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ABSTRACT

Background

Substance use among the adolescent population has been described as serious public
health concern with long-term health, financial and psychosocial consequences.
Previous studies have described risk factors associated with the onset of substance
use in adolescents. The aim of the study was to determine the prevalence of substance
use and to describe and compare the socio-demographic and clinical profile of
adolescent substance users and adolescent substance non-users admitted to the

adolescent ward at Tara H. Moross Centre Hospital (Tara).

Methods

This was a retrospective comparative record review of all the adolescent patients
admitted to Tara Hospital's adolescent unit over a period of four years from 1 January
2012 to 31 December 2015. Records from adolescents between ages of 13 and 18

were included in the study.

Results

Overall the total sample consisted of 118 patient records. The prevalence of substance
use in this population was 44.1% (n=52), 53.4% (n=63) of the total sample were female
and the median age of the total sample was 16 years (IQR=15-16). Cannabis was the
predominant choice of substance (n=36, 69.2%) and the majority of the patients
reported being introduced to substances by their peers (n=39, 86.4%). When
comparing the substance use group and substance non-user group it was found that
there was a significant difference between the groups with regards to main caregiver
patterns (p=0.012). There was also a significant difference with regards to
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psychosocial stressors, where the stressor of “conflict with parents” was more
common in the substance use group (61.5%, n=32) compared to the substance non-

user group (25.8%, n=17, p<0.001).

Conclusion

This study results are in keeping with the international literature with respect to factors
associated with adolescent substance use and substance use patterns. The high
prevalence of substance use in this study highlights the important potential role of dual
diagnosis programmes for adolescent mental health care users. Family caregiver
patterns should be noted in the history, and conflict within the family unit can be viewed
as a potential therapeutic target. This study suggests that there is still a need for

continuous psychoeducation about substances in families and the community at large.
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CHAPTER ONE: INTRODUCTION

1.1 Background

Substance use, which may refer to both legal and illicit drugs, continues to be a global
concern with multiple health and socioeconomic consequences.® Studies have shown
that there has been a rapid rise in substance use globally over the past decade.®-?
This is a serious public health concern with significant negative impact on public health
and socioeconomic outcomes.® According to the United Nations Office on Drugs and
Crime (UNODC) World Drug Report, approximately 5.6% of the global population
between the ages of 15 and 64 years used substances at least once during the year
2016.4 A further 16.7% of this population suffered from substance use disorders and

related disorders.®

The onset of substance use during the adolescent years poses a danger to the
vulnerable adolescent brain that is still developing.® The World Health Organization
(WHO) regards adolescence as the age period from 10 years to 19 years.® The
adolescence stage of development has been described as a critical stage of human
development characterized by a transition from childhood to adulthood where there is
rapid physical, cognitive, emotional and biological growth.®) The introduction of
substance use in this stage of development would therefore have a negative impact
on the overall development of the individual.®) Substance use at an early age plays
an important role in an adult developing a substance use disorder.® Research has
shown that most patients who have a substance use disorder in adulthood started
using substances before the age of 18 and had developed their disorder by the age of
20 years.® The likelihood of developing a substance use disorder has been shown to

be highest in individuals with onset of use in their early adolescent years.(") In one
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study, it was shown that 15% of people who started using alcohol by the age of 14
years developed alcohol dependence, compared with two percent of those who
commenced use at the age of 21 years or older.(”” The common addictive substances
with which the majority of people begin with are tobacco, alcohol, and cannabis or
marijuana.(”) Early substance use has also been associated with the development of

psychiatric illnesses other than substance use disorders later in life.®

There are several factors associated with the onset of substance use during
adolescence that have been described in the literature. These factors include
individual, familial and environmental factors.(:® Factors such as the genetic
predisposition, the availability of drugs, the family environment, exposure to violence,
physical or emotional abuse, the presence of mental iliness, and peer pressure, all
increase the likelihood of an adolescent using substances.®19 Analysing these factors
is vital for the development of preventative and treatment programmes for adolescents

who use substances or have substance use disorders.

When teenagers struggle with emotional problems, they may turn to substance use to
help them manage difficult feelings.® Because adolescent brains are still developing,
the results of teenage ‘self-medication’ can be more immediately problematic.® In the
short term, this behaviour can help alleviate unwanted mental health symptoms such
as anxiety and depression. In the longer term it exacerbates them, and often ends in
abuse or dependence.® This progression is more likely to happen in adolescents with
pre-existing mental health conditions. The chosen location for the current study has a

unit specifically targeted at adolescents with mental health issues.

The Tara H. Moross Centre Hospital (Tara Hospital) is situated in Johannesburg in the

Gauteng province of South Africa (SA). The hospital has 140 in-patient beds and offers



specialised psychiatric inpatient and outpatient services to children and adults with
mental illness. Tara Hospital is one of three hospitals in Gauteng that has an
adolescent in-patient unit.*2) This study aimed to determine the factors associated with

substance use in adolescents admitted to Tara Hospital.

1.2 Aim

The aim of this study was to describe the sociodemographic and clinical profiles of
adolescent substance users (SU) admitted to Tara Hospital in the period from 1
January 2012 to 31 December 2015, and to compare these profiles to those of

adolescent substance non-users (SNU).

1.3 Objectives

The objectives of this study were:

e To determine the percentage of adolescent in-patients presenting with a substance

use history;

e To describe and compare the socio-demographic and clinical profiles of the

patients with a substance use history and those without; and

e To determine which factors, if any, could be associated with a substance use

history.

1.4 Hypothesis

It was hypothesised that in adolescent patients admitted to Tara Hospital there would
be a difference in the sociodemographic and clinical profiles of substance users

compared to non-users.






CHAPTER TWO: LITERATURE REVIEW

2.1 Substance Use

Substance use may include experimenting by using a substance as a once-off
incident, persistent or even dependent use.(? The term ‘substances’ refers to drugs
that activate the brain’s reward pathway, and the classification of these drugs is not
based on whether a substance is legal or not.2) The classes of drugs include alcohol,
cannabis, nicotine, caffeine, stimulants, hallucinogens, inhalants, opioids, sedatives,
hypnotics, anxiolytics, stimulants, and other substances like anabolic steroids.*? From
the listed drugs, alcohol, caffeine and nicotine are not regarded as ‘illicit drugs’. The
term ‘illicit drugs’ refers to substances that are addictive and illegal.(*? Each class has
a separate mechanism by which reward is produced, but all substances produce the
associated intoxication experience through the activation or inhibition of the central

nervous system.®3)

According to the Diagnostic and Statistical Manual of Mental Disorders, Fifth edition
(DSM 5), substance use disorder is defined as ‘...a cluster of cognitive, behavioural
and physiological symptoms indicating that the individual continues to use substances
despite significant substance-related problems’.¥ Substance use disorders involve
pathological patterns of behaviours such as aggression, as well as neglect of social

and occupational responsibilities.*

2.2 Neurobiology of Substance Use in Adolescents

Research suggests that there are rapid changes in the emotional and regulatory
controls of the adolescent’s brain. As a result, adolescents are driven to seek new

experiences and immediate rewards which may lead to substance use.®® An increase



in dopaminergic connections feeding into the underdeveloped prefrontal cortex, the
development of limbic system, increase in white matter and decrease in grey matter
are all characteristics of brain development during adolescent period.® The region of
the brain that is concerned with decision-making and processing is called the
prefrontal cortex. Memory and incentive assessment are elements that this region
utilizes to make decisions and it reacts to stimulation by dopamine.® Dopamine is a
neurotransmitter that plays a central role in emotional responsiveness, desire and
incentives.® The bulk of addictive substances promote the extreme release of the
neurotransmitter, dopamine. As a result, this can lead to addiction through excess
stimulation of the reward pathway. The underdeveloped prefrontal cortex of
adolescents is sensitive to reward and has a decreased ability to inhibit stimulus which
then limits decision-making.® This further contributes to an incapability to make
decisions and control behaviour, leading to risk-seeking behaviours such as substance

use.®

2.3 Psychosocial Determinants of Substance Use

Identity formation is the central developmental task of adolescence, according to the
‘Theory of Psychosocial Development’.(1®) Adolescents start developing their identity
through the exploration of new things which may lead to substance use, thus
experimenting with substances may be considered to be normal behaviour.®17
Another theory, the ‘Social Development Model’ also postulates that children learn
behavioural patterns from their social environment including family, school, peers and

surrounding community. 7



2.4 The Prevalence of Substance Use, lllicit and Legal, in Adolescents in other

Countries and South Africa

Substance use includes both legal and illicit substances. The use of illicit substances
is a growing public health problem. Globally the prevalence of substance use in 2014
was 5.3%.@ A national USA survey of 2018 among grade 8-10 students showed that
the lifetime prevalence use for any illicit substance was between 19% and 45%, and

the 12 month prevalence use for any illicit substance was between 19% and 40%.(®

A study by Goébel et al. among European adolescents in 2016 showed that the overall
prevalence of alcohol use was 11.2% and polysubstance use was 4.7%.19 |t reported
further that alcohol use was more prevalent in Denmark (26.4%) and Hungary (23.8%),
with higher prevalence rates for polysubstance use in Ireland (10%) and Estonia
(9.1%).19) An Ethiopian study done in 2012 used a self-report questionnaire to assess
the prevalence of substance use and associated factors among high school
adolescents in Woreta Town in Ethiopia. It was found that the prevalence of current
substance use among 651 students in the study was 47.9%. Furthermore, the study
found that the lifetime prevalence was 65.4% and the three most commonly used
substances were alcohol, nicotine and methcathinone (also known as mephedrone,

with street name ‘Kat’ or ‘khat’) respectively.®

Olumide et al. used a self-report questionnaire to conduct a comparative study on the
lifetime prevalence of substance use among adolescents in five major cities, namely,
Baltimore, Shanghai, Delhi, Ibadan, and Johannesburg.??) Of all the cities listed,
Johannesburg had the highest prevalence of substance use of 77.4%, followed by

Baltimore (73.2%), Shanghai (71.9%), Ibadan (53.8%) and Delhi (33%).?Y) The most



commonly used substances in all the cities was alcohol, with a prevalence of 44.6%,

followed by nicotine (26.2%) and cannabis (17.9%).%)

In a South African study conducted among high school students by Moodley et al. in
the Pretoria township of Atteridgeville, a self-report questionnaire indicated that the
lifetime prevalence rates for the three most commonly used substances were 51.4%
for alcohol, 25.2% for cigarettes and 13.2% for cannabis.?? In this study alcohol was
also found to have the lowest mean age of initiation compared to the other
substances.? Taukoor et al. carried out a retrospective chart review and reported a
lifetime prevalence of substance use of 38.3% among adolescents in Durban and
alcohol was the most commonly used substance at 29.6% followed by cannabis use
at 19.8%.123 A South African population-based survey conducted in 2012 by Peltzer
and Phaswana-Mafuya used a screening test to examine substance use in 26453
individuals, individuals aged 15 years and older , for the previous three-month
period.® This study found that the most commonly used substance during the three
month period was cannabis, followed by sedatives and amphetamine-type
stimulants.® Peltzer and Phaswana-Mafuya also found that of all the SA provinces,
Western Cape had the highest drug use during the study period (7.1%) followed by
Free State (6.3%) and Northern Cape (5.2%). It also seemed as if each province
had a preferred substance. Western Cape was found to have higher rates of
methamphetamine use whereas residents of Gauteng and Mpumalanga preferred to
use alcohol and cannabis.? From all of the studies mentioned above it appears that
alcohol and cannabis are the most commonly used substances by South African

adolescents.



2.5 Substance Use and Mental lliness

The relationship between substance use and mental iliness is often described as
complex and bidirectional in that the two disorders can be reciprocal.?>2% The
presence of mental ililness may lead to an increase in drug-seeking behaviour to
alleviate psychiatric symptoms such as depression and anxiety, while mental illness

may be induced by substance abuse.@®)

The prevalence of substance use is also higher among adolescents with mental iliness
than in the general adolescent population.?7-29) Niethammer and Frank studied
psychiatric inpatient adolescents in Germany and found that alcohol was the most
common substance with 44% regular use and illegal substances had a 40% use.0
Another study done by Hollen et al. in 2008 in America on in-patient adolescent mental
health and substance use comorbidities found a dual diagnosis in 25% of these

patients.??)

In South Africa, Paruk et al. investigated cannabis use in adolescent psychiatric in-
patients in a Durban hospital.?® In this study, 55.6% of the 45 patients with first
episode psychosis reported a history of lifetime cannabis use.® In another study by
Paruk et al. conducted on adolescent psychiatric in-patients using a retrospective
chart review, the lifetime prevalence of cannabis use was 61.4%, this was followed by
nicotine use and alcohol use with prevalence rates of 50% and 41.4% respectively.@®
Lachman et al. conducted a study in the Western Cape focussing on inpatient
psychiatric adolescents. They extracted epidemiological, clinical and demographic
data for those presenting with a dual diagnosis (psychiatric disorder with comorbid
substance use disorder), specifically psychotic disorders and substance use. Their

results suggested a high lifetime prevalence of substance use among adolescents



presenting with their first psychosis episode. Specifically, the lifetime prevalence of

cannabis was 76%, this was followed by methamphetamine and alcohol.G%

Wilkinson et al. described the link between cannabis and psychosis to be in three
forms, acute psychosis associated with intoxication, psychosis during the withdrawal
phase and persistent psychotic disorder which may lead to schizophrenia.?
Additionally, another study has supported the idea that cannabis causes cognitive

decline, especially in those that have used it for a longer duration.®3

An association between substance use and the prodromal symptoms of schizophrenia
has been described in a study that was conducted by Miettunen et al. in 2008. Their
study investigated the association between cannabis use and risk of psychosis in 6330
adolescents. They concluded that cannabis use was associated with prodromal

symptoms of psychosis in adolescence.®4

More generally, Boden and Fergusson found that increased alcohol use increases the
risk of depression.®® Certain externalizing psychiatric disorders such as Attention
deficit hyperactivity disorder (ADHD) have also been associated with substance use.®
The presence of comorbid substance use in psychiatric patients may lead to adverse
treatment outcomes like treatment adherence, poor treatment response, multiple

relapses and hospital admissions and impairment in overall functioning.G%

2.6 Factors Associated with Substance Use among Adolescents

Factors associated with the development of substance use and substance use
disorders in the adolescent population are multifactorial. In order to have intervention
strategies for adolescent substance use, it is important to understand the factors

associated with the onset and maintenance of substance use in the adolescent
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population.(®® Several studies have reported on the factors associated with substance
use in the adolescent population.:?37) These factors have been categorized and
described differently by different studies. In a review by Whitesell et al., factors leading
to substance use and substance use disorders in adolescents were described as
familial, social and individual risk factors.® Familial factors included child
maltreatment, a family history of substance abuse, and poor parent-child relationships.
Social factors included associations with defiant peers, bullying and gang involvement.
Individual factors included the presence of Attention deficit hyperactivity disorder
(ADHD) and depression.® In certain studies, familial factors such as child abuse,
neglect and divorce of parents have been mentioned as environmental factors.®-9:37)
A family history of substance use and psychiatric disorders, the presence of certain
psychiatric disorders and medical conditions have also been described as clinical

factors by certain studies.®37)

2.6.1 Sociodemographic factors

When looking specifically at illicit drug use, the prevalence of illicit drug use in males
has been reported to be twice that reported in female adolescents.®-37-39) With respect
to race, some authors have reported higher rates of substance use among white

(Caucasian) population compared to other races in South Africa.®37

When looking at substance use in general, certain studies have found that the
prevalence of substance use increases with age in adolescents.(?%.28:38) | achman et
al. found that substance use was associated with a low level of education among
adolescents.®Y) From a social factor perspective, substance use has been found to be
more common among adolescents coming from poorer low-income home

environments.®.28)
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Substance use in adolescents has been found to be associated with stressors such
as a history of child abuse, neglect and divorce or separation of the parents.1.40)
Problems with family relationship have been shown to be associated with substance
use in the adolescent population. Increased parental and sibling conflict has been
associated with an increased risk to substance use.®14% Both Ololade and Mndzebele
and Barret et al. reported that adolescents living with both parents were less likely to

use substances than those coming from a single-parent household.#1-42)

2.6.2 Clinical profile

A family history of substance use and a psychiatric condition have been found to be
associated with substance use in adolescents.(%43) Research has indicated that the
presence of ADHD in adolescents is associated with an increased risk for substance
use. This likelihood has been shown to be three times higher than other mental
illnesses.® The treatment of ADHD in children and adolescents has been shown to

decrease the likelihood of substance use by up to 50%.®

Depressive disorders in adolescents are also associated with an increased risk for the
onset of substance use and substance use disorders.® This is thought to be related
to multiple factors such the dopamine reward theory and psychosocial stressors, as
already mentioned in Section 2.2. Dopamine deficiency in depressed patients may
lead to seeking for a substance to increase the levels of dopamine in the brain, and
this may in turn lead to excess dopamine in the prefrontal cortex and stimulation of the
reward system.® This is often referred to as the ‘self-medicating’ theory in depressed
individuals. It is often thought that depression predates the onset of substance use.®

The relationship between depression and substance use is often described as

12



reciprocal with a common aetiology of genetics, involved anatomical structure,

neurotransmitters and psychosocial stressors.®

Chronic medical conditions such as human immunodeficiency virus (HIV) and diabetes
mellitus have been found to be associated with substance use in adolescents.®*
Substances are used to ‘numb the pain’ of the psychological stressors associated with
these conditions and this has an effect on the treatment adherence and disease
control.4 Adolescents with chronic medical illness were found to use alcohol more
frequently than other substances in a study by Davis et al.*> This emphasizes an

association between substances in medical as well as mental illnesses.

2.7 Effects of Substance Use in Adolescents

Substance use has been shown to have a negative impact on adolescents which
continues in adult life.*®) The direct and indirect impact of early onset of substance use
may lead to adverse health and safety outcomes for the individual and community at
large.() The younger the individual is at onset of substance use, the greater the
negative impact and consequences.®”) Substance use also has a negative impact on
educational achievement and results in behavioural problems leading to academic
under-achievement.“8) Adolescents using substances may terminate school early due
to substance use.“® Even after school completion, they may still face a challenge in
finding employment, especially if drug testing is practised. This in turn may lead to
unemployment, and, as a result, adolescent substance users are more likely to be

involved in criminal activities.“8)

Substance use in adolescents is associated with involvement in high risk behaviours.
This in turn leads to situations such as motor vehicle accidents, suicide and

homicide.“”) Since the early 2000s, South Africa has had an increase in violence and
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severe crimes which are associated with substance use.®® In a randomized trial by
Swartz et al. among 18 year olds and above who were involuntary psychiatric patients
from North Carolina, it was found that 27% of the 331 patients who had committed a
crime associated with violence were under the influence of substances.“® A Namibian
study by Rudatsikira et al. in 2007 in school-going adolescents found that substance
use was associated with violent behaviour such as physical fights.? Substance use
in adolescents and in the general population is also associated with an increased risk
of contracting HIV and other sexually transmitted illnesses (ST1).2%9 This is related to
poor decision-making and impaired judgment during the period of substance

intoxication and intravenous drug use.

Substances such as nicotine, cannabis and alcohol have been described in other
studies as gateway drugs for other substances such as cocaine and
amphetamines.(®%51) Researchers have described the ‘gateway theory’, which means
that using certain substances may lead one to use other substances which are
regarded as ‘stronger’.%5) The pathway for this includes the psychological and
physiological need for something stronger of the same type after the use of nicotine,
cannabis or alcohol. The other pathway involves the social interaction where an
individual comes into contact with the users of other substances like cocaine and
amphetamines. Despite this information, the gateway hypothesis remains a

controversial topic of substance abuse. 05

2.8 Summary of the Literature Review

Adolescent substance use is a challenge physically, socially and financially across the
globe. Adolescence is a difficult stage where mental illness may emerge, and

adolescents may experiment with substances due to their developing brains seeking
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novel experiences. Although studies have been conducted globally on substance use
in adolescents, there is limited information regarding the epidemic among mental
health care users in South Africa. Alcohol has been described in many local and
international studies as the main substance of abuse followed by cannabis. However,
in studies specifically examining adolescent mental health care user, cannabis has
been reported as the most used substance, especially in the South African context.
Factors associated with substance use that have been described in adolescents
include age, gender, psychosocial stressors, a family history of substance abuse, and

peer pressure.

The current study aims to add to the body of research by exploring the factors
associated with substance use in adolescents admitted to Tara Hospital adolescent

unit.
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CHAPTER THREE: METHODOLOGY

3.1 Study Design and Sample Population

This study was a retrospective comparative record review conducted at Tara Hospital.
The study population included adolescent patients between the ages of 13 and 18
years who were admitted at the Tara Hospital’s adolescent unit during the period of 1
January 2012 until 31 December 2015. While the WHO defines adolescence as ages

10 to 19, the above ages were from the Tara admission criteria for an adolescent.

The list of patients admitted during the period of 1 January 2012 to 31 December 2015
was obtained from the admissions unit. The number of patients admitted for this period
was 140. Out of 140 files, only 118 files were obtained with 17 files missing. No

information was known regarding the 17 missing files.

3.2 Sample Size Calculation

The sample size was based on the key research question, in this case the comparison
of study variables between substance users and substance non-users. This required
the use of chi-square test for most variables. Catering for at least a 3x2 table (for 3
categories of a given variable and 2 categories of grouping: substance users and
substance non-users), the detection of small, medium and large effect sizes with 80%
power and at the 5% significance level, required sample size of 964, 108 and 39
respectively.®? This study aimed for the detection of at least a medium effect size,
should it have existed, thus a minimum sample of 108 patients was required. The

actual sample size of 118 was thus adequate.
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3.3 Inclusion Criteria

For this study, all data from patients admitted to the adolescent ward from 1 January
2012 to 31 December 2015 were included. Records for adolescents between the ages
of 13 and 18 years were included in the study. There were 123 admission records
obtained, but it was found that five patients had been admitted more than once. These
five cases were only included once, and the information used was taken from the first

admission. Therefore there were 118 files used in this research.

3.4 Data Collection

Data used in this study were collected retrospectively from the files of the patients
admitted from 1 January 2012 until 31 December 2015 using a data collection sheet
(Please see Appendix 3). The list of patients admitted during this period was compiled
using the hospital’s inpatient database. Information was obtained from the admission
clerking sheet and when there was information missing, the patient’'s ward file was
retrieved. The information from the data sheet was then entered on to an electronic
spreadsheet which was used for data analysis. To protect the patient’s identifying

information, each data sheet was assigned a separate code number.

3.4.1 Prevalence of substance use

The primary outcome of the study was to determine the prevalence of substance use
in the adolescent inpatients at Tara Hospital. Information about substance use was
obtained from the admission clerking sheet and ward file. Substance use, for the
purpose of this study, was defined as lifetime use of any psychoactive substance, as
noted in the history of the patient. This was ascertained from a self-report of substance

use or misuse, a diagnosis of substance-related disorder, a positive multi-drug urine
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screen during admission, collateral information or any combination of these. Multi-
drug urine test screening for all the inpatients was not done routinely. The researcher
only documented the presence of a substance use history and did not assess whether

the patients also fulfilled the criteria for a substance use disorder.

3.4.2 Sociodemographic data

This information was obtained from the admission clerking sheet and ward file. This
included demographic information pertaining to age, race (recorded as it appeared in
a patient’s file), educational background (including highest level of education, type of

school being attended), and current caregiver.

3.4.3 Clinical profile for psychiatric diagnosis

The psychiatric diagnosis was based on the psychiatric diagnosis which was made on
the first clerk at admission and the discharge summary. These diagnoses were
categorized based on the Diagnostic Statistical Manual (DSM) IV TR and DSM 5.
However, some diagnoses were grouped to minimize the variables. The psychiatric
diagnosis were grouped as follows: Attention deficit hyperactivity disorder (ADHD),
disruptive disorders (oppositional defiant disorder and conduct disorder), learning
disorder, intellectual disorder, psychotic disorders (including psychotic disorder due to
another medical condition and substance-induced psychotic disorder), mood and
anxiety disorders (including mood and anxiety disorder due to another medical
condition and substance-induced mood or anxiety disorder), substance use disorder,
personality disorder, and other psychiatric disorders. The other psychiatric conditions

were not investigated by the researcher as they were isolated conditions
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3.4.4 Substance-related data

The substance-related data were collected in terms of a detailed substance history,
including type of substance used, age of onset, duration of substance use and who
introduced the substance for the first time to the individual. The duration of substance
use was determined in months from the date the patient first used substances prior to
the date of admission as there were no patients who only had experimented on
substances once and stopped. The introduction of substance for the first time to the
individual was obtained from the substance history in the admission template and in

the subsequent history in the file.

3.5 Data Analysis

All data were captured on an electronic spreadsheet and then run through the
Statistical Analysis System (SAS) (version 9.4 for Windows) statistical package. For
continuous variables, the means, medians, standard deviations and interquartile
ranges were calculated. Tests of difference between continuous variables were carried
out using t-tests for parametric data or the non-parametric Wilcoxon rank sum test
when the data did not meet the assumptions necessary to compute a t-test.
Categorical data were represented as frequencies and percentages. Tests of
difference between categorical variables used the Fisher’s exact test, a version of the
chi-square test suitable for 2x2 contingency tables. The 5% significance level was

used. The descriptive presentation of the results used tables and bar charts.

3.6 Postgraduate Committee and Ethics Committee Approval

This was a retrospective study and the data were anonymous. Names of the patients

and other identifying details were not recorded on the data sheet. Patients were not
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being treated in the hospital at the time of data collection. The original protocol was
sent to Postgraduate Committee and changes that were recommended including the
change of title were effected and sent back to the Committee before final approval was
granted. Ethical clearance was obtained from Human Research Ethics Committee of
the University of the Witwatersrand, Clearance Certificate No. M170410 (Please see
Appendix 1). Permission was also granted from Tara Research Committee and the

CEO to conduct this study (Please see Appendix 2).
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CHAPTER FOUR: RESULTS

4.1 Sample Characteristics

Overall 140 patients were admitted to the Tara Hospital adolescent ward during the
study period, however 17 files were missing, and there were also 5 repeat admissions.

The final study sample was then 118 patients.

4.2 Sociodemographic Profile of the Overall Sample

The sociodemographic profile is summarized in Table 4.1 overleaf.

The median age of the overall population was 16 years (IQR =15-16), 53.4% (n=63)
of the patients were female and 46.6% (n=55) were males. In terms of race, as
recorded directly from the files, 44.9% (n=53) were African and 42.4% (n=50) were
White, 6.7% (n=8) were coloured. The majority of the patients attended mainstream
schooling (78%, n=92), 5.1% (n=6) patients attended special schooling and 8.5%
(n=10) of the patients were not in school. The median number of years at school was

8 years (IQR =7-9).

In terms of the present caregiver, 43% (n=51) of the patients were cared for by both
parents, 33.9% (n=40) were cared for by mothers only, 4.2% (n=5) were cared for by
their father only, 11.9% (n=14) by grandparents, 2.5% (n=3) by adoptive parents, 2.5
(n=3) by other relatives and 1% (n=1) by siblings. The predominant psychosocial
stressor was academic difficulties with 45.8% (n=54) followed by conflict with parents
with 41.5% (n=49). Other psychosocial stressors included: divorced or separated
parents (40.7%, n=48), poor peer relations (24.6%, n=29), parental conflict (21.2%,

n=25), early parental loss (15.3%, n=18).
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Table 4.1: Sociodemographic Profile of the overall sample (n=118)

Mdn IQR
Age (years) 16 15-16
n %
S Male 55 46.6
Female 63 53.4
White 50 42.4
African 53 44.9
Race Coloured 8 6.8
Indian 7 5.9
Both parents 51 43.2
Father 5 4.2
Mother 40 33.9
: : Grandparents 14 11.9
Main caregiver -
Adoptive parents 3 2.5
Siblings 1 0.8
Other 1 0.8
Other relatives 3 2.5
Mdn IQR
Years of schooling 8 7-9
n %
Mainstream 92 78.0
Special 6 5.1
Type of schooling Remedial ’ 5.9
Not in school 10 85
Other 3 2.5
Academic difficulties 54 45.8
Divorce/separated parents | 48 40.7
_ Conflict with parents 49 41.5
SPts;)ézggfsmal Poor peer relationships 29 24.6
Parental conflict 25 21.2
Early parental loss 18 15.3
Other 2 1.7

Mdn- median, IQR- interquartile range
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4.3 Clinical Profile of the Overall Sample
4.3.1 Psychiatric diagnosis

The predominant psychiatric diagnostic category was mood and anxiety disorders
(70.3%, n=83) followed by psychotic disorders (29.7%, n=35). Substance use disorder
was 12.7% (n=15). Some patients had more than one diagnosis, hence the total is
above 100%.The category ‘other’ included complex trauma, autism spectrum disorder,
anorexia nervosa, bulimia nervosa, eating disorder not otherwise specified,
conversion disorder, somatic symptom disorder, Tourette disorder, cognitive disorder

not otherwise specified. These results are represented graphically in Figure 4.1.

Psychiatric diagnoses

% of patients (n=118), some>1 diagnoses
0 20 40 60 80

Mood and anxiety disorders 70.3
Psychotic disorders
Personality disorders
ADHD

Disruptive disorder
Substance use disorder

Learning disorder

Intellectual disorder

Other

Figure 4.1: Psychiatric diagnoses
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4.3.2 Duration of admission

The median duration of admission in hospital was 59 days (IQR = 35-87).

4.3.3 Family history

In terms of family history of psychiatric illness and substance use, 53.5% (n=61) had
a family history of psychiatric illness and 41.5% (n=44) had a family history of
substance use. There were four (3.4%) patients who were unknown with respect to

family history of psychiatric illness and 12 (10.2%) for family history of substance use.

4.4 Substance Use Related Data

The overall prevalence of substance use was 44.1% (n=52) and the median age of
onset was 14 years (IQR 13-15 years). Of these patients 46.2 % (n=24) were male
and 53.8% (n=28) were female. The median duration of substance use was 20 months
with minimum duration of one month and maximum of 72 months (IQR 11-24 months).
Majority of these patients reported being introduced to substances by their peers
(n=38, 86.4%), followed by family members (n=6, 13.6%). The other eight patients
(15.4%) were unknown with regard to introduction of substances. This may be seen in
Table 4.2 overleaf. In terms of the types of substances used, cannabis was the
commonly used substance (n=36, 69.2%), followed by alcohol (n=33, 63.5%), nicotine
(n=29, 55.8%), amphetamines (including methamphetamine) (n=14, 26.9%) and
‘Nyaope’ (n=4, 7.7%), a mixture of cannabis and heroine and other substances, also
known as ‘sugars’ or ‘whoonga’. This may be seen in Figure 4.2. Some patients used

more than one substance, therefore the percentages do not add up to 100.
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Figure 4.2: Type of substance used

4.5 Comparison of Sociodemographic and Clinical Profile of Substance Users

(SU) and Substance Non-Users (SNU)

The comparison of SU and SNU is presented in Table 4.2.

Table 4.2: Sociodemographic profile of SU and SNU

SU (n=52) SNU (n=66)
Mdn | IQR Mdn | IQR p-value
Age (years) 16 15-17 | 15 14-16 | 0.017*
n % n % p-value
Male 24 46.2 | 31 47.0
SEIL L Female 28 |538 |35 |530 | 099
White 20 38.5 |30 45.5
African 24 46.2 | 29 43.9 $
Race Coloured 5 96 |3 45 | 0091
Indian 3 5.8 4 6.1
Both parents 15 29.4 | 36 54.5
Father 2 3.9 3 4.5
Mother 24 47.1 |16 24.2
Main Grandparents 5 9.8 9 13.6
; Adoptive parents 3 5.9 0 0 0.012*
caregiver Siblings
1 2.0 0 0
Other 1 2.0 0 0
Other relatives 1 2.0 2 3.0
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Mdn | IQR Mdn | IQR p-value
Years of 9 8-10 |8 7-9 | 0.174
schooling
n % n % p-value
Mainstream 38 745 |54 84.4
Special 1 2.0 5 7.8
Type of Remediial 5 98 |2 31 |0077
schooling
Other 1 2.0 2 3.1
Not in school 7 13.7 | 3 4.7
Academic 23 |442 |31 |47.0 |0.142
difficulties
Divorce/separated .
parents 27 519 |21 31.8 | 0.038
Conflict with 32 |e15 |17 |258 |<0.001*
. parents
Psychosocial Poor peer
stressors relationships 15 28.8 14 21.2 0.391
Parental conflict 10 19.2 15 22.7 | 0.823
Early parental loss | 10 19.2 |8 12.1 | 0.310
None
0 0.0 2 3.0 0.500
Age of onset Mdn | IQR
of substance
use 14 13-15
n %
Introduced(re Peers/friends 38 86.4
ported) to Famil
substances y 6 13.6
=22 Unknown 8 15.4

All p-values calculated using Fisher’s exact test except where otherwise stated
IQR- interquartile range, Mdn- median

*=significant

= t- test

$=chi-squared test

4.5.1 Sociodemographic profile

From Table 4.2 it can be seen that there were no significant differences in the gender
profiles of the SU and SNU groups (p>0.999). There were also no significant
differences in ethnic distribution between the SU and SNU groups (p=0.691). The
median age of the substance user group was 16 years (IQR = 15-17), and this was

significantly higher than the median age of 15 years (IQR = 14-16) of the non-

26



substance use group (p=0.014). There were no statistically significant differences

between the two groups with respect to the type of schooling (p=0.077).

In terms of caregivers there was a significant difference between the two groups
regarding the main caregiver patterns (p=0.012). In the SNU group, 54.5% (n=36)
were cared for by both parents compared to 29.4% (n=15) in the SU group, also in the
SNU group, 24.2% (n=16) of the patients were cared for by mothers only compared to

47.1% (n=24) in the SU group. This can be seen in Figure 4.3.

Caregivers of patients

m Both parents

= Mother

® Grandparents
Father

m Adoptive parents

m Other relatives

m Other siblings

|

SNU

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%

0%

% of patients in each category

Figure 4.3: Caregivers in SU versus SNU

There was also a significant difference in terms of psychosocial stressors in that
‘conflict with parents’ in the SU group (n=32, 61.5%) was higher than the SNU group

(n=17, 25.8%) (p<0.001). This can be seen in Table 4.2 and Figure 4.4. The other
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significant difference was in ‘divorce or separation of parents’. This was more common
in the SU group (n=27, 51.9%) compared to the SNU group (n=21, 31.8%) (p=0.038).
This can also be seen in Table 4.2 and Figure 4.4. There were no other significant

differences in the other psychosocial stressors.

Psychosocial stressors

n=118, some >1 stressor

70
60
50
40
30
20
10

mSu

H SNU

[4%]
[am]

F

% psychosocial stressors

Academic Conflictwith Divorceor ~ Poor Peer  Parental Early None
Difficulties ~ Parents Separation of Relationships ~ Conflict  Parental Loss
Parents

Figure 4.4: Psychosocial stressors in SU and SNU

4.5.2 Comparison of the clinical profile of SU and SNU

In terms of the clinical profile of the two groups, there were no significant differences
in the two groups regarding psychiatric diagnosis. This can be seen in Table 4.3
overleaf. No significant differences in the two groups regarding psychiatric diagnosis
and family history of psychiatric condition. The percentages were calculated on the
numbers known. There was a significant but weak association between the SU group
and SNU group and family history of substance use. The proportion of patients with

this family history of substance use was higher in the SU group (n=25, 53.2%)
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compared to the SNU group (n=19, 32.2%), (p=0.046).The percentages were

calculated on the numbers known. This can be seen in Table 4.3.

Table 4.3: Clinical profile of substance users and substance non-users

SU (n=52) SNU (n=66)
Total | n % n % p-
value

et e 83 |37 |712 46 | 69.7 | >0.999

anxiety

Psychotic d/o 35 17 32.7 18 | 27.3 | 0.550

Personality d/o 34 19 36.5 15 | 22.7] 0.111
Psychiatric ADHD 21 10 19.2 11 |16.7 | 0.812
diagnosis Disruptive d/o 16 |10 |19.2 6 |91 | 0176

g/ubstance use 15 15 8.8

0

Learning d/o 11 3 5.8 8 12.1 | 0.341

Intellectual d/o 3 0 0.0 3 45 |0.252
Fami|y history of Yes 61 31 62.0 30 46.9
psychiatric 0.133
condition (n=114) No 53 19 38.0 34 53.1

Unknown 4 2 3.85 2 3.03
substance use 0.046*
(108) No 62 |22 |468 |40 |67.8

Unknown 12 5 9.62 I 10.6

All p-values calculated using Fisher’s test
* significant’

4.6 Summary of the Results

There were more females in the overall sample compared to males. More patients
were cared for by both parents in the overall sample. In terms of psychiatric diagnosis,
mood and anxiety disorders were the most common diagnoses in the overall sample

as well as in both the substance user group and substance non-user group. Academic
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difficulties and conflict with parents were the most common psychosocial stressors in

the overall sample.

The prevalence of substance use in this sample was 44.1%, the most used substance
was cannabis, and the majority of the patients were reported being first introduced to
substances by their peers. When comparing both substance user and substance non-
user groups; there were no significant difference in gender, race and type of school
attended. The substance user group was significantly older than the non-user group.
There were significant differences in terms of caregiver patterns as well as in the type
and psychosocial stressors, in that in the substance use group ‘conflict with their
parents’ and ‘divorce or separation of parents’ were the major psychosocial stressors
compared to the substance non-users. There was also an association of a family

history of substance use and substance use in the adolescent group.
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CHAPTER FIVE: DISCUSSION

5.1 Introduction

This research set out with the purpose of describing the clinical profiles of adolescent
SU admitted to Tara Hospital in the period from 1 January 2012 to 31 December 2015,
and comparing them to those of adolescent SNU, with the hypothesis that adolescent
SU would have a different sociodemographic and clinical profile compared to SNU.
This current study described the adolescent inpatient population at Tara in this time
period and determined the percentage of adolescent inpatients presenting with a
substance use history. It also described and compared the sociodemographic and
clinical profiles of SU and SNU, and investigated whether there were any which factors

that could be associated with a substance use history.

The main findings of this research were that 44.1% of the sample had used
substances, with cannabis found to be the most commonly used substance. When this
SU group was compared to those who had not used substances, it was found that
there were significant differences in caregiver patterns and psychosocial stressors,
particularly with respect to ‘conflict with their parents’ and ‘divorce or separation of
parents’. A family history of substance use was also more common in the substance

user group. There was also a significant difference in the age of SU and SNU group.

5.2 Prevalence of Substance Use

This current study found that adolescents admitted to the Tara hospital inpatient unit
had a 44.1% lifetime prevalence of substance use. Olumide et al. found that
Johannesburg had a high adolescent substance lifetime prevalence of 78.8% in older

adolescent between 15 and 19 years old. This lifetime prevalence in adolescents in

31



Johannesburg was noted to be higher than the lifetime prevalence found in the other
four international cities which had been studied.?) The older age group of the
adolescents surveyed in Olumide et al. compared to the Tara adolescent inpatient
population might have influenced the higher lifetime prevalence in that study, as
lifetime substance use has been found to increase with age.?123) The 44.1%
prevalence in the current sample was higher than that reported in the study by Taukoor
et al. that investigated comorbid substance use in adolescents with mental illness in
Durban using a two-year retrospective chart review. They reported a 38.3% lifetime
prevalence, with alcohol being the most commonly used substance (29.6%), followed
by cannabis (19.8%). They also found that substance use was higher in older
adolescents and those with more severe mental disorders.® The current study is
nevertheless in line with other studies and has added further confirmation of a high
concurrent substance use in adolescents with psychiatric disorders. It is also a
concern that the 44.1% prevalence reported here may be interpreted as an almost

one-in-two occurrence of substance of substance use by adolescents at Tara Hospital.

This current study showed that cannabis was the most commonly used substance with
69.2% use, followed by alcohol at 63.5% use. Similarly, Paruk et al.?® in Durban and
Lachman et al. ) in Cape Town found that cannabis was the most commonly used
substance among adolescents in their samples. This also correlates with the South
African Community Epidemiology Network on Drug Use (SACENDU) general
population report of 2016, which showed an increase in cannabis use in the Gauteng

province, placing cannabis as the primary drug of abuse, followed by alcohol.®3)

The current study was concerned with the lifetime prevalence of substance use. Once

this use progressed such that a diagnosis of a substance use disorder could be made,
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the Tara Hospital adolescent inpatient population had this diagnosis for 12.7% of the
inpatients, despite the reported history of use of 44.1%. The rate of diagnosis of a
substance use disorder could be interpreted as low in comparison to a study in a
United States psychiatric hospitals in 2008, where dual diagnosis, defined as a
International Classification of Diseases, Ninth Revision (ICD 9) discharge code for
substance use as well as another mental disorder, was recorded in 25% of
adolescents discharged from an inpatient units.?”) This rate of 12.7% of a substance
use disorder diagnosis may also be seen to be low when compared to Lachman et al.,
who reported that 54% of adolescents admitted to a Cape Town psychiatric adolescent
unit had a dual diagnosis.®?) While it is possible that the official diagnosis of a
substance use disorder may have been underreported in this Tara adolescent
population, given the 44.1% prevalence of substance use, this study focused on

substance use prevalence and not substance use disorder.

5.3 Introduction to Substances

Lachman et al., found that 69% of patients in the Cape Town study were introduced
for the first time to substances by friends or peers and 11% were introduced by family
members. GV The findings of this current study are in keeping with Lachman et al. with
regards to the reported pattern of introduction to substances. Other research studies
have also confirmed that adolescents are more likely to use substances if their peer

group engages in substance use.?3%

5.4 Age of Onset

The median age of onset of substance use in this current study was 14 years of age
which is in keeping with findings of Lachman et al. in 2012 in Cape Town in an

adolescent psychiatric unit.®) Moodley et al. reported that the age of onset of
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substance use among high school children was between 14 and 17 years of age.??
The 3" South African National Youth Risk Behaviour Survey in 2013 reported that the
national age of onset of substance use was between 13-16 years of age.®* The finding
of this current study is also in keeping with the German study by Behrendt et al. in
2009 on subjects of 14 to 24 years of age which showed that the age of onset of
substance use was between 14 and 16 years of age.®® Literature has shown that
early onset of substance use is associated with a risk of developing substance use
disorders and related disorders.®® In the study by Behrendt et al. which was examining
the association between early substance use and progression to the development of
a substance use disorder in adolescents, it was found that early substance use among
adolescents was associated with an elevated risk of developing substance use
disorders for all substances. The duration of progressing from substance use to a DSM

IV substance use disorder was the shortest for cannabis.®"

5.5 Comparison of the Sociodemographic Profile of the SU and SNU Groups

This current study found that SU group had a median age of 16 years compare to
median age of 15 years in SNU group (p=0.014). This is in keeping with other studies
that found that substance use increases with age.?%28) There was a significant
difference in the family structure and pattern of caregiving between the SU and SNU
groups. The largest proportion of the patients (54.5%) from the SNU group were cared
for by both parents compare to 29.4% in SU group. In SU group more patients (47.1%)
were cared for by their mothers alone compare to 24.2% in SNU group. This finding
correlated with other studies that have shown that there is a higher prevalence of

substance use in adolescents from single-parent homes.“1-42 Barret and Turner found
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that patients from single-parent families, which could be as a result of divorce or

separation, had an increased use of substances.“?

In this current study, factors that were associated with a history of substance use were
age, the current caregiver pattern, psychosocial stressors (‘conflict with the parents’
and ‘divorce or separation of parents’) and a family history of substance use. These

factors correlate with the other studies carried out on adolescents.(?1.28.31,40,42,57)

In the overall sample, the most common psychosocial stressor was ‘academic
difficulties’ following by ‘conflict with parents’, then ‘divorce or separation of parents’.
‘Conflict with parents’ was more common in the SU group (61.5%), compared to the
SNU group (25.8%) (p<0.001). ‘Divorce or separation of parents’ was more common
in the SU group (51.9%), compared to the SNU group (31.8%) (p=0.038). This
correlated with study by Lachman et al. where 79% of patients using substances had
relational factors (family conflict and divorce) as their major stressors, however

Lachman et al had more numbers than the current study.@b

5.6 Comparison of Clinical Profile of SU and SNU

Some studies have found correlation between substance use and mood
disorders,?>26) however this current study did not show any correlation between
substance use history and any specific diagnostic category. Although the most
common diagnostic category overall was ‘mood and anxiety disorders’, there was no
difference between substance users and non-users with regards to the most common
diagnostic category. The grouping of conditions in the study might have influenced any
potential associations of diagnosis and substance use. Substance-induced disorders
were not grouped separately, but were included in the relevant mood, and anxiety or

psychotic disorder groupings during data collection. Different way of grouping of
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diagnostic categories prior to data collection might have yielded a difference in
diagnostic categories between the SU and SNU groups. Lachman et al. noted that
substance induced psychosis, for example, was more prevalent in their sample than
schizophrenia, and these conditions were grouped in this study under the broad
category ‘psychotic disorders’.®) Similarly, conduct disorder was grouped with other
related disorders into the category ‘disruptive disorders’ and no association was found
between these disorders and a substance use history, although Hollen and Ortiz found

a strong association between conduct disorder and a substance use diagnosis.?”)

This current study showed that lifetime adolescent substance use was significantly
associated with a family history of substance use (p=0.046). Several studies have
shown an association between adolescent substance use and a family history of
substance use.(14357) Biederman et al. produced strong evidence that exposure to
parental substance use predicted offspring substance use.®") Ali et al., in a national
survey on drug use, found that comorbid substance use in mothers but not in fathers
was significantly associated with adolescent substance use.*® Lachman provided
evidence that family exposure to substance use is associated with adolescent
substance use. This related to exposure of adolescents to substances at home.G
Eiden et al. described the role played by substance user parents in the development
of adolescent substance use, which included parent-child relationship difficulties.®®
Essentially they found that parental acceptance of underage drinking was a significant

predictor of adolescent alcohol and marijuana use.®®)

5.8 Limitations

The first limitation of this study was that it used one research site, Tara Hospital, in

Johannesburg. Other similar studies using the same method of the retrospective chart
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review have been performed in Durban32%) and Cape Town.(®Y Different research
sites are going to yield different results, and greater generalisability will only be
possible with data collected from more sites. This will be due to more numbers and
data from different places. Different places may have different data with regard to

substances being used.

The use of quantitative data only is always a limitation in that it gives no chance to
explore deeper aspects of the research topic, which could be done using a qualitative

approach such as interviewing patients.

Retrospective secondary data were used. This means the data came from a
secondary source which was not originally designed for this research. The researcher
therefore had to rely on available data. This also meant that there was variance of
information in the files due to different medical professionals recording the information.
There was also no routine use of multi drug urine tests in the files, so most of the

information was based on self-report and collateral which is subject to unreliability.

The other limitation was the grouping of clinical diagnosis into categories, which may
have impacted on correlations of individual diagnoses with substance use, especially

substance-induced disorders.

The once-off use of substance which is regarded as a normal part of adolescent
behaviour was not explored properly in this study. It will be useful to know how many
patients with once-off use of substance develop psychiatric conditions, and how long
does it take for them to develop psychiatric condition. This was another limitation to

this study.
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5.9 Summary

This study has shown there to be an almost one-in-two occurrence of substance use
by adolescent patients at Tara Hospital. The most commonly used substance was
cannabis. SU were mainly reported being introduced to substance use by friends or
peers, and a smaller group by their families. This group also tended to come from
single-parent families and experienced stress from conflict with their parents. Their
families had a history of substance use. Apart from categories reflecting drug use, the
SU group did not otherwise differ significantly in their clinical profile compared to the

SNU group, and in both cases ‘mood disorders’ was the most frequent diagnosis.
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CHAPTER SIX: CONCLUSION AND RECOMMENDATIONS

6.1 Conclusion

The lifetime prevalence of substance use was found to be 44.1% among adolescents
admitted to Tara Hospital's adolescent unit during the study period, a finding
consistent with another South African study.®® Mood and anxiety disorders were the
most frequently diagnostic category overall, and cannabis was the substance most
frequently used, followed by alcohol. It was hypothesised that there would be a
difference in the sociodemographic and clinical profiles of adolescent substance users
compared to non-users. In comparing the socio-demographic profiles of the patients
with a substance use history and those without, it was found that, the SU group tended
to have single parents and were subject to stressors from conflict with their parents
and divorce or separation of parents, while the SNU group were more frequently cared
for by both parents. A family history of substance use was also found to be more
common in the substance user group. There was no difference between the groups

with regards to diagnostic categories.

The nearly 50% lifetime prevalence of substance use in this population is particularly
important when considering that adolescents with psychiatric disorders already have
a serious condition needing special treatment, and in this setting hospitalisation..
Preventive measures are necessary at multiple levels to address adolescent

substance use.

6.2 Recommendations

The familial links with substance use suggest that primary intervention may be needed

at the family level. While it is not practical to suggest an alternative to the single-parent
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family, the importance of the family caregiver patterns and conflict within the family
unit of adolescent substance users can be viewed as a potential therapeutic target.
More support for these families in the form of psycho-educating the families and the
community where adolescents are based may help in preventing or reducing the

substance use evident in adolescent psychiatric patients.

The issue of dual diagnosis needs to be addressed. When an adolescent is already
needing psychiatric treatment, the complication of substance use also needs
strategies to deal with this in the form of treatment programmes to deal with substance

use apart from as well as in conjunction with psychiatric issues.

At the wider community level, continuing education is needed with respect to the
problems associated with substance use, particularly the psychiatric sequelae. There
are many possible platforms for this such as community organizations like schools,

churches and clinics, broadcast media, electronic media and social media.

Further research should address the limitations identified in the current research by
using more South African research sites with wider demographic representation. The
use of qualitative data may afford the chance to explore more detailed aspects of
substance use. It would also be important to address current substance use/
substance use disorders versus the experimenting of substances, given that in this
current study, there was no information about the experimenting of substances.
Finally, more attention to differentiating generally between illicit and legal drugs and
then looking more closely at specific substances and their link with particular
psychiatric conditions in adolescent patients may serve to create a clearer picture of

the issue at hand.
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It would also be interesting to look at cannabis specifically and its effects on different
mental illnesses as it was the most frequently used substance and illicit at the time of
data collection. Now that its personal use has been decriminalised, the prevalence of

use may increase. This would need to be monitored over the next few years.
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APPENDIX 3: DATA COLLECTION SHEET

Factors associated with substance use in adolescents in Tara Hospital data

collection sheet

Study code e
Age on admission = e (age in years and days)

Lengthofstay s (in days)

Gender
O 1 Male
O 2 Female

Race

(O 1 African
(O 2 Indian
(O 3 Coloured
O 4 White

(O 5 Other

(O 0 Unknown

Years of schooling (Number of completed years of schooling)

Current type of school

(O 1 Not in school

O 2 Finished school

(O 3 Special school

(O 4 Normal school/mainstream
(O 5 Remedial school

(O 6 Hospital school

() 7 Other

() 0 Unknown
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Present caretakers

() 1 Both parents

QO 2 Mother

QO 3 Father

QO 4 Grandparents

(O 5 Stepparents

(O 6 Adoptive parents

(O 7 Other siblings

(O 8 Other relatives

(O 9 Alone

() 10 Other

(O 0 Unknown

Psychiatric diagnosis

(O 1 ADHD

(O 2 Conduct disorder

(O 3 Oppositional defiant disorder

(O 4 Learning difficulties

(O 5 Mood and anxiety disorders

(O 6 Psychotic disorders

(O 7 Mood due to Another Medical Condition

() 8 Psychosis due to Another Medical Condition

(O 9 Polysubstance abuse

(O 10 Personality disorders

(O 11 Other

(O 0 Unknown

Medical conditions

O 1 Nil

Q2 HIV

O 3 Epilepsy

(O 4 Other

(O 0 Unknown
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Psychosocial stressors

O 1 Nil

O 2 Parental conflicts

(O 3 Parents separated/ divorce

O 4 Early parental loss

(O 5 Conflict with parent

(O 6 Academic difficulties

(O 7 Poor peer relationships

(O 8 Other

() 0 Unknown

Family history of psychiatric condition

(O1Yes

(O 2No

() 0 Unknown

Family history of substances

(1 Yes

(O 2No

(O 0 Unknown

Substances used by patient

(O 1 Alcohol

O 2 Nicotine

() 3 Cannabis

() 4 Amphetamines

() 5 Nyaope

() 6 Other

O 7 Nil

(O 0 Unknown

Age-onset of substance use (Age in years)

Duration of substance use (In years and months)



Introduction to substances

O 1 Family

O 2 Peers

(O 3 Other

() 0 Unknown

Medical treatment

(O 1 Anticonvulsants

(O 2 ARVs

(O 3 Other

(O 4 Unknown

O 0 Nil

Forensic history

(O1Yes

(O 2No

() 0 Unknown
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