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Substance misuse among persons
with psychotic illness has caused
increasing concern on both

sides of the Atlantic. Reported ad-
verse outcomes in this patient popula-
tion include hospitalization, noncom-
pliance with medications, suicide, vio-
lence, homelessness, and HIV infec-
tion (1). The estimated prevalence of
comorbid substance misuse varies be-
tween 20 percent and 60 percent of
persons who have a diagnosis of a se-
vere mental illness in the United
States (2–6), the United Kingdom
(7–14), and Europe (15– 21). An im-
portant question for understanding
the etiology of co-occurring substance
misuse and severe mental illness and
for needs assessment and service
planning is whether there are sub-
groups of this population with distinct
characteristics and patterns of need
(22,23), given that it has been said that
“the typical dual diagnosis patient is a
mythical creature” (22). 

Some authors have proposed sub-
groups based on psychiatric diagnosis
or the temporal relationship between
the onset of substance misuse and of
mental illness (24–26). Relationships
have also been reported between pa-
tient characteristics and sociodemo-
graphic variables such as gender, eth-
nicity, and whether the person lives in
an urban or a rural setting (4,27–31).
However, detailed investigation of
whether differences exist in charac-
teristics, needs, and service use be-
tween groups of persons who use dif-
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Objectives: The co-occurrence of severe mental illness and substance use
disorder, or dual diagnosis, is prevalent and is associated with significant
clinical and social problems. Most studies have treated persons with a
dual diagnosis as a homogeneous population, grouping together differ-
ent substances of misuse. This study investigated whether subgroups de-
fined by their main substances of misuse were heterogeneous. The pri-
mary hypothesis was that users of stimulants, such as cocaine or am-
phetamines, would be characterized by especially high rates of inpatient
admission, violence, and self-harm. Methods: Case managers’ ratings
were used to identify individuals with serious mental illness and comor-
bid substance abuse or dependence who were being treated by 13 com-
munity mental health teams in South London. Standardized instruments
were used to elicit sociodemographic, clinical, social, and service use
data. Results: A total of 233 cases of comorbid substance use disorder
and psychotic illness were identified. On the basis of best available in-
formation, 78 (34 percent) patients were classified as alcohol misusers
only, 52 (22 percent) as alcohol and cannabis users, 29 (12 percent) as
users of cannabis only, and 55 (24 percent) as stimulant users; 19 patients
(8 percent) were excluded from the analysis. No significant differences
were found between subgroups in the use of inpatient services and life-
time history of self-harm, but there was a significant difference in life-
time history of violence, which was more frequent among stimulant
users. The alcohol users were older and more likely to be white, but oth-
erwise few differences between subgroups were suggested by explorato-
ry analyses. Conclusions: Apart from differences in history of violence,
little heterogeneity was found among subgroups of patients with differ-
ent types of substance misuse. (Psychiatric Services 54:554–561, 2003)



ferent substances has remained rare,
with many authors treating persons
with any form of substance misuse as
a homogeneous category (32).

The legitimacy of grouping togeth-
er alcohol and drug misusers or those
who use only cannabis with misusers
of multiple substances is uncertain,
particularly given that the psy-
chopharmacologic effects and social
contexts of use of the different sub-
stances vary considerably. A contrast-
ing approach is often taken in re-
search and service development relat-
ing to people who have substance use
disorders only, where the focus is of-
ten specifically on alcohol or on indi-
vidual drugs rather than the whole
spectrum of substances of abuse.    

In this study, we investigated
whether substance of choice is a use-
ful basis for distinguishing subgroups
of persons with a dual diagnosis. We
focused exclusively on persons with
both a primary psychotic illness and
comorbid substance misuse, who
themselves constitute an important
clinical subgroup among persons
who have both substance use prob-
lems and mental health problems.
Our aims were to describe patterns
of substance use in a sample from
South London and to investigate
whether there were differences be-
tween subgroups of persons who mis-
used alcohol only, alcohol and
cannabis, cannabis only, and stimu-
lants (alone or in addition to alcohol
and cannabis).

The finding of Mueser and col-
leagues (29) of an association be-
tween cocaine use and criminal in-
volvement and homelessness among
persons with a dual diagnosis is one of
few reports of variations between se-
verely mentally ill users of different
substances. On the basis of this find-
ing and research on stimulant mis-
users who do not have mental illness
(33), our primary hypothesis was that
because of effects of stimulants on
symptoms, the lifestyle associated
with stimulant use, or use of multiple
substances—which is frequent
among stimulant users—a higher
prevalence of history of self-harm and
violence and greater use of inpatient
beds would be found among those
who used stimulants than among
those who used other substances. A

secondary hypothesis was that there
would be differences between sub-
stance-defined subgroups in psychi-
atric and physical symptoms, compli-
ance with medications, service satis-
faction, level of need, and social func-
tioning, again indicating more severe
difficulties in the subgroup of stimu-
lant users.

Methods
Data used in this cross-sectional
study were collected at the baseline
stage of the COMO randomized con-
trolled trial, an evaluation of the ef-
fects of a training intervention on case
managers’ knowledge and attitudes
about dual diagnosis and on clinical
and social outcomes of their clients.

After baseline data collection, case
managers were randomly allocated to
either an experimental group who re-
ceived training immediately or a con-
trol group who received training after
18 months. Thirteen community
mental health teams participated.
One of these teams is a specialist
team for the homeless mentally ill
population of South London, and
each of the others is responsible for
all severely mentally ill individuals
who live in the geographic catchment
area served by the team.

Throughout the United Kingdom,

the private sector provides little care
for people with severe mental illness,
with the result that the caseloads of
community mental health teams are
highly representative of local popula-
tions of persons with severe mental
illness who are receiving mental
heath care. Case managers participat-
ed in the study unless they were tem-
porary staff or had firm plans to leave
their jobs during the next 18 months.
Allocation of new cases within teams
is usually determined by available
space on caseloads rather than by the
special interests of team members, so
the caseloads of case managers who
did not participate in the study were
likely to be similar to those of case
managers who did participate, al-
though we did not test this assump-
tion empirically.  

Approval for the study was ob-
tained from the relevant local re-
search ethics committees. Data col-
lection took place in two phases be-
tween November 1999 and Septem-
ber 2000.

Phase 1: screening
Clients with an ICD-10 diagnosis
(made by psychiatrists and recorded
in case notes) of schizophrenia (code
F20) or schizoaffective disorder
(F295), bipolar affective disorder
(F296), or delusional disorder (F297)
who were on the caseloads of partici-
pating case managers were identified.
After receiving individual guidance
about the study instruments and rat-
ing categories from the researchers,
the case managers rated each of these
clients by using the Clinician Alcohol
Use Scale (CAUS) and the Clinician
Drug Use Scale (CDUS) (3). These
scales provide operational definitions
for classifying clients’ use of alcohol
and drugs in the following categories:
abstinence, use without impairment,
abuse, dependence, and dependence
with institutionalization. Clients who
were rated as abusing or dependent
on at least one substance met the
study criteria for dual diagnosis. 

Phase 2: detailed 
assessment of clients
The case managers completed the
following measures for all clients who
met the study criteria for dual diagno-
sis in phase 1: the Medication Com-
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pliance Scale (34), the Camberwell
Assessment of Need Short Assess-
ment Schedule (CANSAS) (35), and
the Life Skills Profile (LSP) (36),
which assesses social functioning.
The researchers interviewed patients
from whom written informed consent
was obtained and assessed service sat-
isfaction by using the Treatment Per-
ception Questionnaire (TPQ) (37)
and the Client Satisfaction Question-
naire (CSQ) (38), drug and alcohol
consumption by using the Alcohol
Use Disorders Identification Test
(AUDIT) (39) and the Maudsley Ad-
diction Profile (MAP) (40), physical
symptoms by using a section of the
MAP that asks how frequently ten
common physical symptoms have
been experienced in the previous 30
days, and psychiatric symptoms by us-
ing the Expanded Brief Psychiatric
Rating Scale (41). Sociodemographic
characteristics, lifetime history of
self-harm and violence (Clinical and
Social History Scale [CSHS], de-
signed specifically for COMO), and
service use data (Client Service Re-
ceipt Inventory [42]) were recorded
for all clients on the basis of the best
available information obtainable from
patients, staff, and case notes.  

Classification of substance use
Substances of abuse were grouped so
as to be meaningful in terms of com-
mon presentations to services (10,14,
24). For the main analyses, the pa-
tients were classified into substance-
of-choice subgroups on the basis of
the best available information from
all sources. Patients who were inter-
viewed and acknowledged substance
use were categorized on the basis of
their own reports. In the case of two
patients who were interviewed and
denied any substance use and all pa-
tients whom we were unable to inter-
view, we assumed that the next best
source was their case managers’ as-
sessment of whether they abused al-
cohol or used illicit drugs, and they
were classified according to case
managers’ ratings on the CAUS and
the CDUS (3).

Patients were defined as misusing
alcohol if they scored above 8, the cut-
off point indicating problematic drink-
ing on the AUDIT, or were drinking
more than the U.K. weekly recom-

mended limits: 21 units of alcohol for
men and 14 units for women (43).

For other substances, any reported
use in the previous month was con-
sidered potentially problematic and
was used as a basis for categorization;
the observation that persons with se-
vere mental illness may be vulnerable
to adverse effects from even low lev-
els of drug use informed the choice of
this low threshold (4,32). In catego-
rizing the alcohol and cannabis sub-
group, the above criteria for abuse for
both substances had to be met. As a
sensitivity analysis, we also investigat-
ed the effects of different ways of cat-
egorizing substance of choice. The
main analyses were repeated first
with subgroup classification based on

case managers’ ratings only for the
whole sample and then based on pa-
tient interview data only, with only
those interviewed included.  

Analysis 
Initial box plots of the distribution of
continuous variables indicated that
data on days participants spent as an
inpatient were skewed, so they were
analyzed by using the Kruskal-Wallis
nonparametric test. For all other con-
tinuously distributed variables, analy-
sis of variance was used to compare
subgroups. For categorical data, sub-
groups were compared by using chi

square tests or Fisher’s exact tests as
appropriate.

Except for the primary hypotheses
relating to self-harm, violence, and
bed use, p values were adjusted by us-
ing the Bonferroni correction. Where
global F tests for analysis of variances
yielded statistically significant results
(after Bonferroni correction as appro-
priate), post hoc Bonferroni contrasts
were used to compare pairs of sub-
groups. Standardized residuals were
used to indicate sources of variation
where global results from chi square
tests were statistically significant. In
the case of the only primary null hy-
pothesis that resulted in significant
rejection on univariate analysis, logis-
tic regression was used to assess the
effect of potential confounders.

Results
Seventy-eight case managers partici-
pated in the study. Of the 1,560
clients on the caseloads of these case
managers, 1,271 had a clinical diagno-
sis of psychotic illness, of whom 233
met our criteria for dual diagnosis by
being rated as abuse, dependence, or
dependence with institutionalization
on the CAUS or the CDUS and were
included in the analysis. A total of 160
patients (69 percent) agreed to be in-
terviewed; the remaining 73 refused,
were too ill, or could not be located.
No significant differences were found
between participants and nonpartici-
pants in psychiatric diagnosis, sex,
ethnicity, or marital status, but differ-
ences in age were noted—mean±SD
age of 39±11.1 years for participants
and 35±9.4 for nonparticipants
(t=2.2, df=231, p=.032)—and living
situation (χ2=14.1, df=3, p=.003),
with homeless persons being less like-
ly to be interviewed. 

Substance use and 
subgroup classification 
Self-reported substance use in our
sample is consistent with the results
of previous research in the United
Kingdom (10–14). Of the patients in-
terviewed, 128 (80 percent) had drunk
alcohol in the previous month. The
mean weekly consumption among
those who drank was 55.2±104.2
units for men and 22±24 units for
women, with 50 percent of men
(N=53) and 42 percent of women
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(N=10) drinking more than recom-
mended U.K. limits (43). The mean
AUDIT score was 12.3±9.7 (possible
scores range from 0 to 40); 58 percent
of the patients (N=64) attained scores
above the instrument’s problematic
drinking threshold of 8.

Fifty-eight (64 percent) of those in-
terviewed had smoked cannabis in
the previous month. The mean num-
ber of cannabis-using days was
11.5±11.7, with 13 cannabis users (23
percent) using the substance daily.
Twenty-five of the patients inter-
viewed (16 percent) reported use of

cocaine or crack cocaine in the previ-
ous 30 days. Of these, 19 had smoked,
one had injected, and one had both
injected and smoked crack, and four
had snorted cocaine. The mean num-
ber of cocaine-using days in the pre-
vious month was 10.1±9.6, and aver-
age drug expenditure on a typical us-
ing day was 54 pounds sterling ($85).
Other stimulants used were ampheta-
mines (three participants), khat
(three participants), and ketamine
(one participant). Eight participants
(5 percent) reported use of opiate
drugs in the previous month, another

three had used ecstasy, two solvents,
two illicit benzodiazepines, and one
cough linctus. Six of those inter-
viewed (4 percent) had used drugs in-
travenously, including two patients
who had shared needles. However,
the most prevalent substance of mis-
use was tobacco, which was smoked
by 150 (94 percent) of the patients in-
terviewed.

Of the patients interviewed, 58 (36
percent) met our criteria for misuse of
alcohol only, 21 (13 percent) for use of
cannabis only, and 32 (20 percent) for
both misuse of alcohol and use of
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Sociodemographic characteristics of 214 patients with a dual diagnosis, by substance-use subgroup

Alcohol only Alcohol and cannabis Cannabis only Stimulants

N or % or N or % or N or % or N or % or
Variable mean range mean range mean range mean range pa

Age (mean±SD years, range) 44.5±11.5 19–77 34.2±8 19–53 33.6±9.3 17–51 32.9±8.2 19–55 <.001
Sex ns

Men 60 77 48 92 22 76 48 87
Women 18 23 4 8 7 24 7 13

Diagnosis ns
Schizophrenia 55 71 39 75 20 69 39 71
Bipolar affective disorder 10 13 5 10 4 14 5 9
Other psychosis 13 17 8 15 5 17 11 20

Ethnicity <.001
White 53 68 22 42 5 17 25 45
Black 18 23 24 46 23 79 22 40
Other 7 9 6 12 1 3 8 15

Marital status .048b

Single 59 76 47 90 29 100 47 85
Married or cohabiting 4 5 2 4 — — 1 2
Divorced, separated, or widowed 15 19 3 6 — — 7 13

Number of children ns
None 51 65 33 63 19 66 38 69
At least one 27 35 19 37 10 34 17 31

Type of accommodationc ns
Homeless 5 6 — — — — 2 4
Sheltered accommodation 32 41 20 40 7 25 20 36
Independent living 41 53 30 60 28 75 33 60

Living arrangementsd ns
Living alone or with children 35 45 26 51 14 48 30 55
Living with relatives 7 9 6 12 8 28 6 11
Living with nonrelatives 29 37 16 31 7 24 16 29
Homeless or other 7 9 3 6 — — 3 5

Educational level ns
Primary or secondary school 59 86 38 79 27 96 42 84
College 10 14 10 21 1 4 8 16

Employmente ns
Employed 1 1 2 4 3 11 2 4
Unemployed 70 90 46 88 24 86 51 92
Voluntary work — — 1 2 — — — —
Other (student or retired) 7 9 3 6 1 4 2 4

a Fisher’s exact test value for all variables in the table except age, for which F=21.228, df=3, 210        
b The difference was not significant after Bonferroni correction; critical p=.005
c Data missing for three patients
d Data missing for one patient
e Data missing for one patient



cannabis. An additional 36 patients (23
percent) reported stimulant use and
were assigned to the stimulants sub-
group. Finally, 13 patients (8 percent)
were excluded from further analyses
because this “other” group was neither
sufficiently large nor homogeneous for
meaningful statistical analysis. 

The 73 patients who were not in-
terviewed were categorized on the ba-
sis of case managers’ ratings only for
the main analyses. Comparing patient
and case manager reports, 46 (82 per-
cent) of those assigned on the basis of
patient reports to the alcohol-only
group, 17 (55 percent) of those in the
alcohol and cannabis group, 15 (71
percent) of the cannabis-only group,
24 (62 percent) of the stimulants-only
group, and ten (77 percent) of the
“other” group remained in the same
category when case manager ratings
rather than patients’ self-reports were
the basis of classification. No signifi-
cant differences were observed be-
tween patients who were interviewed
and those who were not in the pro-
portions assigned to each subgroup.

After the interviewed and noninter-
viewed patients were combined, 78 of
233 clients (33 percent) were classi-
fied into the alcohol-only subgroup,
52 (22 percent) the alcohol-and-
cannabis subgroup, 29 (1 percent) the
cannabis-only subgroup, and 55 (24
percent) the stimulants subgroup.
The remaining 19 (8 percent) were in

the “other” subgroup and were ex-
cluded from further analyses. Thus
214 patients were included in the
main analysis.

Sociodemographic differences 
between subgroups
The sociodemographic characteristics
of the subgroups are summarized in
Table 1. The only significant demo-
graphic differences between the
groups, after Bonferroni correction,
were in age and ethnicity. Post hoc
Bonferroni contrasts indicated that
clients in the alcohol-only subgroup
were older than those in the other
groups, which is consistent with the
results of previous research (44). Ex-
amination of the standardized residu-
als indicated that patients in the alco-
hol-only subgroup were more likely
to be white European, whereas those
in the cannabis-only subgroup were
more likely to be black Caribbean,
black African, or black British. Differ-
ences in age and ethnicity were still
significant when the analyses were re-
peated first with the subgroups based
on the case managers’ ratings and
then with the subgroups based on pa-
tients’ self-reported substance use. 

Primary analysis. The primary
analysis assessed differences in the
use of inpatient services and lifetime
history of self-harm or violence. The
results are summarized in Table 2.
No clearly significant differences in

service use or self-harm emerged be-
tween subgroups. However, a signif-
icant difference in lifetime history of
violence was noted. Examination of
the standardized residuals indicated,
as we hypothesized, that the stimu-
lant users were significantly more
likely to have ever committed a vio-
lent act. Logistic regression in which
violence was the dependent variable
and stimulant use was an explanatory
variable alongside age, sex, marital
status, and ethnicity was used to as-
sess the effects of potential con-
founders. The significant association
between violence and substance use
persisted with this adjustment.     

As a sensitivity analysis, the analy-
ses described above were repeated
with the subgroups categorized on
the basis of case managers’ ratings.
The significant difference in violence
between subgroups persisted (χ2=
11.5, df=3, p=.009). However, when
the subgroups were based on the pa-
tients’ self-reports only, the findings,
although similar, were not statistically
significant, possibly because the sam-
ples were small—violence was re-
ported for 17 patients (30 percent) in
the alcohol-only subgroup, seven (23
percent) in the alcohol-and-cannabis
subgroup, five (24 percent) in the
cannabis-only subgroup, and 17 (45
percent) in the stimulants subgroup.

Secondary analyses. The second-
ary analyses assessed differences in
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Use of inpatient services and lifetime history of self-harm or violence in a sample of 214 patients with a dual diagnosis, by sub-
stance-use subgroup

Alcohol only Alcohol and cannabis Cannabis only Stimulants
Test

Variable N or mean % N or mean % N or mean % N or mean % statistic† p

Admission as an inpatient 
in the past 18 monthsa χ2=4.3 ns

Yes 39 50 35 67 19 66 31 56
No 38 49 17 33 10 34 24 44

Mean±SD days admitted 
in past 18 monthsa 61±106.3 95.2±131.3 76.7±114.7 82.1±130 K=4.7b ns

Ever harmed self χ2=2.7 ns
Yes 23 29 12 23 7 24 20 36
No 55 71 40 77 22 76 35 64

Ever committed a violent act χ2=8.1 .043
Yes 24 31 20 38 8 28 29 53
No 54 69 32 62 21 72 26 47

a Data were missing for one patient. The number of days ranged from 0 to 548.
b Kruskal-Wallis test
† df=3



physical and psychiatric symptoms,
compliance with medications, service
satisfaction, level of need, and social
functioning between subgroups. The
results are summarized in Table 3. 

On most indicators, little evidence
emerged of differences between sub-
groups. Differences in service satis-
faction (measured by the TPQ) and
the social contact subscore of the LSP
were not significant after Bonferroni
correction. However, a difference in
self-care scores persisted. Post hoc
Bonferroni contrasts indicated that
the alcohol-only subgroup had signif-
icantly poorer self-care (p<.01). The
analyses were repeated, as before, to
compare subgroups based on either
case managers’ or patients’ catego-
rizations. The findings were the same
as for the combined categorizations
except that a difference in social con-
tact persisted after Bonferroni cor-

rection for subgroups based on pa-
tients’ categorizations. The cannabis-
only subgroup had the poorest social
contact (F=6.3, df=3, 157, p<.001).

Discussion and conclusions
Significant limitations must be noted
in interpreting the findings of this
study. First, the two ways of classify-
ing the subgroups are not the only op-
tions for categorization of substance
of choice. In particular, the threshold
used to classify study participants as
users of particular drugs was low, and,
although this threshold is arguably
appropriate given that persons with
psychotic illness may be vulnerable to
adverse effects from only occasional
substance use (4,32), clearer differ-
ences might have resulted if a higher
threshold had been used. 

Second, toxicologic confirmation of
substances used was not obtained,

and patients’ reticence as well as lack
of knowledge on the part of case
managers may each contribute to in-
accurate identification and catego-
rization of substance of abuse. The
extent of agreement between case
managers and patients varied by sub-
stance, although the findings did not
vary greatly according to whether
they were based on case managers’ or
patients’ self-reports of substance
use. It has been suggested that multi-
ple sources of classification have the
greatest validity and reliability among
persons with a dual diagnosis (3). 

Third, the study sample was repre-
sentative only of patients who were in
contact with mental health services.
Substantial numbers of persons with a
dual diagnosis may have disengaged
from care. Fourth, the significant
findings indicate associations only,
and no causal pathways can be in-
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Differences in physical and psychiatric symptoms, compliance with medication, service satisfaction, levels of need, and social
functioning in a sample of 214 patients with a dual diagnosis, by substance-use subgroup

Alcohol and Cannabis 
Alcohol only cannabis only Stimulants

Variable Mean SD Mean SD Mean SD Mean SD F df p

Score on Brief Psychiatric Rating Scalea 40.7 9.4 39.6 12.3 40.1 12.1 42.3 13.2 .5 3, 207 ns
Compliance with medication scoreb 4.7 1.8 4.2 2.1 3.9 2.3 4.1 2.2 1.3 3, 191 ns
Service satisfaction                    

Score on Treatment Perception
Questionnairec 22.6 7.4 18.5 8.9 18.7 8.1 19.8 6.8 2.7 3, 150 .049d

Score on Client Satisfaction 
Questionnairee 23.6 6.6 23.7 5.3 21.7 5.9 23.1 4.8 1.2 3, 143 ns

Number of physical health symptoms
experienced more than “sometimes”f 3.8 2.4 3.9 2.5 3.7 2.7 4.7 2.7 1.2 3, 143 ns

Level of need
Number of met needs 2.7 2.4 1.7 1.7 2.2 2.1 2.2 1.9 2.6 3, 210 .055
Number of unmet needs 5.9 3.0 5.6 2.7 4.7 3.4 5.6 2.9 1.1 3, 210 ns

Life Skills Profile
Total functioning scoreg 109.9 16.5 115.6 18.3 114.9 15.5 113.7 16.4 1.4 3, 208 ns
Self-care subscale scoreh 27.6 6.9 31.3 7.0 32.4 5.2 31.4 5.7 6.3 3, 208 <.001
Nonturbulence subscale scorei 34.9 6.8 34.8 6.4 36.0 4.9 34.2 7.1 .4 3, 208 ns
Social contact subscale scorej 13.9 3.5 15.5 3.6 12.5 4.1 14.0 3.4 4.6 3, 208 .004d

Communication subscale scorek 19.3 3.4 19.7 3.5 20.0 3.0 19.9 3.0 .6 3, 208 ns
Responsibility subscale scorel 14.2 3.7 14.3 3.8 14.0 4.2 14.3 3.9 .1 3, 208 ns

a Possible scores range from 24 to 168, with higher scores indicating more psychiatric morbidity. Data missing for four patients
b Possible scores range from 1 to 7, with higher scores indicating more compliance. Data missing for 21 patients
c Possible scores range from 0 to 40, with higher scores indicating better perception of treatment services. Data missing for 73 patients
d No significant difference after Bonferroni correction, critical p=.0038
e Possible scores range from 8 to 32, with higher scores indicating more satisfaction with treatment services. Data missing for 73 patients
f Data missing for 73 patients  
g Possible scores range from 39 to 156, with higher scores indicating better overall functioning. Data missing for two patients
h Possible scores range from 10 to 40, with higher scores indicating better self-care.
i Possible scores range from 9 to 36, with higher scores indicating more stability.
j Possible scores range from 6 to 24, with higher scores indicating more social contact.
k Possible scores range from 6 to 24, with higher scores indicating better communication skills.
l Possible scores range from 5 to 20, with higher scores indicating a more responsible attitude.



ferred. Fifth, the number of patients
in each subgroup was relatively small,
which diminished statistical power.
Finally, multiple statistical compar-
isons and the prominence of schizo-
phrenia in this sample (73 percent)
limit the interpretability of the results.

The study’s primary analyses sug-
gested a possible link between stimu-
lant use and violence. This finding is
similar to the findings of Mueser and
colleagues (29) of an association be-
tween stimulant use and criminal be-
havior. Thus stimulant use may be a
trigger to (45–47) or a marker of vio-
lence among persons with severe
mental illness (48), which is relevant
for risk assessment and also potential-
ly for establishing service priorities.
However, the apparent attenuation of
this effect when the analysis was re-
peated with substance-use subgroups
based on patients’ self-reported use
must be noted. This attenuation may
have been due to sampling fluctua-
tions in a reduced sample. Alterna-
tively, it is possible that case managers
were biased toward perceiving stimu-
lant users as violent.

A lack of significant differences be-
tween subgroups or of marked trends
toward such differences is the most
striking aspect of our findings. The
study limitations discussed above rep-
resent one set of potential reasons for
this result. Alternatively, the aspects
of substance use that have the great-
est impact on the problems, needs,
and service use of persons with severe
mental illness may be common to a
number of substances. For example,
intoxication with alcohol or a variety
of drugs might have similar effects on
compliance, organization of activities,
and self-care.

Another possible explanation is that
the direct effects of substance misuse
in this population may have con-
tributed less to clients’ generally se-
vere clinical and social difficulties
than did their psychotic illness and
poor social circumstances. The rela-
tively low levels of substance use but
the high level of problems experi-
enced—compared with those en-
countered in the specialist addictions
services—lends plausibility to this ex-
planation (4,32). Rather than being
factors that directly worsen clinical
and social problems, heavy drinking

and drug use might be nonspecific
markers for exacerbating factors,
such as lack of other coping skills, so-
cial support and activity, and social
exclusion and deprivation. If this ex-
planation is correct, it strengthens the
case for a broad approach to treating
patients with a dual diagnosis, focus-
ing not only on substance use but also
on engaging clients, addressing social
exclusion, and working to build cop-
ing strategies and supportive social
networks. Finally, if substance of
choice does not clearly define sub-
groups, it may be worth investigating
whether severity of substance misuse
might be a more useful means of dis-
tinguishing subgroups with different
needs. ♦
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SSuubbmmiissssiioonnss  IInnvviitteedd  ffoorr  
MMuullttiimmeeddiiaa  RReevviieewwss  CCoolluummnn

In September 2002 Psychiatric Services launched Mul-
timedia Reviews, a quarterly column focusing on inno-
vative applications of multimedia technologies and pro-
grams in clinical, education, and research settings. The
column’s editor is Ian E. Alger, M.D., clinical professor
of psychiatry at New York–Presbyterian Hospital of
Weill Medical College of Cornell University in New
York City. 

Traditional audiovisual programs are being joined
with rapidly evolving virtual-reality computer programs
and with digital video technologies, which bring lead-
ing-edge concepts and applications to education, re-
search, and clinical practice in exciting and challenging
ways. For the new column, Dr. Alger welcomes reviews
of teaching, training, and therapy programs presented
on film, video, audio, virtual reality, and combinations of
these media. Reviews should be no more than 1,600
words and should be submitted directly to Dr. Alger. 

For more information about the new column or to
propose a submission, please contact Dr. Alger by e-
mail at ianalger@aol.com or by mail at 500 East 77th
Street, Suite 132, New York, New York 10162.


