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Objective: The study examined the extent of clinical recognition of comorbid
substance use disorders and the clinical management of these disorders
among inpatients hospitalized for an acute exacerbation of schizophrenia.
Methods: Medical records of 42 inpatients who met research diagnostic crite-
ria for both schizophrenia and a current substance use disorder were re-
viewed for information about admission evaluation, inpatient management,
discharge diagnosis, and disposition. Results: Alcohol use disorders were the
most frequent co-occurring substance-related diagnoses, found for 86 per-
cent of the dually diagnosed inpatients. Twenty-four patients (57 percent) did
not receive a diagnosis of a substance-related disorder at admission, and 19
(45 percent) did not receive a substance-related diagnosis at discharge. Re-
ferral to inpatient or outpatient substance abuse treatment was documented
for a minority of subjects. Conclusion: The results suggest that improvements
are needed in the process of clinical care for inpatients with schizophrenia
who have co-occurring substance-related disorders. They highlight a need
for education of health care providers and continuous quality improvement
in this area. (Psychiatric Services 49:82-85, 1998)

quently among individuals with

schizophrenia. Large-scale in-
vestigations such as the Epidemiolog-
ic Catchment Area study have shown
that the odds of meeting criteria for a
substance use disorder are 4.6 times
higher for individuals with schizo-
phrenia compared with the rest of the
population (1). The prevalence of cur-
rent substance use (within the past 30
days) among inpatients with schizo-
phrenia has been reported to range
from 29 percent to 50 percent (2,3).

S ubstance use disorders occur fre-

Substance abuse in this dually di-
agnosed population contributes to
increased hospital admissions and
poor treatment outcomes (4-9). De-
spite the prevalence and impact of
substance use disorders in schizo-
phrenia, previous studies indicate
deficiencies in the quality of care
provided for this population (10-13).

Essential elements of high-quality
care for substance use disorders in-
clude appropriate evaluation and
clinical management (14-18). Key
aspects of inpatient evaluation of a
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substance use disorder are obtaining
and recording a substance use histo-
ry and establishing and recording an
accurate diagnosis. Patient veracity
as well as physician vigilance influ-
ence the quality of these care pro-
cesses (2,10-12). Even when accu-
rately diagnosed and documented,
substance use disorders may still go
untreated among patients with schiz-
ophrenia (19).

Some of the measurable indicators
of inpatient management of a sub-
stance use disorder include the pro-
vision of withdrawal prophylaxis, re-
ferral to inpatient substance abuse
treatment, and diagnosis and treat-
ment referral at discharge. For pa-
tients with schizophrenia who have
received a diagnosis of a substance
use disorder, disposition, including
treatment referral, is particularly im-
portant (18). For example, when such
a patient makes the transition from
inpatient to outpatient care, commu-
nication of the substance use diagno-
sis to outpatient providers and refer-
ral to appropriate substance abuse
treatment is necessary to ensure con-
tinuity of care.

The purpose of this descriptive
study was to examine the extent of
clinicians’ recognition of comorbid
substance use disorders among inpa-
tients with schizophrenia who had a
comorbid substance use disorder as
diagnosed by researchers using a
structured interview. We expected
that clinicians would often not rec-
ognize substance use disorders in
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Table 1

Demographic and diagnostic charac-
teristics of 42 inpatients with schizo-
phrenia and comorbid substance use
disorders

Variable N %
Ethnic group
Caucasian 18 43
African American 24 57
Sex
Male 40 95
Female 2 5
Substance use disorder!
Alcohol dependence 30 71
Alcohol abuse 6 14
Cocaine 5 12
Cannabis 5 12
Other 6 14
Polysubstance 3 7

! Some patients had more than one diagnosis.
In the category of “other” the substances of
abuse were amphetamines, benzodiazepines,
or inhalants. A polysubstance-related diagno-
sis reflects abuse of or dependence on three
or more substances.

patients admitted to an acute psychi-
atric unit. We also wanted to explore
issues of clinical management, in-
cluding whether patients would re-
ceive a referral to inpatient sub-
stance abuse treatment programs, a
discharge diagnosis of a substance
use disorder, and a referral to outpa-
tient treatment services at dis-
charge. In addition, we hypothe-
sized that a majority of patients di-
agnosed with alcohol dependence
would not receive alcohol withdraw-
al prophylaxis.

Methods

Sample

Subjects for this study were identi-
fied from among participants in a
longitudinal study of outcomes of
care for schizophrenia (9). Subjects
who were included in the study met
DSM-III-R criteria for schizophrenia
as confirmed by the Structured Clin-
ical Interview for DSM-III-R (SCID)
(20), were between 18 and 55 years
old, and provided written informed
consent. The SCID is a diagnostic
tool that can be used in clinical set-
tings to ensure that all diagnoses are
systematically evaluated (20). The
SCID was administered by a trained
clinical research assistant who is a li-
censed clinical social worker. Sub-

jects also had to meet DSM-III-R cri-
teria for a current substance use dis-
order as determined by the SCID. All
subjects had a lifetime diagnosis of a
substance use disorder, with sub-
stance use in the past 30 days. All
treating physicians were blind to the
structured-interview diagnosis of a
substance use disorder.

Subjects were recruited between
February 1992 and May 1993 from
the acute psychiatry inpatient units
of two facilities, the Little Rock Vet-
erans Affairs Medical Center, a 276-
bed tertiary care facility, and Ar-
kansas State Hospital, the primary
inpatient facility for the state’s men-
tal health system, with approximately
200 beds. Records of previous ser-
vices received from the VA medical
center, including diagnosis and treat-
ment of a substance-related disorder,
were available to inpatient providers
on request. Admission to the state
hospital for acute psychiatric care re-
quired a screening and referral from
the patient’s local mental health cen-
ter. The screening provided informa-
tion on the patient’s current symp-
toms and history, including psychi-
atric and substance-related diag-
noses.

Forty-two patients with SCID-
confirmed diagnoses of both schizo-
phrenia and a current substance use
disorder were included in the study.
Three additional subjects from the
longitudinal study who met the in-
clusion criteria were not included in
the study reported here because
medical records were not available.
These subjects did not differ from the
included subjects in age, race, dura-
tion of illness, educational level, or
employment status.

Twenty-three patients (55 per-
cent) were enrolled from Arkansas
State Hospital and 19 (45 percent)
from the VA medical center. The pa-
tients from the two facilities did not
differ significantly in age, race, du-
ration of illness, educational level,
or employment status. The mean*
SD age of the sample was 37.3+5.8
years. The mean duration of illness
was 13.2+ 8.5 years. The sample in-
cluded 40 men (95 percent) and two
women (5 percent). The women did
not differ from the men in the areas
evaluated and therefore were not ex-
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cluded from the study. Twenty-four
patients (57 percent) were African
American, and 18 (43 percent) were
Caucasian.

Instrument and procedures

Medical records were reviewed by a
physician (the first author) to exam-
ine two areas of the inpatient process
of care—the admission evaluation
and inpatient management, includ-
ing disposition. Specific areas re-
viewed were admission diagnosis,
laboratory toxicology screens ob-
tained on admission, alcohol with-
drawal prophylaxis, substance abuse
treatment focus in the patient’s treat-
ment plan, referral to substance
abuse treatment during inpatient
hospitalization, discharge diagnosis,
and referral to outpatient substance
abuse treatment at discharge.

The provision of prophylaxis for al-
cohol withdrawal was defined as an
order for benzodiazepines, either
scheduled or as needed (21,22), and
one or more of the following: an or-
der for thiamine, an order for fre-
quent monitoring of vital signs, or an
order for an assessment of subjective
signs of withdrawal.

Data analysis included two compo-
nents, descriptive analysis of SCID
diagnoses and elements from the
medical record review and compari-
son of demographic and clinical char-
acteristics of subjects who received a
substance use diagnosis at discharge
and those who did not. Chi square
and two-tailed t tests were used. The
significance level was set at .05.

Results
Table 1 shows the frequency of SCID
substance use diagnoses for all sub-
jects. Some patients had more than
one diagnosis; 32 (76 percent) met
criteria for only one substance use
disorder, and ten (24 percent) met
criteria for two or more. Alcohol use
disorders were the most frequent,
with 30 patients meeting diagnostic
criteria for current alcohol depen-
dence and six for alcohol abuse. Five
patients had a cocaine use disorder,
and five had a cannabis use disorder.
The medical record review re-
vealed that in this sample of patients
with SCID-confirmed dual diag-
noses, 24 patients (57 percent) did
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not receive an admission diagnosis of
a substance use disorder. A urine
drug screen was completed on ad-
mission for 38 (90 percent) of the pa-
tients. Alcohol screening tests, either
a blood or urine alcohol concentra-
tion test or a breath analysis test,
were obtained for 28 patients (67 per-
cent). At discharge, substance use di-
agnoses were not recorded for 19 of
the patients (45 percent). Alcohol use
disorders were the most frequently
missed diagnoses; 17 (47 percent) of
the 36 patients with SCID-con-
firmed alcohol use disorders did not
receive a substance use discharge di-
agnosis.

Demographic characteristics of pa-
tients with and without a diagnosis of
a substance use disorder at discharge
were compared. Caucasians were
less likely to receive a comorbid sub-
stance use diagnosis (39 percent)
than African Americans (67 percent),
although the difference was not sta-
tistically significant (p=.07). Patients
who did not receive a discharge diag-
nosis of a substance use disorder had
significantly fewer years of education
than subjects who did (mean of 11.2
years versus 12.8 years; two-tailed t
test, t=-2.6, df=37, p<.05).

Review of the management of sub-
stance use disorders revealed that al-
cohol withdrawal prophylaxis was or-
dered for ten (33 percent) of the 30
subjects with a SCID-confirmed di-
agnosis of current alcohol depen-
dence. For 28 patients (67 percent),
the substance use disorder was ad-
dressed in treatment planning, and
16 (38 percent) were referred for in-
patient substance abuse treatment
during their inpatient hospitaliza-
tion. Referral to outpatient substance
abuse treatment at discharge was
documented in eight (19 percent) of
the records.

Discussion and conclusions

Overall, the results of this study indi-
cate that among patients with schizo-
phrenia and a comorbid substance
use disorder who were hospitalized
on psychiatry units, the substance
use disorder was frequently unde-
tected. Although this finding is not
surprising, it does suggest a need for
improvements in the quality of care
delivered to this population. In this
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sample of patients whose diagnoses
of both schizophrenia and a sub-
stance use disorder were confirmed
by a structured clinical interview, 85
percent had an alcohol use disorder.
This result is consistent with findings
of other studies.

For patients with schizophrenia
who have a substance use disorder
that has not been clinically identi-
fied, alcohol is the most common
substance of abuse (2,6,8). Despite
extensive research findings of a high
prevalence of alcohol use disorders

The most
clinically pertinent
findings are the lack
of documentation of a
substance use diagnosis by
the inpatient physician
and the lack of referral
to outpatient substance
abuse treatment at
the time of

discharge.
E

among patients with schizophrenia,
these disorders frequently are not
recognized or documented in the
clinical setting and, as we found, are
often not adequately managed by
clinicians (2,13,19).

Although the substance use disor-
der was addressed in treatment plan-
ning for a majority of the patients in
our study (67 percent), only 38 per-
cent received a documented referral
to inpatient substance abuse treat-
ment during hospitalization, and only
19 percent received a referral for
outpatient substance abuse treat-
ment at discharge. Explanations for
these findings are not immediately

apparent because facilities in our
study had adequate treatment op-
tions to which to refer patients with
substance use disorders. At the time
of the study, the VA medical center
had specialized inpatient and outpa-
tient treatment programs for patients
with a dual diagnosis in addition to
standard psychiatric programs.

Substance abuse treatment and
mental health services at the state
hospital existed as parallel systems of
care. Therefore, to enter substance
abuse treatment, the patient re-
quired a specific referral by the inpa-
tient or outpatient mental health
provider. Nonetheless, these findings
are consistent with those of Brady
and colleagues (23), who reported
that fewer than half of psychiatric in-
patients who have a current or past
history of a substance use disorder
also receive inpatient or outpatient
treatment for the disorder. In their
study, patients with schizophrenia
were the least likely to receive such
treatment.

In our study, neither age nor dura-
tion of illness was associated with the
SCID-confirmed diagnosis of a co-
morbid substance use disorder. Sub-
jects who received a substance use
discharge diagnosis had more years
of education, although the difference
between groups was less than two
years. Although racial differences in
discharge diagnoses were not statisti-
cally significant in our study, they are
similar to those in a recent report by
Strakowski and associates (24), who
found that of 490 patients seen by a
psychiatry emergency service, Af-
rican-American patients were signifi-
cantly more likely than Caucasian pa-
tients to be diagnosed as having both
schizophrenia and a substance use
disorder.

In our opinion, the most clinically
pertinent findings of this study are
the lack of documentation of a sub-
stance use diagnosis by the inpatient
physician and the lack of referral to
outpatient substance abuse treat-
ment at the time of discharge. In pro-
viding continuity of care, the dis-
charge diagnosis is a primary method
of communication between inpatient
and outpatient care settings. Al-
though the design of our study did
not allow for definitive conclusions
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about these issues or causal explana-
tions, our results do suggest that fu-
ture research should examine why
these disorders go undocumented
and unmanaged in acute settings.
Possibilities might include an exami-
nation of whether clinicians feel a
lack of “ownership” for treating the
disorder (25), or whether they lack
knowledge of a formal method for de-
tecting and diagnosing substance use
disorders (11,26).

In addition, patients who require
an acute psychiatric hospitalization
may be unwilling to provide a reli-
able history or may be unable to do so
because of cognitive impairment
(11,17). Future research is needed to
explore the ability or willingness of
patients with schizophrenia to pro-
vide an accurate substance use histo-
ry. This information, coupled with
vigilant laboratory documentation,
will help provide essential data for
clinicians to accurately detect, diag-
nose, and treat comorbid schizophre-
nia and substance use disorders.

Another implication of these re-
sults for future research and educa-
tion is the lack of clinical recognition
and management of current alcohol
use disorders on acute psychiatry
units. Orders for alcohol withdrawal
prophylaxis were not given for 20
subjects with SCID-confirmed cur-
rent alcohol dependence (67 per-
cent). Although our study found no
evidence that the lack of such orders
led to poor outcomes, prophylaxis or-
ders do indicate the provider’s aware-
ness of a possible alcohol use disorder
and the intention of careful monitor-
ing.

Limitations of our study include
that it was performed in the context of
a larger longitudinal study and there-
fore had a fixed sample size. In addi-
tion, the study included only two
women, thus limiting the generaliz-
ability of our findings. The public-
sector sites from which our patients
were enrolled treat large numbers of
patients with schizophrenia; however,
these hospitals and their patients
have some unique characteristics.
Thus the results may differ in a gen-
eral hospital psychiatric unit or a free-
standing psychiatric facility.

Despite its limitations, this descrip-
tive study is a valuable addition to the

growing literature on the assessment
and treatment of persons with co-oc-
curring addictive and mental disor-
ders. To our knowledge, this is the
only study that has examined inpa-
tient and discharge management in a
patient population identified by a
structured clinical interview in which
the treating physician was blind to
the comorbid substance use diagno-
sis. In addition, this study emphasizes
the need for sustained vigilance in as-
sessing the possibility of comorbid di-
agnoses in all patients. ¢
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