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ABSTRACT

Background: Substance use disorders (SUD) are commonly comorbid with mental
illness and worsen outcomes of psychiatric care. Prevalence rates of 40% and 51%

have been found for SUDs among psychiatric inpatients in South Africa.

Aim: To ascertain the prevalence of SUD in a community psychiatric setting and its

impact on care outcomes.

Method: A retrospective record review was conducted at a community psychiatric

clinic in Southern Gauteng.

Results: Of the 368 records included, a SUD was recorded in 45.4% (n=167).
Having a SUD was associated with being of a younger age (p<0.0001), male
(p<0.0001), single (p<0.0001), having a higher level of education (p<0.0001), and a
diagnosis of Schizophrenia (p<0.0001). Regarding care outcomes, SUD was
associated with more missed clinic appointments (p<0.0001), more hospital

admissions (p<0.0001), and a longer duration of hospital stay (p<0.0001).

Conclusion: The prevalence of SUD in a community psychiatric setting is similar to

that of inpatients. Having a SUD is associated with poorer care outcomes.
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CHAPTER ONE: INTRODUCTION

1.1 Background

Substance use is commonly comorbid with mental illness. People with such co-
occurrence are reported to have more severe symptoms, functional impairment, and
worse treatment outcomes (Morejele, Seban & Seedat, 2012). The substance use
may be preceded by or induce mental illness, or the two disorders may be
independent. Commonly comorbid mental illness includes depression, bipolar

disorder, and psychotic disorders.

The World Health Organisation (WHO) describes psychoactive substance abuse or
misuse to include hazardous and harmful use, and psychoactive substance use
disorder as encompassing acute intoxication, harmful use, dependence syndrome,
withdrawal state, withdrawal state with delirium, psychotic disorder and amnesic
syndrome (WHO, 2019). The Diagnostic and Statistical Manual for Mental
Disorder, 5" edition (DSM 5) separates substance-related disorders into two groups:
substance use disorders and substance-induced disorders (American Psychiatric
Association, 2013). A substance use disorder is defined as a pathological pattern of
behaviours related to the use of a substance with impaired control, impaired social
functioning, hazardous use and/ or evidence of tolerance or withdrawal. Intoxication,
withdrawal, and mental health conditions directly attributable to the substance use

are regarded as substance-induced disorders



Because of the bi-directional impact of substance use and mental illness, it is
important to understand the prevalence of such comorbidity in the clinical setting.
Dual diagnosis prevalence rates of 40% to over 50% have been found in inpatient
psychiatric units in South Africa (Davis et al, 2016; Weich & Pienaar, 2009; Janse
van Rensburg, 2010). However, a search of PubMed and of the South African
Journal of Psychiatry in July 2018 revealed no literature on substance use disorders
in the community psychiatric setting in South Africa. Nevertheless, such
comorbidity has important implications for service planning and improvement. This
study aims to ascertain the prevalence of substance use disorders among a sample of
community psychiatric patients and to document the outcomes in terms of missed

clinic appointments and recurrent admissions for psychiatric symptoms.

1.2 Literature review

1.2.1 Comorbid substance use disorders and mental illness (dual diagnosis)

Globally, numerous studies reveal a high prevalence of substance abuse among
people seeking psychiatric help, with most suffering from cannabis use (Carra,
Johnson & Bebbington, 2012; Szerman et al, 2013; Radhakrishnan, Wilkinson, &
D’Souza, 2014). These studies reveal that a higher percentage of substance users are
male and fall within the youth bracket. Szerman et al. (2013) first introduced the
term dual-diagnosis to show the co-existence of both substance abuse and mental
disorder. Carra, Johnson and Bebbington (2012), who explored the clinical impact of
substance abuse among patients with schizophrenia in Europe, found that patients
with a higher record of substance abuse had longer hospital admissions because their

psychosis was more severe. They concluded that substance use was a primary



predictor for longer recovery for patients with schizophrenia and highlighted the

need to investigate the impact of substance use on other mental illnesses.

In their review of global burden of disease data, Whiteford ef al. (2013), noted that
substance use in the general population was equally common in men and women.
According to their study, alcohol was the most commonly abused substance in
patients with mental illness. Men recorded higher rates of substance abuse compared
to women, but this was not significant when comparing subjects with different
disorders. The rates of active substance abuse were higher among youth. People with
a history of lifetime substance use recorded an increase in psychiatric

hospitalization.

Piselli et al. (2016) examined the prevalence of substance use and re-occurring
psychotic disorders among male detainees in Italy. In their study, the prevalence of
substance use disorder was high among detainees with depression and those who
suffered from bipolar disorder. Younger male detainees recorded a significantly

higher percentage in the use of substances compared to those who were older.

Amin-Esmaeili ef al. (2016) studied substance use and psychiatric comorbidity in
Iran. They found the most common substance in the lranian population to be opium
followed by nicotine. A high rate of these substances was common in psychiatric
patients. However, the odds of using these substances were higher in women than in
men. Approximately half of patients with psychotic disorders had opioid dependence
and had their treatment needs unattended. In Taiwan, Liao ef al. (2017) also found a
positive correlation between substance use and psychiatric disorders. This study

3



showed positive correlation between high percentage substance use and the male

population.

Substance use disorders have been found to be prevalent particularly among people
with schizophrenia. A review article by Green er al. (2007) found that nearly 50% of
patients with schizophrenia have comorbid substance use, most frequently alcohol
and cannabis use. Research by Sara et al. (2014) conducted at a New South Wales
Hospital among patients with Schizophrenia also found that the use of cannabis
(29.0%), alcohol (25.7%) and stimulants (13.9%) was common. The study also
found that stimulant use was more common in young male adults, who live in urban
areas. The risks of frequent mental health admissions, community mental health
contact and decline in socio-economic areas were also noted in patients with

comorbid substance use.

1.2.2 Prevalence of comorbid substance use and mental illness, globally and in
Africa

Across the globe, an estimated 22 to 44% of adult psychiatric inpatients are known
to have problems with either illicit substances or alcohol use with half that number
fully relying on illicit substances (Maruish, 2017). Most of the affected population is
usually from urban setting. In hospitals offering specialized care, about 60 to 80% of
the patients admitted have past experiences with substance use before admission
(Maruish, 2017). From this information an estimated 20% of the inpatients actually
get the exact treatment for their substance use (Maruish, 2017). As much as such
statistics is supported by a number of studies the aetiology of substance use by

people with severe mental illness is still not clear.



A study was carried out in San Francisco, California, on dual diagnosis patients
(Tasman et al. 2015). The outcome for individuals seeking chemical dependency
treatment with or without co-occurring psychiatric disorders was examined for a
period of 1 year. Dual-diagnosis patients were observed to have high prevalence of
medical and family problems compared to other patients. It was determined that
undergoing psychiatric services parallel to chemical dependency could be of great

help to dual-diagnosis patients.

In Australia, a study on substance use in patients who have acute mental illness was
conducted with interviews and clinical history being used to collect information
(Cohen et al. 2013). The study established that drug and alcohol misuse were
responsible for hastening, intensifying and prolonging psychiatric disorders, which
were then followed by different social problems. The focus on the study was
directed at acute mental illness only since the conditions for chronic mental illness
was difficult to ascertain due to different contributing factors other than substance

use.

A study performed within a general hospital in Taipei, Taiwan, focused on the
prevalence and type of substance abuse (Trivedi & Tripathi , 2015). Study outcomes
indicated that 18% of the patients who had mood disorders had achieved the criteria
used diagnosing psychoactive substance use disorder. Sedative substance use
disorder stood at 10.2% followed by alcohol at 6.1%. In major depression patients,
sedative prevalence was 35.7% higher than what was displayed in bipolar disorder

patients.



A study by Miles er al. (2003) in a South London community clinic amongst people
with comorbid substance use and psychotic disorder, found that 34% were using
alcohol, 22% were using both alcohol and cannabis and 12% were using cannabis
alone. In research carried out by Wusthoff et al. (2011) in a community-based
psychiatric setting in Norway, the findings pointed out those patients with substance
use disorder were more likely to be male, single and living alone. Although the
prevalence of psychotic disorders was not increased amongst those with substance
use disorder, and that of anxiety and mood disorders was less, substance users had
higher rates of aggressive and disruptive behaviour, self-injury and social problems.
They were however less likely to receive outpatient treatment and had less
improvement with regards to recovery form psychological symptoms compared to

patients with no substance use disorder.

In a multi-level study by Appiah et al. (2017) in Ghana, patients attending outpatient
clinics in psychiatric hospitals were observed. It was found out that 65% of the
sample population had hazardous use of alcohol, with a high risk of attracting mental
disorders, particularly in men rather than women. In a different study within the
Kenyan population, Gakinya (2015) focused on psychiatric patients at the Moi
Teaching and Referral Hospital in Eldoret. Substance abuse and psychiatric
comorbidities were evaluated by six researchers. This study revealed a high
comorbidity rate of substance use both in the general psychiatric wards and in units
of drug rehabilitation. Among the patients that were admitted at the hospital, fifteen
suffered from schizophrenia while 12 had bipolar disorder. Four had depression and

seven suffered from acute psychotic episode. From their research, there was
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evidence of high co-morbidity of alcohol use and other substance dependence
particularly with cat, opiate and sedatives and these were accompanied with mood,

panic and other psychiatric disorders.

Sepehrmanesh, Ahmadvan, and Moraveji (2014) conducted a study from Mathari
hospital in Kenya to find out the correlation between co-occurrence of psychiatric
disorders and the use of substances. In their research, the association between
substance abuse and mental illness was positive in Mathari hospital, Nairobi. There
were increasingly higher rates of substance abuse in male patients compared to
females. The most common substances that were used by this population were

alcohol, cannabis and tobacco.

In a study to determine the pattern of substance use and Bospitalization as a result of
psychiatric disorders in Nigeria, Bakare and Isah (2016) showed that 69% of all
psychiatric admissions were of individuals who had used psychoactive substances
earlier in their lives. The results in this study were slightly higher than those
revealed in other studies and in the general population. Ambikile and Masunga
(2017) studied the psychiétric population of Tanzania to find the correlation between
prevalence of substance use and comorbidity of psychiatric disorders. In their study,
a higher percentage of heroin addicts received attention at emergency psychiatric
services at the Temeke centre. Although the study population was small and
specialized, the focus of this study focused on what organizations are doing to
reduce the risks of substance abuse. There are limited studies performed in Tanzania

regarding substance use in psychiatric patients and therefore it would be difficult to



gather evidence to form an informing policy. The authors highlighted a need for

more research on substance use comorbidity in Tanzania

In summary, with regards to Africa, information concerning the level of mental
health is scarce. Collection and gathering of data within the continent has been
inconsistent and to some extent non-existent. Identifying areas of need, which help
in achieving, informed decisions concerning policy direction, have proved to be
difficult. As a result, the information gap that exists has led to the continuous neglect
of mental health issues as well as the unmet need for service aimed at mental health
problems within the society. In Tanzania, the magnitude of substance use and
psychiatry has yet to be clearly estimated through comprehensive scientific studies.
It is with no doubt that a good number of the country’s citizens abuse drugs. In a bid
to elevate its current situation, the government has initiated programs which focus
on mental health for refugees, disaster affected and indigenous populations but none
has been designed to cater for substance dependence. Additionally, the level at
which the problem has escalated particularly in psychiatric patients is still unknown.
Even when the affected users end up in hospitals, they are still faced with the

problem of proper dual diagnosis and management.

1.2.3 South African prevalence of substance use disorders and psychiatric
comorbidity

The South African Community Epidemiology Network on Drug Use (SACENDU)
Project is an alcohol and other drug surveillance system, which is operational in 9
provinces in South Africa. The data is obtained from substance rehabilitation centres

and do not include information pertaining mental illness. Alcohol remained the
8



dominant substance of use in the Eastern Cape, Kwazulu-Natal and Central Region
(Combined Northern Cape and North West). Between 14% Gauteng and 38%
Central Region of persons accessing treatment services reported alcohol as the
primary substance of use. Cannabis is still the most common illicit substance used
amongst youth attending specialist treatment centres. Between 33% (Eastern Cape)
and 50% (Gauteng) of patients attending specialist treatment centres had cannabis as
their primary and secondary drug of use. Methamphetamines (MA) remains the most
common primary substance reported by patients in the Western Cape, although there

was a slight decrease from 30% in 2017b to 28% (Dada et al. 2019).

The South African Stress and Health study, a population based mental health survey,
found a lifetime prevalence of any substance use disorder of 13.3% and a 12-month
prevalence of 5.8% (Herman et al. 2009). Using data from the South African Stress
and Health study, Saban et al. (2014) explored the relationship between SUD and
common mental illness in adults aged between 18 and 30 years. The odds of having
any anxiety or mood disorder were significantly higher amongst those reported ever
using tobacco products, alcohol, cannabis or other substances than those who did

not.

1.2.4 Substance use disorders in hospital based psychiatric setting in South
Africa

In a retrospective record review in a general hospital psychiatric unit, Janse van
Rensburg (2010) found that approximately 40% of patients admitted in 2007 were

diagnosed with a substance use disorder. Specific associations with the psychiatric
9



diagnosis were however not explored. Ten years later at the same hospital, in a
cross-sectional study using the AUDIT (Alcohol Use Disorders Identification Test)
and the DUDIT (Drug Use Disorders Identification Test), Anic (2018) found a
prevalence of SUD of 67% among the psychiatric inpatients. Those with a SUD
were more likely to be male, less than 40 years of age, and to have been brought to
hospital by police or an ambulance rather than a family member. Some of the main
presenting symptoms included aggression, psychosis as well as mania, which mainly

required involuntary admissions, with a mean of 14 days hospital stay.

An interview based study by Weich and Piennar (2009) revealed that 51% of
patients admitted to a specialist psychiatric hospital in the Western Cape had a
substance use disorder. Using the WHO ASSIST (Alcohol, Smoking and Substance
Involvement Screening Test) questionnaire in a cross-sectional survey of 87
psychiatric inpatients at a regional hospital in KwaZulu Natal, Davis et al. (2016)
found 54% had used alcohol in the preceding three months and 43% had used
cannabis. Most of the patients with substance use were male (54%), with a mean age
of 34.5 years. Botha ef al. (2009) found that the substances of choice amongst study
participants at three large state mental health hospitals in the Western Cape were

cannabis followed by methamphetamines.

1.2.5 Substance use disorder in Community Psychiatric settings in South Africa

On searching Pubmed and the South African Journal of Psychiatry, no South African
literature regarding substance misuse in the community psychiatric setting was
identified. Pubmed was searched three times on the 6" September 2018 with no date

or publication restrictions. The first search, with the terms “substance abuse
10



psychiatry South Africa” yielded no results. Changing the terms to “substance use and
community psychiatry in South Africa” yielded 31 results, of which none were
relevant to community based psychiatric services. A third search with the terms
“community psychiatry AND South Africa” retrieved 17 results dating back to 1962,
of which none discussed substance misuse. An online search of the South African
Journal of Psychiatry using the term “substance use” retrieved 89 articles, of which

none were related to the community psychiatric setting.

While some South African studies may have been missed with the search of Pubmed
and the South African Journal of Psychiatry, it is evident that there is a paucity of
research in the community psychiatric setting. This is possible related to the poorly
developed community psychiatric services, and that almost all psychiatric care in
South Africa is hospital based (Robertson, Chiliza, Janse van Rensburg & Talatala

2018).

1.3 Motivation for the study

Substance use is common among psychiatric patients in international and South
African studies. It also tends to worsen the outcomes of psychiatric treatment and
impacts on the types of care offered. Although the community—based setting may
offer opportunities for early identification and rehabilitation, there is a paucity of
research on substance use comorbidity among ambulatory psychiatric patients in the
community setting in South Africa. Thus, there is a need to understand the profile of
patients attending community psychiatric clinics with respect to substance use

disorders.

11



1.4 Hypothesis

It was hypothesised that there would be a high prevalence of comorbid substance use
among patients with chronic mental illness in the community psychiatric care
setting, and that the comorbidity would be associated with worse clinical outcomes

as compared with those without substance use.

1.5 Research questions

What is the prevalence of substance use amongst people attending a community
psychiatric clinic? How would the patients compare with patients attending the same
clinic without a history of substance use in terms of socio-demographic profile,

psychiatric diagnosis and medical comorbidity?

Would those patients with a history of substance use have poor clinical outcomes in
terms of more missed clinic appointments, more hospital admissions and increased

length of hospital stay?

1.6 Aim of the study

The aim of this study was to estimate the prevalence of substance use disorders in a
community psychiatric clinic patient population, and to explore socio-demographic
and clinical differences between those with and those without a substance use

disorder.

12



1.7 Objectives

There were three objectives as follows:

To describe the socio-demographic profile and clinical correlates of a sample
of patients attending a community psychiatric clinic for treatment of mental
illness.

To document the presence and type of substance use amongst the sample as
documented in the clinical records.

To compare those with and without a recorded history of substance use in
terms of socio-demographic details, clinical profile, number of missed clinic
appointments, frequency of hospital admissions, and duration of

hospitalisation for psychiatric symptoms.

13



CHAPTER TWO: MATERIALS AND METHODS

2.1. Study Design

This study was a retrospective review of a sample of clinical records at a community
psychiatric clinic in southern Gauteng. Adults, 18 years and above who attended the

Community Psychiatric Clinic for a minimum of 24 months were included.

2.1.1 Study Setting

The study was conducted at Levai Mbatha Community Health Centre in Evaton, a
township south of Johannesburg, in Sedibeng district of Gauteng. Ambulatory
specialist psychiatric services are rendered at this clinic in association with the
University of the Witwatersrand, Department of Psychiatry. The community served
by the health care centre is almost all Black African, mostly South Sotho speaking,
from a lower socio-economic background with an official unemployment rate of
34.7% and youth unemployment rate of 45% recorded in the 2011 National Census
(Statistics South Africa, 2011). The psychiatric clinic at Levai Mbatha Community
Health Care Centre has approximately 1200 active adult patients. The clinic has one
permanent professional psychiatric nurse and 3 nursing assistants. A psychiatric
nursing service is provi.ded daily with issuing of repeat medication. Two visiting
psychiatric registrars provide a psychiatric doctor service weekly. A Clinical
Psychologist attends to booked patients once a week. This site was chosen as the
study as it is a large community clinic, which serves other smaller clinics around the

community.

14



2.1.2 Study Population
The study population comprised the medical records of adult patients who were

attending the Community Psychiatric clinic

Inclusion Criteria
Clinical records of psychiatric patients 18 years or older who have at least a 24-
month history at the clinic, and who are still active clinic attendees (defined as
having attended at least once in the past 6 months). This enabled us to monitor
trends in clinic visits and hospital admission, which gave an indication of treatment

compliance.

Exclusion Criteria

Clinical records of the following patients were excluded:

e Patients under the age of 18.
e Patients with no psychiatric diagnosis.
e Patients whose first visit to the clinic was less than 24 months before data

collection commenced.

2.1.3 Sample Size

Sample size estimation is based on the key research question to be answered, in this
case the estimation of the proportion of patients with substance use disorder. Based
on an estimate of 60% patients with substance use disorder, 5% precision and the
95% confidence level, sample size of 369 would be required using an estimation of

the clinic population as 1200.

15



Sample size for prevalence was determined using the formula:

Z?P(1 - P)
T

where n = sample size,
Z = Z-statistic for the chosen level of confidence,
P = expected prevalence or proportion

d = precision (20)

Sampling Strategy
In order to obtain this sample size, systematic sampling was used once an estimate
of the number of available qualifying patients has been made. The number of active
files at Levai Mbatha is approximately 1200 and is filed according to the birth dates.
An estimate of the number of eligible clinical records was made through examining
a random selection of 20 patient files. To ensure that a representative sample was
selected, every third clinical file was selected for data collection. If not eligible, the

next file meeting the inclusion criteria was selected.

2.1.4 Data collection

The information collected was as follows:

Socio-demographic data
Age at date of data collection
Sex
Population group: Black, White, Coloured or Indian
Relationship status: single, in a relationship, divorced/ separated/ widowed.

Level of education: primary, some secondary, matric, tertiary
16



Employment status: employed or unemployed

Disability grant: yes or no

Clinical data

Primary psychiatric diagnosis (including if a diagnosis of SUD is made)
Comorbid psychiatric diagnosis (including if this is SUD diagnosis)
Type of substance used if a substance use disorder is present
Personality traits-cluster A, B, C
Other medical conditions

Current pharmacotherapy, hospital admissions in the preceding 24 months-

number and duration of admission
Missed clinic appointments / medicine collection in the preceding 24 months.
(Every patient attends the nursing appointment monthly. The visit is recorded on
the back folder of the file. Any missed appointment is noted on the nursing
review. Nursing records are also kept in the notes, within the files. We were only

be able to see if there has been more than one missed appointment)

2.1.5 Data Analysis

The data were analysed descriptively using categorical variables, which were
summarized by frequency and percentage tabulation and illustrated by bar charts.
Missing data were denoted as such in the relevant tables or graphs. Continuous
variables were summarized by the mean, standard deviation, median and

interquartile range.
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The X? test was used to assess the relationships between substance user group
(user/non-user) and categorical study variables. Fisher’s exact test was used for 2 x
2 tables or where the requirements for the X test could not be met. The strength of
the associations was measured by Cramer’s V and the phi coefficient respectively.
The relationship between substance user group and continuous study variables was
assessed by independent samples t-test. Where the data do not meet the assumptions
of these tests, a non-parametric alternative, and the Wilcoxon rank sum test was
used. The strength of the associations was measured by the Cohen’s d for parametric
tests and the r-value for the non-parametric tests. Data analysis was carried out in

SAS. The 5% significance level was used.

2.2 Ethical Considerations

A study number was assigned to each patient record. Anonymity of the patients was
ensured by having no link between the study number and identifying patient
information and by using the age of the patient rather than date of birth in the data.
Permission to conduct the research at Levai Mbatha Community Health Care Centre
was requested from the Sedibeng Health District research co-ordinator. Ethics
approval was obtained from the Humans Research Ethics Committee at the

University of the Witwatersrand, number _M171046
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CHAPTER THREE: RESULTS

3.1 Socio-demographic characteristics of the sample

Data was collected on 368 adult patients, of whom just over half (5§5.2%) were male
and almost all (99.2%) were black (Table 1). Over three quarters (76.6%, n=282)
were single of whom 0.05%, (n=15) were widowed or divorced. 43.5% (n=160) of
the study group had achieved some secondary schooling, but not matric, while
28.5% had only primary schooling. Although 86.7% (n=319) were unemployed,
only 40.8% (n=150) of the study sample were recorded to have been in receipt of a
disability grant. The sample was predominantly of a younger age, the age range was

18 to 76 years old (Figure 3.1), with a median age of 37 years (standard deviation

12.5 years).
Table 3.1 Socio-demographic characteristics of the sample
Variable Category N =368 %
Female 176 47,8
Sex
Male 192 52,2
Population Group Blagk 565 252
Coloured 3 0,8
Relationship status Single 28 15,6
In a relationship 86 23.4
Primary 105 28,5
HLOE Secondary 160 43,5
Matric 95 25.8
Tertiary 8 2,2
Primary 105 28,5
HLOE (grouped) Secondary 160 43,5
Matric/Tertiary 103 28,0
Employment status Unemployed 319 86,7
Missing data=7 Employed 42 11,4
Disability Grant No 218 39,2
- Yes - 150 40,8

HLOE=highest level of education
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Figure 3.1 Age distribution of the sample

3.2 Clinical characteristics of the sample

The psychiatric diagnoses are presented in Figure 3.2, The most common diagnoses
were SUD (45.4%) and schizophrenia (30.7%). Regarding personality disorders, 17
(4.6%) of the patients had Cluster B traits, and there were no patients with Cluster A
or C traits. The total percentage of psychiatric diagnosis in Figure 3.2 is greater than

100% because of comorbidity of psychiatric conditions.
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Figure 3.2 Psychiatric diagnoses

Among the 167 patients with a SUD, the most commonly abused substances were

cannabis, alcohol and nicotine (Figure 3.3).
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Figure 3.3 Substance Use Disorder (SUD)

At least one medical comorbidity was present in a third of the sample (Figure 3.4).

The most common comorbid conditions were hypertension (13.3%) and HIV

infection (13.0%) in (Figure 3.5).
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Figure 3.4 Comorbid medical conditions
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Figure 3.5 Common comorbidities found within the sample

The number of Psychotropic medicines per patient is shown below. 1.1% of the
patients were reported as having no medication, while patients predominantly had 2

medications (45.7%) as shown in Figure 3.6
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Figure 3.6 Number of psychotropic medicines prescribed

The most common psychiatric medication group was second generation

antipsychotic, risperidone on the Primary Health Care Essential Medicine List
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(42.9%) as shown in Figure 3.7, followed by anticonvulsants (e.g. Sodium

Valproate, Carbamazepine and Lamotrigine). The most common other medication

group was ARVs (9.2%).
% of study group
0 10 20 30 40 50
1 ———%} ' —— —
SGA on PHC EML J'*
Anticonvulsants I

1 |
Depot FGA |

SGA for SpeCialiSt-nﬂ

Antidepressants *
Lithium S

Oral FGA .
Benzodiazepine _ i
.

Anticholinergic

SGA=second generation antipsychotics, PHC=primary health care, FGA=ﬁrstEe_n_erati(_)n antipsychotics

Figure 3.7 Psychopharmacology

3.3 Missed clinic appointments, hospital admissions, length of

hospital stay

The distribution of the missed clinic appointments over the 24-month period is
shown in Figure 3.8. Just over 30% of the sample had no missed appointments, and

the median number of missed appointments was 4 (IQR 2-7; range 0-27).
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Figure 3.8 Number of missed clinic appointments in the 24-month period

Figure 3.9 shows that 53.8% of patients had no hospital admissions during the 24-
months, whilst just fewer than 30% had had one hospital admission, less than 20%

had two hospital admissions and less than 10% had three and more hospital

admissions.
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Figure 3.9 Number of hospital admissions in the 24-month period




The average length of stay for both the SUD and non-SUD group was 4.6 days. For
the whole sample, the median length of stay (LOS) was 0 days (IQR 0-8 days; range
0-34 days) as shown in Figure 3.10 below. The distribution of the data is shown in
Figure 10 below. Considering only the 170 patients with 1 or more hospital

admissions, the median LOS was 10 days (IQR 7-12 days; range 1-34 days).
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Figure 3.10 Average hospital length of stay (LOS)

3.4 Comparison of those with and without a substance use disorder

3.4.1 Sociodemographic differences

The sociodemographic comparison between those with and those without a SUD is
presented in Table 3.2. Notably, those vyith a SUD were significantly more likely to
be male (p<0.0001), single (p<0.0001), and have more than a primary school level
of education (p<0.0001). Although there was no significant difference in
employment status between those with and without a SUD, those with a SUD were

less likely to be in receipt of a disability grant (p<0.0001).
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The median age of the SUD group (33y; IQR 27-40y) was significantly lower than

that of the non-SUD group (44y; IQR 34-55y) (p<0.0001).

Table 3.2 Socio-demographic characteristics of those with and without a substance use

disorder
Variable Category Overall Without SUD With SUD p-value for
N % n % | n % gf;:;";s )
(conditions
with n<15
not tested)
N 368 201 167
Sex Female 176 478 134 66,7 42 25,1 <0.0001
Male 192 52,2 67 333 125 74,9
Population Group Black 365 99,2 201 100,0 164 98,2 0,093
Coloured 3 0,8 0 0,0 3 1,8
Relationship Single 282 76,6 135 67,2 147 88,0 <0.0001
SHILS In a relationship | 86 234 | 66 328 | 20 12,0
HLOE Primary 105 28,5 80 39.8 25 15,0 <0.0001
Secondary 160 43,5 72 35,8 88 52,7
Matric/Tertiary 103 28,0 49 244 54 32,3 <0.0001
Employment Unemployed 319 86,7 168 83,6 151 90,4 0,16
SIals Employed 42 114 | 27 134 | 15 9,0
Pcnsioner 7 1,9 6 3,0 1 0,6
Disabilily Grant No 218 59,2 93 46,3 125 74,9 <0.0001
Yes 150 40,8 108 53,7 42 25,1

3.4.2 Clinical differences

HLOE=Highest level of education

The clinical variables of those with SUD and those without SUD are presented in

Table 3.3 below. Notably those diagnosed with schizophrenia were more likely to

have SUD (p<0.0001) than those without schizophrenia. Those with major

depressive disorder had significantly more patients without SUD than those with

SUD (p<0.0001). There was no significant difference in those with and without SUD

in patients diagnosed with bipolar disorder (p<0.11).
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Table 3.3 Clinical characteristics of those with and without a substance use

disorder
Variable Category Overall Without a With a SUD p-value for
SUD between-
n % n % N % group test
(conditions
with n<15
not tested)
N 368 201 167
Psychiatric Mood disorder due to AMC 15 4,1 12 6,0 3 1,8 0,044
diagnosis 1751 crance Use Disorder 167 | 454 167 | 100,0
Psychosis due to AMC 28 7,6 20 10,0 | 8 4,8 0,063
Substance induced mood disorder 21 5,7 0 0,0 21 12,6
Substance induced psychotic disorder | 82 223 1 0 0,0 82 49,1
Psychosis NOS 5 14 3 1,5 2 1,2
Schizophrenia 113 | 30,7 | 43 214 | 70 41,9 <0.0001
Schizoaffective disorder 27 7,3 20 10,0 | 7 4,2 0,035
Bipolar Disorder | 68 18,5 | 43 214 | 25 15,0 0,11
Bipolar Disorder 11 4 1,1 2 1,0 2 1,2
Bipolar Disorder NOS | 0,3 1 0,5 0 0,0
Major depressive disorder 61 16,6 | 54 269 | 7 4,2 <0.0001
Dysthymia 5 1,4 5 2,5 0 0,0
General Anxiety Disorder 15 4,1 11 55 4 2,4 0,14
Social Anxiety Disorder 0 0,0 0 0,0 0 0,0
Panic Disorder 2 0,5 2 1,0 0 0,0
Panic Disorder with agoraphobia 0 0,0 0 0,0 0 0,0
Post Traumatic Stress Disorder 2 0,5 1 0,5 1 0,6
Obsessive Compulsive Disorder 0 0,0 0 0,0 0 0,0
Major Neurocognitive Disorder 20 5,4 18 9,0 2 1,2 0,0011
Minor Neurocognitive Disorder 0 0,0 0 0,0 0 0,0
Autistic Spectrum Disorder o 0,0 0 0,0 0 0,0
ADHD 4 1,1 P 1,0 2 1,2
Severe Intellectual Disability 8 2,2 8 4,0 0 0,0
Moderate Intellectual Disability 16 4.3 12 06,0 4 2,4 0.094
Mild Intellectual Disability 8 2,2 4 2,0 4 2,4
Clusler B Personality traits 17 4,6 7] 3,5 10 6,0 0,25

ADHD=Attention Deficit Hyperactivity Disorder, NOS=Not Otherwise Specified, AMC=Another Medical

Condition

Of those diagnoses where a significant difference was found between the two
groups, the prevalence of Schizophrenia was significantly higher in the SUD group

compared to the non-SUD group (Figure 3.11). The reverse was found for Mood
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disorder due to AMC, Schizoaffective disorder, Major depressive disorder, and

Major Neurocognitive disorder.
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Figure 3.11 Significantly different psychiatric diagnoses among those with and without a
substance use disorder

Comorbid medical conditions
There was a significant, weak, association between the number of medical

comorbidities and SUD group (p<0.0001; Cramer’s V=0.27). The SUD group had a
higher proportion of patients with no medical comorbidities compared to the non-
SUD group. Of those with medical comorbidities in the SUD groups, majority had

only one medical condition.
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Figure 3.12 Number of comorbid medical conditions

Conditions with n<15 were not tested (we cannot make inferences based on such a
small number of patients). A significant difference between the two groups was
found only for hypertension and diabetes (type 1 and type 2 grouped together). The
percentage of patients with hypertension in the SUD group (5.4%) was significantly
lower than in the non-SUD group (19.9%) (p<0.0001). The effect size was small
(phi coefficient=0.21). The percentage of patients with diabetes (both type 1 and 2)
in the SUD group (0.6%) was significantly lower than in the non-SUD group (9.0%)

(p<0.0001). The effect size was small (phi coefficient=0.19).
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Table 3.4 Medical comorbidity in those with and without a substance use

disorder
Variable Category Overall Without SUD | With SUD p-value for
S = - between-
N 7o n %o N 7o group test
(conditions
with n<15
not tested)
N 368 201 167
Medical Hypertension 49 13,3 40 19,9 9 5,4 <0.0001
comorbidity
HIV 48 13,0 28 13,9 |20 12,0 0,58
Epilepsy 23 6,3 16 8,0 7 4,2 0,14
Diabetes Mellitus type 1 12 3,3 11 5,5 1 0,6
<0.0001
Diabetes Mellitus type 2 10 2,7 10 5,0 0 0,0
Asthma 5 1,4 3 1,5 2 1,2
TB 4 1,1 3 1,5 1 0,6
Hypercholesteraemia ol 0,5 2 1,0 0 0,0
COPD 1 0,3 1 0,5 0 0,0
Peptic ulcer disease 1 0,3 1 0,5 0 0,0
Hypothyroidism 0 0,0 0 0,0 0 0,0

The differences between the two groups for those medical comorbidities with more

than 15 patients are illustrated in Figure 3.13.

31




% of patients in each group
0 5 10 15 20 25
| | . | —
Hypertension |
]
HIV
i
Epilepsy
Tobetes F % o SUD
I = SUD

Figure 3.13 Significantly different medical comorbidities among those with and
without a substance use disorder

Psychopharmacology
The differences in medications used by the two groups are shown in Table 3.5 and

Figure 3.14. Medication groups with n<15 were not tested for significancee due to
the small size. The use of FGA depot antipsychotics (Flupenthixol decanoate,
zuclopenthixol decanoate), haloperidol, and anticholinergics were significantly
hiéher in the SUD group compared to the non-SUD group, while the reverse was

found for antidepressants.
In terms of pharmacology for comorbid medical conditions, the use of anti-

hypertensive was significantly lower in the SUD group compared to the non-SUD

group (3.6% vs 11.4%; p=0.0060; phi coefficient=0.15).
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Table 3.5 Psychopharmacology in those with and without a substance use disorder

Variable Category Overall Without SUD | With SUD p-value for between-
group test
(conditions with
n<15 not tested)
N % n % n %
N 368 201 167
Medication Risperidone 158 | 429 | 82 40,8 76 45,5 0,36
Sodium valproate 94 25,5 | 51 25,4 43 25,7 0,93
First generation 92 25,0 | 29 14,4 63 37,7 <0.0001
antipsychotic depot
SSRI 68 18,5 | 59 29,4 9 5,4 <0.0001
Lithium 60 16,3 | 36 17,9 24 14,4 0,36
Haloperidol 47 12,8 | 17 8,5 30 18,0 0,0076
Olanzapine 39 10,6 | 26 12,9 13 7.8 0,11
Antiretrovirals 34 9,2 20 10,0 14 8.4 0,72
Lamotrigine 32 8,7 20 10,0 12 7,2 0,46
Benzodiazepine 27 7.3 15 7,5 12 7.2 >0.99
Anticholinergic 26 7,1 9 4,5 17 10,2 0,041
Diuretics 20 5,4 16 8,0 4 2.4 0,021
Clozapine 17 4,6 6 3,0 11 6,6 0,10
Amisulpride 14 3,8 7 3,5 7 4,2
Quetiapine 13 3,5 7 3,5 6 3,6
Chlorpromazine 12 3,3 5 2,5 7 4,2

% of patients in each group
0 5 10 15 20 25 30 35 40

L 1 L L 1 L —

First generation antipsychotic depot

SSRI

Haloperidol

Anticholinergic

SSRI=Selective Serotonin Reuptake Inhibitor

Figure 3.14 Significantly different psychotropic medications in those with and without
a substance use disorder
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3.5 Differences in missed appointments, hospital admissions and

length of hospital stay

The median number of missed clinic appointments of the SUD group (5; IQR 3-8)

was significantly higher than that of the non-SUD group (3; IQR 0-6) (p<0.0001),

with a small effect size (r=0.29). There was a significant, moderate, association

between the number of hospital admissions and the SUD group (p<0.0001; Cramer’s

V=0.33), as the SUD group had a higher proportion of patients with one or more

hospital admissions compared to the non-SUD group. (Figure 3.15).
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Figure 3.15 Number of hospital admissions in the 24-month period

The average length of hospital stay for the sample was 4.6 days. Of those who had a

record of a hospital admission of at least 1 day (n=170), the median length of stay of

the SUD group (7 days; IQR 1-10) was significantly greater than that of the non-

SUD group (1 day; IQR 1 -7) (p<0.0001), with a small effect size (r=0.31).
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CHAPTER FOUR: DISCUSSION

This study, which was conducted in a community-based psychiatric clinic serving a
black African township population, found a 45.4% prevalence of SUD. Those with
SUD were more likely to be male, of a younger age, single and having more than a
primary school level of education, than those without a SUD. In addition, having a
SUD was associated with significantly higher rates of missed clinical appointments,

hospital admissions, and increased length of stay in hospital.

4.1 Prevalence and type of substance use disorder

This retrospective record review in a community psychiatric setting found substance
use disorder to be the most commonly diagnosed disorder, with a prevalence of
45.5% in those attending the community psychiatric clinic. The prevalence rate is
slightly lower than that of 51% found by Weich and Pienaar (2008) among
inpatients at Stikland psychiatric hospital in the Western Cape of South Africa.
However, it is considerably lower than the 67% found by Anic (2017) found
amongst psychiatric inpatients at Helen Joseph Hospital, a tertiary academic general

hospital in Gauteng.

The lower prevalence in our study as compared to the Weich and Pienaar (2008) and
Anic (2017) could be due to the fact that these studies were conducted amongst
hospitalized patients, as compared to our study which was done in using outpatients.
Another cause could be that the studies by Weich and Pienaar and by Anic were

prospective, interview-based research, and may have yielded a higher prevalence
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rate due to greater accuracy in identification of SUD. Notably, a previous study at
Helen Joseph Hospital, a retrospective record review describing the profile of
patients admitted to the unit in 2008 (Janse van Rensburg, 2010) found that
approximately 40% of patients were documented as abusing substances prior to their

admission, and 21% were diagnosed with a substance related condition.

In those with SUD, the most common substances used were cannabis (77.2%),
alcohol (59.3%) and nicotine (42.5%). Weich and Pienaar (2008) also found similar
results in that cannabis and alcohol were the most common reported substance in the
inpatient population group, although their prevalence rates of these substances were
lower (40% and 31%) than those in our study. SACENDU (Dada et al 2019), an
epidemiological study conducted at substance use centres, also found a lower
prevalence of cannabis (50%) and alcohol (14%) in the Gauteng region as compared
to our study, but the trend was similar in that these were the two most common
substances used. The frequency of cannabis use may be higher than that in other
countries. In the USA, Watkins et al (2004) found that alcohol was the most
common reported substance used (70%), followed by crack or cocaine (50%) among
patients being treated at outpatient substance abuse centre. Alcohol was also found
to be the most common substances used in a study by Miles et a/ (2003) in a South
London community mental health clinic amongst people with comorbid substance
use disorder, where 34% were using alcohol, 22% were using both alcohol and
cannabis and 12% were only using cannabis. The USA and UK are first world
countries and alcohol use is a substance of choice in social settings. The high

prevalence of cannabis in our study as compared to alcohol could be due to
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affordability. Cannabis is less expensive than alcohol and other illicit substance use,

and may possibly be considered less harmful.

4.2 Socio-demographic characteristics

The median age of the SUD group (33y; IQR 27-40y) was significantly lower than
that of the non-SUD group (44y; IQR 34-55y) (p<0.0001). Compared to those with
no substance use, those with substance use disorder were more likely to be male
(74.9% vs 33.3%; p<0.0001) and single (88.0% vs 67.2%; p<0.0001). However, the
difference in employment between those with SUD and those without was not
statistically significant. This may be related to the overall unemployment rate in the
whole sample being already high at 86.7%; considerably higher than that found
during the Census 2011 for the Sedibeng district, which was 31.9%. Anic (2017)
found similar results among psychiatric inpatients, where those with SUD were more
likely to be young (under 40) and male, but no statistically significant difference in
employment rate and relationship status. Our findings were also similar to those of
Waustoff ef al (2011) in community mental health care centres in Norway, where
they found those with SUD were more likely to be younger, male, single and living
alone. This highlights that younger males are more vulnerable to the use of
substance and that proper resources needs to be directed toward screening and

treatments in this populations group.

In terms of education level, those with SUD were more likely to have a higher level
of education (secondary school level) than those without SUD, who were more

likely to have only a primary level of education (39.8%). Interestingly, the Census

37



2011 also found higher prevalence of those with matric (32.7%) at the Sedibeng
District as compared to those with no schooling (10.2%) and higher education
(12.3%). In our sample, the higher education among those with a SUD could be due
to their being younger and having access to education, as compared to the older
generation, who were less likely to have a SUD (p<0.0001) and may have been less
likely to have had access to education during their youth, which would have been
more affected by apartheid. The higher education may be protective and allow for
effective intervention measures to be implemented in order to reduce the harm of

SUD in this group.

4.3 Comparison of clinical characteristics

With regards to psychiatric diagnosis, the most common diagnosis after SUD was
schizophrenia. Those without SUD were more likely to be diagnosed with Major
Depressive Disorder (26.9% vs. 4.9% among those with SUD, p<0.0001 ) or a Major
Neurocognitive Disorder (9.0% vs. 1.2 amongst those with SUD % p=0.0011), with
no difference for Bipolar Disorder (p=0.11) or Generalised Anxiety Disorder
(p=0.14), whilst those with SUD are more likely to be diagnosed with substance-
induced-psychotic-disorder (49.1%) and schizophrenia (41.9% vs. 21.4% amongst
those without SUD, p<0.0001)). This was different to the findings of Wustoff et al
(2011) in community mental health care centres in Norway: a higher prevalence of
mood disorders and anxiety disorders in both those with and without SUD and a
prevalence of psychotic disorders in those with SUD of only 10.7%. Anic (2017)
found a weak association of schizophrenia and Bipolar Disorder I in those with SUD

as compared to those without SUD. This was surprising, as typically these disorders
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are common in people with a SUD. Weich and Pienaar (2008) found that the most
common psychiatric diagnosis was schizophrenia (28.5%), followed by mood

disorders. Substance related disorders only accounted for 7% of the sample.

Searby, Maude and McGrath (2016) carried out research on the prevalence of co-
occurring alcohol and other drug use in an Australian older adult mental health
service. This paper explored the prevalence of co-occurring alcohol, as well as other
drug use within an older adult community mental health service within inner
Melbourne, Australia. They found that depression outweighed other conditions in
the dual diagnosis group as the main mental health disorder. Dual diagnosis
consumers within the sample were statistically highly likely to be male and younger
in comparison to non-dual diagnosis counterparts. In South Africa, our study found
schizophrenia outweighed other primary psychiatric disorder such as depression and
mood disorders. While our findings differ to the Australian findings, the reason
could be related to the older age of the Australian sample or may be related to
differences in accessing mental healthcare between the two countries, so that people
with SUD in South Africa may be more likely to access care if they have psychosis

rather than depression..

Those with SUD had less medical comorbidity as compared to those without SUD.
77.8% of those with SUD has no medical comorbidities, whilst 21.0% had one
comorbid medical illness and 0.6% three or more comorbidities. The two most
common medical conditions in both with SUD and without SUD were hypertension
and HIV. Although the difference in HIV rates between those with SUD (12.0%)

and without SUD (13.9%) were not statistically significant, it might be expected to
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have higher rates in those with SUD, due to the known increased risky behaviour of
people using substances. This could be due to the fact that those with SUD were
much younger as compared to those without SUD, so you would expect less chronic
medical conditions. This is contrary to a study by Carey et al. (2004), which found
that SUD was associated with high sexual risky behaviour such as unprotected sex
and injection drug use, which led to increase in HIV rates. However, Anic (2017)
found no significant associations when looking at medical conditions, possibly due

to the younger population of the whole sample.

With regards to the current psycho-pharmacotherapy, there were no significant
differences found with regards to psycho-pharmacology between those with SUD
and those without SUD. This was unexpected, and perhaps because the treating
doctors might not have perceived the severity of the symptoms of those with SUD as
warranting extra medication and patient might have been sent to other non-
pharmacological intervention facilities such as rehabilitation centres. The findings of
the research further reveal that the most common psychiatric medication group was
an SGA, risperidone. This could be due to the less extra pyramidal side effects seen

with SGA as compared to FGA

4.4 Differences in clinical outcomes (missed clinic appointment,

hospital admissions and length of stay).

The third objective of the research was to compare those with and without a
recorded history of substance use in terms of the frequency of missed clinic
appointments, hospital admissions for psychiatric symptoms, and duration of

hospital stay. All three care outcomes were significantly worse among those with
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SUD than those without SUD. This was consistent with Morojele, Seban and Seedat
(2012), who describe more severe symptoms and course of illness in patients with
dual diagnosis as compared to those without comorbid SUD. As well as the direct
effect of substances on psychiatric symptoms, poor medication adherence has been
increased among people with psychotic disorders and comorbid substance use,
particularly with cannabis (Colizzi, 2016; Foglia, 2017). This could explain the
increased number of missed appointments and readmissions found among this
community-based sample with SUD, and increased severity of symptoms may have

contributed to the longer duration of hospital stay.

4.5 Limitations

As a retrospective record review, this study had a number of limitations. For
instance, incomplete patient records affected the completeness of data collection.
Accuracy of diagnosis may differ amongst the clinicians depending on their clinical
knowledge and experience. The other limitation was the fact that the some of the
patients could have failed to fully disclose their substance use history. The final
limitation is the fact that the study results only reflect the pattern and demographics
of patients from Levai Mbatha Community Health Care and might not necessarily be

representative of other communities.
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CHAPTER FIVE: CONCLUSION AND RECOMMENDATIONS

5.1 Conclusion

The study shows that there is a high prevalence of SUD in patients with mental
illness and the patients with SUD are more likely to be suffering from severe mental
illness such as schizophrenia as compared to those without SUD who are more like
to have mood and anxiety related conditions. The patients with SUD are more likely
to be male, unemployed, with secondary level of education and less likely to be on

disability grant.

The study also shows that patients with SUD are more likely to have increased
number of missed clinic appointments which leads to non-adherence to medication.
This could also be the reason for the increased in hospital admission in those with
SUD due to probably severe illness as compared to non-SUD, resulting in a higher
length of stay when admitted to hospital. The study did not find an increased in
medical comorbidities in those with SUD as compared to those without SUD, this
could be due lack of screening of medical illness in those with SUD and lack of
awareness and presentation to their health facilities. The most common medical
comorbidities found in the sample were lifestyle related such as diabetes,
hypertension and HIV. These were more common in those without SUD than those

with SUD.

5.2 Recommendations

The increase in substance use in trend in patients with mental illness requires more

vigilant and stricter measures of primary prevention, where patients with mental
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iliness are psycho-educated on the negative consequences of comorbid substance
use. These primary prevention methods will needs to happen at early diagnosis, with
information on the different substance and its effects. On the other hand, most
patients with mental illnesses such as schizophrenia and bipolar mood disorder use
substances as way of self-medicating their symptoms, especially cognitive related
symptoms. It is important of health care practitioners to be aware of this, and
institute early secondary preventive measure to prevent on-going use, which the
study has shown, leads to poor adherence to clinic appointments and more hospital
admissions. These measures could include screening tools and urine drug screen.
With those who are already using any substance it’s important to institute measures
such as motivational interviewing on every contact with the patient. This will help
understand the extent of the substance disorder and the readiness to stop the

substances.

Facilities such as rehabilitations centres should be readily available for patients who
need daily motivation to stop their substance use. This could be a day rehabilitation
centre, where the patient can go on a daily basis for different psychological and
behavioural intervention to stop the substance use. For patients who need extensive
substance use rehabilitation, referral to dual diagnosis units such the one available in
Sterkfontein would be of benefit. Dealing with substance use in a patient with
mental illness may increase compliance to medication, increase insight into illness
and reduce the number of hospital admissions related to relapse. This in turn
improves the quality of a patients’ life with regards increase in chances of finding

employment and completing further education.
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APPENDIX

Appendix 1: Socio-demographic data collection form

Sociodemographic data

MALE

—_—

FEMALE 2

POLPULATION GROUP

BLACK

WHITE

COLOURED

INDIAN

OTHER

RELATIONSHIP STATUS

SINGLE

IN A RELATIONSHIP

DIVORCED

SEPARATED

WIDOWED

EDUCATION LEVEL

PRIMARY

SOME SECONDARY

MATRIC

TERTIARY

EMPLOYMENT STATUS

EMPLOYED

UNEMPLOYED

DISABILITY GRANT

YES

NO




Appendix 2: Clinical data collection form

PRIMARY PSYCHIATRIC DIAGNOSIS:

PSYCHOTIC DISORDERS

ANXIETY DISORDERS

DEPRESSESIVE DISORDER

BIPOLAR AND RELATED DISORDERS

SUBSTANCE RELATED DISORDERS

TRAUMA AND STRESS RELATED
DISORDERS
OBSESSIVE-COMPULSIVE
DISORDERS

PERSONALITY DISORDERS

SOMATIC SYMPTOMS AND RELATED
DISORDERS

OTHER MENTAL ILLNESS

[N eNoNeNollel fel el fal =

OTHER MEDICAL CONDITION:

PRESENT

NOT PRESENT

TYPES OF SUSBTANCES USED:

NICOTINE

CANNABIS

COCAINE

AMPHETAMINES

ALCOHOL

OTHERS

—_ == =

ololo|lo|e|@

PSYCHOPHARMACOLOGY

ANTIPSYCHOTICS

ANTIDEPRESSANTS

MOOD STABILIZERS

STIMULANTS

it | et | [ | =

BENZODIAZEPINES

(e} Ken) el far) fenl

NUMBER OF MISSED APPOINTMENTS

NUMBER OF HOSPITAL ADMISSIONS

AVERAGE DURATION OF HOSPITAL ~

STAY

48




Appendix 3: Ethics approval letter

%
&

e

n
Mranspped®

R14/48 Dr Lerato Mokwatsi
HUMAN RESEARCH ETHICS COMMITTEE (MEDICAL)
CLEARANCE CERTIFICATE NO. M171046

NAME: Dr Leraio Mokwatsi
(Principal Investigator}
DEPARTMENT: Psychiatry
Levai Mbatha Community Health Centre, Evaton
PROJECT TITLE: Subslance use Prevalence and Outcomes in a

Psychiatric Outpatienl Population it Southern Gauleng
DATE CONSIDERED: 27110/2017
DECISION: Approved unconditlonalty
CONDITIONS:

SUPERVISOR: Dr LJ Roberisan

!
APPROVED BY: N !/'r (o fle
Professor P. Cleaton-Jones, Chairperson, HREC {Medical)

DATE OF APPROVAL;  30/10/2017

Thls clearance certificale is valid for 5 yoars from dato of approval Extension may be applied for.

To e complatod in duplicate and ONE COPY refurned Lo Ihe Ressarch Office Secretory n fRodm 301,

Third Flooe, Foculty of Hoolth Scioncas, Philip Tobias Bujding: 20 Princess of Wates Torroog, Poarktown,
2183, Litiversity of tho Wi . Wi fully o J tha cohditions uhder which | andwe ore suthorsed
fa ciry oul the nbovo mentaned mesearch an fwe undertake 1o ensire complisnce with these canditicns,
Should sny departure bo tontemplated, lrom the research prolocol B3 appeaved, Ves undentane lo

resubmit the appl n o ihe Commitiee. | agree to submit 5 yoarly progress report. Thi dale for
winpanl fo-cortification wil be oo year ofter tha dato of convened mesting whare the study wag Initially

reviwnd, In this case, tho siudy was inltinlly roviessed In Octibar and will themfors ba due o the month of
Getobior ench yoor. Unreported ehangos lo the application may invalidate the chemance givin by the
HREC (Medical).

Prircipal Investigalor Signature Date

PLEASE QUOTE THE PROTOCOL NUMBER IN ALL ENQUIRIES

49



Appendix 4: Research site permission letter

Sedibeng District Health

o ﬁ Services
AEH P GAUTENG PROVINCE o itr Fguers
?)‘" -P-‘. Sedibeng District Research

Ca-ordinator

To Sebokeng Hospual Managemeant
Human Research Ethics Committee, University of the Witwalersrand

Permissian 10.£

his is 1o cerify that Dr Lerato Mokveatsi, currently applying for athical clearange for
conducting research for the purpose of abtaining an MMed degree, is granted penmissian
from Sedibeng District Research Gommittes 10 conduct the research at Leval Mbatha
Community Health Centre in Evaton.

The Title of the study is: Substance use prevalence and outcomes in a psychiatric
outpatient population in Southern Gauteng

The study will be 2 retrospective record review of patients attending the Levai Mbatha
psychiatric clinic.

| Dr Viclor Figueroa in my capacity as Sedibeng District Research Co-ordinater

recammend and E-up;zloﬂ her application 1o conduct the above research
Regards J

Fi 4
/

(¥ /
2 F4

“f W fel 2¢
B L) e Date 4 I (o] &
Or_ Victor Figugrsa

e

p= y—
|6AUTENS PROVINGIAL GOVARNMENT
FAMILY MEDICINE JNIT o
2017 -10- 06
PIVATE BAG X022
— \i'fNLﬁ’im?‘-izi‘ .

'SEDIBENG DISTRICT

50



Appendix 5: Turnlt in Report

0404569y:MMed_Final_DrMokwatsi_26June.docx

ORIGINALITY REPORT

2% 2% 0% 2%

SIMILARITY NDEX INTERNET SOURCES  PUBLICATIONS STUDENT PAPERS

PRIMARY SOURCES

Submitted to University of Witwatersrand 20
Student Paper /0

Exclude quotes On Exclude matches <2%
Exclude bibllography  On

51



