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ABSTRACT
Background. Untreated co-occurring substance use and

substance use disorders (SUDs) in patients with medical
conditions may be associated with unfavourable medical
outcomes. Understanding the prevalence of substance use
and SUDs among patients admitted to hospital for medical
illness may help in developing appropriate strategies to
manage SUDs in this population and improve the outcomes
of medical illness. We assessed the prevalence of substance
use and SUDs among patients admitted for medical illnesses
and the association between substance use and medical
illness.

Methods. This cross-sectional study was done in an in-
patient setting in a multidisciplinary teaching medical institution
in India. Using systematic sampling, adult patients admitted
in various departments for at least 24 hours were interviewed
using standard instruments by psychiatrists trained in the
study methodology.

Results. Two hundred and ninety patients participated.
Their mean (SD) age was 42.2 (15.6) years. One hundred
and nine participants (37.6%) reported lifetime use of any
psychoactive substance, with tobacco being the most common
substance used (91, 31.4%), followed by alcohol (69,
23.8%) and cannabis (12, 4.1%). Lifetime alcohol use was
significantly associated with diseases of the circulatory system.
Lifetime use of any substance or of alcohol, and current use
of any substance or tobacco were significantly associated with
injuries, poisoning and other consequences of external causes.

Conclusions. A large proportion of patients hospitalized
for medical illness reported the use of psychoactive substances

or had SUDs. The use of some of these substances was also
associated with injuries as well as diseases of the circulatory
system.

Natl Med J India 2024;37:131–7

INTRODUCTION
Substance use and substance use disorders (SUDs) are asso-
ciated with complications in many spheres of the user’s life,
including occurrence of various medical conditions. Untreated
co-occurring SUDs in patients presenting for medical conditions
may be associated with unfavourable medical outcomes,
including prolonged hospital stay, readmission for health
conditions and more frequent need for emergency care.1–5 Thus,
it is important to study the prevalence of substance use and
SUDs among patients admitted in medical facilities as it may
help in developing appropriate strategies to identify and treat
SUDs in the hospital setting.6,7

The prevalence of substance use and SUDs in hospital
settings varies, depending on the type of health facility (primary
care or hospital), hospital setting (outpatient, inpatient or
emergency), across various hospital services and by patient
characteristics. For example, the prevalence of alcohol use in
attendees of accident and emergency services across different
studies has ranged from 12% to as high as 37.5%.8–10 Similarly,
a meta-analysis of alcohol use disorder in hospitals in the UK
found that approximately 1 in 5 patients suffer from harmful
alcohol use, while 1 in 10 patients suffer from alcohol dependence
syndrome.11 The study also found that the prevalence of
alcohol dependence is higher in accident and emergency services
compared to general wards. Similarly, the prevalence of alcohol
use and alcohol use disorder is higher in men and in younger
adults than in the older ones.12

In India, a number of people use various psychoactive
substances. As per a recent national survey on substance use,
the prevalence of alcohol, cannabis and opioid use in those
aged between 10 and 75 years was 14.6%, 2.8% and 2.1%, res-
pectively.13 However, studies that have assessed the prevalence
of substance use in general healthcare settings in the country
are limited. Some of these have analysed referrals to the
psychiatry department from other departments of the hospital,14,15

whereas others have focused on the use of one substance
rather than on the use of all substances and SUDs.16–19

Furthermore, some studies have evaluated patients from one
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department rather than from all departments.20–22 It is important
to assess the prevalence of various psychoactive substances
and SUDs in patients admitted to hospital in different medical
specialties as it may help develop appropriate strategies for
screening and treating patients with SUDs in the hospital
setting.

We assessed the use of psychoactive substances as well as
SUDs among patients admitted to different specialties in a
tertiary care hospital in India. We also assessed whether
substance use was associated with the medical illness for which
the patient was admitted to the hospital.

METHODS
This cross-sectional study was done in an inpatient setting of
a tertiary care multidisciplinary teaching medical institution in
northern India.

The hospital has about 2500 beds, including intensive care
units (ICU) beds. Anticipating the prevalence of any psychoactive
SUD (including tobacco use disorder) to be 10%, confidence
interval 95%, 5% absolute precision and design effect 2.5, we
calculated that we would require a sample size of 317.

The first step in sampling in our study was choosing the bed.
In each ward, we chose a random number, after which every third
bed was approached to assess whether the patient in it met
the inclusion criteria, i.e. (i) age >18 years, (ii) admitted for at
least 24 hours, (iii) physically fit to participate in the study, and
(iv) willing to participate in the study by providing written
consent. If the selected bed was empty or the patient did not
meet the inclusion criteria, we approached the patient on the
next selected bed. We continued to choose every third bed in
this manner, till the required sample size was covered. We
excluded ICU beds, as well as beds in the Paediatrics and
Psychiatry ward. The ICU beds were excluded as the patient
would not have been able to participate in the study comfortably.
We excluded beds in the paediatric ward, since the study was
limited to adults. We also excluded beds in the psychiatry ward
since the focus was to assess the rates of substance use and
SUD in patients with medical illnesses.

Instruments
A semi-structured questionnaire was developed to collect
information about socio-demographics, medical diagnosis for
which the participant was admitted and details of substance
use. Questions about substance use included lifetime and
current use of any psychoactive substance, type of substance
used, age of onset of the substance use, predominant route of
use, diagnosis of SUD (as per ICD-10), abstinence attempts and
treatment received in the past. Regarding alcohol use,
information on the type of alcohol consumed, lifetime morning
drinking, lifetime daily drinking, driving under influence, heavy
episodic drinking (defined as taking equal to or more than 6
standard drinks in an episode) was also collected. The treatment
details included nature of treatment taken for substance use and
number of occasions on which treatment had been taken.

We also had questions about the participant’s opinion on
whether the substance use could have contributed to the
current medical illness for which they were admitted, whether
their substance use could modify the course or outcome of their
current medical illness, whether they had informed their medical
treatment team about their substance use, and whether they had
received help for stopping their substance use.

The medical diagnosis was noted from the medical sheet

maintained by the team treating the participant’s medical illness.
The interviewer recorded the particular chapter of the 10th
Revision of International Classification of Diseases (ICD-10)
that included the participant’s medical diagnosis; the ICD-10
classifies medical conditions in 22 different chapters, such as
chapter I titled ‘certain infections and parasitic diseases’,
chapter II titled ‘neoplasms’, and so on.

Alcohol, Smoking and Substance Involvement Screening
Test (ASSIST)–Hindi version was used to assess severity of
alcohol use.23 Fagerström tests for Nicotine dependence for
smoking (FTND) and for smokeless tobacco (FTND-ST) were
used to assess the severity of nicotine dependence among
current tobacco users.24–26

Study procedure
One of four psychiatrists, who had been trained on the study
methodology and the data collection tools, interviewed each
participant. The interviews were done from August 2019 till
October 2019, in the respective wards ensuring privacy and
after obtaining a written informed consent, and lasted around
30 minutes each. The data were collected and managed using
REDCap electronic data capture tools.27

We obtained approval from the Ethics Committee of our
institution before beginning the data collection.

Data analysis
Statistical Package for the Social Sciences (SPSS) version 21.0
(IBM Corp 2012, Armonk, NY, USA) was used for data analysis.
We summarized the categorical data as frequencies and
percentages, and the continuous data as mean (standard
deviation, SD) or median (inter-quartile range, IQR). For ICD-10
chapters, illnesses which were present in at least 10% of the
study participants at the time of interview, relationship with
ever substance use, current substance use, ever tobacco use,
ever alcohol use, current tobacco use and current alcohol use,
were studied using chi-squared test.

RESULTS
Of the 322 patients approached, 32 were excluded (Fig. 1) and
a total of 290 subjects were included in the study.

Sociodemographic details
The mean (SD) age of the participants was 42.2 (15.6) years.
Most participants were men (170, 58.6%), married (222, 76.6%)
and residing in urban areas (188, 64.8%; Table I). Most
participants were unemployed (172, 59.3%).

Details of medical illnesses
The median duration of any medical illness among the

FIG 1. Flow-chart depicting the inclusion of participants in the study

322 subjects were
approached

32 subjects were excluded:
15 : did not meet inclusion criteria
12 : Patient unable to communicate
3 : Data incomplete
2 : Patient refused consent

290 subjects were
included in the study
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participants was 12 months (IQR: 6, 72) and the median duration
of the primary medical illness for which the participant was
admitted was 12 months (IQR: 3, 48). Two hundred and three
(70%) participants had one medical illness, 51 (17.6%) had two
medical illnesses, and the rest (36, 12.4%) had more than two
illnesses. Table II provides the distribution of medical illnesses

by chapters of ICD-10, with illnesses of the circulatory system
(103, 35.3%) being the most common, followed by neoplasms
(67, 23.1%).

Details of substance use
One hundred and nine (37.6%) participants reported having
used at least one psychoactive substance at some time during
their lifetime. The most common substance ever used was
tobacco (91, 31.4%), followed by alcohol (69, 23.8%), cannabis
(12, 4.1%) and sedatives (2, 0.7%); 56 (19.3%) participants
reported having used more than one psychoactive substance
in their lifetime (Table III). None of the participants reported the
use of other psychoactive substances (cocaine, amphetamines,
hallucinogens, inhalants or opioids) in their lifetime. None of the
participants reported having used any psychoactive substance
by the injectable route.

Forty-nine (16.9%) participants reported current (at least
once in the past three months) use of any psychoactive
substance, including 47 (16.2%) of tobacco, 21 (7.2%) of alcohol,
3 (1.0%) of cannabis, and 1 (0.3%) of a sedative.

Tobacco use
Twenty-six per cent participants (n=76) fulfilled the criteria of
dependence syndrome, while 3 participants fulfilled the criteria
for tobacco harmful use (Table III). Among the 47 current
tobacco users, nearly half (23, 49%) used tobacco only in
smoking form, 19 (40.4%) only in smokeless form, and 5 (10.6%)
in smoking as well as in smokeless forms. The median FTND
score for smokers was 6 (IQR: 2, 7) and the median FTND–ST
score for smokeless tobacco was 5 (IQR: 3, 7), with the median
overall FTND score being 6 (IQR: 3, 7).

Alcohol use
Among 69 ever alcohol users, 14 (20.3%) reported having taken
alcohol during daytime, and 8 (11.6%) to have consumed

TABLE I. Socio-demographic profile of the 290 participants
Item Response n (%)

Gender Men 170 (58.6)
Women 120 (41.4)

Marital status Married 222 (76.6)
Never married 53 (18.3)
Widow(er)/separated 15 (5.1)

Highest educational Professional 4 (1.4)
attainment Postgraduate 28 (9.7)

Graduate 51 (17.6)
Up to class 12 52 (17.9)
Up to class 10 60 (20.7)
Up to class 5 42 (14.5)
Primary 28 (9.7)
Illiterate 25 (8.6)

Occupation Highly skilled 38 (13.1)
Skilled 88 (30.3)
Semi-skilled 74 (25.5)
Unskilled 85 (29.3)
Missing data 5 (1.7)

Employment status Full time employed 77 (26.6)
Part time employed 15 (5.2)
Unemployed 172 (59.3)
Not known 25 (8.6)
Missing 1 (0.3)

Residence Rural 102 (35.2)
Urban 181 (62.4)
Urban (Slum) 7 (2.4)

TABLE II. Distribution of medical illnesses of the 290 participants under various chapters of ICD-10
ICD-10 chapter n (%)* Predominant diagnosis for which

admitted (only one diagnosis) (%)

Missing 1 (0.3) 1 (0.3)
Certain infectious and parasitic diseases 13 (4.5) 5 (1.7)
Neoplasms 67 (23.1) 62 (21.4)
Diseases of the blood and blood-forming organs and certain disorders involving the 3 (1.0) –

immune mechanism
Endocrine, nutritional and metabolic diseases 33 (11.4) 9 (3.1)
Diseases of the nervous system 10 (3.4) 7 (2.4)
Diseases of the eye and adnexa 11 (3.8) –
Diseases of the ear and mastoid process 1 (0.3) 1 (0.3)
Diseases of the circulatory system 103 (35.5) 69 (23.8)
Diseases of the respiratory system 8 (2.8) 6 (2.1)
Diseases of the digestive system 25 (8.6) 20 (6.9)
Diseases of the skin and subcutaneous tissue 7 (2.4) 7 (2.4)
Diseases of the musculoskeletal system and connective tissue 20 (6.9) 17 (5.9)
Diseases of the genitourinary system 25 (8.6) 22 (7.6)
Pregnancy, childbirth and the puerperium 2 (0.7) 1 (0.3)
Certain conditions originating in the perinatal period 1 (0.3) 1 (0.3)
Congenital malformations, deformations and chromosomal abnormalities 6 (2.1) 2 (0.7)
Symptoms, signs and abnormal clinical and laboratory findings, not elsewhere classified 9 (3.1) 8 (2.8)
Injury, poisoning and certain other consequences of external causes 43 (14.8) 43 (14.8)
External causes of morbidity and mortality 1 (0.3) –
Factors influencing health status and contact with health services 9 (3.1) 9 (3.1)
* The total may be more than 290 as some participants had received more than one diagnosis
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alcohol in morning hours; further, 21 (30.4%) reported heavy
episodic drinking episodes, and 9 (13.0%) reported history of
driving vehicle under alcohol intoxication. Fourteen (20.3%) of
the alcohol users had history of episodes of alcohol withdrawal,
and 10 (14.5%) reported physical complications due to alcohol
use. Of the 290 participants, 15 (5.2%) met the criteria for lifetime
diagnosis of alcohol dependence syndrome, and 8 (2.8%) of
harmful use of alcohol.

Abstinence and treatment attempts
Among 109 patients reporting use of any psychoactive
substance ever in their lifetime, 42 (38.5%) had made one or more
major attempt at cessation, with the median number of such
attempts being one (IQR: 1, 4.3). Only one participant, who had
both current alcohol dependence and current nicotine
dependence, reported having received formal treatment
previously for substance withdrawal and for long-term
management of substance use.

Participants and interviewers’ opinion about role of
substance use in medical illness
One-third (37, 33.9%) of the 109 participants with lifetime
psychoactive substance use believed that their substance use
could have contributed to the occurrence of their medical
illness. This proportion for those with current psychoactive
substance use was 19 of 49 (38.8%). Nearly half of the participants
with lifetime substance (55 of 109, 50.5%) or of those with
current substance use (27 of 49; 55.1%) believed that their
substance use (or non-use) could modify the course or outcome
of their medical illness. Of the participants with lifetime substance
use, 60 (55%) had reduced or discontinued substance use after
the onset of their medical illness (26 [53.1%] of those with
current psychoactive substance use). About two-third of
participants (73, 67%) with lifetime substance use had informed
their treating team about their substance use; the proportion
was similar for those with current substance use (33, 67.3%).
Nearly half the participants (59, 54.1%) with lifetime substance
use had received information about the risks of substance use
(49%, 29 of those with current substance use). However, only
a few (8, 7.3%) had been offered treatment for SUDs by the
treating team (including 3 of those with current substance use).

The interviewers were also asked to opine on the role of the
participant’s substance use in their medical illness. The
interviewers felt that substance use may have caused or have

adversely influenced the risk of occurrence of medical illness in
52 (47.7%) participants with lifetime psychoactive substance
use, and 25  (51%) of those with current substance use. The
interviewers also felt that substance use could worsen the
course or outcome of the medical illness in 88 (80.7%) participants
with substance use (and 42 [85.7%] of those with current
substance use). The interviewers also felt that the participants’
medical illness could complicate the treatment of substance use
in 33 (30.3%) participants with lifetime substance use and 17
(34.7%) of those with current substance use.

Association between substance use and other variables
Table IV shows the association between substance use and
other variables. The substance use variables considered in the
bivariate analysis were lifetime and current tobacco use, lifetime
and current alcohol use, and lifetime and current any substance
use. Men, those with lower education attainment and those who
were married had significantly higher proportion of lifetime and
current use of tobacco, alcohol and any substance. Those with
lifetime alcohol use were more likely to have diseases of the
circulatory system. Similarly, lifetime alcohol use, lifetime use of
any psychoactive substance, current tobacco use and current
use of any psychoactive substance use more often had illness
classified in the chapter on ‘injuries, poisoning and other
consequences of external causes’ in the ICD-10.

DISCUSSION
We assessed the prevalence of use of all psychoactive
substances in a tertiary care, multi-disciplinary hospital in India.
We used systematic sampling to select participants to reduce
selection bias. We included adult patients from all clinical
disciplines in the hospital, except for those admitted in ICUs and
the psychiatry ward. Psychiatrists interviewed the selected
participants which helped in making a diagnosis of SUDs and
in assessing whether the participants’ substance use and
medical illness could affect each other.

A sizeable proportion of hospital admissions in our study
had substance use, as has been documented in other studies as
well.9,11,12 We found that almost one-third of the participants had
used at least one psychoactive substance in their lifetime.
Almost 1 in 5 participants reported using any psychoactive
substance currently. As is the case with the general population
in India, the prevalence of tobacco use was the highest followed
by the use of alcohol and cannabis.13 The prevalence of tobacco

TABLE III. Pattern of psychoactive substance use among the participants
Item Tobacco (n=91) Alcohol (n=69) Cannabis (n=12) Sedatives (n=2)

Mean (SD) age at onset, years 19.42 (5.8) 22.8 (6.4) 21.4 (7.2) 30 (4.2)
Median (IQR) duration of use, years 28 (18, 38) 22 (10, 34) 23 (16, 35) 11 (0, –)
Predominant substance/route of use n (%) Smoke:less 51 (56) IMFL: 31 (44.9) Bhang: 7 (58.3) –

Smokeless: 40 (44) Beer: 23 (33.3) Charas: 2 (16.7)
Indian: 11 (15.9) Ganja: 3 (25)
Others: 4 (5.8) Smoking: 5 (41.7)

Oral: 7 (58.3)
Dependence syndrome (of 290) 76 (26.2) 15 (5.2) 0 0
Harmful use (of 290) 3 (1.0) 8 (2.8) 1 (0.3) 0
ASSIST risk severity
Low 10 (11) 6 (8.7) 0 0
Moderate 53 (58.2) 5 (7.2) 2 (16.7) 1 (50)
High 23 (25.3) 50 (72.5) 10 (83.3) 1 (50)
Missing data 5 (5.5) 8 (11.6) 0 0
Figures in parentheses are percentages unless specified  IMFL Indian made foreign liquor
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use disorder and of alcohol use disorders in our study (of 27%
and 8%, respectively) was higher than that in a general population
survey in the country, i.e. the National Mental Health Survey
(NMHS) of India (21% and 4.6%, respectively). Prevalence of
SUD in patients admitted to hospital is often higher than that
in the general population.29,30 The rates of tobacco use disorder
and alcohol use disorder in our participants was similar to that
seen in other studies among general medical inpatients.20,29,31–

33 Thus, our study shows that it is important to screen all
patients admitted to a hospital for the presence of lifetime and
current use of any psychoactive substance, especially tobacco
and alcohol, and SUD. In case of current use, screening
instruments such as ASSIST should be used to assess the risk
category of substance use for appropriate clinical decision
making.

In keeping with the data from the previous general population
surveys, none of our participants reported lifetime use of
cocaine, amphetamines or hallucinogens.13 An interesting
finding was that none of our participants reported opioid use,
which was reported by 2.1% of the general population aged
10–75 years in a recent national survey,13 and a sizeable
proportion of patients admitted to hospital in previous
studies.34,35 Some studies, in fact, have linked higher prevalence
of opioid admissions in recent years with the surge in opioid use
in the community.36,37 Some other studies from India also show
lower prevalence of opioid use among patients admitted to
hospital with a medical illness.38,39 Studies from India have
shown physical problems with opioid injecting drug use,
including blocked veins, abscess and overdose episodes.40,41

Yet, opioid users are not reflected in medical admissions to
hospital. Further studies are required to explore reasons for the
poor utilization of hospital services by opioid users, including
whether they feel discriminated against in hospitals.42,43 Presence
of SUDs was strongly associated with male gender and lower
education in our study. Additionally, alcohol use was also
associated with injuries and diseases of the circulatory system.
Unfortunately, other medical illnesses were less prevalent in
our study; hence, their association with substance use could
not be assessed.

Medical illness can serve as a strong motivating factor for
individuals with SUDs to quit their substance use.44–46 Almost
55% participants in our study with lifetime substance use tried to
reduce or stop their substance use by themselves after the onset
of their medical illness. Though two-thirds of the participants had
informed their treating team about their lifetime substance use,
only half were informed about the risk of substance use on their
medical illness. It may be possible that the medical team would not
have assessed for presence of substance use in their patients as
seen in other studies as well.35,47 The benefit of SUD interventions
in hospitals on the course of  SUD as well as in management of
medical illness is well documented.6,48 The data shows that an
important opportunity to counsel patients using substances is
missed by the primary clinician in-charge of the medical illness.
Unfortunately, many clinicians are not well versed with the
diagnosis and management of SUD as the medical curriculum
does not cover this topic adequately. There is a need to provide
adequate training on diagnosis and management of SUD during
medical training.

TABLE IV. Association of substance use among the participants with other variables
Variable Category Lifetime use Current use

Tobacco Alcohol Any Tobacco Alcohol Any
(n=91) (n=69) substance (n=47) (n=22) substance

(n=109) (n=49)

Gender Men 81 (89) 67 (97.1) 98 (89.9) 43 (91.5) 20 (90.9) 43 (87.8)
Women 10 (11) 2 (2.9) 11 (10.1) 4 (8.5) 2 (9.1) 6 (12.2)
p value <0.01* <0.01* <0.01* <0.01* <0.01* <0.01*

Marital status Married 83 (91.2) 61 (88.4) 98 (89.9) 43 (91.5) 18 (81.8) 45 (91.8)
Others 8 (8.8) 8 (11.6) 11 (10.1) 4 (8.5) 4 (18.2) 4 (8.2)
p value <0.01* <0.01* <0.01* <0.01* 0.54 <0.01*

Educational attainment Up to class 10 61 (67.0) 40 (58.0) 70 (64.2) 32 (68.1) 11 (50.0) 33 (67.3)
More than class 10 30 (33.0) 29 (42.0) 39 (35.8) 15 (31.9) 11 (50.0) 16 (32.7)
p value <0.01* 0.39 <0.01* <0.05* 0.74 <0.05*

Employment status Employed 33 (36.3) 31 (44.9) 41 (37.6) 21 (44.7) 9 (40.9) 21 (42.9)
Unemployed 58 (63.7) 38 (55.1) 68 (62.4) 26 (55.3) 13 (59.1) 28 (57.1)
p value 0.26 <0.05* 0.09 <0.05* 0.34 0.07

Diseases of circulatory Yes 34 (37.4) 32 (46.4) 42 (38.5) 13 (27.7) 8 (36.4) 15 (30.6)
system (n=103) No 57 (62.6) 37 (53.6) 67 (61.5) 34 (72.3) 14 (63.6) 34 (69.4)

p value 0.65 0.03* 0.40 0.22 0.93 0.43
Neoplasms (n=67) Yes 25(27.5) 12 (17.4) 27 (24.8) 11 (23.4) 3 (13.6) 12 (24.5)

No 66 (72.5) 57 (82.6) 82 (75.2) 36 (76.6) 19 (86.4) 37 (75.5)
p value  (0.23) 0.20 0.60 0.96 0.27 0.80

Endocrine, nutritional Yes 13 (14.3) 9 (13.0) 15 (13.8) 5 (10.6) 3 (13.6) 6 (12.2)
and metabolic No 78 (85.7) 60 (87.0) 94 (86.2) 42 (89.4) 19 (86.4) 43 (87.8)
disorders (n=33) p value 0.29 0.62 0.32 0.86 0.73 0.83

Injury, poisoning and Yes 17 (18.7) 16 (23.2) 22 (20.2) 12 (25.5) 6 (27.3) 12 (24.5)
certain other conse- No 74 (81.3) 53 (76.8) 87 (79.8) 35 (74.5) 16 (72.7) 37 (75.5)
quences of external p value 0.21 0.02* 0.04* 0.02* 0.08 0.03*
causes (n=43)

* Significant at p<0.05 Figures in parentheses are percentages
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Despite a sizeable number of participants suffering from and
reporting substance use, a minor proportion of participants
with substance use were offered treatment for their substance
use in our study.

Various models exist for providing psychiatry (including
addiction) services in medical/surgical settings. On one end of
the spectrum is the demand-driven approach such as
consultation model where the primary physician detects
problematic substance use in their patients and sends referrals
to the hospital psychiatrist.49 At the other end exist Addict
Consult Services (ACS), where a multi-disciplinary team of
mental health professionals work with physicians to provide
hospital care for patients with SUD.50 Studies show that ACS
works much better than other consultation–liaison addiction
treatment models; however, ACS is resource intensive and it
may not be feasible and viable to implement ACS in India.51 The
best approach for hospitals in India would be to educate the
non-psychiatry medical doctors on identification and initial
management of patients with SUD. Studies show that approaches
such as Screening, Brief Interventions and Referral to Treatment
(SBIRT) are helpful in identifying at-risk substance users and
linking them to appropriate treatment for SUD.52 Such approaches
can be delivered in 5–10 minutes in various medical settings
ranging from primary care to emergency departments.53 Research
has shown the effectiveness of brief interventions (BI) in
problem substance users, especially alcohol use, delivered
even by non-specialists.54–56 Unfortunately, most studies on
approaches such as SBIRT are from western countries. The
effectiveness of such approaches in hospital settings have not
been studied in India, though the effectiveness of BI in the
Indian population has been well documented.57–59

Our study has some limitations. While the sample size was
enough for estimating the prevalence of SUD for all the
substances combined, it was insufficient for individual
substances, except tobacco. We did not include patients who
were admitted for less than 24 hours, those admitted in ICU or
those presenting to the emergency department, which may
have affected the estimate of SUD in our study.

Conclusions
Patients admitted in hospitals have substantial prevalence of
substance use and SUDs. Tobacco is the most used substance
followed by alcohol use. Despite this, fewer patients receive
treatment for SUD. There is a need to develop models to address
substance use in patients admitted for a medical illness.
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