Substance misuse in patients
with acute mental illness

Cherrie Ann Galletly and
Darryl P Watson

To THE EDITOR: There has been much
public discussion recently about comorbidity
between substance misuse and psychiatric dis-
orders." Drug and alcohol misuse can precip-
itate, exacerbate and prolong psychiatric
disorders, and is often accompanied by a range
of social problems. Here we report on the
prevalence of substance misuse in an unse-
lected group of patients admitted to the 20-
bed acute psychiatric facility at Lyell McEwin
Health Service, situated in an underprivileged
region of northern Adelaide. The facility has
five closed beds and 15 open beds.

In October 2005, 45 patients (23 men, 22
women; mean age, 39 years) were admitted to
the unit, of whom 28 (62%) were detained
involuntarily. Semi-structured interviews,
clinical history taking and collateral informa-
tion gathering revealed that 27 patients (60%)
had a comorbid substance misuse disorder.
The most common substance misused was
cannabis (20 patients [44%]), followed by
alcohol (16 patients [36%]), amphetamines
(15 patients [33%]), opiates (6 patients
[13%]) and benzodiazepines (5 patients
[11%]). Misuse of more than one substance
was common — for example, all 15 patients
diagnosed with amphetamine misuse also
misused cannabis. Patients who misused can-
nabis were younger (mean age, 33 years) than
those who did not (mean age, 44 years)
(t43=0.23; P=0.023) and were more likely to
be male (61% of male patients misused can-
nabis compared with 27% of female patients;
x> =5.14; P=0.036). Of 19 patients with psy-
chotic disorders, 11 misused cannabis.

These results indicate high rates of sub-
stance misuse in patients admitted to a psychi-
atric facility. Cannabis misuse by young men is
a particular concern. It is apparent that more
than half of inpatients with acute psychiatric
conditions could benefit from interventions to
address their substance misuse.

The extent of cooperation between drug
and alcohol services and mental health serv-
ices varies between different localities and
between the private and public sectors. In
states such as South Australia, where there is
a historical separation between drug and
alcohol services and mental health services,
the treatment of these disorders is regarded as
outside the role of mental health services.
Patients considered to have a primary prob-
lem with substance misuse are treated by
specialised drug and alcohol services. This
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service divide does not reflect clinical reality.
Patients with comorbidity can “fall through
the cracks”, each service regarding them as
someone else’s responsibility.

Postgraduate training in psychiatry
includes both academic input and the sub-
mission of case logs describing 10 patients
with addiction disorders, but this aspect of
training may need to be expanded in
response to changes in the pattern of disor-
ders in the patient population. Mental health
clinicians, along with general practitioners
and doctors working in settings such as
emergency departments, will increasingly
need to be highly skilled in diagnosing and
managing comorbid drug and alcohol and
psychiatric disorders.
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A call for help. Australia needs a
standard emergency phone
number in all hospitals

Gerald F Williams

To THE EDITOR: Much has been written to
describe the best clinical protocols to
improve patient outcome following a medical
emergency in hospital.'* However, one sim-
ple step in the process has not been clearly
articulated: what is the hospital internal
emergency number to ring to summon the
medical emergency or “code blue” team?

Each hospital in Australia sets its own
emergency phone number. Examples include
333, 444, 555, 666, 777 and 2333 — there
are probably others. For the highly mobile
workforce in our hospitals, it is often difficult
to recall which number to ring when chal-
lenged by the immediacy of a situation.

All hospitals should upgrade their phone
systems to have a single standard phone
number for internal emergencies. This solu-
tion has been successfully applied in the
broader community. In the Australian com-
munity an emergency call is 000, in the
United States it is 911, and in the United
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Kingdom it is 999. It ought to be possible for
all Australian hospitals to use a standard
emergency telephone number to initiate an
internal emergency response. I have only
been able to find one health service inter-
nationally that has attempted this solution —
the UK National Health Service advises trusts
to use the number 2222.°

Technical advice on what number would
be most suitable in Australia would be
required. Telecommunications experts
should advise on the technical aspects, cost
and a reasonable time frame for all hospitals.
State and federal health services would need
to direct all hospitals to move to the new
number, either as able or by a date to be
determined.

I hope to raise the debate on what appears,
at a superficial level, to be a very simple
initiative that could save lives, or at least
remove one more cause of error and delay in
the internal emergency response of each hos-
pital.” T have written to various authorities
asking that this concept be explored. Those
that have responded agree in principle, but
have not taken responsibility for its progres-
sion. If this is a good idea, who should or
could take control of it? It would be helpful
to find an authority to back this proposal.
This is a call for help.
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“Positive” family planning:
another personal viewpoint

Jane M Andrews

To THE EDITOR: I am not a regular corres-
pondent, as, with three children and a career, [
rarely have the time. But, having read the
recent personal perspective on missed
conception’ and the accompanying commen-
tary,” I felt compelled to offer my own personal
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