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Abstract 

Title: The impact of adolescence initiated alcohol and cannabis abuse/dependence on the 

level of activity participation in adult males suffering from a psychotic disorder. 

Background: Individuals suffering from both a psychotic disorder and a substance abuse 

disorder have shown to have poorer occupational outcomes. This study aimed at 

determining the exact consequences of substance abuse on occupational performance in 

order to tailor more specific treatment interventions in the future. 

Methodology:  A non-experimental design and observational study was used. This 

involved a once off occupational therapy assessment using the Activity Participation 

Outcome Measure (APOM) as the recoding tool. The participants were divided into three 

groups: Alcohol abuse, cannabis abuse and no substance abuse. 

Results: A statistically significant difference was noted between the alcohol and cannabis 

groups. The alcohol group achieved a higher level of activity participation in all eight 

APOM domains (Role performance, life skills, communication, motivation, process skills, 

self esteem, balanced lifestyle, and affect). The no substance abuse group (individuals 

diagnosed with schizophrenia) showed the lowest level of activity participation. 

Conclusion: Cannabis adolescent abuse/dependence appears to have a more negative 

impact on activity participation when compared to alcohol abuse.  
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Nomenclature 

Occupational Performance: Occupational performance involves the dynamic 

interaction between the person, his/her occupations and the environment. It refers to the 

hierarchy of roles or activities which organises the individual’s daily occupations. (17) 

Activity Participation: Involvement in a life situation through performing a class of 

human actions which are goal directed. Three sub constructs present this construct 

namely client factors, occupational performance skills and well-being.  (79) 

Activity Participation Outcome Measure (APOM):  Occupation based outcome 

measure used to record an individual’s level of activity participation.  (79) 

Montreal Cognitive Assessment of Minnesota (MOCA): Bed side screening tool used 

to assess an individual’s basic cognitive abilities. (77) 

Substance: A substance refers to a psychoactive agent which is either ingested orally, 

intravenously or inhaled and is used for non-medical indications. (6) 

Substance Abuse/Dependence: Substance abuse and dependence are defined as 

both involving a maladaptive pattern of substance use leading to clinically significant 

impairment or distress. (6) 

 



 

vii 

 

Table of Contents 

Declaration ................................................................................................................... ii 

Dedication ................................................................................................................... iii 

Abstract ....................................................................................................................... iv 

Acknowledgements ...................................................................................................... v 

Nomenclature ............................................................................................................. vi 

Table of Contents ........................................................................................................vii 

List of Tables ................................................................................................................xi 

List of Figures .............................................................................................................. xii 

 

CHAPTER 1  Introduction .................................................................................. 1 

1.1 Introduction .............................................................................................. 1 

1.2 Research Question .................................................................................... 2 

1.3 Aim ............................................................................................................ 2 

1.4 Null Hypothesis (H0).................................................................................. 2 

1.5 Objectives .................................................................................................. 3 

1.6 Justification of Study ................................................................................. 3 

1.7 Organization of Report .............................................................................. 3 

1.8 Conclusion ................................................................................................. 4 

CHAPTER 2  Literature review .......................................................................... 5 

2.1 Introduction .............................................................................................. 5 

2.2 Statistics on Substance Abuse in South Africa .......................................... 5 

2.3 The Prevalence of Substance Use among South African Youth ................ 6 

2.4 Challenges in Substance Diagnosis ........................................................... 7 



 

viii 

 

2.4.1 Substance Abuse versus Substance Dependence ..................................... 7 

2.5 Adolescence .............................................................................................. 9 

2.6 Risk Factors to Substance Abuse ............................................................. 10 

2.7 Activity Participation ............................................................................... 11 

2.7.1 Effects of Alcohol on Activity Participation ............................................. 11 

2.7.2 Effects of Cannabis on Activity Participation .......................................... 12 

2.7.3 Impact of Psychosis on Activity Participation ......................................... 14 

2.8 Dual Diagnosis ......................................................................................... 14 

2.9 Best Practice in Treatment of Substance Abuse and Dual Diagnosis ..... 15 

2.10 Conclusion ............................................................................................... 18 

CHAPTER 3  Methodology .............................................................................. 20 

3.1 Introduction ............................................................................................ 20 

3.2 Research Design ...................................................................................... 20 

3.3 Population ............................................................................................... 20 

3.4 Sample ..................................................................................................... 21 

3.4.1 Sample Selection ..................................................................................... 21 

3.4.2 Sample Size .............................................................................................. 21 

3.4.3 Criteria applicable to all participants ...................................................... 22 

3.4.4 Criteria specific for Group1: Cannabis abuse/dependence and    Group 2: 

Alcohol abuse/dependence .................................................................... 23 



 

ix 

 

3.4.5 Criteria specific for group 3: No alcohol or cannabis abuse/ dependence 

............... .................................................................................................. 24 

3.5 Measurement Tools ................................................................................ 24 

3.6 Data Collection ........................................................................................ 26 

3.7 Data Analysis ........................................................................................... 29 

3.8 Ethics ....................................................................................................... 29 

3.9 Conclusion ............................................................................................... 30 

CHAPTER 4  Results ....................................................................................... 31 

4.1 Introduction ............................................................................................ 31 

4.2 Descriptive Statistics ............................................................................... 31 

4.3 Hypothesis Testing .................................................................................. 39 

4.4 Conclusion ............................................................................................... 42 

CHAPTER 5  Discussion .................................................................................. 43 

5.1 Introduction ............................................................................................ 43 

5.2 Decreased Prevalence of Alcohol Abuse in Study ................................... 43 

5.3 Adolescent Initiation of Substances ........................................................ 44 

5.4 Current Ages of Participants ................................................................... 44 

5.5 Substance Abuse versus Substance Dependence ................................... 45 

5.6 Level of Activity Participation ................................................................. 46 

5.7 Comparison of APOM Domains............................................................... 46 

5.8 Prevalence of Type of Psychotic Disorder ............................................... 48 



 

x 

 

5.9 Impact of Type of Psychotic Disorder ..................................................... 49 

5.10 Level of Activity Participation in Dual Diagnosis ..................................... 49 

5.11 Limitations of Study ................................................................................ 51 

5.12 Conclusion ............................................................................................... 52 

CHAPTER 6  Conclusion ................................................................................. 53 

1. Introduction ............................................................................................ 53 

2. Implications for Clinical Practice and Recommendations ....................... 53 

3. Conclusion ............................................................................................... 55 

References ................................................................................................................. 57 

Appendix A ................................................................................................................. 63 

Appendix B ................................................................................................................. 73 

Appendix C ................................................................................................................. 74 

Appendix D ................................................................................................................. 76 

Appendix E ................................................................................................................. 79 

Appendix F ................................................................................................................. 83 

Appendix G ................................................................................................................. 84 

 



 

xi 

 

List of Tables  

Table2.1: DSM-IV criteria for Substance abuse and dependence  ......................... 8 

Table4.1: Median (interquartile range) across all 3 Groups .................................. 32 

Table 4.2: Abuse versus Dependence in Group 1 and 2 ...................................... 36 

Table 4.3: Type of Diagnosis ................................................................................ 36 

Table 4.4: P-Values when comparing APOM and MOCA Scores across all Three 
Groups ................................................................................................. 41 



 

xii 

 

List of Figures 

Figure 2.1: Level of Cannabis Use in South Africa ................................................. 6 

Figure 4.1: Box plot depicting the median and IQR of participant’s current age 
across all the three groups .................................................................. 33 

Figure 4.2: Box plot depicting the median and IQR for the age participants initiated 
substance abuse ................................................................................. 34 

Figure 4.3: Comparing average APOM scores across the three groups .............. 35 

Figure 4.4: Comparison of participant’s total APOM scores against age initiated 
substances .......................................................................................... 37 

Figure 4.5: Comparison of participants APOM scores against their diagnosis ..... 38 

Figure 4.6: Comparison of total APOM Scores against their diagnosis and group
 ........................................................................................................... .39 



 

1 

 

CHAPTER 1  Introduction 

 

1.1 Introduction 

The psychiatric unit at Chris Hani Baragwanath Academic Hospital (CHBAH) is involved 

in treating individuals presenting with a variety of psychiatric diagnoses. It is an acute 

state psychiatric unit accommodating 100 – 150 patients and the referral patterns show 

that approximately 30 to 40 of these patients attend occupational therapy per week. In 

this setting, the most common diagnoses observed within the male patient population 

are either a primary psychotic disorder or a substance induced psychotic disorder. 

Approximately 50% of patients present with a combination of the above disorders and 

are therefore classified as having a dual diagnosis. Patients suffering from a dual diagnosis 

within this setting have been observed to be typically male and presenting to the 

psychiatric unit at approximately 20 to 25 years of age. Alcohol and cannabis abuse have 

been observed to be the most common and most debilitating amongst the CHBAH 

attending patients. 

The Zamani Clinic at CHBAH is dedicated to assisting these patients to stabilise both 

their psychiatric disorder through psychotropic medication as well as assisting through 

various psychological and occupational interventions, to abstain from substances and 

alcohol. Clinical experience has shown a high relapse rate amongst these patients, poor 

compliance to medication, poor compliance to both psychological and occupational 

interventions and a noticeable deterioration in occupational performance within all of the 

areas of occupational performance. 

The literature  has also been documented that patients suffering with a dual diagnosis 

have been shown to have poorer occupational outcomes, an increase in psychotic 

symptoms, poorer treatment compliance, increased violence, increased hospitalization  

and a higher rate of relapse and non compliance as compared to individuals with a purely 

psychiatric or substance abuse disorder. (1, 2) Numerous studies have documented the 

decline in neurocognitive functioning and relapse rate, (3, 4) but the impact on other 
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areas of activity participation such as forming interpersonal relationships, life skills, 

coping skills, self esteem, vocational skills and the ability to maintain a balanced lifestyle 

are not well documented. 

Limited documented evidence based research into the wide range of negative 

consequences of the certain substances when used in combination with the presence of a 

psychiatric diagnosis, has restricted the full understanding of dual diagnosis and may be 

hindering the development of specific and integrated intervention programmes. This may 

be contributing to the high rate of relapse, poorer occupational outcomes noted in this 

population and documented literature. Without integrated and specific intervention 

programmes, individuals suffering from a dual diagnosis may not be receiving optimal, 

holistic treatment which will further compromise their prognosis and ability to return to 

their baseline level of functioning. A first step in remediating the various challenges and 

targeting specific interventions in a specialist clinic, is to document areas of deficit that 

need to be focused on. 

1.2 Research Question 

Does the initiation of alcohol or cannabis abuse/dependence during the adolescent 

years, have an impact on the level of activity participation into adulthood in individuals 

suffering from a psychotic disorder, at Chris Hani Baragwanath Academic Hospital? 

1.3 Aim 

To determine the impact of adolescence initiated alcohol and cannabis 

abuse/dependence on the level of adult activity participation in males between the ages 

of 19-29 years diagnosed with a psychotic disorder. 

1.4 Null Hypothesis (H0) 

There is no impact of alcohol/cannabis use on the level of activity participation of 

adult men suffering from a psychotic disorder who initiated substance use in adolescence. 
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1.5 Objectives 

 To determine and describe the level of activity participation in adult males (19-

29 years) presenting with the following three disorders: 

o A psychotic disorder,  

o  Adolescent-initiated alcohol abuse/dependence with psychosis. 

o Adolescent- initiated cannabis abuse/dependence with psychosis. 

 To compare the impact of alcohol and cannabis abuse/dependence on activity 

participation in adult males (19-29 years) presenting with a psychotic disorder 

to psychotic disorders without substance-initiated abuse/dependence. 

1.6 Justification of Study 

The focus of this study was to assess the impact of substance use, initiated in 

adolescence, on activity participation in men with a dual diagnosis. Evidence of the 

negative consequences of substances on all areas of occupational performance could 

enhance occupational therapists’ understanding of dual diagnosis. The main purpose of 

having an evidence based understanding of the consequences of substance abuse is to 

assist occupational therapists addressing treatment aspects such as insight and 

compliance and developing interventions, which can be more specific to this particular 

population’s needs. This research is intended to produce improved functional and clinical 

outcomes for this population.  

1.7 Organization of Report 

This report has been organized into five chapters. The first chapter is titled the 

introduction and describes the background to the research aim, the research question 

and objectives put forward by the researcher. Chapter two is the literature review and 

presents the recent findings and developments within the field of psychosis and 

substance abuse. Chapter three describes the methodology and the process which the 
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researcher followed in order to accurately answer the research question. Chapter four 

reports the results that were determined from the study. Chapter five the discussion puts 

forward the impact of the results on clinical practice and chapter six concludes the major 

findings and implications of the study. 

1.8 Conclusion 

The main research question and objectives of the study have been described in 

chapter one. The following chapter will discuss the major trends and developments noted 

within the literature surrounding psychosis, substance abuse and the impact on level of 

functioning. This will aim to provide a context in which this study is based. 
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CHAPTER 2  Literature review 

 

2.1 Introduction 

Substance abuse among adolescents has been a public health problem for decades 

with alcohol and cannabis being shown to be the most common substances abused within 

the South African population. General use of substances is usually triggered by 

experimentation and this leads to the abuse of the substance. Abuse of a substance is 

where the individual continues to use the substance, despite knowing the harmful and 

dangerous effects of the substance (5, 6). The concern for health care providers is that 

these individuals who experiment with substances are at risk to develop substance 

induced mood/psychotic disorders. Many psychiatric hospitals with acute units, report a 

high number of substance use disorders between the ages of 19 – 29 years (5). 

This chapter reports on the challenges in distinguishing between substance use 

disorders, concerns regarding adolescent development, consequence on activity 

participation and treatment interventions with regard to alcohol and cannabis 

abuse/dependence. 

2.2 Statistics on Substance Abuse in South Africa 

Statistics published in the United Nations World Drug Report 2011 indicated South 

Africa as being one of the drug capitals of the world (7). Drug consumption is twice that of 

the world norm, with 15% of the population having a drug problem. The report indicated 

that tobacco, alcohol and cannabis were the most common substances abused within the 

South African population. The use of cannabis has increased by 20%. In 2006 2.52 million 

people used cannabis and this increased to 3.2 million in 2008 (7). Drug abuse is costing 

the government approximately R20-billion a year and could pose a bigger threat to the 

country's future than the Aids pandemic (7). According to South African Police Service, 60 

percent of crimes nationally were related to substance abuse. (7) 
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Figure 2.1: Level of Cannabis Use in South Africa 

 

Figure 2.1 shows that South Africa has one of the highest levels of cannabis use with 

more than 8% of the population using cannabis and South Africa is also one of the main 

cultivation areas in the world. (8) 

2.3 The Prevalence of Substance Use among South African Youth 

As in the United States, adolescent substance use and abuse are ongoing problems in 

South Africa.(9) The starting age of substance abuse in South Africa is twelve years or 

younger. From 1992 - 95 the use of drugs among teenagers increased by 600% and this 

figure is continuing to rise. Currently, one in two children in the average South African 

home are addicted to drugs or alcohol or run the risk of becoming addicted.(7) 

By the 8th grade, approximately 26% children are alcohol users and by the 11th grade 

40%. Additionally, 26% of 8th graders and 29% of 11th graders report binge drinking which 

suggests that many South African adolescents who drink alcohol, are doing so in a risky 

manner. (10)  
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The high prevalence of alcohol use in South Africa also is of concern given that use of 

these substances often precedes illicit drug use and that early and excessive substance 

use in adolescence predicts later abuse.(11, 12) 

2.4 Challenges in Substance Diagnosis 

Psychiatric symptoms have been, for over 50 years, grouped together to form certain 

syndromes or diagnoses in order to help simplify thinking, improve communication 

between clinicians, predict outcomes, determine treatment and assist in determining the 

etiology of the symptoms. The American Psychiatric Association and the World Health 

Organization have published summaries on all the diagnoses used in psychiatry. The most 

commonly used in South Africa is the Diagnostic and Statistical Manual of Mental 

Disorders (DSM IV), the fourth edition of which  was used in this study as the fifth version 

was not yet published at the commencement of this study. In this manual it clearly 

defines and indicates the symptoms and signs present in substance abuse or dependence 

as well as the symptoms present in the various psychotic disorders. (6, 13) 

2.4.1 Substance Abuse versus Substance Dependence 

Substance abuse and substance dependence disorders are regarded as chronic, 

episodic and often relapsing. They occur along a spectrum from use to misuse to abuse 

and finally dependence. The use of a substance may or may not be clinically significant. 

Misuse is clinically significant but does not meet the criteria for abuse or dependence.(6) 

The DSM IV defines substance use disorders as either abuse or dependence.  

Substance abuse and dependence are both defined as involving a maladaptive pattern 

of substance use leading to clinically significant impairment or distress. The number of 

symptoms occurring within a 12-month period determines the level of abuse or 

dependence. (6, 13) 
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Table2.1: DSM-IV criteria for Substance abuse and dependence (6) 

Substance Abuse Substance Dependence 

One or more of the following occurring within a 12 month 

period: 

Three or more of the following occurring within a 12 

month period. 

Failure to fulfil major role obligations Tolerance 

Using in physically hazardous situations Withdrawal 

Incurring legal problems Majority of time is spent around the substance 

Persistent and recurrent social problems Decreased or loss of other occupational activities 

 In spite of these consequences there is a failure by the 

individual to abstain from the substance 

 

A variety of substance-induced disorders may also occur. These include intoxication, 

withdrawal, delirium, persisting dementia, persisting amnesic disorder, psychotic 

disorder, mood disorder, anxiety disorder, sexual dysfunction disorder and sleep 

disorders.(6, 13) 

The distinction between substance abuse and dependence is therefore mostly based 

on the clinician’s subjective interpretation of the individual’s level of functioning and 

impact of the substance use on the ability to engage in daily life tasks. This does make the 

distinction not entirely accurate and can be interpreted differently between different 

clinicians. (14) This has lead to the change in the criteria in DSM 5 where the distinction 

between abuse and dependence is no longer made. Tolerance and withdrawal symptoms 

are now indicated as being markers for substance use disorders in distinguishing between 

abuse and dependence. The individual is classified only as having a substance use 

disorder and the severity is then classified based on the number of symptoms to which 

the individual accounts for. This will allow for communication and more uniform diagnosis 

between clinicians in the future.(15) 

The progression from misuse to either abuse or dependence is not entirely 

understood. A strong genetic vulnerability has been documented but there is also the 
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combination of social and environmental factors which play a role. Research has indicated 

that early regular drinking has shown to be associated with later alcohol dependence and 

use and abuse or dependence on other drugs. The link, however, is not entirely explained 

by genetic or shared family environmental factors. Research has therefore also suggested 

that unique environmental factors contribute to transitions from early regular alcohol 

drinking to use, abuse and dependence on alcohol and other substances.(13, 16) 

2.5 Adolescence 

Adolescence is derived from the Latin term adolescere meaning to grow into 

adulthood (17). It is the time between childhood and adulthood ranging from 12-18 years 

of age for girls and 13-20 years old for boys. It is the transition from a child into a mature 

adult bringing with it its recognition by society and accompanying responsibilities. The 

major concern around this stage of development is the impact of substance use on both 

the physical and psychological functioning of the adolescent.(17) 

Plastic and dynamic processes drive adolescent brain development, creating flexibility 

that allows the brain to refine itself, specialize, and sharpen its functions for specific 

demands. Maturing connections enable increased communication between brain regions, 

allowing greater integration and complexity. (18) 

Various physical, cognitive, emotional and social developments occur in this stage. 

Physical changes include increase in the growth rate, increase in body size, hormonal 

changes as well as the development of sexual characteristics. Cognitive development 

involves the development of thought processes including imagination, judgment, insight 

and abstract thought. Adolescents develop their own value systems, think more critically, 

develop their own plans, speculate, evaluate their thoughts, solve complex problems and 

become more open and creative thinkers.(17) The myelination of the parietal lobes allow 

for the development of abstract thought however both inhibition and judgment only 

develop in the later years of this stage. Emotional changes are linked to the various 

hormonal, physical and cognitive developments that occur during adolescence. This may 

generate emotional lability and uncertainty around thoughts and feelings (18).  
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Social development is the aspect which is of fundamental importance during the 

adolescent stage. The peer group becomes extremely important and allows for 

experimenting with different behaviours and relationships. The adolescent learns a sense 

of self separate from parent. These social interactions generate a sense of belonging, 

allow for the development of personal identity and create the foundation for the 

development of more mature interpersonal relationships in the future.(17)  

2.6 Risk Factors to Substance Abuse 

A variety of factors have been noted which lead to an increased risk of substance 

abuse amongst adolescents. These include developmental, social, genetic, individual and 

contextual factors (16). Developmental factors include adjusting to body changes, 

negative peer influences, handling the decrease in parental influence, developing 

individuality, and constructing abstract thoughts but with limited judgment and insight 

(16). Social factors include family influences or dysfunction, exposing media, deviant peer 

group, family history of substance abuse and parental attitudes (16). Psychological factors 

include low self esteem, thrill seeking behaviour, co morbid Attention Deficit 

Hyperactivity Disorder, conduct disorder, depression or other mental illnesses, self 

medicating behaviour, or difficulty fitting in to peer group.(16, 18) Genetics may also play 

a role in terms of risk factors by an individual having a genetic vulnerability in terms of a 

relative also presenting with a substance use disorder or mental illness. (16) Research, 

however, has shown that risk factors including disinhibition, cognitive structure, play, 

deviant coping, friends' deviance and stressful life events are not solely responsible, but 

also individual and normative changes during the transition from adolescence to 

adulthood play a role in increasing the risk for drug use.(19) Social networks play a vital 

role in the early initiation of substances and the use of the substance is sustained by less 

time spent with parents and more with drug-using peers.(20) Specific to the South African 

context, the majority of the population reside in rural areas with limited resources and 

also the high number of social problems including violence, crime, poverty and 

gangsterism which exist. The lack of resources restricts the adolescent’s ability to engage 

in constructive leisure activities and therefore adolescents experience high rates of 
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boredom and passivity during their leisure time. This compounds the risk of potential 

substance abuse within the adolescent South African population.(17) 

2.7 Activity Participation 

Activity participation involves the individual engaging in a variety of meaningful, 

purposeful, and goal directed activities which makes up their own personal life situations 

and provide a sense of wellbeing. To achieve a high level of activity participation would 

indicate good health and wellbeing. A lower level of activity participation would indicate 

some form of deficit or impairment that is hindering the individual from being able to 

carry out his/her daily life tasks or roles.  

Due to the developmental processes which are still occurring during adolescence, the 

abuse of substances in this stage is noted to cause more adverse long term consequences 

on the individuals level of activity participation.(21) Adolescents involved in substance 

abuse are at an increased risk of road accidents, personal accidents, decline in cognitive 

functioning (17), school failure, poor judgment, violence, unplanned and unsafe sex, and 

suicide. (22) Studies have indicated that adolescent substance abusers experience higher 

rates of boredom during their leisure time than non substance abusers.(23, 24) 

Psychoactive substances and alcohol have been implicated in altering neural circuits 

involved in the dopamine reward-related regions in the brain and therefore contributing 

to substance dependence later in life.(25) Substance abuse may also lead to neurotoxicity 

where irreversible cell death occurs in the brain as well as the perpetuation or 

precipitation of a mental illness. This indicates that any substance abuse which occurs 

during this time will have a greater negative consequence on the brain and the level of 

activity participation, than in adulthood.(21) 

2.7.1 Effects of Alcohol on Activity Participation 

As described above, the brain areas which are actively developing during adolescence 

include the prefrontal cortex, limbic system areas, and white matter myelin (26). These 

areas are involved in cognitive and behavioural development, and emotional regulation 

which may, therefore, be particularly vulnerable to the adverse and damaging effects of 
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alcohol.(26) Thus plausible it is to link alcohol exposure during the critical adolescent 

developmental stages to disruption of the brain plasticity and maturation processes, 

resulting in behavioural and cognitive deficits.(18) 

Emerging trends from developmentally focused research have  indicated that there 

are subtle but important neurocognitive disadvantages among adolescents with alcohol-

use disorders as compared to adolescents without alcohol use disorders.(27) There is a 

noted reduction in attention, executive functions,(21) working memory, problem solving, 

patterns of regional brain activation, and gray and white matter volume.(27) The long-

term neurocognitive consequences of early alcohol consumption are not readily 

understood.(28) However, prolonged visual–spatial and cognitive dysfunction has been 

reported into adulthood. (29) The neurocognitive decline has been linked to three 

variables which have been shown to have a significant impact on cognitive sensitivity to 

alcohol and they are: age of first alcohol use (age of drinking initiation); specific pattern of 

alcohol consumption and being male gender.(28) 

There is evidence to suggest that alcohol dependence is a primary cause of 

impairments in overall quality of life, general health, mental and physical health and 

social functioning. (30) Patients meeting criteria for alcohol dependence have scored 

lower on quality of life, mental health (31) and levels of daily functioning scales.(32) 

2.7.2 Effects of Cannabis on Activity Participation 

Substance use has a wide range of negative effects on health, psychosomatic 

symptoms, emotional distress, and interpersonal relationships. (33) 

The most likely adverse physical effects of regular cannabis use include a substance 

dependence syndrome, increased risk of motor vehicle accidents, impaired respiratory 

function, cardiovascular disease, and adverse effects on adolescent psychosocial 

development and mental health.(8) 

Studies have indicated adverse psychosocial consequences in terms of early 

adolescent cannabis use increasing the risk in late adolescence of not graduating from 
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high school; delinquency; having multiple sexual partners; not always using condoms; 

perceiving drugs as not harmful; having problems with cigarettes, alcohol; and having 

more friends who exhibit deviant behaviour. It hinders the acquisition of skills necessary 

for employment and heightens the risks of contracting HIV, crime, depression, suicidal 

behaviours and abusing legal and illegal substances.(34-36) 

Other factors which have been linked to cannabis use include lower educational and 

occupational expectations, being suspended or expelled from school, failure to enter 

university, failure to obtain a university degree, fired from jobs, collecting disability 

grants, rebelliousness, not participating in productive activities, not attending church, and 

being an unmarried parent. Cannabis users show a poor performance on developmental 

tasks which are integral in becoming an independent and responsible young adult.(37-39) 

Long term cannabis use shows adverse consequences to individuals cognitive 

functioning with studies demonstrating impairment in memory and attention which lasts 

beyond intoxication and worsens with increasing years of regular use. (40-42) 

Chronic cannabis use has also been associated with an 'amotivational syndrome,' in 

which individuals have limited motivation and drive to engage in activities which further 

compounds their cognitive impairments and occupational functioning.(42, 43)  

The most debilitating consequence of cannabis abuse is the development of a severe 

mental illness such as schizophrenia or other psychotic disorders, which has been strongly 

associated with alcohol and cannabis abuse. (44-46) Cannabis use has been shown to 

increase the speed of onset of psychosis and prodromal symptoms of schizophrenia. (6, 

47) 

It is documented that substance abuse and dependence is common amongst people 

with severe mental disorders such as schizophrenia. (1) This therefore, suggests that the 

psychiatric disorder may exist before the substance abuse disorder in which case the 

substance abuse disorder will compound the situation and further increase the severity of 

the other psychiatric disorder.(48, 49) 
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2.7.3 Impact of Psychosis on Activity Participation 

According to the American Heritage Medical Dictionary of 2007, a psychotic disorder 

has been defined as a severe mental disorder which is characterized by the derangement 

of personality, loss of contact with reality and a prominent deterioration in normal social 

and occupational functioning. (50) 

One of the most common psychotic disorders is schizophrenia which has been 

described as a severe disorder that often has a significant impact on the lives of individual 

sufferers.(6)  

Patients suffering from a psychotic disorder display a wide range of deficits across 

neurocognitive domains including language skills, attention and executive functions with 

verbal learning and memory being the most affected.(51) The decline in cognitive 

function has been associated with poor vocational outcomes, (52) impaired insight(54) 

and impaired basic sensory processing.(54) Sensory processing problems may impact on 

gross motor coordination and motor planning.(17) 

Emotive disturbances have been noted in terms of emotional expressions which may 

be decreased in range and intensity. These disturbances may give the impression of the 

patient being apathetic.(6) However, they experience difficulty linking emotion with goal 

directed behaviour due to prefrontal and cortical deficits. This would therefore affect 

volition, empathy and appropriate engagement in tasks. Research has indicated that a 

severe emotion perception deficit is associated with a poorer level of functioning and that 

poor identification of emotions of others impacts on satisfaction in social functioning.(55, 

56) 

2.8 Dual Diagnosis 

Commonly seen in practice is the co occurrence of a severe mental illness and a 

substance abuse disorder which is known as a dual diagnosis.(1) Dual diagnosis is 

associated with poorer clinical outcomes such as increase in psychotic symptoms, poorer 

treatment compliance, increased relapse rate, poor money management, increased 
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violence and increased hospitalization as compared to a single diagnosis of either a 

psychiatric or a substance abuse disorder. (1, 2) 

The neuropsychological deficits such as executive and memory disturbance, found 

with patients with a psychotic disorder have also been reported in patients presenting 

with alcohol use or substance use disorders.(57) Chronic use of alcohol and cannabis has 

been, for many decades, shown to cause cognitive impairments in adults.(21) Studies 

within the last 5 years, have indicated that amongst both healthy individuals and patients 

with schizophrenia, there appears to be little difference in cognitive performance 

between cannabis users and non-users. Patients diagnosed with schizophrenia and 

suffering from cannabis use disorder had poorer academic achievements and lower 

vocabulary scores, but performed better in tests of verbal and working memory, 

visuomotor speed and executive function than individuals diagnosed with just 

schizophrenia. This is therefore suggesting that cannabis use has only subtle effects on 

the neurocognitive performance (58, 59) and that co morbid alcohol or cannabis abuse or 

dependence has limited effects on cognitive performance in individuals already 

presenting with a psychotic disorder.(57) This better cognitive functioning in substance 

users may however be due to a lower vulnerability to psychosis, as compared to purely 

schizophrenic patients. (58) This association between better cognitive performance and 

cannabis use in schizophrenia may be driven by a subgroup of “neurocognitively less 

impaired” patients, who only developed psychosis after a relatively early initiation into 

cannabis use. (60) 

This recent literature has only been conducted in small study populations and 

therefore larger studies will still need to be conducted in order to make evidence based 

associations. 

2.9 Best Practice in Treatment of Substance Abuse and Dual 

Diagnosis 

Developing countries, such as South Africa, are particularly vulnerable to an increase 

in substance use because of the demands placed on the health care system, society and 
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the fragile economy. The lack of resources, poor facilities, poverty, unemployment and 

limited health services only compound the situation.(45)  

Substance abuse treatment programmes have therefore started to shift from the 

medical model of treating the individual’s symptoms once a problem has occurred, to the 

more psychosocial model of aiming to prevent the substance abuse problem from 

occurring, at the community level. This involves various strategies to educate young 

individuals and limit access to illegal and legal substances. There is a need for quality 

assessments, adolescent-specific treatment services, use of a variety of therapeutic 

modalities, evidence-based practice, and research.(48)  

Primary prevention strategies have focused on community intervention programmes 

for adolescents are aimed at raising community awareness about the harmful effects of 

substances, developing skills, providing social support and preventing substance abuse. 

(17) An example of a community intervention programme is the Health Wise programme 

which has been documented as being a promising approach to reducing multiple health 

risk behaviours among the population of school-going South African adolescents.(61) 

Targeting university student populations by implementing brief, motivational or skills-

based interventions, targeting high-risk students identified either through brief screening 

in health care centres or other campus settings or through membership an identified risk 

group, has also shown positive results in the literature. (62)  

Secondary preventions strategies for individuals with a substance abuse problem have 

focused on promoting attendance in community intervention programmes such as 

support groups. The SANCA Alcoholics Anonymous and Narcotics Anonymous support 

groups have shown to increase alcohol abstinence and reduce substance and alcohol 

problems. (63) 

Differences have been noted between alcohol and cannabis users in terms of their 

adherence and compliance to treatment programmes. Those who were cannabis-

dependent were less likely to begin treatment than those dependent only on alcohol. 

Clinicians may therefore consider additional efforts during the admission process to 
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engage individuals who abuse cannabis and have decreased motivation. (64) A high 

motivation to change is a crucial triggering factor to individuals’ engagement in clinical 

treatment.(65) Motivational interviewing has shown to be a beneficial counselling tool 

when addressing individuals who abuse substances as it facilitates their own motivation 

to change and increases their level of insight.(66) 

The treatment of individuals who present with a dual diagnosis has been conflicting 

due to the separation of medical and rehabilitation services. These approaches conflict in 

methodology and thus have proven to be ineffective. The combination of psychosocial 

and pharmacological interventions has shown to have the most beneficial outcomes in 

treating dual diagnosis. Multidisciplinary interventions that use a cognitive behavioural 

approach or cognitive training as well as the involvement of people close to the abuser, as 

well as some of the specific pharmacological interventions, have been shown to yield the 

best results in terms of indicators of abstinence, prevention of relapse and improve 

cognitive performance, symptoms and everyday functioning.(67-69) Psychosocial 

interventions have been shown to reduce the rate of relapse and enhance activity 

participation .The main focus of these interventions include, optimizing function, 

minimize risk of relapse, improve quality of life, and minimize hospitalization.(70) Some 

examples of these interventions include motivational interviewing, psycho education and 

occupational therapy. 

Psycho education refers to the education offered to people who live with a 

psychological disturbance. Psycho educational programmes are one of the main forms of 

intervention in improving knowledge in patients suffering from Schizophrenia in order to 

facilitate compliance, prevent relapse and improve overall well being. Some of the main 

goals of a psycho education programme include providing applicable information, 

facilitating the expression of feelings, including family members to discuss their feelings 

and concerns, identifying stressful factors and coping behaviors and providing the family 

and the client with tools to develop a balance and sense of wellbeing in their daily 

lives.(71) These programmes also diminish stigmatization, alter negative perceptions and 

attitudes as well as decrease the health care costs and the number of relapses.(72) 
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Research has shown that engagement in an occupational therapy programme 

enhances vocational, social and a variety of other occupational outcomes.(73, 74) 

Participation in highly structured leisure activities has also shown to reduce the levels of 

destructive social behaviour, reduce the occurrence of substance and alcohol abuse and 

improve activity participation in all daily life tasks.(75) 

The focus of intervention for dual diagnosis is ensuring abstinence from the substance 

by changing behaviour and improving the individual’s lifestyle. This has been shown to be 

the most successful where a multidisciplinary approach has been used as well as through 

the combination of both psychosocial and pharmacological interventions. (17) 

2.10 Conclusion 

Statistics have provided some insight into the depth and ever increasing abuse of 

substances within the South African population. The literature presented some possible 

risk factors that lead to substance abuse and the impact substances can have on normal 

adolescent development. Cannabis and alcohol abuse have been discussed and the 

impact that they have on activity participation. These substances have been shown to 

cause multiple levels of impairment, a variety of negative social and occupational 

consequences and being linked to dual diagnosis. The guidelines for treatment for 

individuals with a dual diagnosis are focused on integrating services between mental 

health and social substance abuse programmes. Currently these treatment guidelines are 

limited and non specific in terms of type of psychiatric diagnosis and type of substance. 

This results in these individuals developing poorer clinical and functional outcomes. (1, 

48)  

Through this research, the first stage in attempting to address this problem is to 

determine the exact impact or effects of the different substances in individuals already 

diagnosed with a psychiatric disorder. This will be further discussed in the chapters to 

follow. Once a thorough assessment and baseline level of function is determined for each 

substance and diagnosis, the treatment and psychosocial programmes can be tailored to 



 

19 

 

address specific problems. This may lead to better long term outcomes such as sustained 

abstinence from substances and better compliance with psychiatric medication. 
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CHAPTER 3  Methodology  

 

3.1 Introduction 

This chapter will describe how the study was executed, the population that was 

accessed and procedures that were followed including how the data was collected and 

analyzed. 

3.2 Research Design 

A non-experimental design and observational study (cross section) with no 

intervention was used to achieve the aims and objectives of the study. This research 

design was selected as it provided a quick, non invasive and inexpensive once off 

assessment procedure for data collection.  The process involved a once off occupational 

therapy assessment using the Activity Participation Outcome Measure (APOM) (Appendix 

A,) as the recording tool, of participants who met the specific inclusion and exclusion 

criteria. The information obtained produced descriptive quantitative data which was 

analyzed accordingly. 

3.3 Population  

Individuals with a confirmed diagnosis of an Axis 1 Psychotic disorder were the 

population investigated in this study. The population consisted of three groups: 

 Group 1: Psychotic Disorder with cannabis abuse/dependence 

 Group 2: Psychotic Disorder with alcohol abuse/dependence 

 Group 3: Psychotic Disorder with no substance abuse/dependence 

Alcohol and cannabis have been shown to be the most common substances of abuse 

amongst the South African population (15) and therefore these substances were selected 

and grouped separately in order to determine their effects on the level of activity 
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participation. The grouping of the participants into three groups allowed the researcher 

to determine the impact of adolescence initiated alcohol and cannabis use on the level of 

activity participation whilst utilizing the no substance group as a comparative variable for 

the level of activity participation in individuals presenting with a psychotic disorder. This 

allowed the researcher to determine the variances on the level of activity participation 

caused either by the alcohol or the cannabis. 

3.4 Sample 

3.4.1 Sample Selection 

The sample that was selected included individuals attending outpatient and inpatient 

services at CHBAH. Individuals who utilized services at South African National Council on 

Alcoholism & Drug Dependence (SANCA) Soweto were also approached.  However, none 

of the participants at SANCA Soweto met the inclusion and exclusion criteria and 

therefore only participants from CBHAH were included. The method of sampling was 

purposeful and convenient as the researcher accessed those individuals who were 

already utilizing hospital resources. The purposeful and convenient sampling was directed 

only at those individuals who met the inclusion criteria. Participants were referred to 

occupational therapy but participation in the research study was on a voluntary basis 

after being provided with information concerning the study and signing a consent form. 

3.4.2 Sample Size 

The size of the sample was determined according to the number of domains in the 

APOM (Appendix A). An estimated size of 3-4 subjects per domain was used to calculate a 

meaningful difference between the groups. With eight domains in the APOM, the 

estimated ideal sample size was determined at 24 – 32 participants per group.  The 

sample size calculator designed by Gertsman was used to calculate the value at which 

statistical difference could be determined. This is a statistical software package with a 

sample size calculator and freely available from www.sjsu.edu/faculty/gerstman/EpiInfo/bin-

case.htm .  The power was set at 95%, the standard deviation at three and the mean effect 

difference at three.  The calculation was therefore as follows: 
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16 x 32 = 144/32  

144/9 = 16.   

From this caluculation, a  minimum 16 participants was needed per sample group. A 

total sample size of 16-30 was therefore accepted for each sample group however the 

researcher decided to set an ideal sample size at 30 participants, in order to promote 

more reliable and valuable data.  

3.4.3 Criteria applicable to all participants 

3.4.3.1   Inclusion Criteria 

Criteria were used in order to obtain a sample which was mostly consistent and 

eliminated as many confounding variables as possible. The inclusion criteria included: 

 Only male participants were used in the study as psychotic disorders with co 

morbid substance abuse or dependence had been shown to be more prevalent 

amongst the male population. (76) 

 The participants were between the ages of 19 -29 years. This age band was 

selected as according to various theorists such as Piaget and Erikson these 

early adulthood years are the years when cognition, motor, perceptual and 

social skills are fully developed and therefore the individuals should be able to 

achieve a high level  of functioning. 

 The participants had a confirmed diagnosis of either a primary or secondary 

psychotic disorder. 
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3.4.3.2   Exclusion Criteria 

 

Criteria were used in order to exclude certain individuals from participating in the 

study in order to eliminate variables which may affect the level of activity participation. 

The exclusion criteria were as follows: 

 Participants were not actively psychotic or under the influence of any psychoactive 

substances or alcohol at the time of consent and assessment. 

 The participants did not have an additional medical diagnosis which severely 

influenced their level of function. 

 The participants were not diagnosed with any other psychiatric axis 1 or 2 

disorders. (i.e. other than a psychotic disorder) 

3.4.4 Criteria specific for Group1: Cannabis abuse/dependence and    

Group 2: Alcohol abuse/dependence 

3.4.4.1   Inclusion Criteria 

 The initiation of the alcohol or cannabis use took place between the ages of 

12-18 years which was determined by the personal interview with the 

participant and collateral information from the participant’s family members.  

 The participants met the criteria for either cannabis or alcohol abuse or 

dependence according to the DSM-IV, at some point between their age of 

initiating the use of alcohol or cannabis and their current age. 
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3.4.4.2  Exclusion Criteria 

 The participants have met the criteria for abuse of or dependence on any 

other substance (i.e. other than alcohol or cannabis). 

 The participants met the criteria for abuse or dependence for both alcohol and 

cannabis simultaneously. 

3.4.5 Criteria specific for group 3: No alcohol or cannabis abuse/ 

dependence 

 

3.4.5.1   Inclusion Criteria 

 The participants did not meet the criteria for either substance or alcohol abuse 

or dependence. 

3.5 Measurement Tools 

An occupation based assessment process was used to assess each of the participant’s 

level of activity participation. This process involved an initial interview of the participant, 

followed by the participant engaging in a variety of structured activities, both individually 

and within groups, to assess each of the occupational performance areas. Some examples 

of the activities included soccer, beading, painting, paper based crafts, cooking, sewing, 

ironing, gardening, etc. An interview with the family was also conducted in order to gain 

any additional collateral information required. The assessments will be discussed in more 

detail under data collection. 

The Montreal Cognitive Assessment (MOCA) (Appendix B) tool was also administrated 

at this stage. The MOCA is a bed side screening tool to assess an individual’s cognitive 

abilities. The tool was developed and norm referenced on an American population. It 

includes components of cognition such as visuospatial abilities, attention, language, 

mathematics, memory, sequencing and orientation. The total score for the test is 30 with 
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an expected value of 26 or higher to be of normal cognitive abilities. This tool was 

selected as currently within the research setting the Mini Mental Status Examination, 

another type of bed side cognitive screening tool, is being used by the unit psychiatrist. 

The test re-test reliability of the Mini Mental Status Examination is poor and no evidence 

on its construct validity could be found, therefore another cognitive screening tool had to 

be selected. The MOCA was selected as literature indicated that it is s a useful tool in 

detecting mild dementia and Alzheimer’s dementia with a fairly good reliability and 

validity.  (77, 78) This tool was used to assist the researcher with levelling the client on 

the APOM (Appendix A) in terms of their process skills. 

The MOCA (Appendix B), structured activities and interview provided the researcher 

with sufficient information in order to determine the client’s level of activity participation. 

The APOM’s (Appendix A) computer based software program was then used to record 

the participant’s overall level of activity participation. This outcome measure was selected 

as it is allows the researcher to record most aspects of the individual’s level of activity 

participation. The APOM records eight different domains of activity participation 

including motivation, self esteem, process skills, life skills, affect, balanced lifestyle, role 

performance and communication skills. The outcome measure was developed and 

researched in South Africa and therefore the results produced are viewed as being valid 

and reliable within the South African context. The inter-rater and intra-rater reliability has 

shown correlations of 0.7 and above and the construct validity was support through the 

Rasch analysis revealing that the scale of the APOM can indeed be transformed to an 

interval scale, thus creating a true measure of activity participation. The APOM has been 

proven as an effective tool to detect change, the scores allow for accurate analyses as 

well as the ability to determine a significant difference on the level of activity 

participation between the three groups. (79) 

The APOM (Appendix A) scores range from one to eighteen with one being the lowest 

level of activity participation and eighteen being the typically highest level of activity 

participation seen in the clinical setting. Clinical experience has shown that at CHBAH, the 

average score range for the psychiatric population is between seven and eight and a 
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patient on a level nine or ten is typically then discharged from the hospital setting. On a 

level seven or eight the patient typically presents with fluctuating moods, unrealistic self 

concept, egocentric interpersonal relationships, depends on others to structure and 

support participation in an activity, able to perform basic hygiene tasks but is reliant on 

others to complete household chores, financial management duties and accessing 

transport. On a level ten the patients mood is more stable, they have better control of 

their emotions, realistic self concept but lack confidence or self esteem, are able to 

complete familiar tasks but needs support in completing unfamiliar tasks, independent in 

hygiene and some grooming tasks, able to complete some household chores 

independently but has difficulties with financial management and child care duties. (79) 

Although the APOM (Appendix A) has been determined as a valid and reliable tool and 

the researcher bias was also controlled by the researcher completing the assessment on 

all the participants across all three groups, the researcher opted to include an additional 

procedure during data collection to limit subjectivity and bias. This involved the 

assessment of one random participant per group, conducted on site by another 

occupational therapist qualified in using the APOM. The other occupational therapist and 

the researcher both completed an assessment on the same participant and documented 

the APOM scores. The APOM scores for the one participant were then compared and 

discussed. The outcome of this procedure showed good agreement of APOM scores 

which enhanced the quality of the data.  

3.6 Data Collection 

Once the researcher had identified a possible participant, the unit psychiatrist was 

approached and the inclusion/exclusion criteria further discussed.  A referral to the study 

was then completed by the unit psychiatrist (Appendix C). The unit psychiatrist was 

responsible for confirming the psychiatric diagnosis as indicated in the hospital file. Since 

the diagnosis was one of the major inclusion criteria for the study, it was important to 

work with confirmed diagnoses. The medical history was obtained from the hospital file in 

order to determine the presence of any other medical conditions which would have 

excluded the participant from the study. The unit psychiatrist determined the 
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participant’s ability to engage in the study in terms of being psychiatrically stable and 

being able to provide informed consent. 

The DSM-IV criteria on substance abuse and dependence was used in order to 

categorise participants and also exclude other participants who did not meet that specific 

criteria from the study. The level of substance use was categorised by the unit 

psychiatrist.  

Once the unit psychiatrist had completed the referral form for the study (Appendix C), 

the researcher then commenced with the data collection process and the participant 

engaged in a full occupational therapy assessment to determine his level of activity 

participation.  

The researcher developed a classification of group data sheet (Appendix D) which was 

used to record each participant’s necessary details including type of psychotic disorder, 

type of substance abuse, age initiated substances, current age and level of substance 

abuse. The participant demographic information sheet was completed by the researcher 

in order to record the participant’s basic background information including address, 

contact details, personal history, occupational history, family history and medication. This 

information was all obtained from the initial interview with the participant, which had a 

duration of approximately one hour.  

Once the initial interview was completed and all background information had been 

obtained, the researcher and the participant then engaged in a variety of different 

structured activities. The activities selected were dependant on the participant in terms 

of his history, culture, age, gender, etc. Some example of activities used included soccer, 

cooking, gardening, painting and paper based crafts. This process of selecting activities 

based on the individual follows the philosophy and fundamental values of occupational 

therapy. The assessment would therefore need to be client centred in order to accurately 

reflect the person’s functioning in all of the occupational performance areas. (11) One 

standard activity or group could therefore not be selected, as it may not be within all the 

participants frame of reference, interest or roles and thus would be an inaccurate 
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assessment or reflection of their level of occupational performance. The activities 

facilitated the researcher in levelling the participant’s life skills, process skills, affect, 

motivation, self esteem, role performance, communication/interaction skills and 

balanced lifestyle. 

The participants generally engaged in one assessment, however, the duration of the 

assessment was approximately 3 hours and therefore some participant’s who were of a 

lower level of functioning found it difficult to sustain their participation for this length of 

time. This resulted in certain participants returning for a second session in order to 

complete the assessment. 

Once the researcher had completed the assessment, the information was transcribed 

into the APOM programme, using numerical values to level the participant’s activity 

participation within the eight domains. The APOM then produced a composite score for 

the participant’s overall level of activity participation and it automatically generated a 

report and the results were displayed in a spider graph (Appendix A). The overall total 

score as well as the total score for each domain was recorded onto an Excel spread sheet 

against the participants current age, type of substance, age initiated substance use, level 

of substance abuse and type of diagnosis. 

All of the participants in the study informed the researcher that they were able to 

understand and read English. The researcher determined that it was acceptable then to 

provide the participants with informed consent forms in English. Some participants 

requested if they were able to ask questions or respond to the researcher in their home 

language and for these participants a translator was necessary. An occupational therapy 

technician was used as a translator to explain the information sheet, facilitate the process 

of informed consent (Appendix E), assist obtaining certain demographic information, 

explain the procedure for each activity as well as ask questions which had been directed 

by the researcher, in order to determine the participant’s state of mind and processing 

skills whilst completing each activity. The translator was informed to translate only exact 

words and phrases used by both the researcher and the participant. This minimised the 

translator’s subjectivity and bias within the study. 
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3.7 Data Analysis 

The data recorded on the excel spread sheet was analyzed within and between the 

three groups in order to produce descriptive and inferential statistics. The descriptive 

data produced was analyzed in terms of the number of participants per group, age 

initiated substances, current age of participants and their APOM scores. The median, 

interquartile range, frequency and percentages of this data were calculated. The median 

and interquartile range were used to provide the researcher with a clearer understanding 

of the middle values concerning participants current ages and ages initiated substances. 

Within the sample, two or three participants presented with extreme values and these 

would have adjusted the mean towards the extreme values, rather than being a true 

representation of the middle values within the sample. This data has been drawn up into 

different tables, bar graphs and box plots in order to be easily accessible analyzed. 

In terms of calculating the inferential statistics, the Bartlett’s test was used to test for 

equal variances, while the Bonferroni test was used to adjust for multiple comparisons. 

The Bartlett’s test permits one to compare the variance in two or more sample groups to 

determine if they are drawn from populations with equal variance, in other words, to test 

for homogeneity. 

The ANOVA, a test to analyze the variance between groups, assumes that there are 

equal variances between groups. The ANOVA was done after the Bartlett’s test had 

indicated that the groups had equal variance.  Using the means of the three groups in the 

study, the ANOVA tested the null hypothesis whether the population mean of the total 

APOM score is equal across all three groups. The statistical significance was set at p<0.05. 

ANOVA was also applied to test for differences between each domain across the three 

groups. The greatest difference between groups was noted. 

3.8 Ethics 

Ethical clearance was obtained from the Human Ethics Research Committee of the 

University of the Witwatersrand before the commencement of the study. Ethical 

clearance number M120501 (Appendix F). 
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Permission and approval was obtained from the Ethics Research Committee at Chris 

Hani Baragwanath Academic Hospital before the data collection process was able to be 

commenced at this hospital (Appendix G).  

All participants were provided with the information sheet and signed informed 

consent before commencing with the research (Appendix E). If the participants did 

present with psychotic symptoms, these symptoms did not impact on their ability to give 

informed consent to the study before commencing with the occupational therapy 

assessment. All participants were not objectively under the influence of substances by 

withdrawals or intoxication symptoms, at the time of the assessment. All participants 

were cognitively able to understand the purpose of the research study and provide 

informed consent. 

All participants engaged in the research on a voluntary basis and none of the 

participants requested to leave the study.  

3.9 Conclusion 

The above chapter described how the study was executed and what procedures were 

followed. It describes the design, sample, measurements, process, tools and the analysis 

of the data. The following chapter will describe the results and the data obtained from 

these procedures. 
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CHAPTER 4  Results 

 

4.1 Introduction 

This chapter commences with the descriptive analysis of the data followed by 

inferential statistics. Tables, bar graphs and box plots are used to present the descriptive 

statistics. The results of the inferential statistics are depicted in table form. 

4.2 Descriptive Statistics 

The data presented below describes the study sample as well as the scores obtained 

from the APOM and MOCA. 

Table 4.1: Represents the median and the interquartile range (IQR) of the 

chronological age, the APOM and MOCA scores across all 3 groups. The age of onset of 

the substance use (age started) are presented for Group 1 and 2. 

From this data, various observations and trends have been identified. Individuals 

abusing cannabis presented with the lowest IQR score for their current age compared to 

the other 2 groups. This indicates that individuals abusing cannabis presented to this 

study as currently having the youngest age compared to the alcohol group which 

presented as being the oldest participants utilizing psychiatric services at CHBAH. Those 

individuals who abuse cannabis commenced their use of cannabis at a younger age (15 – 

16 years) as compared to those abusing alcohol. The cannabis group had a narrower IQR 

whereas some participants only started to abuse alcohol at 18 years of age. 
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Table4.1: Median (interquartile range) across all 3 Groups 

 

The sample size at the end of the research included 30 participants in the cannabis 

and no substance abuse groups, with a total of 18 participnats in the alcohol group. 

Overall the total sample size included 78 participants.  

When comparing the average APOM scores for each domain across the three groups, 

the highest level of activity participation was noted in the alcohol group and participants 

 Group 1 
(n = 30) 

Cannabis 

Group 2 
(n = 18) 
Alcohol 

Group 3 
(n = 30) 

No 
substances 

Total 
(n = 78) 

 Median 
(IQR) 

Median 
(IQR) 

Median 
(IQR) 

Median 
(IQR) 

 
Current Age 

22.5 
(21 – 26) 

28 
(24 – 29) 

27 
(23 – 29) 

25 
(22 – 28) 

 
Age Started Substances 

15 
(15 – 16) 

16.5 
(15 – 18) 

n/a 16 
(15 – 17) 

 

 

 

 

 

APOM 
scores 

Affect 9.2 
(7.7 – 10.7) 

10.2 
(9 – 12.3) 

7.7 
(6  - 8.7) 

9 
(6.7 – 10.3) 

Balanced Lifestyle 7 
(6 – 9) 

9 
(7.3 – 9.7) 

7.3 
(6.3 – 8.3) 

7.5 
(6.3 – 9) 

Communication/ 
Interaction Skills 

8.85 
(7.5 – 10.5) 

10.6 
(8.2 – 12.2) 

7.25 
(6.2 – 8.2) 

8.2 
(6.8 – 10.5) 

Life skills 8.4 
(6.8 – 10) 

9.9 
(9.3 – 11.2) 

6.8 
(6.2 – 7.7) 

7.6 
(6.7 – 9.8) 

Motivation 7.8 
(6.8 – 9.8) 

9.4 
(8.4 – 10.6) 

6.8 
(6.6 – 7.8) 

7.6 
(6.8 – 9.8) 

Process Skills 9.2 
(7.1 – 11) 

10.2 
(9.6 – 11.6) 

7.5 
(6.6 – 8.6) 

8.6 
(7.1 – 10.5) 

Role Performance 8 
(7.5 – 10.5) 

10.6 
(9.6 – 11.6) 

7.6 
(6.6 – 8.2) 

8 
(7.5 – 10.5) 

Self Esteem 7.7 
(6.9 – 10.7) 

10.6 
(8.4 – 11.4) 

7.6 
(6.4 – 8.4) 

7.9 
(6.9 – 10.6) 

 
MOCA 

20.5 
(16 – 24) 

20 
(15 – 25) 

19 
(15 – 22) 

20 
(15 – 24) 
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within the group of no substance abuse scored the lowest across all of the domains. The 

only exception hereto is in the balanced lifestyle domain where the average APOM scores 

were similar across all groups.  The actual scores range between six and nine and 

according to the APOM descriptions of these scores, the participants are unable to 

organize a meaningful and satisfying routine with inappropriate habits (e.g. substance 

and alcohol abuse or dependency) that dominate their life style.  

Unlike the APOM scores, the scores depicted by the MOCA were similar across all 

three groups. This is noticeable below the “normal” score of 26 or higher. This indicates a 

low level of cognitive functions for example memory, sequencing, orientation, etc, as 

compared to the expected norm for an adult population. 

 

 

 

 

 

 

 

 

Figure 4.1: Box plot depicting the median and IQR of participant’s 
current age across all the three groups 
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Figure 4.1 diagrammatically represents what is indicated in Table 4.1.  Participants 

within the cannabis group were generally of a younger age whereas the participants 

within the alcohol group were the oldest. Individuals within the no substance abuse group 

identified with the widest range of current age. 

 

Figure 4.2: Box plot depicting the median and IQR for the age 
participants initiated substance abuse 

 

Figure 4.2 represents the data presented in Table 4.1. The data from the sample 

indicates that the participants within the cannabis group started abusing substances at a 

younger age as compared to the alcohol group. It should however be noted that within 

the cannabis group there were also extreme values outside of the IQR.  
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Figure 4.3: Comparing average APOM scores across the three groups 

 

Figure 4.3 represents the average APOM scores across all three groups for all eight 

domains. Figure 4.3 graphically represents the information presented in Table 4.1. It 

shows that across all of the domains the no substance group consistently scored the 

lowest whereas the alcohol group scored the highest. 
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Table 4.2: Abuse versus Dependence in Group 1 and 2 

  Group 1  

(n = 30)  

Cannabis 

Group 2  

(n = 18)     

Alcohol 

Total 

 (n = 48) 

Total 
Percentage 

Abuse Frequency 26 17 43 89.6 

Percentage 54.2 35.4 89.6 

Dependence Frequency 4 1 5 10.4 

Percentage 8.3 2 10.4 

 

Table 4.2 Compares the number of participants diagnosed with either abuse or 

dependence in the cannabis and alcohol groups. More participants overall were 

diagnosed with abuse but those diagnosed with dependence mostly originated from the 

cannabis group. 

Table 4.3: Type of Diagnosis 

  Group 1  

(n = 30)  

Cannabis 

Group 2  

(n = 18)     

Alcohol 

Group 3 

 (n = 30)          

 No 
Substances 

Total 

 (n = 78) 

Total 
Percentage 

Substance 
Induced 
Psychosis 

Frequency 17 15 0 32 41 

Percentage 21.8 19.2 0 41 

Schizophrenia Frequency 13 3 30 46 59 

Percentage 16.7 3.8 38.5 59 

 

Table 4.3 Tabulates the different types of diagnoses between the 3 groups. Only two 

diagnoses were present in the sample population and those included Schizophrenia and 

Substance Induced Psychosis. The most common diagnosis across the whole population 
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was that of schizophrenia but substance induced psychosis was more predominant within 

the alcohol group. 

 

 Figure 4.4: Comparison of participant’s total APOM scores against 
age initiated substances 

 

Figure 4.4 shows the age participants started to abuse either cannabis or alcohol 

against the level of their APOM scores.  The graph indicates that individuals who started 

abusing substances at a younger age have lower APOM scores. A Pearson correlation 

indicated a low correlation coefficient of 0.233 but a positive trend. 
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Figure 4.5: Comparison of participants APOM scores against their 
diagnosis 

 

Figure 4.5 displays the APOM scores between the two different diagnoses present 

within the sample. It can be noted that the participants diagnosed with substance 

induced psychosis scored a higher level of activity participation on APOM. 
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Figure 4.6: Comparison of total APOM Scores against their diagnosis 
and group 

Figure 4.6 displays the total APOM scores from each of the two diagnoses present in 

the sample including schizophrenia (SZP) and substance induced psychosis (SIP). The 

APOM scores are then compared between the three groups. It is noted that participants 

diagnosed with schizophrenia had a lower level of activity participation across all three 

groups. 

4.3 Hypothesis Testing  

The null hypothesis was that the population mean of the total APOM scores is equal 

across all three groups.   

The null hypothesis stated that there would be no impact of alcohol and cannabis on 

the level of activity participation. The null hypothesis was rejected with a significant p 

value at 0.0001 as calculated with ANOVA.  This indicates that there is a statistically 

significant difference between the total APOM score across three groups indicating that 

alcohol and cannabis did have an affect on the level of activity participation. It should be 

noted that the differences were highly significant between the alcohol and the no 

substance group (p<0.000), significant between cannabis and no substance group 

(p<0.022) but no significant difference between the alcohol and cannabis groups 
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(p<0.075). A highly significant statistical difference was noted in seven of the eight 

domains with p-values less than 0.0001. Balanced lifestyle was the only domain with a p-

value less than 0.05.  
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Table 4.4: P-Values when comparing APOM and MOCA Scores across all Three 
Groups 

 

Significance set at p< 0.05*, p< 0.01**, p<0.001*** 

APOM P-Value (ANOVA) 

 p-value when comparing 
APOM Scores across all 3 
groups 

p-value in a two-by-two table to indicate the variance 
between the groups 

Total APOM Score 0.0001***  Cannabis Alcohol 

Alcohol 0.075 - 

No Substances 0.022* 0.000*** 

Affect 0.0001***  Cannabis Alcohol 

Alcohol 0.357 - 

No Substances 0.007** 0.000*** 

Balanced Lifestyle 0.0368*  Cannabis Alcohol 

Alcohol 0.054 - 

No Substances 1.000 0.070 

Communication/ 
Interaction Skills 

0.0000***  Cannabis Alcohol 

Alcohol 0.108 - 

No Substances 0.002** 0.000*** 

Life skills 0.0000***  Cannabis Alcohol 

Alcohol 0.061 - 

No Substances 0.023* 0.000*** 

Motivation 0.0004***  Cannabis Alcohol 

Alcohol 0.144 - 

No Substances 0.050* 0.000*** 

Process Skills 0.0002***  Cannabis Alcohol 

Alcohol 0.188 - 

No Substances 0.023* 0.000*** 

Role Performance 0.0000***  Cannabis Alcohol 

Alcohol 0.032* - 

No Substances 0.045* 0.000*** 

Self Esteem 0.0005***  Cannabis Alcohol 

Alcohol 0.026* - 

No Substances 0.314 0.000*** 

 p-value when 
comparing MOCA Scores 
across all 3 groups 

p-value in a two-by-two table to indicate the variance 
between the groups 

MOCA 0.1319  Cannabis Alcohol 
 

Alcohol 
 

1.000 - 

No Substances 
 

0.285 0.247 
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*All of the above values passed the Bartlett's test for equal variances 

The ANOVA test was applied to determine statistical difference and the Bonferroni 

test of multiple comparisons was used to account for the variances. 

4.4 Conclusion 

The above chapter describes both the descriptive and the inferential statistics for the 

study. Certain trends and themes have been highlighted which will be further discussed in 

the following chapter. 
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CHAPTER 5  Discussion 

 

5.1 Introduction 

A negative impact on the level of activity participation was duly noted in the results 

detailed in the previous chapter. This chapter shall discuss the previously put forward 

results and what noticeable factors appear to have contributed towards the level of 

activity participation. 

5.2 Decreased Prevalence of Alcohol Abuse in Study  

A total of seventy eight participants were included in the sample for this study. Thirty 

participants were placed within the cannabis and no substance abuse groups with only 

eighteen identified as being within the alcohol group. The decreased number of alcohol 

participants can be attributed to various factors observed by the researcher during the 

data collection process. According to the referring psychiatrists some alcohol users 

presented with a mood disorder and therefore had to be excluded from the study. A 

strong association between substance use with mood and anxiety disorders has also been 

noted in the literature and this was observed in clinical practice.(80) Most participants 

indicated that cannabis was cheaper and more easily accessible than alcohol and 

therefore they used cannabis more frequently. This is a development noted in recent 

literature as within the South African context the taxes placed on alcohol are increasing, 

causing cannabis to be more accessible than alcohol.(81) Participants indicated that 

within the particular age group selected for the study (19 – 29 years), it was seen as being 

culturally acceptable to use cannabis compared to drinking alcohol which was seen to be 

more acceptable in a person older than thirty years of age. These factors appeared to 

have contributed to more participants meeting the criteria for the cannabis group as 

compared to the alcohol group. This reduced the amount of data available from the 

alcohol group but the results still produced valuable statistically significant differences 

which were analyzed and particular trends noted.  
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5.3 Adolescent Initiation of Substances  

Participants in the cannabis group typically started abusing cannabis at an earlier age 

as compared to the alcohol group. For those participants using cannabis, the average age 

of onset was less than sixteen years of age and therefore towards the middle of high 

school. There were, however some extreme values from the data which indicated that 

some participants started using cannabis as young as twelve years of age. This can be 

attributed to the previously put forward factor of cannabis being cheaper and more easily 

accessible than alcohol as well as increased peer pressure to use cannabis. This confirms 

the previously noted trend of wide spread and increased use of cannabis amongst the 

Soweto population.(81)  

During adolescence an individual is typically still developing his or her cognitive, 

social, emotional and occupational skills. It has been indicated that certain cognitive and 

emotional skills are only fully developed by the age of 24 years including abstract 

reasoning (82). The age when participants in the cannabis and alcohol group started 

abusing the substance was correlated against the overall APOM scores. It was noted that 

participants who started using cannabis or alcohol at a younger age typically had a lower 

APOM score. This suggests that adolescence initiated substance abuse does have a 

negative impact on an individual’s level of activity participation. The earlier a person 

initiates the substance, the greater the number and severity of developing adolescent 

skills are affected and therefore, the poorer are occupational outcomes in adulthood.(21) 

5.4 Current Ages of Participants  

In this study sample, the participants within the cannabis group were at the time of 

assessment of a younger age compared to those in the alcohol group. This indicates that 

within the sample, the cannabis users met the criteria for abuse or dependence at a much 

younger age compared to alcohol users. Meeting the criteria for substance abuse or 

dependence at a younger age appears to have contributed towards the cannabis group 

having a lower level of activity participation compared to the alcohol group. This confirms 

what had been documented in previous research that earlier age of onset and increased 
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severity of use of cannabis does negatively impact on an individual’s level of occupational 

performance.(21,37, 38) 

Participants within the no substance group displayed the widest range of their current 

age indicating that schizophrenia is prevalent throughout the age band selected and that 

early adulthood is the expected norm, according to the DSM-IV, for the onset of 

schizophrenia.(6) 

5.5 Substance Abuse versus Substance Dependence 

Within the study sample, the majority of the participants were classified as having 

substance abuse as compared to substance dependence. This correlates with literature as 

substance dependence is described as the more harmful and debilitating substance use 

disorder compared to abuse and therefore fewer participants would be assumed to have 

a dependence diagnosis. (6) It should, however, be noted that this data should be 

interpreted with caution as during the data collection process it was observed that some 

of the participants did meet the criteria for substance dependence, according to the 

researcher, but were not classified accordingly on the DSM-IV by the referring 

psychiatrist. It can be inferred that the interpretation of the criteria between substance 

abuse and dependence lends itself to subjectivity and therefore makes the distinction 

between the two levels difficult. Cannabis withdrawal symptoms are also non specific and 

therefore difficult to identify whether they meet the criteria for dependence. Within the 

acute setting the distinction between abuse and dependence does not overtly change the 

initial management of the individual and therefore owing to time constraints and high 

patient numbers, this particular distinction does not impact on immediate medical 

management. The distinction, however, did facilitate the understanding of the degree of 

impact on the individual’s level of functioning. This subjectivity and discrepancy has been 

corrected with the recent edition of DSM where within the DSM-5 the criterion for 

substance abuse and dependence has combined into one diagnosis. The distinction 

between abuse and dependence is no longer made and individuals are classified together 

as having a substance use disorder. (14) 
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The participants within the study who were diagnosed with substance dependence 

mostly fell into the cannabis group. This can be assumed to be due to the previously 

discussed factors of the easier accessibility of cannabis and earlier age of initiation of 

cannabis.(81) It also correlates to the lower level of activity participation noted in the 

cannabis group compared to the alcohol group as a participant meeting the criteria for 

substance dependence according to the DSM-IV should experience more disruption and 

deterioration in their occupational functioning. (6) 

5.6 Level of Activity Participation 

A statistically significant difference was found between the three groups across all of 

the APOM scores. The clinical significance of this is that firstly, the alcohol group 

consistently presented with a higher level of activity participation across all eight of the 

APOM domains. This indicates a better performance in life skills, communication, affect, 

motivation, balanced lifestyle, self esteem, role performance and process skills compared 

to the cannabis and no substance abuse group. From this data, it can be inferred that 

alcohol does have a negative impact on occupational performance as the APOM scores 

for this group were below the expected norm for an adult population however the impact 

is not as severe on the level of activity participation as compared to cannabis. This 

correlates with research indicating that cannabis does cause severe neurocognitive 

changes in the brain which negatively impact on an individual’s functioning. (40, 41) 

Balanced life style was the only domain that was not significantly different between 

the three groups, indicating that all three groups experienced problems in this domain. 

This came as an expected result as lifestyle problems are often reported in literature as 

the causative factors for substance abuse and a possible precursor to mental illness.(83) 

5.7 Comparison of APOM Domains 

The differences between the eight APOM domains were analyzed and compared 

between all three groups. 
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 Motivation was severely impacted across all the groups but mostly affected the no 

substance abuse group. All of these participants were diagnosed with schizophrenia and 

this finding is therefore in agreement with the DSM-IV criteria for schizophrenia, 

indicating amotivation as a clinical symptom of this diagnosis. (6, 43) This lack of 

motivation and drive demonstrated as being one of the founding causal factors to the 

deterioration in activities of daily living and higher order life skills. Decreased motivation 

within the other two groups also had a negative impact on the individual’s level of 

performance skills and may further hinder the individual’s ability to engage in other 

constructive activities such as work or studies even in the absence of using substances. 

Self esteem was noted as being a poorer performing domain specifically within the 

cannabis group. This demonstrates the individual’s possible vulnerability to initially 

succumbing to peer pressure and using substances, as well as the reduced ability to 

abstain from cannabis as the individual may feel that he needs cannabis in order to feel 

good about himself. This therefore has implications towards the initiation and the ability 

to abstain from substances. Diminished self esteem and reliance on substances to 

compensate may negatively impact on the individual’s motivation and being able to 

realistic evaluate and set into motion goals or plans for the future.   

Process skills, although higher in the alcohol group compared to the other two groups, 

were in the lower half of the average domain scores. These are the cognitive abilities and 

work performance skills needed to execute any work task. This demonstrates a decline in 

certain cognitive functions within the alcohol group including aspects such as 

concentration, adaptation and concept formation. This is congruent with the literature 

determining that there is an association with alcohol use and cognitive decline (84). The 

no substance abuse group scored the lowest on the process skills domain when compared 

to the other two groups. This indicates that psychotic disorders have a severe impact on 

an individual’s cognitive functioning and this is directly linked to poor work performance. 

A decline in these skills may also hinder the therapeutic process as the individual’s 

learning abilities are negatively affected. This hinders the individual from understanding 
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the therapeutic process and being able to improve or adapt his lifestyle in order to 

improve occupational performance.  

The life skills domain incorporates components such as grooming, budgeting, conflict 

management, stress management, vocational skills, assertiveness, parenting, safety, 

problem solving, use of transport and taking care of your medication. A decline in these 

skills was noted across all three groups but more severely within the no substance abuse 

group. The life skills of stress management, care of medication and vocational skills were 

the most affected in this group. This directly contributes to the numerous relapses due to 

the defaulting of medication and poor constructive use of time, which is noted in the 

clinical setting for this population. Poor cognitive functioning and decreased motivation 

reduced the participant’s ability to perform and complete these skills independently. Poor 

performance in these skills also contributes to a decline in role performance and balanced 

lifestyle.  

Communication and interaction skills were the strongest domain within the alcohol 

group but the second lowest scoring domain in the no substance abuse group. This is 

linked to the no substance abuse group having a predominant diagnosis of schizophrenia. 

Individual’s diagnosed with schizophrenia typically present with a blunted affect, 

decrease emotional expression and psychomotor retardation. (6) These symptoms 

directly impact on the individual’s social skills and ability to communicate with others and 

express their views or opinions.  

5.8 Prevalence of Type of Psychotic Disorder 

Within the sample only two types of psychotic disorders were present that of 

substance induced psychosis and schizophrenia. This is expected within the sample size of 

the study as other psychotic disorders are relatively rare and not often seen in practice. 

(6) Within the no substance abuse group only the diagnosis of schizophrenia was present 

within the sample. The majority of the participants diagnosed with substance induced 

psychosis were found within the alcohol group as compared to an almost even divide 

between substance induced psychosis and schizophrenia within the cannabis group. This 
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is congruent with the literature that indicates that cannabis use may be a precursor to the 

development of schizophrenia and thus it is more predominant in the cannabis group 

(85). It has also been documented that alcoholism has been linked to co morbid mental 

disorders; however, cannabis and other substances have been shown to have higher 

mental illness co morbidity rates than alcohol. (86).  

5.9 Impact of Type of Psychotic Disorder 

The major differences between the groups were portrayed between the alcohol and 

no substance abuse group. This identifies that individuals falling within the no substance 

group had the lowest level of activity participation and performed poorly across all eight 

domains. This may be attributed to the type of diagnosis present within this group and 

not merely the absence of substances.  

The lower level of activity participation within the no substance abuse group appears 

to be linked to the type of diagnosis associated with this group as all the participants were 

diagnosed with schizophrenia. This supports the criteria put forward by the DSM-IV which 

indicates that individuals diagnosed with schizophrenia will experience a chronic and 

deteriorating level of activity participation throughout their lifespan. However, the 

symptoms experienced by an individual diagnosed with substance induced psychosis 

should subside relatively quickly after the cessation of the substance and the individual 

should then return to baseline level of functioning. (6) This is portrayed by the APOM 

scores as those individuals diagnosed with substance induced psychosis performed better 

across all domains compared to those diagnosed with schizophrenia. This infers that 

clinicians will need to take into consideration the type of psychiatric diagnosis as well as 

type of substance when considering an individual’s prognosis and goals for intervention.  

5.10 Level of Activity Participation in Dual Diagnosis 

Chronic use of alcohol and cannabis has been shown in past literature to cause 

cognitive impairments in adults.(21) Studies which have been conducted within the last 

five years, have indicated that amongst both healthy individuals and patients with 

schizophrenia, there appears to be little difference in cognitive performance between 
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cannabis users and non-users. This research is therefore suggesting that cannabis use has 

only subtle effects on the neurocognitive performance (58, 59) and that co morbid 

alcohol or cannabis abuse or dependence has limited effects on cognitive performance in 

individuals already presenting with a psychotic disorder.(57)  

The MOCA is a screening tool used to assess an individual’s basic cognitive functions. 

This tool was used to assist the researcher with levelling the client on the APOM in terms 

of their process skills. 

 The MOCA was unable to determine statistically significant differences amongst the 

three groups which could be an indication that the MOCA is not a sensitive enough tool to 

note changes in an individual’s cognitive functions within the mental health population. It 

is therefore, not possible to use this data to accurately compare the cognitive functions 

between the three groups. The MOCAs limitations in terms of sensitivity need to be noted 

as it is been described only as a screening tool and therefore the results cannot be 

inferred as a full accurate assessment of all cognitive functions. It can however, be stated 

that across all three groups the average scores were below the expected norm for an 

adult population and overall the cannabis group was levelled as having a slightly better 

cognitive performance than the no substance group diagnosed with schizophrenia. 

The more reliable data which can be used to correlate similar trends as noted in the 

recent literature is the total APOM scores or the individual’s overall level of occupational 

performance. When comparing the total APOM scores against schizophrenia and 

substance induced psychosis within each of the three groups, it was noted that the 

cannabis group diagnosed with schizophrenia did achieve a slightly higher level of activity 

participation than the no substance abuse group or purely schizophrenia diagnosis group. 

The degree of difference is not significant but the data does correlate to the research 

indicating that cannabis may only have subtle effects on the level of activity participation 

in individuals who are diagnosed already with schizophrenia. 

A greater degree of difference was actually noted in the alcohol group. Participants 

diagnosed with alcohol abuse and schizophrenia performed better than both the no 
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substance abuse group and the cannabis group diagnosed with schizophrenia. This infers 

that alcohol may have a lower impact on affecting a participant’s level of activity 

participation when compared to cannabis and schizophrenia. The current age of the 

participants needs to be considered as the current limited cognitive decline may be due 

to the alcohol use occurring when the individual is in early adulthood and long term 

consequences may only be more profound into late adulthood. There is also the 

possibility of the participants within the cannabis and alcohol abuse group having a lower 

vulnerability to psychosis and a better response to psychotropic medication which may be 

the reason behind the better cognitive performance. It should also, however, be noted 

that there was a decreased number of participants in the alcohol group compared to the 

other two groups and this limits the reliability of the information.  

5.11 Limitations of Study 

The practical difficulties of accessing drug testing before each functional assessment 

made the ability to determine whether the participant was under the influence of 

substances subjective. The use of substances might have been “missed” which could have 

impacted on the scores obtained from the APOM measure. This could possibly lead to the 

scores attributed to the client’s level of activity participation being of a lower level than 

what would be actually presented by the client as the client at the time of the assessment 

was under the influence of substances. This may therefore have produced inaccurate 

results. 

A small sample size provided the researcher only with enough supporting evidence to 

reject the null hypothesis of this study. The findings may be generalised to the population 

at CHBAH. This study can however be repeated in similar settings and findings be 

compared.  There were certain difficulties around diagnosing participants either 

substance abuse or substance dependence and this may have hindered the validity of the 

data in terms of level of substance use. 

The participant’s level of education was not considered and this may have had an 

impact on their cognitive functioning and their ability to understand the MOCA. 
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5.12 Conclusion 

The above chapter discussed the major findings and implications from the previously 

put forward results. The following chapter will provide the implications for practice as 

well the final conclusion and recommendations. 
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CHAPTER 6  Conclusion 

 

1. Introduction 

The impact of adolescence initiated alcohol and cannabis abuse/dependence on the 

level of adulthood activity participation in the CHBAH male population, was the main 

question put forward by the researcher. The researcher has achieved this objective by 

both determining the impact of both substances and comparing the differences on the 

level of activity participation. In keeping with the literature that states that cannabis and 

alcohol abuse does have negative consequences on an individual’s level of functioning, 

this research study has proved that there is a decline in the level of activity participation 

by the APOM scores. This research report has put forward the methodology, results and 

key discussion points noted from the study. This chapter will conclude the main trends as 

well as the implications for practice and recommendations. 

2. Implications for Clinical Practice and Recommendations 

As a result of what has been discussed the following recommendations for clinical 

practice are put forward.  

Alcohol abuse, cannabis abuse and schizophrenia have all shown in this research 

study, to have a negative impact on an individual’s level of activity participation. Cannabis 

appears to have a more profound negative impact on activity participation as compared 

to alcohol, with domains such as motivation, balanced lifestyle and self esteem being the 

most affected. Schizophrenia appears to have the most detrimental impact compared to 

both cannabis and alcohol. Occupational therapists should therefore take into 

consideration the type of substance that the individual is using, when they started using 

and the type of psychiatric disorder, in order to be able to tailor a more realistic and 

specific intervention programme. The development of intervention programmes based on 

the individuals APOM levels may also produce better occupational outcomes as the 

individuals within such a programme will have similar occupational and cognitive 
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functioning levels. Placing individuals within a programme where the substance of choice, 

diagnosis and APOM level are similar will facilitate stronger cohesion and promote 

positive support systems in order to improve occupational performance and prevent 

relapse. 

The use of the APOM as an outcome measure acted as a sound recording tool for the 

occupational therapy assessment in this research study. The information obtained was 

easy to understand and the values allowed the researcher to accurately compare the level 

of activity participation between the different substance and diagnoses. The use of 

numerical values to convey occupational performance allowed for better communication 

amongst the multidisciplinary team and it provided the participants with a concrete 

measure of their performance. The importance of occupational therapists documenting 

or recording their intervention has become an area of focus within the last few years 

owing to the proposed implementation of National Health Insurance. It is therefore 

recommended that occupational therapists incorporate an outcome measure into their 

intervention with each patient and to consider using the APOM as the recording tool as it 

has proved to be reliable, valid and efficient. 

Within the clinical setting, due to the limited bed space available at CHBAH, there is a 

high turnover of patients and this leads to individual’s being discharged on the APOM 

level of six to nine which poses serious negative implications on the individual and his/her 

family. These individuals have limited insight into their condition and are not able to 

engage in the open labour market. This creates the revolving door syndrome in that 

individual’s have numerous readmissions as they are discharged at a stage when they do 

not yet fully understand their psychiatric disorder and this leads to them defaulting on 

their medication or returning to abuse substances. Occupational therapists need to be 

aware of these practical difficulties within a government setting and ensure that 

adequate follow up or family intervention is executed. Community resource centres, 

nongovernmental organizations (e.g. SANCA) and protective workshops should be utilised 

in order to promote better or maintain current occupational performance after discharge 

and prevent further relapse. 
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The ability for occupational therapists to be involved in community prevention 

programs is also promoted through this research, as the occupational therapist would be 

able to indicate the consequences of substance abuse to the adolescent population. The 

APOM allows for an easy to understand representation of the negative impact on life 

skills and it can be presented that the study participants were all South African citizens. 

This may facilitate stronger buy in from the South African youth and promote abstinence 

from substances.  

3. Conclusion 

Substance abuse has been documented in the literature to have serious adverse 

affects on an individual’s occupational and social functioning. Limited evidence was 

present within the South African population to demonstrate these effects and to establish 

exactly which skills are more or less affected.  

From this study, it can be inferred that early substance abuse does have a negative 

effect on an individual’s level of activity participation into adulthood. The earlier an 

individual initiates the substance use the increased number of developing skills are 

affected and as a result poorer occupational outcomes are noted in adulthood. Within the 

sample, cannabis use was started at a younger age and an increased number of 

participants utilized more cannabis as compared to alcohol. This is attributed to reduced 

costs, easy accessibility and cultural acceptance of cannabis use for individuals between 

the ages of 15 – 30 years. Cannabis compared to alcohol, demonstrated to have a more 

negative and severe impact on the level of performance. When cannabis and alcohol 

abuse was compounded with schizophrenia it did not appear to further reduce the level 

of activity participation but rather individual’s only diagnosed with schizophrenia showed 

to have a lower level of activity participation. 

Within the South African context, it is highly probable that substance abuse will 

continue to be a major problem amongst the youth and young adult populations. The 

ever increasing use of substances will lead to an increase in mental illness as well as 

deterioration in occupational performance. Occupational therapists are well equipped to 
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assist these individuals as they are specifically trained to gain a holistic view of both the 

person and their environment. This is a vital connection and forms an interlinking cycle 

when addressing substance abuse disorders. Holistic, specific and occupation based 

interventions programmes, will promote a better prognosis for these individuals, diminish 

the negative consequences of substances and provide individuals with the skills to 

achieve their highest level of occupational performance.  

 

 

God grant me the serenity 

to accept the things I cannot change; 

courage to change the things I can; 

and wisdom to know the difference - Reinhold Niebuhr 
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Appendix D 

Classification of Group 

 (To be completed by researcher) 

Participant number: 

Date of Assessment: 

Current Age: 

 

 

Psychotic psychiatric diagnosis: 

Schizophrenia  Substance 

Induced 

Psychosis 

 Other 

Psychotic 

Disorder 

 

 

Type of substance: 

Cannabis  Alcohol  None  

 

 (If none selected than following on questions are not applicable) 

 

Age initiated substances: 
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Level of use of substance: 

Abuse  Dependence  

 

Additional: Specify type of substance & quantity of use 

_____________________________________________________________ 

Participant Demographic Information 

(To be completed by the researcher) 

Contact Details: 

_________________________________________________________________ 

Residential Address: 

____________________________________________________________ 

Home Environment/Support systems: (Positive or Negative) 

_______________________________________________________________ 

Developmental History: (Any problems noted during childhood?) 

____________________________________________________________ 

Highest Level of Education: 

______________________________________________________________ 

School Performance: (Any problems noted during school years?) 

_______________________________________________________________ 

Employment History & Current employment Status: 

_______________________________________________________________ 



 

78 

 

Socioeconomic Status: (H0, H1, H2, Private) 

_______________________________________________________________ 

Family History of Substance Abuse: (Yes/No) 

_______________________________________________________________ 

Number of Previous Hospitalizations/Rehabilitation admittance: 

_______________________________________________________________ 

Type & Compliance on Psychotropic Medication: (Yes/No) 

______________________________________________________________ 

Other: 

 

 

 

 

 

 

 

 

 

 

 



 

79 

 

Appendix E 

 

Informed Consent 

Study Title: The impact of adolescence initiated alcohol and cannabis use on 

the level of activity participation in adult males suffering from a psychotic disorder.  

Investigator: This information details the research being undertaken by Kristyn 

Wolhuter who is interested in determining the impact of adolescence substance 

abuse on the level of adult activity participation for an MSc degree in Occupational 

Therapy. 

Institution: University of the Witwatersrand 

Researcher’s Contact Details:  

011 933 9054 (Work hours) / 082 487 2361 (After hours) 

Researcher’s email Address: kristyn.wolhuter@gmail.com 

 

 

 

 

 

 

 

 

 

mailto:kristyn.wolhuter@gmail.com
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Participant Information sheet 

Good Day, 

My name is Kristyn Wolhuter and I am both a full time occupational therapist at 

Chris Hani Baragwanath Academic Hospital as well as a part time MSc OT student 

at the University of the Witwatersrand.  I wish to invite you to consider participating 

in a research study, entitled “The impact of adolescence initiated alcohol and 

cannabis use on the level of activity participation in adult males suffering from a 

psychotic disorder.” 

There is currently very little research into how certain substances (cannabis 

and alcohol) affects various areas of people’s lives such as work, leisure, hygiene 

and social skills and how these substances affect individuals already suffering 

from a mental illness. The purpose of this study is to develop a better 

understanding of the negative impact of substance abuse in individuals suffering 

from a mental disorder within the South African context. I hope that through these 

findings the occupational therapy treatment programmes may become more 

effective and more specific to people suffering from both a substance abuse 

problem and a mental illness. 

In order to gain an understanding of the long term consequences of the 

substance abuse or mental illness, an occupational therapy assessment will be 

done.  Each participant shall be placed into one of three groups, one of which will 

consist of people who misuse alcohol, a group of cannabis abusers and a group of 

individuals who do not abuse substances. These three groups will then be 

compared to determine the similarities and differences. This will be done by 

starting off with a five minute interview to gain some information about you and 

your health. This will be followed by a series of short activities which will require 

your active participation. Some examples of these activities include:  making a 

paper box, beading a bracelet, threading a toiletry bag, etc. Each activity will be 

chosen depending on your experience in that activity and your current level of 

ability or skill. Whilst you are completing the activity, the researcher will note how 

you perform the task and input the information onto a computer based system 
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called the Activity Participation Outcome Measure. This programme will generate a 

score of the performance which will be analysed with other participant’s scores to 

determine what the similarities and differences are between the three groups.  

The whole assessment will take approximately 3 hours to complete but the 

assessment does not need to be completed in one day and may be carried over to 

2 or 3 more sessions if necessary.  

There are no known risks, discomforts or side effects from participating in the 

study.  

Your participation in this study is entirely voluntary and you may decline to 

participate or stop at any time, without stating a reason. Declining to participate will 

not result in any penalties or loss of benefits. Should you not wish to participate 

and an occupational therapy assessment was requested by another health 

professional, a full assessment will still be conducted but the information from the 

assessment would not be used for research purposes or included in this study. 

All information obtained during the course of the study, including hospital 

records, personal information and research data will be kept strictly confidential. 

The confidentiality will be maintained by using a code instead of your name so that 

you cannot be identified. All written research data (paper based) will be securely 

stored in a locked cabinet accessible only to the researcher. The recorded 

computer based information will be password protected and known only to the 

researcher. 

If you have any questions or need more information please don’t hesitate to 

contact, Kristyn Wolhuter, at (011) 933 9054 or 082 487 2361. Please contact me 

telephonically if you wish to receive feedback about the study and the research 

findings. 

If you are happy to participate in my study, please read and sign the attached 

consent form. 

Thank you, Kristyn Wolhuter 
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Consent Form 

I agree to participate in the study, “The impact of adolescence initiated alcohol 

and cannabis abuse/dependence on the level of activity participation in adult 

males suffering from a psychotic disorder” outlined in the information sheet. 

Participant 

Name: 

_________________________________________________________________ 

Signature: 

_________________________________________________________________ 

Date: 

_________________________________________________________________ 
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Appendix F 
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Appendix G 

 

Research Committee: Chris Hani Baragwanath Academic Hospital 

25/01/2012 

Re: Permission to conduct research 

To whom it may concern, 

My name is Kristyn Wolhuter and I am both a full time occupational therapist at 

Chris Hani Baragwanath Academic Hospital as well as a part time MSc OT student 

at the University of the Witwatersrand.  I am requesting to conduct my research 

study, entitled “The impact of adolescence initiated alcohol and cannabis use on 

the level of activity participation in adult males suffering from a psychotic disorder” 

at Chris Hani Baragwanath Academic Hospital. 

The purpose of this study is to develop a better understanding of the long term 

consequences of substance abuse in individuals suffering from a psychotic 

disorder. This will be achieved through comparing the level of functioning between 

individuals suffering from a psychotic disorder and those that suffer from a 

psychotic disorder but also abuse cannabis or alcohol. I hope that through these 

findings the occupational therapy treatment programmes may become more 

evidence based and specific to people suffering from both a substance abuse 

problem and a psychotic disorder. 

In order to determine a holistic view of the long term consequences of the 

substance abuse or psychotic disorder, an occupational therapy assessment will 

be done.  A brief five minute initial interview will be done in order to gain basic 

demographic and medical information. This will be followed by a series of short 

activities such as making a paper box, beading a bracelet, threading a toiletry bag, 

etc. Whilst each participant is completing the activity, the researcher will note how 

they perform the task and put in their level of performance onto a computer based 

system called the Activity Participation Outcome Measure (APOM). This 
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programme will generate a score of the performance which will be analysed with 

other participant’s scores to determine if there is any significant difference as well 

as performance similarities and differences. The participant’s scores shall be 

compared in terms of three groups including alcohol abuse/dependence, cannabis 

abuse/dependence or no substance abuse/dependence. 

Informed consent and confidentiality will be ensured with every participant. The 

results from the study will be submitted in a research report which will be handed 

in to the University of the Witwatersrand for the completion of the MSc OT degree.  

Ethical clearance (to be completed once ethical clearance from Wits University 

has been received) 

If you have any questions or need more information please don’t hesitate to 

contact me at: 

 (011) 933 9054 or 082 487 2361. 

Yours Sincerely, 

 

Kristyn Wolhuter 

Operational Occupational Therapist 

 

 

 

 

 

 



 

86 

 

 

 


