. Excludes ‘roll-ups’.
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(95 (76%)(95 (76%) v.v. 38 (46%),38 (46%), ww22¼18.9, d.f.18.9, d.f.¼1,1,

PP550.001, OR0.001, OR¼3.7, 95% CI 2.0–6.7).3.7, 95% CI 2.0–6.7).

Multivariate analysisMultivariate analysis

Conditional logistic regression, comparingConditional logistic regression, comparing

patients with controls, was carried outpatients with controls, was carried out

using the following factors: site (Nithsdale,using the following factors: site (Nithsdale,

Glasgow, Aberdeen), current smoking,Glasgow, Aberdeen), current smoking,

problem with drugs and problem withproblem with drugs and problem with

alcohol. The analysis was carried out foralcohol. The analysis was carried out for

problems both in the past year and at anyproblems both in the past year and at any

time before that. Numbers of currenttime before that. Numbers of current

smokers were significantly different in bothsmokers were significantly different in both

analyses (analyses (PP550.001 in both cases), as were0.001 in both cases), as were

numbers with problems with drugsnumbers with problems with drugs

((PP¼0.04,0.04, PP550.001). Although there were0.001). Although there were

no differences in numbers having problemsno differences in numbers having problems

with alcohol, further analyses examiningwith alcohol, further analyses examining

harmful use and dependence found thatharmful use and dependence found that

more patients had harmful use in the pastmore patients had harmful use in the past

year (year (PP¼0.04) and dependence at some0.04) and dependence at some

time previously (time previously (PP¼0.03).0.03).

DISCUSSIONDISCUSSION

In this study 316 of 446 people with schizo-In this study 316 of 446 people with schizo-

phrenia and 250 controls identified in threephrenia and 250 controls identified in three

different settings in Scotland were inter-different settings in Scotland were inter-

viewed to elicit the extent of their alcohol,viewed to elicit the extent of their alcohol,

drug and tobacco use. The most strikingdrug and tobacco use. The most striking

difference between patients and controlsdifference between patients and controls

was in tobacco consumption. Althoughwas in tobacco consumption. Although

there were statistically significant differ-there were statistically significant differ-

ences between patients and controls in theences between patients and controls in the

numbers who had problem use of drugsnumbers who had problem use of drugs

and alcohol, the number of patients wasand alcohol, the number of patients was

small, especially for drugs.small, especially for drugs.

Methodological issuesMethodological issues

Identification of patientsIdentification of patients

With regard to identification of patients, itWith regard to identification of patients, it

was probably more comprehensive inwas probably more comprehensive in

Nithsdale than in Glasgow and AberdeenNithsdale than in Glasgow and Aberdeen

as there has been over 20 years’ experienceas there has been over 20 years’ experience

in that area in identifying patients by thein that area in identifying patients by the

key informant method. This is reflected inkey informant method. This is reflected in

similar prevalence rates in the three areas;similar prevalence rates in the three areas;

the prevalence of schizophrenia is probablythe prevalence of schizophrenia is probably

less in a rural area (Torrey & Bowler,less in a rural area (Torrey & Bowler,

1990).1990).

Identification of controlsIdentification of controls

The identification of control subjects wasThe identification of control subjects was

slightly different in the three areas.slightly different in the three areas.

Although in all three centres controls wereAlthough in all three centres controls were

obtained through GPs’ patient lists, inobtained through GPs’ patient lists, in

Nithsdale and Glasgow it was through aNithsdale and Glasgow it was through a

national database, but in Aberdeen it wasnational database, but in Aberdeen it was

through a search of patient records inthrough a search of patient records in

GPs’ surgeries.GPs’ surgeries.

Not all patients identified were inter-Not all patients identified were inter-

viewed. It is possible that more of theviewed. It is possible that more of the

patients identified but not interviewed hadpatients identified but not interviewed had

drug or alcohol problems. Yet, the distribu-drug or alcohol problems. Yet, the distribu-

tion of the demographic factors associatedtion of the demographic factors associated

with problem use (age and gender) waswith problem use (age and gender) was

the same in those interviewed and not inter-the same in those interviewed and not inter-

viewed. It is also possible that patients andviewed. It is also possible that patients and

controls underreported their use. Hair andcontrols underreported their use. Hair and

urine analysis, albeit in a small number ofurine analysis, albeit in a small number of

people, did not identify recent use of anypeople, did not identify recent use of any

non-prescribed drug in any patient whonon-prescribed drug in any patient who

denied it; in contrast, four controls testeddenied it; in contrast, four controls tested

positive and had not reported use.positive and had not reported use.

On SCAN interview patients reportedOn SCAN interview patients reported

alcohol and drug problems which keyalcohol and drug problems which key

workers failed to identify, and vice versa.workers failed to identify, and vice versa.

Although we cannot be certain, we believeAlthough we cannot be certain, we believe

that a detailed interview lasting 1–2 hoursthat a detailed interview lasting 1–2 hours

by a research nurse will give more accurateby a research nurse will give more accurate

information than a brief interview with ainformation than a brief interview with a

keyworker. In previous reports, one foundkeyworker. In previous reports, one found

that keyworkers overestimated and thethat keyworkers overestimated and the

other found they underestimated drugother found they underestimated drug

misuse (Menezesmisuse (Menezes et alet al, 1996; Brown, 1998)., 1996; Brown, 1998).

Comparison with other studiesComparison with other studies

Problem use of drugs over the previous yearProblem use of drugs over the previous year

(7%) was a little lower than in a 6-month(7%) was a little lower than in a 6-month

prevalence study of community patients inprevalence study of community patients in

a rehabilitation service in Southampton,a rehabilitation service in Southampton,

UK (Brown, 1998), where 10% reportedUK (Brown, 1998), where 10% reported

misuse of illicit drugs and 15% misuse ofmisuse of illicit drugs and 15% misuse of

prescribed drugs over the previous 6prescribed drugs over the previous 6

months, and in patients with psychosis inmonths, and in patients with psychosis in

a community in south London (Menezesa community in south London (Menezes

et alet al, 1996), where 11% reported misuse, 1996), where 11% reported misuse

in the previous year. In both these urban-in the previous year. In both these urban-

based studies, however, patients were con-based studies, however, patients were con-

siderably younger. In both these studiessiderably younger. In both these studies

and ours, a younger age was associatedand ours, a younger age was associated

with more drug misuse.with more drug misuse.

The number of patients reporting pro-The number of patients reporting pro-

blem use of alcohol in the past year (16%)blem use of alcohol in the past year (16%)

is similar to that in Southampton (18%;is similar to that in Southampton (18%;

Brown, 1998) but lower than in southBrown, 1998) but lower than in south

London (32%; MenezesLondon (32%; Menezes et alet al, 1996). How-, 1996). How-

ever, the latter study contained patientsever, the latter study contained patients

with depressive psychosis, of whom two-with depressive psychosis, of whom two-

thirds had a problem with alcohol. Problemthirds had a problem with alcohol. Problem

use at some time previous to the year beforeuse at some time previous to the year before

assessment in our study (39%) was higherassessment in our study (39%) was higher

than lifetime problem use in a communitythan lifetime problem use in a community

sample of patients with schizophrenia insample of patients with schizophrenia in

inner London (Dukeinner London (Duke et alet al, 1994)., 1994).

Although absolute numbers were small,Although absolute numbers were small,

more people with schizophrenia thanmore people with schizophrenia than

control subjects had problems with drugscontrol subjects had problems with drugs

both in the past year or at some time pre-both in the past year or at some time pre-

viously and, with regard to alcohol, harm-viously and, with regard to alcohol, harm-

ful use in the past year or dependence atful use in the past year or dependence at

some time previously. What leads moresome time previously. What leads more

people with schizophrenia to substancepeople with schizophrenia to substance

misuse has been discussed extensivelymisuse has been discussed extensively

(Siegfried, 1998; Blanchard(Siegfried, 1998; Blanchard et alet al, 2000)., 2000).

They may misuse drugs for the sameThey may misuse drugs for the same

reasons as the rest of the population (toreasons as the rest of the population (to

relax, increased availability, increasedrelax, increased availability, increased

acceptability). Drugs might be used toacceptability). Drugs might be used to

‘self-medicate’ symptoms of illness or drug‘self-medicate’ symptoms of illness or drug

side-effects. Finally, genetic factors couldside-effects. Finally, genetic factors could

lead to both drug misuse and schizo-lead to both drug misuse and schizo-

phrenia. We would like to emphasise, how-phrenia. We would like to emphasise, how-

ever, that in our study 93% and 84% ofever, that in our study 93% and 84% of

patients respectively didpatients respectively did notnot have problemhave problem

use of drugs or alcohol in the previous year.use of drugs or alcohol in the previous year.

TobaccoTobacco

Use of alcohol or drugs in our patients wasUse of alcohol or drugs in our patients was

greatly overshadowed by use of tobacco.greatly overshadowed by use of tobacco.

Almost two-thirds of our patients wereAlmost two-thirds of our patients were

current smokers, and most who smokedcurrent smokers, and most who smoked

were heavy smokers. These findings arewere heavy smokers. These findings are

similar to a recent survey of smoking insimilar to a recent survey of smoking in

south-west Scotland (Kelly & McCreadie,south-west Scotland (Kelly & McCreadie,

1999), but it is a somewhat lower rate than1999), but it is a somewhat lower rate than

that found in a widely quoted Americanthat found in a widely quoted American

study (Hughesstudy (Hughes et alet al, 1986), where 88% of, 1986), where 88% of

out-patients with schizophrenia wereout-patients with schizophrenia were

smokers. A future paper (further detailssmokers. A future paper (further details

available from the author upon request)available from the author upon request)

will examine service use by those who dowill examine service use by those who do

and do not have current problem use ofand do not have current problem use of

drugs or alcohol, and discuss the need, ordrugs or alcohol, and discuss the need, or

otherwise, for dual diagnosis clinics. How-otherwise, for dual diagnosis clinics. How-

ever, in our view the most important dualever, in our view the most important dual

diagnosis is schizophrenia and tobaccodiagnosis is schizophrenia and tobacco

use. Patients with schizophrenia die early,use. Patients with schizophrenia die early,

especially from smoking-related diseasesespecially from smoking-related diseases

(Brown(Brown et alet al, 2000). Attempts to help, 2000). Attempts to help

people with schizophrenia give up smokingpeople with schizophrenia give up smoking

should be a top priority.should be a top priority.
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CLINICAL IMPLICATIONSCLINICAL IMPLICATIONS

&& Problem use of alcohol and drugs in peoplewith schizophrenia is greater than inProblem use of alcohol and drugs in peoplewith schizophrenia is greater than in
members of the general population, but absolute numbers are small.members of the general population, but absolute numbers are small.

&& A total of 93% and 84% of patients, respectively, didnot haveproblemuse of drugsA total of 93% and 84% of patients, respectively, didnothaveproblemuse of drugs
or alcohol in the previous year.or alcohol in the previous year.

&& Almost two-thirds of patients were smokers; this is by far and away themostAlmost two-thirds of patients were smokers; this is by far and away themost
important dual diagnosis in schizophrenia.important dual diagnosis in schizophrenia.

LIMITATIONSLIMITATIONS

&& Success in identifying patients was probably greater in the rural than in the urbanSuccess in identifying patients was probably greater in the rural than in the urban
or suburban areas.or suburban areas.

&& Detailed interviews of subjects by a research nurse and brief interviews byDetailed interviews of subjects by a research nurse and brief interviews by
keyworkers produced conflicting results.keyworkers produced conflicting results.

&& In a small sample of controls who did not report drug use, hair analysis suggestedIn a small sample of controls who did not report drug use, hair analysis suggested
otherwise.otherwise.
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