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ABSTRACT

Alcohol consumption during methadone maintenaneattnent (MMT) is among the common challenges in the
addiction field. It is reported that alcohol overus closely related to the peripheral consequendescial health,
however, in some studies, there are not enougahlelidata for such a conclusion for drug addicts;the measures
of therapists about the quality of life (QOL) incaholusers indicate the relatively healthy dailyfpemance of
these patients The presence of a low number ofgfortudies conducted on the relationship betweelity of life
(QOL) and alcohol consumption among the MMT pasieartd lack of any similar studies in Iran were thain
motifs of the author of the present work to evauae relationship between alcohol consumption@@d of MMT
patients. This work is a cross-sectional analytistaldy through which the quality of life (QOL) dfipat's subject to
MMT without alcohol overdose was investigated. Jfa¢istical population of this work was all male-18 60-year-
old patients under MMT process, who were selectedra the patients referring to MMT educational thieaenter
of the Shafa in Rasht City in 2014.all participamtere subject to alcohol consumption measure and. @Sts
using MacAndrew alcoholism scale (MAC-R) and sHionn 36-item (SF-36) QOL measurement questionnaire,
respectively. The study population of the presemkwas 190 patients under MMT process who werigelivinto
two control and alcoholic groups. The mean and dtaid deviation for the age of participants in alotib and
control groups were 37.65 +7.49 and 36.02 + 7.%&ng, respectively. The findings also show thasedaon the
revised alcoholism MacAndrew scale, the averageesob the participants is 27.76 +5.19. Based ois tcale,
21.1, 30.5, and 48.4% of the participants had glgli average, and severe alcohol overdose problére.results
obtained from SF-36 questionnaire indicate that thean and standard deviation of the alcoholic aondtiol
groups are 45.0 +22.4 and 35.2 £ 22.8, respectivdlhe present study showed that methadone dosalyMiT
process has a high predictive value in (qualitylitd) QOL determination. Hence, the careful regigdat of
methadone dosage with patient needs, as well asuriag the QOL subscales in MMT patients (particyldor
those with the daily methadone dosage above 40and)teaching the required scales for improving tbe
subscales are recommended for preventing symptoahsas consumption relapse, treatment interruptaong the
communication problems related with QOL for thetjgvants of this group.
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INTRODUCTION
Alcohol consumption during methadone maintenaneattnent (MMT) is among the common challenges in the

addiction field. It is estimated that about 20-506%people under MMT have some alcohol overdoselpm$ [1].
The majority of opioid users volunteer to MMT wighhistory of taking drugs such as cannabis and ataptine
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are reported with thealcohol consumption increaseénd and after the treatment. There seems to pesdive
correlation between alcohol consumption and drugrdese temptation [2]. Alcohol overdose is largadysidered
among the main social health problems. The sidectffof an alcohol overdose in MMT patients areeraatant.
According to some reports, above 57% of the patiemder MMT are alcohol addicts [3,4]. In additi@nhigh
percentage of mood disorders, anxiety, and pergpmabblems is seen in MMT patients who are patdiytat the
risk of severe alcohol addiction [5]. Besides, platients are also inclined to involve in criminatigties followed
by drug addiction, which finally disrupts their &tenent process [6,7]. Another concern in this régar the
increased mortality of patients under MMT who alse alcohol [8]. In a study conducted by Rivasl.e2913) on
the coexistence of medical factors and mortaligk on 680 patients suffering from alcohol consuompfroblems,
it was concluded that MMT is itself an independdaath factor for their early mortality [9]. Abouhe-third of
patients under MMT had alcohol overuse [10]. Iteported that alcohol overuse is closely relatethé peripheral
consequences of social health [11]. However, in es@tudies, there are not enough reliable data dch s
conclusion for drug addicts [12,13]; as the measwfetherapists about the quality of life (QOL)afkcohol users
indicate the relatively healthy daily performandetioese patients [14]. One of the important aspeftQOL
evaluation is that drug use or overdose might Bevied by extensive consequences that severelytaffeir
physical and mental health, social communicati@ms] daily life. In addition, having an unhealthfestyle can
drive people toward taking drugs [15]. According ttee results of previous works, QOL can be consider
effectively as a more accurate measure of socidlhealth benefits along curing the alcohol and dmgd alcohol
problems [16]. The results of previous work indec#that QOL of patients with drug addiction is ofexry poor
quality since starting MMT while a considerable noyement occurs within the first and third monthiMi¥IT [17].
The complete recovery takes at least 3 years,whéer@uration serves as an effective factor inltmg-term MMT
process [18,19]. The alcohol overuse is associattda very poor QOL in the society [20,21]. Theegence of a
low number of foreign studies conducted on thetiatahip between quality of life (QOL) and alcotlvoinsumption
among the MMT patients and lack of any similar g&adn Iran were the main motifs of the authortod present
work to evaluate the relationship between alcobasamption and QOL of MMT patients.

MATERIALSAND METHODS

This work is a cross-sectional analytical studptigh which the quality of life (QOL) of patientsitgect to MMT

without alcohol overdose was investigated. Thestteal population of this work was all male 18-66-year-old
patients under MMT process, who were selected antomgatients referring to MMT educational heakimter of
the Shafa in Rasht City in 2014. The research umitng to participate in this work attend to th@esence
describing the objective of the study by the autkompleting the informed consent sheets by théggaants, and
considering the inclusion and exclusion criteriatbé work. At the beginning, the demographic infation

questionnaire (including their age, marital statasgupation status, drug addiction pattern, methaddose,
education level, and address) of the patients vemmpleted. Then, all participants were subject lotel

consumption measure and QOL tests using MacAndleshalism scale (MAC-R) and short form 36-item (S$&)
QOL measurement questionnaire, respectively.

Inclusion criteria

The inclusion criteria of this work were selectisigidy units from participants refereeing to MMTpdement of
Shafa hospital, Rasht City, with an age range abl0 years, literate, and subject to MMT procgasse no longer
than the last month.

Exclusion criteria
The exclusion criteria of this work were the certdiagnosis of drug (except nicotine) overdose Wit T, the
positive urea screening tests, and detection af dse give-up signs.

Resear ch instrument

The revised MacAndrew alcoholism scale (MAC-R): This scale, which is used to distinguish the altichand

non-alcoholic patients, is derived from the 49-itM@nesota Multiphasic Personality Inventory (MMP)- The

assessment score using this scale is classifiedtiimee categories: the row score below 24 indicateery low
overdose; 24 to 27 indicates the average over@dmskscores above 27 represent several alcohol asepioblems.
In studies conducted in Iran, there liability lewdlthe test is 0.53, which is carried out by dingl 0.53 into two
halves [22].
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SF-36 questionnaire: This questionnaire is a proper tool for assessneénindividual health cognition. The
questionnaire consists of 36 items that evaluateswale groups. Group 1 is the physical healthesg@ich in turn
is divided into 4 sub-scales including the physipatformance, physical pain, general health, ra@ggmmance
associated with the physical health. Group 2 pitestie mental health scale, which in turn contdirsubscales
including joy level, role performance associatedhweémotional problems, social role performance, arghtal
health. The total score of the scale is the sumseedes of these 8 subscales. Each scale has arange=of 0 to
100 with 0 as the worst and 100 as the best comditiAccording to the study conducted by Vahdaranetyal.
(2003), applying an alpha-Cronbach 88%, there lltghdf this scale varies from 0.77 to 0.90 whits validity
(applying convergences validity method) is withiB0to 0.95 for different aspects of the questiaren23].

Data analysis and assessment

The data were assessed after gathering questienimfrmation. According to the MAC-R instructiopatients
with a raw score below 24 have a low overdose mitiba the score within 24 to 27 represents anrage
overdose; and 27 and greater implies severe ovendiablems. As the next step, to measure QOL ipatients
with and without alcohol overdose problem, the $FgBestionnaire was filled in and then the scosssgaed for
these two groups were compared. To analyze thetitatare and qualitative data, T-test and tests were
respectively used; where the statistical differelmel®w 0.05 was considered as significant. To resm@enfounding
variables, a regression analysis was performedstatistical analyses, SPSS 20 software was used.

Ethical considerations

To respect ethical aspects, all participants wekedto fill in informed consent sheets after cagtgpldescribing the
goals of the study. The participants were allowetbave the study at any stage of the investigdtiorany reason
with giving no explanation. For ethical considesas, all patients with MAC-R score with the aver§gé-27) and
severe (>27) cut of point were informed about tieemmditions and suggested being checked up byehyist. To
consider anonymity of the patients, all of thefioimation were prepared secretly and used evallstdhe research
population data and published in general.

RESULTS

The study population of the present work was 1atepts under MMT process who were divided into tvemtrol

and alcoholic groups. The mean and standard dewidtir the age of participants in alcoholic andtoangroups
were 37.65 £ 7.49 and 36.02 £ 7.95 years, respdygtiffhe singles in consumption and control growpse 55.8
and 40%, respectively; the 0.0% of the alcoholid di2% of the control group were unemployed; 91.686
alcoholic and 90.5% of the control groups werergsidents of Rasht City (Table 1).

According to the findings of this research, 67.42%.3%, and 7.4% of the study units had less thamg040 to 80
mg, and above 80 mg of daily methadone consumptigspectively. Moreover, in the alcoholic group,23,
16.8%, and 0.0% of the participants were taking than 40 mg, 40-80 mg, and more than 80 mg of axdette on a
daily basis, respectively.

Table 1: Demographic information of MM T patients with and without alcohol consumption

Variables (QCSOS;:EIC%ZEFS) Alcohalic group (95 participants) | P value*
Age (mean + SD) 36.02+7.95 37.65+7.49 0.11
Single (% 40/C 55/¢ 0.04
Unemployed (%) 4/2 0 0.06
Per centage of participantswith their corresponding methadone dosage (mg.)
<40 67.4 83.2
40-80 253 16.8 0.007
>80 7.4 0
Urban place of living (%) 90.5 91.6 1

The findings also show that, based on the revisgghalism MacAndrew scale, the average score op#récipants
is 27.76 + 5.19. Based on this scale, 21.1, 308, 48.4% of the participants had a slight, average, severe
alcohol overdose problem. The results obtained f&R36 questionnaire indicate that the mean anddatd
deviation of the alcoholic and control groups absel4+ 22.4 and 35.2 = 22.8, respectively. Basetheranalysis of
2 test, except subscale 1 (physical performance)sabdcale 3 (general health), the rest of subsaal8&-36 for
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alcoholic and non-alcoholic groups have a stasifificsignificant difference. In this regard, sulleca (tiredness or
joy) have a high score in the control group comgaoethe alcoholic group. The overall SF-36 scdrihe alcoholic
group is greater than that of the control groupemgtthis difference is statistically significantmarly, the scores
of physical and mental scales in the alcoholic grave higher than those of control group; but, dtterence is
statistically significant only in physical scaleafle 2).

Table 2: A comparison of scale and subscale scor es of SF-36 questionnair efor two group of MMT patientswith and without alcohol

consumption
SF 36 | Alcohalic group | Control(non-alcohoalic) group | P-value*
Scale
Physical health 56.6 41.9 0.0001
Mental health 33.9 28.5 0.087
Subscales
Physical performance 69.1 69.1 0.987
Physical pain 47.1 24.2 0.001
General health 38.2 244 0.148
Role performance limitation induced by physicalltrea 24.6 15 0.001
Tiredness or joy 37.1 43.7 0.005]
Role performance limitation induced by emotionaitpems 33.9 27.1 0.016
Social role performance (social performance) 65.3 6.93 0.0001
Emotional health 44.8 375 0.0001
Total score 45.0 35.2 0.003

Since synchronization of these two groups was ootptetely possible, the studied parameters werednted to
the regression analysis model so that to studyeakfactors effective in QOL of the MMT patients.this model,

seven variables including age, marital status, edsihe dosage, place of living, history of mentaledse, and
alcohol consumption. The regression model showistiigaemployment or unemployment and alcohol comsiom

or lack of use has no effect on QOL of the partioig and the most important predictive of QOL iqgs
methadone dosage above 40 mg. The other prediciivables of the study are presented in Table Zrél the

linear regression indicated an R = 0.606=M.367, and Adjusted®® 0.350 for the model.

Table 3: SF-36 predictorswith studied variablesin MM T patients

Variable B coefficient | Standard B coefficient | P value
Methadone dosage above 40 mg  17.32 0.396 0.0001
Being single 16.68 0.362 0.0001
Urban place of living 16.42 0.203 0.001
Age below 40 years 11.83 0.243 0.001
History of mental disorder 23.10 0.123 0.04

DISCUSSION

Methadone maintenance treatment (MMT), as a long-tmaintenance, is among the well-recognized ardidl va
procedures in addiction field that is effectiver@fraining state after drug take period. AlthougMMis among the
common efficient approaches, it does not seem tenmeigh so that it is required to also take intcoant other
treatments that consider the psychological, s@cimimunication, and environmental aspects [24].

The simultaneous consumption of alcohol and dregsld to a broad range of consequences that cancentte
mortality rate as well as the interpersonal andchshogical problems. In addition, alcohol overdasBuence
different layers of quality of life (QOL). The QOlas a health concept which mainly reflects satigfacis not
limited to lack of any disease in an individualthexr it represents the social, mental, and definiferovement in
accordance with the definition of health given lbyrld health organization (WHO) [25-26].

The MMT patients with a history of alcohol consuiptindicated a lower QOL and higher pain in terais
physical conditions. In this regard, the problemduiced by alcohol consumption and the psychologicaial
problems might bring permanentlifetime consequeffimesuch people, particularly in those sufferingnfi hepatitis
C[27].
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The present study was conducted to measure QOL@therMMT patients with and without alcohol constimip.
The participants of this work were divided into tggmups with and without alcohol consumption.

The results showed that about half of MMT pati€d®.4%) had alcohol overdose problem. Also, it feagd that
MMT patients with alcohol overdose problem were nyger than 50 years. This finding is consistent wlikhse of
Nyamathi (2009), Lee (2012), Ryder (2009), and ifef2007) [28-31] but not in agreement with thedfimgs of
Maremmani et al. (2007) [32]. In this connectiomafgmmani et al. (2007) ultimately concluded that Mptocess
leads to the reduced alcohol consumption dosa@@Mii patients, while the results of present workeaaled that
only methadone consumption dosage above 40 mgeeffdrtively used as a predictive of QOL in MMTipats.

Another result of the present work is that the Q@ds not low in MMT patients with alcohol overdoselgdem;
which is inconsistent with results of Carpentir®@2) and Senbanjo (2006) [33,34]. In addition, irstady
conducted by Senbanjo (2006), the alcoholic MMTigmas not only had a low QOL in terms of physicabhh (p =
0.02) and mental health (p = 0.03) performancealad had a statistically significant differencehWMMT patients
without alcohol consumption. The low physical anental performance of the alcoholic MMT patients pamed to
those with no alcohol overdose problem reportetthimmwork is consistent with the findings of presenrk [33]. In
contrast, the results of Faller (2015) was incdasiswith those of us in terms of low QOL; howewgis author did
not report presence of a direct relation betweenhadl consumption with the low QOL, rather he asssiit as a
predictive factor [35]. Based on studying variqgdemographic) factors on the QOL, the followingul&s were
derived in the present work: Among all demographiformation, two factors including employment or
unemployment and alcohol consumption or lack ahdicated no effect on QOL of the MMT patients;hext,
methadone take above 40 mg was the main prediofi¢@OL. Thus, such conclusion that alcohol consuompis
not a good predictive of QOL made by Faller (20$5)ot consistent with the present work.

CONCLUSION

The present study showed that methadone dosageMih ptocess has a high predictive value in (quadityife)

QOL determination. Hence, the careful regulatiomethadone dosage with patient needs, as well asuriag the
QOL subscales in MMT patients (particularly for sleowith the daily methadone dosage above 40 mgjemwthing
the required scales for improving the low subscatessecommended for preventing symptoms suchrasiomption
relapse, treatment interruption, and the commuiaisgiroblems related with QOL for the participaotghis group.

Suggestion

In this paper, variables such as both gendersiréopient change of job, the financial support détrees such as
patients’ wives, mental problems, and the causeeeftlations have not been investigated, whiclreremmended
as the subject for the future works.

Furthermore, in the rural and urban populationséraxfi, alcohol and drug abuse varies consideringethaicities,
traditions, and culture of each region. Thus, itisommended to conducted a comprehensive intarauktudy on
a national scale considering the effective facsor¢hat to gain more accurate results. Finallig vorth mentioning
that MMT programs require applying some policiegtsure the simultaneous detection of high dosagbadone
consumption and continuous interventions, as pgsgimugh this step enables to deal with a broadjeaof
problems.
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