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Abstract 

Introduction. Although several papers reported a wide range of negative outcomes among patients 

with both schizophrenia and SUD, only a few studies evaluated the impact of SUD on 

psychopathology and thus on the length of first-hospitalization. 

Objectives. To compare clinical expression of first-episode of schizophrenia between inpatients 

with and without SUD, giving close attention to the length of stay. 

Methods. 130 inpatients at first-episode of schizophrenia were assigned to SUD or not SUD group 

depending on SUD diagnosis and were assessed through BPRS at admission, during hospitalization 

and at discharge. Cross-sectional and longitudinal statistical analysis were performed to investigate 

differences between groups and also a linear regression was used to evaluate relationship between 

length of stay and BPRS scores. 

Results. During the hospitalization there was a more marked improvement of BPRS total score in 

patients without SUD with a lower length of hospitalization (P<0.001). BPRS score during 

hospitalization was predictor of higher length of stay. 

Discussion. The higher severity of psychopathology during the hospitalization suggest possible 

overlaps of substance induced and withdrawal symptoms. Conversely, higher levels of conceptual 

disorganization during the whole period of hospitalization also support a more severe and 

pharmacho-resistant expression of schizophrenia among SUD patients. 
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1. Introduction 

Comorbidity between Substance Use Disorders (SUD) and schizophrenia has been supported by the 

main epidemiological surveys. Epidemiological Catchment Area (ECA) study (Regier et al., 1990) 

reports a lifetime prevalence of 47.0% for some SUD in schizophrenia and it shows a 4.6 times 

higher risk of suffering from some SUD for schizophrenic subjects compared to general population. 

Similarly National Comorbidity Survey (NCS) (Kessler et al., 1994; Kendler et al., 1996) reveals 

45% of comorbidity between substance abuse and schizophrenia while more recent National 

Comorbidity Survey Replication (NCS-R) (Kessler et al., 2005) reports 26.8% of lifetime 

comorbidity of non-affective psychosis with SUD. Furthermore, epidemiological investigations 

conducted outside United States support high prevalence of both substance abuse in psychotic 



disorders (Kavanagh et al., 2004; Addington and Addington, 2007) and SUD in schizophrenia 

(Fowler et al., 1998). 

Some authors have also closely appraised the prevalence of the use of illicit drugs among psychotic 

patients. The substance most commonly used is cannabis, followed by cocaine, amphetamine, 

hallucinogen and other drugs (Allebeck et al., 1993; Hambrecht and Häfner, 2000; Compton et al., 

2009, 2011). Moreover high frequency of polysubstance abuse and misuse are reported (Wade, 

Harrigan, Edwards, et al., 2006; Barnett et al., 2007). A true and accurate comparison between 

prevalences reported by different studies is also difficult because methods used for the assessment 

of substances use were more diversified (scrutinizing medical records, in-depth interview, urine 

drug test) as well as definitions of use/abuse (lifetime vs. actual use, abuse, or dependence). 

From a clinical standpoint, comparison between psychotic patients with and without SUD has 

consistently shown that the former have an earlier age of onset and are more frequently male. 

(Cantwell et al., 1999; Veen et al., 2004; Henquet et al., 2005; Mauri et al., 2006; Koskinen et al., 

2010; Mazzoncini et al., 2010; Barrigón et al., 2010). Several studies on schizophrenia have 

reported that patients with SUD have worse premorbid social functioning (Sevy et al., 2010; 

Mazzoncini et al., 2010; Compton et al., 2011; Schimmelmann et al., 2011), more severe symptoms 

at onset (Gearon and Bellack, 2000; Dawe et al., 2011), lower compliance and worse treatment 

response, thus more inappropriate use of mental health services, (Lambert et al., 2005; de Haan et 

al., 2007; Schimmelmann et al., 2011) with higher mental health costs (Bartels et al., 1993). 

However these findings about course of illness would be somewhat controversial (Cantor-Graae et 

al., 2001; Larsen et al., 2006; Zammit et al., 2008). As a matter of fact, some authors support a 

shorter duration of the illness (Dubertret et al., 2006) for substance-induced psychosis compared 

with primary psychotic disorders, especially when associated with protracted abstinence from 

substances (Dawe et al., 2011) and early intervention (Archie et al., 2007; Marshall and Rathbone, 

2011). 

Studies on the course of schizophrenia have found that substance abusers not only have an higher 

frequency of relapse (Linszen et al., 1994; Rosenbaum et al., 2005), higher health care cost (Bartels 

et al., 1993) and a worse social adaptation (Caton et al., 2007), but also present several clinical 

conditions such as more severe hostile attitudes (Wade, Harrigan, Edwards, et al., 2006), more 

frequent thought disorders (Soyka et al., 2001) and fewer severe negative symptoms (Hambrecht 

and Häfner, 1996; Bühler et al., 2002; Compton et al., 2004; Bersani et al., 2002). 

Anyway, although SUD in schizophrenia has been associated with a wide range of negative 

outcomes, only a few papers have expressly investigated the different clinical expression of 

schizophrenia between patients with and without SUD, and thus whether the impact of substances 

on outcome is mediated by psychopathology. With certain exceptions (Mazzoncini et al., 2010), 



most of data obtained on this topic are inconclusive and inconsistent because they arise from studies 

concerning others clinical or management aspects of psychosis. However, the most frequently 

encountered symptoms in SUD are antisocial behavior (Hambrecht and Häfner, 1996; Rabinowitz 

et al., 1998), delusions, unusual contents of thought, hallucinations (Hambrecht and Häfner, 1996; 

Mauri et al., 2006; Sevy et al., 2010; Katz et al., 2010) and mood disorders (Linszen et al., 1994; 

Margolese et al., 2006). 

The aim of this study is to investigate the different clinical expression of early psychosis between 

patients with or without SUD in a prospective cohort of first-episode of schizophrenia, giving 

special attention to the relationship between duration of hospitalization and severity of symptoms 

and signs. 

 

2. Methods 

2.1 Sample enrollment   

The study population consists of every patients aged between 18 and 65 years entering the 

Psychiatric Diagnosis and Care Service (Servizio Psichiatrico di Diagnosi e Cura) of “San Luigi 

Gonzaga” Hospital (Orbassano, Turin, Italy) between January 1st 2010 and January 1st 2012 at first-

episode of schizophrenic-spectrum disorder (Brief Psychotic Disorder, Schizophreniform Disorder, 

Psychotic Disorder Not-Otherwise-Specified, according to DSM IV-TR criteria). 

Initial exclusion criteria were: a) prior diagnosis of schizophrenia or other psychotic disorder; b) 

prior assumption of antipsychotic drugs; c) presence of severe medical and/or neurological 

disorders; d) prior hospitalization or contact with the public psychiatric services; e) presence of 

disorders linked to the use of alcohol, as per the DSM IV-TR criteria.  

A posteriori exclusion criterion was diagnosis of schizophrenia not confirmed 6 months after 

hospitalization at scheduled outpatient psychiatric examination using Structured Clinical Interview 

for DSM-IV Axis I Disorders (SCID-I) (First, 1997).  

 

2.2 Procedures  

The study consists of three stages of observation (T0, T1 and T2). At admission to the hospital (T0) 

the psychiatrist collected data about patient's medical history and previous/current pattern of 

use/abuse of illegal substances using an in-depth clinical interview. He also assessed first 

appearance of psychiatric symptoms using Brief Psychiatric Rating Scale (BPRS) (Overall and 

Gorham, 1962) and diagnosed psychiatric disorder and SUD, according to DSM IV-TR with SCID-

I. After one week of hospitalization (T1) and at discharge (T2) psychiatric symptoms were assessed 

during psychiatric examination using BPRS. Type and dosage of every psychopharmacological 

treatments administered during period of hospitalization were recorded. 



According to DSM IV-TR criteria, diagnosis of schizophrenia was confirmed 6 months after 

hospitalization at scheduled outpatient psychiatric examination using SCID-I. 

 

2.3 Assessment tools 

Structured Clinical Interview for DSM-IV Axis I Disorders (SCID-I) is a semi-structured interview 

characterized by a modular structure which items are based on the criteria of the DSM-IV Axis I 

and it's commonly used to make diagnosis of DSM-IV Axis I Disorders with good reliability (Segal 

et al., 1994). In this study it was administered at admission to make sure that every patients comply 

with inclusion and exclusion criteria, and 6 months after discharge to confirm diagnosis of 

schizophrenia. 

Brief Psychiatric Rating Scale (BPRS) is a clinician-based rating instrument consisting of 18 items 

that describe dimensions of psychopathology. Each item is rated on a 7-point scale ranging from 

“not present” to “very severe”. BPRS is widely used for evaluate psychiatric symptoms specially in 

schizophrenia research and its reliability and validity has been demonstrated repeatedly (Hedlund 

and Wieweg, 1980; Andersen et al., 1989; Mortimer, 2007) also in dual diagnosis patients (Lykke et 

al., 2008). In this study it was used to assess the severity of each psychopathological dimension at 

three stages of observation (T0, T1 and T2).  

2.4 Data Analysis 

Data were analyzed with both cross-sectional and longitudinal methods. In the former, differences 

between SUD patients and not SUD patients in BPRS at T0, T1, and T2, were estimated through 

crude (CMD) and standardized (SMD) mean differences, with their 95% confidence intervals (95% 

CI) and the significance of the difference was tested using parametric or non-parametric tests, 

according to the distribution of the variables under study (Rothman and Greenland, 1998). In the 

latter, we considered decrease in BPRS total score as time-dependent variable, so we estimated 

Hazard Ratios (HRs) of decrease of at least 50% in T1 or T2 when compared with T0, for SUD 

versus not SUD patients, using a Cox regression model, adjusting for relevant baseline 

characteristics and testing significance of the differences through the Wilcoxon and Log rank tests. 

Lastly, in order to evaluate the prediction value of psychopathological dimensions on length of 

hospitalization, a linear regression model was performed considering days of hospitalization as 

dependent variable and age, gender, substance abuse and BPRS total score at T0 and T1 as 

independent variables. 

Analysis was performed trough SAS statistical package, version 9.0 (SAS Institute Inc, Cary, NC),  

and all tests relied on a two-tailed P<= 0.05 as significance criterion. All data were treated in 

aggregate form to respect patients’ anonymity. 

 



3. Results 

3.1 Sample description 

130 (95.6%) of the 136 recruited patients were diagnosed with schizophrenia on the basis of DSM 

IV-TR criteria and therefore they were included in the study. 60 (46.15%) of them met DSM IV-TR 

criteria for SUD, 76 (58.46%) were male, 73 (56.15%) were smokers, 60 (46.15%) were 

compulsory admitted and only a few (n=6, 4.61%) have an academic degree. 

Comparing the socio-demographic characteristics of patients with SUD with those without SUD 

(Table 1) emerged that the former were more frequently male (76.70% vs. 42.86%, P<0.001), 

smokers (83.33% vs. 32.86%, P=0.001), unmarried (96.70% vs. 51.40%, P<0.001), unemployed 

(83.33% vs. 32.86%, P=0.001), and they were younger at onset (23.40±6.53 years vs. 29.40±9.99,  

P=<0.001).  

The substance most frequently abused was cannabis (n=60; 100%), followed by cocaine (n=13; 

31.70%), amphetamine-like compounds (n=9; 15%), LSD (n=8; 13.30%) and heroin (n=3; 5%); 25 

patients (41.70%) were polyabusers. 

3.2  Treatment  description 

During hospitalization 53.33% (n=62) of patients with SUD and 50.00% (n=35) of those without 

SUD received antipsychotic monotherapy and the remainder were treated with an association of 

antipsychotic drugs and mood stabilizers. Mean doses of the antipsychotic drugs in SUD and not 

SUD groups were respectively: haloperidol 5.9 ±3.4 mg/day vs. 5.7±2.9 mg/day; risperidone 

4.8±1.9 mg/day vs. 4. ±1.5 mg/day; olanzapine 10.3±5.6 mg/day vs. 9.4±4.7 mg/day. In cases in 

which an association was used, mean doses of mood stabilizers were: valproic acid 1138.4±351.6 

mg/day in SUD vs. 987.9±324.6 mg/day in not SUD, and carbamazepine 693.5±154.8 mg/day in 

SUD vs. 625.1±144.9 mg/day in not SUD.  

None of the differences between groups were statistically significant. 

3.3  Clinical assessment and psychopathological expression 

Fig 1 presents the comparison of BPRS mean total scores between SUD and not SUD groups at 

three stages of assessment. At T0 no statistically significant differences were found (SMD=0.30, 

95% CI=-0.05/0.65, P=0.09). During the course of the illness, conversely, there was a trend toward 

a more marked improvement in patients without SUD (T1: SMD=0.76, 95% CI=0.4/1.12, P=0.001; 

T2: SMD=0.20, 95% CI=-0.15/0.55,  P=0.026).  

As regards psychopathological expression, the sample presented high mean score of anxiety 

(4.94±1.32), tension (4.68±1.40), suspiciousness (4.33±1.64), and unusual thought content 

(4.09±1.80). At admission, SUD patients had higher mean score on each dimension of BPRS 

compared to not SUD ones with statistically significant differences for conceptual disorganization 

(P<0.001), mannerisms and posturing (P<0.001) and emotional withdrawal (P=0.001, Fig 2). Seven 



days after admission (Fig 3), mean score comparison between two groups showed statistically 

significant differences with higher conceptual disorganization (SUD=3.13 vs. not SUD=1.74, 

P<0.001), more hostility (SUD=2.83 vs. not SUD=1.86, P<0.001), more grandiosity (SUD=2.00 vs. 

not SUD=1.34, P=0.002) and more tension (SUD=3.53 vs. not SUD=2.91, P=0.009) in SUD group. 

Moreover, it also revealed slightly significant differences in unusual thought content (SUD=3.63 vs. 

not SUD=2.97, P=0.012), uncooperativeness (SUD=2.37 vs. not SUD=1.83, P=0.017), 

hallucinations (SUD=1.60 vs. not SUD = 1.17, P=0.02), emotional withdrawal (SUD= 2.97 vs. not 

SUD=2.49, P=0.035), and mannerism and posturing (SUD=1.51 vs. not SUD =1.93 P=0.035) with 

worst clinical condition for SUD group.  

Finally mean score of every BPRS psychopathological dimension at discharge decreased to mild or 

very mild level with significantly higher mean score of conceptual disorganization (SUD=2.07 vs. 

not SUD=1.40, P<0.001), tension (SUD=2.57 vs. not SUD=2.17, P=0.036) and grandiosity 

(SUD=1.46 vs. not SUD=1.22, P=0.021) among SUD patients (Fig 4). 

Longitudinal analysis estimated the hazard of BPRS score reduction of at least 50% from T0 to T2 

comparing two groups. The hazard of relative reduction of 50% in SUD group was one third of not 

SUD one (HR=0.29, 95% CI=0.09/0.92, P=0.004) and when it was adjusted for age at onset and 

smoking habit, the effect of SUD on HR was confirmed, while statistical significance was lost 

(HR=0.32; 95% CI=0.08/1.19, P=0.09). 

3.4  Duration of hospitalization 

The mean duration of hospitalization (17.10±7.12 days vs. 12.80±5.12; P<0.001) in SUD group was 

longer than not SUD group with statistically significance which remained after adjusting for socio-

demographic characteristics. 

Linear regression model with age, substance use, gender and BPRS total score at first two stages of 

observation could explain 56,54% of variance of length of stay (r2=0.56, F=28.53, P<0.001) and it 

showed that male gender (B=3.65, t=-4.24, P<0.001) and the BPRS total score at T1 (B=0.45, 

t=9.03, P<0.001) were the only significant predictors of length of stay. Adding more variables to 

the model did neither increase the proportion of variance explained nor founded other significant 

predictor. 

 

4. Discussion 

The present study on patients at first episode of schizophrenia confirm growing literature results 

about socio-demographic differences between patients with and without SUD comorbidity. SUD 

patients look younger at onset of psychiatric symptoms (Modestin et al., 2001), more frequently 

male and smokers (Cantor-Graae et al., 2001), unmarried (Farrelly et al., 2007; Wobrock et al., 

2007; Mazzoncini et al., 2010) and unemployed (Compton et al., 2009; Barrigón et al., 2010; 



Schimmelmann et al., 2011).  

Results about type of substance abused show that all patients with SUD are cannabis abusers and 

41.7% is polyabuser according with previous studies (Hambrecht and Häfner, 1996; Wade, 

Harrigan, Harris, et al., 2006).  

As regards clinical expression of schizophrenia, comparison of BPRS mean score between SUD and 

not SUD highlights a weak significant worse clinical presentation at admission, when only two 

BPRS dimensions are lower in not SUD patients, and it shows a strong significant worse clinical 

progression at T1, when a lot of BPRS items improve in not SUD patients. Therefore the present 

study not only confirms more severe psychopathological expression in SUD patients at admission 

(Mazzoncini et al., 2010) but it also reports a significant persistence of psychopathology during 

hospitalization among SUD patients. 

Giving special attention to each BPRS item score both higher conceptual disorganization and 

grandiosity at admission and higher unusual thought contents and hallucinatory behavior during the 

hospitalization seem to confirm previous findings that reported a more severe positive symptoms  

(Addington and Addington, 2007; Sevy et al., 2010) and more problematic clinical management 

among patients with SUD, not least due to the presence of a considerably more marked dimension 

of grandiosity, hostility and tension (Katz et al., 2010). Nevertheless a more rapid decrease of 

psychotic symptoms in patients without SUD could support, a previous found, greater pharmaco-

resistance in SUD patients (Hambrecht and Häfner, 2000). 

Most of the psychopathological dimension found as significantly higher during hospitalization was 

previously reported as more prevalent in cannabis-related psychosis and cannabis abstinence  

(Kulhalli et al., 2007). Considering that all SUD patients in our sample are cannabis abusers we 

could suggest a possible overlap of cannabis induced psychosis with first episode of schizophrenia. 

Statistical analysis of each psychopathological dimension at T0, T1 and T2 provides new 

informations about the worse course of schizophrenia in SUD patients suggesting a possible role of 

substances in determining variability of the clinical presentation. Mannerisms and posturing, 

emotional withdrawal and somewhat less grandiosity are significantly higher among SUD at 

admission, they remain higher one week after but decrease losing statistical significance at 

discharge. Considering the impact of substance on psychopathological dimensions it could be 

suggested that higher mean scores of these BPRS items was sustained by substance abuse which 

would not proceed during hospitalization progress. Conversely hostility, unusual thought contents, 

uncooperativeness, and hallucinatory behavior became significantly higher among SUD only one 

week after admission and lost significance at discharge suggesting that they could be supported by 

several incoming conditions such as pharmacological side effects or treatment refractory as well as 

substance withdrawal. Tension is the only item that has become significantly higher in SUD during 



hospitalization and remained higher at discharge, therefore it could be either an long-term 

consequence of substance withdrawal or a previous more marked feature of patient with SUD that 

could have induced a “self-medication” behavior (Khantzian, 1997). Otherwise conceptual 

disorganization defined by BPRS manual as an affection of thought processes with tangentially, 

circumstantially and sudden topic shifts is the BPRS dimension that most resembles the bleulerian 

concept of “spaltung” and it is higher at all three stages of observation in SUD group, regardless of 

substance withdrawal influences, confirming a worst clinical expression of schizophrenia in patients 

with SUD. 

The present study shows significant longer hospitalization in patients with both SUD and 

schizophrenia without confirming the contradictory impact of SUD diagnosis in predicting length of 

stay reported by previous studies (Chang et al., 1991; Herr et al., 1991; Huntley et al., 1998). 

Conversely for both SUD and not SUD patients, the psychopathological condition measured by 

BPRS one week after admission is the only significant predictor of length of stay together with 

male gender (according to line slope for each 2.22-units increase in BPRS score, length of stay 

increases 1 unit). Unlike some authors who have investigated only clinical presentation at admission 

(Averill et al., 2001; Lachar et al., 2001), our analysis also compare predictive value of 

psychopathological severity at admission with one week after ones, finding a role in predicting 

length of stay only for the latter. This finding is probably explained by clinical criteria adopted by 

the physician to determine the length of stay during the hospitalization, therefore patients with more 

severe symptoms of schizophrenia, regardless of substance use, have longer hospitalization than 

others.  

One limitation of the present study consists in the way in which we diagnosed SUD. Although 

SCID-I is considered a valid and consistent assessment tool for diagnose DSM-IV-TR Axis I 

disorders (Skre et al., 1991; Carey et al., 2001), urine drug test could be used to confirm the patient-

reported abuse of illicit drugs and thus to increase the accuracy of group selection. 

Future research might aim to investigate, deeply and in a wider sample, the possible relationship 

between several clinical manifestations of schizophrenic symptoms and each types of SUD (Mc 

Lellan et al., 1979; Dalmau et al., 1999). Moreover specific assessment tools may be used to 

investigate craving and withdrawal severity in order to better explain how substance use affects 

psychopathology.  

Acknowledgement 

We would like to thank every patients and staff member at Psychiatric Diagnosis and Care Service 

of “San Luigi Gonzaga” Hospital for their contribution and unstinting support during assessment 

and data collection. 



References 

Addington, J., Addington, D., 2007. Patterns, predictors and impact of substance use in early 

psychosis: a longitudinal study. Acta Psychiatrica Scandinavica 115, 304–309. 

Allebeck, P., Adamsson, C., Engström, A., Rydberg, U., 1993. Cannabis and schizophrenia: a 

longitudinal study of cases treated in Stockholm County. Acta Psychiatrica Scandinavica 88, 

21–24. 

Andersen, J., Larsen, J.K., Schultz, V., Nielsen, B.M., Kørner, A., Behnke, K., Munk-Andersen, E., 

Butler, B., Allerup, P., Bech, P., 1989. The Brief Psychiatric Rating Scale. Dimension of 

schizophrenia--reliability and construct validity. Psychopathology 22, 168–176. 

Archie, S., Rush, B.R., Akhtar-Danesh, N., Norman, R., Malla, A., Roy, P., Zipursky, R.B., 2007. 

Substance use and abuse in first-episode psychosis: prevalence before and after early 

intervention. Schizophrenia Bulletin 33, 1354–1363. 

Averill, P.M., Hopko, D.R., Small, D.R., Greenlee, H.B., Varner, R.V., 2001. The Role of 

Psychometric Data in Predicting Inpatient Mental Health Service Utilization. Psychiatric 

Quarterly 72, 215–235. 

Barnett, J.H., Werners, U., Secher, S.M., Hill, K.E., Brazil, R., Masson, K., Pernet, D.E., Kirkbride, 

J.B., Murray, G.K., Bullmore, E.T., Jones, P.B., 2007. Substance use in a population-based 

clinic sample of people with first-episode psychosis. The British Journal of Psychiatry 190, 

515–520. 

Barrigón, M.L., Gurpegui, M., Ruiz-Veguilla, M., Diaz, F.J., Anguita, M., Sarramea, F., Cervilla, 

J., 2010. Temporal relationship of first-episode non-affective psychosis with cannabis use: a 

clinical verification of an epidemiological hypothesis. Journal of Psychiatric Research 44, 

413–420. 

Bartels, S.J., Teague, G.B., Drake, R.E., Clark, R.E., Bush, P.W., Noordsy, D.L., 1993. Substance 

abuse in schizophrenia: service utilization and costs. The Journal of Nervous and Mental 

Disease 181, 227–232. 

Bersani, G., Orlandi, V., Kotzalidis, G.D., Pancheri, P., 2002. Cannabis and schizophrenia: impact 

on onset, course, psychopathology and outcomes. European Archives of Psychiatry and 

Clinical Neuroscience 252, 86–92. 

Bühler, B., Hambrecht, M., Löffler, W., an der Heiden, W., Häfner, H., 2002. Precipitation and 

determination of the onset and course of schizophrenia by substance abuse--a retrospective 

and prospective study of 232 population-based first illness episodes. Schizophrenia 

Research 54, 243–251. 

Cantor-Graae, E., Nordström, L.G., McNeil, T.F., 2001. Substance abuse in schizophrenia: a review 

of the literature and a study of correlates in Sweden. Schizophrenia Research 48, 69–82. 



Cantwell, R., Brewin, J., Glazebrook, C., Dalkin, T., Fox, R., Medley, I., Harrison, G., 1999. 

Prevalence of substance misuse in first-episode psychosis. The British Journal of Psychiatry 

174, 150–153. 

Carey, K.B., Maisto, S.A., Carey, M.P., Purnine, D.M., 2001. Measuring Readiness-to-Change 

Substance Misuse Among Psychiatric Outpatients I. Reliability and Validity of Self-Report 

Measures. Journal of Studies on Alcohol 62, 79–88. 

Caton, C.L.M., Hasin, D.S., Shrout, P.E., Drake, R.E., Dominguez, B., First, M.B., Samet, S., 

Schanzer, B., 2007. Stability of early-phase primary psychotic disorders with concurrent 

substance use and substance-induced psychosis. The British Journal of Psychiatry 190, 105–

111. 

Chang, G., Brenner, L., Bryant, K., 1991. Factors predicting inpatient length of stay in a CMHC. 

Hospital & community psychiatry 42, 853–855. 

Compton, M.T., Broussard, B., Ramsay, C.E., Stewart, T., 2011. Pre-illness cannabis use and the 

early course of nonaffective psychotic disorders: associations with premorbid functioning, 

the prodrome, and mode of onset of psychosis. Schizophrenia Research 126, 71–76. 

Compton, M.T., Furman, A.C., Kaslow, N.J., 2004. Lower negative symptom scores among 

cannabis-dependent patients with schizophrenia-spectrum disorders: preliminary evidence 

from an African American first-episode sample. Schizophrenia Research 71, 61–64. 

Compton, M.T., Kelley, M.E., Ramsay, C.E., Pringle, M., Goulding, S.M., Esterberg, M.L., 

Stewart, T., Walker, E.F., 2009. Association of pre-onset cannabis, alcohol, and tobacco use 

with age at onset of prodrome and age at onset of psychosis in first-episode patients. The 

American Journal of Psychiatry 166, 1251–1257. 

Dalmau, A., Bergman, B., Brismar, B., 1999. Psychotic disorders among inpatients with abuse of 

cannabis, amphetamine and opiates. Do dopaminergic stimulants facilitate psychiatric 

illness? European Psychiatry 14, 366–371. 

Dawe, S., Geppert, L., Occhipinti, S., Kingswell, W., 2011. A comparison of the symptoms and 

short-term clinical course in inpatients with substance-induced psychosis and primary 

psychosis. Journal of Substance Abuse Treatment 40, 95–101. 

de Haan, L., van Amelsvoort, T., Dingemans, P., Linszen, D., 2007. Risk factors for medication 

non-adherence in patients with first episode schizophrenia and related disorders; a 

prospective five year follow-up. Pharmacopsychiatry 40, 264–268. 

Dubertret, C., Bidard, I., Adès, J., Gorwood, P., 2006. Lifetime positive symptoms in patients with 

schizophrenia and cannabis abuse are partially explained by co-morbid addiction. 

Schizophrenia Research 86, 284–290. 

Farrelly, S., Harris, M.G., Henry, L.P., Purcell, R., Prosser, A., Schwartz, O., Jackson, H., 



McGorry, P.D., 2007. Prevalence and correlates of comorbidity 8 years after a first 

psychotic episode. Acta Psychiatrica Scandinavica 116, 62–70. 

First, M.B., 1997. User’s guide for the Structured clinical interview for DSM-IV axis I disorders 

SCID-I: clinician version. American Psychiatric Press, Washington DC. 

Fowler, I.L., Carr, V.J., Carter, N.T., Lewin, T.J., 1998. Patterns of current and lifetime substance 

use in schizophrenia. Schizophrenia Bulletin 24, 443–455. 

Gearon, J.S., Bellack, A.S., 2000. Sex differences in illness presentation, course, and level of 

functioning in substance-abusing schizophrenia patients. Schizophrenia Research 43, 65–70. 

Hambrecht, M., Häfner, H., 1996. Substance abuse and the onset of schizophrenia. Biological 

Psychiatry 40, 1155–1163. 

Hambrecht, M., Häfner, H., 2000. Cannabis, vulnerability, and the onset of schizophrenia: an 

epidemiological perspective. The Australian and New Zealand Journal of Psychiatry 34, 

468–475. 

Hedlund, J., Wieweg, B., 1980. The Brief Psychiatric Rating Scale (BPRS): a comprehensive 

review. Journal of Operational Psychiatry 11, 48–65. 

Henquet, C., Krabbendam, L., Spauwen, J., Kaplan, C., Lieb, R., Wittchen, H.-U., van Os, J., 2005. 

Prospective cohort study of cannabis use, predisposition for psychosis, and psychotic 

symptoms in young people. BMJ: British Medical Journal 330, 11. 

Herr, B.E., Abraham, H.D., Anderson, W., 1991. Length of stay in a general hospital psychiatric 

unit. General Hospital Psychiatry 13, 68–70. 

Huntley, D.A., Cho, D.W., Christman, J., Csernansky, J.G., 1998. Predicting length of stay in an 

acute psychiatric hospital. Psychiatric Services 49, 1049–1053. 

Katz, G., Durst, R., Shufman, E., Bar-Hamburger, R., Grunhaus, L., 2010. Cannabis abuse and 

severity of psychotic and affective disorders in Israeli psychiatric inpatients. Comprehensive 

Psychiatry 51, 37–41. 

Kavanagh, D.J., Waghorn, G., Jenner, L., Chant, D.C., Carr, V., Evans, M., Hemnan, H., Jablensky, 

A., McGrath, J.J., 2004. Demographic and clinical correlates of comorbid substance use 

disorders in psychosis: multivariate analyses from an epidemiological sample. 

Schizophrenia Research 66, 115–124. 

Kendler, K.S., Gallagher, T.J., Abelson, J.M., Kessler, R.C., 1996. Lifetime prevalence, 

demographic risk factors, and diagnostic validity of nonaffective psychosis as assessed in a 

US community sample. The National Comorbidity Survey. Archives of General Psychiatry 

53, 1022–1031. 

Kessler, R.C., Birnbaum, H., Demler, O., Falloon, I.R.H., Gagnon, E., Guyer, M., Howes, M.J., 

Kendler, K.S., Shi, L., Walters, E., Wu, E.Q., 2005. The prevalence and correlates of 



nonaffective psychosis in the National Comorbidity Survey Replication (NCS-R). 

Biological Psychiatry 58, 668–676. 

Kessler, R.C., McGonagle, K.A., Zhao, S., Nelson, C.B., Hughes, M., Eshleman, S., Wittchen, 

H.U., Kendler, K.S., 1994. Lifetime and 12-month prevalence of DSM-III-R psychiatric 

disorders in the United States. Results from the National Comorbidity Survey. Archives of 

General Psychiatry 51, 8–19. 

Khantzian, E.J., 1997. The self-medication hypothesis of substance use disorders: a reconsideration 

and recent applications. Harvard Review of Psychiatry 4, 231–244. 

Koskinen, J., Löhönen, J., Koponen, H., Isohanni, M., Miettunen, J., 2010. Rate of cannabis use 

disorders in clinical samples of patients with schizophrenia: a meta-analysis. Schizophrenia 

Bulletin 36, 1115–1130. 

Kulhalli, V., Isaac, M., Murthy, P., 2007. Cannabis-related psychosis: Presentation and effect of 

abstinence. Indian Journal of Psychiatry 49, 256–261. 

Lachar, D., Bailley, S.E., Rhoades, H.M., Espadas, A., Aponte, M., Cowan, K.A., Gummattira, P., 

Kopecky, C.R., Wassef, A., 2001. New subscales for an anchored version of the Brief 

Psychiatric Rating Scale: construction, reliability, and validity in acute psychiatric 

admissions. Psychological assessment 13, 384–395. 

Lambert, M., Conus, P., Lubman, D.I., Wade, D., Yuen, H., Moritz, S., Naber, D., McGorry, P.D., 

Schimmelmann, B.G., 2005. The impact of substance use disorders on clinical outcome in 

643 patients with first-episode psychosis. Acta Psychiatrica Scandinavica 112, 141–148. 

Larsen, T.K., Melle, I., Auestad, B., Friis, S., Haahr, U., Johannessen, J.O., Opjordsmoen, S., Rund, 

B.R., Simonsen, E., Vaglum, P., McGlashan, T.H., 2006. Substance abuse in first-episode 

non-affective psychosis. Schizophrenia Research 88, 55–62. 

Linszen, D.H., Dingemans, P.M., Lenior, M.E., 1994. Cannabis abuse and the course of recent-

onset schizophrenic disorders. Archives of General Psychiatry 51, 273–279. 

Lykke, J., Hesse, M., Austin, S.F., Oestrich, I., 2008. Validity of the BPRS, the BDI and the BAI in 

dual diagnosis patients. Addictive Behaviors 33, 292–300. 

Margolese, H.C., Carlos Negrete, J., Tempier, R., Gill, K., 2006. A 12-month prospective follow-up 

study of patients with schizophrenia-spectrum disorders and substance abuse: changes in 

psychiatric symptoms and substance use. Schizophrenia Research 83, 65–75. 

Marshall, M., Rathbone, J., 2011. Early intervention for psychosis. Cochrane database of systematic 

reviews (Online) CD004718. 

Mauri, M.C., Volonteri, L.S., De Gaspari, I.F., Colasanti, A., Brambilla, M.A., Cerruti, L., 2006. 

Substance abuse in first-episode schizophrenic patients: a retrospective study. Clinical 

Practice and Epidemiology in Mental Health 2, 4. 



Mazzoncini, R., Donoghue, K., Hart, J., Morgan, C., Doody, G.A., Dazzan, P., Jones, P.B., Morgan, 

K., Murray, R.M., Fearon, P., 2010. Illicit substance use and its correlates in first episode 

psychosis. Acta Psychiatrica Scandinavica 121, 351–358. 

Mc Lellan, A.T., Woody, G.E., O’Brien, C.P., 1979. Development of psychiatric illness in drug 

abusers. Possible role of drug preference. The New England Journal of Medicine 301, 1310–

1314. 

Modestin, J., Gladen, C.J., Christen, S., 2001. A comparative study on schizophrenic patients with 

dual diagnosis. Journal of Addictive Diseases 20, 41–51. 

Mortimer, A.M., 2007. Symptom rating scales and outcome in schizophrenia. The British Journal of 

Psychiatry. Supplement 50, s7–14. 

Overall, J.E., Gorham, D.R., 1962. The Brief Psychiatric Rating Scale. Psychological Reports 10, 

799–812. 

Rabinowitz, J., Bromet, E.J., Lavelle, J., Carlson, G., Kovasznay, B., Schwartz, J.E., 1998. 

Prevalence and severity of substance use disorders and onset of psychosis in first-admission 

psychotic patients. Psychological Medicine 28, 1411–1419. 

Regier, D.A., Farmer, M.E., Rae, D.S., Locke, B.Z., Keith, S.J., Judd, L.L., Goodwin, F.K., 1990. 

Comorbidity of mental disorders with alcohol and other drug abuse. Results from the 

Epidemiologic Catchment Area (ECA) Study. JAMA: The Journal of the American Medical 

Association 264, 2511–2518. 

Rosenbaum, B., Valbak, K., Harder, S., Knudsen, P., Køster, A., Lajer, M., Lindhardt, A., Winther, 

G., Petersen, L., Jørgensen, P., Nordentoft, M., Andreasen, A.H., 2005. The Danish National 

Schizophrenia Project: prospective, comparative longitudinal treatment study of first-

episode psychosis. The British Journal of Psychiatry 186, 394–399. 

Rothman, K.J., Greenland, S., 1998. Modern Epidemiology. Lippincott Williams & Wilkins, 

Philadelphia PA. 

Schimmelmann, B.G., Conus, P., Cotton, S., Kupferschmid, S., McGorry, P.D., Lambert, M., 2011. 

Prevalence and impact of cannabis use disorders in adolescents with early onset first episode 

psychosis. European Psychiatry. 

Segal, D.L., Hersen, M., Van Hasselt, V.B., 1994. Reliability of the Structured Clinical Interview 

for DSM-III-R: an evaluative review. Comprehensive psychiatry 35, 316–327. 

Sevy, S., Robinson, D.G., Napolitano, B., Patel, R.C., Gunduz-Bruce, H., Miller, R., McCormack, 

J., Lorell, B.S., Kane, J., 2010. Are cannabis use disorders associated with an earlier age at 

onset of psychosis? A study in first episode schizophrenia. Schizophrenia Research 120, 

101–107. 

Skre, I., Onstad, S., Torgersen, S., Kringlen, E., 1991. High interrater reliability for the Structured 



Clinical Interview for DSM-III-R Axis I (SCID-I). Acta Psychiatrica Scandinavica 84, 167–

173. 

Soyka, M., Albus, M., Immler, B., Kathmann, N., Hippius, H., 2001. Psychopathology in dual 

diagnosis and non-addicted schizophrenics--are there differences? European Archives of 

Psychiatry and Clinical Neuroscience 251, 232–238. 

Veen, N.D., Selten, J.-P., van der Tweel, I., Feller, W.G., Hoek, H.W., Kahn, R.S., 2004. Cannabis 

use and age at onset of schizophrenia. The American Journal of Psychiatry 161, 501–506. 

Wade, D., Harrigan, S., Edwards, J., Burgess, P.M., Whelan, G., McGorry, P.D., 2006. Substance 

misuse in first-episode psychosis: 15-month prospective follow-up study. The British 

Journal of Psychiatry 189, 229–234. 

Wade, D., Harrigan, S., Harris, M.G., Edwards, J., McGorry, P.D., 2006. Pattern and correlates of 

inpatient admission during the initial acute phase of first-episode psychosis. The Australian 

and New Zealand Journal of Psychiatry 40, 429–436. 

Wobrock, T., Sittinger, H., Behrendt, B., D’Amelio, R., Falkai, P., Caspari, D., 2007. Comorbid 

substance abuse and neurocognitive function in recent-onset schizophrenia. European 

Archives of Psychiatry and Clinical Neuroscience 257, 203–210. 

Zammit, S., Moore, T.H.M., Lingford-Hughes, A., Barnes, T.R.E., Jones, P.B., Burke, M., Lewis, 

G., 2008. Effects of cannabis use on outcomes of psychotic disorders: systematic review. 

The British Journal of Psychiatry 193, 357–363.

 



Table 1. Baseline socio-demographic and general characteristics of the sample (n=130) 

Fig1. Temporal trend of BPRS total score 

Fig2. BPRS item at T0 

Fig3. BPRS item at T1 

Fig4. BPRS item at T2 

 

 


