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INTRODUCTION

In the developed world, with the emphasis on affluence and
with the increasing longevity of populations, there is a general
interest in how to achieve the ‘goodness’ of life, sometimes
called life satisfaction or quality of life. But what is quality of
life? Dictionary definitions of quality indicate that it implies the
degree of excellence of a characteristic. However, the quality of
life may mean different things to different people. The theoretical
definitions of related concepts of happiness, life satisfaction,
well-being, the ‘good life’ and ‘quality of life’ have attracted
much conceptual confusion, and have preoccupied a wide range
of disciplines (Bowling, 2001). It is a broad ranging concept
affected in a complex way by the person’s physical health,
psychological state, and level of independence, social
relationships, and their relationships to salient features of their
environment (Thornicroft, 1990 and Nathan, 1993). It results
from the interaction of the social, psychological, and physical
domains of an individual's function. Quality of life measures
typically include assessment of physical functioning, social and
emotional functioning, and work-role functioning (Testa and
Simonson, 1996).

WHO (1991) has a working party on quality of life under
its umbrella, the World Health Organization Quality of Life
Group (Mckirnan and Peterson, 1989) who are involved in
international investigation into health-related quality of life and
has provided a definition of quality of life which also takes



individual perception and relationship to the environment into
account. According to WHO, quality of life is defined as an
individual’s perception of their position in life in the context of
the culture and value systems in which they live and in relation to
their goals, expectations, standards and concerns (Thomas et al.,
2003).

Health status, functional status and quality of life are three
concepts often used interchangeably to refer to the same domain
of "health”. The term "health related quality of life" (HRQL) was
preferred because many widely valued aspects of life are not
generally considered as "health-related” including income,
freedom and quality of the environment (Chassin and Galvin,
1998). The Health-related quality of life analyses measure the
impact of treatments and disease processes on these holistic
aspects of a person’s life (Miadi et al., 2005).

In general, the concept of quality of life is not defined in a
uniform way, lacks clarity and even creates confusion. It seems
that in medicine, the term has become a bandwagon concept for
all those human needs which are often neglected in a health care
field increasingly dominated by technology. It is justifiable to say
that it is a term describing a field of interest rather than a single
variable (Palmer et al., 1995). Quality of Life (QOL), as a
general concept, has its roots in daily and momentary experience.
The core components of quality of life; objective functioning,
subjective well-being, mental and physical health all derive from
an interest in understanding a patient’s daily and momentary
experience (Celeste, 2004).



Quality of life analyses are particularly helpful for:
investigating the social, emotional and physical effects of
treatments and disease processes on people's daily lives;
analyzing the effects of treatment or disease from the patient’s
perspective; and determining the need for social, emotional and
physical support during illness (Bullinger et al., 1993; Gill and
Feinstein, 1994). It evaluates directly the impact of a disease or
treatment on people's ability to function in life, not the value that
they place on a particular health state (Khantizian, 1985). The
concept of Quality of Life (QOL) has become an important
parameter for measuring outcome in modern medicine especially
in mental health (Steven et al., 1995). It is important not to
confuse quality of life measures with utility measures, which are
used to calculate quality-adjusted life years (QALYS) (Thomas et
al., 2003). Quality of life (QOL) assessment has many apparent
merits in the measurement of outcome in chronic illness. It can be
used to measure incremental improvements rather than complete
cure. it takes account of a wide range of aspects of daily living. It
places the consumer at the centre of the picture, and it can be
used across various disciplines of medicine (Oliver et al., 1996).



Recently, the clinicians, clinical investigators and policy
markers in the field of mental health have recognized that quality
of life is an important measure of outcome in patient
management, cost effectiveness evaluations, clinical trials, and
treatment outcome studies (Francois, 1996). This interest in the
measurement of QOL in the field of psychiatry was stimulated by
the plight of deinstitutionalized individuals with mental illness
and by a parallel interest in assessing such dimensions of daily
life as personal safety, isolation, poverty and transience of
accommodation. The QOL measures have shown success in
comparing different populations of people with mental illness in
different circumstances and treatment conditions (Warner and
Huxley, 1998). It remains an open question, however, whether
the approach will prove effective in assessing change over time
(Lehman, 1999). Since its introduction in psychiatry, the concept
of quality of life has been investigated in several psychiatric
ilinesses including depression, anxiety and others psychiatric
iliness. Because of the undesirable out- come, specific attention
was paid by the researches to investigate quality of life in chronic
mental illness. Of these, they found poor quality of life especially
in schizophrenic patients as well as substance abuse patients
(Florez, 2003). Despite that a big proportion of mental health
budget is directed to improve the outcome of substance abuse
patients, yet, still researches show poor outcome and poor quality
of life (Dorothy et al., 1990).

On one hand, substance abuse disorders are primary chronic
relapsing disorders with neurobiological, genetic, psychosocial
and environmental factor influencing its development and



manifestation. It is characterized by behavioral changes such as
impaired control over drug use, compulsive use, continued use
despite harm and craving. To be considered addicted, a patient
must demonstrate behavior that shows compulsion to use
substance (Sidney et al., 2003). The annual prevalence of illicit
drug use taking all illicit drugs is only 5 per cent of the world
population (age 15-64) i.e. around 200 million people. Tobacco
consumption is eight-fold more than illicit drug consumption
(Peggy, 2006). According to the World Health Report 2002
(Goldsten and Volkow, 2002), 8.9% of global disease burden
expressed in disability adjusted life years lost (DALYS) is
attributed to psychoactive substance use. Tobacco and alcohol
are responsible for a major part (8.1%) of the disease burden,
with alcohol being the top risk factor for health in low mortality
developing countries. Tobacco, alcohol and illicit drugs are
responsible for 12.4% of all deaths worldwide. In some countries
of Europe, like Scotland and Spain, deaths related only to opioid
use account for as many as 25-33% of deaths in young (15-39
years) males (Lie, 2003 and Dom, 2005).

In recent National Institute of Drug Abuse survey in USA
(NIDA), 37% of population reported using one or more illicit
substance in their life time. Of these, more than 90 percent used
marijuana or hashish, and approximately 30 percent tried cocaine
(Akil et al., 1998 and Huws, 1998). 15% of USA population
older than 18 years of age have serious substance use problem,
two thirds of this group abuse primarily alcohol (Harold, 1998).
While estimated rates of chronic drug as 4.4 million chronic drug
users in the United States in 1995 showed 3.6 million were



chronic cocaine users, and 810,000 were chronic heroin users
(Koe, 1997). Whereas in 1997, there were 13.9 million current
users of illicit drug at age 12 years and older, representing 6.4
percent of the total population (Jerome, 1998; Brain, 2001).

On the other hand, schizophrenia is one of chronic
disabling mental illness with poor quality of life that affects
about 1% of the population during their lifetime. Schizophrenia is
a disease affecting the young adults (Miadi et al., 2005). It is a
major contributor of global burden of disease in any society.
According to a study of the World Health Organization,
schizophrenia accounts for 5% of all years lived with a disability
in the 15-44 year-old age-group worldwide (Thornicroft et al.,
2003). Schizophrenia is a heterogeneous disorder with variable
etiological, prognostic and treatment response patterns. Its course
is generally long term, with acute psychotic exacerbations that
may require hospitalization and that may impact negatively on
the functional status of the individual and also their quality of life
(Awad et al., 1997).



These chronic psychiatric disorders as substance abuse and
schizophrenia impose severe hardships on patients and their
families and challenge society in the development of public
policies that both preserve the public welfare and afford patients
a decent quality of life. Among the various conceptual challenges
inherent in evaluating services for persons with schizophrenia has
been the development of appropriate outcome measures
reflecting the broad range of problems faced by these patients
(Schulberg and Bromet, 1981; Lehman et al., 1982). Relevant
outcome domains include psychiatric symptoms, functional
status, access to resources and opportunities, subjective well-
being, family burden, and community safety. Because of this
broad array of relevant outcomes and because of a prevailing
concern that outcome assessments should include the patient’s
perspective, there has been increased attention paid over the past
decade to the development of measures of patient “quality of
life”. The quality of life in persons with severe and persistent
mental illness is often poor. Most treatment programs have the
goal of increasing the quality of their life (Becker et al., 1993).

Changes in the general QOL of schizophrenia patients over
time is associated with anergia, and paranoid symptoms,
emotional distress, side effects, self-esteem, emotion and
avoidance related coping styles, expressed emotion, and other
social support. Determinants of change in QOL of patients were
different being in hospital or out of hospital in the real world. No
significant association of age, education, and follow up duration,
with general QOL (Ritsner et al., 2006).



Moreover, the unrivalled role of conventional antipsychotic
medications has been continuously challenged by the wide range
of adverse effects of these medications and their lack of
usefulness in the treatment of neurocognitive deficits as well as
deficit and negative symptoms. In addition, the lack of subjective
tolerability of these agents and their negative impact on quality of
life has complicated management for a large number of patients
(Awad and Voruganti, 2004). In addition, the non-compliance to
the antipsychotic treatment is a major problem with people
suffering from schizophrenia. Indeed the lack of compliance to
the treatment, estimated at 20 to 40%, is a major handicap for
schizophrenic patient stabilization. The poor level of compliance
IS due to many various causes: adverse effects that are considered
unbearable, medicine viewed as persecutory, negation of the
disease, nostalgia for the productive phases of the disease, lack of
social support, complexity of the prescription, relapse itself.
Compliance is thus influenced by the patient's clinical features,
local provision of health care and the specific nature of the drug
(Lehman, 1996).

By the way, recently all health care fields using quality of
life (QOL) measures become more focused on evaluating the
efficacy and effectiveness of new treatments strategy,
medications, measure the outcome and determine the human and
financial coasts and benefits of new interventions especially on
schizophrenic and substance abuse patients (Ware, 1995 and
Testa, 1996).



Rationale for the study:

The researches of quality of life with chronic mental heath
problems such as substance abuse and schizophrenia are still
scarce and sporadically investigated in Arab community. Despite
the financial efforts of Arab governments towards these patients,
they have poor quality of life. With such concerns in mind, this
study was designed to investigate the relationship between QOL
and chronic mental health disorders as substance abuse and
schizophrenia in Saudi Arabia in order to role out the impact of
these disorders on quality of life and to reevaluate and redirect
mental health budget towards benefit of these patients.



Subjects and Method

|- Design of the study

This study is a cross sectional comparative study involving
two groups of patients with substance use disorders and patients
with schizophrenia.

lI- The site of study

This study was conducted in Al Amal complex for mental
health which is a big complex in Kingdom of Saudi Arabia
subdivided into two big hospitals; Addiction Hospital and
Psychiatry Hospital. The addiction hospital is about 300 beds,
divided into five inpatient units; two units as acute wards, three
units as rehabilitation wards and an outpatient unit (Continuous
Care Unit) to follow up the recovery of the patients. The program
for addiction treatment includes one month inpatient program
followed by program for one year as an outpatient inside the
Continuous Care Unit (CCU). The psychiatric hospital is about
150 beds, divided into three general psychiatric units, two of
them for males and one for females, outpatient clinics and child
psychiatry department and clinic. The hospital accepts patients
from all Gulf regions e.g. Bahrain, Qatar, Kuwait, UAE, etc.



lll- Selection of the subjects
Two groups of patients were selected:
1- The first group: Addiction group

Group of patients with SUDs were selected from the
inpatient rehabilitation wards according to following inclusion
and exclusion criteria:

Inclusion criteria

1. Patient diagnosed by ICD-10 research diagnostic criteria as
substance use disorders.

2. Age range from 18-60 years.

3. No comorbid schizophrenia or bipolar disorder.

4. All patients must be from Arab nationality.

Exclusion criteria

1- Patients with comorbid organic brain syndrome.
2- Patients with comorbid acute physical illness.
3-Non Arab patients.

2- The second group: Schizophrenic group

Group of schizophrenic patients were selected from
psychiatric units and were matched as regard sex and
sociodemographic factors of the first group, with the following
inclusion and exclusion criteria.



Inclusion criteria

1. Patient diagnosed by ICD-10 research diagnostic criteria as
schizophrenia.

2. Age range from 18-60 years.

3. Absence of history of another Axis | psychiatric disorders
such as substance abuse, anxiety or depression.

4. All patients must be from Arab nationality.

Exclusion criteria

1. Patients with history of another Axis | psychiatric disorders
such as substance abuse, anxiety and depression.

2. Patients with comorbid acute physical illness.

3. Non Arab patients.

The methods of sample selection
Both samples were selected randomly as follows:
1. Substance abuse patients:

Patients were selected from the rehabilitation wards,
admitted on every Saturday from each week; every third patient
was taken during the period from February 2006 till April 2007.



Feb | Mar | Apr May Jun Jul Aug Sep

No of patients 113 84 79 66 98 85 94 82
admitted

No of patients 15 17 17 14 16 15 17 12
accepted in
research

Oct | Nov | Dec Jan Feb Mar Apr Total

No of patients 105 | 101 99 95 87 88 93 1369
admitted

No of patients 19 19 17 17 18 19 15 247
accepted in
research

2. Schizophrenic patients:

Patients were selected from the psychiatric units, admitted
on every Monday from each week, every sixth patient was taken
during the period from February 2006 till April 2007.

Feb | Mar | Apr | May | Jun | Jul | Aug | Sep

No of patients admitted 45 |34 |42 |26 |37 |36 |41 |38
No of patients accepted in 9 8 8 9 7 8 9 8
research

Oct | Nov | Dec | Jan | Feb | Mar | Apr | Total

No of patients admitted 45 |55 |54 |53 |49 |47 |41 | 643

No of patients accepted in 7 11 |11 |10 |9 9 8 131
research




VI- Selection of the tools
The following tools were selected and applied to both groups as
follows:

1- ICD- 10 symptom checklist sheet:

The ICD-10 Symptom Checklist for Mental Disorders
(version 1.1) is a semi-structured instrument intended for
clinicians’ assessment of psychiatric symptoms and syndromes.
It was designed for clinician assessment of mental and behavioral
disorders according to ICD-10 criteria. It allows the quick
determination of a preliminary diagnosis from an initial brief
interview. The instrument consists of a face sheet and screener.
These Checklists can be used to make a careful evaluation of the
symptoms and classification criteria, and thus help to arrive at
precise diagnoses according to the ICD-10 classification.

2- Addiction Severity Index (ASI):
Goals

The ASI is a semistructured interview designed to provide
an administrational assessment of problems presented by patients
with substance use disorders to guide initial treatment planning
and allow monitoring of patient progress over times. It designed
for use in inpatient and outpatient alcohol and drug abuse
treatment settings.



Description

The Addiction Severity Index is the most widely used
instrument for assessing severity of substance use disorder
through administration of a 30 minute semi structured interview.
The ASI was developed in 1980 by A. Thomas McLellan and
colleagues at the University of Pennsylvania (McLellan et al.,
1980) and translated into Arabic by Dr. Mohd Zahrani (2004).
The ASI gathers information in seven important areas of a
patient’s life: medical, employment support, drug and alcohol
use, legal, family history, social relationships and psychological
problems (Deni and Thomas McLellan, 1999). It has good
reliability and validity and used for both clinical and research
purposes (Lesieur and Blum, 1992).

It is not only assesses drug and alcohol abuse, but also
screens for problems in other areas (Brown, 1995; Samhsa,
1997). On a 10-point scale from 0 to 9, interviewer severity
ratings indicate the extent of a client’s problems in seven areas.
These severity ratings emphasize a client’s unmet need for
treatment. The person who administers the ASI has the option of
developing a Severity Profile, which can be used to flag clients’
specific problem areas. A high severity rating indicates that the
client needs additional treatment or intervention (Urshel, 1996;
Morales, 1997).

Interviewer severity ratings, which are adjusted slightly to
take into account the client’s own, rating of the problem’s
severity, are based on the following scale:

0-1 No real problem, treatment not indicated.



2-3 Slight problems, treatment probably not necessary.
4-5 Moderate problem, some treatment indicated.
6—7 Considerable problems, treatment necessary.
8-9 Extreme problems, treatment absolutely necessary.

3- Wisconsin Quality of Life Index (W-QLI):
Goals

The Wisconsin Quality of Life Index (W-QLI) is a
multidimensional model for measuring quality of life. Is a
promising group of scales with unique characteristics originally
designed for measuring quality of life and solicits information
from clients, care providers and family members (Sainfort et al.,
1996).

Description

This model assumes that quality of life is comprised of nine
dimensions: life satisfaction, occupational activities, psychological
well-being, physical health, social relations, economics, and
activities of daily living, symptoms, and the patient's own goals.
The W-QLI takes into account the different perspectives of the
patient, the patient's family, and the clinician, both currently and
over time. An accompanying taxonomy and patient outcome
report can be used in clinical practice to group the patient's goals
and to track the attainment of the goals over time, as well as to
show the agreements and disagreements between the patient and
clinician in terms of how satisfied each is with the patient's
progress. The W-QLI, taxonomy, and outcome report can also
incorporate the service provider's goals and can be used to
examine program results. It can be self administrated by the client



or by care provider and allows identifying treatment goals.
Furthermore, the W-QLI has been used for program evaluation as
well as for the purpose of comparing outcomes of different service
models (Becker et al., 1993).

Practical issues

The client questionnaire takes mostly 20 to 30 minutes in
administration. The score of each domain ranges from 3 to -3
regarding to the state of the domain.

Cultural Translations

The W-QLI has been culturally adapted, translated and
harmonized for use in 12 countries using accepted international
guidelines. Arabic translation is also done in this work as will be
discussed later.

Conceptual Framework

The Wisconsin Quality of Life Index is made up of the
following nine domains: 1) general life satisfaction, 2) activities
and occupations, 3) psychological well-being, 4) physical health,
5) social relations/support, 6) economics, 7) activities of daily
living, 8) symptoms, and 9) goal attainment. There are two
mental health status indexes, one unweighted and one weighted
for patient preferences. The unweighted scale was based on the
average of nine dimensions standardized scores representing
better health on measures corresponding to each of the nine
preference domains. In the weighted version of the index, each of
the nine standardized component scores was multiplied by the
preference weight on that domain for that particular individual.



These individual weighted scores were then averaged and divided
by the average of all the weights. Thus if all the weights were the
same, the weighted index would have the same value as the
unweighted index. If the areas of high current well-being are
those given greater priority, the weighted index would be greater
than the unweighted. If the areas of lowest current well-being are
given greater priority, the weighted index would be lower than
the unweighted.

Domains (see appendix)
General Satisfaction Level

This domain measures the client’s overall life satisfaction
about a broad array of issues such as satisfaction with their living
environment, housing, food, clothing, and mental health services.

Activities and Occupations

These questions focus on the client’s day-to-day activities
related to work, school or day programming. Other items in this
domain relate to client’s capacity to work in his/her usual manner
and how satisfied they are with the way they spend their time.

Psychological Well-Being

Among other things, this domain uses to measure the
client’s sense of emotional well-being. This domain also includes
a global question asking the client to rate their overall mental
health during the past four weeks.

Symptoms/Outlook



Questions in this domain focus on client’s mental health
and subjective assessments of how his/her mental health
symptoms affect their QOL and functional abilities.

Physical Health

This domain measures the client’s perceptions about his/her
physical health and about how satisfied they are with their
physical health.

Social Relations/Support

These questions measure the client’s social relations and
social skills and asked about the amount of support they
experience from their relationships and also their satisfaction
with social relations.



Money

This section focuses on the economic aspects of the client’s
QOL. Domain questions ask about the adequacy of client’s
financial support and satisfaction with the amount of control
done by those financial resources.

Activities of Daily Living (ADL)

This domain measures the client’s functional status in
accomplishing independent living tasks such as preparing meals,
doing laundry, running errands or practicing adequate personal
hygiene.

Goal Attainment

This section focuses on the client’s personal mental health
treatment goals. Clients are asked to specify three of the most
important goals or hopes related to their treatment

4- Hamilton Depression Rating Scale (HAM-D):
Goals

The Hamilton Depression Scale (HAM-D) was designed by
Max Hamilton in 1960 to measure the severity of depressive
symptoms in individuals, often those who have already been
diagnosed as having a depressive disorder.

The HDS-D is used to assess the severity of depressive
symptoms present in both children and adults. It is often used as
an outcome measure of depression in evaluations of
antidepressant psychotropic medications and is a standard
measure of depression used in research of the effectiveness of



depression therapies and treatments. It can be administered prior
to the start of medication and then again during follow-up visits,
so that medication dosage can be changed in part based on the
patient's test score. The HDS-D often used as the standard against
which other measures of depression are validated.

Description

The HDS-D was developed by Max Hamilton in 1960 as a
measure of depressive symptoms that could be wused in
conjunction with clinical interviews with depressed patients. It
was later revised in 1967. Because the HDS-D is an interviewer-
administered and rated measure, there is some subjectivity when
it comes to interpretation and scoring. Interviewer bias can
impact the results. For this reason, some people prefer self-report
measures where scores are completely based on the interviewee's
responses.

The 17-item version of the HDS-D is more commonly used.
Examples of items for which interviewers must give ratings
include overall depression, guilt, suicide, insomnia, problems
related to work, psychomotor retardation, agitation, anxiety,
gastrointestinal and other physical symptoms, loss of libido (sex
drive), hypochondriasis, loss of insight, and loss of weight. For
the overall rating of depression, for example, Hamilton believed
one should look for feelings of hopelessness and gloominess,
pessimism regarding the future, and a tendency to cry. For the
rating of suicide, an interviewer should look for suicidal ideas
and thoughts, as well as information regarding suicide attempts.



Practical issues

It takes about 15-20 minutes to administer HDS-D. In the
17-item version, nine of the items are scored on a five-point
scale, ranging from zero to four. A score of zero represents an
absence of the depressive symptom being measured, a score of
one indicates doubt concerning the presence of the symptom, a
score of two indicates mild symptoms, a score of three indicates
moderate symptoms, and a score of four represents the presence
of severe symptoms. The remaining eight items are scored on a
three-point scale, from zero to two, with zero representing
absence of symptom, one indicating doubt that the symptom is
present, and two representing clear presence of symptoms. For
the 17-item version, scores can range from O to 54. There has
been evidence to support the reliability and validity of the HDS-
D. The scale correlates highly with other clinician-rated and self-
report measures of depression (Birchwood, 1993).
The scores of HDS-D

0-7 normal

8-13 mild depression
14-18 moderate depression
19-22 severe depression

Above 23  very severe depression



5- Hamilton Anxiety Rating Scale (HAM-A):

Goals

The HAS-A was developed by Max Hamilton in 1959. It
provides measures of overall anxiety, psychic anxiety (mental
agitation and psychological distress), and somatic anxiety
(physical complaints related to anxiety). Hamilton developed the
HAS to be appropriate for adults and children; although it is most
often used for younger adults.

Description

The Hamilton Anxiety Scale (HAM-A) is a 14-item test
measuring the severity of anxiety symptoms. The HAS-A is used
to assess the severity of anxiety symptoms present in children
and adults. It is also used as an outcome measure when assessing
the impact of anti-anxiety medications, therapies, and treatments
and is a standard measure of anxiety used in evaluations of
psychotropic drugs. The HAS can be administered prior to
medication being started and then again during follow-up visits.

Hamilton developed the scale by utilizing the statistical
technique of factor analysis. Using this method, he was able to
generate a set of symptoms related to anxiety and further
determine which symptoms were related to psychic anxiety and
which were related to somatic anxiety.



The test has been criticized on the grounds that it does not
always discriminate between people with anxiety symptoms and
those with depressive symptoms (people with depression also
score fairly high on the HAS). Because the HAS is an
interviewer-administered and rated measure, there is some
subjectivity when it comes to interpretation and scoring.
Interviewer bias can impact the results. For this reason, some
people prefer self-report measures where scores are completely
based on the interviewer.

Practical issues

The HAS-A is administered by an interviewer who asks a
semi-structured series of questions related to symptoms of
anxiety it takes from 15-30 minutes. The interviewer then rates
the individuals on a five-point scale for each of the 14 items.
Seven of the items specifically address psychic anxiety and the
remaining seven items address somatic anxiety. For example, the
third item specifically addresses fears related to anxiety, the fifth
item addresses insomnia and sleeping difficulties related to
anxiety, and the tenth item addresses respiratory symptoms
related to anxiety.

For the 14 items, the values on the scale range from zero to
four: zero means that there is no anxiety, one indicates mild
anxiety, two indicates moderate anxiety, three indicates severe
anxiety, and four indicates very severe or grossly disabling
anxiety. The total anxiety score ranges from 0 to 56. The seven
psychic anxiety items elicit a psychic anxiety score that ranges
from 0 to 28. The remaining seven items yield a somatic anxiety



score that also ranges from 0 to 28. While there is a tendency for
depressed people to also score high on the HAS, some
researchers have suggested that anxiety and depression are so
closely linked that people can easily score high on measures of
both types of symptoms (Bobbyp, 2003; Huppert, 2001)

Sum the scores from all 14
14-17 = Mild Anxiety
18-24 = Moderate Anxiety
25-30 = Severe Anxiety

6- Brief Psychiatric Rating Scale (BPRS):
Goals

It was developed in the late 1960s as a short scale for
measuring the severity of psychiatric symptomatology.
Developed primarily to assess changes in psychotic inpatients.
The BPRS has been the most frequently used psychiatric rating
scale for the past four decades and only a highly selected number
of studies that used the BPRS can be quoted. It has been
successfully used to demonstrate efficacy of antidepressant,
antianxiety and antipsychotic drugs, including the newer atypical
antipsychotics. The BPRS has also been used in epidemiological
studies, gero-psychiatric research and to compare diagnostic
concepts between countries.



Description

The BPRS includes 18 items that address somatic concern,
anxiety, emotional withdrawal, conceptual disorganization ,guilt
feeling, tension, mannerism and posturing, grandiosity,
depressive  mood, hostility, suspiciousness, hallucinatory
behavior, motor retardation, uncooperativeness, unusual thought
content, blunted affect, excitement and disorientation.

Validated translations into a large number of languages are
available. There is also a children's version. The BPRS is most
frequently used in schizophrenia. It is still considered to provide
at least as good a measure of the deficit syndrome. The BPRS of
course has not only been used in schizophrenia, it has been used
successfully in geriatric studies, in depression, anxiety disorders
and even in eating disorders and autism. It covers a broad range
of areas including thought disturbance, emotional withdrawal and
retardation, anxiety and depression, and hostility and
suspiciousness.

Practical issues

The BPRS consists of 18 symptom constructs, each to be
rated by well experienced rates in a 7-point scale of severity
ranging from 'not present'(0) to 'extremely severe' (7). It can be
administered in 30 minutes or less, with good interview and
observation, reliability and validity (Granholm, 2005; Hare,
1988).

7- Socidemographic data sheet:



Semi-structured sheet of the hospital for substance abuse
and for schizophrenia include identification data, mode of
referral, chief complaints, present history, drug history in full
details including the type of substance use, time of first dose,
time of last dose, the continuity of use and way of use, past
history of medical condition and psychiatric illness, personal
history, psychosexual history, marital history, forensic history,
premorbid personality, hobbies and habits, current social
situation, family history and mental state examination.

V- Procedure
1- Approval and Consent
Hospital Approval

As the hospital may disclose personal health information
without patient consent, if a written agreement with the
researcher to protect the information is in place. so the hospital
was provided with the written application, the written research
plan including The objectives of the research and the anticipated
public or scientific benefits, a description of the proposed
research and the duration, a description of the personal health
information required and potential sources, and a copy of the
scientific committee approval of the research plan from the
hospital.



Oral Informed consent

Informed consent is the process for giving research study
participants the information they need to decide whether to
volunteer for the study. The clinical investigator reviewed the
information with them, discussing all known risks and answering
questions. An oral informed consent was obtained from each
research volunteer before that person can participate in the study.
Throughout the study, the research team continued to answer any
questions. Some of participants reviewed their decision to take
part in the study and withdraw form the study.

2- Translation of Wisconsin Quality of Life Index

Translation into Arabic was done by two independent
professional translators, native speakers of the target language
and bilingual in the source language. A backward translation was
done. Both groups were assessed together and reassessed (Abdel
Razek Y et al). This was under supervision of Dr. Marion A.
Becker (Quality of Life Assessment Project, Health and Human
Issues, University of Madison, W1 53703).

3- Pilot Study

The pilot study was done during three months from October,

2005 till December, 2005 for number of reasons:

1. To know the number of the patients available in inpatient
rehabilitation wards of addiction hospital and number of the
patients available in psychiatric units per month in order to
decide the number of patients included in study proper.

2. To examine the feasibility of the tools used.



3. To asses feasibility of including both sexes or not, as the
number of female addicts were limited.

4. To decide whether the selection of schizophrenic patients will
be from inpatient only or include outpatient also.

Results:

1. Female substance abuse patients were few in number, during
the pilot study. Only one patient of substance abuse was
admitted in female psychiatric unit during two months.
Accordingly, female patients both addicts and consequently
schizophrenics were excluded from this study for matching
the samples regarding to sex.

2. Age range: was different in both groups. In substance use most
patients' age range between 20-30 years while in
schizophrenic patients the age range was between 30-40
years. This can be attributed to more family awareness to
addiction problems thus bringing their patients for treatment
program of addiction in early stages while the schizophrenic
family awareness still inadequate so many schizophrenic
patients presented later after many years from the start of
iliness.

3. Taking schizophrenic patients from the outpatient clinic caused
many drop outs during the pilot study because of
noncompliance. So it was preferred to include only the
inpatient for both schizophrenics and substance use disorders
groups.

4. The numbers of patients admitted in addiction hospital were
ranging from 3 to 5 patients daily during the period of the
pilot study. Accordingly, it was decided to include 200



patients in addiction group. At the same time, the numbers of
patients were admitted in psychiatric units ranging from one
to two patients daily during the same period. So the sample of
schizophrenic patients was decided to be 100 patients.

The results of pilot study were not included in the statistics.

4- Study Proper
It was conducted in the period from February 2006 till
April 2007. During this period, the sample of addiction group
was 247 fulfilling the criteria of ICD 10 symptom checklist, 30
of them were discharged against medical advice before
proceeding into the rehabilitation programs, 10 of them refused
to continue the research, seven were excluded due to
deterioration of their physical condition and 200 patients
continued the research. The sample of schizophrenic group was
131 fulfilling the criteria of ICD 10 symptom checklist. Twenty
of them were dropped out because their families refused to
participate in the research, eleven of them were excluded due to
deterioration of their physical condition and the rest of them
continued the research. Each of the two groups; substance use
disorders and schizophrenia were subjected to the following:
1. Socidemographic data sheet
2. 1CD- 10 symptom checklist sheet
3. Complete physical examination: Physical examination was
carried out by the candidate and consultant internal medicine
to detect any comorbid medical illness as hypertension,
diabetes mellitus, IHD and hepatic disease as well as
complications of substance use disorders. This is done in one
session.



4. Laboratory investigation: Including toxicology screening was
done at least once at time of admission for both groups.

5. Psychiatric interview

6. Psychometric battery for substance use disorder's group:
Including ASI for assessment of severity of addiction,
Hamilton Anxiety, Hamilton Depression scales for detection
of comorbidity of anxiety or depression with addiction, done
in separate sessions and Wisconsin Quality of Life Index for
assessment of quality of life in this group.

7. Psychometric battery for schizophrenic group: Including,
BPRS for assessment of severity of schizophrenic symptoms,
done in separate session and Wisconsin Quality of Life Index
for assessment of quality of life in this group.

5- Statistical Analysis

The findings were analyzed using the Statistical Package
for the Social Sciences (SPSS) version 10.0. The following
statistical procedures have been used in this work:



a- Descriptive Statistics:
All numeric values were expected as:

1.

Mean (x) is an average, describing the central tendency of
observations.

Standard deviation (s.d) is a measure of dispersion of results
around the mean (for quantitative variables).

Z score

Frequency (%) for qualitative variables.

b- Analytical statistics:

1.

1-Chi-Square (x2) was used to test the significance of
difference between the frequency of the of the different
observations i.e. qualitative data.

Mann Whitney test (U) was used to compare the differences
between groups for non parametric values, when the
dependent variable can not be assumed to be normally
distributed.

Kruskle- Wallis test was used for comparison of multiple
subgroups for non parametric variable.

Correlation coefficient using spearman’ method for
comparing non parametric variables.

Multiple regression analysis was used to determine the effect
of various factors on dependent variable. The dependent
variables were weighted QOL and unweighted QOL. The
independent variables were age, nationality, residency, marital
state, job state, level of education, number of admission,
chronic illness, forensic history, Hamilton depression,
Hamilton anxiety, diagnosis, BPRS and ASI.



N.B, P-value was used to indicate level of significance, where p
>0.05=non significant; p<0.05= significant; p<0.01=highly
significant and p<0.001= very highly significant.



AIM OF THE WORK

Theoretical part

1.
2.

Review the recent literature about quality of life.

Review the recent literature about quality of life in substance
abuse patients.

Review the recent literature about quality of life in
schizophrenic patients.

Review the recent literature about comparison between
quality of life in SUDs and schizophrenic patients.

Practical part

This thesis was designed to verify the study hypothesis and

answer the following questions:

1.

What are the variables affecting quality of life in both groups
of substance abuse and schizophrenic?

What is the relationship between severity of illness and
quality of life in both groups of substance abuse and
schizophrenic patients?

Does comorbidity of substance abuse with depression and
anxiety have an effect on the quality of life of these patients?
4-Which group its quality of life is more affected, substance
abuse or schizophrenic group?



RESULTS

The final sample consists of two groups, addiction group
including 200 patients and schizophrenic group including 100
patients. All included patients were male.

Results in this chapter were grouped to answer the

following questions:

1. What are the variables affecting quality of life in both groups
of substance abuse and schizophrenic?

2. What is the relationship between severity of illness and
quality of life in both groups of substance abuse and
schizophrenic patients?

3. Is their a relation between diagnostic subtypes in addiction
group and quality of life?

4. Does comorbidity of substance abuse with depression and
anxiety have an effect on the quality of life of these patients?

5. In which group is quality of life more affected, substance
abuse or schizophrenic group?



SECTION 1

What are the variables affecting quality of life in both groups of
substance abuse and schizophrenic?

In this section the socio- demographic data will be
highlighted

The age in addiction group ranged from 18-63 years with a
mean of 32.37 + 8.57years, while in schizophrenic group the age
ranged from 26-57years with a mean of 38.20 + 8.99 years. In the
addiction group the mean age of onset was 19.3 while in
schizophrenic group the mean age of onset was 16.2. The
duration of illness in addiction group ranged from 2years to 19
years with mean of 3.5 + 2.4 years while, in schizophrenic group
the duration of illness ranged from 5years to 17 years with mean
of 5.9 + 3.4 years. The difference in age between schizophrenia
and addiction groups was statistically significant Z -5.16,
p<0.000. The mean number of admission in addiction group was
2.89x3.54 and in schizophrenic group, was 3.24 + 1.17 (Table 1
& figure 1-A & 1-B).

Tablel

Fig 1A

Fig 1B

The main nationality was Saudi patients in both addiction
and schizophrenic groups (94% and 92% respectively). In



addiction group, other nationalities consisted of small percentage
as Bahraini (2%), Kuwaiti (2.5%), Omani (1%) and Yemeni
(0.5%). In schizophrenic group there was additional Yemeni
patient (8%) (Figure 2-A, table 1).

The majority of residency among addiction group was from
Eastern Province (54%) and only (19%) from Central Province,
(83%) of the schizophrenic group was from Eastern Province
(Figure 2-B). As regard marital state (57%) of addiction group
was single, (26%) was married, and (12%) was divorced while in
the schizophrenic group the majority was single (76%), (16%)
was divorced and (8%) was married (Figure 2-C).

Fig 2-A
Fig 2-B
Fig 2-C
Fig 2-D

Both groups were similar in employment states (74.5%) of
addiction group and (76%) in schizophrenic group were
employed, (25.5%) of addiction and (24%) of schizophrenic were
unemployed. Governmental job was the most common job in
both groups (42.5% and 76% respectively). The high percent of
governmentally employed patients from the addiction group were
soldiers (Figure 2-D). As regard educational level (44%) of
schizophrenic patients were educated up to intermediate school,



(28%) up to primary school and (20%) of patients reached high
school, whereas, (36%) of addiction group reached intermediate
school, (33%) high school and (8.5%) reached university
degree(Figure 2-E).

Fig 2E

Chronic physical illness was more among the schizophrenic
patients (40%) in comparison to patients of addiction group
(22%) (Figure 2-F). Addiction group showed more exposure to
serious infectious disease like hepatitis and sexual transmitted
diseases (21.5%) while (4%) of schizophrenic group suffered
from serious infectious disease (Figure 2-G). Moreover, the
addiction group showed more forensic exposure (37.5%) than
schizophrenic group (8%) (Figure 2-H). In addition, the positive
family history for psychiatric illness was higher in schizophrenic
group (12%) while positive family history of addiction was
higher in addiction group (14%) (Figure 2-1). All
socidemographic data showed statistically significant difference
between addiction group and schizophrenic group (Table 2).

Fig 2F

Fig 2G
Fig 2H

Fig 2 |



Family History

Table 2

SECTION 2

Does comorbidity of substance abuse with depression and
anxiety have an effect on the quality of life of these patients?

What is the relationship between severity of illness and
quality of life in both groups of substance abuse and
schizophrenic patients?
In this section we investigated the effect of
severity of illness and comorbidity of psychiatric
illness on the quality of life in substance abuse
and schizophrenic patients.

1- In Addiction group:
a- The distribution of diagnostic subtypes of addiction
group:

The most common diagnosis in addiction group was
amphetamine dependence (n= 70, 35%), followed by poly
substance dependence (n= 46, 23%), then opioid dependence
(n=42, 21%) and least diagnosis was benzodiazepine dependence
and volatile substance dependence (n= 2, 1% for each) (Figure3).

Fig 3

b- Comorbidity of depression and anxiety in addiction
group:



The mean score of HAM-A was 17.54 * 6.44 and (59%) of
sample had normal anxiety score while (40.5%) had moderate
anxiety. Whereas, mean score of HAM-D was 13.21 + 5.33 and
(54.5%) of addiction group had mild depression score, (14.5%)
had moderate depression (Table 3A, 4).

Table 3A

Table 4
c- The severity of illness in addiction group:

The worst domains of ASI was the drug abuse domain with
mean 5.73 £ 1.72 and unemployed state with mean 3.87 + 1.9.
The extremely and considerable problems were highest in
alcohol abuse, drug abuse and family state and least problems
were in medical, psychiatry and employed state (Table 3B).

Table 3B
In the medical state, (37.5%) had moderate problems and

(4.5%) had considerable medical problems. In employment state,
(63.5%) had moderate problems, (22%) had considerable
problems and (0.5%) had extreme problems. In drug abuse,
(37.5%) had moderate problems, (45.5%) had considerable
problems and (12%) had extremely drug problems. In alcohol
abuse, (23%) had moderate problems, (15%) had considerable
problems and (14.5%) had extremely problems.

In legal state, (19.5%) had moderate problems, (20.5%) had
considerable problems and (9.5%) had extremely legal problems.
In family state, (34.5%) had moderate problems, (29%) had
considerable problems and (10.5%) had extremely drug



problems. While in psychiatric state, (20%) had moderate
problems, (13%) had considerable problems and (4.5%) had
extremely drug problems (Table 5).

Table 5
2- Schizophrenic group:
The severity of illness in schizophrenic group:
The mean total score of the BPRS was 26.5 £ 8.92. The
highest scores were unusual thought content, disorientation,
hallucinatory behavior and conceptual disorganization (Table 6).

Table 6
3- Quality of life in both groups:

In general, the quality of life (QOL) was better in the
addiction group than in the schizophrenic group in the most of
the life domains. The highest score among quality of life domains
in addiction group was money& economics with mean
1.85+0.25, while the lowest score among quality of life domains
was psychological well being with mean -0.119 £ 1.3.

As regard schizophrenic group, the highest score among
quality of life domains was activity of daily living with mean
0.91 + 0.83 and the lowest score among quality of life domains
was occupational activities with mean -1.56 + 1.197 (Table 7 &
figure 5).

Table 7
Fig 4



a- Comparison between quality of life in addiction and
schizophrenic groups
Both groups showed statistically significant difference in all
domains of quality of life except in physical health (Table 8).
Table 8

b- Quality of life in addiction group:
1- Relation between quality of life and sociodemographic data
in addiction group:

In general, all domains of quality of life were significantly
negatively correlated with serious infection and positively
correlated with all diagnostic subtypes. At the same times, all
domains of quality of life were negatively correlated with
physical illness and positively correlated with marital state
except in Social relations support and Activities of daily living
(Tables 9, 10).

Table (9) shows that the (General) Satisfaction level and
Occupational activities were negatively correlated with physical
illness, serous infection, and forensic state. Whereas,
Psychological well being, Symptoms outlook, Physical health,
Money & economics, Weighted QOL and Unweighted QOL
were negatively correlated with physical illness, serious
infection, forensic state and job. Social relations support was
negatively correlated with serious infection and forensic state.
Activities of daily living were negatively correlated with serious
infection. Conclusively, these finding indicate that presence of
physical illness, serious infection, positive forensic state and



unemployment are associated with poor quality of life domains in
addiction patients.

Table 9

Table (10) shows that, the (General) Satisfaction level,
Psychological well being, Symptoms outlook and Money &
economics were significantly correlated with marital state, family
history and diagnostic subtypes. Occupational activities, Physical
health, Weighted and Unweighted QOL domains were
significantly correlated with nationality, marital state, family
history and diagnostic subtypes. Social relations support was
significantly correlated with family history and diagnostic
subtypes. Activities of daily living were significantly correlated
with residency and diagnostic subtypes.

Table 10

2- Relation between quality of life and comorbidity with
depression and anxiety in addiction group:

All domains of quality of life showed significant negative
correlation with Hamilton Anxiety and Hamilton Depression
scores. This means that the presence of anxiety or depression is
associated with poorer quality of life domains (Table 11).

Table 11

3- Relation between quality of life and severity of illness
using ASI in addiction group



There were significant association between quality of life
domains and addiction severity index. All domains of quality of
life were scientifically correlated with medical state,
employment state, drug abuse, legal state, psychiatric state and
family support while alcohol abuse was significantly correlated
to (General) Satisfaction level, Occupational activities, Money&
economics, Unweighted quality of life and weighted quality of
life (Table 12).

4- Relation between quality of life and diagnostic subtypes
in addiction group:

All quality of life domains were significantly correlated
with different diagnostic subtypes of substance abuse or
dependence. Volatile and opioid dependence patients showed the
poorest quality of life followed by polysubstance dependence
patients (Table 13 & figure 6).

Table 12
Table 13
Fig 5

5- Relation between type of addictive substance and
addiction severity index domains in addiction group:

Table (14) shows that there are significant relations
between the type of addictive substance and each of the
following domains, medical, employment, drug abuse, alcohol
abuse and psychiatric states. Amphetamine dependence showed



significantly higher scores in drug abuse and psychiatric states
domains. While, opioid and polysubstance dependences showed
higher scores in medical, employment and psychiatric state
domains in comparison to other substances though opioids and
amphetamine showed more legal and family problems than the
other types of substance.

6- Relation between type of addictive substance and
comorbidity with Depression and anxiety in addiction
group

It is apparent from table (15) that benzodiazepines, opioids
and volatile substances are significantly associated with moderate
and severe anxiety in comparison to other substances. Regarding
depressive states, benzodiazepines and volatile substances are
exclusively associated with moderate depression, yet, cases are
very few. Polysubstance and opioids are associated with
moderate and severe depression scores in comparison to other
substances. However, these findings were statistically non-
significant.

Table 14

Table 15

c- Quality of life in schizophrenic group:
1- Relation between quality of life and sociodemographic data
in schizophrenic group

From tables 16 and 17, (General) Satisfaction level was
significantly correlated with nationality, residency, marital state



and education. Occupational activities was significantly
correlated with nationality, residency, chronic illness, education
and job. Psychological well being was significantly correlated
with marital state, family history, job and education. Symptoms
outlook was significantly correlated with marital state, education,
forensic state and family history. Physical health was
significantly correlated with residency, education, chronic illness,
and family history. Social relations support, was significant
correlated with nationality, residency, marital state, job and
education. Money & economics, was significant correlated with
nationality, residency, marital state, forensic state and education.
Activities of daily living were significantly correlated with
physical illness, serious infection, family history, job and
education. Both weighted and Unweighted QOL were
significantly correlated with nationality, residency, chronic
iliness, family history and education.

Table 16

Table 17

2- Relation between quality of life and severity of illness in
schizophrenic group using BPRS

From table (18), significant correlations were found
between different quality of life domains and different items of
BPRS as follows;



General Satisfaction level was negatively correlated with
anxiety, emotional withdrawal, conceptual disorganization,
uncooperativeness, blunted affect, excitement and disorientation.
Furthermore, Occupational activities was negatively correlated
with somatic concern, anxiety, tension, depressed mood,
hostility, suspiciousness, hallucinatory behavior, blunted affect,
excitement and disorientation. Psychological well being was also
negatively correlated with somatic concern, anxiety, emotional
withdrawal,  conceptual  disorganization,  suspiciousness,
excitement and disorientation.

Symptoms outlook, Physical health and Social relations
support were negatively correlated with somatic concern while
Symptoms outlook, Physical health were negatively correlated
with  anxiety, emotional  withdrawal, guilt  feeling,
uncooperativeness. Furthermore, the Symptoms outlook and
Social relations support were negatively correlated with
grandiosity. Symptoms outlook, was also negatively correlated
with conceptual disorganization, mannerisms and posturing,
suspiciousness, unusual thought content and disorientation.
While, Physical health was negatively correlated to depressed
mood, hallucinatory behavior at the same time, Social relations
support was negatively correlated with motor retardation, and
blunted affect.

Money & economics, Activities of daily living were
negatively correlated with anxiety, excitement and disorientation.
The Money & economics was also negatively correlated with
tension, depressed mood, blunted affect. While the Activities of



daily living was negatively correlated with emotional
withdrawal, conceptual disorganization, mannerisms, posturing,
grandiosity, suspiciousness, uncooperativeness.

Unweighted and weighted quality of life, were negatively
correlated with somatic concern, anxiety, emotional withdrawal,
conceptual disorganization, hallucinatory behavior,
uncooperativeness, blunted affect, excitement and disorientation.
Also weighted quality of life was negatively correlated with
tension, mannerisms and posturing in schizophrenic group.

Table 18

SECTION 3

Which group its quality of life is more affected, substance

abuse or schizophrenic group?
In this section we compared the quality of life in
both groups and detect which group is more affected.

Regression analysis for Quality of life in both groups:
1- Regression analysis for weighted quality of life in
addiction and schizophrenic groups:

The regression analysis for weighted quality of life was
significant in both the addiction group and in schizophrenic
group (F = 22.736, p = 0.00, F= 19.526, p = 0.00) respectively.
The most significant factors affecting weighted quality of life in
addiction group were nationality, numbers of admission, chronic
iliness, forensic History, Hamilton depression, Hamilton anxiety
and ASI. While, the most significant factors affecting weighted



quality of life in schizophrenic group were age, nationality, job,
education, forensic history and BPRS (Table 19).

Table 19
2- Regression analysis for unweighted quality of life in
addiction and schizophrenic groups:

The regression analysis for unweighted quality of life was
significant for both addiction and schizophrenic groups
(F=21.522, p = 0.00, F = 18.652, p = 0.00) respectively. The
most significant factors affecting unweighted quality of life in
addiction group were age, nationality, numbers of admission,
chronic illness, forensic history, Hamilton depression, Hamilton
anxiety and ASI. Whereas, the most significant factors affecting
unweighted quality of life in schizophrenic group were age,
nationality, job, marital state, education, forensic history and
BPRS (Table 20).

Table 20

For conclusion, the nationality had significant relation with
QOL of SUDs patients the highest significant QOL was in Saudi
patients and lowest was in Kuwaiti patients in the other hand
schizophrenic Yemani patients showed highly significant
increase of QOL than Saudi patients. As regard, residency in
addiction group there was no significant relation while
schizophrenic group had significant increase in QOL in Northern
Province to Central Province and Western Province.



Marital state in addiction group there is significant increase
in QOL in married patients while the divorced patients showed
the lowest QOL but in the schizophrenic group marital state has
no significant effect on the QOL. The type of job had significant
effect on both groups. Governmental employees and students
showed highest QOL also there was significant effect of
education on QOL in both groups patients educated up to high
school and university degree had highest QOL (Fig7-A & table
21).

Fig 6A

As regard chronic illness, infectious disease, forensic
history and family history of psychiatric illness in addiction
group all these factors caused significant decrease of QOL while
all this factors except chronic illness had no significant effect on
the QOL in schizophrenic group (Table 21 & fig 7-B).

Table 21

Fig 6B

The quality of life of addiction group was negatively
affected by all types of addictive substances, it was found that
patient dependent on cannabis had highest score and the lowest
score was associated with volatile substance dependence (Fig
7C).

Fig 6C



DISCUSSION

In the new era, investigators have been strongly minded
with the concept of quality of life. Their considerations come
from the notion that quality of life is affected by physical health,
mental health, social life, financial satisfaction and other factors
which are reflected on individual's productivity and finanicial
costs. Recent concerns were directed to quality of life (QOL) in
patients with mental illness as those patients consume a large
proportion of the health budjet in western countries. In continuity
with this world wide notion, this study was designed to assess the
QOL in two groups of chronic mental disorders, the substance
abuse and schizophrenia which are well known chronic
debilitating long-term psychiatric disorders require ongoing
management of physical, psychiatric, and social consequences.
Overall, the available evidence suggests that the quality of life
among either substance users or schizophrenic patients is
generally poor (Heniz, 2002).

Quiality of life is defined as the subjective assessment of the
impact of disease and treatment across the physical,
psychological, social and somatic domains of functioning and
well-being. Some authors have suggested that a minimum of
three domains — physical, psychological and social which are
essential to any assessment of QOL. While others have indicated
that physical and psychological domains alone are sufficient.
Regardless of the specific assessment approach used, a
comprehensive assessment of QOL consistent with the accepted



multidimensional definition of this construct is recommended
because it offers a balanced evaluation of multiple areas of
functioning and well-being (Muritz-Klinikum et al., 2004).

All over the world, substance abuse and its related
problems represent the society’s most pervasive health and social
concerns. Each year, about 100,000 deaths in the United States
are related to alcohol consumption. Illicit drug abuse and related
acquired immunodeficiency syndrome (AIDS) deaths account for
at least another 12,000 deaths. In 1995, the economic cost of
alcohol and drug abuse was $276 billion. This represents more
than $1,000 per year for every man, woman, and child in the
United States to cover the costs of health care, motor vehicle
crashes, crime, lost productivity and other adverse outcomes of
alcohol and drug abuse with poor QOL (Alexandre et al., 2006).

On the other hand, schizophrenia is a chronic and disabling
iliness that affects approximately 1% of the population during
their lifetime. According to a study of the World Health
Organisation, schizophrenia accounts for 5% of all years lived
with a disability in the 15-44 age group worldwide (Thornicroft
et al., 2004). In U.S.A., schizophrenia accounts for about 2.5% of
all health care costs, 20% of all Social Security disability days,
and about 20-30% of the homeless. In the first ten years of the
illness it is associated with about a 10% risk of suicide. On
average, schizophrenia reduces the life span by about ten years. It
also leads to under- and unemployment, resulting in poverty, and
very often, reliance upon publicity funded health care (Globe et
al., 1999). Thus schizophrenia imposes severe hardships on



patients and their families and challenge society in the
development of public policies (Klinikum et al., 2004). That's
why researchers recently focused their attention on quality of life
to attain more comprehensive measure in outcome of
schizophrenia. Quality of life allows one to understand the
impact of schizophrenia on the patient’s general well-being, role
functioning, and community integration which was poorer among
this category of patients.

Thus, this thesis hypothesized that the QOL in both
substance use disorder patients and schizophrenic patients was
poor but the QOL in substance use disorder patients are better
than the QOL of schizophrenic patients. Two samples were
selected, the addiction sample was selected from patients
admitted to ALamal Mental Complex in Dammam in Eastern
Province of Saudi Arabia. The final sample consisted of 200
male patients randomly selected from the rehabilitation units of
addiction departements. All patients were taken within three
weeks after passing at least one week withdrawal state. At the
same time, 100 schizophrenic male patients were randomly
selected from inpatient of the psychiatric unit. Female patients
were generally excluded from the sample because female addicts
were very few in number that could not be taken in comparison
with the male addiction group. Al-Nahedh (1999) reported that
the addiction of females in Saudi Arabia is generally limited
resulting from social, religious and tradational prohibiton. Other
study done by Abalkhail (2001) had documented a small
percentage (2.7%) of female abusers in parts of Saudi Arabia, a
finding that is consistent with the nature of the society and the



limited mobility of women. Similarly, female schizophrenic
patients are less commonly admitted in Saudi psychiatric
hospitals due to high tolerance of families as well as cultural
attitude to keep females unexposed to any services. Consequently
to keep the sample matched for age and sex, female
schizophrenics were also excluded from this study.The two
groups were assessed by the following BPRS and W-QOL for
schizophrenics and ASI and HAM-A and HAM-D for addiction

group.

Sociodemographic data in addiction and
schizophrenic groups:
1- Addiction group:

The age range in addiction group was from 18-63 years and
mean 32.37£8.57. mean age at onset of regular use was 19.3
years. Most studies done in addiction involved similar mean ages
(Zilvinas Padaiga et al., 2007; Edward Bernstein et al., 2005
and Weiner, 2001) who reported the mean ages of study
participants were around 32.6. They also reported that the mean
age at onset of regular use was 19.9+4.5 years. Whereas the
Scottish Drug Misuse Database revealed that the median age of
new drug treatment clients reported to them in 2001-2002 was
27 years (Hons, 2004). While Swift et al (2001) found that
Cannabis use predominated among males and younger adults:
use peaked among 18-24 years old and declined rapidly after the
age of 34, with no use among those aged 65 years or elder. A
similar study was done in Alamal complex in Riyadh. The ages
of the patients ranged from 20 years to over 60 years and the



mean age was 29.5 years. Approximately 79% were 20-39 years
of age. The mean age at first exposure was 19 years and the
range was 10-32 years (Al-Nahedh, 1999).

Regarding the marital state, the majority of addict sample in
this study were single (57%). Other studies reported similar
findings. Alexandre et al (2006) found that 56% of his addict
sample were single, 16% were married and 28% were widowers,
separated or divorced. Also, Malet (2006) showed that 56% of
his patients lived alone. While in another study by Acharyya
(2003), he found 31% of men and 33% of women are either
married or coupled, whereas about 47% of the men and 42% of
the women reported never being married. These similar results
may reflect the poor long-term effects of addiction on social and
marrital lives of substance abusers which adds to the deliterious
impact of substance use on the quality of life.

With respect to empolyment, (74.5%) of substance use
patients in this study were employed, while the percentage of
unemployed was (25.5%). In similar reports, Swift (2001) found
that unemployed addicts constiuted 25.6% of his sample. Al-
Nahedh (1999) in ALamal Mental Complex of Riyadh reported
50% unemployement in comparison to 45% were employed at
the time of admission 51% of them had been employed for more
than 5 years at the same job. Despite that the majority of addicts
in this study were employed but there was significant effect on
regularity and quality of work. Acharyya (2003) found that
nearly 26% of substance users had full-time work during almost
the whole year while 60% reported having full-time work in



limited time of the year before admission. Moreover, 42.5% of
those employed in the current study had govermental jobs and
the majority were soliders. As in most Arab countries,
governmental jobs absorb a large number of patients who are
irregular at work and that's why the percentage of empolyment
especially governmental was high in this study. Another
important point is that soliders were reported all over the world
to have higher incidence of substance use than the general
population. This may be related to the nature of their stressful
work. Jedrzejczak (2001) reported that 11.8% of solidiers
informed that they have been using drugs and 2.1% showed
symptoms of addiction and that the main causes of drug taking,
listed by the soldiers, included stress of work associated with the
service and noticeable pleasure.

On the other hand, the majority of substance abusers in this
study were educated up to intermediate school (36%) or high
school (33%). While in other studies, the majority of addicts
reached higher levels as college (Acharyya, 2003; Alexandre,
2006; Looby and Earleywine, 2007). Inconsistent with this
study, Al-Nahedh (1999) found that 47% had 12 years of
schooling and 34% were university educated. This difference in
results may be related to lower age at start of substance use in the
current study and type of substance commonly used which may
reflect the negative impact of substance abuse on continuity of
education and quality of life. While in Al-Nahedh (1999) study,
it was done in Riyadh (the capital of Saudi Arabia) which has
different culture from the place of the current study, having high



level of education of the parents, high income, low poverty and
high employment state.

Furthermore, as expected, a high percentage of addiction
group (37.5%) showed positive forensic history. The association
between substance use and legal problems has been consistently
reported. Drug abuse is linked to many problems as road traffic
accidents, sexual abuse, fires and injuries. William et al (2007)
found that the prevalence of criminal convictions, particularly for
violent offenses among the patients with substances abuse was
much high especially in age 18 to 25 years. Roughly estimated,
95% of persons with a drug arrest also had an arrest for another
type of offense, the nature of legal problems was also related to
the type of substance abused. In a national survey, the prevalence
rates for alcohol, cannabis and amphetamine use among youth in
the eighth grade were 22.5%, 10.2%, and 2.6%, respectively.
High school students who use alcohol and illicit drugs have been
reported to be over three times more likely than nonusers to
engage in physical fights and are twice as likely to bring a
weapon to school (Johnston et al., 2001).

In addition, 21.5% of the substance dependence group
developed serious infections, mainly hepatitis C virus. Chronic
infection with the hepatitis C virus is a common growing
problem, often affecting persons with psychiatric and substance
use problems. The majority of acute hepatitis C cases are
associated with illicit drug use including injectable drug use
while sexual transmission of hepatitis C accounts for 21% of new
cases among drug abusers (Dieperink et al., 2002). Also,



Dinwiddie et al (2003) found that 8.5% of patients admitted with
psychoactive substance use disorders were positive for the
hepatitis C virus and 27.8% were positive for Hepatitis B surface
antibody. Although not found in the current study, the injection
drug use behaviors are also reported to be associated with HIV
transmission (23%) (Susser et al., 1996).

2- Schizophrenic group:

The age range in schizophrenic group were from 26-57
years and mean 38.2+8.99, and the mean age of onset was 16.2
Other studies done in schizophrenia usually report similar mean
ages (Law et al., 2001; Garcia-Cabeza et al., 2001; Ochoa et al.,
2003; Malla et al., 2006). In most studies, the mean ages of
schizophrenic patients are higher than that of addicts as addicts
usually present early to mental health services while
schizophrenics usually take longer time to present, may be due to
stigmatization, lack of awareness by the family, cultural beliefs
and attribution to genie, evil eye and black magic. Psychiatric
patients are still considered to be unacceptable, unworthy and
inferior (Bromley et al., 2004). These attitude can delay their
presentation to psychiatric services and treatment which
consequently imposes negative effect on the quality of life.

Regarding the marrital status, the majority of schizophrenic
sample were single. Almost all studies done on schizophrenia
convey similar results (Law, 2001; Wilkinson, 2000; Abdel
Razek et al., 2001; Daradkeh and Al Habeeb, 2005). This is
related to the impact of illness on social relations of patients and
quality of life. Marital status was identified as one of the best



predictors of evolution in schizophrenia. Being married and
having adequate pre-morbid psychosocial adaptation are related
to a more favorable prognosis. It has been described that the risk
of hospitalization in single patients increases with age. However,
this effect is not observed in married patients (Cougnard et al.,
2007).

In contrast to substance dependence patients, the majority
of schizophrenic patients were educated up to intermediate and
primary school levels and few of them continued to high school
or reached university. In other studies, Huppert et al (2001)
reported 40% of schizophrenics completed high school and 31%
had at least some college education. Malla (2006) found that
66.3% reached high school education or higher and only 18%
received some college education. Whereas in an Arabic study
performed by Daradkeh and Al Habeeb (2005) they found that
23.8% were illiterate or had less than 6 years formal education,
23.3% had 7-12 years formal education and 52.9% had more
than 12 years formal education. The difference between this
study and others may be related to poor cultural support for
education, poverty and also due to early manifestation of
cognitive deterioration which affects the continuity process of
education. Cognitive deficits are critical determinants of
schizophrenia morbidity and functional outcome (Bertolino et
al., 2004). Other studies have also found an association between
low schooling in schizophrenia and quality of life, whereby
better educational level was associated with better
psychopathological status in the disease evolution, better



adjustment in social functioning and greater satisfaction with life
(Cardoso et al., 2005).

Similar to the addiction group, the majority of
schizophrenics were employed mainly govermental as the
governmental jobs absorbs and supports most of these patients.
This is in contrast to western studies reporting unemployement in
more than 79% (Thornicroft et al., 2004; Erp et al., 2007) and
eventhough, those who were employed did not show regular
work records (Salkever, 2007; Cougnard et al., 2007). Whereas
Abdel Razek et al (2001) stated that 90% of schizophrenic
patients in an Egyptian sample did not work and 70% did not
work at all for the last 4 years. As the socioeconomic status and
quality of life is related to the occupational domain, unemployed
males showed lower quality of life when compared with
employed ones (Lehman et al., 1996).

The positive forensic history was 8% only among the
schizophrenic group in comparison to SUDs patients. Criminal
acts and legal problems were reported to be higher among
schizophrenic patients compared with the general population.
Pandiani et al (2007) found that 6.6% of schizophrenics were
identified by police as criminal offenders and 7.1% were
identified as crime victims. While Fazel (2006) showed that
people with a psychotic mental illness were responsible for
18.2% of murders or attempted murders, 15.7% of arson attacks,
6.3% of aggravated assaults, 4.9% of sex offences, 3.6% of
robberies and 3.1% of common assaults. The increased risk for
legal problems in schizophrenia patients may be accounted for by



several reasons; psychotic features, poor judgement and
comorbid substance abuse. Wallace et al (2004) found
significantly higher rates of criminal conviction in schizophrenic
patients with substances abuse problems more than for those
without substance abuse problems (68.1% versus 11.7%) which
adds to the poor quality of life found in those patients.

Additionally, the finding of positive family history of
schizophrenia more in schizophrenic group is consistent with
previous reporting that increase risk for schizophrenia was
associated with a family history of all major psychiatric disorders
(Byrne et al., 2002).

Diagnostic subtypes of addiction:

The most common substance use and dependence found in
this study was amphetamine (35%), followed by poly substance
dependence (23%) then opioid dependence( 21%), alcohol and
cannabis dependence (9.5% for each) while the least diagnosis
was benzodiazepine dependence and volatile substance
dependence (1% for each). Amphetamine and amphetamine-like
substances e.g. ecstacy are reported to be the most common
substance used in almost all countries (Survey, 2003). More than
40 million people around the world or one in every 100 people
aged 15 and elder used amphetamine-like substances in 2000-
2001. The global use of ecstasy estimated to have risen by 70%
between 1995-1997 and 2000-2001, while use of amphetamines
increased by 40% in the same period (Herald, 2003).



Previous studies done on addiction showed wide range in
the pattern of substance use and dependence. Acharyya (2003)
found that a significantly large proportion of men (more than
14%) compared with women (9%) reported alcohol addiction as
their primary problem. While, heroin which was the drug of
choice in the 1980s, comes as the second main problem in about
18% of the men and 20% of the women. Although more men
(about 4%) than women (about 2%) prefer marijuana, the
proportion of substance abusers in the other drug categories as
hallucinogen, narcotics, opiates, sedatives, amphetamines,
inhalants, and others is small and roughly the same for the two
sexes. In another study by Neale (2004) investigating the main
drug used or abused (i.e. the drug they had used most often or
that had caused them the most problems) in the past 3 months in
790 addicts, 79.8% reported heroin, 4.6% reported diazepam,
4.1% reported methadone and 2.4% reported cannabis.

The pattern of substance use and dependence was also
investigated in Arab countries and in Saudi Arabia itself. In a
study done in Al-Amal Mental Complex of Riyadh, alcohol was
used by 23.7% of the patients, sedatives by 23.12%, heroin by
18.75%, hashish (cannabis) by 10.63% and glue-sniffing by
9.38%. The remaining 14.38% used a combination of two or
more substances (Al-Nahedh, 1999). While in Jeddah, Abalkhail
(2001) found in his study among 243 heroin addicts and 66 non-
heroin addicts, all men of Saudi nationality hospitalized for
detoxification in Jeddah Al-Amal Hospital, non-heroin addicts
abused either volatiles (34.8%), amphetamines (37.9%) or
alcohol (27.3%). Most heroin addicts (67.8%) preferred



intravenous administration to inhalation (5.9%). A combination
of both routes was reported by 26.3% of heroin addicts. Non-
heroin addicts took the drug orally and/or by inhalation
depending on the substance abused. Although both studies and
the current study were done in similar Saudi culture, there are
differences between results of studies done in Jeddah, Riyadh
and Dammam. This may be related to several reasons, as effect
of residency on the availability and type of substance used as
well as difference in socioeconomic and education status. Also,
the timing of studies was different.

Quality of life in substance use diorders versus

schizophrenic patients

Quality of life results from the interaction of the social,
psychological, and physical domains on an individual's
functioning. Almost all studies investigating the QOL agree that
both substance abusers and schizophrenic patients usually show
poorer QOL domains when compared to general population.
Similarly, the results of the current study showed the same
findings. However, when comparing both disorders, the QOL
was generally poorer in schizophrenics than in SUDs patients.
Schizophrenic patients were generally worse than addiction
group in all domains of quality of life especially in General
satisfaction level, Occupational activities, Psychological well
being, Symptoms outlook, Social relations support, Money
economics, Activities of daily living. In another comparative
study, patients with mental disorder were reported to have
significantly poorer QOL in the physical and psychological



domains as compared with patients with opioid dependence. Both
groups of patients with and without mental disorder showed
significantly poorer QOL in the physical, psychological, and
social domains with respect to healthy participants. The scores on
the "relationship with environment" domain did not differ among
opioid dependence, mental disorder (Bizzarri et al., 2005).

These findings may be related to several reasons. The
general governmental policy is more directed towards and
oriented with addiction problems than towards schizophrenia,
which helped to improve QOL in substance abuser patients.
Another reason may be attributed to selection of the sample
itself. Schizophrenic patients were recuirted mostly from those
admitted in psychiatric wards while addiction group were
recuirted from those who were recently involved in rehabilitation
programs. Studies on subjective quality of life among
community-based patients with severe mental illness have
indicated they have a better subjective quality of life compared to
patients in hospital settings (Daradkeh and Al Habeeb, 2005).
This may explain why QOL is better in addiction group in
comparison to schizophrenic group. Also, the phase in which
schizophrenics were evaluated affects quality of life. Although
the course of schizophrenia is variable, psychotic symptoms tend
to become less florid, whereas negative symptoms often
predominate the chronic phase (Bizzarri et al., 2005). Therefore,
this natural course of symptoms over time, together with the
effect of maintenance neuroleptic treatment may add to poorer
QOL. Moreover, the lack of female patients in both may relate to
difference in QOL between both disorders.



Female addicts have poorer QOL than male addicts (Peters
et al., 2003) while quality of life in female schizophrenics is
better than in males as they are more protected by their families,
better accepted and tolerated and less work burden is needed
from them in comparison to male schizophrenics.

Kulkami (2001) reported that women were found to have a
higher quality of life than men as they are more likely to present
with affective symptoms and have fewer negative symptoms
compared with men. This finding was related to the effect of
estrogen acting on brain maturation causing the delay of first -
onset schizophrenia in females. Thus absence of female
schizophrenics and femal addicts from the current study may
explain poorer QOI in schizophrenia in comparison to addiction.

Quality of life in the addiction group:

Recent investigators have shown that substance users were
associated with impaired quality of life domians especially
general satisfaction, daily activities, occupational state and
general health compared to non-users (Smith et al., 1999;
Ventegodt et al., 2003). Gossop et al (2006) found impaired
quality of life in SUDs patients which mainly affected physical
and psychological health; role functioning, emotional health,
social functioning and self-perceived general health. While Falck
et al (2000) reported that poorer health domains were associated
with more frequent drug abuse. In contrast, the decrease in
substance use or treatment of substance use led to improvement



in quality of life and increase in mean health status scores
(Greenfield et al., 1995; Smith et al., 1999).

Results from the current study showed that the best quality
of life domains in addiction were money and economics and
activities of daily living while the worst quality of life domains
were psychological well being, occupational activities and
physical health. These domains: physical health, occupational
and psychological states were frequently reported to be
significantly affected by several studies (Smith et al., 1999;
Falck et al., 2000).

The poor QOL reported in substance users by different
studies have been attributed to several factors such as unstable
housing, general satisfaction, involvement in the sex trade,
sharing needles, daily use of heroin (Hubley et al., 2005).
Carretero et al (1996) also reported that severe comorbidity
(hepatitis B, depression, attempted suicide) and high scores on
ASI were significantly related to worse health states and worse
quality of life. Also, the negative effects of drug taking cause a
rapid decline in quality of life domains scores (Globe et al.,
1999). Substance intake leads the patient to develop maladaptive
behavioral and psychological changes including apathy,
assaultiveness or belligerence, impaired judgment and impaired
job or social functioning (Flanagan et al., 2007). Being single or
unmarried (Globe et al., 1999) or experiencing high levels of
chronic medical and mental health problems adds to the negative
effect of substance abuse on QOL (Brogly et al., 2003).



Although results of the current study showed that all QOL
domains were significantly affected by substance abuse (table
13), yet, the type of substance used had variable effects on
different domains of QOL. In this study, the poorest quality of
life was found in patients having volatile dependence and opioid
dependence followed by polysubstance. Similarly, studies
investigating this issue showed that QOL is lower in heroin
abusers than in controls affecting their physical, legal,
psychological and social support more than other substance
(Fassino et al., 2004). This is attributed to the common and
frequent medical and psychiatric comorbidities which play an
important role in their poor outcome. Antisocial personality
disorder is one of the most common disorders, along with major
depression and anxiety disorders as well as hepatitis C, HIV
infections and acute bacterial endocarditis (Krantz et al. 2004).
While in case of volatile dependence, Brouette (2001) reported
that volatile substance use starts in early ages (5.9% in
adolescents) and kills more children and young people aged 10-
16 year than all other illegal drugs put together. Small doses can
lead to euphoria, behavioral disturbances, delusions and
hallucinations. Higher doses may cause life-threatening effects
such as convulsions and coma. Chronic high-dose usage of
solvents can produce severe organ damage, especially to the
liver, kidneys and brain which explains the worst impact of
volatile substance on QOL in comparison to other substance.



Other studies comparing QOL scores in the general
population to the quality of life scores for alcohol-dependent
patients and other illicit drugs showed that QOL scores were
relatively lower in those patients, especially in the psychological
and role dimensions but were closer to population values in the
physical and functional dimensions. The quality of life
dimensions were lower in patients with high "ASI alcohol”
scores, indicating worse health related QOL profiles and also
worse global quality of life with a higher severity of alcohol
dependence. This was due to high correlation with HAM-D. The
domains of quality of life were lower in patients with HAM-D
greater than or equal to 19 (major depression) compared to those
with HAM-D less than or equal to 7 (absence of depression)
(Daeppen et al., 1998). McKenna et al (1996) and Malet et al
(2006) found a clear and consistent relationship between domains
of the quality of life and patients with alcohol drinking behavior,
experiencing much poorer health than a 'normal’ population for
all dimensions of health considered. While in cases of
amphetamine use, low self-confidence and self-esteem is
statistically linked to low quality of life (Silverstone and Salsali,
2003). In case of poly substance dependence, the powerful
synergy between substances abused lowers QOL score 15.9%
below the average of general population (Ventegodt et al., 2003).



Effect of comorbidity with depression and
anxiety on QOL in substance use disorders

patients

Previous studies have reported increased incidence of
psychopathological states in substance users which adds to the
determintal effects on the QOL in this group of patients (Safren
et al., 1997 and Mendlowicz et al., 2000). In general, the
comorbidity between psychiatric disorders and substance use
disorder is quite high and complicates the poor effect of
substance on the quality of life. Major depression and anxiety
disorders are the most common comorbidities reported (Conway
et al., 2006). In this study, (54.4%) of addiction group had
moderate depression, (14.5%) had severe depression on HAM-D.
Whereas (40.5%) of the sample suffered from moderate anxiety
on the HAM-A. In other studies, 46% of substance abuse
subjects reported moderate or high levels of depression on the
HAM-D (Dorus and Senay, 1980). Deykin and his collegues
(1992) found in their study that 24.7% of the subjects met the
DSM-VI criteria for anxiety.

Several studies have investigated the underlying
relationship between substance use and psychiatric disorders.
Comorbidity is greater in individuals who are dependent on illicit
drugs, compared to alcohol-dependent individuals, and
individuals with multiple dependencies experience the highest
rates of psychiatric comorbidity. Roeloffs (2002) identified
problems associated with substance use among 1,187 patients
with either depressive symptoms (44%) or depressive disorders



(56%). Sedative absuse (reported by 14% of all patients) was
associated with severe anxiety, social phobia and misuse of
prescriped opioids. Cannabis use (11%) was associated with
recurrent depression, agoraphobia, and hazardous alcohol use.
Reversibaly, hazardous drinking (11%) was significantly
associated with cannabis use and depressive symptoms. While
Shrier (2003) reported that the symptoms of anxiety were most
common (60%), followed by symptoms of depression (51%)
among a sample of 538 substance abuse adolescents.

Because acute intoxication and withdrawal from drugs of
abuse can mimic symptoms of psychiatric disorders, the overlap
of symptoms can be problematic in making an accurate diagnosis
of a psychiatric disorder in an individual with a substance use
disorders and associated with poor quality of life (Kandel et al.,
2001). Rao et al (1999) found that major depression was
associated with alcohol and illicit drug abuse in 32% to 54%
respectively. Brook et al (2002) found that individuals with
major depression are more likely to develop substance use
disorders while individuals with substance use disorders are at
greater risk for the development of major depression, compared
to the general population. Clinical similarities depressive
symptoms are commonly reported during withdrawal of drug
abuse. Irritability, sleep difficulties, anxiety, trouble with
attention and concentration are associated with both protracted
withdrawal states and major depression (Brook et al., 2002).
Whereas Riggs et al (2007) found that adolescents with substance
use disorders (SUDs) have higher rates of depression (15%-24%)
than adolescents in the general population (2%-8%). Comorbid



depression is also associated with more severe substance abuse,
poorer drug treatment outcomes, increased suicidal rates and
higher relapse rates.

In addition, the type of substance used also has an impact
on the nature and severity of depression which adds to the poor
quality of life. In the current study, benzodiazepines, opioids and
volatile substances were significantly associated with moderate
and severe anxiety in comparison to other substances. Also,
benzodiazepines, volatile, polysubstance and opioids were
associated with moderate and severe depression scores in
comparison to other substances although this was statistically
non-significant. Depression and substance dependencies are
among the most prevalent and costly disorders confronting the
health care system and affecting the quality of life and they tend
to co-occur leading to greater overall severity and worse health-
related outcomes including increased risk of suicide. Edward
(2004) studied a sample of 848 patients depended on alcohol,
opiate, cocaine and amphetamine. The mean baseline HAM-D
scores ranged from 11.7 to 28.9, indicating moderate to severe
levels of depressive symptoms. Other studies reported similar
findings in amphetamine, benzodiazepine, opioid and
polysubstance users (Katherine, 2006; Russel, 2005 and Dorus,
1980). Russel (2005) also argued that amphetamine dependence
can cause serotonin depletion as well as serotonergic
neurodegradation that may result in depression.

Other studies reported that clinical characteristics of alcohol
dependence with comorbid depression include presentation with



multiple symptoms, increase risk of suicide, increase psychiatric
comorbidity, increase medical comorbidity, increase risk taking
behaviour and poor social and family function. Thus alcohol
dependence has significantly negative effect on the course of
major depression. It worsens the response to medication and
reduce remission. The major depression is nearly twice
prevelance in male alcoholics compared to general male
population 24.3% and 12.7% respectively (Kessler et al., 1994).

Moreover, the relationship between anxiety disorders and
substance wuse is complex and can vary greatly among
individuals. In some cases, the substance use disorder may
develop as an attempt to self-medicate of anxiety symptoms. In
others, anxiety symptoms are often seen with the abuse of
substances and during withdrawal states. In some individuals
there is likely to be a cyclic interaction i.e. depressants, such as
alcohol and opiates, may be used in an attempt to decrease
anxiety but during withdrawal states, anxiety is increased leading
to an exacerbation of the anxiety disorder and making relapse to
substance use more likely (Deykin et al., 1992).



Many alcohol-dependent individuals and drug abusers
demonstrate severe anxiety symptoms in the context of acute or
protracted abstinence syndromes but it is unclear whether these
anxiety conditions are independent psychiatric disorders or
temporary syndromes that are likely to disappear on their own.
Lifelong anxiety disorders are unusually prevalent among
alcohol-dependent individuals. Anxiety syndromes are likely to
disappear with abstinence. The rate of alcohol dependence among
subjects with lifelong anxiety disorders is higher than normal
population. Moreover, there is familial crossover between alcohol
dependence and anxiety disorders. Alcoholism is often preceded
by anxiety disorders (Schuckit and Hesselbrock, 2004). Whereas
Roberts (1999) found that among 146 alcohol-dependent patients
and poly substance abusers, 58% reported excessive anxiety on
admission and 22% met DSM-IV criteria for specific anxiety
disorders. After three to four weeks of abstinence, the scores of
anxiety declined significantly and 10% met criteria for specific
anxiety disorders. It is more likely that anxiety levels on
admission were significantly related to severity of alcohol
dependence or other substance abuse and recent life events rather
than to severity of withdrawal symptoms (Grant, 1997).

Relation between addiction severity index and
QOL.:

The ASI is used to assess severity of problems in areas
associated with substance abuse at treatment entry. High score of
ASI indicates higher morbidity levels (Daeppen et al., 1998). In
this study, the worst areas of ASI were drug abuse followed by



unemployed state and the less worse areas were medical and
psychiatric states (table 3). Other studies showed different
results, Dixon et al (1998) found that current substance abusers
had significantly greater severity of legal problems, alcohol and
drug problems while patients with past substance use disorders
had greater severity of family problems than did the non-abusers.
In accordance with the current study, Wertz et al (1995) found
that substance abusers scores were higher on the alcohol abuse,
drug abuse, medical and employment state than legal and
psychiatric problems. While Sees et al (2000) found that five ASI
problem areas: employment, family, psychiatric, legal, and
alcohol use were 50% worse in addicts compared to intervention

group.

Moreover, the severity of different ASI areas is related to
the type of substance used. This may contribute to the difference
in scores of ASI between this study and others. The current study
showed significant relations between the type of addictive
substance and each of medical, employment, drug abuse, alcohol
abuse and psychiatric states only (table 14). Specifically, opioid
and polysubstance dependence showed higher percentages of
moderate and considerable problems in medical, employment
and psychiatric state in comparison to other substances. Also,
amphetamine  dependence showed significantly  highest
percentages of considerable and extreme problems in drug abuse
and psychiatric states. Although non-significantly, opioids and
amphetamine showed more legal and family problems than the
other types of substance. Similar to the current study, Karen et al
(2000) found no significant effects of opioid dependence in the



ASI psychiatric state but high legal, family and social support,
physical state problems. Whereas Metzger et al (1991) reported
that alcoholic and drug abusers showed more severe alcoholic
problems, legal difficulties, drug problems and higher levels of
psychiatric symptoms. Generally, Mertens (2001) found that 91%
of substance users had higher ASI scores especially in
employment state, medical, family, psychological and legal
associated with severe drug problems in comparison with normal
population.

Furthermore, the severity of problematic areas in ASI has
impact on each other and also related to quality of life. Craig et al
(2004) reported that absence of illicit drugs was predicted by low
ASI drug severity scores and missing fewer days of medication,
full-time employment was predicted by low scores on ASI-
employment severity, longer lengths of stay and a younger age.
Better attendance at counseling sessions was predicted by low
scores on ASI psychological and longer lengths of stay. Better
ratings of patient progress were predicted by longer lengths of
stay and lower ASI severity scores in the drug domain. ASI
domain scores of both drug and alcohol appear to be reliable
predictors of treatment outcome among rehabilitation
maintenance programs, with higher severity scores predictive of
poorer outcome associated with poor quality of life
(Craig et al., 2004). In contrast, Smith et al (2003) found that
overall QOL was negatively affected by ASI drug scores, but
ASI alcohol scores had comparatively little impact.



Quality of life in schizophrenia group:

Recent studies done in schizophrenia focusing on the
quality of life as an important measure of the impact of
schizophrenia and its respective treatment converged on the fact
that schizophrenia worsens QOL of those affected with it. In
convenience with this finding, the current study showed that
QOL is poor in schizophrenic patients and even poorer than
substance dependent patients. The best quality of life domains
were activity of daily living and physical health while the worst
quality of life domains were occupational activities and
psychological well being (see table 7). Unlike the addict group,
there was difference between weighted and unweighted quality
of life in schizophrenic group indicating marked discrepancy in
quality of life between different life domains. This point to the
unequal burden that schizophrenia causes in different life aspects.

Other studies evaluating the quality of life in schizophrenia
showed similar results. Thornicroft (2004) found that the least
satisfactory domains in QOL were job and financial situation,
mental health and sexuality. While, Postrado and Lehman (1995)
reported more dissatisfaction with family relations, mental and
physical health, supportive relationships, meaningful occupations
in rehospitalized patients with poor global quality of life. On the
other hand, Choon et al (1998) found that schizophrenics at 2
years follow up after discharge had severe impairment in
occupational functioning and were employed for only about one-
third of the 6-month period. While, 60% of the patients were
unemployed because of the illness, another 12% experienced



moderate to severe impairment in their capacity to work; 64%
were financially supported by social service agencies and 44%
experienced at least moderate impairment in their ability to
perform household duties. Nowadays, medical treatment aims at
controlling the symptoms of the disease. The patients receive
little help in addressing issues such as how to find an adequate
occupation or how to build social relations, taking their mental
problems into consideration. Managing schizophrenia needs
therefore to focus more on the personal aspects of the disease,
rather than on the symptoms alone (Thornicroft, 2004). Long-
stay patients have poorer quality of life especial in social
functioning and size of the social network, dissatisfaction with
family relations (Leff et al., 1996). This may explain the poorer
QOL found in schizophrenic patients in the current study. While,
patients outside psychiatric institutions were the most socially
active and had the most satisfying contact with their families,
subjective well-being and daily activities (Borge et al., 1999).

Many factors interplay to decline the QOL in schizophrenic
patients. These factors include the nature and severity of
schizophrenic symptoms as well as the social consequences of
illness. Cardoso et al (2005) found that the variables associated
with low quality of life score included age, gender, and treatment
time, marital status, total hospitalization time and total
psychiatric treatment time. Single marital status was three times
more likely to be associated with low quality of life as compared
to married. Patients using three or more psychoactive drugs
showed low quality of life than whom using single medication.
The greater the number of medications used by the patient, the



severity of symptoms and the adverse effect of antipsychotic
medication, the worst the quality of life in the schizophrenic
patients. Siegel et al (2006) reported that longer duration of
iliness had a negative effect on overall symptoms and was usually
associated with more severe positive symptoms, poorer social and
occupational function before presentation for treatment, poorer
outcome and poorer quality of life.

Furthermore, a wide array of sociocultural factors were
addressed by Choon et al (2000) such as educational level of
patient and family members, socioeconomic status, availability
and access to health care, beliefs and knowledge about mental
illness, integrity of social support network and
psychopathological factors (e.g., insidious mode at onset, bizarre
and disruptive behaviors, level of insight into illness and the need
for treatment). They stated that these factors may interact
together to influence treatment-seeking behaviors The net result
of the interplay of these factors within the patient and between
the patient and his or her environment (family members and
sometimes with the legal system as well) could either shorten or
lengthen the duration of untreated psychosis and affect the quality
of life. Other factors that may contribute to low quality of life in
schizophrenia: anxiety, depression, psychotic symptoms and
substance especially alcohol abuse. Social aspects such as not
having reliable friends or daily contact with family and having
few leisure activities also affect QOL. Relatives often worry
about the patient's health, their own future, safety and financial
position (Thornicroft, 2004). Improving these aspects positively
affects QOL. Penn and Mueser (1996) found that social skills



training produce improvement on specific behavioral measures.
While, family interventions (i.e. family psychoeducation and
behavioral family therapy) are highly effective for reducing
families' expressed emotion and family burden and improves
patients' relapse rates, outcomes and quality of life.

One of the important factors that adds to poor QOL in
schizophrenia is comorbid substance abuse. Although excluded
from the current study, the relationship between substance use
and psychotic disorders is very complicated and debatable.
Schizophrenia and substance use are connected by multiple
potential links, including genetic vulnerability, medication side
effects, negative symptoms, and psychosocial factors. Self-
medication has been commonly used and this explain the high
comorbidity. Specifically, self-medication of negative symptoms,
such as social withdrawal and apathy and drug use in the attempt
to decrease discomfort from the side effects of typical
antipsychotic medications has been suggested as explanations for
the high prevalence of substance use disorders in individuals with
schizophrenia (Dixon et al., 1990). Other studies have
demonstrated that up to 50% of individuals with schizophrenia
have either alcohol or illicit drug dependence (Regier et al.,
1990). Substance use in schizophrenic patients is associated with
poor social function, symptom exacerbation, frequent
hospitalization, medication noncompliance and poor treatment
response with poor quality of life (Dixon et al., 1990).



Relation between severity of symptoms in
schizophrenia and QOL.:

The pattern of illness severity in schizophrenia differs
according to the type of schizophrenia, in relapse or in remission
and also whether inpatient or outpatients. McNiel and Binder
(1995) reported that schizophrenic patients showed low levels of
hostility, uncooperativeness, and suspiciousness and high levels
of depression, guilt, and anxiety. In contrast, Lowenstein et al
(1990) found that newly admitted schizophrenics who showed
higher levels of thinking disturbance, hostile-suspiciousness, and
agitation-excitement at the time of admission were at greater risk
of becoming assaultive during the hospitalization. While, Gur
(2006) reported that flat affect and other negative symptoms of
schizophrenia were associated with poorer premorbid adjustment,
worse current quality of life, and worse outcome at 1-year follow-
up. Patients overall performed poorly on emotion processing
tasks, one that required identification of happy and sad emotions
and one that required differentiating among intensities within
these emotions.

In the current study, schizophrenic patients showed higher
scores on the BPRS in positive symptoms mainly unusual
thought content, disorientation, hallucinatory behaviour and
conceptal disorganization. This may be an additional cause to
poor QOL in schizophrenics found in the current study. Similar
to other studies, these symptoms and others showed significant
correlations with the different quality of life domains (see table
18). In general, higher level of positive symptoms was found to



be associated with a longer duration of hospitalization, increased
overall symptoms, decreased ability to meet basic needs, and
decreased quality of work later in life. While, negative symptoms
adversely affect later ability to meet one’s own needs, ability to
find work, social and occupational outcome and consequently
associated with poor quality of life (Siegel et al., 2006).
Daradkeh and Al Habeeb (2005) also reported the greater the
psychotic symptoms, the worse the quality of life. Furthermore,
patients with less-severe non-psychotic symptoms have better
quality of life compared to those with severe non-psychotic
symptoms. Additionally, Choon et al (1998) reported that the
level of negative symptoms was moderately and significantly
correlated with later occupational impairment, financial
dependence on others, impairment in performance of household
duties, impaired relationships with friends, impaired ability to
enjoy recreational activities and global assessments of
functioning. Severe negative symptoms were associated with
poor quality of life. Also, poor treatment response had been
correlated with symptom severity and social and occupational
function with impairment of quality of life at 1-year follow-up
(Siegel et al., 2006).

Limitations

Although, our study is one of few studies whose interest is
to compare the QOL in between addiction patients and
schizophrenic  patients. we investigated the associated
sociodemographic, clinical variables, severity of illness



andcomorbidity and their impact on QOL in both substance
abuse and schizophrenic patients.

There has been major limitations encountered in this study that
should be stated:

1.

The schizophrenic sample included only male patients and
excluded females which may differ in the results of quality of
life. It has been previously reported (Kulkami, 2001) that
quality of life in female schizophrenics is better than in males
as they are more protected by their families, better accepted
and tolerated and less work burden is needed from them in
comparison to male schizophrenics.

The addiction sample did not include any female patients
which made results incomplete. It was previously reported
that QOL is more poorer in female substance use patients than
male patients.

The schizophrenic sample was mostly selected from inpatients
units due to marked drop out from outpatients. Inpatients are
commonly more disturbed with more positive symptoms in
addition to chronicity, all of which add to the poor quality of
life reported in the current study.

In this study the substance use patients were mainly cases of
drug dependence either on single or poly substances whereas
the pure cases of substance abuse were few in number and
limited.

Also, the addiction sample was not equally distributed i.e
cases with volatile and benzodiazepine dependence were very
few which made statistical comparisons difficult.

Smaller number of schizophrenic sample in comparison to
addiction sample.



CONCLUSION

Quality of Life is a broad construct used in health planning,
health economics, and medical decision-making. Quality of life
(QOL) has become an important endpoint in clinical trials and
studies for many chronic disorders as well as in many studies of
medical and surgical interventions. Despite that, the concept of
QOL has been recently introduced in the field of psychiatry and
mental disorders in last decades. Specific attention was directed
to measuring physical functioning, social and emotional
functioning, and work-role functioning in chronic disabling
mental disorders such as schizophrenia and substance
dependence. The interest of our study is to explore the effect of
substance abuse and schizophrenia on QOL. We hypothesized
that the QOL in both substance use disorders patients and
schizophrenic patients was poor but the QOL in substance use
disorder patients are better than the QOL of schizophrenic
patients. Thus we investigated the factors affecting the QOL of
those patient including the sociodemographic differences, effect
of comorbidity and severity of illness.

We conclude from the previously presented data that the
Saudi patients had highest QOL while Kuwaiti patients had
lowset QOL in substance use disorders patients. in the other hand
schizophrenic Yemani patients showed highly QOL. As regard
residency in addiction group there was no significant relation
while schizophrenic group had significant increase in QOL in
Northern Province to Central Province and Western Province.



Marital state in addiction group there is increase in QOL.in
married patients while the divorced patients showed the lowest
QOL but in the schizophrenic group marital state has no
significant effect on the QOL. The governmental employees and
students showed highest QOL in both groups also there was
significant effect of education on QOL in both groups patients
educated up to high school and university degree had highest
QOL. The quality of life of addiction group was negatively
affected by all types of addictive substances, it was found that
patient dependent on cannabias had highest score and the lowest
score was associated with volatile substance dependence.The
comorbidity with depression and anxiety affected QOL in
addictive patients negatively. Increase scores of severity of
addiction ASI or severity of symptoms of schizophrenia BPRS
were associated with poor QOL in both groups.

Finally, as expected and previously reported, the results of
current study showed poor QOL in both disorders and even
worse in schizophrenics than addicts. This may be attributed to
several factors; different nature of illness, sample selection and
different effects of either disorder on social relations,
socioeconomic status and physical health.



SUMMARY

The definition of health according to World Health
Organization is "a state of complete physical, mental and social
well being and not merely the absence of disease or infirmity".
Quiality of life is also defined as the subjective assessment of the
impact of disease and treatment across the physical,
psychological, social and somatic domains of functioning and
well being. Quality of life is affected by and reflected on
individual's productivity and financial costs and also defined as a
complex and multidimensional construct. Individuals’ subjective
experience of life quality is impacted by interplay of objective
circumstances which change over time.

Quality of life is now a more valued assessment, not only in
psychiatry but also in many other areas, particularly those
branches of medicine dealing with patients who suffer over
relatively long periods of time. Patients are increasingly viewed
as people and not just cases. This is indicative of a more
consumer-oriented approach to medical care, in which the
patient’s own views are considered important rather than patients
being solely the objects of expert opinion from professionals who
themselves judge the effectiveness and relevance of what they
do.



Quality of Life is a broad construct used in health planning,
health economics, and medical decision-making. Quality of life
(QOL) has become an important endpoint in clinical trials and
studies for many chronic disorders as well as in many studies of
medical and surgical interventions. Quality of life may be
influenced by experiences which change over the lifespan and
across various social roles as children, students, family members,
employees, patients and religious members. Moreover, the
quality of experience within each of these areas of life is affected
by internal states of physical functioning, emotional well-being
and personal values. Like external conditions in the physical and
social environments, these internal states and value systems may
also change and interact in complex, unpredictable ways.

Despite that, the concept of QOL has been recently
introduced in the field of psychiatry in last decades. Specific
attention was directed to measuring physical functioning, social
and emotional functioning, and work-role functioning in chronic
disabling mental disorders as schizophrenia and substance
dependence.

The quality of life of the mentally ill has been a matter of
concern for centuries. The great reforms of the past century were
prompted by this, and more recently, there has been a move from
institutional to community care. This implies that quality of life
assessment must put patients first, and recognizes the importance
of their opinions. This assessment is a response to patients
desires not to be treated merely as cases but rather as human
beings who have many other concerns. Frequently, their disease



or condition may not be the main factor affecting their lives;
physicians at times have a tendency to reframe all problems as
being related to the presenting disease.

The mental health services are the most important
influences that affect the lives of persons with mental disorders
and also the quality of life. Other fundamental components
include the role of family and friends, other services (e.g., social
services) and supports, and such things as housing, education,
income and work. At the same time, quality of life assessments
influence clinical decision making i.e. to use them as a basis for
making choices about treatment. This can be effected by using
measures to identify individual problems and priorities for
treatment and then negotiating treatment goals based on them.

Substance abuse and schizophrenia are well known chronic
debilitating long-term psychiatric disorders that require ongoing
management of physical, psychiatric, and social consequences.
Overall, the available evidence suggests that the quality of life
among either substance users or schizophrenic patients is
generally poor.

Addiction has been described as an ‘equal opportunity’
disease, affecting individuals across racial, ethnic, geographic
and class lines. Although differences in pattern of use have been
identified for specific demographic characteristics, current levels
of knowledge about the functional meaning of these differences
and their affect on access to treatment is insufficient for effective
program and policy development. All over the world, substance



abuse and its related problems represent the society’s most
pervasive health and social concerns. Each year, about 100,000
deaths in the United States are related to alcohol consumption.
Illicit drug abuse and related acquired immunodeficiency
syndrome (AIDS) deaths account for at least another 12,000
deaths. In 1995, the economic cost of alcohol and drug abuse was
$276 billion. This represents more than $1,000 per year for every
man, woman, and child in the United States to cover the costs of
health care, motor vehicle crashes, crime, lost productivity and
other adverse outcomes of alcohol and drug abuse. More than
eight million older adults are dependent on alcohol or
medications, one third of them suffer from late onset addiction.
By 2030, one-third of the population will be older adults. If
trends continue at current rates, there will be millions more
seniors by then with alcohol or other chemical addictions.
Furthermore, in recent years, the role of substance use in criminal
behavior has become increasingly appreciated. There is a
growing mountain of evidence linking drugs and violent crime.
For example, it has become generally accepted that 80% of
homicides and 50% of suicides are associated with alcohol and
drug use. Further, 80% of domestic violence and 25-50% of
violent sexual offenses (e.g. rape) are associated with alcohol and
drug disorders. Also those with substance abuse concerns, and
particularly injection drug users (IDUs) are at a greater risk of
HCV, HBV and HIV infection.

Higher levels of both mental and physical health-related
quality-of-life were found in substance use patients who had no
depressive symptoms, abstinent from drugs and experiencing few



drug related problems. Also patients on drug maintenance
treatment who stopped injecting drugs had better mental health
related quality of life than injectors but lower levels of mental
health related quality of life than abstinent patients. While
alcoholic patients have lower scores in the areas of role
functioning and mental health. Whereas amphetamine or cocaine
patients were strongly and negatively associated with decrease
health related QOL. These effects, though, vary by dimension of
functioning, the presence of substance dependence rather than
abuse, and pattern of intake.

On the other hand, schizophrenia is a chronic and disabling
iliness that affects approximately 1% of the population during
their lifetime. According to a study of the World Health
Organization, schizophrenia accounts for 5% of all years lived
with a disability in the 15-44 year old age group worldwide. In
U.S., schizophrenia accounts for about 2.5% of all health care
costs, 20% of all Social Security disability days, and about 20-
30% of the homeless. In the first ten years of the illness it is
associated with about a 10% risk of suicide. On average,
schizophrenia reduces the life span of those directly affected by
about ten years. No matter the status of family of origin,
schizophrenia  frequently leads to high under- and
unemployment, resulting in poverty, and very often, reliance
upon publicly funded health care. Thus schizophrenia imposes
severe hardships on patients and their families and challenge
society in the development of public policies that both preserve
the public welfare and afford patients a decent quality of life.



This thesis was designed aiming at covering the following
area in theoretical part: (1) Review the recent literature about
quality of life. (2) Review the recent literature about quality of
life in substance abuse patients. (3) Review the recent literature
about quality of life in schizophrenic patients. (4) Review the
recent literature about comparison between quality of life in
SUDs and schizophrenic patients.

The practical part aimed at:

1. What are the variables affecting quality of life in both groups
of substance abuse and schizophrenic?

2. What is the relationship between severity of illness and
quality of life in both groups of substance abuse and
schizophrenic patients?

3. Does comorbidity of substance abuse with depression and
anxiety have an effect on the quality of life of these patients?

4. Is their a relation between diagnostic subtypes in addiction
group and quality of life?

5. Which group its quality of life is more affected, substance
abuse or schizophrenic group?

This study is a cross sectional comparative study involving
two groups of patients with substance use disorders and patients
with schizophrenia. This study was conducted in Al Amal
complex for mental health which is a big complex in Kingdom of
Saudi Arabia. Two groups of patients were selected: (1)
Addiction group; 200 patients with SUDs were selected from the
inpatient rehabilitation wards. (2) Schizophrenic group; 100
schizophrenic patients were selected from inpatient psychiatric
units and were matched as regard sex and sociodemographic
factors of the first group. Inclusion criteria were insured before



the study which included being from Arab nationality, all Patient
diagnosed by ICD-10 research diagnostic criteria as SUDs or
schizophrenia and age range from 18-60 years.

The tools were carefully selected to serve for the purpose of
the study. They included (1) Socidemogtaphic data sheet. (2)
ICD-10 symptoms checklist sheet. (3) Complete physical
examination. (4) Laboratory investigation. (5) Psychiatric
interview. (6) Psychometric battery for substance use disorder's
group: including ASI for assessment of severity of addiction,
Hamilton Anxiety, Hamilton Depression scales for detection of
comorbidity of anxiety or depression with addiction and
Wisconsin Quality of Life Index for assessment of quality of life
in this group. (7) Psychometric battery for schizophrenic group:
including BPRS for assessment of severity of schizophrenic
symptoms and Wisconsin Quality of Life Index for assessment of
quality of life in this group.

The study proper was preceded by a pilot study to identify
any problems that can face the study proper, determine the size
of the sample, identify suitability of tools used and assess
reliability of clinical diagnosis. The pilot study was performed
for three months from October, 2005 till December, 2005. While
the stud proper was done from February 2006 to April 2007.

All data gathered were recorded, tabulated and transferred
on Statistical Package and the suitable statistical parameters were
used. Results were displayed to answer questions raised in the
hypothesis of this study. The first group of results displayed
sociodemographic data:



The age in addiction group ranged from 18-63 years while in
schizophrenic group the age ranged from 26-57 years. The
difference in age between schizophrenia and addiction groups
was statistically significant.

Mean number of admission in addiction group was 2.89+3.54
and in schizophrenic group, was 3.24 + 1.17.

The main nationality was Saudi patients in both addiction and
schizophrenic groups (94% and 92% respectively).

The majority of residency among addiction group was from
Eastern Province (54%) and only (19%) from Central
Province, (83%) of the schizophrenic group was from Eastern
Province.

As regard marital state (57%) of addiction group was single,
(26%) was married, and (12%) was divorced while in the
schizophrenic group the majority was single (76%), (16%)
was divorced.

Both groups were similar in employment states (74.5%) of
addiction group and (76%) in schizophrenic group were
employed, (25.5%) of addiction and (24%) of schizophrenic
were unemployed. Governmental occupation was the most
common occupation in both groups (42.5% and 76%
respectively).

As regard educational level (44%) of schizophrenic patients
were educated up to intermediate school, (28%) up to primary
school and (20%) of patients reached high school, whereas,
(36%) of addiction group reached intermediate school, (33%)
high school and (8.5%) reached university degree.



Chronic physical illness was more among the schizophrenic
patients (40%) in comparison to patients of addiction group
(22%). Addiction group showed more exposure to serious
infectious disease like hepatitis and sexual transmitted
diseases (21.5%) while (4%) of schizophrenic group suffered
from serious infectious disease.

The addiction group showed more forensic exposure (37.5%)
than schizophrenic group (8%). In addition, the positive
family history for psychiatric illness was higher in
schizophrenic group (12%) while positive family history of
addiction was higher in addiction group (14%). All
socidemographic data showed statistically significant
difference between addiction group and schizophrenic group.
The most common diagnosis in addiction group was
amphetamine dependence (n= 70, 35%), followed by poly
substance dependence and least diagnosis was volatile
substance dependence (n= 2, 1% for each).

The second group of results was displayed to investigate
relationship between comorbidity and severity of illness on
QOL.

In the addiction group, (59%) of sample had normal anxiety
score while (40.5%) had moderate anxiety. Whereas, (54.5%)
of addiction group had mild depression score, (14.5%) had
moderate depression.

As regard the severity of the illness in addiction group, the
worst domains of ASI was the drug abuse domain and
unemployed state. The extremely and considerable problems
were highest in alcohol abuse, drug abuse and family state.



While, in schizophrenic group, the highest scores of BPRS
were unusual thought content, disorientation, hallucinatory
behavior and conceptual disorganization.

The third group of results was displayed to investigate and
compare the QOL in between SUDs and schizophrenic
patients.

The quality of life (QOL) was better in the addiction group
than in the schizophrenic group in the most of the life
domains. The highest score among quality of life domains in
addiction group was money and economics while the lowest
score among quality of life domains was psychological well
being. While, in the schizophrenic group, the highest score
among quality of life domains was activity of daily living and
the lowest score among quality of life domains was
occupational activities. Both groups showed statistically
significant difference in all domains of quality of life except
in physical health.

The nationality had significant relation with QOL of SUDs
patients the highest significant QOL was in Saudi patients and
lowest was in Kuwaiti patients. As regard, residency in
addiction group there was no significant relation while
schizophrenic group had significant increase in QOL in
Northern Province to Central Province.

Marital state in addiction group there is significant increase in
QOL in married patients while the divorced patients showed
the lowest QOL but in the schizophrenic group marital state
has no significant effect on the QOL.



e The type of job had significant effect on both groups.
Governmental employees and students showed highest QOL
also there was significant effect of education on QOL in both
groups patients educated up to high school and university
degree had highest QOL.

e As regard chronic illness, infectious disease, forensic history
and family history of psychiatric illness in addiction group, all
these factors caused significant decrease of QOL while all
these factors except chronic illness had no significant effect
on the QOL in schizophrenic group.

e The quality of life of addiction group was negatively affected
by all types of addictive substances. It was found that patient
dependent on cannabis had highest score in QoL whereas the
lowest score in QoL was associated with volatile substance
dependence.

e All domains of quality of life showed significant negative
correlation with Hamilton Anxiety and Hamilton Depression
scores. This means that the presence of anxiety or depression
is associated with poorer quality of life domains.

e There were significant association between quality of life
domains and addiction severity index.

e Most of QOL domains were negatively correlated with BPRS
items in schizophrenic group.

It was found that both groups had poor QOL, but especially
QOL was poorer in schizophrenic patient in comparison with
substance use disorders patients. This may be explained by the
general governmental policy which is more directed towards and



oriented with addiction problems which helps to improve QOL in
those patients. Another reason may be attributed to the stigma of
schizophrenic patients leads to delayed in treatment with poor
prognosis and poor QOL. Moreover, the recorded poor QOL in
both groups were associated with different factors. In
schizophrenic groups, poor QOL was related to increased age
group, severity of illness, being single, unemployed, multiple
hospital admission. While in substance use disorders patients,
poor quality of life is related to increase severity of addiction,
frequent of admission, long duration of addiction, presence of
forensic history, comorbid depression or anxiety symptoms.
Generally, improvement in QOL primarily was predicted
by improvements in psychiatric symptoms, physical health, legal
and family problems. Number of months without alcohol and
drugs and psychological problems were positively associated
with improvement in QOL. In recent years, the goals of treatment
in schizophrenia have evolved from objective improvements in
psychotic symptoms to encompass patient-related factors such as
subjective response and quality of life and more research is
needed to address effective interventions to reduce patient and
caregiver burdens and to improve outcomes and quality of life
(QOL). Reduction in both negative symptoms and general
psychopathology was associated with a better quality of life. In
the same times researches found that quality of life in female
schizophrenics is better than in males as they are more protected
and supported by their families and community, better accepted
and tolerated and less work burden. Moreover, quality of life
assessment can help identify where a patient has problems or
difficulties. In the case of long-term illness, overcoming any of



these difficulties may make the patient feel healthier, and as a
result make fewer demands on health services.
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HYPOTHESIS

Chronic mental disorders account for a substantial
proportion of disease disability and burden. The burden
associated with mental disorders is projected to increase over the
coming Yyears. The quality and quantity of mental health
resources need to improve to meet the current and future needs.
Quality of life (QOL) has been firmly established as an important
outcome in patient care and clinical research. Improving QOL is
a major goal in the treatment of individuals with chronic mental
ilinesses. The chronic mentally ill patients, although consume
large proportion of mental health budget, are associated with
poor Quality of life especially in substance abuse and
schizophrenic patients. Most researches investigated these two
groups separately and found that the quality of life of these
patients were poor.

The study's hypothesis is that the QOL in both substance
use disorder patients and schizophrenic patients was poor but the
QOL in substance use disorder patients are better than the QOL
of schizophrenic patients.



Chapter (1)
Quality of Life

Recently, quality of life is a term frequently heard these
days on the surface. Many people have worked to clarify about
the idea of quality of life, and how to use it in the work and in
their lives (Bindman et al., 2000). Considerable progress has
been made, but much work still needs to be done. Several authors
have noted that quality of life as a construct is really still in its
infancy (Brown et al., 1993). The well being or quality of life of
a population is an important concern in economics and political
science. There are many components of well being. A large part
is standard of living, the amount of money and access to goods
and services that a person has. These numbers are fairly easily
measured (Shalev et al., 2002). Others like freedom, happiness,
art, environmental health, and innovation are far harder to
measure. This has created an inevitable imbalance as programs
and policies are created to fit the easily available economic
numbers while ignoring the other measures that are very difficult
to plan for or assess (Gladis et al., 1999).

A good life arises from a variety of life conditions that
work together in complex ways. Quality of life is often quite
different for different people. It seems obvious enough that
people throughout the centuries, and in various parts of the
world, have defined quality in their lives in rather distinct ways.
Even within their time and culture, groups and individuals often
think of quality in ways that are specific to their own life



situations and their own characteristics (Lehman, 1996). The
way of thinking about health and health care is changing. The
two factors driving this change are the recognition of the
importance of the social consequences of disease and the
acknowledgement that medical interventions aim to increase the
length and quality of survival. For these reasons, the quality,
effectiveness, and efficiency of health care are often evaluated by
their impact on a patient's quality of life (Gladis et al., 1999).

On the other hand, health promotion is the process of
helping people to take control over and improve their own health.
Changing people's expectations of health is the core of heath
promotion. Some people's experiences cause them to have low
expectations of their health; they then tolerate significant levels
of disease and disability. It is possible for patients to achieve the
level of autonomy necessary to engage in health promotion
activities only if they are aware of the possibilities (Kishner and
Guyatt, 1985). Raising expectations of health is therefore an
essential part of the critical consciousness of improving
community health. In the drive to improve health, health
promotion might increase the expectations of people with poor
health and seemingly reduce their quality of life. Reflecting on
aspects of reality is part of the process of empowerment and
provides the force that allows people to take action to change that
reality (Headey et al., 1984).

Quality of life thus has been defined as a broad ranging
concept affected in a complex way by such things as physical
health, psychological state, level of independence, social
relationships and relationship to the environment. This definition



lays emphasis on the subjective nature of quality of life, and also
on the need to explore all those factors considered to have a
significant impact on quality of life (Evans, 1991). Definitions
range from those with a holistic emphasis on the social,
emotional, and physical wellbeing of patients after treatment to
those that describe the impact of a person's health on his ability to
lead a fulfilling life (Greer, 1984). Quality of life has become a
buzzword in medicine, psychology, and society. The term is used
to describe events that range from satisfaction with one’s work or
leisure activities to the physical and economic burden imposed by
specific illnesses (Patrick and Erikson, 1993). There is no
consensus on the definition of quality of life as it is affected by
health (health related quality of life) but the quality of life has an
important role today in health care, decisions on what research or
treatments and continuity of care affected by different situations
(Wiersma and Busschbach, 2001).

How the concept of quality of life originated?
Quality of life is now a more valued assessment, not only in
psychiatry but also in many other areas, particularly those
branches of medicine dealing with patients who suffer over
relatively long periods of time. Patients are increasingly viewed
as people and not just cases. This is indicative of a more
consumer oriented approach to medical care, in which the
patient’s own views are considered important rather than patients
being solely the objects of expert opinion from professionals who
themselves judge the effectiveness and relevance of what they do
(Daradkeh and AL Habeeb, 2005). For more emphasis, the
health related quality of life (HRQOL) typically assesses



patients’ limitations in physical, emotional, social, or vocational
functioning, using either general constructs or those developed to
capture dysfunction associated with specific diseases (Katschnig,
1997). Physicians have often used health related quality of life
(HRQOL) to measure the effects of chronic illness in their
patients to better understand how an illness interferes with a
person's day to day life.

The changing demographic profile of the world's
population towards old age and evidence of people living for
longer with less time spent in ill health highlight the importance
of addressing quality of life (QOL) assessment issues for older
people. The assessment of health related QOL (HR-QOL) has
received considerable attention in the last 2-3 decades, with a
wide variety of assessment instruments available. Health related
quality of life measures the effects of numerous disorders, short
and long term disabilities, and diseases in different populations
(Olfson et al., 1998). Tracking health related quality of life in
different populations can identify subgroups with poor physical
or mental health and can help guide policies or interventions to
improve their health (Angermeyer and Katschnig 1997). In
1948, the World Health Organization defined health as not
merely the absence of disease but rather a state of complete
physical, mental, and social well being. So, quality of life is of
interest particularly in the areas of health, rehabilitation,
disabilities studies, health planning, health economics, and
medical decision making and other different situations such as
social services, education (Koch, 2000; La Puma and Lawlor,
1990).



Quality of life was unrelated to satisfaction with services
but was strongly associated with unmet needs in the area of
mental and physical health, and of rehabilitation. Quality of life
decreased as needs increased. Needs were also strongly related to
diagnosis and cognitive functioning. Furthermore, more intensive
care settings were provided as needs increased. Demographic,
diagnostic and treatment variables did not explain much extra
variance in quality of life (Wilkin et al., 1992; Lehman, 1996).
At the same time, quality of life is an important but poorly
defined outcome in health and health care research. It refers to
the patient's ability to enjoy normal life activities. Some medical
treatments can seriously impair quality of life without providing
appreciable benefit, while others greatly enhance quality of life
(McKevitt et al., 2003).

The quality of life (QOL) concept has led to extensive
scientific research and has been increasingly used by health care
professionals treating a wide range of diseases (Seidl and
Zannon, 2004). The study of quality of life is an examination of
influences upon the goodness and meaning in life, as well as
people's happiness and well-being. Moreover, the ultimate goal
of quality of life study and its subsequent applications is to
enable people to live both meaningful and enjoyed lives
(Renwick, 1991). Quality of life assessment puts patients first,
and recognizes the importance of their opinions. This assessment
IS a response to patients’ desires not to be treated merely as cases
but rather as human beings who have many other concerns.
Frequently, their disease or condition may not be the main factor



affecting their lives; physicians at times have a tendency to
reframe all problems as be the impact of chronic disease on
patients' quality of life which can be minimized by helping them
adjust their expectations and adapt to their changed clinical
status. This approach has already been adopted in many
healthcare strategies, including some psychological interventions,
self management programs, and patients' education groups.
Adaptation effects occurred in all life domains including health
(Huxley, 2005). For example, one aim of assistive technology is
to allow people to continue in their normal roles and meet their
expectations of life despite their physical impairment and
disability and help the people to bridge the gap between what
they want to do and what their physical health allows them to do
(Roberts et al., 1993). The necessity of having at hand cross
culturally applicable instruments for the assessment of health
related quality of life (HRQL) in clinical trials has been voiced.
Several important theoretical bases leading to cultural bias in
HRQL measurement include differences in definitions of HRQL
across national and cultural contexts, levels of observation relied
upon to indicate HRQL states, and the significance or weight
placed upon the various HRQL states or dimensions measured
(Bullinger et al., 1993).

Domains of quality of life

Well-being, this term describes how well people feel about
their environment, and collectively these feelings can be thought
of as quality of life. To assess quality of life, indicators are used
to represent the most important aspects of a person’s life (called



domains), which include, for example, housing, education,
employment and household finances. Indicators are used to
measure complex phenomena .The individual indicators (and
their domains) were categorized into three broad groups called
the social environment, economic environment and physical
environment. The indicator data were compiled, transformed and
analyzed to generate three quality of life maps for each
environment, and then combined in a fourth map to show the
overall quality of life (Lehman, 1996). Later on, five themes
emerged, (physical) health, psychological well being, social
contacts, activities, and home and neighborhood. Factors that
influenced quality of life were having good medical care,
finances and a car. Respondents compared themselves mostly to
others whose situation was worse than their own, which resulted
in a satisfactory perceived quality of life. However, the priorities
of the domains of quality of life were observed to change from
place to another (Walker, 2005). Domains of quality of life refer
to areas of behavior that are measured. The subjective domains of
quality of life are: physical functioning (the capacity to perform
physical tasks); occupational functioning (quality of life should
focus on the ability to perform multiple essential roles and not
just on return to work); perceptions about health status (health
perceptions are personal beliefs and evaluations of general health
status. They are the result of integration of information and
feelings about health and health limitations from the self, the
medical system, the family and the society); psychological
functioning and social functioning (Swenson and Clinch, 2000).
Concept of domains measurement of HRQOL is based on the
assessment of the individual's perception of the impact of a series



of medical and non-medical issues concerned with physical,
mental (or emotional), and social functioning. The concepts of
global perception of function and wellbeing can also be
addressed. Dimensions or items (questions) are components of a
domain of health (Gutstein, 2001). For example the domain of
physical functioning might include dimensions of self care,
activity and mobility; social functioning might include peer and
family relationships. The domains or dimensions of health that
have been identified must reflect the perceptions and priorities of
the individuals within the given population. Once the dimensions
have been identified (for a population) through, for example,
focus groups or open interviews, questions probing the
functioning or perceptions of the individual, specifically relating
to these issues are quality of life which become a widely used
concept for encompassing non disease aspects of diseases of all
kinds (Connlly et al., 1999).

The concept of quality of life in mental health
The quality of life of the mentally ill has been a matter of
concern for centuries. The great reforms of the past century were
prompted by this, and more recently there has been a move from
institutional to community care. With mental health care
returning into the community and with the growth of the self-help
and advocacy movements, the quality of life concept has become
central to mental health activities alongside symptoms and
diagnosis (Schumacher and Berzon, 1995). Today it is used as
an outcome measure in clinical trials and in health services
research, for the planning of clinical care of individual patients,



for health needs assessment of populations in descriptive studies,
and in health economic studies (Stewart and Ware, 1995).
Additionally, quality of life is used in association with several
methodological problems to evaluate health care environment
which is characterized by ever increasing conflicts and debates
on costs and outcome (Heinz Katschnig et al., 2002). It is also
used to evaluate community psychiatric services, continuity of
care improvement associated with individual patient outcome
improvement, with improvement of health related quality of life
(Bindman et al., 2000). The good quality is always relative.
Program developers, policy-makers, health care managers, and
providers of care (physician and non-physician) continually
express a need to define and measure quality so that better
programs can be developed, better quality of care delivered, and
programs and quality evaluated (Shalev et al., 2002).

The quality of life in persons with severe and persistent
mental illness is often poor. Most treatment programs have the
goal of increasing quality of life. Unfortunately, existing methods
to assess quality of life are cumbersome and oriented towards
research rather than clinical settings. Recently, studies of quality
of life focus on preliminary steps in the development, testing and
application of a new patient focused index for measuring quality
of life in persons with severe mental illness (Streiner and
Norman, 1989). Studies of quality of life (QOL) in mental illness
have investigated objective life circumstances, the individual's
subjective appraisal of their life, health status and a variety of
health-economic approaches. A primary aim of treatment,
particularly in chronic disease, is to enhance the quality of life by



reducing the impact of the disease. Yet patients with severe
mental disease do not necessarily report having a poor quality of
life. Therefore the relation between symptoms and quality of life
is neither simple nor direct (Holloway and Carson, 2002).
Among chronic mental illnesses that have been associated with
poor QOL were substance use disorders and schizophrenia.
Quality of life (QOL) has been recognized as an important
outcome of schizophrenia and substance use disorders treatment,
yet the determinants of QOL for individuals with any of these
disorders are not well known (Bizzarri et al., 2005). Research has
consistently found psychotic symptoms to be negatively related
to QOL (Koch, 2000). The majority of schizophrenic patients
were moderately happy with their general QOL. They were least
satisfied in the domains of job and financial situation, mental
health and sexuality. Psychopathology and especially the quality
of individual care had a significant influence on the evaluation of
QOL (Borge et al., 1999). Data regarding the quality of life of
patients with schizophrenia and substance use disorders from the
developing countries in the Eastern Mediterranean Region are
sparse, and carrying out such assessment may help identify
problems that are not visible and not dealt with by the
conventional type of management, primarily consisting of
pharmacotherapy (Daradkeh and Al Habeeb, 2005; Igbal,
2001).

Measurement of quality of life
There is no universally accepted definition of the quality of
life. However, the most often used to describe are such aspects of



health status as physical symptoms, daily activity level,
psychological well being, and social functioning. The major
challenge is to develop measures of the various dimensions of
quality of life that meeting rigorous standards of validity and
reliability and also reflect an appreciation of the practical
constraints typically operating in clinical research settings
(Aaronson, 1988). The development of these scales aims to
measure the quality of life beyond physical status. Thus, quality
of life assessment includes areas such as mental health, social
support, and life satisfaction. It is recognized that the
expectations, vitality, pain, disability, and personal experiences
influence the perception of a person's general health. A
composite measurement aimed to quantify health according to
physical, mental, and social well being simultaneously would
likely find people at different points on the three different
continua, but in the midranges of the composite. The
multidimensionality problems and the level of subjectivity
involved in the assessment of the quality of life require valid and
reliable instruments (Jurado and Figueroa, 2002).

In the first phase of quality of life research in the 1970s and
early 1980s, already available psychological well-being scales
were used or new ones were specifically developed for this
purpose. Examples are the "Affect Balance Scale" (ABS) by
Bradburn (1969), the "Quality of Well-Being Scale" (QWBS) by
Kaplan et al (1976) and the "Psychological General Well-Being
Index" (PGWB) by Dupuy (1984). This particular development
has connections to the "happiness research™ tradition within
psychology, where well-being is discussed not only in terms of



absence of negative factors (such as depressed mood), but as a
positive concept.

From the 1980s onwards, in addition to the assessment of
well-being and satisfaction, instruments for assessing functioning
in daily life were developed. This development is subsumed
under the term "health status research". Well- known examples of
"health status research” instruments are the Sickness Impact
Profile (SIP) by Bergner et al (1981); the Nottingham Health
Profile (NHP) by Hunt and McEwen (1980) and the Rand SF-36
Health Status Profile by Ware and Sherbourne (1992). Although
these instruments do not use the term "quality of life", studies
employing them are today generally regarded as belonging to
health related quality of life research. Later in contrast to these
"generic instruments", disease specific quality of life instruments
were developed (Katschnig, 1997).

Instruments used in measuring quality of life must be valid
(if it is really measuring what is supposed to measure); reliable
(if it gives the same measurement after repeated administration in
stable patients); sensitive (if it is able to reflect clinically
meaningful differences in quality of life across the broad
spectrum of the clinical conditions) and responsive (if it detects
changes when the patients' conditions change) (Swenson and
Clinch, 2000).

a- Generic versus disease specific measures



There are two basic types of measure of HRQOL; generic
and disease population specific. Deciding which to develop will
be dependent on the aims, methodological concerns, and practical
constraints of the investigation. Measures of the quality of life
summaries the judgments people make to describe their
experiences of health and illness. This is what distinguishes them
from measures of disability that ask about an ability to complete
specific task (Bullinger et al., 1993). General (or generic)
measures attempt to provide a summary of quality of life and
they can be standardized and applied widely to those with
different types of illness to enable comparisons, but they lack the
range, sensitivity and flexibility to deal with the special problems
of particular illness. However, the questionnaire items of HR-
QOL instruments tend to be phrased predominantly in relation to
physical function and thus may inadvertently discriminate against
older persons, whose physical function is likely not to be as good
as that of younger people. The single most commonly used being
the 36-Item Short-Form Health Survey (Hickey et al., 2005).

Whereas, disease or population specific measures contain
domains and dimensions that are designed to be valid only for a
specified condition or population. Disease specific measures,
therefore, maximize content validity and provide for greater
sensitivity and specificity. However they cannot be used to
compare HRQOL across conditions or populations (including
control groups from the general population) and may be less
relevant for measuring the general HRQOL of the target
condition/population. In many situations, both generic and
disease specific measures are of value and can be used in



combination to facilitate the investigator's ability to compare
between populations (generic) and identify specific areas of
problems for different patient groups (disease specific) (Guyatt et
al, 1989). Similarly, public health professionals’ use generic
measures to assess multiple domains of functioning including
mobility, self-care, and physical, emotional, and social
functioning. They may be used with a wide range of patient
population’s. These instruments allow investigators to compare
the degree of impairment or suffering associated with different
ilinesses, as well as relative improvements in functioning in
response to treatment (Wang et al., 1999; Guyatt et al., 1993).
Specific instruments tend to be more responsive to changes and
more sensitive in discriminating the range of impairment because
of their focus on the most relevant aspects of quality of life for
the problems assessed. Nevertheless, using a disease specific
quality of life instrument alone can miss important aspects of the
impact of a disease in quality of life (Mayou, 1990). There is a
need for more research, which is based on carefully selected
specific measures of quality of life chosen as being of particular
importance to patients and to the hypotheses being tested
(Childress et al., 1999). Some examples of specific instruments
to measure quality of life in heart failure patients are: the Chronic
Heart Failure Questionnaire; the Minnesota Living with Heart
Failure Questionnaire; the Yale Scale; the Quality of Life
Questionnaire in Severe Heart Failure and the Kansas City
Cardiomyopathy Questionnaire, the Nottingham Health Profile
(NHP), the Sickness Impact Profile (SIP), the Medical Outcomes
Study Short-Form 36 Item Health Survey (MOS SF-36), the
EuroQoL, Dartmouth Primary Care Cooperative Information



Project (COOP) chart system, the European Organization for
Research and Treatment of Cancer (EORTC) Quality of Life
Questionnaire (QLQ) and the World Health Organization's
WHOQOL. These instruments exemplify several different
models for developing or adapting HRQL measures, each model
choosing unique approaches to the process of validation for
cross-national use (Mogil and Pasternak, 2001; Anderson et al.,
1998).

b- Subjective versus objective measures

Subjective and objective appraisals are different kinds of
data and both have a role in QOL assessment. The subjective
dimension is essential in painting a complete picture of the
person's life, in explaining patterns of behavior and in providing
the subject's interpretation of the personal impact of objective
circumstances. It is clear that various factors make it difficult to
build predictive models around subjective outcomes: these
include the tendency towards psychological adaptation or
‘response shift’ that can occur over time in the subjective
appraisal of a person's current state. Although, scientific
understanding of subjective life quality has been slow to develop
but is gaining momentum. On the other hand, objective measures
of quality of life often bear little relationship to life satisfaction,
whereas subjective indicators are often found to correlate highly
with a global sense of well-being, as well as being more
meaningful and sensitive barometers of quality of life (Wang et
al., 1999). Within Medicine, patient reported perceptions of life
quality are measured as health related quality of life. Within the



social sciences, global perceptions of personal wellbeing are
referred to as subjective wellbeing. Increasingly such measures
are being used as indicators of outcome effectiveness for diverse
programs of human intervention .Scales should focus on both
objective and subjective aspects of quality of life (Jerome, 2004).
One goal of the measurement of quality of life is to have
objective evaluations of how much the disease influences patients
'life and how patients cope with it. These evaluations may be
useful as a baseline and outcome measures and should provide
framework to determine the impact of any change on patients
‘quality of life (Siegrist and Junge, 1990). Accordingly, patients
'subjective satisfaction should always be included in routine
assessment and clinical interventions. They are a useful source of
information on patient distress and psychological resources
(Majani et al., 1999).

Measures that have been used in research in QOL in
psychiatric patients have involved either self-reports of a generic
nature such as the 36-item Medical Outcome Study Short Form,
(Ware and Sherbourne, 1992). The General Well Being Scale
(Norman et al.,, 2000) and The World Health Organization
Quality of Life scale (The World Health Organization Quality
of Life Group, 1998), more disease-specific scales such as The
Wisconsin Quality of Life Scale (Becker et al.,, 1993) or
alternatively more "objective” measures such as rating scales
(e.g., the Quality of Life Scale (Heinrichs et al., 1984), Lehman
Scale (Lehman, 1984). Measures relying on subjective reporting,
while addressing core concepts of QOL may be more vulnerable
to the influence of patients' psychological states, such as



depression (Sim and Ketal, 2004) or the level of their insight into
their psychiatric problems (Doyle et al., 1999). Rating scales, on
the other hand, may be subject to difficulties in separating the
influence of prevalent symptoms of the illness, such as negative
symptoms in the case of psychotic disorders, on ratings of QOL
(Jaffe, 2004; Torpy et al., 2004).

The Quality of Life Index for Mental Health (The
Wisconsin  Quality of Life Scale) differs from existing
instruments in that it is based on an easy to use self-administered
questionnaire that assesses nine separate domains that together
encompass quality of life. Each domain can be individually
weighted depending on its relative importance to the patient.
Different parts of the instrument solicit information from the
patient, the primary clinician, and, when available, the family.
The instrument and its scoring system address limitations of
previous approaches to quality of life measurement (Becker et
al., 1993). That’s why it was chosen for the practical part of this
research .it was previously used with reliable results in studies of
schizophrenia and chronic mental disorders.



Chapter (I1)
Substance Use Disorders and Quality of Life

Substance use disorders are primary chronic relapsing
disorders with neurobiological, genetic, psychosocial and
environmental factor influencing its development and
manifestation. It is characterized by behavioral changes such as
impaired control over drug use, compulsive use, continued use
despite harm and craving. To be considered addicted, a patient
must demonstrate behavior that shows compulsion to use
substance (Sidney et al., 2003). The dependence syndrome is not
absolute, but is a quantitative phenomenon that exists in different
degrees. The intensity of the syndrome is measured by the
behaviors that are elicited in relation to using the drug and by the
other behaviors that are secondary to drug use (Sessa, 2005).
This syndrome is associated with “compulsive drug-using
behavior” (Kathleen et al., 1998). Drug abuse and dependence
are prevalent behaviors that are pernicious in their effects on
individuals, families, and communities. However, while it is true
that many addictive drugs have the ability to consistently elicit
common neurochemical responses and disruption of homeostatic
mechanism, a critical observation is that individuals are
differentially vulnerable to addiction. The origins of differential
vulnerability are innate (genetic) differences in neurochemistry
and behavior, environmental differences, or a combination of
both (David and Andrew, 1998).

Psychoactive substance can be harmful in a number of
ways, both through immediate effects and through damage to



health over time. Drugs and alcohol can produce effects that may
lead to violence as part of an acute psychological disturbance or
as a result of misuse, withdrawal and dependence. In general,
while alcohol is a major risk factor for violent offending, illicit
drug use is more likely to be associated with acquisitive
offending and trafficking. Even occasional use of marijuana
affects cognitive development and short term memory. In
addition, the effects of marijuana on perception, reaction and
coordination of movements can result in accidents (Snowden,
2001).

With a few drugs, the potential dangers are extremely high
and they can cause serious problems no matter how or when they
are taken. Examples are PCP (Angel Dust), cocaine or heroin
(William, 1991) which may have many negative physiological
health effects, ranging from minor issues like digestion problems
or respiratory infections, to potentially fatal diseases, like AIDS.
More than 30% of HIV/AIDS patients nationwide are
intravenous drug users (Vastag, 2001) and the prevalence of
hepatitis C is 29.7%, or sixteen times higher than that in the
general population infection (Elizabeth, 2004).

The stigma attached to substance abuse increases the
severity of the problem. The hiding of substance abuse, for
example, can prevent persons from seeking and continuing
treatment and from having a productive attitude toward
treatment. Compounding the problem is the gap between the
number of available treatment slots and the number of persons
seeking treatment for illicit drug use or problem alcohol use



(Kumpfer, 1992; Gastfriend, 2005). Substance abuse
characterized by the presence of at least one specific symptom
that indicates that substance use interfered with person’'s life. This
would include health problems, mental health, emotional
problems, family problems, relationship problems, financial
problems, work or school problems, social problems, and legal
problems (Richard et al., 2006). This mental illness syndrome
manifested by a behavioral pattern in which the use of a given
psychoactive drug, or class of drugs, is given a much higher
priority than other behaviors that once had higher value (Preau et
al., 2006).

Substance abuse is a complex disorder, resulting from
genetic, developmental, and sociological vulnerabilities,
combined with pharmacologically induced plasticity in brain
circuitry that strengthens learned drug-associated behaviors at the
expense of adaptive responding for natural rewards. Substance
abuse and addiction are major public health issues of both the
developed and the developing world (Rivara et al., 1997). Like
any other chronic diseases, substance abuse disorders have
powerful negative effects on quality of life (Ryan and White,
1996). At the same time , quality of life (QOL) has become an
important endpoint in clinical trials and studies of medical
interventions for many chronic diseases, but has not been widely
studied in the substance abuse field (Smith and Larson, 2003).

Magnitude of substance abuse disorder
worldwide



Drug addiction is a wide spread public health problem
causing disability in multiple areas of functioning. 37% of
populations have used an illicit substance at one time. Drug
addiction mainly concerns young people more than 15% of
U.S.A population over the age of 18 have serious substance use
problems (Thomas et al., 2006). The past 30 years of research on
the epidemiology of drug use disorders, and related conditions,
such as HIV, has provided major insight into these conditions.
Drug use peaked in the late 1970s, decreased across the 1980s,
increased again in the 1990s, and has remained stable during the
past few years. Within this broad pattern, specific epidemics of
crack cocaine, amphetamines, club drugs (such as Ecstasy),
heroin, and prescription opioids and associated epidemics of HIV
and other infectious diseases have been identified and tracked.
Besides major accomplishments in  surveillance, the
epidemiology of drug use and drug use disorders has traditionally
focused on identifying risk factors at the individual (genetic
factors, high-risk behaviors), family (child abuse), neighborhood
(high availability of drugs), and societal (policies and laws) levels
as domains of influence, not as components of interrelated
processes (Wilson et al., 2005).

In recent researches of United Nation Office on Drug and
Crime, it was found that substance abuse disorders are common
chronic psychiatric diseases that are today prevented and treated
(DuPont, 2000). Around 205 million people in the world use
illicit drugs, including 25 million who suffer from illicit drug
dependence representing 5 percent of the global population age
15-64, have used illicit drugs at least once in the last 12 months.



Cannabis remains by far the most widely used illicit drug. The
number of cannabis users in the world surpassed the 160 million
mark in 2005 and is now estimated at some 162 million people,
or 4 percent of the world’s population in the 15-64 ages group
(Tatsuo et al., 2006). Moreover, there is going increase of
methamphetamine use mainly in a number of Asian countries and
in some African countries, while, in Europe and in the Americas
remained largely stable. Meanwhile, the number of opiate users
in the world remains stable, around 16 million People depending
on opiate derivatives and 11 million people abuse heroin. This
mainly reflects increasing levels of opiate abuse in some parts of
Asia (countries surrounding or close to Afghanistan) and Eastern
Europe. In Africa, the estimated number of heroin users now
approaches the one million reflecting spillover effects from
increased heroin trafficking through that region (Goldman et al.,
2006).

Whereas, the lifetime prevalence of diagnosis of substance
abuse or dependence among the united state population over the
age of 18 was 16.7% (Gastfriend, 2005). The lifetime prevalence
of alcohol abuse or dependence was 13.8% and for non-alcohol
substance, it was 6.2% (Compton et al, 2004). About 80 million
Americans have tried drugs, but only about 13 million are
involved in any kind of illicit use today (Wenlin and Rebec,
2006). Five million Americans are regular users of cocaine, 6000
use the drug for the first time each day and more than 30 million
have tried cocaine at least once. Approximately 250 000 women
in the USA meet the criteria for intravenous drug abuse. Nearly
90% of these women are of childbearing age (Shephard et al.,



2002). The most common substance abuse in USA is alcohol and
nicotine (cigarettes) but marijuana and cocaine are also
commonly used. Increases in the prevalence of marijuana use
disorders were most notable among young black men and women
and young Hispanic men, than among young white men and
women (Wilson et al., 2004).

Abuse and dependence on substance is more common in
male than in female with the difference more marked for non-
alcoholic substance than for alcoholic (Kapusta et al., 2006).
Despite that, the health related quality of life scores were poorer
in women than men (Linzer et al., 1996). In the UK,
approximately 16% of the women had taken one or more illicit
substances (Johnson et al., 2003). Substance abuse is also higher
among the unemployed and among some minority groups than
among working people and majority group (Marwick, 1999). The
majority of U.S. adults with substance abuse or dependence are
gainfully employed. However, little is known about outcomes
among stably employed people in treatment for substance
dependence and this affected overall quality of life during the
year following discharge from treatment (Slaymaker and Owen,
2006).

Recently substance abuse is not limited to adults. It affects
also high school senior; 4 million people aged 12 years and older
misused pain relievers, sedatives, tranquilizers, and stimulants in
1999 (Bruner and Fishman, 1998; Vastag, 2001). About 16% of
students in grades 8, 10, and 12 reported abusing illicit drugs
(Bridget, 2006) and about 30 percent of them had tried a non



alcohol substance at least once and about 16 percent of them had
tried non alcoholic at least once (Mangus, 1998). While in the
UK, the lifetime prevalence rates of adolescent drug use have
been rising since 1992 among adolescents aged 12-17 years
referred to mental health services. The prevalence of drug use
was 16.3% among boys and 9.3% among girls (Swadi, 2000).
Furthermore, researchers have found that children and teens
(both male and female) who are physically and sexually abused
(Charnaud and Griffiths, 2000) are at greater risk than other
young people of using marijuana and other drugs and of
beginning drug use at an early age (Harrison et al., 1997). A
history of sexual abuse is associated with substantial impairment
in health related quality of life (Dickinson et al., 1999).



On the other hand, worldwide estimates indicate that annual
deaths from cigarette smoking will rise from the current figure of
3 million to 10 million by 2025, with approximately 70% of these
deaths occurring in developing countries (Makary and Kawachi,
1998). Tobacco is considered the leading cause of death in the
United States, killing 430000 US smokers and 53000 nonsmokers
annually (Bitton et al., 2001) and it also responsible for poor diet,
physical inactivity and alcohol consumption (Mokdad et al.,
2004).

In Western European, it was estimated that at least 27% of
drug users had died within 20 years after starting regular drug
use. For half, death had been due to causes unrelated to human
immunodeficiency virus. A favorable trend towards abstinence
was increasing with times since initiation of regular use was
observed. However, among those alive, the estimated prevalence
of abstinence for at least 4 months from the above drugs was only
27% at 20 years since initiation (Termorshuizen et al., 2005).
Nevertheless, crude mortality rates varied from 1 per 100 person
year in the Dublin and London cohorts to 3.8 per 100 person year
in Barcelona. The highest drug related mortality rate was 10 per
1000 person every year in Barcelona. The rates were 7 per 1000
person every year in Denmark, London, Rome, and Vienna, and
<3.5 per 1000 person every year for the others cohorts. The
mortality rate for AIDS was <2 per 1000 person every year in all
the cohorts except Lisbon, Rome, and Barcelona, for which itwas
6 per 1000 person every year (Anna et al., 2006). These high
rates of mortality were attribute to increased the alcohol



consumption, traffic crashes, injure and related fatalities among
young persons under age 21 years (Holder et al., 1997).

Problems of substance abuse in Arab countries

The 1980s witnessed a sharp rise in morbidity due to drug
misuse. Since then, Egyptian community leaders at all levels have
demonstrated intense concern over this problem. Estimates of the
magnitude of substance addiction and the changing pattern of
drug availability showed that the most commonly used drugs in
the 1980s were cannabis, opium, solid and liquid hypnosedatives,
heroin and finally cocaine, in descending order of frequency. But,
recently, epidemiological research and clinical studies of known
addicts show that those who use more than one drug are double in
number compared with those who use one drug exclusively. The
drug abuse is mainly a male problem between 20 and 30 years of
age. Also the widespread availability of bang and its cheap price
made helped in the persistence of cannabinoids as the most
widely abused illicit drug in Egypt till now (Ismail et al., 2006).
The age of abusers of bang is reported to be decreasing from10—
12% in the age group 15-25 years, i.e. less than 1% of the
population (65 million in 1998). The total number of heroin
addicts is frequently estimated at 20,000 to 30,000 although the
source of these data is unclear (Okasha, 1996). This was
associated with increases in drug related health problems mainly
overdose toxicity (Salem, 1998) and an alarming drop in age at
initiation of drug use, with a consequent rise in adolescent addicts
(Amer etal., 1986).



During the 1990s, synthetic psychoactive drug use
increased exponentially to become the third most commonly
available drug following cannabis and alcoholic beverages.
Towards the second half of the 1990s, cannabis became prevalent
in the form of bang (Okasha, 2004). There were different reasons
for the different user categories. For secondary school students
the main reason for drug use was as entertainment on happy
social occasions, and the substance mostly used was hashish
(Soueif, 1994). Sedatives and hypnotics were the next most
frequently used substances, these substances were used in
situations of physical exhaustion and fatigue, and to cope with
psychosocial problems or difficult working conditions, as well as
at times of studying and examinations (Al Azayem and Ez Eldin,
1996). Egyptian surveys have found a gradual increase in the
consumption of alcohol, leading to the prediction that this will be
the most common form of substance misuse in the coming years.
It is interesting to note that despite the relative availability of
alcohol in Egypt compared with the Gulf states, the incidence of
alcohol misuse is much higher in the latter countries, where the
sale of alcohol is strictly prohibited on religious grounds
(Okasha, 1996; Al Akabawi, 2001).

Whereas, the literature on drug abuse in Saudi Arabia is
still sparse. However, the published data put heroin at the top of
the list of drugs abused in Jeddah. Abuse of other substances
such as alcohol, barbiturates, solvents and anticholinergic drugs
has also been reported. Addiction to volatile substances has been
reported in 5.3% of school girls and 9.8% of schoolboys. Poly



drug abuse has also been reported and almost all combined
heroin with another drug and/or alcohol. In recent years, the
medical community of Saudi Arabia has begun to recognize the
existence of substance abusers. Specialized rehabilitation
facilities have been established in Riyadh, Jeddah and Dammam
that aim to provide the latest advances in the management of
drug addiction. Al-Amal hospitals have been in operation as
specific hospitals for addiction since September 1991 (Abedel
Mawgoud, 1995) and have adopted integrated preventive,
curative and post-curative follow-up programs. However, acute
or chronic drug abuse has been linked to many problems. Road
traffic accidents in Saudi Arabia, fires and injuries are more
prevalent among drug abusers. Chronic drug abuse is also
associated with  psychological disturbances, behavioral
alterations. These changes often lead to weight loss, contributing
in turn to the development of malignant and infectious diseases.
Detoxification therapy has proved to be a major financial burden.
The detoxification process is complicated and produces only

modest results, as there is a high relapse rate (Abalkhail, 2001).

Substances commonly abused in Saudi Arabia and other
Gulf region, include injectable drugs such as heroin and cocaine
and non injectable drugs such as cannabis and amphetamine. The
estimated annual prevalence of heroin and amphetamine abuse in
Saudi Arabia in 2000 was 0.01% and 0.002% in age more than
15 years, respectively. The number of drug abusers annually
admitted to detoxification centers in Riyadh, Jeddah, Dammam,
and Qassim from 1996 through 2001 ranged from 4740 to 6650



new patients with an average annual increment of 5.1%
(unpublished data) (Madani et al., 2004). Additionally, health
and social problems from alcohol use in Saudi Arabia have a
large number of expatriates, some of whom live in special
quarters. Alcoholic beverages are available to them, but the
unwritten rule is that the drinking takes place behind closed
doors. While there are limited legal means to get alcohol and
consume it privately, there is also smuggling, which is thought to
be more active through the eastern side of the country. Alcohol
can be brought in from neighboring Gulf States, especially
Bahrain, which is easily assessable via a causeway. Another
smuggling route is from Jordan where spirits are available, and
where some of it is manufactured, like beer and a spirit known as
alag. Those with a smaller budget resort to buying homemade
alcohol, or make it themselves using grapes and dates (Hassan,
2002).



Burden of substance abuse on quality of life

Complications arising from the abuse of psychoactive
substances often draw public attention to their deleterious effects,
which culminate in drug control policy formulation. Contribution
of poverty, political instability, social unrest and refugee
problems lead to the rapid spread of psychoactive substance
abuse all over the world particularly among the youth. Poor
funding, insufficient skilled health personnel, poor laboratory
facilities, inadequate treatment facilities, and lack of political will
are some of the impediments to controlling substance abuse in
Arab countries (Odejide, 2006).Thus recovery from substance
use is notoriously difficult, even with exceptional treatment
resources. Although relapse rates are difficult to accurately
obtain, the National Institute on Alcohol Abuse and Alcoholism
showed that 90% of alcohol dependent users experience at least
one relapse within the 4 years after treatment. Relapse rates for
heroin and nicotine users are believed to be similar (Kranzler,
2006). These Relapses are most likely to occur within the first 12
months of having discontinued substance use. Triggers for
relapses can include any number of life stresses (problems on the
job or in the marriage, loss of a relationship, death of a loved one,
financial stresses), in addition to seemingly mundane exposure to
a place or an acquaintance associated with previous substance
use (Schneider et al., 2001).



a- Substance abuse and economic costs

Substance abuse is arguably the number one public health
problem in the United States, affecting 18% of the population at
some time in their lives and costing $144 billion per year
(Veenhuis, 2000). The economic cost to society from alcohol and
drug abuse was estimated $246 billion in 1992. Alcohol abuse
and alcoholism cost an estimated $148 billion, while drug abuse
and dependence cost an estimated $98 billion. When adjusted for
inflation and population growth, the alcohol estimates for 1992
are very similar to cost estimates produced over the past 20 years
(Farrel et al., 2002) and the drug estimates demonstrate a steady
and strong pattern of increase. The current estimates are
significantly greater than the most recent detailed estimates
developed for 1985 for alcohol and for drugs (Rice et al., 1990).
The 42 percent higher for alcohol and 50 percent greater for
drugs over and above increases due to population growth and
inflation. Between 1985 and 1992, inflation accounted for about
37.5 percent and population growth for 7.1 percent increases
(Michael et al., 2003).

In 1992, total estimated spending for health care services
was $18.8 billion for alcohol problems and the medical
consequences of alcohol consumption and $9.9 billion for drug
problems. Specialized services for the treatment of alcohol and
drug problems cost $5.6 billion and $4.4 billion, respectively.
This included specialized detoxification and rehabilitation
services as well as prevention, training, and research
expenditures (Tatsuo et al., 2006). Costs of treatment for health



problems attributed to alcohol and drug abuse (e.g., cirrhosis,
HIV infection, and trauma) were $13.2 billion and $5.5 billion,
respectively (Lyons et al., 1995). At the same time, there were
lost productivity around $82 billion attributed to alcohol and drug
abuse in 1992 ($67.7 billion and $14.2 billion, respectively). This
accrued in the form of work not performed including household
tasks and was measured in terms of lost earnings and household
productivity. These costs were primarily borne by the drug or
alcohol abusers and by those with whom they lived (Jason, 2006)
as well as private insurance (Ringold et al., 2006).

Additionally, the total costs attributed to alcohol related
motor vehicle crashes were estimated to be $24.7 billion. This
included $11.1 billion from premature mortality and $13.6 billion
from automobile and other property destruction (Annie et al.,
2004) and also, the costs of crime attributed to illicit drug abuse
were estimated at $59.1 billion (Charles et al., 2006). These
costs include reduced earnings due to incarceration, crime
careers, and criminal victimization (Brois et al., 2004).
Imprisonment is common among the drug users and roughly half
to three quarters of injecting drug uses have been in prison at
some time (Henry, 2005).

In the UK, during the year 2002, 4.7 percent of the
population reported driving under the influence of an illicit drug
and 14.2 percent reported driving under the influence of alcohol
at least once during the past year (Galea et al., 2004). While the
confederation of British industry found that drink and drug
related problems to be one of seven most common cause of



sickness absence. Fifteen percent of large companies have
reported drug use as problem at work. For alcohol, it has been
estimated that 14.8 million working days are lost every year
coasting about 1 billion English £ in 1992 (Harwood et al.,
1998).

Thus a number of factors must be considered when treating
addicts, including drug abusers may need job training and
referral, assistance in finding housing and reintegrating into
society. Drug abusers who commit crimes require alternative
treatment in order to break the cycle of drug abuse and crime and
to improve their quality of life (Charles et al., 2005).

b- Substance abuse and psychiatric comorbidity
Comorbidity is the diagnosis of two or more psychiatric
disorder in a single patient i.e. comorbidity of substance misuse
and psychiatric disorder, particularly severe mental illness. In
recent large community survey, it was found that 76 percent of
men and 65 percent of women with a diagnosis of substance
abuse or dependence had an additional psychiatric diagnosis. The
most common psychiatric diagnoses associated with substance
abuse is antisocial personality disorder, anxiety disorder, major
depressive disorder, phobias, psychosexual dysfunctions and
dysthymic disorder (Ross et al., 1988; Abou-Saleh, 2004). The
prevalence of personality disorder was 18.6% in young adults.
There are independent associations between cluster B personality
disorders and substance use disorders (Moran et al., 2006).



Certain behavioral syndromes in childhood e.g. conduct
disorder and certain psychiatric disorder in adulthood especially
antisocial personality disorder also increase the likehood of drug
abuse and dependence, including opioid dependence or alcohol
dependence. These syndromes have both biological and
environmental roots (Lyons et al., 1995) and are associated with
diminished mental health functioning and co-occurrence with
mood and anxiety disorders (Jeffrey et al., 2005).

Moreover, using of substances exacerbate symptoms of
schizophrenia e.g., cannabis, cocaine, and opiates (Westermeyer
et al., 1999). Whereas between 40% and 70% of people with
bipolar disorder have a history of substance use disorder mainly
amphetamine and cocaine. A current or past comorbid substance
use disorder may lead to worse outcomes for bipolar disorder or
schizophrenia, including more symptoms, more suicide attempts,
longer episodes, and lower quality of life (Ostacher et al., 2006).

c- Substance abuse and occupational functioning

Work has long been regarded as a potential contributor and
a tool for the treatment of mental illness. It is an important part of
a cultural role, filling much of an individual's time, supplying a
source of income, providing a source of identity, and contributing
to one's physiological and psychological well-being in societies.
Unemployment, on the other hand, has demonstrated adverse
effects on health caused by poverty, poor housing, and rejection
by society (Kendell, 2000). Substance abuse is found higher
among people who are unemployed and among some minority



groups than among people who are employed and among
majority group.

Research demonstrates that increased employment and
income can have positive effects on the quality of substance
abuse disorders (Smith and Larson, 2003). Reversibly, alcohol
and drug abuse can interfere with an individual’s ability to find
an employment and to be a productive, valuable member of the
workforce. It also aids in effectively working with job seekers
whose alcohol or drug abuse presents barriers to successfully
securing and maintaining employment (Griffiths et al., 1997).
Length of stay in treatment has been found to be a significant
predictor of positive post treatment outcomes, such as decreases
in unemployment and crime (Arday et al., 2003). In addiction
treatment evaluation research, employment is viewed as both a
desired outcome and an element of treatment. Moreover,
employment may be an essential ingredient for retention in
treatment, a variable closely related to treatment outcome. There
was significant and positive correlation between employment
status and retention in treatment. Gainful employment improves
self-esteem, which in turn may reduce the use of illicit drugs.
Employment may also serve as a means of social integration
(Mortal, 1999).

Moreover, the type of employment had significant
influence on substance abuse, for example substance abuse is
more common among medical professionals than among non
medical professional or equal (McGinnis and Foege, 1993).
Also, drug addiction among service soldiers of USA army has



been observed. Of the investigated group of soldiers, 11.8%
informed that they have been using drugs and 2.1% showed
symptoms of addiction. Marijuana, hashish and amphetamine
belong to the group of most commonly used drugs in the army.
The main causes of drug taking, listed by the soldiers, include:
stress associated with the service and noticeable pleasure.
Soldiers taking drugs buy them from their civilian colleagues,
from dealers in the area of the unit or the neighborhood
(Jedrzejczak, 2001).

d- Substance abuse and violence / aggression and suicide
There are many forms of violence related to drugs. This
violence may be directed against object, other people, and
animals, against the self as with suicide or self harm. All
psychoactive substance can impair a whole range of skill need for
driving, operating machinery or tool, crossing roads, risky sexual
activities (Mc Ardle, 2006). Early onset of substance use was
associated with greater levels of family deviance and a variety of
problems including school adjustment, drug use, and criminal
involvement. Early onset of crime was related only to male
gender, early onset of substance use, and cruelty to people
(Gordon et al., 2004). Negative social consequences of alcohol
and drug use, like crimes, violence, traffic accidents, domestic
violence, lost of workplace productivity and disability make the
total burden on the societies even higher. Injecting drug use,
often associated with drug dependence and particularly opioid
dependence, is a driving force of HIVV/AIDS epidemics in many
countries of Europe, Asia, the Middle East and Americas, with a



number of injecting drug users worldwide estimated to be around
13.2 million (Johnston et al., 2003). All these patient may be
associated with increased rates of crime and violence, aggressive
behaviors, with disturbance of social behavior (Miller, 2004).

In a 2002 study, nearly half of all drunken drivers were
alcohol dependent. Alcohol plays a major role in more than half
of all automobile fatalities. Even more disturbing, alcohol related
automobile accidents are the leading causes of death in young
people. Less than two drinks can impair the ability to drive.
Alcohol also increases the risk of accidental injuries (Weisner
and Schmidt, 1993). Nearly 1 million youth aged 16 to 18 years
(11 percent of the total) have reported driving in the past year at
least once within 2 hours of using an illegal drug (most often
marijuana) with car accident (Rockville, 1998). Moreover, the
prevalence of suicide among regular drug users is far higher than
general population. Substance dependence and abuse have been
widely recognized as risk factor for suicide, it has been
postulated that drug use is partially responsible for rising rate of
suicide among individuals between age of 14 and 25. The suicide
rate in this group has risen from 5.2 per 100.000 in 1960 to 13.3
per 100.000 by 1980 (Steven, 2002).

Higher drug spends were associated with having been
imprisoned more often and with those reporting acquisitive
crime, drug dealing and prostitution (Hutchinson et al., 2000).
Also, the total costs for one year for the drug users in UK
amounted to over 12 million pounds, the majority attributable to
self reported criminal behavioral. Social costs were positively



related to a variety of factors including instability in living
circumstances, amount of heroin used and whether or not drugs
were taken intravenously (Healey et al., 1998). Drug abuse and
addiction are common in the incarcerated individual. About 70%
of individuals in state prisons and local jails have abused drugs
regularly, according to National Institute on Drug Abuse. It
estimates that one third of unconvinced men in prison report
substance related problems. Left untreated, those affected may be
mired in a cycle of incarceration, release, relapse, and re-arrest
(Brooke, 2000). Health care providers should involve this group
in treatment and rehabilitation, both inside prison and following
release. This can stop this cycle, thus reducing the use of drugs
among these individuals by half, reducing criminal activity by
80%, and reducing new arrests by 64%, according to the National
Institute on Drug Abuse (NIDA). It is also a good investment for
every dollar spent on treatment. There is a $4 to $7 return in
reduced costs associated with drug-related crimes (Kuehn, 2006).

e- Impact of substance abuse on general health

One of the major problems facing the specialized facilities
in treatment of substance abuse disorders are the serious medical
consequence. The physical functioning of adult substance abusers
is similar to the levels for patients diagnosed with other serious
chronic diseases (Zwart and Laar, 2001). Alcoholic cirrhosis is
the primary cause of cirrhosis in the USA. 10% to 20% of people
who drink alcohol heavily develop cirrhosis, a progressive and
irreversible scarring of the liver that can eventually be fatal. It is
estimated to be responsible for between 44% and 80% of deaths



from cirrhosis in North America (Buck and Umland, 1997).
People with alcoholism tend to have lifestyles that put them at
higher risk for viral hepatitis B and C. Chronic forms of viral
hepatitis pose risks for cirrhosis and liver cancer, and alcoholism
significantly increases these risks (Zakhari, 1997). 80% of
injection drug users (IDUs) had hepatitis B core antibody
(HBcAB), and 90% had hepatitis C virus antibody (HCVAB).
Less than half of each group did not know or were unsure of the
mode of transmission (Luty, 2006). The hepatitis C virus (HCV)
continues to penetrate populations within the United States,
especially within the drug abusing population. Therefore, drug
users need access to HCV testing and medical care, and drug
treatment programs are well situated to provide these services.
These patients had definite reductions in health related quality of
life (HRQOL) and also reduce the quality of life (Dhopesh et al.,
2000). However, in some researches postulated that the chronic
HCV infection per se did not negatively affect the HRQOL of
active injecting drug users. Those who thought they were
infected had a lower HRQOL scores than those who believed
they were not infected (Dalgard et al., 2004).

Drug users and persons with whom they have sexual
contact run high risks of contracting gonorrhea, syphilis,
hepatitis, tuberculosis, and human immunodeficiency virus
(HIV). The relationship between injection drug use and
HIV/AIDS transmission is well-known. Treatment coasted too
much and effective only in a minority of cases (Garfien et al.,
1996). Illicit drug users have a greatly increased risk of



premature death and mortality due to AIDS (Wisniewski et al.,
2005).

At the end of 2002, an estimated 42 million people around
the world were living with HIV. During the same year, five
million new infections were reported, while the epidemic claimed
and estimated 3.1 million lives. One third of the people living
with HIV are between 15 and 24 years old (Vastag, 2001).
Between 1990 and 1998, injecting drug users were the largest
group among diagnosed AIDS cases in Western Europe (Aceijas
et al., 2004). Furthermore, in the United States, approximately
one third of acquired immunodeficiency syndrome cases and one
half of new hepatitis C cases are associated with injection drug
use (Hughes et al., 1999). Optimization of health related quality
of life is particularly important now that HIV is a chronic disease
with the prospect of long term survival. Comorbid psychiatric
conditions may serve as markers for impaired functioning and
well being in persons with HIV. Inclusion of sufficient numbers
of appropriately trained mental health professionals to identify
and treat such conditions may reduce unnecessary utilization of
other health services and improve health-related quality of life in
persons with HIV infection (Sherbourne et al., 2000). Prevention
of psychoactive substance use and associated disorders becomes
one of the top public health priorities (Reid et al., 2003).
Decrease the levels of health related quality of life (HRQL)
among individuals HIV infected through drug injection and also
HRQL has been found to have a prognostic value on the survival
of HIV patients infected through drug injection, then providing
more comprehensive care (Preau et al., 2006). Isolation and the



desire for connection with others, stigmatization, discrimination,
anticipating the future, describing fears about future and its
reflection, have negative effect and regrets on HIV/AIDS
patients’ quality of life QOL (Geurtsen, 2005). Intravenous drug
use is also expected to play a more important role for HIV
transmission in Saudi Arabia in the coming years as the
population of intravenous drug users increases. The prevalence of
confirmed HIV infection among drug abusers in Jeddah, of
whom 80% were intravenous drug users, was found to be only
0.15% (Madani et al., 2004). Recently, in study done in Saudi
Arabia indicated that the anti-HCV prevalence was 0.4% to 1.7%
for adults and 0.1% for children (Madani, 2007).

Moreover, amphetamines are the most widely used illicit
drugs, second only to cannabis (Saunders et al., 2000; Kandel et
al., 1996). In 2005, 10% of all drug related hospital emergency
department visits in USA, were amphetamine related and 26% of
all drug related deaths were due to methamphetamine
dependence (Ebrahim and Gfroerer, 2003). It can produce
cardiovascular collapse, myocardial infarction, stroke, seizures,
renal failure, ischemic colitis, and hepatotoxicity (Sun and
Rebec, 2006). Amphetamines and amphetamine derivatives
increase sexual arousal and disinhibition, cause memory
impairment because of damage to serotonin releasing neurons
and suicidal ideation (Haney, 2004). Recently, a lot of data in the
gulf region reported that amphetamine psychosis became more
common in between amphetamine dependence patients with poor
out come (Abdel Razek et al., 2006). At the same time, Kat
consumption is also known to cause spermatorrhea and chronic



use may lead to impotence and affecting the sexual function
(Hassan et al., 2007). Moreover, the use of cocaine, nitrates, and
volatile inhalant leading to deterioration of cognitive function
and negatively affect the quality of life (Kaufman et al., 1998).
Other research has focused on the long term effects of alcohol
and drug abuse on the immune system as well as the effects of
prenatal alcohol and drug exposure on the behavior and
development of children (Dedic, 2003). While, injection use of
illicit opioids has also been associated with neurological lesions
such as necrosis of spinal cord, grey matter and degeneration of
globus pallidus, transverse myelities, ambylopia and plexitis
(Mintzer et al., 2002; Nehkant et al., 2005).

The influence of substance abuse on quality of
life

Drug and alcohol abuse is associated generally with forms
of unhealthy and unproductive behavior, including delinquency
and high-risk sexual activity, all these leading to deterioration of
quality of life (Rockville, 1997). Personality dimensions,
substance abuse and objective life circumstances accounted
directly or indirectly for substantial parts of quality of life
(Eklund et al., 2003). Higher levels of both mental and physical
health related quality of life were found in patients with no
depressive symptoms, abstinent from drugs and experiencing few
drug related problems (Kann et al., 1993). Mental health related
quality of life was also independently higher in patients receiving
high social support. Physical health related quality of life was
independently higher for patients who stopped injection, whether



on drug maintenance treatment or not, for patients on anti-
retroviral treatment and for patients who remained in early stages
of addiction (Preau et al., 2006).

Substance abuse disorders, in general, are associated with
poor quality of life especially with heroin addicts because of
exposure to HIV infection, rates of unemployment, criminal
records and low educational level were high (Puigdollers et al.,
2004). While patients on drug maintenance treatment who
stopped injecting drugs had better mental health related quality of
life than injectors but lower levels of mental health-related
quality-of-life than abstinent patients (Mintzer and Stitzer 2002).

In case of alcohol abuse, which is the major cause of
preventable deaths associated with violence and motor vehicle
crashes, excessive alcohol intake strains personal relationships
and may affect one's ability to hold a job. In addition, excessive
alcohol intake may result in serious health problems, including
damage to the liver and brain (Ringold et al., 2006). The quality
of life scores in the alcoholic patients are lower in the areas of
role functioning and mental health. In contrast to recent studies
of mental health problems in primary care, alcohol use disorders
and consumption patterns seem to have a modest impact on
patients' Health Related Quality of Life (HRQOL). These effects,
though, vary by dimension of functioning, the presence of
alcohol dependence rather than abuse, and pattern of alcohol
consumption (Volk et al.,, 1997). The severity of alcohol
dependence as well as the co-occurrence with depression and
anxiety seemed to influence the perception of health related



quality of life negatively (Daeppen et al., 1998; Kraemer, 2002).
The alcohol dependent patients make substantially more costly
use of resources than abusers and experience with a much poorer
quality of life including financial, family, legal, and social
problems (Scherrer et al., 2005). Furthermore, youth with recent
alcohol use tend to experience a poorer level of health related
quality of life, especially with mental health related problems
(Chen and Storr, 2006). Binge drinkers and frequent, high
quantity drinkers showed markedly lower scores in the areas of
role functioning and mental health. The changes in alcohol
consumption are associated with changes in quality of life and
alcohol-related consequences (Kraemer et al., 2002).

On the other hand, impairment in social or occupational
functioning due to cannabis use has been frequently reported e.g.,
marked loss of interest in activities previously engaged in, loss of
friends, absence from work, loss of job or legal difficulties (other
than due to a single arrest for possession, purchase or sale of an
illegal substance). The early use of marijuana was associated
with lowered income and reduced health later in life. While,
people who abstain from smoking marijuana appear to have a
better quality of life and higher levels of educational achievement
than marijuana users (Nestler, 1998). Adolescents aged 12 to 17
years who smoke marijuana were more than twice as likely to cut
class, steal, attack persons, and destroy property than those who
did not smoke marijuana. Marijuana affects many skills required
for safe driving: alertness, the ability to concentrate,
coordination, and reaction time. These effects can last up to 24
hours after smoking marijuana. Marijuana use can make it



difficult to judge distances and react to signals and sounds on the
road (Kandel, 1995). Cannabis use was linked to externalizing
problems (delinquent and aggressive behavior) but not to
internalizing problems (withdrawn behavior, somatic complaints
and depression). An increasing frequency of use resulted in
stronger links. Marijuana hinders the user's short term memory,
and induced handling of complex and make tasks especially
simple tasks difficult (Miller, 2004) with exacerbation of
psychotic symptoms and increase risk of psychotic relapse among
psychotic patients and earlier onset schizophrenia (Barnes et al.,
2006).

Methods to improve quality of life in substance

abuse patients

Drug dependence is a preventable and treatable disease, and
effective prevention and treatment interventions are available.
The best results are achieved when a comprehensive
multidisciplinary  approach  which includes diversified
pharmacological and psychosocial interventions are available to
respond to different needs. Even taking into account the
requirements for the delivery of evidence-based treatment, its
costs are much lower than the indirect costs caused by untreated
drug dependence (prisons, unemployment, law enforcement,
health consequences) (Curran et al., 2004; Seeman et al., 2005).

A major priority in US medicine is to treat the drug abusers
effectively and consequently improve the quality of their lives
(Bruce et al., 2000). Abstinence was significantly associated with



completion of the 6 week inpatient treatment programs including
the residential care, 12-step support, individual counseling and
attendance at outpatient after care for following up and
rehabilitation programs (Smyth et al., 2005; Golub, 2005).
Improvement in QOL primarily was predicted by improvements
in psychiatric symptoms, physical health, legal and family
problems. Number of months without alcohol and drugs and
psychological problems were positively associated with
improvement in QOL (Schaar and Ojehagen, 2003). Relapse
prevention treatments have a well-established efficacy and
effectiveness for persons with substance use disorders. Key
ingredients include reducing exposure to substances, fostering
motivation for abstinence, self-monitoring, recognizing and
coping with cravings and negative affect, identifying thought
processes with relapse potential, and deploying, if necessary, a
crisis plan. Relapse prevention approaches may be best suited for
persons in the action of maintenance stages of treatment or
recovery. Further research is needed to examine relapse
prevention therapies as a key component to continuing care for
persons with co-occurring substance use and psychiatric
disorders. Despite that, still substance abuse is a big problems
with harmful impact on quality of life (Mark, 2005).

The direct application of prevention and treatment research
knowledge is particularly important in solving substance abuse
problems. Developing adaptations of research proven programs
for diverse racial and ethnic populations, field testing them with
high quality process and outcome evaluations, and providing
them where they are most needed are critical. Interventions



appropriate to the population to be served, including
interventions to address gaps in substance abuse treatment
capacity, must be identified and implemented by Federal, Tribal,
regional, State, and community-based providers in a variety of
settings (Cook and Moore, 1993). Scientific research has
identified many opportunities to prevent alcohol related
problems. For example, studies indicate that school based
programs focused on altering perceived peer group norms about
alcohol use and developing skills in resisting peer pressures to
drink reduce alcohol use among participating students.
Communitywide programs involving school curricula, peer
leadership, parental involvement and education, and community
task forces also have reduced alcohol use among adolescents
(Holder et al., 1997; Cook et al., 1982).

In college settings, brief motivational counseling has
proved effective in reducing alcohol and other related problems
among high risk groups (Marlatt, 1995). Many opportunities to
prevent drug related problems have been identified. Core
strategies for preventing drug abuse among youth include raising
awareness, educating and training parents and others,
strengthening families, providing alternative activities, building
skills and confidence, using spiritual education, mobilizing and
empowering communities, and environmental approaches
(Odejide, 2006). Research suggests that improving parent-child
attachment and supervision and monitoring also protects youth
from substance abuse. Alternative activities for youth is to teach
social skills and provide an alternative to substance abuse.
According to one study, programs that help young persons



develop psycho- social and peer resistance skills are more
successful than other programs in preventing drug abuse (Taioli,
1991).

Furthermore, the prevention and treatment of substance
abuse require that all abused substances be addressed from
tobacco and alcohol to marijuana and other illicit drugs. Tobacco
prevention and treatment are equally important parts of a
comprehensive substance abuse prevention program (Hingson,
1996). Studies also show that changing norms is extremely
effective in reducing substance abuse and related problems
(Ruhm, 1996). Higher prices or taxes for alcoholic beverages are
associated with lower alcohol consumption and lower levels of a
wide variety of adverse outcomes including the probability of
frequent beer consumption by young persons (Coate and
Grossman, 1988).

However, particular attention must be given to young
persons under age 18 years who have an addicted parent, since
these youth are at increased risk for substance abuse. Because
alcoholism and drug abuse continue to affect lesbians, gay men,
and transgendered persons at two to three times the rate of the
general population, programs that address the special risks and
needs of these population groups also are needed. Government,
employers, the faith community, and other organizations in the
private and nonprofit sectors must increase their level of
cooperation and coordination to ensure that multiple
effectiveness of treatment services for substance abusers needs
are met (Marlatt, 1995).






Chapter (llI)
Schizophrenia and Quality of Life

As formally described by Emil Kraepelin in 1898,
schizophrenia is a devastating illness affecting every aspect of
life for the patient and the patient's family. Approximately one
percent of the population develops schizophrenia during their
lifetime; more than 2 million Americans suffer from the illness in
a given year (Nicola et al., 2006). It is a multifactorial disorder.
Numerous theories have been proposed regarding the cause of
schizophrenia ranging from developmental or neurodegenerative
processes or neurotransmitter abnormalities to infectious or
autoimmune process (Sadek, 2006). Schizophrenia is one of the
major chronic mental health problems that decrease the quality of
life (Lamert, 2006). Although schizophrenia was subject to
several researchers for long decades yet, still the social and
occupational consequence of schizophrenia are not yet resolved
(Okasha et al., 1990). That's why a recent trend in researches is
to focus on the health related quality of life issues revolving
around schizophrenia. At the same time, several studies have
shown that the chronically mental ill are at higher risk for
reduced health related quality of life (HRQL). A combination of
mental health problems with traumatic events might increase this
risk (Bellis et al., 2006).



The cost of schizophrenia

The incidence and prevalence of schizophrenia vary by
geographic area and across time. It has been estimated that
approximately 24 million people suffer from schizophrenia
worldwide, with annual incidence rates of 1-4 per 10 000 adults
aged 15-54 years and an average lifetime prevalence of between
0.5-1% (Robert, 2004; Muldoon et al., 1998). Schizophrenia
affects all individuals equally, regardless of sex, race, or
nationality. The severity of the symptoms and long-lasting,
chronic pattern of schizophrenia often cause a high degree of
disability. Medications and other treatments for schizophrenia,
when used regularly and as prescribed, can help reduce and
control the distressing symptoms of the illness (McGrath, 2006).
Schizophrenia continues to be a high cost illness because of the
range of health needs that people have. Despite the shifting
balance of care away from hospital-based care, the health care
costs of treating and supporting people with schizophrenia
remain high (Chassin and Galvin, 1998). The direct costs of
schizophrenia are large, ranging from 0.5% to as high as 3.5% of
national healthcare expenditures (Gill and Feinstein, 1994). In
1990, the socioeconomic impact of schizophrenia in the United
States alone was $32.5 billion. These patients accounted for 25%
of all hospital admissions and occupied 40% of all long-term care
beds (Taber et al., 2001). While in England, the annual cost of
schizophrenia was 2.6 billion pounds (Knapp, 1997) and in 2005
the total societal cost of schizophrenia was £6.7 billion. The
direct cost of treatment and care was about £2 billion; the burden
of indirect costs to the society was huge, amounting to nearly



£4.7 billion. Cost of informal care and private expenditures borne
by families was £615 million. The cost of lost productivity due to
unemployment, absence from work and premature mortality of
patients was £3.4 billion. The cost of lost productivity of careers
was £32 million. Estimated cost to the criminal justice system
was about £1 million. It is estimated that about £570 million will
be paid out in benefit payments and the cost of administration
associated with this is about £14 million (Burton, 2006).
Furthermore, up to 24% of adults in USA have experienced a
mental disorder during the preceding year. In 1997, the estimated
cost of mental illness exceeded $150 billion for treatment, social
services, disability payments, lost productivity, and premature
mortality (Jeffrey, 2006).

In general, mental health disorders account for a significant
and growing proportion of the global burden of disease and yet
remain a low priority for public financing in health systems
globally (Dixon et al., 2006). The total costs for schizophrenia
were higher than those for other psychiatric disorders, and they
were also age dependent. In both fiscal years, the costs of
schizophrenia were higher for the youngest and oldest cohorts
than for the patients in the 30-65-year range (Cuffel et al., 1996).
So, schizophrenia still represents the second most costly among
diseases, accounting for 9.4% of total health expenditure, just
after cardiovascular diseases 10.7% (Rollin, 2003).

Burden of schizophrenia as an illness on quality
of life



The last decade has seen a number of changes to the
treatment and management of patients with schizophrenia. New
more effective medications have been introduced, more programs
and services have been offered, and there is a better
understanding of the needs and requirements to treat patients
with schizophrenia. These changes can have a significant impact
on family and work relations, social interactions, and quality of
life for patients with schizophrenia (Chakos et al., 2004). The
prognosis for persons with schizophrenia is variable. The disease
can be relatively mild with the patient suffering one or several
episodes with little or no lasting impairment. However, for the
majority of patients, schizophrenia is associated with repeated
episodes and worsening symptoms and outcomes, with about 9%
of patients suffering a lasting impairment, and 43% enduring
increasingly severe symptoms with no periods of complete
remission (Schulte, 2006). Symptoms of the illness are highly
variable from person to person but typically include "positive"
symptoms (delusions, hallucinations, and thought
disorganization), "negative" symptoms (blunted affect, social
dysfunction, lack of motivation), cognitive impairments, and
mood disturbance. Recurrence of active psychosis, progression of
symptoms, and deterioration in all areas of life function are the
rule (Michael et al., 2004). The positive, negative, and
disorganized symptoms of schizophrenia are related to quality of
life, associated with lower general life satisfaction and lower
satisfaction with daily living, finances, health, and social life
(Huppert et al., 2001). Also sexual dysfunction has high
prevalence in schizophrenic patients due to the nature of the
illness, patient’s non-marriage and lack of addressing the sexual



Issues. But in the fact; married schizophrenics mostly suffering of
any sexual problem more than normal subjects due to the illness
or the using of drugs which can affect their normal sexual
function; but still the mechanisms are poorly understood (Abdel
Azim et al., 2006).

Surprisingly, The World Health Organization's studies of
relapse showed better outcomes of schizophrenia, in developing
countries than in industrialized ones, with over 60% of patients in
poor countries asymptomatic after five years compared with only
18% in rich countries. This finding was generally attributed to
better social acceptance and support in these communities, but it
may have been related to less use of mainstream antipsychotic
agents, and continued use of medication correlating with poorer
outcome (Whitaker, 2004).

Impact of clinical symptoms on quality of life

Positive symptoms

The schizophrenic disorders are a major social tragedy
because of the large number of persons affected and because of
the severity of their impairment. It is estimated that people who
suffer from schizophrenia fill 50% of the hospital beds in
psychiatric units and 25% of all hospital beds resulting from
positive symptoms i.e. positive symptoms predicted future
hospitalizations (Abdelmawla and Mitchel, 2006). Positive
symptoms  of  schizophrenia  are  associated  with
neurodegenerative changes and leading to brain cell death and
deterioration of cognitive function. The long duration of



untreated psychosis in early schizophrenia affect negatively on
quality of life in late life especially in life satisfaction domain,
economic outcomes and social network (Al-Jamal et al., 1998).
The positive symptoms are also related to increase of violence
and aggressive behaviors (McGlashan, 2006). For long years
ago, the reduction of positive symptoms and their associated
behavioral problems have been considered the most important
treatment outcome parameter in patients with schizophrenia
(Adent et al., 2000). The positive symptoms in people with
schizophrenia are associated with poor functioning and lower
quality of life. There are associations between positive
symptoms, community functioning and cognitive deficits because
they may be more directly related to functioning outcomes and
predictive of future care (Pelonero et al., 1998).

Negative symptoms

Research suggests that the negative symptoms of
schizophrenia, including problems with motivation, social
withdrawal, diminished affective responsiveness, speech, and
movement, contribute more to poor functional outcomes and
quality of life for individuals with schizophrenia than do positive
symptoms (Haggag, 1998). Moreover, caregivers of patients with
negative symptoms report high levels of burden (Turner and
Stewart, 2006). Negative symptoms tend to persist longer than
positive symptoms and are more difficult to treat (Whitaker,
2004). Research suggests that improvements in negative
symptoms are associated with a variety of improved functional
outcomes including independent living skills, social functioning,



and role functioning (Nasrallarh, 2006). Thus, targeting negative
symptoms in the treatment of schizophrenia may have significant
functional benefits. Treatment of negative symptoms has been
identified as a vital unmet clinical need for many persons with
schizophrenia (Nicholas, 2006). These negative symptoms are
harder to recognize as part of the disorder and can be mistaken
for laziness, depression or prodroma of schizophrenia and around
15-40% of these patients will make the transition to full
psychosis within 12 months (William, 2003). Poor quality of life
is related to residual psychopathology, long delays in treatment of
negative symptoms, and poor premorbid adjustment (Barnes,
2005). The severity of negative symptom was positively and
significantly correlated with later occupational impairment,
financial dependence on others, impaired relationships with
friends, impaired ability to enjoy recreational activities, and
global assessment of functioning (Maxine et al., 2005). The
magnitudes of correlation between the levels of psychotic
symptoms or disorganized symptoms and quality of life measures
were comparatively lower (Facorro et al., 2001). Negative
symptoms of schizophrenia are a prominent feature of the illness,
and frequently remain refractory to treatment. Both the
psychomotor poverty and disorganization syndromes were
associated with social and occupational impairment, in particular,
the psychomotor poverty syndrome was associated with
impairment of personal relationships, and the disorganization
syndrome with poor self-care , inpersistence at work and quality
of life (Beng et al., 2004). Generally, improvement in positive,
negative, and extrapyramidal symptoms was associated with



mood improvement and this affect indirectly on quality of life
(Eack and Newhill, 2007).

Cognitive impairment

Cognitive deficits are recognized as a critical determinant
of functional outcomes in schizophrenia (Haddock et al, 2005).
Schizophrenia is characterized by cognitive deficits in attention,
memory, executive function, motor control, language and general
intellectual ability (Barnes, 2005). Impairments in cognitive
functioning or cognitive deficits are common in schizophrenia,
and the degree of impairment may be associated with the
individual’s age at onset of the disorder (Henriksson et al.,
2004). Moreover, the severity of cognitive dysfunction proves to
be a better predictor of the prognosis for successful outpatient
treatment in the community than the severity of positive
symptoms (Mohl, 2005). Neuropsychological studies clearly
show that patients with schizophrenia suffer from impaired
cognitive performance. This was supported by Magnetic
Resonance Imaging (MRI) techniques, which provided evidence
for brain morphological changes in schizophrenia (Joachim et
al., 2001). Improving cognitive function is currently an important
focus of the management of schizophrenia since deficits in this
area contribute to poor clinical and psychosocial outcomes and
poor quality of life (Kane, 2003). Cognitive rehabilitation
techniques offering remedial treatment of cognitive dysfunction
in schizophrenia have also been developed and have been found
to be a beneficial adjunct to treatment in stable patients with
moderate deficits (Adams, 2001). This intellectual deterioration



was started from childhood through adolescence with increased
risk for later hospitalization for schizophrenia and this was
associated with deterioration of the quality of life (Reichenberg
et al., 2005). Added to these, patients with impaired insight and
cognitive function provided QOL ratings that were less reliable
than those provided by patients with better insight and cognitive
function (Rebecca et al., 2006).

The findings from longitudinal studies of the dimensional
psychopathology of first episode psychosis showed that short-
term functional outcome improves after treatment of the first
episode, but longer term outcome remains relatively poor for a
substantial proportion of patients and is associated with
preadolescent onset, poor premorbid adjustment, poor cognitive
functioning, cerebral asymmetry, and negative symptoms during
prodromal and post onset phases. Poor quality of life is related to
residual psychopathology, long delays in treatment, and poor
premorbid adjustment (Malla et al., 2005).

Negative consequences of poor quality of life in
schizophrenic patients

a- Increase risk of suicide

It has long been known that persons with schizophrenia are
at high risk for attempted and completed suicide. With estimates
of about 5% to 15% for completed suicide and 20% to 40% for
attempted suicide, the recent increase in attention to this concern
is promising (Palmer et al., 2005). The epidemiology of suicidal
behavior in patients with schizophrenia has been well
documented. Like suicide in other groups, more men than women



complete suicide, although suicide attempt rates do not differ
between the sexes (Lewis et al., 2005). Women with
schizophrenia have higher rates of suicide relative to other
women (Turkington et al., 2006). In general, the period of
greatest risk of suicide is early in the course of illness, therefore,
patients with schizophrenia who completed suicide tended to be
young and in the first 5 to 10 years of illness (Crystal et al.,
2006). However, unlike other groups at risk, the risk of suicide in
patients with schizophrenia is elevated throughout the lifespan.
Suicide attempts tend to be of moderate to severe lethality, and
those who attempt suicide are likely to make multiple attempts
(Williams, 2003). In addition, factors such as unemployment,
single status (unmarried), and living alone have been found more
often in patients with schizophrenia who attempt and complete
suicide (Kanas, 2006). Suicide risk was particularly high during
the first 5 days after discharge, the period after discharge from a
psychiatric hospital represents a critical time in the course of
iliness for individuals with schizophrenia. The transition from the
hospital to another setting has been found to be associated with
increased levels of stress and perhaps as a consequence, with
exacerbation of psychiatric symptoms, noncompliance with
medication, substance abuse, and suicide attempts (Kimhy et al.,
2004). Moreover, increased risk was also associated with
multiple admissions during the previous year, previous suicide
attempts, about a third of people with depressive symptoms died
within a year of illness (Hunt et al.,, 2006). Higher severity
classes were associated with more disability and poor quality of
life (Kruijshaar et al., 2003). Also social anxiety disorder is
associated with a lower health related quality of life and higher



lifetime rates of suicide attempts with schizophrenia in
outpatients (Mendlowicz et al., 2005).

Quality of life is negatively associated with a history of
suicidality of patients with schizophrenia. The patients who had
attempted suicide multiple times were less satisfied with regard
to a larger number of life domains than the nonattempters and the
single attempters (Hogatry et al., 2004). Dissatisfaction with
QOL was associated with repeated suicide attempts.
Interventions aimed at helping people in the period immediately
following discharge from inpatient care have been developed and
improving their quality of life (Crawford, 2004).



b- Increase risk of violence

There is link between mental illness and criminal violence,
substance misuse in schizophrenia with male gender, high
incidence of homelessness, more pronounced psychotic
symptoms, non-adherence with medication, poor prognosis,
violence and aggression (Soyka, 2000). But actually, most
individuals suffering from schizophrenia are not violent; more
typically, they are withdrawn and prefer to be left alone (Walsh
et al., 2002). However, it has been reported that the patients with
severe mental illness commit one in 20 violent crimes all over the
population (Fazel and Grann, 2006).

People with positive psychotic symptoms, such as
persecutory ideation, command hallucination, have high the risk
of minor and serious violence, because patients with
schizophrenia have defects in their ability to predict the sensory
consequences of their actions (Shergill et al., 2005). The patients
with negative psychotic symptoms, such as social withdrawal,
depressive symptoms, had lowered risk of serious violence
(Jeffrey et al., 2006). Moreover, comorbidity with substance
abuse significantly raises the rate of violence in people with
schizophrenia but also in people who do not have any mental
illness (Coid et al., 2006).Violence may be also worse if
medications were discontinued, or in patient with poor
compliance (McNiel et al., 2000). When violent behavior does
occur, it is most frequently targeted at family members and
friends, and more often takes place at home. Violence against
family caregivers by their adult relatives with severe mental



iliness is a taboo area of public discourse and scientific research
because of fears of further stigmatizing this population. Yet, these
families experience violence at a rate estimated to be between
10% and 40%, which is considerably higher than the general
population (Solomon et al., 2005).

Quality of life issues must be addressed more vigorously in
the care of chronic mental patients, as they were less satisfied
than the general population in most life areas, especially
finances, unemployment, safety, and family and social relations.
Of particular concern, was the finding that 34% had been recent
victims of crime. The results underscore the need for better social
programs for these patients (Lehman et al., 1982).

c- Increase risk of relapse

The main goal in the treatment of schizophrenia is to reduce
symptoms and minimize the risk of relapse or the reappearance
of symptom exacerbations. The nature of schizophrenia as an
iliness leads to some 80% of patients relapsing within two years
of a treated first episode and only one in six patients remaining
relapse free 10-15 years later (Turner, 2004). Relapse in
schizophrenia remains common, distressing, and costly, may be
associated with an increased risk of hospitalization and cannot be
entirely eliminated even by the best combination of biological
and psychosocial interventions (Shepherd et al., 1989). Relapse
prevention is crucial as each relapse may result in the growth of
residual symptoms' accelerating social disablement and have a
major negative impact on quality of life (Hogarty et al., 1991).



Non-compliance or partial compliance remain key barriers in the
management of schizophrenia and are often significant
contributing factors in relapse. Patients experiencing numerous
relapses are at high risk of never regaining previous levels of
functioning, therefore, preventing relapse is paramount in order
to improve the long-term outcome for people living with the
condition (Walz, 2004).

Alcohol and drug abuse, social anxiety, and depression are
all conditions prevalent among patients with schizophrenia. Each
can negatively affect a patient's quality of life and treatment
outcome and should be attended to as a regular component of
aftercare (Pfammatter et al., 2006). Between one third and one
half of schizophrenic patients use alcohol and/or other
substances; this puts them at increased risk for relapse, treatment
nonadherence, hospitalization, violence, and suicide (Valmaggia,
2005). The combination of cognitive behavioral drug relapse
prevention strategies, social and independent living skills training
improved drug and alcohol abstinence, medication adherence,
and quality of life (Bernice et al., 2003).

d- Increase risk of substance abuse

The high rate of co-occurrence of substance use disorders
and other psychiatric disorders are well established. Individuals
with schizophrenia have an increased vulnerability to abuse drugs
or alcohol. This vulnerability can interfere with the course and
treatment of the disorder and may also have a detrimental effect
on already compromised cognitive functioning and affected



quality of life negatively (Brady and Sinha, 2005). Among those
with a mental disorder, the odds ratio of having some addictive
disorder was 2.7, with a lifetime prevalence of about 29%
including an overlapping 22% with an alcohol and 15% with
another drug disorder. For those with either an alcohol or other
drug disorder, the odds of having the other addictive disorder
were seven times greater than in the rest of the population.
Among those with an alcohol disorder, 37% had a comorbid
mental disorder. The highest mental-addictive disorder
comorbidity rate was found for those with drug (other than
alcohol) disorders, among whom more than half (53%) were
found to have a mental disorder with an odds ratio of 4.5.
Individuals treated in specialty mental health and addictive
disorder clinical settings have significantly higher odds of having
comorbid disorders (Regier et al., 1990).

The prevalence of substance use disorders in patients with
schizophrenia is greater than the rate observed in the general
population (Gitlin et al., 2004). Several theories exist to explain
the high rate of comorbidity. The self medication hypothesis
suggests that persons may abuse substances to treat underlying
psychotic symptoms or adverse effects of medications commonly
used to treat schizophrenia. Other hypotheses include the
increased availability of substances of abuse, genetic
predisposition, and kindling (Oshima et al., 2003). The most
common form of substance use disorder in people with
schizophrenia is nicotine dependence due to smoking. While the
prevalence of smoking in the U.S. population is about 25 to 30
percent; about 41% of all individuals who have had a mental



iliness smoke compared with 22.5% of those who have never had
a mental illness. Persons with mental illness are about twice as
likely to smoke as other persons but have substantial quit rates
(Lasser et al., 2000). Smoking has been found to interfere with
the response to antipsychotic drugs (McCreadie, 2003). Several
studies have also found that schizophrenia patients who smoke
need higher doses of antipsychotic medication. Quitting smoking
may be especially difficult for people with schizophrenia,
because the symptoms of nicotine withdrawal may cause a
temporary worsening of schizophrenia symptoms. However,
smoking cessation strategies that include nicotine replacement
methods may be effective (Kuehn, 2006).

Individuals with schizophrenia have a high risk of
becoming addicted to drugs other than nicotine mainly
marijuana, alcohol and cocaine. Rates of dependence in psychotic
population appears to be high, and it has been estimated that
patients with mental illness consume 44.3% of all cigarettes in
the United States (Abdel-Aziem, 2007). And 13 to 42% of
schizophrenics are addicted to marijuana (Weiser et al., 2004).
These individuals often have difficulties adhering to a substance
abuse treatment program, and have an increased chance of
marijuana relapse. Marijuana use by schizophrenics has also been
associated with clinical exacerbations, noncompliance with
antipsychotic medications, poor global functioning, increased
rehospitalization rates and subsequently associated with poor
quality of life. While antipsychotic medications are often
effective in controlling symptoms of schizophrenia, they are not
always effective in preventing substance abuse (Henquet et al.,



2005). Persons with schizophrenia who are addicted to cocaine
experience more psychiatric and substance abuse relapses and
worse long term outcomes than persons with only one of these
conditions (Smelson et al., 2002).

Comorbid substance use disorders among patients with
schizophrenia are associated with a number of clinical
challenges, including an increased rate of medication
noncompliance, more frequent and longer hospitalizations, a
higher rate of use of crisis-oriented services, and consequently, a
higher cost of care. Social problems associated with substance
abuse in patients with schizophrenia include legal entanglement,
housing instability, unemployment, poor money management and
poor quality of life (Lidz et al., 1995). Because of the serious
consequences associated with substance abuse in this population,
the development of effective treatments is of utmost clinical
importance. Patients with psychotic disorders may be more
reluctant to participate in traditional substance abuse treatment
programs and self-help groups, where most members do not have
comorbid psychotic disorders. In addition, the cognitive
symptoms that are associated with schizophrenia may undermine
a patient's motivation and his or her ability to learn new coping
strategies in psychosocial treatments. Although specialized
psychosocial treatments that focus on behavioral interventions
for substance abuse in patients with schizophrenia show promise,
they require an intensive intervention by highly trained staff
(Daumit et al., 2006).



Relation between treatment intervention In

schizophrenic and quality of life

Schizophrenia is one of the most expensive disorders across
the adult lifespan, and expenditures increase across age cohorts.
Effective interventions are needed that improve independent
functioning in older age, in conjunction with innovative models
of home and community based services that decrease high use of
and expenditures for nursing homes (Bartels et al., 2003). At the
same time, Quality of life (QOL) improvement has been
recognized as an important outcome of schizophrenia treatment
(Eack and Newhill, 2007). The goals of treatment in
schizophrenia have evolved from objective improvements in
psychotic symptoms to encompass patient related factors such as
subjective response and quality of life. More research is needed to
address effective interventions to reduce patient and caregiver
burdens and to improve outcomes and quality of life (QOL)
(Winkler, 2006).

The traditional neuroleptics, while alleviating many florid
positive symptoms of schizophrenia, did not restore or remediate
social or occupational skills. Furthermore, many neuroleptics
were beset by untoward side effects (e.g., akathisia), and they
were ineffective in reducing the negative symptoms of the
disorder (e.g., flat affect, anhedonia), which are often associated
with negative outcome (Matson, 1998). However, the
development of the atypical antipsychotic agents in the early
1990s leads to adoption of new measures for therapeutic
outcome, negative symptoms, neurocognition, social functioning,



quality of life and insight (Burton, 2006) and usually allow the
patient to function more effectively and appropriately (Postrado
and Lehman, 1995). In general, improved quality of life was
reported in schizophrenic patients treated with noval
antipsychotics. They play an integral part in the achievement of
remission, such as negative symptoms, cognitive impairment,
social functioning and quality of life. Reduction in both negative
symptoms and general psychopathology were accompanied with
better quality of life. Some improvement in neuropsychological
test performance was also found, with a variable pattern of
association with change in psychopathology. Improved verbal
fluency was associated with reduction in negative symptoms,
while improved verbal concept formation was associated with
reduction in positive symptoms (Galletly et al., 1997). However,
non-compliance with medication remains widespread due to
iliness, treatment and clinician related factors. The use of long-
acting antipsychotic agents, with their assured medication
delivery, may facilitate compliance and improve long-term
treatment outcomes, possibly assisting patients in achieving
remission (Nasrallah, 2006). Although the second generation
(atypical) antipsychotics are more expensive than first generation
(typical antipsychotics) up to 10 times the cost (Daumit et al.,
2003) but more effective, with fewer adverse effects, and
preferable to patients (Jones et al., 2006).

Nevertheless, antipsychotic drugs, like wvirtually all
medications, have unwanted effects along with their beneficial
effects. During the early phases of drug treatment, patients may
be troubled by side effects such as drowsiness, restlessness,



muscle spasms, tremor, dry mouth, or blurring of vision (Jones et
al., 2006). The long term side effects of antipsychotic drugs may
pose a considerably more serious problem as weight gain,
diabetes mellitus. One third of new cases of diabetes may be
attributed to use of olanzapine, risperidone, and quetiapine in
patients taking these medications (Lambert et al., 2006). Weight
gain is a common complication of antipsychotic treatment. Its
consequences include decreased self-esteem, reduced quality of
life, reduced adherence with medication and increased morbidity
and mortality (Haddad, 2005). A definitive relationship exists
between compliance and the economic costs of schizophrenia and
quality of life. Lower rates of compliance lead to higher costs of
treating schizophrenia and low quality of life (Thieda et al.,
2003).

While medication may help relieve symptoms of
schizophrenia, various psychosocial treatments can help with the
behavioral, psychological, social and occupational problems
associated with the illness (Turkington and Mckenna, 2003).
There is a wide range of psychological interventions for
established schizophrenia. These include family interventions,
motivational interventions for substance misuse and for non-
adherence to medication (Lewis et al., 2005), social skills
training, and cognitive remediation, psycho educational
interventions with families and relatives, as well as cognitive
behavioral therapy of persistent positive symptoms emerge as
effective adjuncts to pharmacotherapy (Ayek et al., 2003). Each
of the above approaches can help improving different aspects
related to quality of life (Lewis et al., 2005).



For example, the cognitive behavioral therapy treatment
resulted in reductions in feelings of hopelessness, reduction of
positive symptoms and in low self-esteem (Williams, 2003).
These benefits seem to be accompanied by slight improvements
in social functioning, improvement of insight, symptomatology
and reduce depression (Turkington et al.,, 2006). Recently,
cognitive behavioral therapy is now recognized as an effective
intervention for schizophrenia in clinical guidelines developed in
the United States and in Europe. In spite of the evidence based
and absence of side effects, however, the general availability of
this treatment approach within community settings is still low
(Olfson et al., 2006). Rehabilitation or cognitive rehabilitation
approaches seek to enhance cognitive processes or to circumvent
cognitive impairments in schizophrenia in an effort to improve
functional outcome (Velligan et al., 2006). Moreover, it has roll
in developing the social skills and job training to help people
with schizophrenia function in the community and live as
independently as possible with social functioning improved
(Glynn et al., 2004). Also the cognitive behavioral social skills
training for middle aged and older outpatients with chronic
schizophrenia helped learning coping skills, evaluated anomalous
experiences with more objectivity (achieved greater cognitive
insight), and improved social functioning and also improving the
quality of life for those chronic patients (Granholm et al., 2005).

At the same time, employment is a primary goal for a
majority of unemployed patients with schizophrenia. Sustained
employment has been associated with reduced health care use and
costs and increased levels of self-esteem and satisfaction



(Barrowclough et al., 2006). As noted earlier, improvement in
positive symptoms appears to be less of a predictor of community
functioning (independent living skills, vocational status, and
quality of life), social skills, and skill acquisition than
improvement in negative symptoms and neurocognitive abilities,
because the most impaired aspect of well-being in the
schizophrenic group was the social relationship (Hasanah and
Razali, 2002). Psychiatric patients reported less satisfaction than
the general population on all components of social support
(Caronetal., 1998).

Another important approach is group therapy and
supporting groups. Group therapy is a widely used treatment
modality for early psychosis, which can provide continuing
mutual support when used as an adjunct to antipsychotic
medications (Kanas, 2006). Mental health quality was negatively
related to both rehabilitation needs and poorer continuity of
service. Life satisfaction was negatively related to poorer
continuity of service and higher perceived treatment coercion
(Crystal et al., 2006). From another point of view family therapy
can help families deal more effectively and enabling them to
better helps their loved one. Family intervention programs has an
effect on the patient’s relapse rate (decreased 20%), and
hospitalization rates (Pfammatter et al., 2006). Very often,
patients with schizophrenia are discharged from the hospital into
the care of their family, so it is important that family members
learn all they can about schizophrenia and understand the
difficulties and problems associated with the illness (Walz et al.,
2004). 1t is also helpful for family members to learn ways to
minimize the patient’s chance of relapse for example, by using



different treatment adherence strategies and to be aware of the
various kinds of outpatient and family services available in the
period after hospitalization (Kuipers et al., 2006). Family
psychoeducation, which includes teaching various coping
strategies and problem solving skills, may help families deal
more effectively with their ill relative and may contribute to an
improved outcome for the patient (Zheng and Arthur, 2005).

Community Mental Health Care

In the last fifty years, the organization of community based
psychiatric services has become increasingly complex and
sophisticated in most developed countries. Community Mental
Health Services offers help and hope for people who have a
serious mental illness such as schizophrenia (Tolmac and
Matthew, 2004). The Community Mental Health Teams are fully
integrated teams of people from a variety of professional
backgrounds, aiming to provide one point of access to mental
health services to people suffering from a severe mental health
problem. Their services are aimed at adults of working age with
mental health problems that seriously impair their ability to
function. Clients with less serious problems should be looked
after in primary care settings and by counseling services. There is
some empirical support for the benefits of these teams,
particularly in terms of patient satisfaction as they provide
flexibility and continuity of care (Bebbington et al., 2002). The
community treatment program has been successfully transferred
to many communities by other teams of clinical researchers.
Also, assertive community treatment programs have been



successfully implemented as part of routine clinical care and have
been shown to be effective at reducing rehospitalization,
therefore the majority of people who suffer from mental illness
receive their treatment and care in their own community, not in
hospital. Community mental health services work without
disrupting their home life through changing of policies of
hospitalization from the large old mental hospitals to the
development of community mental health care unit all over the
community. This will consequently lead to improvement of the
functional outcome and quality of life and satisfaction with living
situation (Michael et al., 2004).
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