
��� Volume 29 Number 3, June 2002

1�
�����	5��������6
��
�	�	�*������������
�	���������������
	�����������,�*���)
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As in the rest of the Western World,1

there is evidence of increasing levels
of mental illness among young peo-
ple in New Zealand. In the Dunedin
Health and Development Study
(DHDS) the prevalence rates for men-
tal illness for the same population were
17.6% at 11 years old, 22% at the age
of 15, and 36.6% by the age of 18
years.2 Similarly in the Christchurch
Health and Development Study
(CHDS), the prevalence rates of any
mental disorder were 24% at 15 years
of age, and 35% at 18 years of age.3

The most common mental disorders
for young people are anxiety disor-
ders, depression and conduct disor-
ders. In particular, New Zealand youth
seem to show high rates of suicide,
particularly among males.2

Substance use disorders among
youth in New Zealand seem to be

18-year-olds.3 The National Drug Sur-
vey indicated that 23% of 15- to 17-
year-olds had used cannabis in the pre-
vious year; a rate which increases to
40% in the 18- to 19-year-old group.6

The DHDS study found that cannabis
dependence increased from 6.6% at
the age of 18, to 9.6% at the age of
21.7 About 10% of cannabis users de-
velop dependency.8
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largely related to alcohol and canna-
bis, although other drugs, particularly
amphetamines, are also implicated.
Almost one third of 14–17 year olds
and 52% of Mäori youth aged 14–18
could be defined as heavy drinkers.4

The CHDS found that 5% of 15-year-
olds met the DSM-III R criteria for
alcohol abuse5 while the DHDS found
a corresponding rate of 10% among
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Co-morbidity
Substance misuse and mental health
disorders are strongly associated. The
rates of co-morbidity vary according
to the population and methodology
of different reports. However, it can
reasonably be stated that co-morbid-
ity is common and significant. Con-
duct problems have long been recog-
nised as associated with substance use
and the strong links with emotional
problems are now universally ac-
cepted. Consistently, reports indicate
that affective symptoms predominate
in females while conduct problems are
more common in males.

Clinicians need to be aware of the
existence of mood disorders among
substance users as they are easy to
miss, particularly when associated
with conduct and anti-social behav-
iour.9 Substance use is also related
to increased suicidal ideation and at-
tempted suicide. Many adolescents
who ‘overdose’ do so while under the
influence of alcohol or other drugs.
A major risk factor for completed sui-
cide after parasuicide in adolescents
is substance misuse.10 In fact, sub-
stance use disorders have been re-
ported to distinguish between those
who attempt suicide or have repeated
attempts and those who only think
about it.11,12

Young substance users also show
higher rates of psychosomatic com-
plaints, relationship
problems and social
dysfunction. Adoles-
cents with poor cop-
ing skills tend to use
psychoactive sub-
stances to deal with
stress13 and as a
means of emotional
self regulation. There
is also a consistent
link between eating disorders (both
anorexia and bulimia) and substance
use, particularly in relation to alco-
hol use.14

Studies from inpatient popu-
lations seem to indicate that for the
majority of cases, co-morbidity is
more likely to be between mood dis-

orders and substance use disorders.15

However, our own data indicate that
about two-thirds of inpatient youths
with a severe psychiat-
ric disorder (mainly
mood disorders and psy-
chotic disorders) have a
co-morbid substance
abuse disorder accord-
ing to the DSM IV cri-
teria (Bobier and Swadi,
personal communica-
tion). Among patients
with schizophrenia,
Dervaux et al16 found that 41% of the
patients had a lifetime history of sub-
stance abuse or dependence, includ-
ing 30% on a drug other than alco-
hol. An English study found a rate of
16% in a similar population.17

How co-morbidity operates
Co-morbidity can determine aetiol-
ogy, cause a diagnostic dilemma and
may influence the clinical presenta-
tion, the course, the treatment strat-
egies and the outcome of both co-
morbid conditions.

The complexities of the issue of
co-morbidity is best typified by the
co-existence of Attention Deficit Hy-
peractivity Disorder (ADHD) and sub-
stance use disorders. The links are
well reported,18,19 but while some
studies do not show any evidence to
support cause or direction, many do20

and suggest that
ADHD is a risk factor
for early initiation
into drug use as well
as more severe drug
use. Drug use was said
to improve self im-
age. However, the ef-
fect on self image
may not be as specific
as suggested, as mem-

bership of the drug using group may
increase self esteem generally in
young people who have identity
problems. Furthermore, co-morbid
disorders may also be related by
commonality of precipitating factors.
For example, depression and conduct
disorder co-exist. Conduct disorder

and ADHD co-exist. Conduct disor-
der and ADHD may both be respon-
sible for induction into substance use.

All of these predispose
to depression and de-
pression may also be
followed by substance
misuse.21

Treatment of ADHD
in the presence of sub-
stance use disorder
gives a special diffi-
culty. Medication of
choice is usually for

stimulant drugs, particularly Methyl-
phenidate. Amphetamine related
drugs are hazardous because of their
potential for misuse although some
suggest that there is an unjustified
caution about the use of stimulant
drugs in young people with ADHD
and co-morbid substance misuse.22

Clonidine, although less effective than
methylphenidate, is used as a substi-
tute. Tricyclic antidepressants are said
to be effective and there should be
greater emphasis on non-pharmaco-
logical means such as individual and
family therapy, and behavioural
therapy. Recent reports indicate that
Adderall23 and Modafinil24 show sig-
nificant promise as alternatives too.

Clinical experience demonstrates
the complexity of that relationship
and the influences of co-morbidity.
Psychiatric problems may be the re-
sult of substance misuse particularly
in the case of CNS depressants. On
the other hand, many adolescents
with psychopathology turn to
psychoactive substances for psycho-
logical relief. Furthermore, worsen-
ing of psychotic symptoms, poor re-
sponse to antipsychotics and pro-
longed psychotic episodes among
patients with co-morbid cannabis or
amphetamine use are frequently en-
countered. In fact, heavy cannabis use
can lead to psychotic episodes and
aggravates the symptoms and course
of schizophrenia.25,26

At the first point of contact
Given the importance of co-morbidity
and its implications, early detection is
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paramount. At the first point of con-
tact it is essential to determine whether
substance use is problematic or not and
whether any signs of psychiatric dis-
order are present. This will in turn de-
termine the need for further detailed
and/or specialist assessment. The use
of screening instruments can be very
useful in this respect. It is recommended
that the SMAQ is used as a screening
instrument for substance misuse and
the SDQ for psychiatric disorder.

Substance Misuse Assessment
Questionnaire (SMAQ)
The Substance Misuse Assessment
Questionnaire (SMAQ)27 is a short ques-
tionnaire (nine yes/no items) which
helps child welfare workers identify
adolescents who need a detailed
multidisciplinary assessment (see Ap-
pendix 1). Psychometric evaluation in
a community-based British population
of substance misusing adolescents28

suggests that a total of five ‘yes’ an-
swers or more is a strong indication
for referral. Other more detailed screen-
ing instruments tend to be rather long
and require some specialist training
beyond what is available for most agen-
cies of first contact in New Zealand.

Strengths and Difficulties
Questionnaire (SDQ)
The SDQ is a brief questionnaire
(around 30 items) that can be admin-
istered by parents and teachers of 4-
to 16-year-olds. A self-report version
for 11- to 16-year-olds is also avail-

able.29–32 It covers areas of emotional
and behavioural difficulties and also
enquires about problems in these ar-
eas and, if so, asks about resultant dis-
tress and social impairment. Further
information on the SDQ and copies
of the questionnaire in over 40 lan-
guages can be obtained free from
http:\www. sdqinfo.com.

Clinical management
If the screening process indicates that
some kind of intervention/treatment
is necessary, then the key to the lat-
ter lies in a comprehensive assess-
ment of the referred youth. The type
of intervention, its emphasis and its
outcome depend to a large extent on
the result of the assessment.

Zeitlin21 eloquently outlined the
essential elements for management of
co-morbid disorders and substance
abuse, and indicated that, ‘at the very
least, must include:
1. Systematic mental health ap-

praisal for all accessible sub-
stance abusing young people.

2. Assessment for Comorbid Disorder
irrespective of drug use.

3. Active treatment of the comorbid
condition ‘in its own right’.

4. Identification of positive at-
tributes that are not related to ill-
ness or substance misuse.

5. Family support therapy to give
structured environment.

6. Risk Assessment for future physi-
cal and mental health from the
combined impact of comorbidity’.

Service implications
While mental illness in youth shows a
lot of similarities to that in adults, many
aspects of substance misuse in young
people are significantly different from
those in adults. An adult model of in-
tervention is therefore unsuitable. The
aetiological factors, the patterns of use,
the context of use, and the therapeutic
approaches can be different.
1. Dependence is unusual among

youth. Detox is seldom necessary.
2. Youth are more involved in

binges and are usually affected by
the consequences of acute intoxi-
cation rather than chronic use.

3. Motivation regarding treatment is
not common among youths.

4. Youths are still in the process of
shaping their values and attitudes
and have different coping strate-
gies from adults.

5. Rehabilitation is often essential
for youths as substance use would
have seriously affected the devel-
opment of many basic life skills,
education, social relationships,
employment skills etc.

In conclusion, the needs of adolescent
substance users are different from
those of adults and thus cannot be met
with existing adult-oriented services.
Existing services are at a disadvan-
tage in terms of what they can offer
for treatment and need to be reviewed.
Given the complexities outlined
above, the need for specialist services
for young people with co-morbidity
cannot be over-emphasised.

Appendix 1. Substance Misuse in Adolescence Questionnaire (SMAQ)

Answers with a ‘yes’ score 1 and answers with a ‘no’ score 0.
A total score of 5 or more is a strong indication for further detailed assessment.

1. Is the effects of the drug more important to you than the adventure of use ?
2. Do you have a favourite drug?
3. Do you ever use alone?
4. Do you use to suppress feeling sad, bored, lonely, confused, or anxious?
5. Are you thinking a lot about drugs and drug use?
6. Do you plan your day to make sure you can use?
7. Do you need to use more to get high now than before?
8. Do you feel depressed, irritable, or anxious if you do not use?
9. Do you crave for or ‘miss’ your favourite drug?
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