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Objective: To explore the epidemiological characteristics and the risk factors for methamphetamine (MA)—associated psychotic symptoms among MA users in China.

Methods: A cross-sectional study was conducted between April, 2012 and October, 2015 among individuals for whom MA was the principal drug of use in a Compulsory Drug Detoxification Center in Beijing, Guangdong Province. Demographic, drug use and psychological characteristics were examined using a specifically-designed questionnaire, the Positive and Negative Syndrome Scale, Barratt Impulsive Scale, Hamilton Anxiety Scale and Beck Depression Inventory. Logistic regression was performed to explore the risk factors for MA-associated psychotic symptoms.

Results: A total of 1685 participants were included. Participants were predominantly aged 30 or above, unemployed, and were unmarried Han Chinese men, with limited education. The duration of MA use was more than 3 months in 72.3%. 47.8% reported that the dose of MA use was ≥ 0.2 g per occasion of use. 11.5% had used two or more synthetic drugs. The prevalence of MA-associated psychotic symptoms was 17.0% among MA users during periods of abstinence. Multiple logistic regression analyses showed that a higher dose (≥0.2 g per time), a longer duration of MA use (>3 months) a history of heroin use and a history of tobacco use were associated with MA-associated psychotic symptoms, with adjusted odds ratios (ORs) of 1.96 (95% confidence interval [CI]: 1.40–2.76), 1.98 (95% CI: 1.33–2.96) and 2.45 (95% CI: 1.67–3.60), 1.78 (95% CI: 1.27–2.49) respectively. MA-associated psychotic symptoms were less common among married/cohabitating than unmarried (OR = 0.56; 95% CI: 0.39–0.81), and unemployed than employed (OR = 0.65; 95% CI: 0.47–0.92) individuals. MA users with anxiety and depression symptoms had significantly greater risk for MA-associated psychotic symptoms by 9.70 (6.92–13.59) and 1.90 (1.36–2.65) times respectively. Individuals with higher impulsivity were more likely to have MA-associated psychotic symptoms than those with lower (OR = 2.19; CI:1.50–3.20).

Conclusion: MA-associated psychotic symptoms occurred frequently among MA users in China. The efforts that facilitate drug users' attempts to reduce MA use, abstain from poly-drug use, and control associated psychiatric symptoms and impulsivity should be supported because of their potential contribution to MA-associated psychotic symptoms in this population.
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INTRODUCTION

Amphetamine-type stimulants (ATS) comprising predominantly methamphetamine (MA) are the second most commonly used illicit drug globally after cannabis. Their use is associated with health problems globally, and particularly in East and South-East Asia (1, 2). The United Nations Office on Drugs and Crime reported that an estimated 37 million individuals have used amphetamines in the past year and that MA was the most consumed drug in China (3). Data from the Annual Report on Drug Control in China indicated that the number of registered synthetic drug users exceeded users of traditional drugs such as heroin. At the end of 2016, the number of registered synthetic drugs users reached 1.52 million, accounting for 60.5% of all drug users (4–6). The use of MA contributes to a wide range of physical and mental health disorders.

It is well established that MA can induce both prolonged and transient psychosis, which is characterized typically by persecutory delusions and auditory hallucinations, but also delusions of reference, visual hallucinations, and thought broadcasting (7–9). MA-associated psychotic symptoms give rise to a variety of adverse consequences that are considerable public health concerns, including negatively impacting on the individual's quality of life and increasing the burden on their family and society (10, 11). Studies conducted internationally provide evidence that MA-associated psychotic symptoms increase risk for suicidality (10–12).

The increasing use of MA and associated harms globally raise questions regarding the prevalence of MA-associated psychotic symptoms in MA users. The reported prevalence of psychotic symptoms among MA users varies widely in different countries, ranging between 13 and 46% (9, 13–18). A Chinese study reported 17.4% prevalence of psychotic symptoms in MA users from detoxification centers (19). Studies have shown that earlier, longer and heavier use of MA was associated with increased risk for MA-associated psychotic symptoms (19–21). MA dependence, too, may increase the risk for MA-associated psychotic symptoms (9, 13–16). There is also an association between increased prevalence of co-occurring anxiety and depressive symptoms in individuals with MA-related psychotic symptoms (22, 23). Most studies to date have been conducted in developed countries, however, and evidence from developing country populations is scant and interpretation limited by small sample size. This study aimed to examine the prevalence of psychotic symptoms among MA users in China, and to systematically analyze the risk factors for MA-associated psychotic symptoms among Chinese MA users.

MATERIALS AND METHODS

Participants

A cross-sectional study of MA–associated psychotic symptoms and risk behavior among MA users was conducted in compulsory drug detoxification centers in Beijing and Guangdong Province, China. MA users who only or primarily used MA in the past year (prior to enrollment) were recruited from April, 2012 to October, 2015 by convenient sampling method. Inclusion criteria were: age 18 years or above; MA as primary drug ever used, and positive urine test for MA at time of entry to the treatment center. Subjects were excluded if they had significant physical illnesses, such as cerebrovascular disease, cardiovascular disease, or stroke which had been diagnosed by doctors previously. The participants who declined to participate or otherwise did not participate were not disadvantaged in any way. Written informed consent was obtained from all the study participants. The study was approved by the Institutional Ethics Board of Peking University. A total of 1685 MA users who reported that MA was their primary drug ever used and completed the psychotic symptoms assessment were included in the present study.

Measures

Sociodemographic and Drug Use Questionnaire

A self-designed structured questionnaire that collected information on demographic characteristics and drug use history was administered in face-to-face interviews by trained interviewers. Demographic variables included geographical area of survey, age, gender, ethnicity, employment, education, and marital status. Information about drug use included: synthetic drug ever used, other substance ever used, two or more synthetic drugs ever used, main route, source, cause, sites of MA administration, dose, frequency and duration of MA use, concurrent use of other drugs and MA dependence in the past year before entering the treatment center. MA dependence was defined as present if there were two or more of the following symptoms: craving, tolerance, withdrawal, out-of-control drug use, preoccupation with drug, and use despite significant impairment (based on the Diagnostic and Statistical Manual of Mental Disorders, 4th edition (24).

The Positive and Negative Syndrome Scale (PANSS)

The Positive and Negative Syndrome Scale (PANSS) was used to assess psychotic symptoms (25). The 30-item scale assesses the severity of positive syndrome (7 items), negative syndrome (7 items), and general psychopathology (16 items). Each item rated on a 7-point scale (1=absent, 2=minimal, 3=mild, 4=moderate, 5=moderate severe, 6=severe, and 7=extreme), with cumulative scores ranging from 30 to 210. Clinically significant psychotic symptoms corresponded to a PANSS total score of 58 and above (26). The validity and reliability of PANSS (Chinese version) both meet the requirements of psychometrics for assessing psychotic symptoms in Chinese patients, with internal consistency reliability of 0.87 (27).

The Beck Depression Inventory (BDI)

Symptoms of depression were measured using the short 13-item Beck Depression Inventory (BDI). Each item is scored from 0 to 3 with total scores ranging from 0 to 39. A score of ≥8 was classified as indicative of having depressive symptoms (28). Previous research demonstrates that the BDI can be reliably used to assess depression symptoms in Chinese populations (29).

The Hamilton Anxiety Scale (HAMA)

Anxiety symptoms were measured using the Hamilton Anxiety Scale (HAMA). The scale comprises 14 items each rated from 0 to 4, with cumulative scores ranging from 0 to 56. A cut-off value of ≥14 was used to define presence of anxiety symptoms (30). HAMA has been demonstrated to have good reliability and validity in Chinese individuals (31).

The Barratt Impulsive Scale (BIS-11)

The Barratt Impulsive Scale (BIS-11) was used to measure impulsiveness and comprises 30 items (32). In the adapted Chinese version, each of the 30 items is scored from 1 to 5, with total scores ranging from 30 to 150 (33). The higher the total questionnaire score, the higher the individual's level of impulsiveness (34). Reliability and validity in Chinese populations are acceptable (33).

Statistical Analysis

EpiData software (Odense, Denmark) was used to verify consistency of the double-entered data. Descriptive analysis was conducted for the demographic and drug use characteristics, psychotic symptoms, depressive symptoms, and anxiety symptoms of the study participants with the estimated means and proportions. Univariate logistic regression was used to examine the association of variables with risk for MA-associated psychotic symptoms. Multiple logistic regression was conducted using a stepwise backward sequence. Significant variables from univariate analysis were included for multiple logistic regression analysis. All the statistical tests were completed using Stata version 13.1 (35). Statistical significance was set at 0.05 in two-sided tests for all analyses.

RESULTS

Sample Characteristics and Pattern of Drug Use

1685 MA users participated in the study, from Beijing (43.2%) and Guangdong (56.9%) Province, China. Tables 1, 2 show the demographic and drug use characteristics of the subjects respectively. Age ranged from 18 to 57 years (mean, 32.9 years) and 655 participants (39.5%) were < 30 years old. The majority were male (86.4%), of Han ethnicity (92.8%), 52.0% were unemployed, and 48.6% unmarried. The level of education was mainly junior high school or below (78.4%).


Table 1. Characteristics of methamphetamine users.
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Table 2. Drug use characteristics and psychosis symptoms of the methamphetamine users.
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Among the 1685 MA users, 14.3% had a history of heroin use, 18.8 and 34.0% reported alcohol use and cigarette smoking respectively. The majority (95.5%) used MA by smoking or insufflation. Craving (57.7%), influence by friends or peers (45.3%), and pursuit of euphoria (40.3%) were the main reasons given for drug use. The average age at onset of MA use was 28.5 years, 40.0% of the MA users' age at first MA use was ≤ 25 years. 72.3% had used MA for more than 3 months, 61.1% had used MA every week. 64.8% were MA-dependent. 55.2% of MA users were abstinent for 1 month or less. Almost half (47.8%) had used ≥0.2 g per time. 20.0% had received prior treatment for drug use.

Prevalence and Profiles of Psychotic and Affective Symptoms

286 (17.0%) had MA-associated psychotic symptoms. Table 3 also shows the proportion to which each item psychotic symptom on the PANSS was rated as present among MA users who met criteria for psychosis (PANSS> = 58). The top three psychotic symptoms were somatic concern (G1, 36.7%), guilt feelings (G3, 36.7%), and excitement (P4, 33.9%), respectively. The other three noteworthy psychotic symptoms were hallucinations (P3, 27.3%), suspiciousness/persecution (P6, 26.6%), and delusions (P1, 17.8%).


Table 3. Prevalence of PANSS symptoms reported by methamphetamine users who met criteria for psychosis (PANSS > = 58).
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Predictors of MA-Associated Psychotic Symptoms

The multiple logistic regression (Table 4) showed that a higher dose (≥0.2 g per time), and a longer duration of MA use (>3 months) were both associated with increased odds of psychotic symptoms: adjusted odds ratio (OR) = 1.96 (95% confidence interval [CI]: 1.40–2.76), and 1.98 (95% CI: 1.33–2.96), respectively. Subjects who reported a history of heroin or tobacco use had higher odds of MA—associated psychotic symptoms than those without (OR = 2.45, 95% CI: 1.67–3.60; OR = 1.78, 95% CI: 1.27–2.49, respectively). Being married/cohabitating, or unemployed had lower odds of MA-associated psychotic symptoms: OR = 0.56 (95% CI: 0.39–0.81) and 0.65 (95% CI: 0.47–0.92), respectively. MA users with anxiety symptoms or depression symptoms had significantly increased odds of having MA-associated psychotic symptoms by 9.70 (95% CI: 6.92–13.59) and 1.90 (95% CI: 1.36–2.65) times. Based on the average score of BIS-11 (75.79 ± 21.24), we divided the subjects into high impulsivity group (BIS-11>75) and low impulsivity group (BIS-11≤75). Individuals with high impulsivity were more likely to have MA-associated psychotic symptoms than those with low impulsivity: OR = 2.19 (95% CI: 1.50–3.20).


Table 4. Logistic regression analysis of the risk factors for psychotic symptoms (PANSS total score ≥ 58) in methamphetamine users.
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DISCUSSION

The present study found that MA-associated psychotic symptoms were common (17%) among abstinent MA users in detention centers in Beijing and Guangdong Province, China. Factors that increased risk for MA-associated psychotic symptoms included both longer duration and a higher typical dose of MA use. Other factors included a history of heroin or tobacco use, comorbid depression or anxiety symptoms, and higher impulsivity. Though this study cannot demonstrate a causal link, important next steps include examination of the effects of comprehensive interventions to assist in reducing the use of MA, actively treating depression and anxiety comorbidity, and relieving impulsivity through psychological and behavioral interventions in reducing the risk for MA-associated psychotic symptoms in this population.

The prevalence of MA-associated psychotic symptoms reported here is similar to the rate reported in an Australian study, which excluded MA users with pre-morbid psychotic symptoms (17.0% vs. 18%) (17). Prior research showed that the risk of experiencing psychotic symptoms in MA users who were abstinent ranged from 12.7 to 26.4% (21). The nature of psychotic symptoms has been remarkably consistent across previous studies, with high frequency of hallucinations, delusions of persecution, thought broadcasting, and suicidal ideation (7, 9, 20, 21).

Regular use of a higher dose of MA was associated with higher risk for MA-associated psychotic symptoms, consistent with earlier studies that indicated that heavier MA users are at higher risk of psychosis (17, 36–38). Similarly, MA users with a longer duration of drug use were more likely to have MA-associated psychotic symptoms, concordant with findings from a longitudinal prospective cohort study that showed a strong dose-response effect between number of days of MA use and psychotic symptoms (20). A similar of a dose-response relationship between the duration of MA use and risk of psychiatric symptoms was observed in our previous study (19). Higher dose and longer duration of MA use represent greater severity of exposure to MA. These findings suggest that reducing MA use may be helpful to reduce the risk of psychosis among this population. Our study found that history of heroin and tobacco use each is associated with higher risk for occurring MA-associated psychotic symptoms. Although heroin use is rarely reported as a risk factor in MA-associated psychotic symptoms, previous research has demonstrated that mental health among heroin users is poorer than in the general population (39). Smoking as a risk factor for MA-associated psychotic symptoms has been reported by a Chinese study conducted in a Compulsory Drug Detoxification Center (19).

Being of married or cohabitating status was associated with reduced risk for psychotic symptoms, findings which concur with our previous study. It may be that being in a longterm relationship is a protective factor against MA-associated psychotic symptoms. Alternatively, it may be that those who can sustain a relationship have different characteristics that render them less likely to be vulnerable to the development of psychotic symptoms. Being unemployed was also a protective factor but this finding was contrary to previous research results (40). Future study is necessary to further examine this issue. High prevalence of anxiety symptoms and depressive symptoms were reported in the study, and users with comorbid anxiety symptoms or depressive symptoms were more likely to experience MA-associated psychotic symptoms than users without, consistent with previous studies (19, 38).

MA users with high impulsivity were more likely to experience MA-associated psychotic symptoms than those with low impulsivity. Impulsivity has been shown previously to be associated with earlier initiation of substance use and greater MA consumption (41, 42). MA use itself is associated with heightened impulsivity in animal models (43). Impulsivity is a multidimensional construct, and studies have shown that impulsivity may be related to damage to dopamine and serotonin axons, dopamine D2/D3 receptor and polymorphism of COMT (Catechol-O- methyltransferase), DAT (Dopamine transporter), and DRD4 (Dopamine D4 receptor) genes (44–46), which may be implicated in the risk for MA-associated psychotic symptoms (9, 47–50). Further research of the relationship between MA-associated psychotic symptoms and impulsivity is needed. The association with impulsivity is important when considering interventions aimed at the prevention and treatment of MA-associated psychotic symptoms: presence of impulsivity is likely to indicate additional risk for psychosis, but its presence is likely to be associated with poorer adherence to treatment and irregular engagement and help-seeking.

Previous studies have reported that psychotic symptoms largely resolved within a week of cessation of MA among MA-dependent participants (51), but the data from this study did not support those findings. The reason may be that the participants of this study were recruited from the Compulsory Drug Detoxification Center where all individuals entered after staying in detention centers for a few days and thus had longer abstinence periods than participants recruited in other study designs. We did not find a statistically significant association between the age of onset of MA use and MA-associated psychotic symptoms. Evidence on onset of MA use and risk for psychotic symptoms varies across studies, and further research is required (52, 53). Interestingly, the symptoms and some risk factors of MA-associated psychotic symptoms are similar to those observed in cocaine-induced psychosis (54, 55). Both MA and cocaine belong to the psychostimulants class, and are highly related, so the findings in this study possibly could be extrapolated to other psychostimulant-related psychoses.

This study included a large sample that was drawn from compulsory drug detoxification centers in Beijing and Guangdong Province, China. The extent to which the findings reported here are generalizable to users of MA within the community is unclear. The present study relied on retrospective self-reports of drug use history. This may have resulted in recall bias. The assessment of psychiatric symptoms was not based on DSM-based structured interviews, which may have affected the accuracy of the prevalence of psychotic symptoms. We did not collect information on psychiatric histories, particularly past history of psychotic illness, which may be an important confounding factor in the relationship between MA use and psychotic symptoms (17, 56). In addition, other potentially relevant risk factors such as family history of psychosis or psychiatric illness, personality traits, and adverse childhood experiences were not assessed in this study. In spite of these limitations, we reported the prevalence of and risk factors for MA-associated psychotic symptoms among MA users in a large population in China. The finding that higher impulsivity is associated with greater risk for psychotic symptoms is novel and warrants further research. Given the widespread use of methamphetamine in China in recent years, greater awareness is needed about the potential effect of this drug on mental health issues. There is a need to provide integrated care for patients who suffer from substance use disorders and psychiatric disorders to enable better prevention and treatment.

CONCLUSION

This study found that MA-associated psychotic symptoms were common in MA users, and identified that higher dose and longer duration of MA use, history of heroin or tobacco use, depression or anxiety symptoms, and higher impulsivity were each associated with higher risk for psychotic symptoms. These findings highlight the need to develop prevention and treatment strategies for psychiatric symptoms, and psychotic symptoms in particular, among MA users.
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