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It is submitted that most of these patients could have been
.managed effectively in a general hospital. This would have

represented a more optimal use of the available resources and

would have been legally more appropriate. The data do not

allow us to determine exactly why these patients were not
admitted to general hospitals in the first place, and further

research at primary and secondary level is necessary in order to
clarify this. However, our hypothesis is that there are two

reasons. Firstly, that primary and secondary workers either

lack, or believe they lack, the necessary knowledge and skills to

identify and manage young male patients with substance­
induced disorders. Secondly, that the facilities to deal with this
group of patients-in general hospitals are inadequate. It is

important that both these possibilities should be examined
further and addressed if necessary.

The authors wish to thank Dr Miles Bowker, Mrs M Stein, Mrs J
Barnes and Dr H de Wet for their valuable ·assistance.

References

1. Spencer Jones J. Western Cape bites the bullet. S Afr Med I 1996; 86: 1362-1364.

2. Department of Health. Report on Human Rights VwlatWns and Alleged Malpractices in Psychiatric
InstitutWns. Pretoriac Department of Health. 1996, 88-89.

3. South African Mental Health Act No. IS of 1973.

4. A1lan A. The Mental Health Act IS of 1973. In: Stein 0, Van Kradenbwg J, Wessels q, Emsley
RA, eds. Mental Health Resource Guide ofSouth Africa.Ty~ University of Stellenbosch,
1995, 128-140.

5. Haysom N, Strous M, Vogelman L The mad Mrs Rochester revisited: The involuntary
confinement of the mentally ill in South Africa. South African JollT7Ul1 on Hurrum Rights 1990; 6:
341-362-

6. Appelbaum PS, Gutheil TG. Cliniazl Handbook ofPsychiary and the!mD. Baltimore, Maryland.
USA, Williams & Wtlkens, 1991..

7. Allan A; Allan M. The right of mentally ill patients in South Africa to refuse treatment. South
African!mD lournall997; 114. 724-736.

8. MonahanJ. Oinical prediction of dangerousness. Currents in AjJective nInes:; 1991; 10: 5-12-

9. Toney EF. Violent behaviour by individuals with serious mental illness. H05pital and

Community Psychiary 1994; 45,~2.

10. Cove WR. Fain T. A comparison of voluntary and committed psychiatric patients. Arch Gen
Psychiary 1977; 34. 669-676.

11. Okin RL The relationship between legal status and patient characteristics in state hospitals..
Am I Psychia"'J 1986; 143, 1233-1237.

12. Kennani EJ. Handbook of Psychia"'J and the!mD. Chicago, USA, Year Book Medical Publishers,
1989.

13. Department of National Health and Population Development Codified Instructions: Mental
Health Act, 1973 (Act lS of1973). For .... in the Department oflustice. Pretoriac DNHPD, 1992-

14. Rutland v. EngeJbrecht, 1957(2) SA 338 (A).

15. Crowder JE, Klatte EW. Involuntary admissions to general hospitals: Legal status is not the
issue. Hospital and Community Psychiatry 1980; 31: 325-327.

16. Leeman CP, Serger HS. The Massachusetts Psychiatric Society's position paper on
involuntary psychiatric admission to general hospitals. Hospital and Community Psychiatry
1980; 31: 31~324.

17. American Psychiatric Association. Diagnostic and Statistical Manwzl of Mental Discrde>-s (DSM­
IV). Washington DC, A.PA, 1994.

IS. Parry CDH, Bhana A. Monitoring Alcohol and Drug Abuse Trends. Highlights and Executive
SummJlTY. Vol. I/. A report by the South African Community Epidemiology Network on Drug
Use. Tygerbergo Medical Research CounciL 1997.

19. Szuster RR. Schanbacher BI., McCann se. Characteristics of psychiatric emergency room
patients with aicohol- or drug-induced disorders. Hospital and Community Psychiatry 1990; 41:
1342-1345.

20. Regier DA, Farmer ME, Donald SR. Lode BZ, Keith SJ, Judd LL, Goodwin FK. Comorbidity
of mental disorders with alcohol and other drug abuse lAMA 1990; 264. 2511-251S.

21. Andreasson S, AIlebeck P. EngstrOm A, Rydberg U. Cannabis and schizophrenia, A
longitudinaJ study of Swedish conscripts. Umcetl987; 26, 1483-1486.

Accepted 20 MiJy 1999.

SUBSTANCE MISUSE IN YOUTH

ADMITTED TO A PSYCHIATRIC

EMERGENCY UNIT

DAB Wilson, A J Flisher, R Allin, J A Laubscher

Objectives. To investigate the pattern of substance misuse in

youth admitted to a psychiatric emergency unit of a 'major
hospital, and to compare regular users of cannabis,­

methaqualone and alcohol with the rest of the sample in

terms of selected psychosocial variables.

Study population. Consecutive patients aged 25 years or

younger admitted to a psychiatric emergency unit over a 3­

month period.

Method. Patients completed a standardised questionnaire

.containing questions about their family, social, economic
and educational backgrounds. Their current psychiatric

folder was examined to ascertain mental state and

behaviour on admission as well as previous psychiatric
contacts and hospitalisation. Particular attention was paid

to the use of cannabis, methaqualone and alcohoL For each
substance patients were divided into two groups, namely

those who did not use the substance or who used it

infrequently, and regular users. Unadjusted odds ratios

were used to document the relationship between substance
use and the selected psychosocial variables_

Results. One hundred and fourteen patients were assessed,
of which number 61 (53.5%) were male and 98 (86%) were

single. The group consisted of 37 blacks (32.5%), 56
coloureds (49.1%) and 21 whites (18.4%)_ Alcohol was .

regularly used by 30 patients (263%), cannabis by 29
(25.4%), methaqualone by 11 (9.6%), and any-of these

substances by 46 patients (40.4%). Unadjusted odds ratios

showed that there was a significant association between

regular use of alcohol and cannabis and male gender,

dropping out of school, previous psychiatric treatment, and
an absence of both depression and suicidal ideation; and

between regular cannabis use and bizarre behaviour,

auditory hallucinations and disorganised or incoherent
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speech. Methaqualone use was associated with hostile

threats.

Conclusions. In the stUdy population substance use was

associated with various adverse psychosocial circumstances;

these may alert the practitioner to the possibility of substance

use. Cannabis misuse was suggested by behavioural,

perceptual and speech abnormalities on mental state
examination.

s Afr Med f 1999; 89: 1307-1313.

Several community-based studies on substance use among

young people,'·' have been carried out in South Africa. A studt

conducted in 1991 has shown that 42.1% of male and 20.1% of

female medical students at the University of Cape Town had or

were using cannabis, mostly on an experimental basis, but only

7.9% of male students and 2.4% of female students were using

it weekly or monthly. A recent survey among highschool

students in the Cape Peninsula showed far more modest levels

of substance abuse within the previous 7 days, with 2.4%

having smoked cannabis and 26.2% having used alcohol.' At

drug counselling facilities in South Africa it appears that, used

in combination, cannabis and methaqualone are the drugs of

choice for young abusers. In 1996 this combination was being

used by 49% of patients, having declined from a high of 67% in

1994, while the use of cannabis alone remains at 16%.'

Internationally, cannabis is considered to be the most widely

abused illicit drug! Cannabis users are becoming younger and

more adolescents now use cannabis than tobacco,' although

geographically there are differences in usage patterns and these

may influence the referrals to emergency room (ER) settings.

Despite this trend, the pattern of drug use among youth

adInitted to psychiatric emergency units (PEUs) in South Africa

has not been documented before. Since the 1980s there appears

to have been a marked increase in the number of drug­

dependent patients presenting for treatment at PEUs in South

Africa6 (and Wilson DAB, Welman M, Flisher AJ ­

unpublished data, 1997). Many of these patients are in their

teens or early twenties. The drugs most frequently used in the

adult population were cannabis, alcohol and methaqualone,

either alone or in combination, with 34.5% of patients receiving

a substance use diagnosis.6 A University of the Western Cape

survey of patients admitted to hospital for drug-related

problems in 1981' indicated that more than 90% of patients

!m were using cannabis alone or cannabis and methaqualone in

combination (the so-called 'white pipe'). The smoking of

crushed methaqualone together with cannabis appears to be an

idiosyncratic means of using these two substances. Information

from North American centres demonstrates that substance use

is common among youth and adolescents attending emergency

units and that the commonest substance used is alcohol. Of the

illicit substances, cannabis and opiates are the most frequently

taken.8-!O

Psychosocial factors have also been considered to be

important in the development of subst<mce use, although there

are some contradictions in the literature in this area. It is

commonly held that being male, single, and being reared in

adverse psychosocial circumstances (namely, single-parent

homes, parents unemployed, family violence and a history of

family substance use) are factors associated with higher levels

of substance usell
•
14 These observations have been base.d~on the

empirical observations of both workers in the communitY and

those working in drug counselling centres.' In exploring this

further, Vaillant and others" found that with the exception of a

family history of substance use, there was no independent

correlation between these variables and substance use.

However, it is our clinical impression that in South Africa there

is indeed an independent correlation.

There is also growing concern over the bizarre pres~ntations

and behaviour associated with cannabis abuse among you'ng

people. Concern relates to the increased quantities apparently

being used, as well as to the potency of cannabis preparations,

which have increased from on average 1.5% 9-delta­

tetrahydrocannabinol (THC) in 1977, to 7% THC in 1988.'6

It was decided to undertake a survey of all patients under

the age of 25 years who were admitted to the PEU at Groote

SchuUT Hospital over a 3-month period in order to assess the

following: (i) their pattern of substance use; and (ii) patients'

demographic, educational, occupational, and family

characteristics, as well as the. service history and mental state

characteristics of regular substance users compared with non­

users and those using substances irregularly.

MATERIALS AND METHODS

Assessments were obtained from 114 patients aged 25 years

and younger admitted consecutively to the Groote Schuur

Hospital PEU over a 3-month period. There were two sources

of data. Firstly, each patient was interviewed using a structured

questionnaire. Data elicited included: (i) specific questions

concerning types of substance used and their quantity and

frequency of use. Particular attention was given to cannabis,

methaqualone, alcohol, barbiturates, benzodiazepines and

opiates; (ii) demographic characteristics; (iii) schooling and

employment; (iv) parental/family characteristics; and (v)

service history (previous psychiatric contacts).

Selected data are presented by population group, as defined

by the Population Registration Act of 1950. Although there are

dangers of presenting the data according to population group

and although these groups do not have anthropological or

scientific validity, they are used because there are important

differences between the groups for many indicators of health

(mediated by political and economic factors).

I

•

I
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The second source of data was the clinical notes. These were

examined in order to determine the mental and behavioural

state of each patient on admission. In particular, the presence

or absence of hostile threats, bizarre behaviour, hallucinations,

delusions, paranoid reactions, disorganised or incoherent

speech, depression ~d suicidal behaviour or ideation were

noted. A clinical diagnosis conforming to the Diagnostic and
Statistical. Manual. ofMental. Disorders (DSM Ill_R)17 diagnostic

criteria was also obtained. In instances where the diagnosis of

toxic psychosis or parasuicide / overdose was made, the

International. Classification of Diseases (ICD 9)18 was used.

The prevalence of cannabis, alcohol, and methaqualone use

are presented by frequencies and percentages for the following

categories: never used, infrequently used (less than monthly),

monthly use, weekly use and daily use. Regular use of

cannabis or methaqualone was defined as weekly or daily use

of the substance. Regular alcohol use was defined as three or

more alcoholic drinks per day.

For each of the above substances, prevalence rates for each of

the potential correlates are presented as frequencies and

percentages, stratified according to whether there was regular

use or not. Regular users were compared with the rest of the

sample using unadjusted odds ratios and 95% confidence

intervals (CIS).I' In the case of regular cannabis users, the rest of

the sample included those using methaqualone (mixed with

cannabis), which could have attenuated some of the

associations that may have been present for the cannabis

group. A small subgroup of individuals who used both alcohol

and cannabis regularly were in both regular cannabis use and

regular alcohol use categories; again this could have attenuated

results. The odds ratio is a measure of association that

approximates how much more likely it is for a potential

correlate to be present among the regular users compared with

the rest of the sample. An odds ratio is declared significant if
the ratio is significantly different from a ratio of one..An odds

ratio calculated from the data (obtained from the sample) is an

estimate of the true (or population) odds ratio, which is

unknown. An indication of how close the calculated odds ratio

is to the true odds ratios is given by CIs. The 95% CI is such

that there is a probability of 0.95 that the interval includes the

true odds ratio.

RESULTS

During the study 1 287 patients were assessed in the PEU, with

456 (35.4%) requiring admission to the unit. Of those assessed,

404 (31.4%) were aged 25 years or younger; 128 patients in this
age group (31.7%) were admitted. Informed consent for

assessments was obtained from 114 patients (89.1% of the

potential sample).

Of this sample, 30 (26.3%) were diagnosed as having a

psychoactive substance-related disorder, 9 (7.9%) a mood

disorder, 22 (19.3%) a psychotic disorder, 31 (27.2%) an

overdose or parasuicide diagnosis and 22 (19.3%) any other

psychiatric disorder.

Of the 114 patients, 37 (32.5%) were black, 56 (49.1%) were

coloured and 21 (18.4%) were white; 61 (53.5%) were male; 98

(86%) were single; 73 (64%) lived with their parents; and 65

(57%) were self referred or referred by their families. The mean

age was 20.4 years (range 12 - 25 years; standard deviation

2.78).

The overall school record was poor, with 37 patients (32.5%)

not having reached standard 5, 54 (47%) having reached

between standard 6 and 9, and 23 (20%) having standard 10

(matric) or higher. Furthermore, 69 (60.5%) had dropped out of

school (had left school before standard 8 or before the age of

16) or been expelled, while 49 (43%) had failed more than once.

Of the subgroup of 12 patients aged 16 years or younger, only 3

had dropped out of school or been expelled. At the time of

interview 22 patients (19.3%) were still scholars. A

preponderance of patients (61,53.5%) were unemployed at the

time of admission.

Cannabis, alcohol, and methaqualone were the products

used to the greatest extent in this sample (Table I). Four

patients reported using benzodiazepines, barbiturates, opiates

or other psychotropic drugs, but these cases will not be dealt

with in this study.

There were 29 (25.4%) regular cannabis users, 30 (26.3%)

regular alcohol users, and 11 (9.6%) regular methaqualone

users. Forty-six patients (40.4%) used one or more of these

substances regularly.

Tables IT and III show the unadjusted odds ratios with 95%

J
.
~.

, '"

Table L Frequency of substance use (N = 114)

Never

N %

Cannabist 78 68.4
Alcohol 63 55.3
Methaqualone* 99 86.8

•u~ less than monthly.
t Cannabis without methaqualone.
" Methaqualone with cannabis.

Infrequently*

N %
7 6.1

19 16.7
3 2.6

Monthly Weekly Daily

N % N % N % I
0 0 10 8.8 19 16.7
2 1.8 20 17.5 10 8.8
1 0.9 3 2.6 8 7.0
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Table II. Psychosocial correlates of regular cannabis use descriptive data and unadjusted odds ratios (with 95% CIs) (N = 114)

No regular cannabis use Regular cannabis use
(N = 85) (N =29)

N % N % Unadjust!!d OR (95% 0)

Demographics
Gender

Male 36 42.4 25 852 8.33 (2.7 - 25.0)
Marital status

Single 71 83.5 27 93.1 2.66 (0.60 - 12.50)
Ethnicity .-,

Coloured 50 58.8 6 20.7
White 15 17.7 6 20.7 3.33 (0.93 - 11.9)
Black 20 23.5 17 58.6 7.08 (2.44 - 20.56)

Age
20-25 years 55 64.7 20 69.0 1.21 (0.49 - 2.99)

Standard at school
and employment.

Standard 5 or less 29 34.1 8 27.6
Standard 6 - 9 37 43.5 17 .. 58.6 1.66 (0.63 - 4.40)
Standard 10 > 19 22.4 4 13.8 0.76 (0.20 - 2.90)
Dropped out/
expelled from school 45 59.9 24 82.8 427 (1.49 - 12.24)
Employed 26 30.6 5 17.2 0.64 (0.24 - 1.72)

Family characteristics
Raised by both parents 54 63.5 15 51.7 0.62 (0.26 - 1.44)
Parent/s used substances 26 30.6· 11 37.9 1.39 (0.58 - 3.34)
Parent/s with mental illness 10 11.8 3 10.3 0.86 (0.22 - 3.39)
Family violence 30 35.3 11 38.0 1.12 (0.47 - 2.68)
Parent/s employed 63 74.1 17 58.6 0.50 ·(0.20 - 1.20)
Parent/ s > 5 years schooling 37 43.5 12 41.4 0.92 (0.39 - 2.15)
Living with parents 54 63.5 19 65.5 1.09 (0:45 - 2.64)

Psychiatric contact and
mental state findings

Previous psychiatric contact 41 48.2 18 62.1 1.76 (0.74 - 4.16)
Previous psychiatric
hospitalisation 27 31.8 15 51.7 2.30 (0.97 - 5.44)
Previous .treatment for
alcohol/substance.use 3 3.5 4 13.8 4.37 (0.92 - 20.86)
Hostile threats 8 9.4 6 20.7 2.51 (0.80 - 7.98)
Bizarre behaviour 24 282 16 55.2 3.13 (1.31 - 7.48)
Hallucinations/delusions 25 29.4 15 51.7 2.57 (1.08 - 6.11)
Paranoia 12 14.1 7 24.1 1.94 (0.68 - 5.52)
Disorganised/incoherent speech 10 11.8 9 31.0 3.38 (1.21 - 9.42)
Depressive symptoms 35 41.1 1 3.5 0.05 (0.01 - 0.39)
Suicidal behaviour/ intent 44 51.8 4 13.8 0.15 (0.05 - 0.47)

Os for regular use of cannabis and alcohol for selected

psychosocial variables. Eleven patients were regular

.iI methaquaione (mandrax with cannabis) users and were foundr to be significantly associated with hostile threats on mental

state examination (unadjusted odds ratio of 5.31 with a 95% 0
of 1.32 - 21.36).

On admission, bizarre behaviour, auditory

hallucinations / delusions and disorganised speech were

significantly (P < 0.05) more likely to characterise regular

December 1999, Vo!. 89, No. 12 SAMJ

cannabis users than the rest of the sample. An leD 918 diagnosis

of toxic/ cannabis psychosis was made as a primary or

secondary diagnosis in 31 patients with these features. Of this

number, 21 (67.7%) confirmed the regular use of cannabis, 7

(22.6%) denied the use of cannabis and 3 (9.7%) indicated that

they used cannabis infrequently. Of the 11 methaqualone

smokers (who use it together with cannabis), 8 received the

diagnosis of toxic/ carinabis psychosis.

-



J} ORIGINAL ARTICLES

Table Ill. Psychosocial correlates of regular alcohol use - descriptive data and unadjusted odds ratios (with 95% CIs) (N = 114)

No regular alcohol use Regular alcohol use
(N=84) (N = 30)

N % N % Unadjusted OR (95% 0)

Demographics

ca Gender
Male 38 45.2 23 76.7 4.0 (1.67 - 100.0)

Marital status
Single 72 85.7 26 86.7 1.08 (0.32 - 3.66)

Ethnicity
Coloured 45 53.6 11 36.7
White 15 17.9 6 20.0 1.64 (0.52 - 5.18)
Black 24 28.6 13 43.3 2.22 (0.86 - 5.69)

Age
20 - 25 52 61.9 23 76.7 2.02 (0.78 - 5.25)

Standard at school
and employment

Standard 5 or less 28 33.3 9 30.0
Standard 6 - 9 39 46.4 15 50.0 1.20 (0.46 - 3.12)
Standard 10 or more 17 20.2 6 20.0 1.10 (0.33 - 3.63)
Dropped outl
expelled from school 46 54.8 23 76.7 2.71 (1.05 - 7.01)'., Employed 24 28.6 7 23.3 0.58 (0.22 - 1.51)

Family characteristics
Raised by both parents 53 63.1 16 53.3 0.67 (0.29 - 1.56)
Parentis used substances 27 32.1 10 33.3 1.06 (0.44 - 2.56)

Parentis with mental illness 8 9.5 5 16.7 1.90 (0.57 - 6.34)

Family violence 29 34.5 12 40.0 1.26 (0.54 - 2.98)

Parentis employed 62 73.8 18 60.0 0.53 (0.22 - 1.28)

Parentis> 5 years schooling 44 52.4 5 16.7 5.56 (1.92 - 16.67)

Living with parents 54 64.3 19 63~ 0.96 (0.40 - 2.28)..>

Psychiatric contact and
mental state findings

Previous psychiatric contact 38 45.2 21 70.0 2.85 (1.18 - 6.80)

I~ Previous psychiatric
hospitalisation 28 33.3 14 46.7 1.75 (0.79 - 4.09)

Previous treatment for
alcohol I substance use 2 2.4 5 16.7 8.20 (1.50 - 44.90)

Hostile threats 8 9.5 6 20.0 2.38 (0.75 - 7.53)

Bizarre behaviour 27 32.1 13 43.3 1.61 (0.69 - 3.80)

Hallucinations I delusions 26 31.0 14 46.7 1.95 (0.83 - 4.59)

Paranoia 14 16.7 5 16.7 1.00 (0.33 - 3.06)

Disorganised I incoherent speech 14 16.7 5 16.7 1.00 (0.33 ~ 3.06)

Depressive symptoms 31 36.9 5 16.7 0.34 (0.12 - 0.99)

Suicidal behaviourI intent 41 48.8 7 23.3 0.32 (0.12 - 0.82)

I

DISCUSSION

Alcohol, cannabis and methaqualone were the products most

used by the youth in this sample, with males the predominant

regular users of these substances. However, except for limited

schooling on the part of parents of alcohol users, there were no

other family factors associated with regular substance use.

Dropping out or being expelled from school was associated

with regular cannabis and alcohol use. Patients who used

alcohol and cannabis regularly made considerable use of

psychiatric services, and acknowledged that substance use

contributed to their use of this service. There was an

association between bizarre behaviour, auditory hallucinations IJ
andlor delusions and disorganised speech, and regular

cannabis use.

Alcohol, cannabis and methaqualone were the products most

used by the youth in this sample; use of cocaine, opiates, minor

tranquillizers and amphetamine I amphetamine-like substances,

were not found among these PEU admissions. This is
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consistent with the findings of a study conducted among South
African adults' (and Wilson DAB, Welrnan M, Flisher AJ ­
unpublished data, 1997), and (with the exclusion of
methaqualone) among North American adolescents." The low

prevalence of methaqualone use (9.6%) was of interest in the
light of its perceived use in the South AfriC<;Ul community' and
its apparent adverse influe-nce on behaviour. The fact that

40.3% of the sample were using one or more of these
substances and that they may have contributed to their

admission to the PEU is a public health concern.

The majority of the regular substance users were male, with
60.7% of all male patients using substances regularly. This male

preponderance is consistent with the findings of previous
studies.~9." However, the relatively small proportion of

cannabis users among coloured patients in this study
contradicts previous findingS.'·1

It is generally accepted that drug-related behaviour is the

consequence of the interaction between the drug, the
individual and SOciety. We investigated whether selected

individual and social features were associated with regular
substance use. Vaillant and others" have already debunked the

earlier belief that there is a general dependence-prone

personality type that derives from poor personal and family
circumstances, while accepting that adolescents raised in a
substance-using family are more likely to abuse substances.n -!'

This association with parental substance use was not observed

in the present study. Furthermore, European and orth
American studies have found that factors such as poverty,

unemployment, break up of local communities, peer pressure
and breakdown of parental authority may predispose to
substance use.I'-l'

However, in this sample parental unemployment, personal

unemployment, unstable home backgrounds (single-parent
families, family violence and fostering of the child), and

parental mental illness were not associated with regular

substance use. Several possible explanations are forthcoming.
Firstly, the community using the hospital usually consists of

patients who are indigent or who have no medical insurance.

This group would be less likely to be employed, would tend to
have lower education levels, and would be more likely to have

other characteristics associated with poverty, such as higher
levels of mental illness and single-parent households. This

homogeneity would make it more difficult to detect any effects

that are independently associated with substance use. Secondly,

our sample consisted of patients admitted to the PEU. Among

Cl the indications for admission there may have been concern
~ about the suitability of the patient's home circumstances with

regard to managing a distressed patient (i.e. single parent,

violence or parental substance use). Again, this would make it

more difficult to detect any independent associations with

substance use. Thirdly, the sample we were examining was

hospital-based, whereas some of the evidence for the

December 1999, Vol. 89, o. 12 SAMJ

association of substance use with poverty, unemployment and
breakdown of families was produced by community-based

studiesU -I' Finally, the relatively small sample size reduced

statistical power to detect differences that exist in the

population.

We found that dropping out or being expelled from school

was associated with regular cannabis and alcohol use, which

could have precipitated premature withdrawal from school.
Alternatively, it could have placed these individuals in social

circumstances where the use of substances is the norm. Thir
association between substance use and school dropout was also

observed in a community-based study.'" The consequences of

not completing school have been summarised by Flisher and
Chalton'" to include the following: lowered academic skills;

reduced probability of secure employment and income; poorer

mental and physical health; increased use of services due to

drug-related problems because of risk-taking behaviour;which

is evident in this sample.

There is a high chance that young patients who use

substances will come into contact with psychiatric services, and

any repeated user of the PEU should be questioned thoroughly
about substance use. A majority (51.8%) of patients admitted to

the PEU had had previous psychiatric treatment and 36.9% had

had previous psychiatric hospitalisation. ln both the group

who had previous psychiatric treatment and those who had

previous psychiatric admjssions, one-third of patients
acknowledged regular substance use. Those who had

previously received treatment for substance use were more

likely to admit to using alcohol or cannabis regularly. These
positive answers may be because of the comprehensive nature

of the questions asked and the non-judgmental nature of the

interviewers, as well as a general awareness in the community

that substances can cause problems. If asked appropriate
questions, therefore, a confirmatory history of substance use

was obtained from the majority of substance abusers.

These figures suggest that young-substance users frequently

seek psychiatric treatment and to date are not being effectively

managed in the long term. There is increasing literature on the
phenomenon of hazardous alcohol use (which can be extended

to illicit substances as well) in youth and the necessity of

intervening effectively and comprehensively at an early stage
of the disorder.'1

We found that regular cannabis use was associated with

bizarre behaviour (overactive, eccentric), auditory

hallucinations andlor delusions, and disorganised speech. The

presence of these features should indicate the necessity for a

comprehensive drug history. When this mental state and

behaviour pattern is seen by the attending doctor in the South

African clinical setting, the most frequent diagnosis made is

that of toxic psychosis. In this study, when the diagnosis of

toxic psychosis was made, the majority of patients gave a

history of cannabis use, with or without the use of

I
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methaqualone and alcohol. The anomaly of using an ICD 9

diagnosis occurred because DSM-III-R did not have a category
of intoxication delirium or a cannabis-induced psychotic
disorder, both of which are now available in DSM IV, 22 and

either of which could have been used to diagnose these

patients. Toxic/ cannabis psychosis had been described in

Western countries, Africa and Asia,'3-25 the main features being

paranoia and depersonalisation (both not observed in our

sample), delusions, and excitement (equivalent to our bizarre
behaviour) - we had one additional feature, namely

disorganised speech. This disorder is usually reversible on
withdrawal of the drug.

It is interesting to note that in this study a s·trong correlation
was found between regular alcohol (and cannabis) use and the

absence of the features of depression and suicidal ideation,

which is dissimilar to studies reported elsewhere. to It is possible

that the non-drug users may have been admitted because of
depression and/ or suicidal intent, which would possibly

account for this finding.

The significant odds ratio of methaqualone (with cannabis)
use and hostile threats on mental state examination is also

important. No association was found with c·annabis alone. It

may be that methaqualone in combination with cannabis

renders these individuals more aggressive than those taking

only cannabis. From our o~ hospital observations, as well as
reports from drug users· and newspapers, it would appear that

this observation may be valid. What makes these individuals

more aggressive? Are they only more aggressive when

intoxicated; are levels of verbal and physical aggression higher
than in those who only use cannabis; is increased impulsivity a

factor? These areas deserve further study.

Further limitations of this study deserve mention. The cross­

sectional design should result in the cautious interpretation of

causal inferences. The study involves a hospital-based sample
and there is therefore a bias in the patients who arrive at the

emergency setting, possibly excluding segments of the
population who wouldn't use these services, who don't know

about them, or who can't get to them. The results were drawn

from a questionnaire and hospital notes were filled in by a

variety of doctors. Although due care was taken in checking

the data, inaccurate or incomplete data is a possibility.

This study concluded that in a PEU one should have a high

index of suspicion of cannabis- and/ or alcohol-related

disorders in young males who have dropped out from school
and who have previously been treated for substance use. If, in

addition, the clinical features include bizarre behaviour,

hallucinations and / or delusions and disorganised speech, a

cannabis delirium or psychosis should be considered.
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