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Abstract

Objective
The present project is a prospective investigation including follow-
up designed to (i) compare and to evaluate the differential 
characteristics of drug-abusing and non-drug-abusing psychiatric 
patients who were voluntarily or involuntarily admitted in a Greek 
Psychiatric clinic from 1996 to 1998 in order to explore the roles of 
demographic and clinical variables in the course of their illness, (ii) 
identify potential outcome predictors for patients with or without 
comorbidity.
Method
800 patients participated in this project, classified according whether 
they were diagnosed with single psychiatric disorder (Group 1, 620 
patients, 77.5%) or dual diagnosis (Group 2, 180 patients, 22.5%). 
Results
In comparison to psychiatric patients who do not abuse substances, 
dual diagnosis patients had differential demographic characteristics 
and poorer outcome. Dual diagnosis patients were younger, more 
often males with earlier onset of illness than the single diagnosis 
patients. Long Duration of Untreated Mental Illness and high scores 
of EE (Expressed Emotion) were common negative predictors of 
outcome for both groups. The number of psychiatric episodes 
(Polyepisodic) and poor Premorbid Adjustment were the strongest 
Group 1 predictors of outcome. Schizophrenic diagnosis and divorced 
marital status with significant levels of loneliness appeared to be the 
best Group 2 predictors of outcome. In both Groups, the majority of 
relapses happened within one year of remission while the 
combination of pharmacological and psychosocial therapies was 
associated with a more favourable outcome than medication alone. 
Conclusion
These findings provide further confirmatory evidence of the poor 
outcome in dual diagnosis population and point to important 
differences in demographic and clinical variables across patients with 
and without psychiatric comorbidity.



Introduction
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Chapter 1

Introduction

1.1 OVERVIEW

Health professionals face significant challenges when working with an 

under-researched group. Just such a challenge is faced when working 

with patients with co-existing disorders, as it is dual diagnosis, a 

relatively new area of psychiatric comorbidity.

Several factors contribute to this challenge. In dual diagnosis, the two 

disorders inevitably exacerbate one another. The psychiatric disorders 

may interfere with patients’ ability and motivation to participate in 

addiction treatment, while the confused person becomes more 

confused, the hostile person more threatening and assaultive and the 

suicidal person more likely to engage in harmful activities (Evans and 

Sullivan, 1990).

Therefore, dual diagnosis patients bring dual complications, which 

increase the risk of relapse. Each relapse brings with it an 

increased probability of future relapse (WHO, 1990) and as a 

result, for a mental health professional, the treatment of coexisting
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conditions is the control of the uncontrollable. These special 

challenges posed by dual diagnosis patients are highlighted in this 

project.

1.2 CONTENTS 

Literature Review

Chapter 2 -  The Nature of Psychiatric Comorbidity and the Dually 

Diagnosed Patient: Concepts and Definitions — provides description, 

terminology, the prevalence of psychiatric comorbidity and flags the 

clinical interest in the phenomena.

Chapter 3 -  The Relationship between Substance Abuse and 

Psychiatric Disorders — explores the complicated relationship 

between psychopathology and drug abuse through phases of initial 

help seeking, treatment and outcome. The chapter first presents 

barriers to seeking immediate intervention from a mental health 

specialist. Then is referred to the treatment phase through the context 

of psychiatric hospital first, followed by the context of family, which is 

typically the patient’s destination after discharge. Finally, the relapse 

prevention phase and the factors that serve as predictors of outcome 

and indicators of relapse are discussed. The discussion is structured 

as follows:
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• Pre-treatment phase:

> barriers to seek treatment

• Treatment phase:

> hospital as a context of care

> family as a context of care

• Relapse prevention phase:

> indicators of negative clinical outcome

> predictors of negative clinical outcome as indicators of 

relapse

Chapter 4 -  Psychiatric Disorders that Coexist with Substance Abuse 

- provides an overview of the psychiatric disorders that coexist with 

substance abuse.

Method

Chapter 5 -  presents the design and the procedure of the project. 

Results

Chapter 6 -  presents the statistical analysis and the results of the 

project.

Discussion

Chapter 7 -  discusses the findings and their contribution to the overall 

project. First describes the prevalence of Dual Diagnosis in the project 

and then discusses the outcome and its predictors for Single and Dual 

Diagnosis patients. A reference list is provided for further study and 

questionnaires used are presented in Appendices.
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Chapter 2

The Nature of Psychiatric Comorbidity and the Dually 

Diagnosed Patient: Concepts and Definitions

2.1 DEFINITION OF DUAL DIAGNOSIS

Comorbidity, the occurrence of more than one disorder in an 

individual, has high prevalence in psychiatric patients (APS, 1996). 

The population of patients with concomitant mental illness and 

chemical abuse are the most frequently cited population of comorbid 

psychiatric patients in the professional literature (Anderson, 1998).

Comorbidity, sometimes called “dual diagnosis”, was defined by the 

World Health Organization (WHO 1995), as the co-occurrence in the 

same individual of a psychoactive substance use disorder and another 

psychiatric disorder. The term dual diagnosis is a broad term that 

indicates the simultaneous presence of two independent medical 

disorders. Recently, within the fields of mental health, psychiatry, and 

addiction medicine, the term has been popularly used to describe the 

coexistence of a mental health disorder and substance abuse 

problems (Roberts, 1992; Crawford, 2001; Banerjee, 2002).
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It is noteworthy to mention that dual diagnosis is not always the 

favoured term but is increasingly recognised by many mental health 

professionals as a reference to the co-occurrence of two recognised 

and classifiable mental health conditions. Substance Dependence and 

Mental Health Services Administration (SAMHSA) (2001) express 

preference in the terms “co-occurring substance abuse and mental 

health disorders” and “co-morbidity”. In order to avoid problems 

associated with differential diagnosis, dual diagnosis/comorbidity is 

only applied to patients whose history indicated that the psychiatric 

symptoms that they manifested began prior to substance abuse and 

consequently were not the result of withdrawal from drugs (Evans, 

1990).

2.2 WHY IS THERE A FOCUS ON DUAL DIAGNOSIS?

Psychiatric comorbidity has received considerable attention in recent 

psychiatric literature. The prevalence studies that documented the 

coexistence of major mental illness and comorbid substance abuse 

stimulated a scientific interest in dual diagnosis (Regier, 1990). 

Current research and clinical experience suggest that comorbid 

mental disorder and substance misuse is associated with serious 

clinical and social problems, increased service utilisation and poor 

prognosis for treatment (Banerjee, 2002). Diagnosis is often complex
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as it takes time to unravel the interacting effects of substance abuse 

and mental illness (Hartfield, 1993).

The clinical interest in this kind of comorbidity could be due partially to 

the observation that dually diagnosed persons often exhibit double 

denial and can be very resistant to treatment (Evans and Sullivan, 

1990). It appears that substance abuse complicates almost every 

aspect of care for the person with mental illness.

2.3 PREVALENCE OF DUAL DISORDERS IN PSYCHIATRIC 

POPULATION

In the past 20 years, there has been increasing recognition of the high 

level of dual diagnosis in mental health service populations across the 

world (Table 1). This may be due to an increase in drug consumption 

in the general population or increased recognition of the co-existence 

of mental disorder and substance misuse disorder (Banerjee, 2002). 

Although the vast majority of the dual diagnosis literature originates 

from the United States, when writing this report, emphasis, where 

possible, has been place on studies and literature conducted in 

Europe. Studies of diagnostic patterns in both treatment samples 

(Ross, 1988; Wolf et al., 1988) and general population samples (Boyd 

et al., 1993; Regier et al., 1990; Kessler, 2000) show that there was
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substantial comorbidity between mental disorders and substance use 

disorders.

Table 1. Prevalence of Dual Diagnosis

Authors Date Country
Rate of 

substance 
use

Drake 1989 USA 32%

Regier 1990 USA 47%

Duke 1994 UK 22%

Menezes 1996 UK 36.6%

Alaja 1997 Finland 28%

Wright 2000 UK 33%

Mueser 2000 USA 50%

Kamail 2000 Ireland 40%

Graham 2001 UK 24%

Weaver 2001 UK 24%

Adapted from Banerjee, 2002

The most compelling evidence supporting this finding was arguably 

two epidemiologic surveys that have examined the prevalence of
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psychiatric disorders and chemical abuse in community samples: the 

National Institute of Mental Health Epidemiologic Catchment Area 

(ECA) study (Regier et al., 1990), a landmark survey of over 20,000 

respondents and the National Comorbidity Study (NCS) (1991). It was 

documented for the first time that over one half of patients in 

psychiatric treatment typically receive more than one diagnosis and 

three out of four patients in treatment for substance abuse also have 

a psychiatric diagnosis.

Research has consistently highlighted that individuals with nearly 

every type of psychiatric disorder were at least twice as likely to have 

a substance use disorder as compared to with the general population 

(Carrey, 1991; Perkins, 1999; Kessler et al., 2002). Estimates of the 

prevalence of substance abuse in psychiatric populations range from 

18% to 70% (Carey, 1991; Sloan, 1998) while the rates of psychiatric 

illness among substance abusing populations approach 80% (Hasin, 

1988; Sloan, 1998). Higher psychopathology prevalence was found 

amongst those with opiate addictions compared to the general 

population (Miller et al., 1993). In other words, patients with 

psychiatric disorders have an increased risk of having addiction 

disorders whilst patients with addiction disorders have an increased 

risk of psychiatric disorders (Regier, 1990).
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Chapter 3

The Relationship between Substance Abuse and 

Comorbid Psychiatric Disorders

Dual diagnosis may represent a diagnostic and nosologic entity in its 

own right (Bachmann, 1997). As mental health scientists have 

become increasingly aware of the existence of patients with dual 

disorders, various attempts have been made to adapt treatment to the 

special needs of those patients (Baker, 1991). In this project for the 

sake of the discussion of the literature review, the complicated 

relationship between psychopathology and drugs will be explored 

through phases of initial help seeking, treatment and outcome.

3.1 PRE-TREATMENT PHASE

3.1.1 Treatment Seeking Processes

The phase of initial help seeking comprises the pre-treatment phase. 

Arguably, the first step in the process of seeking help from mental 

health services is problem recognition and definition. One important 

barrier to this initial step is suggested to be denial, motivated by the 

need for the maintenance of an acceptable social façade (Rolland, 

1994). During this struggle to maintain balance, hospitalisation that is
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a frequent consequence of mental illness, may catch the patient and 

family totally unprepared even though the symptoms could have been 

manifest for a considerable time before the admission to a psychiatric 

unit. Among the immediate consequences of this situation are the so- 

called open secrets in families, which are open in the sense that 

everybody knows about them, and are secrets in that nobody is 

supposed to know that everybody else knows (Watzlawick et al., 

1974). Thus, the decision to seek professional intervention is 

influenced by the fear of what others would think about the patient.

3.1.2 Barriers to Effective Interventions

One of the hardest aspects for people with mental health problems to 

cope with is the stigma that arises from cultural and moral values and 

promotes barriers to seeking professional intervention (Alderton, 

1999). The World Health Organisation (WHO) (1998) defines stigma 

as the mark of shame, disgrace or disapproval, which result in 

individuals being shunned or rejected by others, and can cause 

prejudice, discrimination and harassment. Evidence that stigma is a 

real problem was highlighted in a recent survey by Rethink (2003) 

(formerly the National Schizophrenia Fellowship) which found that 

more than twice as many people with mental health problems had 

experienced harassment than those without.
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The term ‘illness behaviour’ describes the reactions of patients to the 

experience of being sick. Society describes aspects of ‘illness 

behaviour’ as the ‘sick role’, which is the role that ascribes to the 

person because of his/her illness (Kaplan, 1994). Some conditions 

such as major mental disorders and substance abuse are shameful 

because of cognitive impairment (Rolland, 1994) that leads patients to 

blame themselves for their thoughts, behaviours and emotions. On 

the contrary, a diagnosis of medical illness does not create similar 

problems; it may just imply a person’s “bad luck”. There is no stigma 

associated with high blood pressure or diabetes but for psychiatric 

disorders there is stigma associated with being mentally ill (Arino, 

2003).

Both ‘illness behaviour’ and ‘sick role’ are influenced by close 

community and cultural attitudes. According to Weiden (1999) stigma 

is greatest in people who had good pre-sickness functioning, who 

come from higher socioeconomic backgrounds, and whose families 

have trouble accepting the person’s diagnosis.

Stigma prevents people from seeking immediate professional 

intervention and consequently increases the duration of untreated 

psychosis, which has a negative impact on the course of the chronic 

disease (Jackson, 1996). The time between the first symptoms of
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mental illness and help seeking is referred to as “treatment lag” 

(Jackson, 1996) and defines the Duration of Untreated Mental Illness 

(DUMI).

A good reason for focusing on the DUMI is that researchers frequently 

correlate early treatment with a better outcome. Loebel (1992) found 

that where the mean length of untreated psychotic episode was one 

year, the mean length of total illness (prodrome plus psychosis) was 

three years. Johnstone (1992) argues that long-term treatment lags 

increase the relapse rates during the first two years following the first 

illness episode. In such long-term conditions, the context of treatment 

is usually the hospital (Loebel, 1992; Lieberman, 1997).

3.2 TREATMENT PHASE

3.2.1 Hospital as a Context of Care

Hospitalisation, according to A.P.A. (1997), is indicated for patients 

who are felt to pose a serious threat of harm to themselves or others, 

who are unable to care for themselves, or who have general medical 

or psychiatric problems that are not safely or effectively treated in a 

less intensive setting. The advantage of treatment in the hospital is 

the safe, structured and supervised environment that can reduce 

stress on both patients and family members. Evaluations can be
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completed quickly while the patients are protected from the threat of 

suicide or violence (Wyatt, 1999).

Although efforts to achieve a voluntary hospitalisation are very 

important, sometimes involuntarily hospitalisation is indicated. This 

traumatic aspect of treatment, since it involves police intervention, is 

often associated with delayed treatment. As already mentioned, this 

reluctance to seek professional help usually originates from the fear of 

stigmatisation (Andery, 1997).

The major disadvantage of hospitalisation, apart from stigmatisation 

and cost, is the noise and the repeated intrusions by staff and other 

patients that may agitate rather than reassure the patient. According 

to Wyatt (1999) although some confrontation may be helpful when 

dealing with issues such as the seriousness of the illness or the 

treatment of substance abuse, hospitals are usually intrusive and 

noisy, when most first-episode patients require quiet and support.

3.2.1.1 Complications from Co-occurring Disorders in
Assessment and Accurate Diagnosis

The first step for effective treatment in dual diagnosis patients is a 

complete assessment of the presenting addiction and mental illness 

symptomatology, in order to try to understand the interaction between
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these symptoms (Anderson, 1998). The aim of a good assessment is 

to give the clinician a clear picture about what is going on with that 

person and what is contributing to their distress (Banerjee, 2002).

It is very important to discriminate between the primary psychiatric 

disorders and the psychiatric symptoms caused by drug use in order 

to establish an accurate diagnosis. Lehman (1989) explains that if the 

psychiatric symptoms clear completely with detoxification and the 

patient has no prior history of psychiatric disorder, then the patient 

should not receive dual diagnosis. Conversely, if the psychiatric 

symptoms do not fully abate with detoxification or if the patient has a 

prior history of psychiatric illness, then dual diagnosis should be 

considered. Accurate diagnosis and differentiation between 

substance-induced states and independent psychiatric disorders can 

be a major challenge for the clinicians.

3.2.1.2 Dual Diagnosis Treatment Model

The nature of the relationship between substance abuse and 

psychopathology remains complicated and research has not 

supported successfully a case for causality in any particular direction. 

In fact, a very large proportion of substance abusers (50-70%) suffer 

from concomitant psychological disturbances (Safer, 1987; Anderson, 

1998) but no study has been able to clarify whether one type of
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disorder precedes the other or whether they are distinct clinical 

manifestations of the same underlying pathogenetic mechanism 

(Kokkevi, 1995).

The difficulty in determination of cause and effect complicates the 

process of diagnosis and consequently the treatment. The increased 

need for understanding the causes of and treatment of these 

disorders resulted in a new model known as the Dual-Diagnosis 

Model. The Dual-Diagnosis Model recognises the presence of two 

related but separate disorders with similar yet distinctive etiologies, 

but with a necessity for discrete diagnoses and specific treatment 

(Beedle, 1998).

In the dual diagnosis model, the two disorders inevitably exacerbate 

each other. Compared with patients who have a single disorder, dual 

disorder patients often require longer treatment, have more crises and 

progress more gradually in treatment (Ross, 1988). Co-occuring 

disorders complicate patient assessment, make treatment more 

difficult and lead dual diagnosis patients to have relatively poorer 

outcomes (Knowlton, 2001). One of the reasons that researchers 

support this conclusion is the difficulty to evaluate and to diagnose 

properly both psychiatric illness and substance abuse. The major 

pitfall during this initial assessment phase is the failure to adequately
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consider the possibility of both problems, to either overlook or wrongly 

attribute the symptoms of one disorder to the other (Lehman, 1989). 

At this point it is noteworthy to mention the case of ‘misdiagnosis’. The 

risk of attributing the psychotic symptom to drug abuse is equal with 

the risk of misdiagnosing substance abuse in the presence of past 

psychotic episodes (Cohen, 1995). Thus, recognition of both disorders 

is necessary in order to avoid misdiagnosis and the application of 

inappropriate interventions.

The dual diagnosis patient brings with them dual complications. 

Paradoxically, however, they are less likely to receive services than 

people who have a single disorder since the majority of treatment 

systems have evolved to provide services for persons who have 

single, discrete disorders (Evans and Sullivan, 1990). The following 

sector reviews traditional models for single disorders and contrasts 

these with the dual diagnosis model.

3.2.1.3 Single Diagnosis Treatment Models

The traditional Psychiatric Model identified the patient as suffering 

from an Axis I or Axis II disorder with the diagnosis of substance 

use disorder being delayed or being seen as reflective of the 

primary diagnosis. On the contrary, in traditional Addiction Model 

the issue of addiction is primarily raised. This affects the timing of
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diagnosis and makes problematic the achievement of a reliable, 

accurate diagnosis (Beedle, 1998).

Until recently clinicians used to deal with two distinct and quite 

separate populations of people who needed help: substance 

abusers and persons with mental illness. One logical explanation 

for the relatively recent acceptance of the dual diagnosis field by 

psychiatry is given by Pepper (2000) who claims that most 

seriously mentally ill individuals spend long years in state 

hospitals so they had little opportunity to become addicts. 

Therefore, the dual diagnosis model allows the traditional psychiatry 

and addiction treatment model to collaborate in programs in order to 

consider the dually ill state of the patient and provide effective 

treatment for both problems. Given the importance of recognition of 

dual diagnosis, it is surprising that the majority of psychiatric 

epidemiologic research continuous to focus on single diagnostic 

categories rather than on the full range of comorbid conditions.

Based on the Dual Diagnosis Model that recognises the presence of 

the two disorders, several models have been proposed to explain the 

frequent comorbidity of mental illness and substance abuse. These 

models try to explain what comorbidity reflects, the way in which the 

two disorders can be related, by co-occurring or exacerbating each
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other. Thus, in an attempt to summarise the nature of the relationship 

between substance abuse and psychiatric disorders, researchers 

examined the approach based on the possibility that psychiatric 

symptoms and drug-use disorders can independently coexist or that 

psychiatric symptoms may be developed as a consequence of 

substance abuse or vice versa (Meyer, 1986; Kidd, 1995).

3.2.1.4 Models that describe the Comorbidty of Mental Illness

and Substance Abuse

There are many theories to explain why individuals with severe mental 

illnesses are vulnerable to the misuse of substances and how the 

mental illness-substance misuse relationship co-exists. The possible 

relationship between addiction and psychopathology is perhaps best 

described by the vulnerability model according to which drug use or 

withdrawal can cause or exacerbate psychiatric symptoms in an 

already vulnerable person (Laundry, 1991; Lehman, 1989). It can 

produce symptoms that mimic those of an independent psychiatric 

disorder. Drug use can mimic and mask mental disorders (Knowlton, 

2001) as in case of depressive symptoms which may be 

misdiagnosed as schizoaffective disorder or of withdrawal symptoms 

which may be misinterpreted as psychotic agitation in patients with 

schizophrenia (Drake, 1995). The intriguing question arises as to 

whether primary substance abuse can lead to persistent mental illness
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in the absence of continued substance abuse. Some literature

appears to support this hypothesis. In particular, Lehman (1989) 

argues that chronic psychotic states are associated with long-term 

abuse of stimulants and that such patients are likely to be treated in 

substance abuse programs.

A contrast to the vulnerability model, which implies that drug use 

precedes the onset of illness, is the self-medication model (Silver, 

1994). In this theory drug use is seen as a mechanism for masking 

psychiatric symptoms since abusers may purposefully use drugs as a 

self-medication strategy, in order to relieve their dysphoric symptoms 

(Kidd, 1995).

Substance use as self-medication of coexisting psychiatric symptoms 

is an interesting hypothesis. It assumes mental illness as the aetiology 

for chemical abuse. The patient is viewed as a person who actively 

seeks to alleviate the symptoms of a mental illness through substance 

use (Anderson, 1998). The “addict’s” choice of drug is the result of an 

interaction between the psychopharmacological properties of the drug 

and the primary feeling state experienced (Bukstein et al. 1989).

Many studies, as Sanguineti’s (1993), found that patients with 

affective pathology have an increased tendency to self-medicate with
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drugs in order to decrease depression. Schizophrenic patients self- 

medicate specific symptoms; indeed Khantzian (1985) argues that the 

majority of them self-medicate the negative symptoms of 

schizophrenia while relatively few try to reduce the uncomfortable 

neuroleptic induced extrapyramidal symptoms. This probably explains 

Dixon’s (1997) observations that patients with schizophrenia and 

comorbid substance abuse exhibited fewer negative symptoms than 

those without substance abuse. The implication of this hypothesis for 

treatment is that the principal focus will be on alleviating the 

symptoms of mental illness with the assumption that the improvement 

of these symptoms will lead to resolution of substance abuse 

(Lehman, 1989).

Utopia syndrome is based on the self-medication hypothesis. 

According to Watzlawick (1974), the resulting behaviour of the belief 

that one has found the ultimate solution, which may lead to extremism 

in the solving of human problems, is called the utopia syndrome and 

can take the form of alienation and nihilistic worldviews etc. These 

possible consequences of the utopia syndrome may involve drug use, 

in which the person, after a brief euphoria, experiences the return to 

an even colder reality that inevitably follows. Therefore, if the goal is 

utopia, the person experiences the painful feeling of personal 

inadequacy which may lead to drug use as the only easy way for
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comfort without being aware of the inevitable return to reality which 

may be crueler. In contrast, Liappas et al. (1997) wonders if drug 

abuse is a self-medication or a self- destructive behaviour, since 

according to their study severe drug involvement was strongly 

associated with suicidal behaviour, accidents, overdose events and 

generally risky behaviour.

The attempt to determine whether the substance abuse is developing 

or altering the course of the psychiatric disorder or vice versa might 

create confusion. Clinicians must discriminate between acute primary 

psychiatric disorders and psychiatric symptoms caused by substance 

abuse (Landry et al., 1991).

The question arises if substances are able to induce specific 

psychoses (Substance-induced psychoses). Jimeno’s et al (1997) 

data do not verify the existence of a specific psychopathological 

profile for toxic psychoses. On the other hand, many clinicians support 

the validity of the concept of substance-induced or toxic psychoses 

even though it has proven difficult to differentiate it from mentally ill 

substance abusers (Dixon, 1997).

Cannabis, one of the most studied substances, may be a possible risk 

factor in the development of psychosis and as a result cannabis-
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induced psychosis has gained recognition as a nosological identity 

(APA, 1994). It is a form of psychosis like schizophrenia with 

symptoms such as paranoid ideas, delusions etc., but resulting from 

the use of cannabis (Imade, 1991). According to the literature 

reviewed, cannabis can be an independent risk factor, especially for 

schizophrenia (Jimeno, 1997; Andreason, 1987). There is a continuing 

controversy in the literature as to whether cannabis-induced psychosis 

exists as a separate entity. Morin et al (1989) accept it as a fact while 

Simoes (1989) reports that cannabis does not change schizophrenic 

shift symptoms in the way of a “cannabis psychosis”. In addition, 

Jimeno’s (1997) data does not support the concept of substance- 

induced psychosis in general since they did not find a specific 

psychopathological profile for these patients.

3.2.1.5 Complications arising from Co-occurring Disorders in

the Treatment of Dual Diagnosis

Co-occurring psychiatric problems complicate not only assessment 

and accurate diagnosis, but treatment too. Comorbidity affects the 

course of both disorders and the response to treatment, whether 

these occur simultaneously or sequentially (Gordis, 2001). The most 

common model of dual disorder treatment is sequential treatment; the 

patient is first treated by the one system (addiction or psychiatric) and 

then by the other. The model of parallel treatment involves the
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simultaneous involvement of the patient in both treatment settings 

while in the third model, referred to as integrated treatment, elements 

from both mental illness and addiction approaches are combined 

(Beedle, 1998).

Table 2. Treatment Models in Dual Diagnosis

Sequential The patient participates in one system, then the
other.

Parallel
The patient participates in two systems 

simultaneously.

Integrated

The patient participates in a single unified and 

comprehensive treatment program for dual 

disorders

Sequential treatment, as indicated in table 2, is a clinical challenge 

since in the addiction system the focus is often on the “here and now”, 

while in psychiatric system it is often on past development issues. In 

addition, addiction treatment focuses on individual responsibility while
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mental illness clinicians recognise that many of their patients are 

unable to participate in treatment without their help. Traditional mental 

health programs are often poorly equipped to address dependency 

and the ongoing intensive recovery needs of dual diagnosis patients, 

while addiction programs generally have difficulty treating dual 

patients with psychotic symptoms (Anderson, 1998). As a result 

patients have to choose between clinical settings, often resulting in 

neglect of one condition (Buddy, 2001).

According to the system of care for dual diagnosis patients developed 

by Minkoff (1989), both illnesses have parallel phases while the goal 

of treatment is to stabilise acute symptoms first and then engage the 

patient to participate in a long term program of maintenance and 

recovery. He also proposes to consider, regardless of the order of 

onset, each illness as the primary one. Moreover, this point is very 

important when patient’s attitude and motivation towards each illness 

is different and as a result the process of recovery proceeds 

independently for each diagnosis. Thus, a common case that one 

could meet is the one described by Minkoff (1989) where a patient 

may be engaged in active treatment for psychosis stabilisation but not 

for substance abuse. So, progress in recovery for the one diagnosis is 

affected by progress in recovery for the other.
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There is a broad consensus in the literature that this phase of 

treatment should include concurrent treatment for both disorders. The 

key to assessment and treatment in this phase is to identify and treat 

all syndromes present (Lehman, 1989). Therefore, the integrated 

approach seems to have higher levels of clinical efficacy because as 

Breakey (1987) argues, it considers the complex treatment needs and 

interactive symptomatology of dually diagnosed patients. It also 

assists in the destigmatisation of patients since as Anderson (1998) 

points out it does not give them the identification of the illness, for 

instance schizophrenic or alcoholic, as the traditional programs does.

These were the advantages and disadvantages in sequential, parallel, 

and integrated treatment approaches. Differences in dual disorder 

combinations, symptom severity, and degree of impairment greatly 

affect the appropriateness of a treatment model for a particular 

individual. For example, sequential and parallel treatment may be 

most appropriate for patients who have a very severe problem with 

one disorder, but a mild problem with the other. However, patients 

with dual disorders who obtain treatment from two separate systems 

frequently receive conflicting therapeutic messages.

After admission in a psychiatric institution, the required compliance 

coexists with the “be spontaneous” paradox since the hospitalised

41



patient is considered unable to make the right decisions by himself 

and they have to be made for him and for his own good. If the patient 

fails to see this, his failure is further proof of his incapacity. Therefore, 

the patient must yield to the norms spontaneously and not because 

they are imposed; otherwise he is not ready for discharge 

(Watzlawick, 1974). The discharge decision is influenced by Kaplan’s 

(1994, p.18) notion that “behaviour is assumed to be within normal 

limits when no manifest psychopathology is present”.

The release from the protected environment that follows, often transits 

the patient from the psychiatric hospital context to the family context 

[nuclear (biological origins, parents) or affiliation family]. After the 

discharge from the hospital, patients typically go back to family. 

Therefore it is critical to develop an understanding of this context.

3.2.2 Family as a Context of Care

When the patient returns home the context is the family, which plays 

an important role not only in the treatment-seeking but also in the 

treatment-receiving process of dually diagnosed patients (Vaglum, 

1996). Psychiatric comorbidity has serious negative effects on the 

identified patient and his family members since they invariably 

experience more problems than a family member with one disorder
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(Evan, 1990). They do not only experience the disruptions evoked by 

addictive disorders but also the stressors of coping with a serious 

mental illness (Sciacca, 1995). Hence clinical attention on family is 

crucial.

3.2.2.1 Initial Response to the Stressor Event

The dual diagnosis of a family member will also affect the rest of the 

family whose response in turn will affect the behaviour of that 

individual. As Glick et al. (1974) point out, it is not only the expectant 

phases (marriage, birth of a child, etc.) through which the family 

develops but also the unexpected ones that can be traumatic such as 

a chronic disease, as is a mental illness. Of course families are unique 

and respond in different ways to life events but there is always a 

response.

Reiss (1981) approaches the “family’s construction of reality” by 

developing a theory of family process, centered on the concept of 

paradigm, which focuses on the transaction of the family with its social 

world. Paradigms are the constructions of the stressor event, the 

family’s initial response to it, and the solution required. As Kuhn 

(1977) argues, a group clings to a particular mode of explaining its 

world because the essential elements of that mode of explanation
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were dramatically successful attempts to deal with a severe crisis. A 

stressor event can lead to serious family crisis, since it disrupts usual 

family routines.

According to Swan (1986) after the onset of the chronic illness the 

patients’ partners developed anxiety and depressive symptoms which 

one could say are probably increased by the change in their routine 

behaviour or by the isolation due to avoidance of social activities. This 

emotional distress burdens the patient’s psychological condition. At 

this point it should be mentioned that family members of patients, who 

lack insight about their illness, will pass through the first reaction, the 

“shock”, by themselves since the patient does not recognise his/her 

mental illness. Parents are disposed to wonder “why us?” and “what 

we have done wrong?”, when they start to realise that they have to 

abandon many of their hopes for the patient’s future. On the other 

hand no one could predict the degree of recovery in order to diminish 

his or her shock as they become physically, emotionally and 

financially exhausted.

Through this critical life event, a family may become more loving as 

the members come closer or enter in a chronic state of rigidity and 

misery, as family’s disorganisation increases. Friedman et al. (1997) 

examined the adaptive functioning in the families of patients with a
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wide range of psychiatric disorders. They support the hypothesis that 

having a family member in an acute phase, regardless of the specific 

type of a psychiatric illness, is a general stressor for the family that 

experiences higher levels of dysfunction compared to the other 

families. This stressor appears to be a risk factor for poor family 

functioning in many areas, including problem solving, communication 

and reorganisation of roles.

3.2.2.2 Mental Health and the consequent readjustment in 

Family roles

Mental health or substance abuse diagnosis has serious effects on 

family whether it is defined as nuclear (biological origins, parents) or 

affiliation family. The family is a system in dynamic equilibrium; 

whatever happens in relation to the family’s existence inevitably 

affects each family member (Glick and Kessler, 1974). Difficulties in 

part of the family system can lead to dysfunction in another part 

(Hoffman, 1981). The need for differentiation between family members 

is meshed with the need for cohesiveness, which in turn conserves 

the identity of the family. More specifically a mental illness in one 

member of the family perturbs the expectations of the others (Rolland, 

1987). It results in the readjustment of family roles, which causes 

problems as it contradicts routine behaviours.
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Bahnson (1987) argues that the homeostatic family process can be 

interrupted by the realisation that because of a mental illness, an 

expected future may not evolve or family stability may be destroyed. 

The patient’s illness serves as a homeostatic mechanism that keeps 

the disturbed system in a delicate balance. The family will endeavour 

to maintain a constant state, even if it is maladaptive or dysfunctional 

(Jackson, 1985).

3.2.2.3 Family Dysfunction

Evans and Sullivan (1990) point out that the key theme in the 

dysfunctional family with a dual diagnosis member is the attempt to 

control the uncontrollable since the cycle of each disorder through 

stages may range from stable to acute. The unpredictable nature of 

these cycles may cause severe stress in families.

Any family can become dysfunctional when an illness is diagnosed. If 

the diagnosis is substance abuse, DuPont (1997) suggests that 

addiction should be regarded as a familial problem rather than the 

exclusive failure and responsibility of the young patient. Addiction may 

reflect difficulties in the family since it frequently develops from and is 

maintained and exacerbated by family interactive progress (Heath,
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1998). If there is a dual diagnosis, families experience at least twice 

the problems of those with a family member with one disorder.

Families can be considered ‘healthy’ if they are able to respond 

flexibly to the changing circumstances of the new condition (Bennun, 

1988). Thus, the skills that a family should have in order to face this 

situation are continual adaptation and flexibility in the reorganisation of 

roles (Rolland, 1987). One could say that the family’s primary need is 

to obtain a balance of obligations between family members since each 

family member influences and is influenced by all other family 

members (Anderson, 1980).

Since ill individuals’ life cycle takes place within the family’s cycle, one 

could relate the individual’s development to the family’s development. 

Systems theory focuses on this reciprocity in relationships and the 

context in which they occur. It emphasises that the family represents a 

functioning operational system or unit comprising a set of collected 

interrelated parts, all of which combine to influence its total functioning 

(Bennun, 1988). Hence it is important to know the phase of the family 

cycle and the stage of individual development of all family members 

that will affect their developmental goals and their ability to adapt to 

the new situation.
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Evans (1990) and his colleagues’ model compares the members of 

enmeshed families who have poor boundaries and cannot distinguish 

between the patient and the other family members, with 

chaotic/disengaged families who have abandoned each other, 

rigid/enmeshed families who have a ‘pseudo normal’ appearance and 

rigid/disengaged family which is no longer family. Rolland (1994), as 

many other clinicians, strongly emphasises family factors in chronic 

illness because they consider that the best way to produce individual 

change is by changing the context of behaviour. Based on family 

systems theory (Rolland, 1994) according to which individual 

behaviour is viewed within the context in which it occurs, function and 

dysfunction are defined relative to the fit among the individual and the 

family, their social context and the psychosocial demands of the 

situation.

3.2.2.4 Aitia-Families Beliefs in Relation to the Aetiology of 

Illness

An important issue brought by family members who seek professional 

help is aetiology of the illness. ‘Aitia’, the Greek root of this word, 

which means not only cause but also responsibility and blame, is an 

effort to reduce the stress of the unknown and ambiguity (Wynne, 

1992). Usually family members express a lineal concept of causality
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instead of a systemic, circular one that emphasises mutual causality. 

The family or the individual does not cause the problem. The genesis 

and maintenance of problems must be viewed in a circular way since 

each part of the system influences all the other parts (Bennun, 1988).

The family’s beliefs about the causes, duration and consequences of 

illness give a good indication of their medical knowledge, personal 

responsibility and family dysfunction. The meaning of the chronic 

illness influences and is influenced by the person’s social world since 

it involves the patient’s subjective interpersonal and social experience 

(Atwood, 1996). It also determines the people’s reactions to health 

concerns as is explained by the “Locus of control theory”. Individuals 

with “powerful internal” locus of control believe that their actions 

determine their health status while those with an external “powerful 

other” locus of control believe that others (e.g. professionals) 

determine the outcome of their illness (Atwood, 1996). Siblings, 

especially in families characterised by patterns of blaming during 

stressful situations as a disabling disorder, may believe that they are 

responsible for their sibling’s condition. Since this new critical life 

event leads family members to shift the focus of their attention to the 

patient, the forgotten siblings’ anger may cause “feelings of guilt and a 

need to be punished that can be expressed as withdrawal, 

depression, suicidal ideation ... and aggressive behaviour” (Rolland,
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1994, p. 18). On the other hand, family’s beliefs about normality give a 

good indication about their adaptation to chronic illness.

Rolland (1994) points out that families with strong beliefs in high 

achievement and perfectionism tend to define normality or successful 

family functioning in terms of ideal or problem-free circumstances. A 

comparison group could help families increase their sense of control 

by providing a normalising context especially in schizophrenia and 

substance abuse, which are shameful conditions because of the 

cognitive impairment. As Paul Elyard (1996, p.2) mentions: “We 

cannot go on one by one. We have to be two of us. And if we will start 

to meet each other we will finally meet all”. Psychiatric disorder 

changes people’s lives but is no reason to destroy them. Therefore, 

clinicians use psychoeducational family interventions, teach them how 

to communicate better and instruct them about the illness, in order to 

improve family’s well being.

3.2.2.5 Expressed Emotion

The importance, particularly the prognostic significance, of family 

environment in psychiatric disorders has been cited in a large number 

of studies in terms of the psychosocial measure of “expressed 

emotion” or EE. The “expressed emotion” concept was developed by
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Brown and his colleagues in the Institute of Psychiatry in London in 

the 1950’s. Their studies focused on the relation between family 

variables and the likelihood of relapse on the part of a patient who has 

recently been released from the hospital with the diagnosis of 

schizophrenia (Brown, 1989). The rating of EE consists of three 

subscales: criticism, hostility and emotional over-involvement. Favre et 

al. (1989) points out that high EE family members maintain a high rate 

of conflict comments and emotional over-involvement overtime while 

low EE relatives are less critical and involved to a lesser extent.

The reasonable involvement of the relatives can be seen as positive. 

Many clinicians argue that close relationships are of a great benefit for 

an individual. According to Frude (1991), married people have better 

physical and psychological health and better recovery from illnesses 

than those who are divorced, widowed or never married. More 

specifically, in early psychosis those with low social contacts tend to 

relapse early (Johnstone, 1992). On the other hand, the health and 

well being of a person may be placed in jeopardy by those who are 

close to him if they increase stress and provoke anxiety. The attempts 

that they make in order to cope with the problem may make things 

worse and indeed create chaos. Chaotic families are unpredictable in 

their behaviour, in contrast to rigid families who respond in inflexible 

ways. So what matters is the quality of key relationships.
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It would be very important to know if a good quality, close relationship 

may protect to a certain degree people from mental illness or 

substance abuse. The majority of studies find a positive association 

between health, well-being and an individual’s involvement in close 

relationships (Frude, 1991). An explanation is that intimate 

relationships encourage compliance with certain rules monitored by 

people who care about their health and well-being (Rook, 1985). 

According to the “increased well-being hypothesis” , good personal 

relationships enhance an individual’s personal strength thus they are 

able to cope better with stressful life events (Willis, 1984). Strieker 

(1997) concludes that even dysfunctional, over-involved efforts seem 

to be better than resigned withdrawal. Dixon et al. (1995) reviewed the 

existing literature on EE. They found out that there is an impressive 

body of evidence suggesting that persons with schizophrenia who 

have significant family contact - high EE or low EE - might benefit from 

family intervention by delaying if not preventing their relapse.

Even though the vast majority of studies investigate the association 

between EE and the course of schizophrenic illness, EE is not 

restricted to schizophrenia. High levels of EE have also been 

associated with poor outcome in mood disorder and other psychiatric 

conditions. More specifically for depression the EE is the variable with 

the greater predictive validity (Hooley, 1997). Independent of the
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nature of a mental illness, its course in moderately ill patients is more 

dependent on psychosocial variables (EE) while according to 

Kavanagh (1992) the biological factors influence more the course of 

illness in the extreme groups. Contrary to EE research, Barrowclough 

et al. (1996) focused on attributional theory which refers to the 

distress experienced by relatives as they thought they were 

responsible for patient’s symptoms.

In summary, the construct of EE is significant in the development of 

family interventions as long as the families do not interpret it as blame 

for the patient’s condition and as a result the feelings of guilt and 

anger create obstacles to treatment. The notion of EE and the studies 

based on it give rise to the recognition that the problem is not in the 

exchange of feelings, or in the communication but in the way that 

people express their emotions.

3.3 CLINICAL OUTCOME

Dual diagnosis has been associated with negative clinical outcome 

and increased number of relapses (Ross, 1998; Toner, 1992; 

Knowlton, 2001).
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3.3.1 Relapse Prevention as a Positive Influence on the Course 

of the Disorder

Relapse is a normal part of the change process for any health 

behaviour (Banerjee, 2002). Relapse impinges on inter-personal, 

social and occupational spheres of the patient's activity. Each relapse 

brings with it an increased probability of future relapse, residual 

positive and negative symptoms and psychosocial disability (WHO, 

1979). There are no generally accepted criteria for relapse, since it is 

a relative term. Lader (1995) takes into account the following factors: 

the patient's condition before the original onset of illness; his level of 

functioning before the present episode; the severity of the relapse in 

terms of symptom severity, duration and interference with personal 

functioning and the type of treatment given prior to relapse.

A large number of clinicians emphasise the distinction between the 

concepts of relapse and recurrence. Relapse is the return of 

symptoms before a complete recovery, in other words the continuation 

of a current illness whose symptoms were only temporarily 

suppressed. Recurrence, on the other hand, is the return of symptoms 

after a full recovery; it is actually a new episode of illness (Kupfer and 

Frank, 1989). In order to prevent relapse and recurrence, a long-term
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phase of treatment through continued medication and 

psychotherapeutic interventions, is often needed (Lehman, 1989).

3.3.2 Relapse Prevention Strategies

The importance of prevention was recognised in ancient times and 

reflected in the Ancient Greeks’ worship of Hygeia, the goddess of 

preventive medicine, more than Panacea, the goddess of healing 

medicine (Christodoulou, 1999). The concepts of prevention and 

therapy should not be seen as contradictory rather prevention should 

be complementary to therapy since effective therapy is considered a 

remedial and prospective curative factor.

The section of preventive psychiatry of the World Psychiatric 

Association (1999) agreed on the following aims for the four grades of 

prevention. The ultimate aim of primary prevention is reduction in the 

incidence of mental disorders. Secondary prevention, i.e. early 

recognition and effective management of mental disorders, aims at 

the reduction of prevalence of mental disorders. The reduction of 

disability produced by mental illnesses is the aim of tertiary prevention 

while the quadratic prevention aims at the reduction of stigma 

attached to mental illness by giving to the patients’ equal opportunities 

in society for their development and well-being (WPA, 1999). This
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project focuses on aspects of secondary prevention, which is likely to 

be of greatest relevance amongst clinicians.

The fact that single, as dual, diagnosis disorders, are chronic with 

exacerbations and remissions (Herz, 1984), raises two important 

questions regarding treatment: whether early treatment intervention 

shortens the length of the episode and whether a previous successful 

treatment will be associated with a more rapid response when 

administered during subsequent episodes.

An indicator of the success of previous treatment and hospitalisation 

is the readmission to a psychiatric hospital. The vast majority of 

schizophrenic patients suffer from more than one psychotic episode 

(relapse) that may lead to more than one hospitalisation. Two-thirds of 

patients diagnosed with schizophrenia, half of those with major 

depression and fifty to ninety per cent of treated substance abusers, 

relapse (Leff, 1985). For the dual-diagnosis patients, once again the 

whole problem is double since coexisting disorders tend to exacerbate 

each other. Lyons (1997) points out that coexisting substance abuse 

disorders are the best predictors for readmission. Contrary to the 

hypothesis that readmission results from premature hospital discharge 

(earlier than predicted by their clinicians), Lyons et al. (1997) did not 

find such evidence even in dual diagnosis cases where substance
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abuse complications were related to a shorter length of inpatient 

stays. Studies undertaken in relapsed patients (Herz, 1984) or based 

on a comparison of the relapsing group with the non-relapses 

(Rajkumar, 1989), revealed a prodromal period before relapse.

3.3.3 The components of Relapse Prevention

The pre-psychotic period before the onset of psychosis is called the 

‘prodromal phase’. Recognition of prodromal symptoms of mental 

illness (such as social withdrawal, inability to sleep, hearing voices 

etc.) offers the potential of early intervention in order to avoid the 

recurrence of symptomatology. The prodromal signs and symptoms of 

each patient before relapse, referred as ‘relapse signature’ by 

Birchwood et al. (1989), and are frequently recognised by both the 

patient and those who are close by. After the recovery from a 

psychotic episode, patients and family members can retrospectively 

report this relapse signature.

A very optimistic view is proposed by Barrowclough (1992). He argues 

that insight is retained through the prodromal period and in many 

cases up until the day of relapse, indicating that full relapse and the 

consequent hospitalisation could be avoided, with patient’s 

cooperation in early pharmacological and psychological management.
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In other words, mental health professionals should not only react in 

response to crisis. It would be helpful and less problematic for patients 

and clinicians to prevent crisis through response to manifest 

prodromal symptoms.

The component of insight is very important in relapse since it is based 

on the following complementary components: awareness of illness, 

awareness of symptoms and perceived need for treatment (Steegen, 

1998). Beck-Sander (1998) points out that individuals whose 

explanation of their mental illness does not accord with professional 

opinion are often considered to ‘lack insight’ into their condition. She 

also considers that it may be preferable to treat an individual who is 

assessed as lacking insight in hospital because lack of insight may 

lead to non-compliance outside the hospital and consequently to 

relapse. Patients diagnosed with schizophrenia are often unwilling to 

admit that they are ill and need treatment; this happens so often that it 

is a key marker of psychotic disorders.

WHO (1973) has reported that “lack of insight” was described as the 

most frequent symptom in acute schizophrenia. Depressives had 

good insight on admission to the psychiatric hospital, schizophrenics 

the poorest, followed closely by those with bipolar disorder 

(Barrowclough, 1996). According to McEvoy (1989), half of patients
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who are voluntarily admitted to psychiatric hospitals continue to deny 

their need for treatment. Insight was not correlated, either before or 

after treatment, with the number of years a patient had been ill or the 

number of prior hospitalisations. Thus, it would appear that treatment 

strategies should focus on compliance and insight, given that they 

have an important prognostic value in terms of relapses.

In order to have a favourable course of illness after the first episode 

and the acute treatment, which alleviates present complaints, long-

term prophylaxis is needed. At this phase continuation treatment 

prevents relapse into the same episode of the illness while 

maintenance treatment prevents recurrence of the illness (Greil, 

1996). For the decrease in probability of subsequent episodes, a 

psychosocial adjustment process should also be considered, since 

biological treatments alone are not enough (Jackson, 1996). 

According to Falloon (1981), who reviewed the literature of the 

psychosocial treatments for schizophrenia, the addition of 

psychological strategies to routine case management and long-term 

drug prophylaxis halves the rate of major clinical exacerbations in 

people suffering from schizophrenia. Similar is the prophylactic 

treatment of depression, whether with antidepressant medication or 

with psychotherapy, was reported to cut the rate of recurrence by half, 

although this will not guarantee that illness will not recur (Keller,
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1982). Therefore, early intervention (medication and psychosocial 

treatment) in the ‘critical period’ of time following onset is crucial for 

the improvement of the course of mental illness and consequently 

minimises severity.

The first two or three years following a first episode of mental illness 

are a crucial period for high-quality psychosocial and biological 

interventions. Deterioration occurs early (during the first two years) in 

the course of treated and untreated psychosis (Jackson, 1996). 

Robinson et al. (1999) found a high rate of relapse within 5 years of 

recovery from a first episode of schizophrenia and schizoaffective 

disorder. According to these authors, patients with poor premorbid 

adaptation to school and premorbid social withdrawal relapsed earlier. 

Discontinuing antipsychotic drug therapy increased the risk.

Gender, diagnosis, obstetric complications, duration of psychotic 

illness before treatment, baseline symptoms, neuroendocrine 

measures, time to response of the initial episode, adverse effects 

during treatment and presence of residual symptoms after the initial 

episode were not significantly related to time of relapse. 

Independently of the time of relapse, Heinrings (1985) points out that 

the symptoms in the drug-free patients were similar to those that 

occurred in the medicated patients.
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Vaglum (1996) suggests focusing efforts on improving secondary 

prevention because there is no effective primary prevention. 

Secondary prevention through early intervention in psychosis may 

have significant benefits for the future course of psychosis (Jackson, 

1996). According to Kapfer et al (1989), as far as depression is 

concerned early intervention in the second treatment episode 

significantly shortened the overall length of the depressive episode by 

approximately 4 to 5 months.

When mentally ill patients are discharged from the hospital into the 

care of their family, they confront the often high expressed emotion 

and personal distress of family members. Patient’s non-compliance 

and lack of insight may create panic and as a result it increases 

family’s exposure to conflicting theories and contradictory advice. The 

relatives’ need for information is an important component of the 

therapeutic process.

Psychoeducational interventions combine educational and therapeutic 

objectives in order to reduce the patient’s rate of relapse and improve 

family members’ quality of life by enhancing their communication and 

coping skills (Solomon, 1996).
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Lorenz (1989, p. 86) summarises the challenge to be met by clinicians 

for better education and follow-up of patients with chronic diseases, as 

if it is a mental illness:

“Said but not heard 

Heard but not understood 

Understood but not accepted 

Accepted but not put into practice 

Put into practice but for how long?”

The importance of psychoeducation with the relatives of mentally ill 

patients has been emphasised to a greater extent than the education 

of the patient, as research has shown that providing support and 

information to families is of value in reducing relapse rate (McGorry, 

1995). Combining family therapy with psychoeducation is likely to be 

an effective strategy (Strang, 1981; Faloon, 1981).

Peruzzi et al. (1996) at the World Congress of Psychiatry in Madrid 

present a very interesting systemic psychoeducation model for 

schizophrenia and dual diagnosis. The main feature of this model is 

that the therapeutic relationship is established by the therapist’s 

explicit acknowledgement, at the onset of therapy, that the causes of 

schizophrenia are as yet unknown. In addition, instead of emphasising 

and trying to get in touch with the family’s pain, the therapist tries to
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get them to approach the problem in a matter-of-fact fashion. One 

could easily confuse personality characteristics with symptoms of the 

illness. Therefore in psychoeducation, therapists must help the 

families to distinguish between the patient’s personality and disorder. 

In this case they must be aware of individual differences among 

patients. Stereotyping jeopardises quality patient education, which 

requires interventions that are personally tailored to patients’ unique 

needs (Blalock, 1986).

Compliance has been defined as the extent to which a person's 

behavior coincides with medical or health advice (Haynes, 1979). 

Health Belief Model (HBM) explains and predicts behaviour, such as 

compliance, in health contexts (Becker, 1984). Non-compliance for 

patients with bipolar disorder (Weiden, 1999), or schizophrenia 

(Perkins, 1999) can be reviewed within the framework of the Health 

Belief Model (HBM) according to which the clinician first must try to 

understand the patient’s treatment goals and then to weigh with the 

patient the benefits against the costs of treatment. There has been a 

relatively recent tendency in mental health field literature to use the 

term adherence rather than compliance. This indicates that clinicians 

no longer expect from their patients passive compliance to the 

healthful behaviours that they assigned, but rather active participation. 

This shift in perspective encourages collaboration, in order for patients
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to make informed decisions, take action and as a result feel more 

empowered.

The greatest factor influencing adherence appears to be family and 

social support (Battaglia, 2001). A large number of studies argue that 

relatives exposed to psychoeducational interventions showed 

increased optimism about prognosis of illness and a significant 

improvement of knowledge (Economou, 1996) but their attitude 

towards medication did not change (Classen, 1996). Therefore, an 

important issue of psychoeducation is the medication since it not only 

treats the symptoms but also prevents their recurrence. For this 

reason it is important for the patient and family members to 

understand why medication needs to be taken even when the patient 

feels well (Barrowclough, 1992). On the other hand, non-compliance 

may also result from the unwanted side effects that can also be 

responsible for the process of switching to a new drug from the 

current medication. Patients need to be educated regarding the new 

possible risks, as well as benefits such as relief of persistent positive 

or negative symptoms or prevention of relapse and rehospitalisation 

(Weiden, 1997).

Psychoeducation can also help to augment the effects of the new 

generation of antipsychotic medication, providing information on the
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reduction of side effects thus leading to enhanced adherence (Kane, 

1998). There is a belief that people with mental disorders comply 

poorly with treatment. Buchanan’s (1996) study showed that one third 

can be expected to non-adhere to treatment regimes within two years 

of leaving a general adult psychiatry ward. Miklowitz (1996) recently 

summarised some of the reasons for poor compliance: besides the 

side effects of medications (such as tardive dyskinesia, which is 

perhaps the most severe), patients do not believe that they really have 

a mental disorder, so they cannot accept the idea of their moods 

being controlled by medication. This may be particularly so if they are 

manic or hypomanic as they may miss their high periods. Mood 

swings themselves can distort thought processes in a manner that 

leads to non-adherence (e.g. the overconfidence of the hypomanic 

patient). Substance abuse is strongly associated with medication non- 

compliance among patients with mental disorders. This observation by 

Owen (1996) identifies the dual-diagnosed as a particularly high-risk 

group.

Non-compliance is different in people suffering from mental disorders 

than in those with other chronic disorders, such as diabetes mellitus, 

because one of the symptoms of their illness is they do not know they 

are sick (Weiden, 1999). It has been shown, as Weiden (1999) 

mentions, that individuals with schizophrenia have the type of brain
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disorder that makes it difficult for them to learn from experience while 

the diabetics for instance will typically grow to understand the need for 

compliance. Mantonakis (1989), gives the profile of the non-compliant 

schizophrenic patient who discontinuese his/her medication: young 

age, single status, a single psychiatric hospitalisation, complaints 

about side-effects of medication, living with parental family, low 

academic level of family members and inadequate insight. Insight is 

related to adherence and is frequently used to predict treatment 

compliance (Kingdon, 1994).

The main approach for the treatment of psychiatric and dual diagnosis 

disorders, consistent with concepts of mind-body psychopathology, is 

the combined treatment of psychopharmacology and psychotherapy 

(Fahrer, 1997). Despite the plasticity of the human brain that enables 

patients to respond to interventions that address chemistry 

(medication) and meaning (psychoeducation), major limitations still 

exist. Medications, for example, do not alter the biological vulnerability 

and usually fail to remove negative symptoms while both psychosocial 

and biological interventions appear to be effective only as long as they 

are actively used (McGlashan, 1996). One of the studies that 

demonstrated the efficacy of psychotherapeutic treatments combined 

with psycho drugs, by contributing towards a better quality of life, was 

Fahrer’s (1997) who viewed in his study the patient as a
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‘biopsychosocial being’. This interactive relationship between 

psychological and medical issues based on the biopsychosocial 

model (Rolland, 1994) leads to a better understanding of a person as 

a whole. Since psychiatric treatment remains symptomatic, it is 

necessary to individualise clinical entities.

3.3.4 Relapse Prevention by Indicators of Negative Clinical 

Outcome

Negative Life events (e.g. interpersonal loss), are the best predictors 

of relapse since they precipitate recurrence, or exacerbation of 

symptoms (Lublin, 1998). Many studies (e.g. Day, 1989; Johnson, 

1997) have well documented the influence of negative life events on a 

number of psychiatric disorders such as depression and 

schizophrenia. Linszen et al. (1994) considered cannabis as a 

stressor eliciting relapse. They found that psychotic relapses occurred 

more frequently and with earlier onset in the cannabis-abusing group. 

Also higher frequency of life events appears to be common to 

substance abusers of both sexes (Felix, 1989).

According to the theory of social rhythm disruption events (SRD), 

disturbances in social rhythms may promote disruptions in circadian 

rhythms, which in turn promote the pathogenesis of affective episodes
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of both depression and mania (Goodwin, 1990). The Malkoff-Schwartz 

(1998) study examining the role of SRD events and severely 

threatening events in the onset of affective episodes, revealed an 

extremely interesting finding, that these events were strongly 

associated with the onset of manic, but not depressed-bipolar 

episodes.

The majority of studies with bipolar patients focus on the relationship 

between life events and relapse. There is broad consensus among 

researchers that bipolar patients were more likely to relapse following 

a negative life event than during a period without a life event (Hunt, 

1992). Johnson (1997) is also interested in the impact of negative life 

events at the time of recovery from episodes. He found that bipolar 

patients, who experienced negative life events, after onset of an 

episode, took longer to recover than those without such event 

(Johnson, 1997).

Another indicator of negative clinical outcome is the symptom of 

aggressive behaviour which can be directed towards another person 

or the patient themselves. In the first case, incidents of violence may 

take place when physical damage results from an aggressive episode. 

Research suggests a significant link between mental disorders, 

substance abuse and violence. Lindkvist et al. (1989) and Bartels
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(1991) found that of the violent psychiatric patients, 50-70% were 

substance abusers. This finding is generally supported by the 

literature. It appears that substance abuse rates are much higher in 

violent groups when compared to non-violent groups. An increased 

propensity for aggression appears to occur in patients who are 

substance abusers and patients suffering from schizophrenia or mania 

(Wistedt, 1991).

Gunby (1991) differentiated the potentially violent patient into three 

types: the abuser, the personality disturbed and the psychotic patient. 

He points out that abusers could expose clinicians to threats of acting 

out if they do not prescribe the desired medication. In the second type 

he places emphasis on the character traits of the patient, such as the 

lack of impulse control, while in schizophrenics violence may be 

triggered by hallucinations. Noble et al. (1989) suggest that violence 

tends to be repetitive while the violent patients were usually 

identifiable from previous aggressive and disturbed behaviour. They 

also argue that the violent patients were more likely to be young, 

experiencing schizophrenia, deluded, hallucinating and to have been 

repeatedly admitted. In these psychiatric patients, if they were dually 

diagnosed, violence can be exacerbated as a result of substance 

abuse. In order to deal with a dual diagnosis patient’s aggressive 

behaviour it is necessary first to address the primary diagnosis.
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Widstedt (1991) evaluates milieu factors in relation to the increased 

number of violent episodes in psychiatric institutions. He considers the 

importance of both the staff milieu, which consists of education, 

experience and attitude, and the ward milieu since the rooms’ 

decoration may equally contribute to the prevention or creation of 

violence. Apart from the fact that personnel in psychiatric units must 

be trained to identify and avoid, when it is possible, situations that 

provoke aggression it is important for each patient to have sufficient 

‘personal space’ in the ward. According to WHO (1998), the milieu is 

the most important single factor influencing the outcome of treatment 

in psychiatric patients (Friis, 1991).

When it comes to aggression directed inwards, the most devastating 

outcome of a mental illness, suicide, may take place. According to 

Charlton (1992) suicide is the most frequent cause of death in 15 to 

34 years old while it accounts for 2 per cent of male and 1 per cent of 

female deaths. The history of a previous suicide attempt is the factor 

most strongly related to suicide and particularly among females 

(Allebeck, 1993). Many scientists prefer the term ‘parasuicide’ rather 

than ‘suicide attempt’ because it does not necessarily imply a wish to 

die. The suicide attempt is often construed as a cry for help. The term 

parasuicide is used for non-fatal acts in which a person deliberately 

causes self-injury or ingests a substance in excess of any prescribed
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or generally recognised therapeutic dosage (Kreitman, 1977). 

Parasuicide is more frequent in females than males. It is widely 

reported that women attempt to commit suicide about 3 times more 

often than men, however men succeed in killing them selves more 

often than women (Atkinson, 1993).

As far as the social risk factors in suicide are concerned, the ‘Status 

Integration Theory’ (Gibbs, 1964) predicts an increased risk amongst 

the unmarried, the divorced and people living alone. This is in 

concordance with ‘increased well-being hypothesis’ (Willis, 1984). 

Many studies found a positive association between good personal 

relationships and strength to cope with stressful life events. Gunnen et 

al. (1995) point out that the groups at increased risk are the patients 

with a history of past parasuicide, the substance users and the 

psychiatric patients who make up 50 per cent of all suicides, 

especially at the time of greatest risk, which is during the four weeks 

after hospital discharge. The data of Copas (1975) and Appleby 

(1992) confirms that the periods of highest risk are at the beginning 

and at the end of an episode of illness. Thus the evaluation of the 

potential for suicide, especially those belonging to a high-risk group 

such as substance users, is essential.
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There is evidence to suggest that most health care workers correlate 

suicidal behaviour only to depressive symptomatology and this is 

reflected in the finding that the majority of studies investigate suicide 

in relation to depression. Depression is the highest risk factor for 

suicide and is implicated in 40 to 60 percent of all suicide deaths in 

the general population (Wolfersdorf, 1996). On the other hand Miles 

(1977) points out that 10 per cent of persons suffering from 

schizophrenia attempt suicide while Falloon (1981) draws particular 

attention to auditory hallucinations that may underlie suicidal 

behaviour.

According to Fawcett et al. (1993), suicide is associated with 

hopelessness, hallucinations, panic attacks and anedhonea. In the 

study of Taiminen et al. (1994) the group of schizophrenics who 

completed suicide had more often previous suicide attempts, lower 

neuroleptic doses, more depressive symptoms and less positive 

schizophrenic symptoms compared to their matched control subjects. 

The presence of depressive symptoms in patients recovering from an 

acute psychotic episode is common. According to Jackson (1996), the 

depressive symptomatology that may follow a psychotic episode 

appears to be a good prognostic factor. Caldwell (1990) points out 

that the depressive symptom of hopelessness is linked not only to
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early relapse but is also a strong predictor of suicide in the early 

course of psychiatric illness.

Increased rate of suicidal behaviour has also been identified among 

substance abusers. According to Roy (2001) who examined the 

characteristics of patients who had attempted suicide, dual diagnosis 

appears to be an important determinant of suicidal behaviour. Hussain 

(1998) studied the suicidal tendency among 133 heroin addicts. Of the 

50 patients who reported tendencies to commit suicide, 20 had a 

history of attempted suicide. The most common reason expressed for 

attempting suicide was difficulties related to drug usage, including 

poor relations with family members and withdrawal symptoms. As far 

as the dual diagnosis suicide patients are concerned, the problem is 

compounded as the disorders inevitably exacerbate each other 

(Evans, 1990). Therefore, the treatment of the major disorder is 

important, especially in the case of depression, which has been 

recognised as a predictor of suicide (Wolfersdorf, 1996).

Duration of Untreated Mental Illness (DUMI) appears to be the best 

predictor of long-term outcome in psychiatric disorders (Johnstone, 

1986; Altamura, 2001). Loebel (1992) and McGorry (1996) examined 

the relationship between the DUMI and outcome. More specifically, 

they focused on clinical factors, such as poor premorbid adjustment,



age at onset of illness, gender, educational functioning etc., which 

may influence the outcome of patients with schizophrenia. Their 

findings suggest that duration of illness prior to initial treatment should 

be included, as a potentially important predictive variable, in studies 

concerned with the outcome of schizophrenia (Loebel, 1992). They 

provide evidence for the presence of a prepsychotic prodromal period 

and they characterise its symptoms as prodromal symptoms. McGorry 

(1996) also revealed significant differences between the DUMI of 

schizophrenic and psychotic mood disorders. In addition Larsen’s 

(1996) study has shown that women have a significantly lower DUMI 

than men (39 weeks vs. 154 weeks).

In patients’ minds, the most frightening consequence of relapse must 

be rehospitalisation. Appropriate application of early intervention 

strategies tends to reduce the number of admissions and the length of 

hospital stay (Edwards, 1998). Given what is known about the 'critical 

period' and the risks of delayed treatment, DUMI is a core issue for 

the clinical management of psychiatric disorders.
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Chapter 4

Psychiatric Disorders That Coexist with Substance
Abuse

4.1 PREVALENCE OF DUAL AND SINGLE DISORDERS IN 
PSYCHIATRIC POPULATION

Amongst the leading causes of worldwide disability are psychiatric 

disorders. Among the top ten are unipolar depression, substance 

abuse, bipolar affective disorder (manic depression) and 

schizophrenia (WHO, 1990). About 33% of all patients have mental 

health and/or substance abuse problems (Greden, 1998). Mental 

illness is a common affliction: Approximately 1 out of 100 people will 

be affected by schizophrenia in their lifetime. Bipolar disorder also 

strikes approximately 1 out of 100 people while 5 to 7% of the 

population is at risk from depressive illnesses (Alderton, 1999).

Over one-third of psychiatric hospital admissions reported co-

occurring substance abuse (Fisher, 1975; Lehman, 1989). The 

increased risk of substance abuse among patients with severe mental 

illness is confirmed by the analysis of Epidemiologic Catchment Area 

(1990) according to which those with schizophrenia report 7.6 times 

greater rate of drug abuse. The life time rates of substance abuse in
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schizophrenics is 47%, in bipolar patients is as high as 60% while 

among depressives is 32% (Epidemiologic Catchment Area Study, 

1990).

4.2 THE DIAGNOSTIC PROCESS

The various classification systems used in psychiatry date back to 

Hippocrates in the fifth century B.C. (Kaplan and Sadock, 1994). 

Since then, specific diagnostic criteria have been introduced for 

discernable mental disorders. These are offered as guidelines for 

making diagnoses, because it has been demonstrated that the use of 

such criteria enhances agreement among clinicians and investigators 

(APA, 1994). The international diagnostic system - DSM-IV 

(Diagnostic and Statistical Manual of Mental Disorders) (American 

Psychiatric Association, 1994) uses a system of axes to record 

information. The DSM-IV employs a system of five axes that reflect 

the complexity of describing the health of individuals: Axis I describes 

the major mental disorders, including substance use disorders. Axis II 

is referred to the personality disorders and mental retardation, Axis III 

to the general medical condition, Axis IV to the psychosocial and 

environmental problems and Axis V to the global assessment 

functioning.
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Diagnostic process is not only the empirical psychiatry based on the 

categorical approaches of the psychiatric books, as it is the Diagnostic 

and Statistical Manual (DSM-IV) (APA, 1994), but the story and the 

actual observation of the patient, too. Tucker (1998) argues that 

clinicians are between Scylla and Charybdis since they no longer want 

to say that each patient is a unique individual, nor can they honestly 

say that every case clearly fits diagnostic criteria.

The determination of the presence or absence of the cardinal 

symptoms in each disorder identifies the psychiatric diagnosis. For 

example, the cardinal symptom in mood disorders is pronounced 

alterations in mood from depressive to manic. On the other hand, in 

schizophrenia which is a heterogeneous disorder, patients present a 

range of symptoms that may change over time (Casper, 1999). 

According to Harrow (1997) consistent psychopathology may 

distinguish schizophrenia from the other mental disorders more than 

psychopathology does at any single point in time. Andreasen (1992) 

points out that schizophrenia does not have a single pathognomic 

feature as do many other disorders in medicine. Depression is defined 

by dysphoric mood, mania by euphoric mood, and diabetes mellitus 

by the inability to regulate blood glucose while schizophrenia by the 

presence of a constellation of symptoms. Many illnesses that were 

once considered to be part of schizophrenia are now placed in other
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diagnostic categories. This is especially true for affective disorders 

accompanied by psychosis (for example, schizoaffective disorder). 

Present exclusion of these disorders would give the impression that 

the incidence of schizophrenia has declined when, in reality, it is the 

diagnostic criteria (DSM-IV) that have changed.

4.3 SCHIZOPHRENIA AND OTHER INPATIENT PSYCHIATRIC 

DISORDERS THAT USUALLY COEXIST WITH SUBSTANCE 

ABUSE

The most common psychiatric disorder that coexists with substance 

abuse is schizophrenia. Schizophrenia, a Greek word that means 

split mind, is a group of mental disorders characterised by major 

disturbances in thought, perception, emotion and behaviour. It occurs 

in all cultures and affects about 1 in 100 people throughout the world. 

The disorder affects all aspects of a person’s life and usually appears 

in late adolescence or early adulthood (Atkinson et al, 1993).

Mood or affective disorders is a group of clinical conditions, whose 

common feature is the patient’s disturbed mood, either depression or 

elation (Weissman, 1992). The major distinction in mood disorders is 

between bipolar and depressive disorders. The presence of mania 

defines bipolar disorder. The lifetime prevalence of mood disorders is 

20% (WHO, 1990). Depression is considerably more prevalent than
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bipolar disorder and affects twice as many women as men. 

Depression can be a serious condition, associated with 

dysfunction in work and family roles, substance abuse and 

increased risk of suicide (Clarkin, 1996).

In reviewing literature Lapierre (1995) suggests that there is no 

compelling evidence to indicate a common pathophysiology for 

schizophrenia and bipolar disorder. Patients at the boundary between 

mood disorders and schizophrenia are diagnosed as schizoaffective. 

Even though mood disorders are nosologically distinct from 

schizophrenia, depressive symptoms could be evident during the 

course of schizophrenia (Tollesfon, 1998).

The diversity and complexity of schizophrenic symptoms leads to their 

classification in categories. Based upon the affected function they can 

be divided into positive and negative symptoms. Later reports by 

Andreasen et al. (1994) suggest that the symptoms of schizophrenia 

cluster into three dimensions: the positive symptoms subdivided into 

psychotic (delusions, hallucinations, distorted perceptions) and 

disorganised dimensions (confused thinking, disorganised speech and 

behaviour), while a third negative dimension (flat emotions) also 

emerges (The Expert Consensus Guidelines for Schizophrenia, 1999). 

McGlashan (1996) referred to the frequency of positive and negative
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symptoms through the phases of the disorder. In the early course of 

schizophrenia positive symptoms are frequent but unstable. In sub-

chronic stages positive symptoms are as common as negative 

symptoms while in later phases negative symptoms are stable and 

usually dominate the clinical picture. Ho et al (1998) investigated 

whether these three symptom dimensions could predict subsequent 

quality of life. They found that negative symptoms are associated with 

poor outcome while the psychotic and the disorganised symptom 

dimensions did not appear to predict subsequent quality of life.

The three psychopathological domains labeled positive, negative, and 

disorganized should not be limited to the diagnosis of schizophrenia 

since similar domains can be seen in other disorders too (Ratakonda, 

1998). A review of recent international studies suggests that 

specifically “negative symptoms” (such as psychosocial 

withdrawal, autism, abulia, monotony, paucity of speech and 

thought) define a syndromic cluster relevant not only in 

schizophrenia but also in other psychiatric and substance abuse 

disorders such as is observed in major depression and dual 

diagnosis patients after detoxification treatment (Conte, 1996). 

Lower premorbid functioning suggests more enduring negative 

symptoms according to Renning (1995).
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Although the symptoms of schizophrenia are not the same for every 

person, and may vary even within the same individual at different 

stages of the disorder (Atkinson, 1993), the most recent version of the 

Diagnostic and Statistical Manual (DSM-IV) describes not only these 

key diagnostic symptoms but also explicitly classifies the phase (e.g. 

active phase) and the course of the illness (e.g. chronic) (APA, 1997). 

The early course of schizophrenia has the premorbid phase, the 

prodromal period and the acute psychosis (Beiser, 1993). During this 

early course, the onset of illness is defined when the patient first 

experiences prodromal symptoms while the onset of episode when 

he/she experiences psychotic symptoms. Through this definition, 

Keshavan (1992) distinguishes prodromal from psychotic symptoms. 

The “premorbid phase” indicates the individual’s psychosocial 

functioning before the first signs of illness, before the illness onset. 

The time interval from onset of bizarre behaviour to onset of psychotic 

symptoms is called “prodromal phase” (Falloon, 1981). In other words, 

“prodromal phase" is the pre-psychotic period before the onset of 

psychosis. Then follows the active disease process in the “psychotic 

phase” (Table 2). Residual are negative or low level symptoms, 

characterised by role impairment (Loebel, 1992). So, the illness 

duration begins with the illness onset, includes the psychotic episode 

duration and continues with the relapse to a new episode.
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Table 3. The Stages of Illness in relation to the Phases of Treatment.

Stages of Illness Phases of Treatment

Birth ........................
Premorbid Phase

First Signs of Illness....
Prodromal Phase

Onset of psych.Illness..

Duration of untreated
Mental Illness (DUMI) Active Untreated Phase

FirstTreatment

Active Treated Phase > Residual phase
Remission

First Signs of Relapse..
Relapse Prodromal Phase

Psychotic Symptoms....
Relapse Phase

(Adapted from Keshavan, 1992)

4.4 PSYCHOPATHOLOGY AND SUBSTANCE ABUSE

It is clear from the current literature that the relationship between 

substance abuse and psychopathology remains complicated. Meyer 

(1986) believed that psychopathology and substance abuse arise from 

a common vulnerability. In an attempt to clarify this complex
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relationship Meyer (1986) assumed that psychiatric disorders are the 

result of a substance abuse and they are altering the course of the 

abuse and vice versa. Based on this hypothesis by Meyer (1986), 

one could say that psychopathology is a risk factor for substance 

abuse development.

A person with a low vulnerability to mental illness will require a higher 

level of stress to experience an episode of illness, while low level 

stress will produce an acute episode in a very vulnerable person 

(Neuechterlein, 1994). Mental illness can be seen as a consequence 

of genotype-environment interaction, the so-called stress/vulnerability 

model (Os, 1998). In other words in order for a person to develop a 

disorder, both vulnerability and stress are necessary. The mental 

disorder with the stronger biological vulnerability is schizophrenia 

(Atkinson, 1993).

A small number of studies have been carried out in order to explore 

the relationship between substance abuse and schizophrenic 

symptoms. Green (1999) addresses the frequent comorbid problem of 

substance use disorder, which occurs in nearly 50% of patients with 

schizophrenia. The recognition of this “dual problem” is essential for 

recovery.
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In order to determine the impact of substance abuse on the 

psychopathology of schizophrenia, Cleghorn et al. (1991) compared 

schizophrenic patients who reported prior substance abuse with those 

inpatients who reported no such abuse. They concluded that 

hallucination scores were significantly higher in the patients who 

reported prior substance abuse. Also, substance abuse preceded the 

onset of positive symptoms. Baigent et al (1995) examined the 

interactions between substance abuse and the psychopathological 

domains of schizophrenia. According to those researchers 

cannabis increased positive symptoms of schizophrenia and only 

amphetamines reduced negative ones.

Schizophrenic patients with substance abuse are usually male, 

significantly younger patients when first admitted to hospital and suffer 

from a severe symptomatology. These are indicators of an 

unfavourable prognosis (Jimeno et al, 1997). In addition, cannabis 

may produce an acute worsening or relapse in schizophrenic patients. 

As Martinez (1994) points out, continuing cannabis consumption and 

previous cannabis intake have been described as factors influencing 

the course of the illness, as well as non-adherence to treatment. 

According to Brady et al. (1990), cocaine abuse may influence both 

the psychopathologic presentation of schizophrenic patients and the 

intensity of care that they require. In their study, the cocaine-abusing
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subjects had been hospitalised more frequently, were more likely to 

be of the paranoid subtype, and were more likely to be depressed at 

the time of interview.

There is a consensus amongst researchers about the high prevalence 

of depression in substance abusers (Bukstein, 1989). Darke (1994) 

found that in methadone users the prevalence of depression was high 

while the majority of patients in this depressive group suffered from 

‘extremely severe depression’. Mueller (1994) supports the view that 

substance abuse patients with depression recover from the 

depressive relapses more slowly even though they have the same 

number of depressive relapses with the single diagnosis depressive 

patients. Comorbidity influences the development and course of both 

substance abuse and depression (Kidd, 1995). Substance abuse has 

been associated with both exacerbation of all mental illnesses and 

poor outcome (Toner, 1992). Patients should understand that they 

have two complex chronic disorders that together lead to a poorer 

prognosis than each one separately (APA, 1997).

85



OVERVIEW

The present project first presented a review of the dual diagnosis 

literature and highlighted a number of key issues that contribute to 

what we currently know about this area.

The literature suggests that substance abuse in psychiatric patients is 

associated with an array of negative outcomes including increased 

relapses, rehospitalisations and family burden.

In the next section the sample, the methods, the statistical analysis 

and the results of the project will be presented.
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AIM OF THE INVESTIGATION

The purpose of the present project was to:

• identify potential outcome predictors for the patients with or 

without comorbidity.

• compare and evaluate the differential characteristics of drug- 

abusing and non-drug-abusing psychiatric patients who 

voluntarily or involuntarily were admitted to a Greek Psychiatric 

clinic from 1996 to 1998 in order to explore the relative roles 

these demographic and clinical variables may play in the course 

of their illness.
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HYPOTHESIS

The literature overwhelmingly suggests that a strong predictor for poor 

outcome in a chronic disorder was the existence of another chronic 

disorder. In particular, substance abuse has been associated with 

exacerbation of psychiatric disorder (Toner, 1992). As a result, 

outcome for psychiatric patients who abuse substances is poorer than 

for those who do not (Drake et al., 1995). Dual diagnosis patients 

bring dual complications, which increase the risk for relapse (Evans 

and Sullivan, 1990). Based on these observations, in this project, it 

was hypothesised that dual diagnosis patients will have poorer 

outcome and different predictors of outcome than psychiatric patients 

who do not abuse substances. Most specifically, when compared with 

psychiatric patients without substance abuse, it has been 

hypothesised that dual diagnosis patients will have:

• differential demographic characteristics

• poorer outcome

• different predictors of outcome
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Method



Chapter 5

5.1 DESIGN

The present project was conducted in a central psychiatric hospital in 

Athens, Greece (APPENDIX C) with inpatient treatment services for 

patients with psychiatric and substance abuse disorders with voluntary 

or involuntary hospitalisations. Patients were referred to the hospital 

on the basis of the severity of their acute psychopathology and/or drug 

abuse with respect to dangerousness and because of the 

exacerbation of a long-standing disorder.

The project was designed to prospectively (i) evaluate the incidence 

of dual diagnosis in a Greek psychiatric population and of that sample, 

(ii) determine if differences in clinical course, outcome and 

psychosocial factors were present in those with or without psychiatric 

comorbidity.

The basic design of the data acquisition for criteria for psychiatric 

comorbidity with drug abuse was a prospective, longitudinal analysis 

of seven years (patients’ admissions at the psychiatric hospital during 

study period 1995-2001 plus two years follow -  up) in which the 

stability of actual disorders can be observed over time (Miller, 1993).
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Most psychiatric clinical research studies are, if not strictly cross- 

sectional (observation of a subject at only one point of time), then, at 

most, very short term (Kraemer, 2000). Thus, the attempt of this study 

to present longitudinal perspectives provides more accurate answers 

to research questions related to prevalence and outcome.

The setting and size of the samples, inclusion/exclusion criteria and 

diagnostic measurements differed significantly in the studies 

reviewed, which could profoundly affect estimates of prevalence. In 

this study, the setting of the sample was a psychiatric clinic with 

inpatients; the size was large (800 patients) and as in the majority of 

the studies, this project used the diagnostic criteria of the DSM - IV 

diagnostic system (APA, 1994). Articles that did not use the DSM 

system in their diagnostic assessment were not included in the 

literature review of this project (Kraemer, 2000)

According to the dual diagnosis diagnostic principles (Evans, 1990), 

this project considers as dual diagnosis only those patients whose 

history indicates that their psychiatric disorder began prior to the 

substance abuse. They experienced psychiatric symptoms that 

manifest prior to substance abuse and were not associated with 

intoxication or withdrawal. The subjects suffer from two initially 

unrelated disorders that interact and exacerbate each other.
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5.2 SAMPLE AND PROCEDURE

From all consecutive admissions (3124 patients) in the psychiatric 

unit, during the study period 1995-2001, only the 800 patients who 

fitted the subjects’ selection criteria were considered suitable for this 

project.

Subjects’ inclusion criteria included:

a. age >18 years, in order to facilitate the taxonomy of the 

psychiatric diagnoses,

b. no drop out of treatment before the completion of inpatient 

treatment phase,

c. absence of a moderate or severe mental retardation

d. absence of a diagnosis of alcoholism and

e. absence of a neurological illness

Thus, the final analysis sample comprised eight hundred patients that 

fitted patients’ selection criteria and were divided into two groups: 

Group 1: Patients diagnosed as having a single psychiatric 

disorder

Group 2: Patients diagnosed as having a concomitant substance 

abuse disorder
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Those with a concomitant substance abuse comprised the dual 

diagnosis group that compared to the rest of the patients (single 

diagnosis group).

The goal of the sampling procedure of this study was to yield a sample 

as representative of the psychiatric population in Athens as possible. 

According to Kraemer (2000), sample sizes necessary to detect what 

is going on must be large, because one result of low reliability is of low 

power. Therefore, this project was conducted in a central 

Psychiatric hospital in Athens, with a large sample of patients (800 

patients) who received a main psychiatric diagnosis. Even though 

the two groups have different sizes, they are large enough to permit 

comparisons according to the psychiatric diagnosis as well as the 

nature and frequency of substances abused (Kraemer, 2000). Group 

1 was larger than Group 2 but patients were matched in terms of 

psychiatric diagnosis because the rates of diagnosis distribution 

between Group 1 and Group 2 were not significantly different (^= 

3.63, df= 2, p= .16). Since, the diagnostic classifications were equally 

represented among single and dual diagnosis patients, as in previous 

studies (e.g. Sanguineti, 1993) patients in this project were 

symptomatically comparable.
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Group 1 patients who received a diagnosis from the schizophrenia 

spectrum were compared with patients of the same psychiatric 

diagnosis but with concomitant substance abuse (Group 2). Thus, 

single diagnosis patients were compared with a matched group in 

terms of the psychiatric diagnosis of dual diagnosis patients.

Variables

Previous studies determined which variables may correlate with the 

outcome and have the strongest prognostic influence. This project 

included the data which have identified by the literature review in 

psychiatric comorbidity as variables which ought theoretically to be 

associated with the psychiatric disorder’s outcome. For example, one 

of the variables included was the duration of untreated mental illness 

(DUMI) since the majority of clinical and theoretical reports suggested 

a strong relationship between DUMI and eventual outcome 

(Johnstone, 1986; Johnstone, 1992; Loebel, 1992; Larsen, 1996; 

McGorry et a!., 1996; Lieberman, 1997; Waddington, 1998; Lines, 

2000). In the previous studies, as a test of the utility of these 

variables, a set of these variables was tested for their ability to predict 

the outcome in psychiatric populations with available data. Then, 

multiple regression analysis examined which variables predicted the 

outcome. The same procedure followed in this study where all
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patients from both groups were compared in the same variables. 

Therefore, the variables chosen in this study to predict outcome, 

together with their theoretical source (e.g. Johnson, 1997) as have 

traditionally been shown in the majority of studies, were:

Premorbid factors 

Diagnosis

Age at onset of psychiatric illness

Demographic characteristics (gender, marital status, etc.)

Prevalence of psychiatric diagnoses

The Duration of Untreated Mental Illness (DUMI)

The severity of the relapse in terms of symptom severity 

(psychopathological changes were assessed using the Positive and 

Negative Syndrome Scale (PANSS) for schizophrenia)

Inpatient treatment, which is delivered via two main models: 

Medication alone and Model of combination therapies where 

psychoeducation (WHO, 1998) is an adjunct topsychopharmacological 

therapy.

The number of psychiatric episodes as a good indicator of relapse 

rate

Critical Life Events

Family environment, which was revealed by the large number of 

studies in the psychosocial measure of “expressed emotion” or EE.
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Assessment Procedures

On admission to the psychiatric unit, the hospital staff (psychiatrists 

and clinical psychologists including the author of this project) 

performed all patients’ assessments. The author knew patients since 

he was part of the team that had supervised their treatment process 

and had therefore a thorough knowledge of their clinical status and 

social adaptation. This involvement of the researcher in treatment 

process of all patients minimised the risk of partiality. In addition, 

external and internal reliability between the assessments of staff 

established by using standardised measures since differences 

between the patients confidently attributed to the clinical condition of 

the patient, as revealed by the standardised measures, and not due to 

some alternate explanation.

The supervising team (including the author) were blind to the data 

analysis since it was made through a computerised data base 

(SPSS). Thus, when the typical evaluation of patients in the 

psychiatric hospital completed by the staff (including the author of this 

project), the author established a computerised data base, on the 

basis of these hospital records, which was monitored throughout the 

study for all patients. Before the statistical procedure for this project, 

the author replaced patients’ names by unique identifying numbers.
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The evaluation included a DSM -  IV diagnostic clinical interview 

designed to gather data about relevant clinical history, current 

symptoms and sociodemographic characteristics, as well as 

observation and the use of standard assessment instruments in order 

to compare findings across studies. These data were supplemented 

by information obtained from clinical records, referring and treating 

psychiatrists, and interviews with family members (APPENDIX J) and 

are representative of the diagnostic information typically available in 

the context of an initial evaluation of patients in a psychiatric unit.

It is noteworthy to mention that many patients appeared resistant at 

the beginning of the interview and did not want to answer questions. If 

that seemed to be the case, the clinician encouraged the patient to 

use nonverbal cues, such as a pen and a pencil, in order to express 

his or her feelings and thoughts, which could not express verbally. As 

Machover (1949) points out, drawing tells us something about its 

creator.

Figures 1 and 2, exhibit two characteristic drawings of psychotic 

patients whose perceptions are distorted. In figure 1, a 24-year old 

female patient drew a female figure who holded her head in her hand. 

In figure 2, a 20-year old male patient drew himself and a man named 

NIKOS, which is the name of his alcoholic father.
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Figure 1. Drawing by a 24-year old female patient.
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Figure 2. Drawing by a 20-year old male patient.
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Following the interview, lifetime and current psychiatric diagnosis were 

made according to the Diagnostic and Statistical Manual of Mental 

Disorders (DSM-IV) criteria (APPENDIX G). Clinicians completed a 

separate file for each patient (a hospital inpatient data base) with the 

information collected by him /her and his’/her’s family members (e.g. 

demographic) while on the last page they recorded the patient’s DSM- 

IV multiaxial diagnosis. The diagnostic evaluations were made not 

only at the time of admission that is associated with increased 

symptom reports (Rounsaville, 1982) but at also several weeks after 

admission. The second evaluation is important because drug induced 

symptoms most typically abate within ten days of withdrawal from the 

drug (Turner, 1990) and cease to mask the psychiatric disorder. In 

addition, patients underwent a full physical examination and routine 

clinical investigation. Urine toxicology screens for opiates, cocaine 

and cannabis were part of the required preadmission protocol since it 

was the most direct way of determining drug use. Respondents were 

also asked to identify their primary drug of choice and their secondary 

drug of choice.

5.3 MEASURES

According to Kraemer (2000) studies should evaluate the effects of the 

treatments using measures that have clinical meaning. Measures and
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standardised instruments were used to improve the validity and 

reliability of findings and were selected from the most appropriate 

commonly utilised in similar studies in the literature. According to the 

standard procedures of the psychiatric unit, all measures (e.g. PAS, 

PANSS, EE etc.) were used routinely in the hospital and all patients 

were tested using the following measures, which are accepted outcome 

measures in clinical trials (APA, 1994). The rating of each measure 

was entered on the established computerised data base for each 

patient which was monitored through the study by the author.

• The outcome was measured in terms of presence of relapse 

leading to a new episode or rehospitalisation over a 2-year 

follow-up period as well as degree of symptom remission 

[(follow-up was made by the author of this project using the 

appropriate measures for each diagnosis (e g. PANSS for 

schizophrenia)]. This period was chosen as the majority of new 

episodes occur within two years of remission (Lee and Muray, 

1988). In addition, according to the Prien (1973) the criterion of 

improvement is no symptomatic relapse for two years. 

Therefore, this project considered as a poor outcome the 

presence of relapse to a new episode or rehospitalisation over a 

2-year follow-up period. A more favourable outcome was 

defined as no relapse within the 2-year follow-up period.
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• The measure of Premorbid Adjustment Scale (PAS) (Cannon- 

Spoor et al., 1982) (APPENDIX E) was developed to assess 

patients’ psychosocial functioning before the onset of the 

psychiatric illness. The Greek version of the PAS scale and 

rating manual translated and standardised in Greek by Lykouras 

et al. (1997) in the Greek Medical School. The PAS included 36 

items, describing levels of functioning in four major areas in 

different periods of subject’s life before the onset of the mental 

illness. The four areas were social accessibility -  isolation, peer 

relationships, ability to function outside the nuclear family, and 

capacity to establish sociosexual relationships (Larsen, 1996). In 

particular it measures the extent to which the individual was able 

to meet age- and sex- appropriate expectations before 

becoming ill, i.e. the premorbid period (Phillips, 1953). The 

premorbid period indicates the period just before the psychiatric 

illness’ onset which is defined as the first appearance of any 

signs and psychiatric symptoms (Rabiner, 1986). According to 

the literature review these prominent psychotic symptoms can 

be identified only by the patient or by people observed the 

patient during this premorbid period (Larsen, 1996). Thus, the 

onset of the psychiatric disorder is defined retrospectively by 

mental health professionals, through PAS, prodromal signs

102



questionnaire (APPENDIX A) and interview with family 

members.

• Consistent with previous studies (e g. Craig, 2000) Duration of 

Untreated Mental Illness was operationalised as the time from 

the onset of psychiatric illness (as defined from the time period 

in which the patient first experienced the signs and symptoms 

of the diagnosed disorder) to the time when the patient 

received treatment.

• Psychopathological changes in the patients diagnosed with 

schizophrenia were assessed using the Positive and Negative 

Syndrome Scale (PANSS) for schizophrenia developed by 

Kay et al., (1987). The PANSS was developed as a more 

rigorously and objective method for evaluating positive, 

negative and other symptom dimensions in schizophrenia. The 

Greek version of the PANSS scale and rating manual 

translated and standardised in Greek by Lykouras et al. (1997) 

in the Greek Medical School. The PANSS assessment was 

derived from behavioural information collected from a number 

of sources including: observations during the interview; a 

clinical interview; and reports by the hospital staff or family 

members. The ratings provide summary scores on a 7-item

103



positive scale, a 7-item negative scale and a 16-item general 

psychopathology scale. For example, the Postive scale (P) 

items evaluated in the PANSS are the following: P1-Delusions, 

P2-Conceptual disorganisation, P3-Hallucinatory behaviour, 

P4-Excitement,P5-Grandiosity, P6-Suspiciousness/persecution 

and P7-Hostility. The Neative scale (P) items evaluated in the 

PANSS include: avolition, apathy, self-neglect, alogia, poverty 

of speech, anhedonia, lack of pleasure. The PANSS ratings 

should be based on all the information relating to a specified 

period, normally identified as the previous week. If the item is 

absent it is scored as one while increased levels of 

psychopathology are assigned scores from two (minimal) to 

seven (extreme).

• Patients with past or current depressive symptoms were 

assessed with the Hamilton Depression Rating Scale (HAM-D) 

(Hamilton, 1960) (APPENDIX F). The HAMD was one of the 

first rating scales developed to quantify the severity of 

depressive symptomatology. First introduced by Max Hamilton 

in 1960, it has since become the most widely used and 

accepted outcome measure for evaluating depression severity. 

It was included in the National Institute of Mental Health's Early
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Clinical Drug Evaluation Program Assessment Manual, 

designed to provide a uniform battery of assessments for use in 

evaluating pharmacologic drug treatment of depression. The 

HAMD has since become the standard depression outcome 

measure used in clinical trials presented to the Food and Drug 

Administration by pharmaceutical companies for approval of 

New Drug Applications (Glaxo Wellcome, 1997). It was also the 

primary outcome measure in the National Institute of Mental 

Health collaborative studies comparing pharmacotherapy with 

psychotherapy for the treatment of depression. The Hamilton 

Depression Rating Scale is a 17-item scale that evaluates 

depressed mood, vegetative and cognitive symptoms of 

depression, and comorbid anxiety symptoms. The 17-items are 

rated on either a 5-point (0-4) or a 3-point (0-2) scale. In 

general, the 5-point scale items use a rating of 0 = absent; 1 = 

doubtful to mild; 2 = mild to moderate; 3 = moderate to severe; 

4 = very severe. A rating of 4 is usually reserved for extreme 

symptoms. The 3-point scale items used a rating of 0 = absent; 

1 = probable or mild; 2 = definite. The Greek version of the 

Hamilton scale and rating manual translated and standardised 

in Greek by Lykouras et al. (1997) in the Greek Medical School. 

It is filled in at the end of an interview and is intended to reflect 

the severity of symptoms of a patient over the preceding few
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days. Additional information may also be gathered from family 

members and this is particularly useful if there is doubt about 

the accuracy of the patient’s answers.

• Substance Misuse was defined as a maladaptive pattern of 

substance misuse that did not necessarily meet the criteria for 

physiological dependence, but involved using substances at 

least 3 times per week (Hipwell, 2000). For collecting 

information on the profiles of patients who used drugs EMCDA 

(European Monitoring Centre for Drug Addiction) - Questionnaire 

was administered (APPENDIX D). The EMCDA operates within 

the framework of the Council of Europe. The aim of the 

EMCDA is defined as to study drug use and trafficking 

problems from a multidisciplinary perspective (epidemiology, 

prevention, treatment, rehabilitation, criminal justice issues, 

etc.) (EMCDA, 1997).

• The impact of the family on the course of the chronic disorder 

assessed by the psychosocial measure of Expressed Emotion 

(EE) (Leff and Vaughn, 1985). The relationship between the 

three major expressed emotion variables [criticism, hostility and 

emotional over involvement (EOI)], was investigated using the 

Camberwell Family Interview (APPENDIX I) and measured on
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1-5 point scale on which 1=good and 5=poor. The “expressed 

emotion” concept was developed by Brown and his colleagues 

in the Institute of Psychiatry in London in the 1950’s. Their 

studies focused on the relation between family variables and 

the likelihood of relapse on the part of a patient who has 

recently been released from the hospital with the diagnosis of 

schizophrenia (Brown, 1989). The Greek version of the EE 

scale and rating manual translated and standardised in Greek 

by Oikonomoy (1992) in the Greek Medical School. This is a 

sem¡structured interview, which is conducted in the absence of 

the patient, asks the relative about events in the home in the 

three months preceding a psychiatric hospitalisation. Relatives 

with rating of 3 or more in an EE variable were rated as high in 

this specific EE variable (Hooley, 1997).

• Psychiatric diagnoses were made according to the international 

diagnostic system - DSM-IV (Diagnostic and Statistical Manual 

of Mental Disorders) (American Psychiatric Association, 1994) 

(APPENDIX G). In agreement with Winokur and Kadrmas' 

criteria (1989), the sample was subdivided into oligoepisodic 

(OE) patients with two episodes as maximum, and poliepisodic 

(PE) patients with three or more episodes.
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• As critical life events considered the life events which were

easily to be seen objectively, such as divorce, illness etc. in the 

six months before the onset of the psychiatric disorder since 

individuals accurately remember severe events for about one 

year (Brown et al., 1989). APPENDIX B lists these critical life 

events as identified by Holmes and Rache (1967) “life events 

scale”. Patients and their family members were asked to list 

and date the major events that occurred over this six months 

period.

5.4 ETHICS

All patients were informed about the nature of the research within the 

hospital and willingly gave their consent to participate. Information 

sheets and preliminary interviews made it clear that the choice to 

consent or otherwise would have no bearing on the treatment offered. 

APPENDIX K includes an example of consent form and the 

information that was given to patients about this study.

The project ensured the anonymity of the subjects by replacing 

patient’s names with unique identifying numbers before the 

statistical procedures began.
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5.5 STATISTICAL ANALYSIS

To prepare for the statistical analysis, two preliminary steps were 

necessary. First, using categorisation criteria based on DSM -  IV 

(1994), the variable caseness was created to determine which of the 

patients presented with comorbidity, and which did not. Patients with a 

concomitant substance abuse comprised the dual diagnosis group 

(Group 2) which compared to the rest of the patients with single 

diagnosis (Group 1). Secondly, a computerised database was 

established by the author for this project and updated monthly; 

demographic and clinical variables were obtained by systematic 

interviews and regular perusal of clinical records. In this way the 

therapeutic process of each patient could be monitored prospectively 

throughout the study.

Statistical analyses of the data were performed using the Statistical 

package for Social Sciences (SPSS) for Windows. Comparisons 

between the two groups regarding continuous variables such as age 

etc. were performed using t-test. Comparisons regarding categorical 

variables such as gender etc. were analysed using Pearson’s chi- 

square (x2) test. Only effects statistically significant were reported and 

discussed in the project.
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Correlation analyses were conducted to determine the positive or 

negative association between the characteristics of the two samples 

and outcome. Tables and curves were used to contrast outcome and 

its predictors in the two groups. Repeated measures analysis of 

variance, one-way ANOVA, was performed on the dependent variable 

for the variables with more than two categories. Comparisons of 

efficacy measures between the two groups concerning changes from 

baseline to endpoint were done using a two-way mixed design 

ANOVA. Finally, potential outcome predictors were identified by 

means of multivariate analyses, in particular multiple regression 

analysis, which is presented in tables 6 and 7. For each variable the 

beta coefficient and standard error were provided. From among all 

candidate variables that were entered into the multiple regression 

analysis (tables 6 and 7 provide the list of these variables), the best 

predictor of comorbidity emerged for both groups, discussed in results 

and discussion section.
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Results



Chapter 6

The 800 patients who participated in this project, were classified as to 

whether they were diagnosed with single psychiatric disorder (Group 

1, 620 patients, 77.5%) or dual diagnosis (Group 2, 180 patients, 

22.5%) (Figure 1) in order to compare and evaluate the differential 

characteristics of drug-abusing and non-drug-abusing psychiatric 

patients.

Figure 3. Proportion of Dual Diagnosis Patients in Sample

CASES

Group 2- dual diagn
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6.1 DEMOGRAPHIC CHARACTERISTICS OF THE SAMPLE

As hypothesised, when compared to psychiatric patients who do not 

abuse substances, dual diagnosis patients have

differential demographic characteristics.

They were compared in mean age, age at onset, number of 

admissions, premorbid adjustment, duration of untreated mental 

illness, gender, educational level, marital status, employment status, 

socioeconomic level and parent’s marital status. The 

sociodemographic characteristics of the two groups are shown in 

Table 4.

The mean age of the 800 patients who participated in this project was 

34.29 years (SD= 10.54), with a range of 18 to 58 years. The mean 

age for Group 1 was 35.92 years (SD= 10.5) and for Group 2 was 

28.7 years (SD= 8.20). Group 2 comprised of significantly younger 

patients than Group 1 (t= 8.4, df= 798, p<. 001). More specifically, 

Group 2 was found to be on average almost 8 years younger than 

Group 1 (Table 4).
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Table 4. Sociodemographic Characteristics for Patients with and 

without Psychiatric Comorbidity

Characteristic Group 1 (N=620) Group 2 (N=180)
Mean SD Mean SD Analysis

Age (years) 35.92 10.5 28.7 8.20 t=8.4, df=798, p<001
Age at onset
(years) 28.7 9.5 24.7 6.4 t=5.2, df=798, p<001

Number of
Admissions 2 1.48 1.8 1.44 t=1, df=798, n.s
PAS .34 .20 .37 .20 t=-2, df=798, p< 05
DU Ml (years) 2.70 3.2 2.76 4.36 t= -0 .19 ,d f=798,n .s

N % N % Analysis
• Gender X2=55.9, df=1, p<.001

Male 316 51% 148 82.2%
Female 304 49% 32 17.8%

• Education X2=51.8, df=6, p<001
No education 3 0.5% 1 0.6%
Primary school 83 13.4% 15 8.3%
Middle school 86 13.9% 54 30%
High school 248 40% 88 48.9%
Some University 68 23.4% 15 8.3%
University 132 2.1% 7 3.9%

• Marital status X2=29.8, df=3, p<001
Single 262 55.3% 104 90.5%
Married 145 18.1% 12 1.5%
Divorced 29 3.6% 4 0.5%
Living with parents 184 23% 60 7.5%

• Employment status X2=44.4, df=4, p<.001
Full-time Employm. 213 34.4% 59 32.8%
Unemployed 225 36.3% 104 57.8%
Domestic 98 15.8% 3 1.7%
Intermittent 36 5.8% 10 5.6%
Early retirement due 48 7.7% 4 2.2%

to psych, illness
• Socieconomic level X2= 8.3, df=1, p< 004

High 289 36.1% 62 7.8%
Low 331 41.4% 118 14.8%

• Parents’ Marital status X2= 62.8, df=1, p< 001
Divorced parents 118 14.8% 87 10.9%
Not Divorced parents 502 62.8% 93 11.6%
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Age of onset of the psychiatric disorder was earlier in Group 2 than in 

Group 1 patients (mean age of onset of Group 2 was 24.7 years vs. 

28.7 years of Group 1, t= 5.29, df= 798, p< 001) (Table 4). Both 

groups’ age was positively correlated with their age at onset (r= 0.68, 

p<. 01 for Group 1 and r= 0.79, p<. 01 for Group 2). Not surprisingly, 

the younger patients of the sample had younger age at onset.

Age of onset also provides information about the chronicity of the 

disorder, by subtracting the age of onset from the patient’s current 

age in the following way: [(35.92 years which is the mean age for 

Group 1) -  (28.7 years which is the age of onset for Group 1)= 7.22 

years for Group 1] and respectively for Group 2 [28.7- 24.7= 4], Thus, 

7.22 years is the duration of the psychiatric disorder for Group 1 and 4 

years for Group 2 (Table 5).

The gender in both groups was predominantly male. Male gender 

was over represented among dual diagnosis patients (51% vs. 82.2 

%, x2= 55.9, df= 1, p<. 001) with significantly earlier onset of the 

psychiatric disorder than Group’s 1 males (t= 4.60, df= 462, p<. 001). 

There was no significant difference between the two groups regarding 

the females age of onset (t= 1.44, df= 334, n.s) (Table 4).
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It is important to examine the premorbid period, which is defined as 

the period six months before the onset of the psychiatric disorder, 

since it has well documented in previous studies (e.g. Jackson, 1996) 

for its predictive power. Therefore, this project takes into account the 

following characteristics associated with the premorbid period: 

Premorbid adjustment and critical life events during this premorbid 

period.

Dual diagnosis patients exhibited better premorbid adjustment than 

Group 1 patients did. The difference in the mean Premorbid 

Adjustment Scale (PAS) scores between the 2 Groups was significant, 

where PAS mean scores in dual diagnosis patients were lower (better 

PAS) (0.37 vs. 0.34)] (t = - 2, df= 798, p< 05) (Table 4).

A review of the literature indicates the influence of negative life events 

in psychiatric disorders (Johnson, 1997). There was a statistically 

significant difference between the Groups with regard to the existence 

of critical life events (x2= 32.6, df= 12, p<. 001). Ninety-five (11.9%) 

of Group 1 and 30 (3.8%) of Group 2 patients lived in the context of 

marital/family disharmony at least six months before the onset of their 

psychiatric disorder. It is noteworthy that a significant percentage of 

males [54 (8.7%) of Group 1 and 31 (17.2%) for Group 2] were in the 

army during the onset of their mental illness. There was statistical
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significance between gender and the phase of life that the patient was 

in at the onset for Group 1 (x2= 111.46, df= 9, p<. 001) and Group 2 

(X2= 19.6, df= 7, p< 05).

Chi-square analysis also revealed significant differences in terms of 

marital status, socioeconomic level, employment status and 

educational level. The majority of the patients were single [262 (55.3%) 

for Group 1 and 104 (90.5%) for Group 2] while they reported 

significant levels of loneliness (x2= 29.8, df= 3, p<. 001). Almost half 

331 (41.4%) of Group 1 and 118 (14.8%) of Group 2 patients were 

from a lower socioeconomic level (x2= 8.3, df= 1, p<. 004), 225 

(36.3%) of Group 1 and 104 (57.8%) of Group 2 were unemployed 

(X2= 44.4, df= 4, p<. 001)] and (40% Group 1) and (48.9% Group 2) 

had finished high school, but did not continue with university studies 

(X2= 51.8, df= 6, p< 001) (Table 4).

Table 5 presents a summary of the Demographic Characteristics 

between the Groups. The differential demographic characteristics of 

the dual diagnosis group were the variables associated with age at the 

time the data were collected, age of onset, and gender. Dual 

diagnosis patients were younger males from lower socioeconomic 

status who finished high school with an earlier onset of psychiatric 

disorder and better premorbid adjustment than single diagnosis
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patients. In addition, almost half of them had divorced parents while 

they were the oldest child in the family, having one or more siblings in 

the majority of cases.

Table 5. Summary of the Demographic Characteristics between the 

Groups

Demographic 
Characteristics 
of the Sample

Group 1 (N=620) Group 2 (N=180)

Gender Males (51%) Males (82.2%)

Age (mean) 35.92 years 28.7 years

Age of onset (mean) 28.7 years 24.7 years

Length of Illness 7.22 years 4 years

Socioeconomical Level Low (53.4%) Low (65.6%)

Educational Level Highschool (40%) High school (48.9%)

Marital Status
Single- reported 
significant levels of 

loneliness (31.6%)

Single- reported 

significant levels of 

loneliness (40.6%)
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6.2 FINDINGS RELATED TO OUTCOME

According to the hypothesis formulated at the beginning of this project, 

when compared to psychiatric patients who do not abuse substances, 

dual diagnosis patients have poorer outcome.

The difference in the outcome, over a 2-year follow-up, between the 2 

groups was significant (t= 2.39, df= 798, p<. 01). A greater number of 

Group 1 patients demonstrated a more favourable (no relapse) clinical 

outcome (mean= 46.68, S.D.= 44.31) than of Group 2 (mean= 37.72, 

S.D.= 43.48). Specifically, fewer than half of the patients of Group 1 

[258 patients (41.6%)] and exactly one-third of the Group 2 patients 

[60 patients (33.3%)] had no relapses in 2 years. Thus, the 

percentages of 58.4% of Group 1 and 66.7% of Group 2 who relapsed 

were in a proportion predicted by other studies reported in the 

literature within the first two years, range between 30% and 60% 

(Birchwood et al., 1998; Lines, 2000).

Overall, the majority of patients from both groups, independently of

diagnosis, relapsed within 1 year of remission. In particular, the 

majority of Group 1 patients [121 (19.5%)] relapsed in the 9th month 

after their last episode followed by those who relapsed the 8th month 

[57 (9.2%)]. For Group 2, the majority also relapsed in the 9th month

119



[33 (18.3%)] followed by those who relapsed the 5th month [18 (10%)]. 

Most frequently Group 1 patients with the diagnosis of schizophrenia 

[73 (11.8%)], major depression [22(3.5%)] and mania [11(1.8%)] 

relapsed in the 9th month. In Group 2, patients with the diagnosis of 

schizophrenia also relapsed in the 9th month [25 (13.9%)] but those 

with major depression relapsed in the 8th month [7 (3.9%)], and those 

with mania relapsed in the 9th and the 7th month [2 (1.1%)].

In terms of gender, Group 1 males’ (S.D.= 43.88) and females’ (S.D.= 

44.72) outcome was not significantly different when compared to the 

outcome for Group 2 males’ (S.D.= 43.41) and female’s (S.D.= 44.47) 

(t= 1.62, df= 462, n.s).

Finally, in relation to the age of onset, Pearson correlation analysis 

reveals that poor outcome has been associated with younger age at 

onset only in Group 2 patients (r =. 025, n.s for Group 1 and r = -2.41, 

p<. 001 for Group 2).

6.3 PREDICTORS OF OUTCOME

To examine the hypothesis that dual diagnosis patients will have 

different predictors of outcome from single diagnosis patients, a 

multiple regression analysis was performed in both groups. The
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dependent variable was the outcome measured in the number of 

months that the patient relapsed after the treatment. The independent 

variables were the demographic and clinical characteristics of the 

sample: gender, age at the onset of illness, diagnosis, Duration of 

Untreated Mental Illness, number of admissions, scores of the PAS 

(Premorbid Adjustment Scale), education, CLE (Critical Life Events), 

EE (Expressed Emotion with it’s variables), marital status, number of 

siblings, employment status, number of suicide attempts, way of 

suicide, the presence of diabetes mellitus and substances abused. 

Summary statistics for the individual predictors entered in the 

regression are provided in table 6 for Group 1 [R2=.33, F(16,603)= 

18.86, p< 001)] and table 7 for Group 2 [R2=. 61, F(17,162)= 5.91, p< 

001],
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Table 6. Regression Analysis Summary for Variables predicting 

Outcome in Group 1

Unstardarised Standarised

Coefficients Coefficients Coefficients
B Std. Error Beta

Gender 2,807 3,159 ,032

Diagnosis 1,283 ,900 ,049

Onset -,165 ,186 -,035

PAS -21,270 7,438 -,096*

Number of Admissions -6,556 1,045 -,219**

DUMI -2,963 , 476 -, 216**

Employment -, 877 1,293 -, 023

Education 1,435 1,177 , 044

Marital Status 2,207 1,453 , 063

Critical Life Events -6,929E-02 ,493 -, 005

Expressed Emotion -42,458 3,511 -, 420**

Siblings -7,940E-02 , 979 -, 003

Suicide Attempts , 213 2,349 , 004

Way Suicide -1,817 1,843 -, 041

Place of Onset -7,148E-02 ,824 -,003

Diabetes -2,307E-02 , 050 -, 016

*p<. 05; p<. 01

Outcome (Dependent Variable): The number of months that the patient relapsed 
after the treatment
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Table 7. Regression Analysis Summary for Variables predicting

Outcome in Group 2.

Coefficients

Unstardarised
Coefficients

Standarised
Coefficients

B Std. Error Beta

Gender 6,907 8,104 ,061

Diagnosis 4,476 2,132 ,145*

Onset -,889 ,495 -,131

PAS 16,274 14,403 , 073

Number of Admissions -2,967 1,909 -, 098

DUMI -1,322 , 682 -, 133*

Employment -2,823 3,441 -, 056

Education -, 639 2,526 -, 017

Marital Status -9,549 3,272 -, 234**

Critical Life Events 1,178 1,043 , 075

Expressed Emotion -, 498 , 085 -, 391**

Siblings -, 516 2,045 -, 017

Suicide Attempts -, 868 3,765 -, 018

Way Suicide -, 449 1,940 -, 019

Place of Onset -,322 1,978 -,011

Diabetes 3,804E-03 ,123 ,002

Drugs used -1,374 1,115 -, 081

*p<. 05; **p<- 01
Outcome (Dependent Variable): The number of months that the patient relapsed 
after the treatment.
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The findings related to the predictors of outcome were only partially 

consistent with the hypothesis, with approximately half of the predictors 

of outcome varying across groups. Using multiple regression analysis 

to identify predictors of outcome within 2 years, the following factors 

were found to be significant and serve as predictors of outcome.

Long Duration of Untreated Mental Illness and High Expressed 

Emotion were common negative predictors of outcome for both 

groups. Number of admissions and Poor Premorbid Adjustment

appeared to be the Group 1 predictors of outcome. A Diagnosis of 

Schizophrenia and Divorced Marital Status appeared to be the 

Group 2 predictors of outcome, all negatively associated with the 

outcome.

6.3.1 Predictors of Outcome to both Groups

Multiple regression analysis revealed Duration of Untreated Mental 

Illness (DUMI) as a common negative predictor of outcome for both 

Groups (Tables 6 and 7). Therefore in both Groups, the longer the 

DUMI, the poorer the outcome (r = - .264, p<. 001 for Group 1 and r = 

-.251, p<. 001 for Group 2). DUMI was also a negative predictor of 

outcome for both genders [(r= -.245, p<. 001 for males and r= -.292,
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p<. 001 for females of Group 1] and [(r=-.235, p<. 001 for males and 

r= -.523, p<. 001 for females of Group 2],

Figure 4. Mean Duration of Untreated Mental Illness in the two 

Groups.

CASES

Group 1 mean DUMN2.70 

Group 2 mean DUMI=2.76
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There was no significant relationship between the two Groups in the 

time interval between onset of illness and first treatment [t= -.19, df= 

798, n.s]. As illustrated in Figure 4, Group 1 DUMI varied from zero to 

25 years (mean= 2.70, SD= 3.22) and Group 2 from zero to 35 years 

(mean= 2.76, SD= 4.36). Gender was statistically significant (t= -2.26, 

df= 618, p<. 05) only for Group 1 females with longer DUMI (mean= 3, 

SD= 3.51) than males (mean= 2.41, SD= 2.89).

A surprising finding concerned patients who had no DUMI. All

patients, in both groups, who had no DUMI, were men and in the army 

during the onset. This finding should be interpreted in the 

understanding that military service in Greece is obligatory only for 

men and psychiatric examination takes place on admission. Thus, 223 

(36%) of Group 1 and 85 (47.2%) of Group 2 male patients were 

accepted to enter the army. The rest of them were excluded from 

service due to their psychiatric condition with psychotic 

symptomatology present in the majority of cases [52 (8.4%) for Group 

1 and 44 (24.4%) for Group 2], According to Greek military records 

(1996) about 20% of soldiers were diagnosed with a severe 

psychiatric disorder while 10% had dual diagnosis.

In an effort to understand why some people take longer than others to 

receive treatment (high rate of DUMI) this project documented the
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reasons for delays in psychiatric consultation, as reported by patients’ 

family members. The fear of stigmatisation, social isolation and 

premorbid personality disorders were reported as the main obstacles 

for seeking professional help. The results of t-test analysis 

demonstrated that the fear of stigmatisaton [166 (20.8%) (Group 1) 

and 27 (3.4%) (Group 2)] was not associated with the duration of 

untreated mental illness (t= 1.097, df= 618, n.s, for Group 1 and t= - 

0.7, df= 618, n.s, for Group 2). It was significantly associated with 

the outcome (x2= 10.5, df= 1, p<. 001). There was also significant 

correlation for Group 1 between stigma and socioeconomical level 

[x2= 5.91, df= 1 p<. 01] but not for Group 2 [x2= 1.02, df= 2, n.s].

Social isolation is a known prognostic factor (Jablensky, 1992) in the 

sense that intimate relationships encourage early identification and 

adherence with treatment monitored by people who care about their 

health and well-being (Rook, 1985). A one-way ANOVA was 

performed on the DUMI scores (dependent variable) for the 5 

categories of the family-marital status variable. The results were 

statistically significant for both Group 1 [F (4,615)= 2.46, p=. 044] and 

Group 2 [F (4,175)= 4.02, p=. 004], In both groups, patients with the 

highest DUMI were single and reported significant levels of loneliness. 

Flowever it should be noted that in this case, due to the small number 

of participants in Group’s 2 divorced category, (which is likely to be a
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function of the younger age of Group’s 2 patients), the use of ANOVA 

was not seen as prudent. Although not subjected to statistical analysis 

the result was similar to previous studies (e.g. Jablensky, 1992) 

findings.

The impact of the family on the course of the psychiatric disorder as 

assessed by the psychosocial measure of Expressed Emotion (EE) 

and its subscales [criticism, hostility and Emotional Over-Involvement 

(EOI)] was measured using the Camberwell Family Interview. Multiple 

regression analysis identified EE as the second most common 

negative predictor of outcome for both Groups (Tables 6 and 7). 

Therefore in both Groups, the higher the expressed emotion at home 

the poorer the outcome of the patients (r = - .480, p<. 001 for Group 1 

and r = -.495, p<. 001 for Group 2). Figure 5 illustrates Expressed 

Emotion (EE) as a common negative predictor of outcome (presence 

of relapse to a new episode) for both Groups. As is apparent from 

Figure 5, both Groups’ patients with low EE (<3) had better outcome 

(in number of months that the patient relapse) than patients with high 

EE. Only in Group 1 patients, the higher the variable of EOI at home 

the better the outcome.
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Figure 5. Expressed Emotion (EE) as a Common Negative Predictor 

of Outcome for both Groups

The 3 Measures of EE

I leriticism 

i l l  Hostility

I  EC I: Emotional Over- 

Involvement

■ Low  EE(<3)
Group 1 Group 2

CASES
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Patient’s heterogeneity factors, such as gender and age of onset were 

compared between the two groups in relation to EE at home. Group 1 

males’ EE scores (mean= 1.77, S.D. = .41) were significantly higher 

than that of females (mean= 1.70, S.D.= .45) [t= 1.939, df= 618, p< 

.05], For Group 2 there was no significant difference between the 

gender and the EE scores [t= -.446, df= 178, n.s]. Pearson’s 

Correlation revealed that the age of onset of the psychiatric disorder 

was not associated with EE rates (r = -.006, n.s for Group 1 and r= .10 

n.s for Group 2). Higher rates of EE was associated with older 

patient’s relatives (r= .114, p< .001 for Group 1 and r=. 020, p<. 001 

for Group 2) with the greater number of admissions (only for Group 1, 

r= . 138, p<. 001 but not for Group 2, r= -.002).

Although the majority of studies investigate the EE scale strictly with 

schizophrenic diagnosis, a one way ANOVA was performed on the EE 

rates of all diagnoses of the sample. The result of the analysis [F 

(6,613)= 1.407, n.s for Group 1 and F (2,177)= .254, n.s for Group 2] 

was not statistically significant, suggesting that diagnosis is not 

associated to the EE rates.

In order to clarify if parental factors affect the rate of EE, t-test for 

independent groups was conducted on parents’ marital status. 

Divorced parents of patients of Group 2 have significantly higher
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scores (mean= 90.20, S.D.= 27.79) of EE than Group 1 (mean= 

80.34, S.D.= 38.07) (t= -2.04, df= 203, p<. 05). Non-divorced parents 

did not exhibit significant EE scores (t= -1.39, df= 593, n.s).

6.3.2 Predictors of Outcome for Group 1

Predictors of outcome only for Group 1 patients are shown in table 6. 

Multiple regression analysis revealed poor premorbid adjustment and 

number of admissions as a negative predictor of outcome for Group 1 

patients only (table 6). The Premorbid Adjustment Scale (PAS) was 

used in assessing the individual’s psychosocial functioning and 

developmental tasks before the onset of psychiatric illness i.e. the 

premorbid period which was defined as the period 6 months before 

their first psychiatric hospitalisation. Therefore in single psychiatric 

diagnosis patients, the poorer the patient’s premorbid adjustment 

(high PAS scores), the poorer the outcome (r = - .104, p<. 001).

The difference in the mean PAS scores between the 2 Groups was 

significant, where PAS mean scores in dual diagnosis patients were 

higher (poor PAS) (t= -2, df= 798, p<. 05) (Table 4). Similarly, Group 2 

males had significantly higher PAS scores than Group 1 males (t= - 

2.5, df= 462, p<. 001). For the PAS scores in females there was no 

significant difference between the two groups (t= -.30, df= 334, n.s).
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Premorbid adjustment was not associated with the age at onset of the 

mental illness (r= -.5, n.s for Group 1 and r= -.016, n.s for Group 2), 

the type of diagnosis [F (6,613) = .69, n.s] or the duration of untreated 

mental illness (r=. 018, n.s for Group 1 and r=. 078, n.s for Group 2).

The number of admissions in a psychiatric unit, used as a measure 

for relapse, appeared as a negative predictor of outcome for Group 1 

patients only (Table 6). Therefore in single psychiatric diagnosis 

patients, the higher the number of admissions in a psychiatric unit, the 

poorer the outcome (r = - .263, p< .001). There was no significant 

difference between the two Groups (t= 1, df= 798, n.s) regarding the 

number of admissions in a psychiatric unit.

In agreement with Winokur and Kadrmas' criteria (1989), the sample 

was subdivided into oligoepisodic (OE) patients with two episodes as 

maximum, and poliepisodic (PE) patients with three or more episodes. 

The majority of the patients had two episodes as maximum (OE- 

Oligoepisodic) [433 (54.1%) Group 1 and 129 (16.1%) Group 2] while 

the remainder had more than three episodes [187 (23.4%) Group 1 

and 51 (6.4%) Group 2] (PE - Polyepisodic).
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Compared with OE subjects of both groups, PE patients had 

significantly higher age (t= 39, p< .05), displayed a significantly earlier 

age of onset (t = - 2.06, p< .05) (t = - 3.17, p< .05 for Group 1) (t 

=2.18, p< .05 for Group 2) and higher ratings of negative symptoms in 

schizophrenia according to PANNS (negative syndrome scale) (t= 

3.02, p< .05). The PE group displayed a serious worsening in 

occupational level. PE (10.5%) took early retirement due to their 

disease while almost half of them (47.9%) were unemployed. All other 

variables such as the duration of untreated illness (t= .5, n.s) were not 

significantly different.

To evaluate whether the number of admissions was related to 

diagnosis, one way ANOVA was conducted with the number of 

admissions as the dependent variable. The result of the analysis was 

significant only for Group 1 patients suggesting that poliepisodic (PE) 

patients appear to have more severe diagnosis such as schizophrenia 

{[F(6,613= 2.876, p< 05] for Group 1 and [F(7,172)= 2.438, n.s] for 

Group 2}.

A question that arises from the negative findings (poor outcome, more 

severe diagnosis) for PE patients is why they were readmitted to the 

psychiatric institutions. The majority of patients in both groups 

[79(12.7%) of Group 1 and 11 (21.7%) of Group 2] were readmitted
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subsequent to non-compliance in their treatment. In Group 2, non- 

compliance included also substance abuse after at least one month of 

abstinence. Paradoxically, 19 (10.6%) of Group 2 patients who used 

heroin had exacerbation of psychotic symptoms when they stopped 

the use.

Patients were most frequently readmitted to the psychiatric institutions 

subsequent to non-compliance to treatment. Non-adherence has been 

implicated in a large number of studies (e.g. Kingdon, 1994) with 

involuntary admissions. Table 8 demonstrates that in this project 

Group 2 (N=180) patients had more involuntary admissions 98 

(54.4%) while Group 1 (N=620) had more voluntary 348 (56.1%), (x2= 

6.27, df= 1, p< 05).

Table 8. Comparison of the Way of Admissions between the Groups

Route to Admission Group 1 (N=620) Group 2 (N=180)

Voluntary 348 (56.1%) 82 (45.6%)

Involuntary 272 (43.6%) 98(54.4%)
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In both groups, those patients admitted involuntarily had poorer 

outcome. Only in Group 1 was the difference statistically significant (t= 

2.35, df= 618, p<. 05). Male gender dominates in both groups’ 

involuntary admissions but only in Group 1 was there statistical 

significance (x2= 7.90, df= 1, p<. 05).

In Group 1, patients admitted involuntarily had poorer outcome when 

compared to those admitted voluntarily (t= 2.35, df= 618, p<. 05). In 

Group 2, involuntarily admitted patients had better outcome when 

compared with voluntarily admitted patients, but their relationship was 

not significant (t= 1.14, df= 178, n.s).

6.3.3 Predictors of Outcome for Group 2

Predictors of outcome only for Group 2 patients are shown in table 7. 

Multiple regression analysis revealed schizophrenic diagnosis and 

marital status as a negative predictor of outcome for Group 2 patients 

only (Table 7).

Schizophrenia, reportedly the most serious mental health problem 

facing contemporary society (Barrowclough, 1992), was related to 

poor outcome only in Group 2 patients. Group’s 1 patients diagnosed 

with schizophrenia had significantly better outcome (mean= 46.67,
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S.D.= 44.54) than Group’s 2 patients (mean= 36.87, S.D.= 43.35) (t= 

2.37, df= 480, p<. 05). No other diagnosis such as major depression 

(t= 1.38, df= 166, n.s) or bipolar II - mania phase (t= -.17, df= 75, n.s) 

had a significant relationship with the outcome for both groups.

The rates of diagnosis distribution between Group 1 and Group 2 

were not significantly different (x2= 3.63, df= 2, p= .16) with the 

diagnosis o f schizophrenia being over-represented in this project [397 

patients (49.6%) for Group 1 vs. 126 patients (15.8%) for Group 2] 

(Table 9).

Distribution by diagnosis in both groups, as illustrated in Figure 6, 

revealed schizophrenia, independently of gender, as the most 

frequent current diagnosis [193 (31.1%) for males and 163 (26.3%) for 

females in Group 1 vs. 114 (63.3%) males and 12 (6.7%) females in 

Group 2] followed by major depression [55 (8.9%) males and 71 

(11.5%) females in Group 1 vs. 25 (13.9%) males and 17 (9.4%) 

females in Group 2], Only in Group 2 was there statistically significant 

difference (x2= 21.1, df= 2, p<. 005) in the diagnosis and the gender of 

participants.
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Table 9. The Breakdown of the three Diagnoses in each Group

C A S E S
D IA G N .
C ross
T ab u la tio n

Schizophrenia Depression Bipolar-  
Mania

Total

Group 1 397 154 69 620

49.6% 19.3% 8.6% 77.5%

126 42 12 180
Group 2

15.8% 5.3% 1.5% 22.5%

Schizophrenic diagnosis is a negative predictor of outcome for dual 

diagnosis patients. In order to have accurate dual diagnosis, the 

concomitant substance abuse should be examined, also. In Dual 

Diagnosis patients, the most commonly consumed substance was 

heroin. As secondary drugs, 63.9% regularly used hypnotic drugs 

(Benzodiazepines especially Flunitrazepam) and a smaller 

percentage (17.8%) used cannabis (Figure 7).
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Figure 7. The Secondary Substances Consumed in Combination with
Heroin by the Dual Diagnosis Group Patients.

Heroin+Ecstasy

Table 10 shows the results of one-way ANOVA performed on the scores 

of the outcome for the 4 combinations of heroin with secondary drugs. 

The result of the analysis was statistically significant [F (3,167)= 2.60, 

p< 05],
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Table 10. Outcome between the Combinations of Heroin with
Secondary Drugs

Combinations N Mean SD One -way ANOVA

heroin+benzodiazepines 115 42,2957 44,8631

heroin+marijuana 32 24,1563 36,5779

speed-ball

(heroin+cocaine)
12 52,5000 48,5976 F (3,167) = 2.60, 

p<. 05

Heroin+ecstasy 21 24,9048 36,8713

Total 180 37,7222 43,4836

Dual Diagnosis (Group 2) patients were asked to describe their 

reasons for using drugs. The effects of drugs to enable patients “to 

get away from my problems or troubles” was mentioned as a reason 

for drug use by 25% while 23% of drug using patients made
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reference to boredom as an explanation for their drug use. Finally, a 

great number (30%) of dual diagnosis patients reported that they 

abused drugs in order to decrease side effects of medication, as 

extra-pyramidal symptoms. Few reported other reasons such as the 

difficulty to develop social relationships.

Table 11 presents the majority of dual diagnosis patients are injecting 

heroin users. A disturbingly large proportion (31.5%) reported sharing 

needles and syringes. There was statistical significance between the 

combinations of drugs used and the diagnoses distribution (x2= 17.4, 

df= 6, p< 005).
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Table 11. Characteristics of Substances Abused in Dual Diagnosis Group

Characteristics of substances abused

Average usage 11 days/month

Mean age of first drug 
injection

28 years old

Risk behaviours

Injecting heroin (i.v. use) 58%

Syringes shared 31.5%

Consequences of Risky behaviours

Hepatitis C 15%

The diagnosis of schizophrenia was over-represented in all the 

combinations as shown in Figure 8.
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Figure 8. Diagnoses and Substances abused by Dual Diagnosis 

Patients

major depression

DIAGNOSIS
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In order to compare the clinical profile of patients diagnosed with 

schizophrenia at the time of admission (Baseline) and at the time of 

discharge (Endpoint), the level of psychopathology and the between 

changes across treatment were rated (Table 12).

Table 12. Psychopathological Changes in each PANSS scale for 

the period between Admission (Baseline) and Discharge 

(Endpoint)

PANSS-positive

syndrome:

Baseline t=-1.67, df=480, n.s

Endpoint t=-1.94, df=480, p<.05

PANSS-negative 

syndrome :

Baseline t=.17, df=480, n.s

Endpoint t=.29, df=480, n.s

PANSS-gen. 

Psychopathology :

Baseline t=1.16, df=480, n.s

Endpoint t=0.29, df=480, n.s
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Psychopathological Changes were assessed using the Positive and 

Negative Syndrome Scale (PANSS) and its three sub-scales: PANSS- 

positive syndrome, PANSS-negative syndrome, PANSS-general 

Psychopathology (Table 13).

Table 13. Psychopathological Changes on Patients with Diagnosis of 

Schizophrenia in both Groups

PATIENTS WITH DIAGNOSIS OF SCHIZOPHRENIA

PANSS
Scales

Group 1 (N=355) Group 2 rN=127)
Baseline

Mean 
St. Dev.

Endpoint

Mean 
St. Dev.

Change

Mean

Baseline

Mean 
St. Dev.

Endpoint

Mean 
St. Dev.

Change

Mean

PANSS-
positive

29.26
4.64

.95
5.49

7.01 30.13
5.80

25.13
6.69

4.99

PANSS-
neqative

21.08
5.56

18.05
7.15

3.03 20.98
6.24

17.84
6.98

3.14

PANSS-
qeneral

44.76
6.70

38.38
9.16

6.38 44.00
5.33

38.36
7.60

5.64

Psvchop.

Note: Lower scores signify fewer symptoms.
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A two-way mixed design ANOVA was performed on the means of 

psychopathological changes (Repeated Measures Factor) for both 

Groups (Between-subjects Factor), on the following three sub-scales 

of PANSS.

PANSS (Positive Syndrome Scale): There was no significant 

difference between the two Groups in the PANSS-positive syndrome 

scale [F (1,480)= 3.82, n.s (factor group)]. Between the means of the 

Baseline and the Endpoint values in the PANSS-positive syndrome 

scale of both Groups, there was a highly significant difference. Lower 

values were observed at the Endpoint, indicating an improvement in 

Positive symptoms of schizophrenia at the discharge in comparison to 

admission [F (1,480)= 617.66, p<. 001]. The interaction between the 

two independent variables (Group 1 and Group 2) was not significant 

[F (1,480)= .57, n.s.].

PANSS (Negative Syndrome Scale): There was no significant 

difference between the two Groups in the PANSS-negative syndrome 

scale [F (1,480)=. 061 n.s. (factor group)]. Between the means of the 

Baseline and the Endpoint values in the PANSS-negative syndrome 

scale of both Groups, there is a highly significant difference. Lower 

values were observed at the Endpoint, indicating an improvement in 

Negative symptoms of schizophrenia at the discharge in comparison
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to the admission [F (1,480)= 321.68, p<. 001]. The interaction 

between the two independent variables was not significant [F (1,480) 

= .019 n.s.].

PANSS (General Psychopathology Scale): There was no significant 

difference between the two Groups in the PANSS-general 

Psychopathology scale [F (1,480)= 0.30, n.s (factor group)]. Between 

the means of the Baseline and the Endpoint values in the PANSS- 

general Psychopathology scale of both Groups, there was a highly 

significant difference [F (1,480)= 358.89, p<. 001], Lower values were 

observed at the Endpoint, indicating an improvement in General 

Psychopathology of schizophrenia at the discharge in comparison to 

the admission. The difference between the two independent variables 

(Group 1 and Group 2) was not significant [F (1,480)= 1.36, n.s.].

Group 1 psychopathological changes in the positive symptoms of 

schizophrenia (mean= 23.95, SD= 5.49) were significantly lower than 

that of the Group 2 (mean= 25.31, SD= 6.69) [t= -1.94 p<. 05], 

According to Pearson’s correlation, high scores on general 

psychopathology were related to poor outcome (r= -.442, p<. 001 for 

Group 1 and r=-.517, p<. 001 for Group 2).
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Following from Altamura’s et al (2001) observation that at the onset of 

schizophrenia, patients with more severe negative symptoms have 

longer Duration of Untreated Mental Illness (DUMI), Pearson’s 

correlation was conducted between DUMI and PANNS rates. The 

results revealed that Group 1 schizophrenic patients with more severe 

negative symptoms had longer DUMI (r=. 0207, p<. 01). In Group 2, 

schizophrenic patients with more severe positive symptoms had 

shorter DUMI (r= -.178, p<. 05).

Of particular importance for the psychologist’s work in the psychiatric 

setting was the significant improvement in the degree of general 

psychopathology (PANSS - gen. psychopathology) at discharge in the 

patients whose treatment was based on combination therapies. 

Graphic representation of the data is shown in Figure 9. Each decile 

was higher for both Groups’ patients whose treatment was based on 

the combination of pharmacological and psychoeducation therapies 

than patients without combination therapies. This finding supports the 

positive contribution of psychoeducation approaches to the process of 

disease [t= 9.9, df= 353, p<. 001 for Group 1 and t= 7.5, df= 125, p<. 

001 for Group 2],
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Figure 9. Therapeutic Modalities across sample
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There was a significant relationship in combination therapies for 

Group 1 and Group 2 (x2= 6.45, df= 1, p<. 01) with the majority of 

patients in both groups failing to receive psychoeducation. In Group 1 

only 258 patients (41.6%) had psychoeducation while in group 2 only 

56 patients (31.1%). Treatment based on combination therapies 

(psychopharmacological and psychosocial therapies), was 

significantly associated with more favourable outcome over the 

follow-up period in both Groups (t= -12.4, df= 618, p<. 001) when 

compared to medication alone.

In order to replicate previous findings where episodes of suicide 

were twice as likely to occur among dual diagnosis patients with 

schizophrenia (Anderson, 1998), a one-way ANOVA was performed 

on the scores of suicide attempts for all diagnoses for the two groups. 

The result of the analysis was significant for both groups suggesting 

that contrary to previous reports patients with depressive and not 

psychotic symptomatology expressed more suicide attempts in this 

sample [F(6,613)= 17.39, p=. 001 for Group 1 and F(2,177)= 21.6, p=. 

001 for Group 2]. Figure 10 illustrates the significant relationship 

between the means of suicide among Group 1 and Group 2 

patients (x2 = 62.2, df= 6, p<. 05).
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Figure 10. Method used for Suicide Attempt by Group 1 and 

Group 2 Patients.
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Finally, multiple regression analysis implicated divorced marital status 

as a negative predictor of outcome only for Group 2 patients (Table 7). 

In addition, they predominantly had not been involved in subsequent 

relationships and reported significant levels of loneliness.

As shown in Table 14, a one-way ANOVA was performed on the 

outcome scores (dependent variable) for the conditions of the marital 

status variable. The result of the analysis was statistically significant 

[F (4,175) = 9.6, p=. 001] only for Group 2 but not for Group 1 [F 

(4,619) = 1.95, p= .1, n.s]. In Group 1, the more positive outcomes 

were found in the category “divorced” (mean= 55.96, S.D. = 45.45) 

and in Group 2 the category “living with parents” (mean= 57.58, S.D. = 

46.19).
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Table 14. One-way ANOVA on Outcome (in number of months that 

the patient relapsed after the treatment) as dependent 

variable for the conditions of marital status.

Marital Status as Predictive Factor

Group 1 (N=620)
MARITAL STATUS N Mean SD

Parental Family 184 49,51 45,07

Living alone 66 48,30 45,30

Single 196 39,70 42,49

Married 145 49,94 44,49

Divorced 29 55,96 45,45
ANOVA

F df P
F (4,619) = 1.95, p = 0.1, n.s

Group 2 (N=180)
MARITAL STATUS N Mean SD

Parental Family 60 57.58 46.19

Living alone 31 51.74 46.54

Single 73 18.34 30.51

Married 12 29.58 41.89

Divorced 4 9.25 3.40
ANOVA

F df P
F (4,175) = 9.6, p= .001
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In summary, table 15 displays the characteristics of each group that 

are related in a negative way with the mental illness’ outcome.

Table 15. Comparison of the Characteristics of the two Groups in 
relation to Poor Outcome

COMPARISON OF THE CHARACTERISTICS OF THE TWO 

GROUPS IN RELATION TO POOR OUTCOME

Characteristic Group 1 (N=620) Group 2 (N=180)

Gender Male Male

Marital status Single Divorced

Route to admission Involuntary Voluntary

Education No education at all University

Duration of Untreated 

M.l.

Long DUMI Long DUMI

EE High High

Age at onset Later Early

Diagnosis Schizophrenia Schizophrenia

Psychopathology High scores High scores

Relapse rate Within 1 year of 
remission

Within 1 year of 
remission
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6.4 SUMMARY OF THE FINDINGS RELATED TO HYPOTHESES

In summary, Tables 16 and 17 show the sociodemographic and clinical 

factors that were related to the hypothesis that dual diagnosis patients 

have poorer outcome and different predictors of outcome than psychiatric 

patients who do not abuse substances.

Table 16. Factors that were associated with poor outcome

Sociodemographic Single 

Living alone

Premorbid Adjustment Poor

Clinical

Schizophrenia

High scores in psychopathology

Substance abuse

Polyepisodic

Involuntarily admissions
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Table 17. Comparison of the Predisposing factors for both Groups 

leading to Poor Outcome

Variables of poor outcome Predisposing factors

Long DUMI

Group 1 Group 2

• Schizophrenia

• Male gender

• Single-living 

alone

• Early age of 

onset

• Drug abuse

High EE

Group 1 Group 2

• Schizophrenia

• Older age

• Male gender

• Divorced 

parents

• Drug abuse

Poor Premorbid Adjustment
• Schizophrenia

• Male gender

• Single Diagnosis

Number of psychiatric 

episodes-Polyepisodic

• Schizophrenia

• Involuntary admissions

• Single Diagnosis

Marital status

• Dual diagnosis

• Divorced-reported significant levels 

of loneliness

Diagnosis of Schizophrenia

• Dual Diagnosis

• Male gender

• High scores in general 

psychopathology
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Discussion

157



Chapter 7

7.1 Preface

Mental health professionals have increasingly recognised comorbid 

substance abuse by psychiatric patients as a serious problem 

(Hattencchwiller, 2001). Various studies have looked at the 

prevalence of substance misuse in this population, but few studies 

compared different groups of patients with dual and single diagnosis. 

Identification of the differences is very important as early detection of 

psychopathology contributes to a more effective management of 

substance users in treatment facilities, a lower risk of relapse 

(Ransaville, 1987; Randval, 1991; Kokkevi, 1995) and aids in the 

assessment of patients who may benefit from different therapeutic 

approaches (Hattencchwiller, 2001).

The main objectives of the present project were to investigate the 

prevalence of substance abuse in psychiatric inpatients and to 

identify any significant differences in the psychosocial profiles, clinical 

course and outcome in those with (dual diagnosis - Group 2) or 

without (single diagnosis - Group 1) concomitant substance abuse. A 

comparison was undertaken of the clinical and demographic 

characteristics of psychiatric disorders (schizophrenia, bipolar
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disorder, etc.) on the one hand and dual diagnosis (psychiatric 

diagnosis with comorbid substance abuse) on the other, in order to 

establish any difference or similarity in the specific profiles of the 

patients who achieved better clinical outcome. This project attempted 

to determine whether patients with comorbid disorders respond to 

treatment differently from those with single disorders and if by 

determining differences and similarities amongst them, it may 

ultimately be possible to reduce psychiatric disorders’ chronicity, 

relapse and poor prognosis.

The overlap among different disorders was rarely taken into 

consideration in epidemiological research in terms of either the 

causes or consequences of mental disorders and substance abuse 

disorders. Yet the small amount of research that had been done on 

dual diagnosis shows that comorbidity is important both as a predictor 

of the subsequent onset and course of psychiatric disorders and also 

as a determinant of the consequences of psychiatric disorders 

(Kessler, 2002). Previous research has indicated that patients with a 

mental illness have higher rates of substance abuse than would be 

expected in the general population (Anderson, 1998); patients with a 

dual diagnosis were more likely than those with single disorders to be 

found in clinical settings (Regier, 1990) and there was considerable 

heterogeneity among persons with mental illness with or without
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concurrent substance abuse (Lehman, 1989). This project’s findings 

on these issues and their contribution to the overall project will be 

discussed in the following section.

The prevalence of substance abuse among psychiatric patients will 

be discussed first. Subsequently, the identified demographic 

characteristics that distinguish dually from single psychiatric 

diagnosed patients and finally, dual and single diagnosis patients’ 

post-treatment outcome and predictors will be compared. 

Identification of predictors of outcome is useful clinically because they 

enable the clinician to formulate a more accurate prognosis. These 

parameters may also serve as aims for therapeutic intervention.

7.2 PREVALENCE OF DUAL DISORDERS

Individuals with nearly every type of psychiatric disorder were at least 

twice as likely to have a substance abuse disorder as compared to the 

general population (Carrey, 1991; Perkins, 1999; Kessler et al., 2002). 

In the UK, it is estimated that approximately one third of psychiatric 

patients with serious mental illness have a substance misuse problem 

(Banerjee, 2002). More precisely, bipolar disorder has been reported 

to have the greatest risk of any psychiatric disorder for coexistence of
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drug abuse (Brady et al., 1995). People with schizophrenia were six 

times more likely than those without to abuse drugs (Ries et al. 2000).

The results of this project were broadly consistent with those reported 

in the literature. From the 800 patients of this project’s sample, 620 

(77.5%) were diagnosed with a single psychiatric disorder and 180 

(22.5%) with dual diagnosis. The percentage of 22.5 of dual diagnosis 

patients in comparison with the 20-50% in literature review (e.g. 

Hasin, 1988; Ross, 1988; Wolf et al., 1988; Bukstein, 1989; Minkoff, 

1989; DeMillo, 1989; Perkins, 1999) indicates this project’s sample 

were in the lower range of this estimate.

This variability in the prevalence rates across studies could be 

attributed to the settings in which patients were sampled (e.g. 

inpatient or outpatient). In the current project, the sample was highly 

controlled. It was composed of inpatients only, in an attempt to 

maintain diagnostic homogeneity. Hence, the low percentage of dual 

diagnosis patients in this project (within the range of the rates 

reported in the literature review), was not an unexpected finding.

The majority of the previous studies did not have this project’s control 

of inpatients only. According to SASMSHA (2001), 65% of dual 

diagnosis patients were more likely to be treated in outpatient
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settings, so the range of diagnosis was broader and as a result more 

difficult to avoid diagnostic heterogeneity. The percentage of 22.5% of 

dual diagnosis in the present project concerned only psychiatric 

inpatients that obviously had sufficiently severe psychiatric disorder, 

such as schizophrenia, in order for a clinician to proceed with their 

admission to a psychiatric institution.

Another possible explanation for this variability in comorbidity rates 

between the studies could be the differences in the methods of 

interview (Ghanizadeh, 2000). In this project, the diagnostic 

evaluations were made not only at the time of admission which is 

associated with increased symptom reports (Rounsaville, 1982) but 

also several weeks after admission. The second evaluation was 

important because drug induced symptoms most typically clear within 

ten days of withdrawal from the drug (Turner, 1990) and cease to 

mask the psychiatric disorder.

The finding of substantial comorbidity between psychiatric and 

substance use disorders, was consistent with previous studies and 

therefore contributed to the consensus in the area of psychiatric 

epidemiologic research that the prevalence of dual disorders in the 

psychiatric population is a frequent and arguably universal 

phenomenon.

162



7.3 REASONS FOR SUBSTANCE USE AMONGST PSYCHIATRIC
PATIENTS

The reasons of use stated by dual diagnosis patients with comorbid 

schizophrenia were similar to those reported in patients with comorbid 

bipolar disorders (Table 18).

Table 18. Reasons of Substance Abuse stated by Dual Diagnosis 

patients

Relieving dysphoria Pleasure enhancement

Medicating side-effects Desire to socialise with others

Coping with stress and tension To get away from problems

The belief that drug abuse exacerbated their mental illness was 

very popular among the patients who participated in this project. 

Most reported that they took drugs primarily to relieve dysphoria
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and anxiety. Drugs were reportedly used to increase pleasure, to ‘get 

high’ and to reduce depression. However, subjective effects of 

increased depression were also reported.

Comorbidity may be a consequence of self-medication of coexisting 

psychiatric symptoms (Silver, 1994). Specifically, psychiatric patients 

abused drugs in order to relieve psychological suffering (Khantzian, 

1985). The findings of this project were in accordance with previous 

studies (e.g. Bukstein, 1989) that reported that self-medication of 

psychiatric symptoms may be the common denominator in explaining 

the relationship among various psychiatric disorders coexisting with 

pathological substance use. It is clear that the influences of 

psychiatric comorbidity can be extremely complex.

The patients in this project reported that they had great difficulty 

developing social relationships. Few reported that they found 

themselves more easily accepted by groups whose social activity was 

based on drug use. Others believed that an identity based on drug 

addiction was more acceptable than one based on mental illness, 

emphasising the negative effect of stigmatisation due to a psychiatric 

disorder. Finally, a great number of dual diagnosis patients reported 

that they abused drugs in order to decrease side effects of 

medication, as extra-pyramidal symptoms. This has previously been
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referred to as “downward drift” (Hartfield, 1993) and provides a further 

example of self-medication for unpleasant symptoms.

The choice of drug was the result of an interaction between the 

psychopharmacological properties of the drug and the primary state 

experienced (Bukstein, 1989). Dislaver (1987) supported the view 

that the substances abused and medications prescribed for affective 

disorders have common neurochemical effects that presumably 

medicate the abnormality. Cocaine has been noted for its use in 

maintaining and intensifying the high of bipolar affective disorder, 

rather than alleviating the depression (Gawin & Ellinwood, Jr., 1988). 

This finding was not consistent with the finding of this project since 

none of our patients in mania used cocaine. The anti-anxiety effect of 

benzodiazepines in combination with heroin was the ancillary drug of 

choice for this project’s patients independently of diagnosis.

Dependence on heroin has increasingly been observed in recent 

years. Ladewing, et al. (1990) reported that the decreasing use of 

barbiturates was found to have been replaced by an increased intake 

of benzodiazepines. On the whole, multiple drug dependence was the 

most frequently observed form of dependence, an observation that 

was strongly supported by this project.
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It could be a challenge for a clinician to persuade patients, who may 

have “successfully” self-medicated their psychiatric disorder’s 

symptoms, to start treatment. They may often exhibit denial and can 

be very resistant to treatment. Clinical experience indicates that 

working with “self-medicated” patients is demanding and treatment 

must be adapted to each patient’s needs. For instance, confrontation 

and disclosure are often elements of substance abuse treatment, but 

just the opposite is emphasised for people with schizophrenia (APS, 

1996). Methods and philosophies in psychiatric comorbidity are 

clearly demand more than is offered in traditional substance abuse 

treatment.

7.4 DEMOGRAPHIC VARIABLES THAT DIFFERENTIATE DUAL 

FROM SINGLE PSYCHIATRIC DIAGNOSIS

7.4.1 Gender

Consistent with the findings of previous researchers (e g. Jessen- 

Petersen, 1994; Jimeno, 1997; Green 1999), this project further 

demonstrated that there was a significant gender difference between 

the groups, indicating that women do not meet criteria for one or more 

substance use disorders as frequently as men. Specifically, 

psychiatric patients with substance use disorders were more likely to
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be male. Substance use disorders were more prevalent among male 

patients in this study.

Male gender was not only over-represented among dual diagnosis 

patients, regardless of the comorbid psychiatric diagnosis, but was 

also associated with a less favourable outcome. The majority of 

studies for the outcome predictors indicated that male gender was 

associated with poorer prognosis (Kay, 1987; McGlashan, 1988; 

Geddes, 1994).

7.4.2 Age

Previous reports (e.g. Green, 1999; SAMSHA, 2001) have suggested 

that psychiatric patients with substance use disorders were more 

likely to be younger than patients who did not abuse substances. This 

study showed that the mean age for the Group 2 was significantly 

lower than for the Group 1, 35.92 and 28.7 respectively (p<. 001). In 

particular, Group 2 was on average of almost 8 years younger than 

Group 1.
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7.4.3 Employment status

Results from the present study are consistent with other reports in the 

literature which suggest that dual diagnosis further contributed to 

unemployment due to poor functioning (Harrow, 1997).

7.4.4 Educational level

The majority of patients (40% Group 1) and (48.9% Group 2) had 

finished high school, but they did not continue with university-level 

studies. It could be argued that the age of onset of the psychiatric 

illness could be the most possible obstacle for higher education, but 

the results (28.7 years for Group 1) and (24.7 years for Group 2) did 

not support this hypothesis since the majority of patients were already 

in early adulthood when they were admitted.

The majority of Group 1 patients with more favourable outcome had 

been registered at a University but unable to complete their studies. 

As Rolland (1994) has commented: “The onset of a chronic illness 

may cause a different kind of disruption if it coincides with a life 

structure -  building / maintaining period in individual or family 

development” (p. 116).
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7.4.5 Familial Factors

Finally, it is worth noting that almost half of the dual diagnosis 

patients had divorced parents; they were also the oldest child in the 

family, having one or more siblings in the majority of cases. This 

finding may of course be an artifact of the particular sample.

7.5 OUTCOME

There is a consensus amongst clinicians that co-occurring substance 

abuse and psychiatric illness is one of the most significant problems 

facing mental health systems today (Migdole, 2002). The high rate of 

substance use disorder among persons with severe mental illness 

had important clinical implications because their substance abuse 

was associated with an array of negative outcomes. Treatment 

providers generally agreed that comorbid clients often abandoned 

treatment early (Lyons, 1997), were more difficult to treat (Sheehan, 

1993; Leshner, 1997) and frequently had poorer post-treatment 

outcomes (McLellan, et al. 1986; Drake, 1995; Platt 1995; Alterman, 

et al. 1996).

There is controversy amongst scientists over the definition of 

outcome (global vs. subtle evaluation, multidimensionality vs.
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unidimensionality). The findings of this project demonstrated that the 

outcome of psychiatric and comorbid disorders was not a monolithic 

phenomenon but a multidimensional one. Based on the findings of 

previous reports, that the majority of new episodes occured within two 

years of remission (Lee, 1988), this project measured outcome in a 2- 

year follow-up period and in a multidimensional way by evaluating 

several aspects of outcome (relapse, rehospitalisation etc.)

A greater number of single disorder (Group 1) patients had more 

favourable (no relapse) outcome when compared to patients with 

comorbid disorders (Group 2) [258 patients (41.6%) vs. 60 patients 

(33.3%)]. Specifically, fewer than half of the patients of Group 1 and 

exactly one-third of the Group 2 patients had no relapse in 2 years. 

The relapse percentages of Group 1 (58.4%) and of Group 2 (66.7%) 

were in accordance with the findings from the literature which report a 

range of between 30% and 60% (Birchwood et al., 1998; Lines, 

2000).

The difference in the outcome, over a 2-year follow-up, between the 2 

Groups was significant (p<. 01). The present findings were consistent 

with previous reports indicating that patients with co-existing 

psychiatric disorder and substance use disorder typically have poorer
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outcomes than patients diagnosed with either disorder alone (Regier, 

1990; Toner, 1992; Greenfield, 1992).

The bulk of the literature suggested that comorbidity was an important 

predictor of the course of psychiatric disorders (Kessler, 2002). The 

comorbid psychiatric disorder that was significantly related to poor 

outcome in this project was schizophrenia. Patients who received a 

diagnosis of schizophrenia had more severe symptoms, more 

réadmissions which means more relapses and eventually poorer 

outcome than the rest of the patients who had different psychiatric 

profiles. The negative profound effect of substance abuse on the 

outcome of schizophrenia also reported in the literature (Alterman, 

1982; McLellan, 1983; Turner, 1990; Dixon, 1991). Therefore, 

comorbidity of drug use with psychiatric disorder, particularly 

schizophrenia, was a predictor of poor prognosis.

Even given the highly effective neuroleptic drugs that have been 

available for the past 40 years, literature review indicates that fifty per 

cent of schizophrenic patients, under normal treatment conditions, 

relapse within 1 year after their latest episode (Ayuso-Gutierrez, 

1997). Lee and Muray (1988) estimated that relapse and recurrence 

rates ranged from 50-80% in cases of unipolar depression and even 

higher in bipolar illness. The data of this study confirm the findings
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from the literature. The majority of patients from both groups relapsed 

within a few months after the last episode, before the completion of 

the first year.

Comorbid substance abuse affected the outcome of psychiatric 

illness in a negative way. Surprisingly, comorbid substance abuse did 

not affect the relapse rate between the two groups. Interpretation of 

this unexpected finding should take into account self-medication 

hypothesis according to which dual diagnosis patients abused drugs 

in order to relieve psychological suffering (Khantzian, 1985) and 

maintain a normal psychological state for periods of time. As a result, 

even though dual diagnosis patients had worst outcome they did not 

relapse earlier than single diagnosis patients.

7.6 COMMON OUTCOME PREDICTORS FOR BOTH GROUPS

The question of whether single and dual diagnosis patients have 

common outcome predictors is an important one. Although there was 

a significant difference in the outcome of the two groups, there were 

two common factors that predicted outcome in both groups; Duration 

of Untreated Mental Illness (DUMI) and Expressed Emotion (EE). 

Number of admissions and Premorbid Adjustment, appeared to be 

Group 1 predictors of outcome. Schizophrenic diagnosis and Marital



Status appeared to be the most powerful Group 2 predictors of 

outcome. It should be noted that all predictors were significantly 

associated with the outcome in a negative way (predicting poor 

outcome).

7.6.1 Duration of Untreated Mental Illness (DUMI)

Duration of Untreated Mental Illness (DUMI), the time interval 

between the onset of mental illness and the first treatment (Loebel, 

1992), was a common negative predictor of outcome for both Groups. 

In order to assess DUMI, the onset of the psychiatric disorder should 

be determined.

7.6.1.1 Early onset

Kosky et al. (1992) and McGorry (1996) argue that the period of 

maximum risk for the onset of a psychiatirc disorder is the early adult 

phase that is critical for the person’s development. In this life stage 

where identity formation takes place, educational and career plans 

may be postponed or permanently damaged if the person does not 

recover.
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In the current project’s sample the onset of psychiatric illness was not 

in the critical period of the early adult phase but several years later. 

Group 2 had a significantly younger age at onset of psychiatric illness 

(24.7 years) than Group 1 (28.7 years). Regarding gender, Group 1 

males had significantly higher age of onset than Group 2 males. In 

females, there was not significant difference between the two groups. 

Early onset has been consistently associated with poor outcome 

(Kay, 1987). The present findings indicated that even though patients’ 

age at onset was relatively older, it was still associated with poor 

outcome but only for comorbid (Group 2) patients. Thus, the earlier 

the onset in Group 2 patients the less favourable the outcome. This 

project supported the importance of age at onset factor in the long-

term outcome of dual diagnosis. The significant relationship between 

early onset and poor outcome, only observed in patients that received 

dual diagnosis, suggests that substance abuse, the variable that 

differentiates Group 2 from Group 1 patients, may account for this 

finding.
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7.6.1.2 Early Intervention Rationale: The Relationship between 

the Duration of Untreated Psychosis and eventual 

Outcome

A good reason for focusing not only on the early onset, but also on 

the DUMI, was the range of clinical and theoretical reports that 

suggested a strong relationship between the duration of untreated 

mental illness and eventual outcome (Loebel, 1992; Lieberman, 

1997). The vast majority of studies reported that early treatment 

(short DUMI) was correlated with a better outcome (Johnstone, 1986; 

Johnstone, 1992; McGorry et al., 1996; Waddington, 1998; Lines, 

2000). However, a study by Barnes (2002) and colleagues showed a 

longer duration of untreated mental illness was not associated with a 

poorer outcome in their sample. Similarly, Robinson (1999) and 

colleagues in their study noted that the duration of pretreatment 

illness did not predict post treatment response. In this project, early 

intervention helped to improve outcome. Thus, the longer the time 

interval between onset of illness and initiation of first treatment, the 

poorer the outcome independently of group and gender. Early 

intervention appeared to be crucial; its delay was related to poor 

outcome in the current project.

175



There is a consensus amongst clinicians that patients with a 

psychiatric disorder often present themselves for treatment many 

years after the onset of symptoms (Beiser, 1993). In Loebel’s (1992) 

study, the mean length of untreated psychotic episode was one year. 

Other studies (e.g. Frangou, 1996) estimated that illness could 

remain undetected for up to 3-4 years after the onset of clearly 

diagnosable symptoms. In this project DUMI was 2.70 years for 

Group 1 and 2.76 years for Group 2. In particular, DUMI varied from 1 

month to 25 years for Group 1 and from 1 to 35 years for Group 2, 

independent of gender. The difference in the length of DUMI was not 

significant between the two groups. Interpretation of the present 

finding should take into account that DUMI is refers to the onset of the 

psychiatric disorder only, which in this study precedes drug use in 

order for someone to be diagnosed as a dual diagnosis patient and 

participate to this project (subjects’ inclusion criteria).

7.6.1.3 The Categories with no DUMI at all

The results of this study revealed findings that are likely to be unique 

to the location of the present study. All patients, in both groups who 

had no DUMI, were in the army during the onset, where mental illness 

is identified without delay. This finding explains why only men did not 

have DUMI as in Greece only men are required to fulfill compulsory
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military service and undergo the comprehensive medical and 

psychological assessment that accompanies this. The current data 

indicated that DUMI in men was significantly lower that seen in 

women and this is inconsistent with other reports (e.g. Larsen et al., 

1996).

Research reviews (e.g. Larsen et al., 1996) suggested that women 

have a significantly lower DUMI than men. Vaglum (1996) 

commanded this finding in his study about the factors that influence 

DUMI, by arguing that in programs for early detection one should be 

especially aware of the risk for delayed treatment in men. As 

previously stated, contrary to Larsen’s et al. (1996) and Vaglum’s 

(1996) reports, this study revealed finding contrary to those currently 

accepted as typical. It would appear that clinicians working with 

Greek population should be mindful of the risks associated with 

delayed treatment in women also.

7.6.1.4 Reasons for Long DUMI

In both groups, the longest delays for psychiatric consultation and 

beginning of treatment (long DUMI) were experienced in single 

patients who reported loneliness. Social isolation may be a prognostic 

factor (Jablemsky, 1992) in the sense that intimate relationships may
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encourage early identification by people who care about patient’s 

health and well-being (Rook, 1985) although this hypothesis would 

need to be subject to further investigation.

The fear of stigmatisation had been as explanation by [166 (20.8%)] 

Group 1 and [27 (3.4%)] Group 2 patients’ families. According to 

them, stigma was the main obstacle for their reluctance to seek 

professional help.

Stigma can led to feelings of guilt and shame and may prevent family 

members from accepting that their relative has a mental illness. As an 

alternative they may seek help from medical specialties who do not 

have the knowledge to intervene effectively and hesitate to refer them 

to mental health professionals in order not offend or stigmatise them. 

Without doubt, the family plays an important role in the treatment-

seeking and treatment-receiving process of mentally ill patients, but 

apart from their statements, there is no statistically reliable evidence 

in the current project as to how strongly and in what ways this was 

associated with the fear of stigmatisation. Evidence that stigma is a 

real problem was highlighted in a recent survey by Rethink (2003) 

(formerly the National Schizophrenia Fellowship) which found that 

more than twice as many people with mental health problems had 

experienced harassment than those without.
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Even though the previous findings indicated that the fear of 

stigmatisation was no stronger than the devastating process of 

mental illness, which eventually leads to psychiatric intervention, the 

stigmatisation that patients experienced was significantly associated 

with the outcome. Psychiatric disorders are often accompanied by a 

stigma that affects all aspects of a patient’s life.

It is noteworthy to mention two patients’ comments about stigma, their 

experience of, and how it negatively affects their lives: “Stigma is that 

the others look at me strangely” and “stigma is knowing that my 

opinion will never be taken seriously”.

Stigma will persist even after the symptoms of the disorder have 

disappeared and may be the main reason for the difficulties which the 

patient experiences (Sartorius, 1997). It seems that patients who 

were not able to preserve full autarky (autonomy) i.e. to be able to 

take care of themselves and their families without needing to resort to 

social support systems (Marneros, 1992), live with the stigma. Given 

how difficult it must be to live with the stigma and try to cope in 

western societies with a psychiatric disorder, reducing the Duration of 

Untreated Mental Illness (DUMI) can make a significant contribution 

to relapse prevention.
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7.6.1.5 Duration of the Psychiatric Disorder

The mean duration of the psychiatric disorder was 7.22 years for 

Group 1 and 4 years for Group 2. The results showed increased 

length of illness at the time of the project in comparison to other 

studies such as Loebel’s (1992), where the mean length of total 

illness (prodrome plus psychosis) was three years. Interpretation of 

this finding should take into account the limitation of this project that 

patients had to be adults only (>18 yrs old). Therefore, their current 

age and consequently the length of illness were higher than in other 

studies.

7.6.1.6 Predictors of Onset of the Psychiatric Disorders:
Stressful Life Events

The literature emphasised the predictive importance of stressful 

events in the course and outcome of psychiatric disorders (Moore et 

al. 1992; Kivela, 1995) rather than in their onset (Johnson, 1997). 

However, Bebbington’s et al. (1993) study provided evidence for the 

existence of a relationship between life events and onset of a 

psychiatric disorder. In addition, ‘vulnerability-stress model’ suggests 

that stressors can precipitate the initial development or recurrence of 

symptoms in a vulnerable person (Herz, 1984). Thus, the current 

project first focused on the existence of any stressful events, that
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occurred at least six months before the onset of the mental illness, in 

order to find out if the onset happened when the patient was in a 

particular stressful phase in his/her life. Of course it is noteworthy to 

mention that the degree of vulnerability to mental illness determines 

the amount of stress needed in order to become mentally ill 

(Barrowglough, 1992).

In the current project, stress appeared to be associated with the onset 

of psychiatric symptoms. The majority of both groups’ patients initially 

presented symptoms of a psychiatric disorder in the context of a 

stressful life event, in particular marital or family disharmony 

depending on their age.

All psychosocial stressors reported in this study were well matched 

with the stressors reported as those suggested by APA (1997). Those 

included stressful life events such as interpersonal loss, problems in 

the work environment and distressing emotional climate such as 

hostility, criticism and emotional over-involvement, the three 

measures of Expressed Emotion. These findings were supportive of 

the association of psychiatric disorders with significant family 

dysfunction (Friedmann, 1997).
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7.6.2 Expressed Emotion (EE) -  The Impact of the Family on the 

Course of Illness

7.6.2.1 EE and Outcome

The possibility of a link between relatives’ emotional reactions 

towards the psychiatric patient and the relapse process has begun to 

receive attention in the literature. The impact of the family on the 

course of the chronic disorder has been increasingly assessed 

through the use of the psychosocial measure of Expressed Emotion 

(EE) and its variables (criticism, hostility, emotional over involvement) 

(Vauughn and Leff, 1976).

The majority of studies have reported that when patients return home 

from the psychiatric hospital to live with family members who are 

rated as high in EE, relapse is two or three times more likely to occur 

in the following 12 months (Kavanagh, 1992; Beddington, 1994; 

Hooley, 1997). The findings of this study also indicate that the 

Expressed Emotion status of the family members of patients was 

shown to be a strong predictor of the course of the disease for both 

groups. Family members included household members as well as 

members of the patient’s support system.
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High EE (>3) was a negative predictor of outcome for both Groups. 

Eventhough both Groups’ patients with low EE (<3) had better 

outcome than patients with high EE, family emotional 

overinvolvement (EOI) was associated with better rather than worse 

clinical outcome in Group 1 patients only. Stated another way this 

project points out that high emotional overinvolvement (EOI), in 

psychiatric patients with no concomitant substance abuse, delayed or 

prevented relapse. Interpretation of the present finding should take 

into account some important considerations. Ethnicity, race and 

religion strongly influence family beliefs concerning health and illness 

(McGoldrick et al., 1982). The majority of the families participated in 

this project were Greek.

Greek families learn from their traditions and religion to have strong 

ties between their members, preserved by certain rituals such as 

celebrations (e.g. religious or New Years) that help them to face a 

family member’s disease as a group. Many clinicians argue that 

family contact is of a great benefit for an individual (Dixon et al. 1995).

The Greek home desires strongly to be a shelter for family members, 

from the youngest to the oldest (Coclami et al., 1993). According to 

Wollin (1980) families that preserve rituals were more likely to sustain 

empowering family beliefs than those families who lose their rituals.
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The question of whether the health and well being of a person may be 

placed in jeopardy by those who are close to him if they increase 

stress and provoke anxiety, is an intriguing one. The attempts that 

they make in order to cope with the problem may make things worse 

and indeed create chaos. On the other hand, family members who 

show high levels of EOI may provide reassurance that there is 

someone in their life who will remain with them and will suffer along 

with the patient (Hooley, 1999). An answer to these dichotomous 

views could be the results of the present study which are consistent 

with Stricker‘s (1997) data which suggest that even dysfunctional, 

over involved efforts seem to be better than resigned withdrawal.

The need for an “acceptable social façade” in Greek families is an 

important reason for the denial of problems (Rolland, 1994). 

According to the current findings, with the male gender it may be 

more important to maintain this “acceptable social façade” since only 

male gender (only Group 1) was relevant to relatives’ high levels of 

EE. This finding may indicate that families still believe in the 

traditional male-female roles where women could stay at home and 

men go at work. In the working environment the mental health 

problems were more easily observed by co-workers. On the contrary, 

gender was irrelevant to (EE) in Group 2. Substance abuse may be 

implicated in this difference since even in the case where “self-
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medication” did not exacerbate psychiatric symptoms, the drug 

dependent patient was unable to function effectively or to be well 

integrated into the broader society.

Clinicians, when they refer to the association between EE and 

relapse, have in mind strictly schizophrenia since the EE scale was 

initially developed and validated only for this disorder. Actually, the 

majority of studies reported that patients with schizophrenia who were 

discharged from the hospital to live in high EE family environments 

were at twice the risk of subsequent relapse than were patients with 

low EE family environments (Kavanagh, 1992; Bebbington, 1993). 

Since in this project schizophrenia was the predominant diagnosis 

although not exclusive, an investigation between EE rates and all the 

diagnoses of the sample was conducted. The results demonstrated 

that EE was a negative predictor of outcome for single and dual 

diagnosis regardless of the diagnosis.

Since patients’ clinical characteristics such as diagnosis and age at 

onset did not reveal any significant findings I chose to focus on 

parental factors. A parental factor that revealed an interesting finding 

was divorce. Non-divorced parents of both groups did not exhibit 

significant high EE rates. On the contrary, divorced parents, in 

particular Group’s 2 who had the significantly larger number,
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exhibited significantly higher scores of EE. This finding is likely to be 

accounted for by divorced parents’ emotional reactions towards the 

psychiatric patient which are highly rated for conflict comments and of 

emotional over involvement.

An interesting finding was that patients who had divorced parents 

reported it as a stressful life event but according to the results it did 

not affect significantly the outcome of the illness. According to this 

project’s results, it is not parents’ divorce that affected the course of 

patient’s illness but the family dysfunction, which may exist even 

when parents are together.

7 .6 .2 .2  Recognising the Problem

As it seems from the results, the higher rates of EE were found in the 

relatives of Group 1 older patients with the greater number of 

admissions (which indicates more severe cases). This finding 

reflected family members’ strong emotional response to the patient’s 

condition when it becomes chronic and not at the onset as one might 

expect. It could be argued that the ’’denial phase” during the onset 

may not allow the family member to see the patient’s illness in 

perspective since he/she believed or hoped that it was just a crisis 

that would not exist in a few days. After many years, relatives
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observed the deterioration in patient’s psychological and physical 

condition, which was the result of both the illness’ nature and the 

medications’ side effects. When conditions become chronic they place 

considerable strain on relationships. As a result, key relationships may 

weaken at a time when they need to be at their strongest. According 

to Anno (2003) the President of the European Federation of 

Associations of Families of Mentally III People, if family members do 

not accept the illness, there was little chance those with mental illness 

would be accepted outside the family unit.

From the interviews with high EE family members it was apparent that 

they all expressed a lineal concept of causality (the family or the 

individual cause the problem), instead of circular (each part of the 

system influences all the other parts), through the process of 

recognising the problem. This result reflected the potential for 

psychoeducation and more helpful family reconceptualisation.

7.6.2.3 Interpretation of the Problem

Interviews with families elicited in several cases the belief that the 

source of their problem was not related to the nature of the 

psychiatric disorder but to something wrong in patient’s intentions and 

behaviour towards them. In dual diagnosis families, the situation was
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more complicated since they did not recognise that their mentally ill 

family member also had a substance abuse problem. This was not 

surprising because many of the behavioural changes that lead to 

suspicion of drug problems in other people already exist in persons 

with mental illness. Therefore, behaviours such as rebelliousness and 

argumentativeness were less reliable clues for this group.

A family history of one disease increased the risk for the other; a 

family history of both disorders multiplied the risk factor. Facts like 

these could be interpreted in an unhelpful way by members of the 

family who may cease blaming themselves and each other for a 

disorder that no one could have caused or prevented (Hartfield, 

1993). The way a clinician informs family members is crucial. They 

may feel guilty in the sense that their relative’s substance abuse was 

in some way their fault.

It is important, first, to realise that substance abuse is a disease, too. 

Unfortunately, most of the family members said that their doctors did 

not care for their human experience and core personal beliefs as a 

family living with a mentally ill person. As Crawford (2001) mentioned 

staff attitudes are sometimes negative towards patients with dual 

diagnosis. If they are able to understand that what had been viewed 

as "bad behaviour" is as a result of neurocognitive impairment it may
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lead to greater empathy. Akins (1997), in his study described the 

importance of understanding the context of addiction from the family 

member’s perspective.

The person who is truly addicted is no more able to take control of 

this problem without help than he/she is able to take control of his or 

her mental illness. Thinking of this problem as a disease may reduce 

the sense of anger and blame. Family members may learn to take 

negative behaviours less personally and feel less hurt. Families found 

it difficult enough to cope with problems presented by a relative’s 

mental illness, but when substance abuse was also a problem, family 

stress is amplified. Many researchers, such as Boye (2001), 

postulated that an increase in family stress could induce greater guilt 

in relatives.

It is clear that treatment of the single and dual disorder patient can be 

substantially supported and enhanced by direct involvement of the 

patient’s family. It is important however to identify the symptoms or 

behaviours that present the most stress to relatives (Boye, 2001) in 

order to improve family intervention programs.
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7.7 OUTCOME PREDICTORS FOR NON-DRUG ABUSING 

PSYCHIATRIC PATIENTS (GROUP 1)

7.7.1 Premorbid Adjustment (PAS)

Arndt et al (1992), based on the results of their investigation, 

suggested that comorbidity of substance abuse and mental illness 

may be explained by a common antecedent factor: premorbid 

adjustment.

In this project, premorbid adjustment, which is the individual’s 

psychosocial functioning and achievement of developmental tasks 

before the onset of psychiatric disorder, was a predictor of the 

outcome only in Group 1 patients. In these patients poor 

premorbid adjustment was significantly related to poor outcome. 

For instance, patients who were socially active in the premorbid 

phase had a better prognosis than those who were introverted 

and withdrawn.

This finding was also consistent with Kay’s (1987) finding that 

patients with positive outcome demonstrated low scores on PAS, 

suggesting that they had better premorbid adjustment than the 

patients with poor outcome. Similar results were reported by the 

relatively small number of studies (e.g. Robinson, 1999; Guerra,
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1996; Remschmidt, 1993) that focus on premorbid personality. 

This paucity of research was somewhat surprising given the 

potential significance of this finding to shape preventative and 

treatment interventions.

The finding that Premorbid Adjustment was a predictor of outcome 

only for Group 1 patients leads to the conclusion that substance 

abuse, the factor that differentiates dual from single diagnosis group, 

should be responsible. Based on my clinical experience one possible 

interpretation of this finding could be that substance abuse increases 

the propensity for patients to develop acting out behaviours. The term 

“acting-out” refers to behavioural patterns that have angry, hostile 

tone and may range in severity from subtle insults to tantrums to 

physical abuse of self or others (Evans and Sullivan, 1990). In some 

patients this behaviour was part of the premorbid personality disorder 

(passive-aggressive, antisocial and borderline personality disorder), 

which usually coexists with patients who abuse substances. In most 

cases this behaviour was a consequence of substance abuse 

(Nathan, 1988).

Premorbid personality pre-exists psychiatric disorder and undoubtly 

exacerbates the mental illness and consequently influences the way 

that a patient will express the symptoms that he/she experiences. For
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example, an extremely uncooperative patient is most at risk of 

treatment dropout or premature discharge. One could also expect that 

certain premorbid personality characteristics could interfere with the 

patient’s reactions towards mental illness and influence his or her 

willingness and capacity to ask for help. This finding however was 

not verified since Premorbid Adjustment was not correlated with 

Duration of Untreated Mental Illness. In other words, Premorbid 

Adjustment may not have interfered with patient’s reactions in 

prodromal period of illness but affects the patient’s reactions during 

the illness and consequently predicts the outcome.

7.7.2 Number of Admissions as an Indicator of Relapse

Relapse to a new episode is a common problem in all individuals 

suffering from substance abuse, mental disorders or both and 

typically opperationalised in the literature (e.g. Loebel, 1992) as a 

measure of poor outcome. In this project in agreement with Winokur 

and Kadrmas’ criteria (1989) the sample subdivided into oligoepisodic 

(OE), patients with two episodes as maximum and poliepisodic (PE), 

patients with three or more episodes. Since the majority of the 

patients relapsed within one year of remission, they were 

characterised as OE.
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A characteristic that differentiated OE from PE patients was the 

psychiatric diagnosis. In accordance with the literature review (e.g. 

Harrow, 1997) the patients with the most severe psychiatric disorders, 

such as schizophrenia, predominated in the PE group. PE patients 

were also older regardless of gender. This finding was not unexpected 

given the earlier age of onset; patients had more time to have multiple 

episodes.

The high number of admissions in a psychiatric unit, proved a 

negative predictor of outcome only for Group 1 patients. Contrary to 

previous reports (e.g. Lyons, 1997) indicating that coexisting 

substance related disorders were at greater risk for readmission, 

surprisingly in this project the number of admissions in a psychiatric 

institution was not as strong predictor of relapse in dual diagnosis as 

it was in single diagnosis patients.

Interpretation of the present finding should take into account some 

important considerations. Dual diagnosis patients appeared not to be 

admitted easily in a psychiatric hospital, even though they had a 

poorer outcome than single diagnosis group. Either drug abuse 

masked the psychiatric symptoms so the family shifted its focus to the

7.7.2.1 Differential Profile of PE form OE patients
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detoxification process or it was more difficult to persuade them due to 

the personality disorder that often coexists in patients who abuse 

substances (Evans, 1990). Therefore, Group 2 patients had more 

involuntary admissions, as it is more difficult to persuade them, than 

Group 1. On this point the literature predicts the following finding; dual 

patients have been reported to utilise increased rates of acute 

(involuntary) hospitalisation, than either the psychiatric patients or 

chemical abusers alone (Anderson, 1998). It is also noteworthy to 

mention that in both Groups, more women were admitted voluntarily 

than men.

Only in Group 1, the involuntarily admitted had a significantly poorer 

outcome than the voluntarily admitted patients. This was an expected 

finding for Group 1 in view of the long-held belief that involuntary 

admitted patients are over-represented in the less desirable outcome 

categories (Houston, 2001). Involuntary admission was associated 

with the lack of recognition that the individual had a mental illness and 

had to be compliant with treatment in order to avoid relapse, a 

condition described by Kingdon (1994) as “lack of insight”.
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7.7.2.2 Relapse Prevention

A question that arised from the negative associations (poor outcome, 

more severe diagnosis) with PE patients was, why they were 

readmitted to the psychiatric institutions? The majority of patients in 

both groups were readmitted because they were not compliant / 

adherent in their treatment.

At this point, it is important to mention that the terminology 

“compliance” was more commonly used in the past suggesting that 

patients follow the steps assigned to them by the medical team. The 

present notion of “adherence” requires that people make informed 

decisions, by selecting and then adhering to a specific protocol 

(Atwood, 1996).

The present findings are consistent with previous findings (e.g. Evans, 

1990) indicating that the majority of patients in both groups were 

readmitted subsequent to non-adherence in their treatment. In Group 

2, non-adherence included also substance abuse after at least one 

month of abstinence. Paradoxically, Group 2 patients who used heroin 

had exacerbation of psychotic symptoms when they stopped the use. 

This phenomenon could probably be explained by “self-medication 

theory” according to which psychiatric patients use drugs in order to
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medicate against specific symptoms (Anderson, 1998) such as to 

relieve depression or to reduce extra pyramidal symptoms, the most 

common side effect of anti-psychotic medication.

This way of looking at relapse helps the patient to recognise the 

significant gains of treatment (Evans and Sullivan, 1990). Staying out 

of the psychiatric hospital for a long time, working in a job, abstinence 

from substances abused can motivate patients to comply more 

consistently with treatment. Particularly in dual diagnosis, relapse 

should be seen as a process and not as an event due to the long-

term detoxification (in cases of backsliding) (Evans, 1990). Thus, a 

crucial issue is the need for aftercare in order to support continual 

recovery.

7.7.2.3 Proposed Practical Treatment Interventions as 

suggested by the Findings of this Project

All mental health professionals agree that the more relapses a person 

has, the harder it is to recover from them (Expert Consensus 

Guidelines for Schizophrenia, 1999). Kalfas (1998) studied the 

‘revolving door’ syndrome, the increased number of réadmissions to 

the psychiatric hospital, and concluded that responsibility for it lay in 

the decreasing lengths of stay in the psychiatric hospital for stabilising 

acute episodes. Therefore the goal was to brake the “revolving door”
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cycle by preventing relapse to a new episode which disrupts 

treatment and increases drop-out rates (EMCDDA, 2004).

In this project one of the exclusion criteria was the short length of 

stay, defined as the drop out of treatment before the completion of 

inpatient treatment phase. Based on my experience from clinical 

practice this period between episodes that pharmacotherapy alone 

does meet the needs of a patient, described as ‘clear’ recovery by 

Prien (1995), must not be misinterpreted by both patients and 

clinicians as a full recovery. There is always the possibility of 

remission of symptoms before recovery from the episode. 

Maintenance psychotherapy is needed in order to stabilise or improve 

compliance with medication and occupational functioning. This 

phenomenon was evident mainly in bipolar patients who seem to 

have better periods between episodes than patients with 

schizophrenia. Interepisode periods are always crucial for patient’s 

prevention of recurrences.

The fact that medication is the only obligatory treatment in psychiatric 

hospitals in Greece and psychoeducation is not adjunct to the general 

psychiatric inpatient care, gave the opportunity to the author of this 

project to compare the outcome between the patients with medication 

alone and combination therapies (psychopharmacological and
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psychoeducational therapies). The result was of particular importance 

for the psychologists’ work in the psychiatric setting since 

combination therapies were associated with a more favourable 

outcome in both groups of patients when compared to medication 

alone. This finding demonstrated the positive contribution of the 

holistic, biopsychosocial approach (Rolland, 1994), which

conceptually unites mind and body by integrating pharmacological 

and psychoeducational therapies, in to the process of disease.

The interpretation of these results should focus on the beneficial 

effects of combination therapies not only in single but dual diagnosis 

patients equally. Findings of previous research (McGlashan, 1996; 

Lublin, 1998) have stressed the importance of combination therapies 

but only in studies conducted in each disorder separately (single 

diagnosis) and not after the comparison of patients with single or dual 

diagnosis, as in this project.

Psvchoeducation It is a systematic, comprehensive collection of 

information by the psychologist concerning the patients’ bio-clinical, 

educational, psychological and social status. This information is to 

serve as a basis for the construction of an individualised therapeutic 

education programme in order to help them cope in managing their 

psychiatric illness. It is a continuous process, which has to be adapted
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to the course of the disease. It concerns the patient’s daily life and 

psychosocial environment (WHO, 1998).

Psychoeducation is part of the long-term care of the patient and 

consequently of the relapse prevention process. According to my 

clinical experience an important component of relapse prevention was 

the early intervention through psychoeducation, by identifying each 

patient’s specific relapse signs (prodromal symptoms). The patients’ 

characteristic prodromal period before relapse was idiosyncratic to 

the patient and heralded imminent relapse (Barrowclough, 1992).

The relapse process was marked by predictable and identifiable 

warning signs that are described by the literature (Herz, 1984; 

Birchwood, 1989). By a questionnaire (APPENDIX A), and with close 

collaboration with the patient and family members, we identified each 

patient’s prodromal signs. I found it very helpful to write these signs 

on a paper and give it to patients in order to help them remember by 

having them check for the signs as part of the daily routine activity 

and seek treatment as soon as they notice their return. Therefore, 

prophylaxis [the maintenance therapy in order to prevent the 

recurrence of an episode (Kupfer, 1993)], could be achieved by 

teaching the patient to recognise early the prodromal symptoms and 

seek treatment as soon as they notice their return.
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The patient develops his or her own individualized warning sign list by 

thinking of irrational thoughts, unmanageable feelings, and self- 

defeating behaviors. According to Terence (2002) warning sign lists 

identify two different types of warning signs: those related to core 

psychological issues (problems from childhood) and those related to 

core addictive issues (problems from the addiction). Warning signs 

related to core psychological issues create pain and dysfunction, but 

they do not directly cause a person to relapse into chemical use. 

When patterns of addictive thinking that justify relapse are reactivated, 

a return to using alcohol and drugs occurs.

In the identification process of these early signs of relapse, patients 

revealed great enthusiasm because it required a high degree of 

active participation. As Janz et al. (1984) suggest active involvement 

of the patient in the education’s contracting process may combat the 

stereotype of the ideal client as a passive recipient of “medical care”. 

If these assessments are based on such assumptions, rather than on 

objective information, therapeutic interventions are likely to be 

ineffective and may serve to alienate patients (Blalock, 1986).
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Table 19. Frequent Signs and Symptoms reported by the Patients 

During the Prodromal Period of Relapse.

Trouble

sleeping

Disorganised
behaviour

Signs of paranoid 

symptoms e.g. the 

patient’s sudden 

and constant use 

of sunglasses.

Undue
preoccupation

with

spiritual

matters

Trouble

concentrating

Increase in abuse of 

drugs reported as 

‘self-medication’

Loss of daily 

structure

Social
withdrawal

Stereotyping is a cognitive, unconscious process in beliefs about 

social groups (Greenwald, 1995). Experiments (e.g. Banaji, 1995) 

have demonstrated that stereotyping can occur implicitly, without 

subjects’ conscious awareness of the source or use of stereotyping 

information in judgment. Moreover, a test by Banaji (1996) showed 

that stereotyping can occur even when the perceiver retains
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awareness of the source of influence on judgement, since he/she is 

still unable to readily control the stereotyping response.

In particular, in the psychiatric hospital, which is the clinical setting 

where this project was conducted, it was difficult to attack 

stereotyping since there was not sufficient time for mental health 

professionals to listen to patients’ concerns and to incorporate 

individuating information about each patient into their assessments 

(Di Matteo, 1982). Instead, overgeneralisation about characteristics 

shared by members of a group (e.g. patients with schizophrenia are 

dangerous) did not lead to modification of the stereotype itself, and 

jeopardised the clinician’s ability to provide the proper combinational 

therapy that is individualised to patient’s unique need.

In order to avoid ‘stereotyping’ in the hospital to affect assessments of 

patients in this study, the author decided to collaborate close with the 

patient and family members of the sample in order to have a thorough 

knowledge of the clinical status before the individual becomes a 

member of the schizophrenia or depression spectrum. In addition, 

many variables, such as the onset of the psychiatric disorder, defined 

retrospectively by mental health professionals, not only through 

questionnaires filled by them but also by patients and family members.
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7.8 OUTCOME PREDICTORS FOR DUAL DIAGNOSIS PATIENTS 

(GROUP 2)

7.8.1 Diagnostic Differences

An aspect of care complicated by dual diagnosis concerned diagnostic 

differences. Diagnosis can often be difficult because it takes time to 

unravel the interacting effects of substance abuse and the mental 

illness while symptoms of psychiatric disorder can be mimicked or 

masked by substance use (Knowlton, 1995). In order to avoid 

differential diagnosis, in this project only the patients whose history 

indicated that the psychiatric symptoms began prior to substance 

abuse and consequently were not the result of withdrawal from drugs 

received dual diagnosis (Evans, 1990).

This project points out that the incidence of substance abuse disorder 

was higher in patients with schizophrenia. Distribution by diagnosis 

revealed schizophrenia, independently of gender, as the most 

frequent current diagnosis in dual diagnosis group, followed by major 

depression and bipolar ll-mania phase. This finding was consistent 

with Mueser’s (2002) in that patients with schizophrenia were more 

than four times as likely to have dual diagnosis, but not with the 

majority of studies such as Regier’s (1990), Ries’ (1994), Sloan’s 

(1998) and Migdole’s (2002) where dually diagnosed patients were
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more likely to have a mood disorder, with the rate of substance abuse 

in bipolar people being two to three times higher than in those with 

depression. The diagnosis of schizophrenia was over represented 

also in the single psychiatric disorders group but with a significantly 

lower percentage than in dual diagnosis group, regardless of gender.

In both groups, schizophrenic patients with more negative symptoms 

had a high DUMI while those with more positive symptoms had low 

DUMI.

Table 20. The Positive and Negative Symptoms of Schizophrenia

Positive Symptoms Negative Symptoms

• Delusions • Avolition

• Hallucinations • Social withdrawal

• Inappropriate affect • Blunted and flat affect

• Positive formal thought 
disorder

• Alogia

Source: Adapted from Crow (1985).
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One possible interpretation for this finding could be that positive 

symptoms were more noticeable and disruptive for family members 

and for society so that the expression of positive symptom resulted in 

more immediate professional intervention and probable 

hospitalisation. In addition, patients who obtained high scores on 

general psychopathology tended to have poor outcome. These 

findings strongly supported those reported in the literature that in dual 

diagnosis the best single predictor of treatment response was the 

severity (as measured by the PANSS scale for psychopathology) of 

the comorbid psychiatric condition (McLellan et al., 1985).

In Dual Diagnosis patients, the main consumed substance was 

heroin. As secondary drugs, over half of the patients regularly used 

hypnotic drugs (benzodiazepines especially Flunitrazepam) and a 

smaller percentage (17.8%) cannabis. Table 21 compares these 

findings to the drug users’ findings in Greece (EMCDDA-European 

Monitoring Centre for Drug Addiction, 2000).
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Table 21. Comparison of the Findings of the EMCDDA-European

Monitoring Centre for Drug Addiction, 2000 (for drug users) 

with the Results of this Project in Dual Diagnosis patients 
(drug use and Mental Illness).

Drugs Used
EMCDDA
(only
drug users)

DUAL
DIAGNOSIS

Primary Drug Used Heroin 83.7% 100%

Secondary Drug 

Used (1)
Cannabis 51.8% 17.8%

Secondary Drug 

Used (2)
Hypnotic drugs 

(benzodiazepines)

34.7% 63.9%

Heroin was the primary (83.7%) drug used, with cannabis (51.8%) as 

the main secondary drug, followed by hypnotic drugs 

(benzodiazepines) (34.7%). Interpretation of this difference in the 

main secondary consumed drug should take into account the 

psychiatric comorbidity of this project’s sample. Benzodiazepines may 

be a part of their treatment or a medication that a doctor could have
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prescribed to them sometime in their lives for relief from their 

psychiatric symptoms.

An important issue was the risky behaviour detected in the dual 

diagnosis patients group. The majority were injecting heroin users 

reporting sharing needles and syringes. The consequence of this 

risky behaviour was the large percentage of hepatitis C given that half 

of the injecting heroin patients used shared syringes.

7.8.1.1 Practical Problems in the Identification and Management 

of Dually Diagnosed Patients

The most difficult patient population to communicate with is the 

severely ill dual diagnosed since the best predictor of noncompliance 

is to have a substance abuse problem (Vieta, 2003). It appears that 

the period of inpatient treatment in this study’s sample was necessary 

to clarify the diagnosis and to facilitate the detoxification process and 

treatment of the acute phase of mental illness. The majority of 

participants tended to deny or minimise the extent of their substance 

abuse.

In order to engage them in treatment, a gentle confrontation that they 

had drug problem may be needed. Abstinence from all non-prescribed
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drugs was the goal of the inpatient treatment. As Kramer (2003) 

noted, the great paradox in the message that clinicians give to the 

comorbid patients is to “take drugs” that is, comply with the 

psychopharmacological treatment but "don't take drugs" that is, avoid 

all illicit substances. While this paradox might not be difficult for a high 

functioning patient to navigate, for the more severely ill patients who 

may have some cognitive impairment as a function of their illness and 

for whom taking medication is all the more critical, a careful clear and 

supportive method of presenting this message is absolutely essential.

In practical terms, comorbidity is often underestimated and under 

diagnosed by mental health professionals. They avoid treating addicts 

although addictions are part of their training. Similarly, addiction 

treatment centres also face a challenge when dealing with clients with 

severe mental health problems. As a result, dual diagnosis patients 

with past admissions were under diagnosed. Comorbid patients are 

often sent back and forth between psychiatric and drug services 

(‘revolving-door’ patients), not receiving proper assessment or 

treatment (EMCDDA, 2004). Commenting on the issue, EMCDDA 

chairman Marcel Reimen (2004) said: ‘When we see drug users, we 

tend to attribute their problems to their use of drugs. However, more 

often than not, drug-users have comorbid mental health disorders, 

which we often fail to recognise’ (p. 1)/
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Psychiatric units should integrate addiction treatments with psychotic- 

relapse management (Ayuso-Gutierrez, 1997). Ideally, integrated 

treatment would involve clinicians cross-trained in both mental health 

and addiction, as well as a unified case management approach, 

making it possible to monitor and treat patients through various 

psychiatric and substance abuse crises. In the majority of European 

countries treatment staff are not trained to deal with comorbid 

patients, since their training usually is specialized (medicine, 

psychology, social work, etc.) (EMCDDA, 2004). Thus, a 

multidisciplinary comprehension of how to deal with dual diagnosis is 

vital for all levels of treatment staff.

7.8.2 Marital Status

In dual diagnosis patients, marital status was another predictor of 

outcome revealed by multiple regression analysis. Comorbid patients 

who lived with their family (parental or partner/children) had better 

outcome while the poorest outcome was found in those who divorced. 

Divorces mostly occurred at a young age and drug addiction was 

cited as a significant precipitating factor. The patients in Group 2 were 

much younger and it may be important to consider the various 

interpretations of divorce experience considering the age range. 

Regardless of the outcome the majority of the patients were single.
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This may be due to the isolation associated with the psychotic 

process.

According to the literature reviewed, the importance of family and 

non-family social contacts for the outcome of a psychiatric illness is 

now well documented (Breier, 1984; Jackson, 1996). In early 

psychosis those with low non-family social contacts tended to relapse 

earlier (Johnstone et al. 1992) and had poorer earlier outcomes 

(Beiser, 1993). Psychosocial stress and isolation associated with the 

psychotic process may contribute to poor outcome (McGlashan, 

1998).

In the between Groups comparison, with the poorest outcomes in 

Group 1 were patients who were single and in Group 2 were those 

who were divorced. In addition, they had not been involved in 

relationships and they reported significant levels of loneliness. 

Therefore, close relationships were of a great benefit for an individual 

with a mental illness (Frude, 1991). As “increased well-being 

hypothesis” stresses, good personal relationships enhance an 

individual’s personal strength enabling him or her to cope better with 

stressful life events (Willis, 1984).
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An explanation for this positive association between health, well-

being and individual’s involvement in close relationships could be that 

important relationships encourage compliance with certain regimes 

monitored by people who care about their health and well being 

(Rook, 1985). Thus, it was not a surprising finding that both groups’ 

patients with high duration of untreated illness tended to be single. 

Family members typically expressed concern about their relative’s 

disorganised behaviour and this was likely to precipitate asking for 

help from a mental health specialist.

7.9 OTHER FACTORS POSITIVELY OR NEGATIVELY 

CORRELATED WITH THE OUTCOME AND THAT 

DIFFERENTIATED THE PROFILE OF DUAL DIAGNOSIS 

FROM SINGLE PSYCHIATRIC PATIENTS

7.9.1 Suicide

Suicidal behaviour has been reported as an indicator of negative 

clinical outcome in many reviews (Judd et al. 1998). Literature 

suggests that dual diagnosis patients were more likely to have a 

history of suicidal behaviour than single disorder patients. EMCDDA 

(2000) revealed suicide attempts in around 50% of comorbid patients. 

In particular, in the population of patients with schizophrenia,
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episodes of violence and suicide were twice as likely to occur 

among dual as among single diagnosed patients (Anderson, 1998).

On behavioural characteristics of this project’s sample, the records of 

each patient were inspected for evidence of past suicide attempts. 

The groups did not differ with respect to the rate of suicide attempts.

A more detailed analysis in each group revealed a difference in the 

rates of suicide attempts only in relation to diagnoses. In Group 2 

those patients with the diagnosis of major depression had more 

suicide attempts while in Group 1 those with bipolar II (depression 

phase) were more likely to attempt suicide. The results indicated that 

in both Groups the majority of patients who attempted suicide had 

depressive symptomatology. This finding was in accordance to the 

large body of literature on this topic (e.g. Frank, 1999), suggesting 

that depression was highly associated with suicide attempts.

Attempted suicide was the main reason for admission in a psychiatric 

hospital. In particular, bipolar patients had admissions mainly in their 

depressive phase. Thus, independently of how patients felt about 

their act, they were involuntarily admitted to a psychiatric unit by 

relatives, hospital or public services because they attempted suicide. 

This finding may reflect the tendencies of families not to pathologise
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mania. When a patient was in a manic phase and seemed happy and 

full of energy, relatives had no reason to think about admission in a 

psychiatric clinic because manic symptoms are not threatening to 

them or to the patient’s lives. In other words, family members’ 

decision for admission was related not to the severity of 

psychopathology but to how they perceived the danger based on their 

own perceptions.

Results also revealed a significant relationship between means of 

suicide for Group 1 and Group 2. The most frequent method (46%) of 

suicide attempt for Group 1 was the overdose with their prescribed 

psychiatric medication while in Group 2 the overdose of the abused 

substance.
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Conclusion
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CHAPTER 8

Chronic conditions, such as mental illness with probable comorbid 

substance abuse, are universal experiences (Rolland, 1994) and one 

of psychiatry’s greatest challenges. Although specialists in addiction 

have been aware for over twenty years of the intimate relationship 

between mental illness and substance misuses, it was only recently 

that the nature and extent of the problems have become more clearly 

defined. The literature suggests that substance abuse in psychiatric 

patients is associated with an array of negative outcomes including 

increased relapses, rehospitalisations and family burden. Overall, the 

findings of this project were consistent with trends identified in the 

literature.

This project first presented a review of the dual diagnosis literature 

and highlighted a number of key issues that contribute to what we 

currently know about this area. A literature research was conducted 

using PubMed and Psychiatric databases as well as extensive use of 

bibliographies. An investigation was undertaken which aimed to (i) 

evaluate the incidence of the comorbidity of substance abuse with 

major psychiatric disorders in a Greek psychiatric population and of 

that sample; (ii) determine if differences in clinical course, outcome
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and psychosocial factors were present in those with or without 

concomitant substance abuse.

This project determined the predictors of outcome for single and dual 

diagnosis patients in order to help clinicians to improve the outcomes 

by preventing disorders’ chronicity, relapse and poor prognosis.

8.1 THE IMPLICATION THAT THE PREVALENCE OF 

SUBSTANCE ABUSE IS HIGH IN PSYCHIATRIC 

POPULATION

One of the key findings was that patients with a mental illness had 

higher rates of substance abuse than would be expected in the 

general population. This finding supports most prior clinical studies 

(Carrey, 1991; Anderson, 1998; Perkins, 1999; Kessler et al. 2002). 

Therefore, one important implication of this finding was that dual 

diagnosis was not simply a statistical phenomenon of co-occurrence 

(Lehman, 1989) but rather an interactive phenomenon placing 

psychiatric patients at high risk for substance abuse.
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8.2 THE IMPLICATION THAT SUBSTANCE ABUSE WAS

NEGATIVELY AFFECT THE COURSE OF PSYCHIATRIC 

DISORDERS

The profoundly negative impact of substance abuse on the course of 

severe psychiatric disorders has become this study’s major focus of 

attention. Patients with a dual diagnosis were more likely than those 

with a single disorder to have poor outcome (Bergman, 1985; 

Lehman, 1989, Regier, 1990).

It is noteworthy that both this study and that of McLeelan’s (1983) 

found that more severe symptoms, such as schizophrenic symptoms 

which were over-represented in both groups, predicted poorer 

outcomes. The most complex and challenging comorbid patients 

appeared to be those with a substance use disorder and 

schizophrenia.

8.3 THE IMPLICATION THAT DUAL DIAGNOSIS PATIENTS 

HAD DIFFERENTIAL PROFILE

A considerable heterogeneity was found amongst persons with 

mental illness with or without concurrent substance abuse (Lehman, 

1989). A differentiated profile of the dual diagnosis patients from the
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other psychiatric patients was suggested in the sense that they had 

differential demographic and clinical characteristics.

Dual diagnosis patients were younger males of lower socioeconomic 

status who finished high school and had predictably an earlier onset 

of psychiatric disorder and better premorbid adjustment. In addition, 

almost half of the dually diagnosed group had divorced parents and 

were the oldest child in the family, having one more sibling in the 

majority of cases.

Multiple regression analysis revealed different predictors of outcome 

for psychiatric patients with a substance abuse disorder. A diagnosis 

of schizophrenia and divorced marital status with significant levels of 

loneliness appeared to be strong negative predictors of outcome for 

dual diagnosis patients.

Duration of Untreated Mental Illness (DUMI) and Expressed Emotion 

(EE) were the common negative predictors of outcome for single and 

dual diagnosis patients. Therefore, in both Groups early treatment 

(short DUMI) and good family relationships (low EE) which encourage 

patients health and well-being were associated with more favourable 

outcome.
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The combination of pharmacological and psychosocial therapies was 

associated with a more favourable outcome in both groups of 

patients. This finding should help practitioners working in dual 

diagnosis field to understand that medications in conjunction with 

psychosocial therapies were associated with a more favourable 

outcome than medication alone in both groups of patients.

The achievement of a valid diagnostic assessment and the decision 

of appropriate treatment can be difficult. Therefore, the need for 

specialised treatment approaches in dually diagnosed person’s 

conflicts with the traditional treatment philosophies can create 

confusion in clinicians. The method used to instruct patients to 

recognise the prodromal signs and their pathogenesis that was 

presented in this project, appeared to be useful. It helped patients to 

achieve better clinical outcome.

In conclusion, it is worth noting that this project was a prospective 

follow-up investigation of six years duration with a large sample of 

patients and did not utilise retrospective methodology as the majority 

of previous studies (Geddes, 1994) who have attempted to identify 

outcome predictors. This unique feature added substantial value to 

the growing knowledge base in this domain.
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LIMITATIONS

The conclusions of this project must be evaluated in the context of its 

design limitations. The sample was highly controlled. It was 

composed of inpatients only, who were adults (>18 yrs old), in an 

attempt to maintain diagnostic homogeneity.

The majority of the previous studies did not have this project’s 

limitation of inpatients only. The percentage of 22.5 of dual diagnosis 

in the present project concerns only psychiatric inpatients that 

obviously had sufficiently severe psychiatric disorder, such as 

schizophrenia, in order for a clinician to proceed with their admission 

to a psychiatric institution. It is important to note that rates of dual 

diagnosis can vary greatly depending on a number of factors 

including the way dual diagnosis is initially defined, the instruments 

used to measure the disorders, the ability of the clinician to recognise 

the disorders, the population which is investigated and the location in 

which the prevalence research is conducted (Afuwape, 2003).
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Thus, another possible explanation for this variability in comorbidity 

rates between the studies may be the differences in the methods of 

interview (Ghanizadeh, 2000). In the present project, the diagnostic 

evaluations were made not only at the time of admission which is 

associated with increased symptom reports (Rounsaville, 1982) but 

also several weeks after admission. The second evaluation was 

important because drug induced symptoms most typically clear within 

ten days of withdrawal from the drug (Turner, 1990) and cease to 

mask the psychiatric disorder.

Another limitation was that the very early dropouts of some voluntary 

admitted patients, who were consequently excluded by the project, 

might have included patients with the most severe symptoms and that 

the inclusion of these participants might have produced more robust 

data. On the other hand, this limitation was important in order not to 

get a non-valid result for shorter length of hospital stay which could 

be due to premature discharge, as happened in the studies of Lyons 

et al. (1989). This could be avoided if the sample included only non-

voluntary admitted patients who were not permitted to drop out of the 

treatment without the hospital’s permission. But in this project the 

sample included all the types of admissions purposefully for obtaining 

a representative sample of treatment service in a psychiatric setting.
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The definition of variables was based on procedures used in earlier 

studies. For example the assessment of onset of psychiatric 

diagnosis and of the Duration of Untreated Mental Illness (DUMI) was 

made by the mental health team, including the author, based on 

patient’s family members’ reports and records of treating facilities, 

similar to the method of Haas et al. (1992) and Craig (2000). This 

comparability of this project’s methodology with earlier studies was 

designed to and achieves the accumulation of comparable data and 

ultimately adds to scientific knowledge.

However, despite those limitations the project had also 

methodological strengths. Most importantly, the standardised 

assessment of diagnosis, blind to the eventual outcome, was 

performed in a sample composed of inpatients only. The diagnostic 

evaluations were made not only at the time of admission that is 

associated with increased symptom reports (Rounsaville, 1982) but at 

also several weeks after admission. The second evaluation is 

important because drug induced symptoms most typically abate 

within ten days of withdrawal from the drug (Turner, 1990) and cease 

to mask the psychiatric disorder.
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SUGGESTIONS FOR FURTHER RESEARCH

There is important interaction between drug use and psychiatric 

dysfunction. The present project throws some light on this interaction, 

but clearly more research is needed. Researchers still have much to 

learn about the nature of psychiatric comorbidity.

The findings of this project have led to increased appreciation of the 

need to understand the role of substance abuse in a broad array of 

psychiatric disease parameters. Dually diagnosed patients not only 

require intensive psychiatric treatment for mental illness, but 

concomitant treatment for substance misuse symptomatology as well. 

As has been hypothesised, comorbidiy complicates treatment entry, 

diagnosis, motivation and outcomes. Substance abuse appeared to 

add problems such as increased non-compliant behaviours in chronic 

mental illness.

Lehman (1989) raised many questions about dual diagnosis that await 

research with regard to variables that differentiate dual diagnosis 

patients’ profile. This project answered his question about 

demographic and clinical variables that distinguish mentally ill patients 

who abuse substances from those who do not.
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Further investigation of associated psychopathology, clinical course, 

and response to psychosocial and psychopharmacologic treatment of 

psychiatric comorbidity is warranted to design effective treatment 

measures. Controlled studies with adequate sample sizes are 

necessary to determine the best pharmacologic agents to effectively 

treat comorbid conditions. Future research must focus on evaluating 

health promotion and health education programmes in an effort to 

increase dual diagnosis awareness and reduce the stigma attached to 

having a comorbid disorder.

At this point it appears appropriate to suggest that relapse prevention 

must be designed not only for patients with single disorders, but dual 

disorders also even though the best predictor of relapse in mentally ill 

patients is substance abuse (Kessler, 2002).

Dual diagnosis populations are heterogeneous, so there are many 

combinations of substance use and mental illness to be the subject of 

research studies. There are opportunities for research by all 

professionals working in the field, in order to build up a bigger picture 

of dual diagnosis. Challenges are amplified and may stretch mental 

health professionals who work with this under researched population.
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APPENDICES

PRODROMAL SIGNS QUESTIONNAIRE

These questions are about how you feel and how things have been 
with you during the past 6 weeks. For each question, please give the 
one answer that comes closest to the way you have been feeling.
How much of the time during the past 6 weeks:
(please tick the appropriate box).

APPENDIX A

All of
the
time

Most
of
the
time

Some 
of the 
time

None
of
the
time

Tense and nervous

Difficulties in concentrating 
and sustaining thought which 
reduces ability to read or hold 
a conversation
Reduced appetite

Reduced ability to enjoy 
usual interests
Less than two or three hours 
sleep (insomnia) or 
hypersomnia
Increase in abuse of 
drugs/alcohol

More talkative than usual

Excessive involvement in 
activities
Hear voices or see things

Thought broadcast so that 
other people can hear them
Feel under the control of 
some external power
Other

The same questionnaire is answered by family members.
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APPENDIX B

LIFE EVENTS QUESTIONNAIRE

RANK LIFE EVENT STRESS VALUES
(0-100)

1 Death of Spouse

2 Divorce

3 Marital Separation

4 Jail term

5 Death of close Family Member

6 Personal injury or Illness

7 Marriage

8 Fired at work

9 Marital reconciliation

10 Retirement

11 Change in Health of Family Member

12 Pregnancy

13 Sex difficulties

14 Gain of new Family Member

15 Business Readjustment

16 Change in Financial State

17 Death of Close Friend

18 Change to different line of work

19 Change in number of arguments with 
spouse

20 Mortage over€ 10,000

21 Please state other life event

Adapted from “The Social Adjustment Rating Scale” by T. H. Holmes 
and R. H. Rahe (1967).
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CONTEXT AND HISTORICAL DEVELOPMENT OF THE PROJECT
APPENDIX C

This project was supported by “Athens Neuropsychiatrie Hospital” in 

Athens, Greece where I am the lead researcher for the European 

Monitoring Centre for Drug Addiction (EMCDA). All the questionnaires 

used in this project were provided by the Department of Psychiatry of 

the Athens University Medical School, which supports the EMCDA 

program for Greece.

The EMCDA operates within the framework of the Council of Europe. 

The aim of the EMCDA is defined as to study drug use and trafficking 

problems from a multidisciplinary perspective (epidemiology, 

prevention, treatment, rehabilitation, criminal justice issues, etc.) 

(EMCDA, 1997).

In 1989, a pilot study was carried out in London and in 1991, eleven 

cities participated in a developmental project. Standard definitions, a 

core data set, and data collection procedures, which were similar as 

possible, were discussed and agreed upon. A definite protocol was 

produced, discussed at meetings and subsequently revised (Hartnoll, 

1994). In the years, which followed this protocol, was implemented at 

city as well as at national level in many different places (e.g. Greece, 

Spain, etc.).
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The data for the EMCDA project were collected at national level in 

Greek psychiatric hospitals under the supervision of the Department 

of Psychiatry of the Athens University Medical School. As the “Athens 

Neuropsychiatrie Hospital’s” psychologist and the lead researcher for 

EMCDDA, I submitted to the EMCDA of about 1000 filled in 

questionnaires during individual interviews (APPENDIX D) with the 

patients admitted in the Neuropsychiatrie Hospital in the period 1995- 

2001.

The hospital is located in Athens, Greece and has inpatient treatment 

services for patients with psychiatric and/or substance abuse 

disorders with voluntary or involuntary hospitalisations. The population 

in this hospital comprised both sexes, and broad ranges of age and 

degree of mental handicap. Patients were referred on the basis of the 

severity of their acute psychopathology with respect to dangerousness 

and because of the exacerbation of a long-standing disorder. 

Assessments and treatments were performed by a team of 

psychiatrists and clinical psychologists who work as full-time clinicians 

in the hospital. Part of this team is the author of this project.

The planning and execution of this project was facilitated by the 

experience gained the author in the course of previous research with 

the EMCDDA team.
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Drug  H



A What and how much were you using 5 What and how much were your family 
members using'?

B. 1 low often were you using? How often were other family members using9

C  What did alcohol or drugs help you or other family members do that could not be 
done without using?

w

l). What thoughts, feelings, or situations problems did using help you or other family 
members to avoid?

H. What happened 10 you or other family members as a result of using9

F. I low did people around vou act when they used9 Was there vlolence1 Was there 
divorce, money worries, or other problems0

G. What crimes did you or other family members commit or what trouble did you o 
they get into0
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APPENDIX E

PAS QUESTIONNAIRE

Sociability and isolation

Would you describe X between ages 5 and 11 as outgoing and liking 
the company of others or as shy and withdrawn?(1) Not withdrawn, 
active social interaction^) Mild withdrawal, enjoyed socialization when 
involved—occasionally sought opportunities to socialized) Moderately 
withdrawn, given to daydreaming and excessive fantasy, did not seek 
contact(7) Unrelated to others, isolated, avoided contacts2. Peer 
relations

Did X make friends easily during childhood? How many friends did X 
have? Were there any really close friends?(1) Many friends, close 
relationships^) Casual friends only(5) Deviant friendship patterns: 
only friendly with children older or younger(7) Socially isolated, not 
even superficial relationships^ Scholastic performance

What sort of student was X between ages 5 and 11? Did X come at 
the top or bottom of his/her class?(1) Excellent student, top of class(3) 
Average student(5) Failing all classes(7) Required special educations 
Adaptation to school

Did X get into trouble at school during childhood? How much and what 
kind of trouble?(1) Good adaptation, enjoyed school, no discipline 
problems(3) Fair adaptation, occasional discipline problems, not very 
interested in school(5) Poor adaptation, disliked school, frequent 
truancy and discipline problems(7) Refused to have anything to do 
with school—delinquency or vandalism directed against school5. 
Interests

During childhood did X have many interests and hobbies? Did his/her 
interests involve others?(1) Active, involved in a range of school, 
sporting, and social activities and hobbies(3) Involved in one school, 
sporting, or social activity with other young people(5) Introverted 
interests—one or a few hobbies which required no contacts with 
others(7) No interests—withdrawn and indifferent toward interests of 
the average youngster
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APPENDIX F

Hamilton Depression Rating Scale

C lin ic  No. D ale R atin g  No. C o d e  N u m b e r
Sm  Age P a tie n t’s N a m e . . . . .
P a tie n t’s A d d r e s s . T e l.

Item Range Scoi

1. D ep ressed  m ood 0 -4
2. G u ilt 0 4
3. S u ic ide 0 4
4. Insom n ia  in itia l 0 -2
5. Insom n ia  m idd le 0 -2
6. Insom n ia  d e la ye d 0 -2
7. W ork and  in terest
8, R etarda tion

0 4

9. A g ita tion 0 4
10, A nx ie ty  (p sych ic ) 0 4
11. A nx ie ty  (som atic ) 0 4
12, S om atic  g as tro in tes tina l 0 -2
13, S om atic  genera l 0 -2
14. G en ita l 0 -2
15. H ypo ch o nd rias is 0 -2
16, Ins igh t 0 4
17, Loss o f w e igh t 0 -2

D iurnal va ria tio n  (m orn ing, a fte rnoon , even ing) 0 -2
D epe rsona liza tion 0 4

P arano id  sym p tom s 0 4
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APPENDIX G

Complete List of DSM-IV Codes

«•An asterisk (*) marks those locations where "Sedative" stands for 

"Sedative, Hypnotic and Anxiolytic"

«In the mood disorders, the fifth digit is used to denote severity for 

Major Depressive, Manic, and Mixed episodes: .01 = Mild; .02 = 

Moderate; .03 = Severe Without Psychotic Features; .04 = Severe 

With Psychotic Features; .05 = In Partial Remission; .06 = In Full 

Remission; .00 = Unspecified

Alphabetical DSM-IV Codes

Name Number

Bipolar Disorder NOS 296.80

Bipolar I Disorder Most Recent Episode Depressed 296.5x

Bipolar I Disorder Most Recent Episode Hypomanie 296.40

Bipolar I Disorder Most Recent Episode Manic 296.4x

Bipolar I Disorder Most Recent Episode Mixed 296.6x

Bipolar I Disorder Single Manic Episode 296.Ox
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Bipolar 1 Disorder, Most recent episode Unspecified 296.7

Bipolar II Disorder 296.89

Cannabis Abuse 305.20

Cannabis Dependence 304.30

Cocaine Abuse 305.60

Cocaine Dependence 304.20

Depressive Disorder NOS 311

Eating Disorder NOS 307.50

Hallucinogen Abuse 305.30

Hallucinogen Dependence 304.50

Hallucinogen Persisting Perception Disorder (Flashbacks) 292.89

Inhalant Abuse 305.90

Inhalant Dependence 304.60

Major Depressive Disorder Recurrent 296.3x

Major Depressive Disorder Single Episode 296.2x
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Opioid Abuse 305.50

Opioid Dependence 304.00

Other (or Unknown) Substance Abuse 305.90

Other (or Unknown) Substance Dependence 304.90

Polysubstance Dependence 304.80

Psychotic Disorder Due to [General Medical Condition], With 

Delusions

293.81

Psychotic Disorder Due to [General Medical Condition], With 

Hallucinations

293.82

Psychotic Disorder NOS 298.9

Schizoaffective Disorder 295.70

Schizophrenia Undifferentiated Type 295.90

Schizophrenia, Catatonic Type 295.20

Schizophrenia, Disorganized Type 295.10

Schizophrenia, Paranoid Type 295.30

Schizophrenia, Residual Type 295.60
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Schizophreniform Disorder 295.40

Substance [Amphetamine, Caffeine, Cannabis, Cocaine, 

Hallucinogen, Inhalant, Phencyclidine, Sedative*, Other (or 

Unknown)]-lnduced Anxiety Disorder

292.89

Substance [Amphetamine, Caffeine, Cannabis, Cocaine, 

Hallucinogen, Inhalant, Nicotine, Opioid, Phencyclidine, Sedative*, 

Other (or Unknown)]-Related Disorder NOS

292.9

Substance [Amphetamine, Caffeine, Cocaine, Opioid, Sedative*, 

Other (or Unknown)]-lnduced Sleep Disorder

292.89

Substance [Amphetamine, Cannabis, Cocaine, Hallucinogen, 

Inhalant, Opioid, Phencyclidine, Sedative*, Other (or Unknown)]- 

Induced Psychotic Disorder, With Delusions

292.11

Substance [Amphetamine, Cannabis, Cocaine, Hallucinogen, 

Inhalant, Opioid, Phencyclidine, Sedative*, Other (or Unknown)]- 

Induced Psychotic Disorder, With Hallucinations

292.12

Substance [Amphetamine, Cannabis, Cocaine, Hallucinogen, 

Inhalant, Opioid, Phencyclidine, Sedative*, Other (or Unknown)] 

Intoxication Delirium

292.81

Substance [Amphetamine, Cannabis, Cocaine, Hallucinogen, 292.89
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Inhalant, Opioid, Phencyclidine, Sedative*, Other (or Unknown)] 

Intoxication

Substance [Amphetamine, Cocaine, Hallucinogen, Inhalant, Opioid, 

Phencyclidine, Sedative*, Other (or Unknown)]-lnduced Mood 

Disorder

292.84

Substance [Amphetamine, Cocaine, Nicotine, Opioid, Sedative*, 

Other (or Unknown)] Withdrawal

292.0

Substance [Amphetamine, Cocaine, Opioid, Sedative*, Other (or 

Unknown)]-lnduced Sexual Dysfunction

292.89

Substance [Inhalant, Sedative*, Other (or Unknown)]-lnduced 

Persisting Dementia

292.82

Substance [Sedative*, Other (or Unknown)] Withdrawal Delirium 292.81

Substance [Sedative*, Other (or Unknown)]-lnduced Persisting 

Amnestic Disorder

292.83
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APPENDIX I

Camberwell Family Interview

1. Do others know about the mental illness? (If so) how did they 

find out?
2. Do you think it is better to keep it a secret? Why?

3. If others knew about the mental illness, what do you think they 

would think?
4. Do you think mental illness is disgraceful? Why?

5. Has the patient been looked down on, discriminated against, or 

unfairly restricted because of the illness?

6. Is the patient worried about being discriminated against?

7. Has the discrimination or fear of discrimination affected the 

patient’s feelings, work, study, ability to find a spouse, self- 

respect or social activities?
8. Are other family members concerned about discrimination 

against the patient? Has this concern affected their work, social 

activities or feelings?
9. Have other family members been concerned about being 

discriminated against themselves or have they actually been 
discriminated against because there is a person with a mental 

illness in the home?
10. Has this concern about discrimination or actual discrimination of 

healthy family members affected their work, social functioning, 

ability to find a spouse or feelings?
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APPENDIX J

F a rm  It/ Q u e s t io n n a ir e  (F C J )

Mow often does fhis 
haotjen1?

Mow much does this 
bother you*7

—low well do you le*?l able 
to control and cope wiih
ih«s bebaviotkv

1  ■« never
2  *  rarely
3 3om&1im«s
4. •*» frequenlly 
S — always

1  = no! at ah
2 a httie
3  a moderately
4 mm Cju te a lot
ft ss cjdn«.idurably

f  m  noi ai all
2  lathy badly
3 =* adequately
-1 reasonably well 
ft = as well ¿is possible

Mow often does this Mow rnucti does this 
bother you ‘7

how we I uu you iwe 
abl<? *o con!rol and 
cope with» thes 
behaviour'?

Hiecxuirses restless e g
pa tiny  aDC'iil. ">ot 
sittir^g Ihmugb mr»als 

Ccmpiams ol
headaches !>r tithe* 
p*iins

Is unpredictable or 
impui s»ve

Mils or hurts people 
C-ie-Ts norsy or shouts a 

lot
Is jnusualiy tuasy or 

firMcky about ttnogs 
Gets txired very irasily 

O f  has difficulty 
occupytr»g hirrse 1/ 
herself

Gels i<?aious of either
rn«?»-nt:̂ rrs o* the family
OT Ine-ndS

Lacks interest «o frieoda 
and relafivca 

Is odd • ns appearance 
•nanoer or movement 

AvCMd-9 mcclmg people 
Get5. deslmclivc! or 

xnocks things about
in fh# hous4:

Talks to hum&eibher&etl 
Or imagifiiiry 
companions 

WakcVgets up
unusually early ir» ¿the
mivni'bg 

Grurr hies, a tot
Sits or lies. aroewnd not 

domg much 
rinnki. peuptf are 

agAinct him/her 
Lacks coocentralion and 

atlenl or»
Slow at doing things 
Stays out very la 'c at 

n*ghrt
Becomes irritable and 

©ashy upset 
Is uncrean and unluiy 
Spend* tong periods 

atone
Has marked cifficuHios 

with rnencry suen as 
no! being able to hnd 

h f s; r»er way remvo- 
ditric ulty 
renemOeri rvg 
pcope  s houses 

t  »presses odd ideas 
Has uousiaal fears

1 2 3 4 ft t 2 3 4 ft t 2 3 4 5

t 2 3 4 5 1 2 3 4 ft . 2 3 4 ft

l 2 3 4 S 1 2 3 4 s 1 2 3 4 5
1 2 3 4 ft 1 2 3 • ft t 2 3 4 ft

f 2 3 4 & 1 2 3 4 ft 1 2 .3 4 ft

2 3 4 ft 1 2 3 4 ft t 2 3 4 S

1 2 3 4 ft 1 2 3 4 5 1 2 3 4 ft

t 2 3 4 5 1 2 3 4 ft t 2 3 4 ft

1 2 3 4 5 1 2 3 4 ft 1 2 3 4 ft

t 2 3 4 ft t 2 i 4 ft 1 2 *1 4 5
l 2 3 1 5 1 2 3 4 & t 2 .1 ft

1 2 3 4 ft 1 2 3 4 5 t 2 3 4 ft

1 2 3 •1 3 t 2 3 4 ft l 2 3 4 S

f 2 3 4 5 1 2 3 4 S 1 2 s 4 ft
1 2 3 4 S 1 2 3 4 ft 1 2 3 4 ft

l 2 3 4 i> 1 2 3 4 ft 1 2 3 4 s

1 2 3 4 s 1 ? 3 4 ft 1 2 3 4 ft

1 2 3 4 !» 1 2 3 4 ft * 1 2 3 4 ft
t 2 3 4 ft t 2 3 4 ft 1 2 3 4 5

1 2 3 4 ft 1 2 3 4 s 1 2 3 4 ft

1 2 3 4 ft 1 2 3 4 5 1 2 3 4 ft
1 2 3 4 ft 1 2 3 4 ft 1 2 3 4 s

1 2 3 4 5 1 2 3 4 ft 1 2 3 4 5

t 2 3 4 5 1 ■> 3 4 ft 1 2 3 4 ft

1 2 3 4 5 1 2 3 4 5 1 2 3 4 *.
1 2 3 4 ft t 2 3 4 ft 1 2 3 4 ft
1 2 3 4 ft t 2 3 4 5 1 2 3 4 5
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F am ily  Q u estion na ire  (FQ) 19

C o n tin u e d

Is u n u s u a lly  c h e e rfu l o r  
e x c ite d .

T a lk s  or lau g h s  to 
h im s e lf/h e rs e lf .

S ays  n o th in g  w h en  
s p o k e n  to

Fritte rs  m o n e y  a w a y
A b u s e s  drug s .
D rin k s  e x c e s s iv e ly
H a s  d iffic u lty  in g e ttin g  

to  s le e p
H a s  u n u s u a l h a b its  o r  

rou tines , e  g  in 
d re s s in g , o r h o a rd in g  
s tra n g e  th in g s

H a s  p o o r a p p e t ite /d o e s  
not w a n t to  e a t

H a s  rou tines of d o in g  
th in g s  o n ly  in a  
c e rta in  w a y

K e e p s  to h im s e lf/h e rs e lf  
a  lot

A c c u s e s  o r th re a ten s  
p e o p le

H a s  p e rio d s  o f p a n ic  or 
a n x ie ty

A cts  in a  b iz a rre  w ay .
H a s  row s o r q u a rre ls
W o rrie s  a lot a b o u t 

th in g s
S w e a rs  or is  ru d e  to  

p e o p le
G e ts  m is e ra b le  an d  

d e p re s s e d
P ays  in su ffic ie n t 

to w ard s  keep .
T a lk s  n o n s e n s e  w h en  

s p o k e n  to
M ix e s  w ith  u n d e s ira b le  

co m p a n y .
R e fu s e s  to ta k e

m e d ic a tio n  (ta b le ts  or 
in je c tio n s ).

A n y  o th e r  p ro b le m s  
(p le a s e  s p e c ify ).

1 2 3 4 5 1 2 3 4 5 1 2 3 4 5

1 2 3 4 5 1 2 3 4 5 1 2 3 4 5

1 2 3 4 5 1 2 3 4 5 1 2 3 4 5
1 2 3 4 5 1 2 3 4 5 1 2 3 4 5
1 2 3 4 5 1 2 3 4 5 1 2 3 4 5
1 2 3 4 5 1 2 3 4 5 1 2 3 4 5

1 2 3 4 5 1 2 3 4 5 1 2 3 4 5

1 2 3 4 5 1 2 3 4 5 1 2 3 4 5

1 2 3 4 5 1 2 3 4 5 1 2 3 4 5

1 2 3 4 5 1 2 3 4 5 1 2 3 4 5

1 2 3 4 5 1 2 3 4 5 1 2 3 4 5

1 2 3 4 5 1 2 3 4 5 1 2 3 4 5

1 2 3 4 5 1 2 3 4 5 1 2 3 4 5
1 2 3 4 5 1 2 3 4 5 1 2 3 4 5
1 2 3 4 5 1 2 3 4 5 1 2 3 4 5

1 2 3 4 5 1 2 3 4 5 1 2 3 4 5

1 2 3 4 5 1 2 3 4 5 1 2 3 4 5

1 2 3 4 5 1 2 3 4 5 1 2 3 4 5

1 2 3 4 5 1 2 3 4 5 1 2 3 4 5

1 2 3 4 5 1 2 3 4 5 1 2 3 4 5

1 2 3 4 5 1 2 3 4 5 1 2 3 4 5

1 2 3 4 5 1 2 3 4 5 1 2 3 4 5

T h a n k  you v e ry  m u c h  fo r  your h e lp
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APPENDIX K

Consent Form and the Information that was given to patients 

about this study.

Subject Name...................................................................................

Identifying number.........................................................................

CONSENT TO PARTICIPATE IN RESEARCH

This research is part of a PhD programme pursued by the 

psychologist of the hospital Tina Coclami and supervised by Dr 

Malcolm Cross at City University, London. The choice to consent to 

participate or otherwise will have no bearing on the treatment offered. 

You should read the information below, and ask questions about 

anything you do not understand, before deciding whether or not to 

participate.

Purpose of Study

The purpose of the present project is to compare and evaluate the 

differential characteristics of drug-abusing and non-drug-abusing 

psychiatric patients in order to explore the relative roles these 

demographic and clinical variables may play in the course of their 

illness.
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Anticipated Benefits from participating in this study.

You may not receive any direct benefit from participating but with the 

information gained from this study, we hope to throw some light on the 

interaction between drug use and psychiatric dysfunction. Research 

studies are designed to gain scientific knowledge that may help other 

people in the future.

Privacy and Confidentiality

This project ensures the anonymity of the subjects by replacing 

patient’s names with unique identifying numbers before the 

statistical procedures begin. All subjects will be given study 

identification numbers and no part of this research will appear in the 

subjects’ medical record. Data management is in a secured research 

area to further protect privacy. When the results of the research are 

published or discussed in conferences, no information will be included 

that would reveal your identity.

Identification of the Investigator

Please do not hesitate to discuss with Ms Coclami (room 3, 1st floor) if 

you need any further information.
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Signature of Research Subject

I am being invited to voluntarily participate in this research project.

I have read, or someone has read to me, and I understand the 

information provided above.

I have been given an opportunity to ask questions and all of my 

questions have been answered to my satisfaction.

By signing this form, I willingly agree to participate in the 

research it describes.

Signature of Subject

Signature of Investigator

I have explained the research to the subject, and answered all of his 

or her questions. I believe that he or she understands the information 

described in this document and freely consents to participate.

Tina Coclami
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