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What Is a TIP?

Treatment Improvement Protocols (TIPs) are developed by the Center
for Substance Abuse Treatment (CSAT), part of the Substance Abuse
and Mental Health Services Administration (SAMHSA) within the U.S.
Department of Health and Human Services (HHS). Each TIP involves
the development of topic-specific best-practice guidelines for the preven-
tion and treatment of substance use and mental disorders. TIPs draw on
the experience and knowledge of clinical, research, and administrative
experts of various forms of treatment and prevention. TIPs are dis-
tributed to facilities and individuals across the country. Published TIPs
can be accessed via the Internet at http://store.samhsa.gov.

Although each consensus-based TIP strives to include an evidence base
for the practices it recommends, SAMHSA recognizes that behavioral
health is continually evolving, and research frequently lags behind the
innovations pioneered in the field. A major goal of each TIP is to convey
"front-line" information quickly but responsibly. If research supports a
particular approach, citations are provided.
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Foreword

The Treatment Improvement Protocol (TIP) series fulfills the Substance
Abuse and Mental Health Services Administration’s (SAMHSA’s) mission
to improve prevention and treatment of substance use and mental disor-
ders by providing best practices guidance to clinicians, program admin-
istrators, and payers. TIPs are the result of careful consideration of all
relevant clinical and health services research findings, demonstration
experience, and implementation requirements. A panel of non-Federal
clinical researchers, clinicians, program administrators, and patient
advocates debates and discusses their particular area of expertise until
they reach a consensus on best practices. This panel’s work is then
reviewed and critiqued by field reviewers.

The talent, dedication, and hard work that TIPs panelists and reviewers
bring to this highly participatory process have helped bridge the gap
between the promise of research and the needs of practicing clinicians
and administrators to serve, in the most scientifically sound and effective
ways, people in need of behavioral health services. We are grateful to all
who have joined with us to contribute to advances in the behavioral

health field.

Pamela S. Hyde, J.D.

Administrator
Substance Abuse and Mental Health Services Administration

H. Westley Clark, M.D., J.D., M.P.H., CAS, FASAM
Director

Center for Substance Abuse Treatment

Substance Abuse and Mental Health Services Administration
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Executive Summary

For purposes of this TIP, co-occurring disorders refers to co-occurring
substance use (abuse or dependence) and mental disorders. Clients said
to have co-occurring disorders have one or more disorders relating to
the use of alcohol and/or other drugs of abuse as well as one or more
mental disorders. A diagnosis of co-occurring disorders (COD) occurs
when at least one disorder of each type can be established independent
of the other and is not simply a cluster of symptoms resulting from the
one disorder. Many may think of the typical person with COD as having
a severe mental disorder combined with a severe substance use disorder,
such as schizophrenia combined with alcohol dependence. However,
counselors working in addiction agencies are more likely to see persons
with severe addiction combined with mild- to moderate-severity mental
disorders; an example would be a person with alcohol dependence com-
bined with a depressive disorder or an anxiety disorder. Efforts to pro-
vide treatment that will meet the unique needs of people with COD have
gained momentum over the past 2 decades in both substance abuse treat-
ment and mental health services settings.

Throughout this TIP, the term “substance abuse” refers to both sub-
stance abuse and substance dependence (as defined by the Diagnostic
and Statistical Manual of Mental Disorders, 4th edition, Text Revision
[DSM-IV-TR] [American Psychiatric Association 2000]) and encompass-
es the use of both alcohol and other psychoactive substances. Though
unfortunately ambiguous, this term was chosen partly because the lay
public, politicians, and many substance abuse treatment professionals
commonly use “substance abuse” to describe any excessive use of any
addictive substance. Readers should attend to the context in which the
term occurs to determine the range of possible meanings; in most cases,
however, the term refers to all substance use disorders described by the
DSM-IV. It should be noted, however, that although nicotine dependency
is recognized as a disorder in DSM-1V, an important difference between
tobacco addiction and other addictions is that tobacco’s chief effects are
medical rather than behavioral, and, as such, it is not treated as sub-
stance abuse in this TIP. Nonetheless, because of the high numbers of
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the COD population addicted to nicotine as
well as the devastating health consequences of
tobacco use, nicotine dependency is included as
an important cross-cutting issue for people with
substance use disorders and mental illness.

Terms for mental disorders may have some-
what different lay and professional definitions.
For example, while most people might become
depressed or anxious briefly around a life
stress, this does not mean that they have a
“mental disorder” as is used in this text.
Because the DSM-1V is the national standard
for definitions of mental disorders, it is used in
this TIP. In certain States, however, only cer-
tain trained professionals “officially” can diag-
nose either a mental or substance use disorder.

In the late 1970s, practitioners began to recog-
nize that the presence of substance abuse in
combination with mental disorders had pro-
found and troubling implications for treatment
outcomes. This growing awareness has culmi-
nated in today’s emphasis on the need to recog-
nize and address the interrelationship of these
disorders through new approaches and appro-
priate adaptations of traditional treatment. In
the decades from the 1970s to the present, sub-
stance abuse treatment programs typically
reported that 50 to 75 percent of their clients
had COD, while corresponding mental-health
settings cited proportions of 20 to 50 percent.
During the same period of time, a body of
knowledge has evolved that clarifies the treat-
ment challenges presented by the combination
of substance use and mental disorders and illu-
minates the likelihood of poorer outcomes for
such clients in the absence of targeted treat-
ment efforts.

The treatment and research communities have
not been passive in the face of this challenge.
Innovative strategies have emerged and been
tested, and the treatment population has been
defined more precisely. Findings have shown
that many substance abuse treatment clients
with less serious mental disorders do well with
traditional substance abuse treatment methods,
while those with more serious mental disorders
need intervention modifications and additions
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to enhance treatment effectiveness and, in most
instances, to result in successful treatment out-
comes.

The Quadrants of Care, developed by the
National Association of State Alcohol and Drug
Abuse Directors (NASADAD) and the National
Association of State Mental Health Program
Directors (NASMHPD), is a useful classifica-
tion of service coordination by severity in the
context of substance abuse and mental health
settings. The NASADAD-NASMHPD four-
quadrant framework provides a structure for
fostering consultation, collaboration, and inte-
gration among drug abuse and mental health
treatment systems and providers to deliver
appropriate care to every client with COD.
Although the material in this TIP relates to all
four quadrants, the TIP is designed primarily
to provide guidance for addiction counselors
working in quadrant 1I and III settings. The
four categories of COD are

® (Quadrant I: Less severe mental disorder/less
severe substance disorder

® Quadrant II: More severe mental
disorder/less severe substance disorder

® (Quadrant III: Less severe mental
disorder/more severe substance disorder

® (Quadrant IV: More severe mental disor-
der/more severe substance disorder

The American Society of Addiction Medicine
(ASAM) also has developed a client placement
system to facilitate effective treatment. The
ASAM Patient Placement Criteria (ASAM
PPC-2R) describe three types of substance
abuse programs for people with COD: addic-
tion only services, dual diagnosis capable, and
dual diagnosis enhanced. This TIP employs a
related system that classifies both substance
abuse and mental health programs as basic,
intermediate, and advanced in terms of their
progress toward providing more integrated
care. Further, counselors or other readers who
use this TIP will have beginning, intermediate,
or advanced backgrounds and experience in
COD, and, therefore, different needs. The TIP
is structured to meet the needs of addiction
counselors with basic backgrounds as well as
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the differing needs of those with intermediate
and advanced backgrounds.

The integration of substance abuse treatment
and mental health services for persons with
COD has become a major treatment initiative.
Integrated treatment coordinates substance
abuse and mental health interventions to treat
the whole person more effectively; the term
refers broadly to any mechanism by which
treatment interventions for COD are combined
within a primary treatment relationship or ser-
vice setting. As such, integrated treatment
reflects the longstanding concern within sub-
stance abuse treatment programs for treating
the whole person, and recognizes the impor-
tance of ensuring that entry into any one sys-
tem can provide access to all needed systems.

As developed in the substance abuse treatment
field, the recovery perspective acknowledges
that recovery is a long-term process of internal
change in which progress occurs in stages, an
understanding critical to treatment planning.
In preparing a treatment plan, the clinician
should recognize that treatment takes place in
different settings (e.g., residential and outpa-
tient) over time, and that much of the recovery
process typically occurs outside of, or follow-
ing, treatment (e.g., through participation in
mutual self-help groups). Practitioners often
divide treatment into phases, usually including
engagement, stabilization, primary treatment,
and continuing care (also known as aftercare).
Use of these phases enables the clinician
(whether within the substance abuse or mental
health treatment system) to apply coherent,
stepwise approaches in developing and using
treatment protocols.

This TIP identifies key elements of program-
ming for COD in substance abuse treatment
agencies; the paragraphs that follow provide an
outline of these essential elements. While the
needs and functioning of substance abuse treat-
ment are accentuated, the elements described
have relevance for mental health agencies and
other service systems that seek to coordinate
mental health and substance abuse services for
their clients who need both.
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Treatment planning begins with screening and
assessment. The screening process is designed
to identify those clients seeking substance abuse
treatment who show signs of mental health
problems that warrant further attention. Easy-
to-use screening instruments will accomplish
this purpose and can be administered by coun-
seling staff with minimal preparation.

A basic assessment consists of gathering infor-
mation that will provide evidence of COD and
mental and substance use disorder diagnoses;
assess problem areas, disabilities, and
strengths; assess readiness for change; and
gather data to guide decisions regarding the
necessary level of care. Intake information con-
sists of the following categories and items:

® Background is described by obtaining data
on family; relevant cultural, linguistic, gen-
der, and sexual orientation issues; trauma
history; marital status; legal involvement
and financial situation; health; education;
housing status; strengths and resources; and
employment.

® Substance use is established by age of first
use, primary drugs used, patterns of drug
use (including information related to diag-
nostic criteria for abuse or dependence),
and past or current treatment. It is impor-
tant to identify periods of abstinence of 30
days or longer to isolate the mental health
symptoms, treatment, and disability
expressed during these abstinent periods.

® Psychiatric problems are elaborated by
determining both family and client histories
of psychiatric problems (including diagnosis,
hospitalization, and other treatments), cur-
rent diagnoses and symptoms, and medica-
tions and medication adherence. It is impor-
tant to identify past periods of mental health
stability, determine past successful treat-
ment for mental disorders, and discover the
nature of substance use disorder issues aris-
ing during these stable periods. Identifica-
tion of any current treatment providers
enables vitally important information shar-
ing and cooperation.

® Integrated assessment identifies the interac-
tions among the symptoms of mental disor-
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ders and substance use, as well as the inter-
actions of the symptoms of substance use
disorders and mental health symptoms.
Integrated assessment also considers how all
the interactions relate to treatment experi-
ences, especially stages of change, periods of
stability, and periods of crisis.

Diagnosis is an important part of the assess-
ment process. The TIP provides a discussion of
mental disorders selected from the DSM-IV-TR
and the diagnostic criteria for each disorder.
Key information about substance abuse and
particular mental disorders is distilled, and
appropriate counselor actions and approaches
are recommended for the substance abuse
treatment client who manifests symptoms of
one or more of these mental disorders. The
consensus panel recognizes that addiction
counselors are not expected to diagnose mental
disorders. The limited aims of providing this
material are to increase substance abuse treat-
ment counselors’ familiarity with mental disor-
der terminology and criteria and to provide
advice on how to proceed with clients who
demonstrate the symptoms of these disorders.

The use of proper medication is an essential
program element, helping clients to stabilize
and control their symptoms, thereby increasing
their receptivity to other treatment. Pharmaco-
logical advances over the past few decades have
produced more effective psychiatric medica-
tions with fewer side effects. With the support
of better medication regimens, many people
with serious mental disorders who once would
have been institutionalized, or who would have
been too unstable for substance abuse treat-
ment, have been able to participate in treat-
ment, make progress, and lead more
productive lives. To meet the needs of this pop-
ulation, the substance abuse treatment coun-
selor needs better understanding of the signs
and symptoms of mental disorders and access
to medical support. The counselor’s role is first
to provide the prescribing physician with an
accurate description of the client’s behavior
and symptoms, which ensures that proper med-
ication is chosen, and then to assist the client in
adhering to the medication regimen. The sub-
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stance abuse counselor and program can, and

often do, employ peers or the peer community

to help and support individual efforts to follow
prescription instructions.

Several other features complete the list of
essential components of treatment for COD,
including enhanced staffing that incorporates
professional mental health specialists, psychi-
atric consultation, or an onsite psychiatrist
(for assessment, diagnosis, and medication);
psychoeducational classes (e.g., mental disor-
ders and substance abuse, relapse prevention)
that provide increased awareness about the
disorders and their symptoms; onsite double
trouble groups to discuss the interrelated prob-
lems of mental and substance use disorders,
which will help to identify triggers for relapse;
and participation in community-based dual
recovery mutual self-help groups, which afford
an understanding, supportive environment and
a safe forum for discussing medication, mental
health, and substance abuse issues.

Treatment providers are advised to view clients
with COD and their treatment in the context of
their culture, ethnicity, geographic area,
socioeconomic status, gender, age, sexual orien-
tation, religion, spirituality, and any physical
or cognitive disabilities. The provider especial-
ly needs to appreciate the distinctive ways in
which a client’s culture may view disease or dis-
order, including COD. Using a model of disease
familiar and culturally relevant to the client
can help communication and facilitate treat-
ment.

In addition to the essential elements described
above, several well-developed and successful
strategies from the substance abuse field are
being adapted for COD. The TIP presents
those strategies (briefly noted in the following
paragraphs) found to have promise for effec-
tive treatment of clients with COD.

Motivational Interviewing (MI) is a client-cen-
tered, directive method for enhancing intrinsic
motivation to change (by exploring and resolv-
ing ambivalence) that has proven effective in
helping clients clarify goals and commit to
change. MI has been modified to meet the spe-
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cial circumstances of clients with COD, with
promising results from initial studies to
improve client engagement in treatment.

Contingency Management (CM) maintains that
the form or frequency of behavior can be
altered through the introduction of a planned
and organized system of positive and negative
consequences. It should be noted that many
counselors and programs employ CM principles
informally by rewarding or praising particular
behaviors and accomplishments. Similarly, CM
principles are applied formally (but not neces-
sarily identified as such) whenever the attain-
ment of a level or privilege is contingent on
meeting certain behavioral criteria.
Demonstration of the efficacy of CM principles
for clients with COD is still needed.

Cognitive—Behavioral Therapy (CBT) is a gen-
eral therapeutic approach that seeks to modify
negative or self-defeating thoughts and behav-
iors, and is aimed at achieving change in both.
CBT uses the client’s cognitive distortions as
the basis for prescribing activities to promote
change. Distortions in thinking are likely to be
more severe with people with COD who are, by
definition, in need of increased coping skills.
CBT has proven useful in developing these cop-
ing skills in a variety of clients with COD.

Relapse Prevention (RP) has proven to be a
particularly useful substance abuse treatment
strategy and it appears adaptable to clients
with COD. The goal of RP is to develop the
client’s ability to recognize cues and to inter-
vene in the relapse process, so lapses occur less
frequently and with less severity. RP endeavors
to anticipate likely problems, and then helps
clients to apply various tactics for avoiding
lapses to substance use. Indeed, one form of
RP treatment, Relapse Prevention Therapy,
has been specifically adapted to provide inte-
grated treatment of COD, with promising
results from some initial studies.

Because outpatient treatment programs are
widely available and serve the greatest number
of clients, it is imperative that these programs
use the best available treatment models to
reach the greatest possible number of persons
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with COD. In addition to the essential elements
and the strategies described above, two outpa-
tient models from the mental health field have
been valuable for outpatient clients with both
substance use and serious mental disorders:
Assertive Community Treatment (ACT) and
Intensive Case Management (ICM).

ACT programs, historically designed for clients
with serious mental illness, employ extensive
outreach activities, active and continuing
engagement with clients, and a high intensity of
services. ACT emphasizes multidisciplinary
teams and shared decisionmaking. When work-
ing with clients who have COD, the goals of the
ACT model are to engage them in helping rela-
tionships, assist them in meeting basic needs
(e.g., housing), stabilize them in the communi-
ty, and ensure that they receive direct and inte-
grated substance abuse treatment and mental
health services. Randomized trials with clients
having serious mental and substance use disor-
ders have demonstrated better outcomes on
many variables for ACT compared to standard
case management programs.

The goals of ICM are to engage individuals in a
trusting relationship, assist in meeting their
basic needs (e.g., housing), and help them
access and use brokered services in the commu-
nity. The fundamental element of ICM is a low
caseload per case manager, which translates
into more intensive and consistent services for
each client. ICM has proven useful for clients
with serious mental illness and co-occurring
substance use disorders. (The consensus panel
notes that direct translation of ACT and ICM
models from the mental health settings in which
they were developed to substance abuse settings
is not self-evident. These initiatives likely must
be modified and evaluated for application in
such settings.)

Residential treatment for substance abuse
occurs in a variety of settings, including long-
(12 months or more) and short-term residential
treatment facilities, criminal justice institu-
tions, and halfway houses. In many substance
abuse treatment settings, psychological distur-
bances have been observed in an increasing
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proportion of clients over time; as a result,
important initiatives have been developed to
meet their needs.

The Modified Therapeutic Community (MTC)
is a promising residential model from the sub-
stance abuse field for those with substance use
and serious mental disorders. The MTC adapts
the principles and methods of the therapeutic
community to the circumstances of the client,
making three key alterations: increased flexibil-
ity, more individualized treatment, and
reduced intensity. The latter point refers espe-
cially to the conversion of the traditional
encounter group to a conflict resolution group,
which is highly structured, guided, of very low
emotional intensity, and geared toward achiev-
ing self-understanding and behavior change.
The MTC retains the central feature of TC
treatment; a culture is established in which
clients learn through mutual self-help and affil-
iation with the peer community to foster change
in themselves and others. A series of studies
has established better outcomes and benefit
cost of the MTC model compared to standard
services. A need for more verification of the
MTC approach remains.

Because acute and primary care settings
encounter chronic physical diseases in combi-
nation with substance use and mental disor-
ders, treatment models appropriate to medical
settings are emerging, two of which are
described in the TIP. In these and other set-
tings, it is particularly important that adminis-
trators assess organizational readiness for
change prior to implementing a plan of inte-
grated care. The considerable differences
between the medical and social service cultures
should not be minimized or ignored; rather,
opportunities should be provided for relation-
ship and team building.

Within the general population of persons with
COD, the needs of a number of specific sub-
groups can best be met through specially
adapted or designed programs. These include
persons with specific disorders (such as bipolar
disorder) and groups with unique requirements
(such as women, the homeless, and clients in
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the criminal justice system). The two categories
often overlap; for example, a number of recov-
ery models are emerging for women with sub-
stance use disorders who are survivors of trau-
ma, many of whom have posttraumatic stress
disorder. The TIP highlights a number of
promising approaches to treatment for particu-
lar client groups, while recognizing that further
development is needed, both of disorder-specif-
ic interventions and of interventions targeted to
the needs of specific populations.

Returning to life in the community after resi-
dential placement is a major undertaking for
clients with COD, and relapse is an ever-pre-
sent danger. Discharge planning is important to
maintain gains achieved through residential or
outpatient treatment. Depending on program
and community resources, a number of contin-
uing care (aftercare) options may be available
for clients with COD who are leaving treat-
ment. These options include mutual self-help
groups, relapse prevention groups, continued
individual counseling, psychiatric services
(especially important for clients who will con-
tinue to require medication), and ICM to con-
tinue monitoring and support. A carefully
developed discharge plan, produced in collabo-
ration with the client, will identify and relate
client needs to community resources, ensuring
the supports needed to sustain the progress
achieved in treatment.

During the past decade, dual recovery mutual
self-help approaches have been developed for
individuals affected by COD and are becoming
an important vehicle for providing continued
support in the community. These approaches
apply a broad spectrum of personal responsi-
bility and peer support principles, often
employing 12-Step methods that provide a
planned regimen of change. The clinician can
help clients locate a suitable group, find a
sponsor (ideally one who also has COD and is
at a late stage of recovery), and become com-
fortable in the role of group member.

Continuity of care refers to coordination of
care as clients move across different service
systems and is characterized by three features:
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consistency among primary treatment activities
and ancillary services, seamless transitions
across levels of care (e.g., from residential to
outpatient treatment), and coordination of pre-
sent with past treatment episodes. Because
both substance use and mental disorders typi-
cally are long-term chronic disorders, continu-
ity of care is critical; the challenge in any sys-
tem of care is to institute mechanisms to ensure
that all individuals with COD experience the
benefits of continuity of care.

The consensus panel recognizes that the role of
the client (the consumer) with COD in the
design of, and advocacy for, improved services
should continue to expand. The consensus
panel recommends that program design and
development activities of agencies serving
clients with COD continue to incorporate con-
sumer and advocacy groups. These groups help
to further the refinement and responsiveness of
the treatment program, thus enhancing clients’
self-esteem and investment in their own treat-
ment.

All good treatment depends on a trained staff.
The consensus panel underscores the impor-
tance of creating a supportive environment for
staff and encouraging continued professional
development, including skills acquisition, val-
ues clarification, and competency attainment.
An organizational commitment to staff develop-
ment is necessary to implement programs suc-
cessfully and to maintain a motivated and
effective staff. It is essential to provide consis-
tently high-quality and supportive supervision,
favorable tuition reimbursement and release
time policies, appropriate pay and health/
retirement benefits, helpful personnel policies
that bolster staff well-being, and incentives or
rewards for work-related achievements.
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Together, these elements help create the infras-
tructure needed for quality service.

The consensus panel supports and encourages
the development of a unified substance abuse
and mental health approach to co-occurring
disorders. Recognizing that system integration
is difficult to achieve and that the need for
improved COD services in substance abuse
treatment agencies is urgent, the panel recom-
mends that, at this stage, the emphasis be
placed on assisting the substance abuse treat-
ment system in the development of increased
internal capability to treat individuals with
COD effectively. A parallel effort should be
undertaken in the mental health system, with
the two systems continuing to work coopera-
tively on services to individual clients.

Much has been accomplished in the field of
COD in the last 10 years, and the knowledge
acquired is ready for broader dissemination
and application. The importance of the trans-
fer and application of knowledge and technolo-
gy has likewise become better understood. The
consensus panel emphasizes the need for new
government initiatives that improve services by
promoting innovative technology transfer
strategies using material from this TTP and
from other resources (e.g., the Substance
Abuse and Mental Health Services
Administration’s [SAMHSA’s] Report to
Congress on the Treatment and Prevention of
Co-Occurring Substance Abuse and Mental
Disorders and SAMHSA’s Center for Mental
Health Service’s Co-Occurring Disorders:
Integrated Dual Disorders Treatment
Implementation Resource Kit) are adapted and
shaped to the particular program context and
circumstances.
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In This
Chapter...

The Evolving Field of
Co-Occurring Disorders

Important Developments

That Led to This TIP

Organization of This TIP

1 Introduction

Overview

Over the past few decades, practitioners and researchers increasingly
have recognized the link between substance abuse and mental disor-
ders. Treatment Improvement Protocol (TIP) 9, Assessment and
Treatment of Patients With Coexisting Mental Illness and Alcohol and
Other Drug Abuse (Center for Substance Abuse Treatment [ CSAT ]
1994a), answered the treatment field’s need for an overview of diag-
nostic criteria, assessment, psychopharmacology, specific mental dis-
orders, and the need for linkage between the mental health services
system and substance abuse treatment system.

Subsequent to TIP 9, research has provided a more in-depth under-
standing of co-occurring substance use and mental disorders—how
common they are, the multiple problems they create, and the impact
they have on treatment and treatment outcome. As knowledge of co-
occurring disorders (COD) continues to evolve, new challenges arise:
How do we treat specific populations such as the homeless and those in
our criminal justice system? What is the role of housing? What about
those with specific mental disorders such as posttraumatic stress disor-
der? Where is the best locus for treatment? Can we build an integrated
system of care? The main purpose of this TIP is to provide addiction
counselors and other practitioners with this state-of-the-art informa-
tion on the rapidly advancing field of co-occurring substance use and
mental disorders.

Following a discussion of the evolving field of co-occurring disorders,
this chapter addresses the developments that led to this TIP. It then
describes the scope of this TIP (both what is included and what is
excluded by design), its intended audience, and the basic approach
that has guided the selection of strategies, techniques, and models
highlighted in the text. The organization of the TIP is laid out for the
reader, with the components of each chapter and appendix described
in an effort to help users of the TIP quickly locate subjects of immedi-
ate interest.



The Evolving Field of
Co-Occurring Disorders

Today’s emphasis on the relationship between
substance use and mental disorders dates to
the late 1970s, when practitioners increasing-
ly became aware of the implications of these
disorders, when occurring together, for treat-
ment outcomes. The association between
depression and substance abuse was particu-
larly striking and became the subject of sev-
eral early studies (e.g., Woody and Blaine
1979). In the 1980s and 1990s, however, both
the substance abuse and mental health com-
munities found that a wide range of mental
disorders were associated with substance
abuse, not just depression (e.g., De Leon
1989; Pepper et al. 1981; Rounsaville et al.
1982b; Sciaceca 1991). During this period,
studies conducted in substance abuse pro-
grams typically reported that 50 to 75 percent
of clients had some type of co-occurring men-
tal disorder (although not usually a severe
mental disorder) while studies in mental
health settings reported that between 20 and
50 percent of their clients had a co-occurring
substance use disorder. (See Sacks et al.
1997b for a summary of studies and Compton
et al. 2000 for a more recent study.)

The multiple studies reflect the extent to
which COD constitutes a clinical concern. At
the same time, however, these studies varied
in that they (1) were conducted in an array of
settings and on a range of sample sizes from
68 to 20,291, (2) used different measures and
criteria for determining a disorder, and (3)
reported on different time periods (i.e., either
lifetime or current, or both). This diversity in
reporting can produce differing estimates and
suggests a need to address the broad range of
survey and analytic strategies used to gener-
ate estimates. Further work to clarify the
type, severity, and clinical significance of co-
occurring disorders can contribute to an
improved understanding of the phenomenon
and treatment. Nevertheless, it is important
that, in spite of those differences, there is a

consistency in reporting significant rates of
disorder across all studies.

Researchers not only found a link between
substance abuse and mental illness, they also
found the dramatic impact the complicating
presence of substance abuse may have on the
course of treatment for mental illness. One
study of 121 clients with psychoses found that
those with substance abuse problems (36 per-
cent) spent twice as many days in the hospital
over the 2 years prior to treatment as clients
without substance abuse problems (Crome
1999; Menezes et al. 1996). These clients
often have poorer outcomes, such as higher
rates of HIV infection, relapse, rehospitaliza-
tion, depression, and suicide risk (Drake et
al. 1998b; Office of the Surgeon General
1999).

Researchers also have clearly demonstrated
that substance abuse treatment for clients
with co-occurring mental illness and sub-
stance use disorders can be beneficial—even
for clients with serious mental symptoms. For
example, the National Treatment Improve-
ment Evaluation Study (NTIES) found
marked reductions in suicidality the year fol-
lowing substance abuse treatment compared
to the year prior to treatment for both male
and female clients and nonabused women.
Suicide attempts declined about four fifths
for both the 3,037 male clients and the 1,374
female clients studied (Karageorge 2001).
Many clients in traditional substance abuse
treatment settings who had mild to moderate
mental disorders were found to do well with
traditional substance abuse treatment meth-
ods (Hser et al. 2001; Hubbard et al. 1989;
Joe et al. 1995; Simpson et al. 2002; Woody et
al. 1991). However, modifications designed to
address mental disorders may further
enhance treatment effectiveness and can be
essential for people with severe mental disor-
ders. This TIP will discuss the modifications
and approaches practitioners have found to
be helpful. For examples, see the sections on
suicide assessment and intervention in chap-

ter 8 and appendix D.
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Just as the field of treatment for substance
use and mental disorders has evolved to
become more precise, so too has the terminol-
ogy used to describe people with both sub-
stance use and mental disorders. The term
co-occurring disorders replaces the terms
dual disorder or dual diagnosis. These latter
terms, though used commonly to refer to the
combination of substance use and mental dis-
orders, are confusing in that they also refer
to other combinations of disorders (such as
mental disorders and mental retardation).
Furthermore, the terms suggest that there are
only two disorders occurring at the same
time, when in fact there may be more. For
purposes of this TIP, co-occurring disorders
refers to co-occurring substance use (abuse or
dependence) and mental disorders. Clients
said to have co-occurring disorders have one
or more disorders relating to the use of alco-
hol and/or other drugs of abuse as well as one
or more mental disorders. A diagnosis of co-
occurring disorders occurs when at least one
disorder of each type can be established inde-
pendent of the other and is not simply a clus-
ter of symptoms resulting from the one disor-
der. (See chapter 2 for more discussion of ter-
minology used in this TIP.)

New models and strategies are receiving
attention and encouraging treatment innova-
tion (Anderson 1997; De Leon 1996; Miller
1994.a; Minkoff 1989; National Advisory
Council [NAC] 1997; Onken et al. 1997;
Osher and Drake 1996). Reflecting the
increased interest in issues surrounding effec-
tive treatment for this population, the
American Society of Addiction Medicine
(ASAM) added substantial new sections on
clients with COD to an update of its patient
placement criteria. These sections refine cri-
teria both for placing clients with COD in
treatment and for establishing and operating
programs to provide services for such clients

(ASAM 2001).

In another important development, the
National Association of State Alcohol and
Drug Abuse Directors (NASADAD) began

surveying its members about effective treat-
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ment of clients with COD in their States
(Gustafson et al. 1999). In addition,
NASADAD has joined with the National
Association of State Mental Health Program
Directors (NASMHPD) (NASMHPD-
NASADAD 1999, 2000) and other collabora-

tors in a series of national efforts designed to

® Foster improvement in treatment by empha-
sizing the impor-
tance of knowledge
of both mental
health and sub-
stance abuse treat-
ment when working
with clients for
whom both issues

Researchers have
clearly demon-

strated that

are relevant.

e Provide a classifica- substance abuse

tion of treatment
settings to facilitate
systematic planning,

treatment of

consultations, col- clients with co-
laborations, and

integration. occurring mental

® Reduce the stigma
associated with both
disorders and

illness and sub-

increase the accep- stance use disor-
tance of substance
abuse and mental e e e Lierne
health concerns as a
standard part of ficial.
healthcare informa-

tion gathering.

These efforts are slow-

ly changing the way that the public, policymak-
ers, and substance abuse counselors view men-
tal illness. Still, stigma attached to mental ill-
ness remains. One topic worth mentioning is
the public perception that people with mental
illness are dangerous and pose a risk of vio-
lence. However, studies have shown that the
public’s fear is greater than the actual risk,
and that often, people with mental disorders
are not particularly violent; it is when sub-
stance abuse is added that violence can ensue.
For example, Steadman et al. (1998) found that
substance abuse symptoms significantly raised



the rate of violence in both individuals with
mental illness and those without mental illness.
This research adds support to the importance
of treating both mental illness and substance
abuse.

In recent years, dissemination of knowledge
has been widespread. Numerous books and
hundreds of articles have been published,
from counseling manuals and instruction
(Evans and Sullivan 2001; Pepper and
Massaro 1995) to database analysis of linkage
among treatment systems and payors (Coffey
et al. 2001). Several annual “dual diagnosis”
conferences emerged. One of the most long-
standing is the annual conference on The
Person With Mental Illness and Substance
Abuse, hosted by MCP Hahnemann
University (now Drexel University), which
began in 1988.

In spite of these developments, individuals
with substance use and mental disorders com-
monly appear at facilities that are not pre-
pared to treat them. They may be treated for
one disorder without consideration of the
other disorder, often “bouncing” from one
type of treatment to another as symptoms of
one disorder or another become predomi-
nant. Sometimes they simply “fall through the
cracks” and do not receive needed treatment.
This TIP captures the current state-of-the-art
treatment strategies to assist counselors and
treatment agencies in providing appropriate
services to clients with COD.

Important
Developments That
Led to This TIP

Important developments in a number of areas
pointed to the need for a revised TIP on co-
occurring disorders. Among the factors that
contributed to the need for this document are
the availability of significant data on the
prevalence of COD, the emergence of new
treatment populations with COD (such as
people who are homeless, people with
HIV/AIDS, and persons in the criminal jus-
tice system), and changes in treatment deliv-

ery (including an increasing number of pro-
grams serving persons with COD). The follow-
ing section provides a summary of data rele-
vant to each of these key areas.

The Availability of Prevalence
and Other Data

Prevalence and other data on COD have
established the scope and impact of the prob-
lem, and the need for appropriate treatment
and services. Four key findings are borne out
by prevalence and other available data, each
of which is important in understanding the
challenges of providing effective treatment to
this population.

(1) COD are common in the general adult
population, though many individuals
with COD go untreated.

National surveys suggest COD are common in
the adult population. For example, the
National Survey on Drug Use and Health
(NSDUH) reports that in 2002, 4 million
adults met the criteria for both serious mental
illness (SMI) and substance dependence and
abuse. NSDUH information is based on a
sample of 67,500 American civilians aged 12
or older in noninstitutionalized settings
(Office of Applied Studies [OAS] 2003b). The
NSDUH defined SMI as having at some time
during the past year a diagnosable mental,
behavioral, or emotional disorder that met
the criteria specified in the Diagnostic and
Statistical Manual of Mental Disorders, 4th
edition (DSM-1V) (American Psychiatric
Association 1994) and resulted in functional
impairment that substantially interfered with
or limited one or more major life activities.
The NSDUH classification scheme was not
diagnosis specific, but function specific.
Results from the survey are highlighted
below.

® SMI is highly correlated with substance
dependence or abuse. Among adults with
SMI in 2002, 23.2 percent were dependent on
or abused alcohol or illicit drugs, while the
rate among adults without SMI was only 8.2
percent. Among adults with substance depen-
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dence or abuse, 20.4 percent had SMI; the
rate of SMI was 7 percent among adults who
were not dependent on or abusing a sub-
stance.

® Among adults who used an illicit drug in the
past year, 17.1 percent had SMI in that
year, while the rate was 6.9 percent among
adults who did not use an illicit drug.
Conversely, among adults with SMI, 28.9
percent used an illicit drug in the past year
while the rate was 12.7 percent among those

without SMI (OAS 2003b).

® SMI was correlated with binge alcohol use
(defined as drinking five or more drinks on
the same occasion on at least one day in the
past 30 days). Among adults with SMI, 23.8
percent were binge drinkers, while 23.9
percent of adults with no SMI were binge
drinkers.

Earlier, the National Comorbidity Study (NCS)
reported 1991 information on mental disorders
and substance abuse or dependence in a sample
of 8,098 American civilians aged 15 to 54 in
noninstitutionalized settings. Figure 1-1 shows
estimates from the NCS of the comparative
number of any alcohol, drug abuse, or mental
disorder (52 million), any mental disorder (40
million), any substance abuse/dependence dis-
order (20 million), and both mental disorder
and substance abuse/dependence (8 million) in
the past year.

In a series of articles derived from the NCS,
Kessler and colleagues give a range of esti-
mates related to both the lifetime and 12-
month prevalence of COD (Kessler et al.
1994, 1996a, b, 1997). They estimate that 10
million Americans of all ages and in both
institutional and noninstitutional settings
have COD in any given year. Kessler et al.

Figure 1-1

Persons With Alcohol, Drug Abuse, or Mental Disorder in the Past Year

29.5%
(52 Million)
30~
22.9%
25 (40 Million)
201
15
101
5
0
Any Alcohol, Any Mental
Drug Abuse, Disorder
or
Mental
Disorder

(See Endnote’)

U.S. Population, Age 15 to 54, 1991

11.3%
(20 Million)

4.7%
(8 Million)

Any Substance  Co-existing Mental

Abuse/ Disorder and
Dependency Substance Abuse
Dependency

Source: Kessler et al. 1994. Table 2 and unpublished data from the survey.
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also estimate the lifetime prevalence of COD
(not shown in Figure 1-1, which relates only
the prevalence in the past 12 months) (1996a,
p- 25) as follows: “...51 percent of those with
a lifetime addictive disorder also had a life-
time mental disorder, compared to 38 percent
in the ECA.” (The ECA—Epidemiologic
Catchment Area study—predated the NCS
study; this National Institute of Mental
Health study of 20,291 people was represen-
tative of the total U.S. community and insti-
tutional populations [ Regier et al. 1990]).

Comparative figures for individuals with COD
whose addictive disorders involve alcohol ver-
sus drugs are also available. Fifty-three per-
cent of the respon-
dents with lifetime
alcohol abuse or
dependence also
Research suggests had one or more

lifetime mental dis-

that the likelihood orders. For respon-
: dents with lifetime
of seeking treat- illicit drug
abuse/dependence,

ment is strongly 59 percent also had
a lifetime mental
disorder, and 71
percent of those
with lifetime illicit
drug abuse/ depen-
dence had alcohol

abuse or depen-

increased in the
presence of at

least one co-occur-

dence over their
lifetime (Office of
the Inspector
General 1995).

ring condition.

A recent first report from the National
Comorbidity Survey Replication, conducted
between February 2001 and December 2002
(Kessler and Walters 2002), provides more
precise information on rates of specific disor-
ders. For example, rates of major depressive
disorder were reported at 6.6 percent in the
general population in the last year, or an esti-
mated number between 13.1 and 14.2 million
people (Kessler et al. 2003b). Additional data
from a new and expanded NCS survey are
now available (e.g., Breslau et al. 2004a, b;

Kessler 2003; Kessler et al. 2003a).

Research suggests that the likelihood of seek-
ing treatment is strongly increased in the
presence of at least one co-occurring condi-
tion. The National Longitudinal Alcohol
Epidemiologic Study (NLAES)—a nationwide
household survey of 42,862 respondents aged
18 or older conducted by the National
Institute on Alcohol Abuse and Alcoholism—
reveals that a large increase in treatment for
an alcohol disorder and a drug disorder
occurs when there is a co-occurring “major
depressive disorder” (Grant 1997). NCS data
suggest that people with more than two disor-
ders are more likely to receive treatment than
those with “only” two. People with three or
more diagnosable conditions were the most

likely to be severely impaired and to require
hospitalization (NAC 1997).

While people with co-occurring disorders are
more likely to seek treatment, research con-
sistently shows a gap between the number of
people who are identified in a survey as hav-
ing a disorder and the number of people
receiving any type of treatment. Even of those
with three or more disorders, a troubling 60
percent never received any treatment (Kessler
et al. 1994; NAC 1997). Based on NLAES
data, Grant (1997, p. 13) notes that one of
the most interesting results of the survey is
the “sheer number of respondents with alco-
hol and drug use disorders missing from the
treated population. Only 9.9 percent and 8.8
percent of the respondents classified with
past-year alcohol and drug use disorders,
respectively, sought treatment.”

(2) Some evidence supports an
increased prevalence of people
with COD and of more programs for
people with COD.

NASADAD conducts voluntary surveys of
State Alcohol and Drug Abuse Agencies and
produces the State Alcohol and Drug Abuse
Profile (SADAP) reports. In 1996, NASADAD
asked the States to describe any special pro-
grams in their States for clients with COD
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and to provide any available fiscal year (FY)
1995 statistics on the number of “dually diag-
nosed” clients treated (Gustafson et al. 1997).
Forty-one States plus Palau, Puerto Rico,
and the U.S. Virgin Islands responded. About
3 years later, 31 States responded to a
request for detailed statistics on the number
of persons admitted in FYs 1996 and 1997 to
programs for treatment of COD (Gustafson et
al. 1999). In general, examination of SADAP
State profiles for information related to COD
suggests about a 10 percent increase since the
NASADAD survey in both the number of peo-
ple with COD entering treatment and in the
number of programs in many States over that
3-year period (Gustafson et al. 1999).

The 2002 National Survey of Substance
Abuse Treatment Services (N-SSATS) indicat-
ed that about 49 percent of 13,720 facilities
nationwide reporting substance abuse services
offered programs or groups for those with
COD (OAS 2003a). However, only 38 percent
of the 8,292 responding facilities that focused
primarily on substance abuse offered such
COD programming. Sixty-three percent of the
1,126 responding mental health services that
offered substance abuse services offered COD
programs or groups. About 70 percent of the
3,440 facilities that have a mix of mental
health and substance abuse treatment ser-
vices offer COD programs or groups.

Still it must be kept in mind that of all the
approximately 1.36 million clients in treat-
ment for substance use disorders in 2002,
about 68 percent were treated in facilities
whose primary focus was substance abuse ser-
vices and 23 percent were treated in facilities
whose focus was a mix of both mental health
and substance abuse services. Only 4 percent
of these individuals were in facilities whose
primary focus was the provision of mental
health services.

(3) Rates of mental disorders increase as
the number of substance use disor-
ders increases, further complicating
treatment.

Introduction

In their analysis of data from a series of
studies supported by the National Institute on
Drug Abuse, the Drug Abuse Treatment
Outcome Study (DATOS), Flynn et al. (1996)
demonstrate that the likelihood of mental dis-
orders rises with the increasing number of
substance dependencies. Participating clients
were assessed according to DSM-III-R criteria
(Diagnostic and Statistical Manual for Mental
Disorders, 3d edition revised) for lifetime
antisocial personality, major depression, gen-
eralized anxiety disorder, and/or any combi-
nation of these disorders.

DATOS was a national study of clients enter-
ing more than 90 substance abuse treatment
programs in 11 metropolitan areas, mainly
during 1992 (Flynn et al. 1997). Of the initial
intake sample of 10,010 clients, 7,402 com-
pleted an intake and a clinical assessment
interview and met DSM-III-R criteria for
dependence on alcohol, cocaine, and/or hero-
in. Figure 1-2 (p. 8) shows a general trend of
increase in the rates of DSM-III-R lifetime
antisocial personality disorder, major depres-
sion, and generalized anxiety disorder as the
number of substance dependencies involving
alcohol, heroin, and cocaine increases (except
for the relationship between alcohol depen-
dence only and major depression and general-
ized anxiety). Since the use of multiple drugs
is common in those with substance use disor-
ders, treatment is further complicated for
these people by the greater incidence of men-
tal disorders that accompanies multiple drug
use.

(4) Compared to people with mental
or substance use disorders alone,
people with COD are more likely
to be hospitalized. Some evi-
dence suggests that the rate of
hospitalization for people with
COD is increasing.

According to Coffey and colleagues, the rate of
hospitalization for clients with both a mental
and a substance use disorder was more than 20
times the rate for substance-abuse—only clients
and five times the rate for mental-



Figure 1-2

Rates of Antisocial Personality, Depression, and Anxiety Disorder by
Drug Dependency (%). Taken From the Drug Abuse Treatment Outcome

Study (DATOS)

Drug dependency Antisocial personality Major depression Generalized anxiety
Alcohol only 34.7 17.8 5.5

Heroin only 27 7 2

Heroin and alcohol 46.3 13.2 3.2
Cocaine only 30.4 8.4 2.7
Cocaine and alcohol 47 13.6 4.7
Cocaine and heroin 44 10.8 2.2
Cocaine, heroin, 59.8 17.1 6.3

and alcohol

Overall 39.3 11.7 3.7

Source: Flynn et al. 1996; data are from the NIDA-supported DATOS study.

disorder—only clients (Coffey et al. 2001). This
estimate is based on an analysis of the
CSAT/Center for Mental Health Services
(CMHS) Integrated Data Base Project, in
which a team studied information from the
mental health, substance abuse, and Medicaid
agencies in Delaware, Oklahoma, and
Washington. Using a broad coding for health
policy research to study discharges between
1990-1995 from community hospitals nation-
wide, Duffy (2004, p. 45) estimated that clients
classified as having both a substance-related
disorder and a mental disorder significantly
“...increased from 9.4 to 17.22 per 10,000 pop-
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ulation ...” with the 35-45 year age group
increasing the most among the 7 age groups

studied from childhood to 65 or older.

Treatment Innovation for
Other Populations With COD

Further treatment innovation has been
required to meet the needs and associated
problems of other treatment populations with
high rates of COD such as people who are
homeless, those in the criminal justice system,
persons living with HIV/AIDS and other infec-
tious diseases (e.g., hepatitis), and those with
trauma and posttraumatic stress disorder

(PTSD).

Homeless populations

Data on the increasing rates of co-occurring
mental and sub stance use disorders in home-
less populations are now available (North et
al. 2004). North and colleagues estimate that
rates of co-occurring Axis I and substance use
disorders among females who are homeless
increased from 14.3 percent in 1990 to 36.7
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percent in 2000 and that rates among men
who are homeless increased from 23.2 percent
in 1990 to 32.2 percent in 2000.

North and colleagues also compared data col-
lected in their 2000 study with estimates from
ECA data collected in the early 1980s. They
found that alcohol and drug use for both
males and females rose considerably over the
2 decades. In 2000, 84 percent of the men
who were homeless and 58 percent of the
women who were homeless had a substance
use disorder (North et al. 2004). The article
reports an increase in bipolar disorder from
1990 to 2000 and an increase in major
depression from 1980 to 2000. (Major depres-
sion accounted for the majority of all Axis I
non-substance disorders.) The authors also
noted that non-Axis I antisocial personality
disorder (APD) appeared to change little
from 1980 to 2000, with 10 to 20 percent of
women who were homeless and 20 to 25 per-
cent of men who were homeless receiving APD
diagnoses in both time periods (North et al.
2004).

The increased prevalence of COD among peo-
ple who are homeless and the need to provide
services to this growing population has led to
treatment innovations and research on service
delivery. One of the main challenges is how to
engage this group in treatment. CMHS’s Access
to Community Care and Effective Services and
Supports initiative, which supported programs
in nine States over a >-year period, indicated
the effectiveness of integrated systems, includ-
ing the value of street outreach (Lam and
Rosenheck 1999; Rosenheck et al. 1998). Both
systems integration and comprehensive ser-
vices, such as Assertive Community Treatment
(ACT) and Intensive Case Management (ICM),
were seen as essential and effective (Integrating
Systems of Care 1999; Winarski and Dubus
1994). (See chapter 6 for a discussion of these
approaches.)
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Offenders

The Bureau of Justice Statistics estimates that
“at midyear 1998, an estimated 283,800 men-
tally ill offenders were incarcerated in the
Nation’s prisons and jails” (Ditton 1999, p.
1). Surveys by the Bureau found that “16
percent of State prison inmates, 7 percent of
Federal inmates, and 16 percent of those in
local jails reported either a mental condition
or an overnight stay in a mental hospital”
(Ditton 1999). In addition, an estimated
547,800 probationers—16 percent—said they
had had a mental condition or stayed
overnight in a mental hospital at some point
in their lifetime (Ditton 1999).

The Office of National Drug Control Policy
(ONDCP) emphasized that “the fastest and
most cost-effective way to reduce the demand
for illicit drugs is to treat chronic, hard core
drug users” (ONDCP 1995, p. 53). These
“hard core users” are in need of COD services.
The NTIES study reported that, when given
the choice to rate their desire for certain ser-

29 66 .
somewhat impor-

vices as “not important,
tant,” or “very important,” 37 percent of a
population that was predominantly eriminal-
justice—involved rated mental health services as

“very important” (Karageorge 2000).

The substance abuse treatment and mental
health services communities have been called
on to provide, or assist in providing, treatment
to these individuals. This requires the integra-
tion of substance abuse treatment and mental
health services and the combination of these
approaches with those that address criminal
thinking and behavior, while attending to both
public health and public safety concerns.

HIVIAIDS and infectious
diseases

The association between psychological dys-
function and a tendency to engage in high-
risk behaviors (Joe et al. 1991; Simpson et al.
1993) suggests that it is important to integrate
HIV/AIDS prevention and treatment with



substance abuse treatment and mental health
services for the COD population. Advances in
the treatment of HIV/AIDS (such as anti-
retroviral combination therapy, including
protease inhibitors) and the improved out-
comes resulting from such therapies potential-
ly will extend the survival of those with
HIV/AIDS and co-occurring disorders. This
will extend their requirement for continued
mental health and substance abuse services.
For persons with COD who also have
HIV/AIDS or other infectious diseases (e.g.,
hepatitis C), primary medical care should be
integrated with COD treatment. To be suc-
cessful, this treatment should include an
emphasis on treatment adherence (see chap-
ter 7 for one such model).

Trauma and PTSD

Many persons with substance use disorders
have experienced trauma, often as a result of
abuse. A significant number of them have the
recognized mental disorder known as PTSD.
Recent studies have demonstrated strong con-
nections between trauma and addictions,
including the possibility that childhood abuse
plays a part in the development of substance
use disorders (Anderson et al. 2002; Brady et
al. 2000; Chilcoat and Breslau 1998b;
Jacobsen et al. 2001). Although substance
abuse treatment clinicians have counseled
these clients for years, new treatment strate-
gies for PTSD and trauma have expanded
treatment options (see chapter 8 and appen-
dix D). The forthcoming TIP Substance
Abuse Treatment and Trauma will explore

these issues in depth (CSAT in development d).

Changes in Treatment
Delivery

The substance abuse treatment field has rec-
ognized the importance of COD program-
ming. In 1995, only 37 percent of the sub-
stance use disorder treatment programs
reporting data to the Substance Abuse and
Mental Health Services Administration
(SAMHSA) offered COD programming. By
1997, this percentage had increased to almost
half (data not shown).
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According to 2002 N-SSATS data, the number
of programs for COD peaked in 1999, fol-
lowed by a slight decline in 2000 that
remained constant in 2002. This tracked the
number of substance use disorder treatment
providers, which also peaked in 1999. In
1999, there were 15,239 substance abuse
treatment programs reporting to SAMHSA; in
2000, there were 13,428; in 2002, there were
13,720 (OAS 2003a). Figure 1-3 shows that
the number of programs for people with COD
decreased slightly from 1999 to 2000, from
6,818 to 6,696, but remained constant in 2002
at 6,696 (OAS 2003a). However, the ratio
between the total number of substance abuse
treatment programs and those offering COD
programming has been relatively stable since
1997, increasing slightly from 44.7 percent in
1999 to 49.9 percent in 2000, and then
remaining roughly constant at 48.8 percent in

2002.

An important consideration for the public
mental health and substance abuse delivery
systems is the recognition that not all people
with emotional problems are candidates for
care within the public mental health system.
Because many States prioritize the funding of
mental health slots by providing access to
those who meet the criteria for the most
severe and persistent mental illnesses, it is
important for treatment providers to recog-
nize the criteria that their State jurisdiction
uses to provide care. For example, a treat-
ment program may be aware that a person
has psychological symptoms signifying stress,
a diagnosable mental disorder, a serious men-
tal disorder, a severe and persistent mental
disorder, or, finally, a severe and persistent
mental disorder with disability. From the
point of view of the behavioral healthcare
delivery system, these distinctions are impor-
tant. In a State that restricts the use of its
Federal community mental health services
dollars to those with severe and persistent
mental illness, a person not meeting the crite-
ria for that condition may not be eligible for
mental health services.
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Figure 1-3

Substance Abuse Treatment Facilities Offering Special Programs for

15,239

15,000 -

10,000 A

5,000 A

0
1999

- Number of facilities

- COD special programs

2000

Clients With COD: 1999-2002'

2002

lSurvey reference dates were October 1 for 1999 and 2000 and March 29, 2002. See appendix C of source for changes in
the survey base, methods, and instruments that affect analysis of trends over time.

Source: Office of Applied Studies, Substance Abuse and Mental Health Services Administration, UFDS Survey,
1996-1999; National Survey of Substance Abuse Treatment Services (N-SSATS), 2000 and 2002.

http://wwwdasis.samhsa.gov/dasis2/nssats/nssats_2002_q.pdf

If a client/consumer has a primary substance
abuse problem and a “non-eligible” mental
disorder—that is, a disorder that cannot by
regulation or law be treated in a public men-
tal health program—then all providers should
be aware of this. The difference between ideal
care and available care is critical to the utility
of this TIP. Furthermore, during periods of
financial difficulty, the prospect of additional
resources being created to address complex
problems is not likely. Thus, an integrated
care framework is preferred in this TIP. An
integrated framework recognizes that quality
evidence-based individualized care can be
provided within a behavioral health delivery
system using existing resources and partner-
ships.

Introduction

Advances in Treatment

Advances in the treatment of COD, such as
improved assessments, psychological interven-
tions, psychiatric medications, and new models
and methods, have greatly increased available
options for the counselor and the client.

“No wrong door” policy

The publication of Changing the Conver-
sation (CSAT 2000a) signaled several funda-
mental advances in the field. Of particular
importance is the principle of “no wrong
door.” This principle has served to alert
treatment providers that the healthcare deliv-
ery system, and each provider within it, has a
responsibility to address the range of client
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needs wherever and whenever a client pre-
sents for care. When clients appear at a facil-
ity that is not qualified to provide some type
of needed service, those clients should care-
fully be guided to appropriate, cooperating
facilities, with followup by staff to ensure that
clients receive proper care. The evolution of
the Changing the Conversation paradigm sig-
nals a recognition that recovery is applicable
to all people in need of substance abuse ser-
vices: to the client
with psychiatric
problems in the
substance abuse
treatment delivery
system, the client

Treatment

approaches are

; ; with substance
emerging with abuse problems in
the traditional men-
demonstrated tal health services
delivery system, or
effectiveness in the client with co-
occurring behavior
problems in a tradi-
tional physical
health delivery sys-
tem. Every “door”
in the healthcare
delivery system

should be the
“right” door.

achieving positive

outcomes for

clients with COD.

Mutual self-help for people
with COD

Based on the Alcoholics Anonymous model, the
mutual self-help movement has grown to
encompass a wide variety of addictions.
Narcotics Anonymous and Cocaine Anonymous
are two of the largest mutual self-help organiza-
tions for chemical addiction; Recoveries
Anonymous and Schizophrenics Anonymous
are the best known for mental illness. Though
these typically are referred to as “self-help”
groups, this TIP adopts the term “mutual self-
help” because it is more descriptive of the way
most participants see these groups—as a means
of both helping themselves and supporting each
other in achieving specific personal goals.
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Mutual self-help programs, which include but
are not limited to 12-Step groups, apply a
broad spectrum of personal responsibility and
peer support principles, usually including 12-
Step methods that prescribe a planned regimen
of change. In recent years, mutual self-help
groups that have been adapted to clients with
COD have become increasingly available. A
more extensive discussion of these dual recov-
ery mutual self-help programs can be found in
chapter 7.

Integrated care as a priority
for people with severe and
persistent mental illness

For those with severe and persistent mental ill-
ness, integrated treatment, as originally articu-
lated by Minkoff (1989), emphasized the corre-
spondence between the treatment models for
mental illness and addiction in a residential set-
ting. The model stressed a parallel view of
recovery, concomitant treatment of mental ill-
ness and substance abuse, application of treat-
ment stages, and the use of strategies from both
the mental health and substance abuse treat-
ment fields. During the last decade, integrated
treatment has continued to evolve, and several
models have been described (Drake and
Mueser 1996b; Lehman and Dixon 1995;
Minkoff and Drake 1991; Solomon et al. 1993).

For the purposes of this TIP, integrated treat-
ment refers more broadly to any mechanism
by which treatment interventions for COD
are combined within the context of a primary
treatment relationship or service setting.
Integrated treatment is a means of coordinat-
ing substance abuse and mental health inter-
ventions to treat the whole person more effec-
tively. In a review of mental health center-
based research for clients with serious and
persistent mental illness, Drake and col-
leagues (1998b) concluded that comprehen-
sive, integrated treatment, “especially when
delivered for 18 months or longer, resulted in
significant reductions of substance abuse and,
in some cases, in substantial rates of remis-
sion, as well as reductions in hospital use
and/or improvements in other outcomes” (p.
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601). Several studies based in substance
abuse treatment centers addressing a range of
COD have demonstrated better treatment
retention and outcome when mental health
services were integrated onsite (Charney et al.
2001; McLellan et al. 1993; Saxon and Calsyn
1995; Weisner et al. 2001).

An integrated care framework supports the
provision of some assessment and treatment
wherever the client enters the treatment sys-
tem, ensures that arrangements to facilitate
consultations are in place to respond to client
issues for which a provider does not have in-
house expertise, and encourages all coun-
selors and programs to develop increased
competency in treating individuals with COD.
Several States have received Community
Action Grants from SAMHSA to develop com-
prehensive continuous integrated systems of
care. It is especially important that appropri-
ate substance abuse and mental health ser-
vices for clients with COD be designed specifi-
cally for the substance abuse treatment sys-
tem—a system that addresses a wide range of
COD, not mainly those with severe and per-
sistent mental illness. This subject is explored
in chapter 3, and some approaches to inte-
grated treatment in substance abuse treat-
ment settings are examined in chapter 3 and
chapter 6.

Development of effective
approaches, models, and
strategies

Treatment approaches are emerging with
demonstrated effectiveness in achieving posi-
tive outcomes for clients with COD. These
include a variety of promising treatment
approaches that provide comprehensive inte-
grated treatment. Successful strategies with
important implications for clients with COD
also include interventions based on addiction
work in contingency management, cognitive—
behavioral therapy, relapse prevention, and
motivational interviewing. These strategies
are discussed in chapter 5. In fact, it is now
possible to identify “guiding principles” and
“fundamental elements” for COD treatment
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in COD settings that are common to a variety
of approaches. These are discussed at length
in chapter 3 and chapter 6, respectively.
Specific program models that have proven
effective for the COD population with serious
mental illness include ACT and the Modified
Therapeutic Community. ICM also has
proven useful in treating clients with COD.
See chapter 6 for a discussion of these
models.

Pharmacological advances

Pharmacological advances over the past
decade have produced antipsychotic, antide-
pressant, anticonvulsant, and other medica-
tions with greater effectiveness and fewer side
effects (see appendix F for a listing of medica-
tions). With the support available from better
medication regimens, many people who once
would have been too unstable for substance
abuse treatment, or institutionalized with a
poor prognosis, have been able to lead more
functional lives. To meet the needs of this
population, the substance abuse treatment
counselor needs both greater understanding
of the signs and symptoms of mental illness
and greater capacity for consultation with
trained mental healtheare providers. As sub-
stance abuse treatment counselors learn more
about mental illness, they are better able to
partner with mental health counselors to
design effective treatment for both types of
disorders. Such partnerships benefit mental
health agencies as well, helping them enhance
their ability to treat clients with substance
abuse issues.

Increasingly, substance abuse treatment
counselors and programs have come to appre-
ciate the importance of providing medication
to control symptoms as an essential part of
treatment. The counselor has an important
role in deseribing client behavior and symp-
toms to ensure that proper medication is pre-
scribed when needed. The peer community
also is a powerful tool that can be employed
to support and monitor medication adher-
ence. Support from mutual self-help groups
can include learning about the effects of med-
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ication and learning to accept medication as
part of recovery. Monitoring involves clients
learning from and reflecting on their own and
others’ reactions, thoughts, and feelings
about the ways medications affect them, both
positively as symptoms are alleviated, and
negatively as unwanted side effects may
occur.

Some Recent Developments

Since the consensus panel for this TIP was
convened, there have been several important
developments in the field of co-occurring dis-
orders. Following is a description of the most
recent developments in the field.

National Registry of Effective
Programs and Practices

To help its practice and policymaking con-
stituents learn more about evidence-based
programs, SAMHSA’s Center for Substance
Abuse Prevention created the National
Registry of Effective Programs and Practices
(NREPP), a resource to review and identify
effective programs derived primarily from
existing scientific literature, effective pro-
grams assessed by other rating processes,
SAMHSA, and solicitations to the field. When
co-occurring disorder treatment programs are
submitted for NREPP consideration, teams of
scientists review the programs based on four
criteria: (1) co-occurring disorders programs,
(2) psychopharmacological programs, (3)
workplace programs, and (4) general sub-
stance abuse prevention and treatment pro-
grams. Evaluation is based on methodological
quality (a program’s overall rigor and sub-
stantive contribution) and appropriateness
(dissemination capability, cultural sensitivity,
and consumer involvement to inform a total
rating that describes a program’s readiness
for adoption and replication). Programs that
demonstrate a commitment to complete
assessment and comprehensive services
receive priority. For programs that target
persons with serious mental disorders, priori-
ty is given to approaches that integrate sub-
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stance abuse treatment and mental health ser-
vices. Targeted techniques and strategies are
also eligible for NREPP review. For more
detailed information about NREPP, see
http://nrepp.samhsa.gov/.

Co-Occurring Disorders State
Incentive Grants

The Co-Occurring Disorders State Incentive
Grants (COSIG) (funded through SAMHSA’s
CSAT and CMHS) provide funding to the
States to develop or enhance their infrastruc-
ture to increase their capacity to provide
accessible, effective, comprehensive, coordi-
nated/integrated, and evidence-based treat-
ment services to persons with COD. COSIG
uses the definition of co-occurring disorders
from this TIP (see the beginning of this chap-
ter). It supports infrastructure development
and services across the continuum of COD,
from least severe to most severe, but the
emphasis is on people with less severe mental
disorders and more severe substance use dis-
orders, and on people with more severe men-
tal disorders and less severe substance use
disorders (i.e., quadrants II and III—see
chapter 2 for a description of the four quad-
rants). COSIG is appropriate for States at
any level of infrastructure development.
COSIG also provides an opportunity to evalu-
ate the feasibility, validity, and reliability of
the proposed co-occurring performance mea-
sures for the future Performance Partnership
Grants. Some States and communities
throughout the country already have initiated
system-level changes and developed innova-
tive programs that overcome barriers to pro-
viding services for individuals of all ages who
have COD. The COSIG program reflects the
experience of States to date. For more infor-
mation, see http://www.samhsa.gov.

Co-Occurring Center for
Excellence

As a result of the pressing need to disseminate
and support the adoption of evidence- and
consensus-based practices in the field of
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COD, SAMHSA established the Co-Occurring

Center for Excellence (COCE) in 2003. COCE

provides SAMHSA and the field with key

resources needed to disseminate knowledge

and increase adoption of evidence-based

practices in the systems and programs that

serve people with COD. The COCE mission

is to

® Transmit advances in substance abuse and
mental health treatment that address all
levels of mental disorder severity and that
can be adapted to the unique needs of each
client.

¢ Guide enhancements in the infrastructure
and clinical capacities of the substance
abuse and mental health service systems.

e Foster the infusion and adoption of evi-
dence-based treatment and program inno-
vation into clinical practice.

To guide its work, COCE has developed a
framework that locates the key topics in COD
along three dimensions: services and service
systems, infrastructure, and special popula-
tions. Services and service systems include
providers and the services they offer; the
nature and structure of the organizations and
systems in which services are delivered; and
the interrelationships among various providers,
organizations, and systems. Infrastructure
includes the wide variety of national, State,
and local policies, programs, and resources
that support, facilitate, catalyze, and otherwise
contribute to the work of service providers and
service systems. Special populations identifies
groups who may require special services, set-
tings, or accommodations to reap the full bene-
fit of COD-related services. At this time, the
core products and services of the COCE are
envisioned as technical assistance and training,

a Web site (http://www.samhsa.gov/co-occurring),

meetings and conferences, and future COCE
products and services.
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Report to Congress on the
Prevention and Treatment of
Co-Occurring Substance Use
Disorders and Mental
Disorders

In response to a Congressional mandate, in
December 2002 the Department of Health and
Human Services provided Congress with a
comprehensive report
on treatment and pre-
vention of co-occur-
ring substance abuse
and mental disorders.
The report empha-
sizes that people with
co-occurring disorders
can and do recover
with appropriate
treatment and support
services. It also finds

learn more about

mental illness, they
there are many long-
standing systemic bar-
riers to appropriate
treatment and support
services for people
with co-occurring dis-
orders, including sep-

can better partner

arate administrative
structures, eligibility
criteria, and funding
streams, as well as
limited resources for
both mental health
services and substance
abuse treatment. The
report identifies the need for various Federal
and State agencies, providers, researchers,
recovering persons, families, and others to
work together to create a system in which both
disorders are addressed as primary and treated
as such. It also outlines a 5-year blueprint for
action to improve the opportunity for recovery
by increasing the availability of quality preven-
tion, diagnosis, and treatment services for peo-
ple with co-occurring disorders. To access the
full report, see http://www.samhsa.gov/reports/
congress2002/index.html.
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As substance abuse

treatment counselors

with mental health
counselors to design

effective treatment

for both disorders.
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Co-Occurring Disorders:
Integrated Dual Disorders
Treatment Implementation

Resource Kit

Known simply as the “tool kit,” and developed
by the Psychiatric Research Center at New
Hampshire-Dartmouth under the leadership of

Robert E. Drake, M.D., Ph.D., this resource
package specifically targets clients with COD

who have SMI and who are seeking care
through mental health services available in

The TIP is struc-
tured to meet the
needs of the
addiction coun-
selor with a basic
background as
well as the differ-
ing needs of those
with intermediate
and advanced

backgrounds.

their community.
The six evidence-
based practices
described in the tool
kit are collaborative
psychopharmacolo-
gy, ACT, family psy-
choeducation, sup-
ported employment,
illness management
and recovery, and
integrated dual dis-
orders treatment
(substance use and
mental illness).
Using materials ger-
mane to a variety of
audiences (i.e., con-
sumers, family
members/caregivers,
mental health pro-
gram leaders, public
mental health
authorities, and
practitioners/clinical
supervisors), the
tool kit articulates a
flexible basic plan

that allows materials to be used to implement
best practices to their maximum effect. The
tool kit is being produced under a contract
with SAMHSA’s CMHS and through a grant
from The Robert Wood Johnson Foundation

(CMHS in development).
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Organization of
This TIP

Scope

The TIP attempts to summarize for the clini-
cian the state-of-the-art in the treatment of
COD in the substance abuse and mental health
fields. It contains chapters on terminology,
assessment, and treatment strategies and mod-
els, as well as recommendations for treatment,
research, and policy planning.

The primary concern of this TIP is co-occur-
ring substance use (abuse and dependence)
and mental disorders, even though it is recog-
nized that this same vulnerable population
also is subject to many other physical and
social ills. The TIP includes important work
on nicotine dependence, a somewhat large
and separate body of work that admittedly
does need further integration into the general
field of COD. Nicotine dependency is treated
here as an important cross-cutting issue.
Finally, although the TIP does address sever-
al specific populations (i.e., homeless, crimi-
nal justice, and women), it does this briefly
and does not describe programs specifically
for adolescents or for such specialized popu-
lations as new Asian and Hispanic/Latino
immigrants. At the same time, the authors
fully recognize, and the TIP states, that all
COD treatment must be culturally relevant.

Audience

The primary audience for this TIP is substance
abuse treatment clinicians and counselors,
many, but not all, of whom possess certification
in substance abuse counseling or related pro-
fessional licensing. Some may have credentials
in the treatment of mental disorders or in crim-
inal justice services. The TIP is structured to
meet the needs of the addiction counselor with
a basic background as well as the differing
needs of those with intermediate and advanced
backgrounds. Another equally important audi-
ence for the TIP is mental health staff.
Secondary audiences include educators,
researchers, primary care providers, criminal
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justice staff, and other healthcare and social
service personnel who work with people with

COD.

Approach

The TIP uses three criteria for inclusion of a
particular strategy, technique, or model: (1)
definitive research (i.e., evidence-based treat-
ments), (2) well-articulated approaches with
empirical support, and (3) consensus panel
agreement about established clinical practice.
The information in this TIP derives from a
variety of sources, including the research liter-
ature, conceptual writings, descriptions of
established program models, accumulated clini-
cal experience and expertise, government
reports, and other available empirical evi-
dence. It is a document that reflects the current
state of clinical wisdom in the treatment of

clients with COD.

The TIP keeps two questions in the forefront:

1. What does the clinician need to know?
2. How can the information be conveyed in a
manner that makes it readily accessible?

Guidance for the Reader

This TIP is both a resource document and a
guide on COD that contains both up-to-date
knowledge and instructive material. It includes
selected literature reviews, synopses of many
COD treatment approaches, and some empiri-
cal information. The scope of the work in this
field generated a complex and extensive docu-
ment that is probably best read by chapter or
section. It contains text boxes, case histories,
illustrations, and summaries to synthesize
knowledge that is grounded in the practical
realities of clinical cases and real situations. A
special feature throughout the TIP—""Advice
to the Counselor”—provides the TIP’s most
direct and accessible guidance for the coun-
selor. Readers with basic backgrounds, such as
addiction counselors or other practitioners,
can study the Advice to the Counselor boxes
first for the most immediate practical guidance.
In particular, the Advice to the Counselor
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boxes provide a distillation of what the coun-
selor needs to know and what steps to take,
which can be followed by a more detailed read-
ing of the relevant material in the section or
chapter.

The chair and co-chair of the TIP consensus
panel plan to continue working with
providers and treatment agencies, and
encouraging others to do likewise, to translate
the concepts and methods of the TIP into
other useable tools specifically shaped to the
needs and resources of each agency and situa-
tion. It is the hope of the consensus panel that
the reader will come away with increased
knowledge, encouragement, and resources for
the important work of treating persons with

COD.

Organization

The TIP is organized into 9 chapters and 14
appendices. Subject areas addressed in each of
the remaining chapters and appendices are as
follows:

Chapter 2. Definitions, terms,
and classification systems for
co-occurring disorders

This chapter reviews terminology and classifi-
cations related to substance use, clients, treat-
ment, programs, and systems for clients with
COD. Key terms used in the TTP and in the
field are defined to help the reader understand
the framework and language used in this TIP
and how this language relates to other termi-
nology and classifications that are familiar to
the reader. The main classification systems cur-
rently in use in the field are presented.

Chapter 3. Keys to successful
programming

The chapter begins with a review of some guid-
ing principles in treatment of clients with COD,
and key challenges to establishing services in
substance abuse treatment settings are high-
lighted. This section also presents a system for

17



classifying substance abuse treatment programs
to determine an appropriate level of services
and care. The chapter describes some service
delivery issues including access, assessment,
integrated treatment, comprehensive services,
and continuity of care. Finally, critical issues in
workforce development are discussed, includ-
ing values, competencies, education, and train-
ing.

Chapter 4. Assessment

This chapter reviews the key principles of
assessment, selected assessment instruments,
and the assessment process. The chapter also
addresses the specific relationship of assess-
ment to treatment planning.

Chapter 5. Strategies for
working with clients with
co-occurring disorders

This chapter presents guidelines for developing
a successful therapeutic relationship with indi-
viduals who have COD. It describes specific
techniques for counselors that appear to be the
most successful in treating clients with COD
and introduces guidelines that are important
for the successful use of all these strategies.

Chapter 6. Traditional
settings and models

The chapter begins by addressing essential pro-
gramming for clients with COD that can readily
be offered in most substance abuse treatment
settings. Overarching considerations in effec-
tive treatment for this population, regardless of
setting, are reviewed. Practices are highlighted
that have proven effective for the treatment of
persons with COD in outpatient and residential
settings. The chapter also highlights several dis-
tinctive models.

Chapter 7. Special settings
and specific populations

This chapter addresses issues related to provid-
ing treatment to clients with COD in acute care
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and other medical settings, as well as the need
to sustain these programs. Because of the criti-
cal role mutual self-help groups play in recov-
ery, several dual recovery mutual self-help
groups that address the specific concerns of
clients with COD are described. Resources
available through advocacy groups are high-
lighted. Finally, the chapter discusses the need
to address the particular needs of people with
COD within three key populations: homeless
persons, criminal justice populations, and
women.

Chapter 8. A brief overview
of specific mental disorders
and cross-cutting issues

With the permission of American Psychiatric
Publishing, Inc. (APPI), the consensus panel
has taken the opportunity to present to the
substance abuse treatment audience basic
information contained in the Diagnostic and
Statistical Manual for Mental Disorders, 4th
edition, Text Revised (DSM-IV-TR). The
chapter updates material that was presented
on the major disorders covered in TIP 9 (i.e.,
personality disorders, mood disorders, anxi-
ety disorders, and psychotic disorders) and
adds other mental disorders with particular
relevance to COD that were not covered in
TIP 9 (i.e., attention deficit/hyperactivity dis-
order, PTSD, eating disorders, and patholog-
ical gambling). Suicidality and nicotine
dependency are presented as cross-cutting
issues. The consensus panel is pleased that
APPI has allowed this liberal use of its mate-
rials to help foster the co-occurring disorders
field and positive interchange between the
substance abuse treatment and mental health
services fields.

The chapter contains key information about
substance abuse and the particular mental
disorder, highlighting advice to the counselor
to help in working with clients with those dis-
orders. A relevant case history accompanies
each disorder in this chapter. This chapter is
meant to function as a “quick reference” to
help the substance abuse treatment counselor
understand the mental disorder diagnosis and
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its implications for treatment planning.
Appendix D contains a more extensive discus-
sion of the same disorders.

Chapter 9. Substance-induced
disorders

This chapter provides information on mental
disorder symptoms caused by the use of sub-
stances. It outlines the toxic effect of sub-
stances and provides an overview of substance-
induced symptoms that can mimic mental dis-
orders.

Appendices
Appendix A. Bibliography
Appendix A contains the references cited in

this TTP and other resources used for back-
ground purposes but not specifically cited.

Appendix B. Acronyms

Appendix B contains a key to all the acronyms

used in this TIP.

Appendix C. Glossary of terms

This appendix contains the definitions of terms
used in this TIP, with the exception of termi-
nology related to specific mental disorders dis-
cussed in chapter 8 and appendix D. For these
specialized terms, the reader is advised to con-
sult a medical dictionary.

Appendix D. Specific mental disor-
ders: Additional guidance for the
counselor

Clients with COD entering treatment often have
several disorders, each of which is associated
with a growing body of knowledge and range of
treatment options. This appendix is meant to
serve substance abuse treatment counselors
and programs as a resource and training docu-
ment that provides more extensive information
on individual mental disorders than could be
included in chapter 8. Although most readers
will not read the entire appendix at one time,
this mental disorder-oriented section is includ-
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ed so that a counselor who is working with a
new client with one or more of these disorders
can have detailed information readily avail-

able.

Appendix E. Emerging models

In this appendix, the reader can find descrip-
tions of several recent models of care for per-
sons with COD that were (or are being) evalu-
ated under initiatives funded by SAMHSA’s
CSAT. Though selective and based primarily
on available information from recent SAMHSA
initiatives, it is hoped that these models will
suggest ways in which readers working with a
variety of client types and symptom severities
in different settings can improve their capaci-
ties to assess and treat these clients.

Appendix . Common medications
for disorders

Because medication is such an important
adjunct to treatment, this appendix offers a
brief review of key issues in pharmacologic
management. A table of common medications
for various disorders follows this discussion,
with comments on the effects of these medica-
tions and their implications for addiction
counselors and treatment. This material is
taken from the Pharmacological Management
section of TIP 9 (CSAT 1994a, pp. 91-94),
followed by the complete text of Psycho-
therapeutic Medications 2004: What Every
Counselor Should Know (Mid-America
Addiction Technology Transfer Center 2004).

Appendix G. Screening and assess-
ment instruments

A list of selected screening and assessment tools
referenced in chapter 4, along with key infor-
mation on the use of each instrument, appears
in this appendix. As a full review of these
instruments was beyond the scope of this TIP,
readers are urged to review the literature to
determine their reliability, validity, and utility,
and to gain an understanding of their applica-
bility to specific situations.
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Appendix H. Sample screening
instruments

This appendix offers two screening instruments
available for unrestricted use:

® The Mental Health Screening Form-I11

® The Simple Screening Instrument for
Substance Abuse

Appendix I. Selected resources of
training

Here the reader finds some of the most readily
available and well-used sources of training in
substance abuse treatment, mental health ser-
vices, and co-occurring disorders.

Appendix J. Dual recovery mutual
self-help programs and other
resources for consumers and
providers

This appendix provides a brief description and
contact information for several mutual self-
help groups discussed in the TIP.

Appendix K. Confidentiality

This appendix provides a brief description of
the Federal Alcohol and Drug Confidentiality
Law and Regulations (42 C.F.R. Part 2) and
the Health Insurance Portability and
Accountability Act of 1996.

“These estimates are from the National Comorbidity Survey. The survey was based on interviews administered to a
probability sample of the noninstitutionalized U.S. civilian population. The NCS sample consisted of 8,098 respondents,
age 15 to 54 years. This survey was conducted from September 1990 to February 1992. DSM-III-R criteria were used as
the basis for assessing disorders in the general population. A random sample of initial nonrespondents was contacted
further and received a financial incentive to participate. A nonresponse weight was used to adjust for the higher rates of
[alcohol, drugs, or mental (ADM) disorders] found in the sample of initial nonresponders. The Composite International
Diagnostic Interview was modified to eliminate rare diagnoses in the age group studied and to add probes to improve
understanding and motivation. The ‘substance abuse/dependence’ category includes drugs and alcohol. ‘Any ADM dis-
order’ includes the following: affective, anxiety, substance abuse/dependence, nonaffective psychosis, and antisocial per-
sonality disorders. ‘Affective disorders’ include major depressive episode, manic episode, and dysthymia. Anxiety disor-
ders include panic disorder, agoraphobia, social phobia, simple phobia, and generalized anxiety disorder. Antisocial
personality was assessed only on a lifetime basis. Nonaffective psychoses include schizophrenias, delusional disorder,
and atypical psychoses. Substance abuse/dependence includes both abuse of and dependence on alcohol and other

drugs” (SAMHSA 1998, p. 7).
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In This
Chapter...

Terms Related to
Substance Use

Disorders

Terms Related to
Mental Disorders

Terms Related
to Clients

Terms Related
to Treatment

Terms Related
to Programs

Terms Related
to Systems

2 Definitions, Terms,
and Classification
Systems for Co-
Occurring Disorders

Overview

This chapter reviews and defines many of the terms that are applied
commonly to co-occurring substance use and mental disorders (COD).
Discussion points include how different terms have emerged, the con-
texts in which various classification systems are likely to be used, and
why many of the specific terms and classification systems used through-
out this TIP were chosen.

After a review of basic terminology related to substance use (including
the distinction between abuse and dependence) and a brief description of
mental disorders, the chapter discusses terms related to clients. A key
point is the importance of using person-centered terminology as a way of
acknowledging each client’s individuality. The chapter notes the many
terms that may be used to describe co-occurring disorders, reviews the
terms related to treatment and programs, and concludes with an
overview of terms that describe the systems of care within which treat-
ment occurs and programs operate.

The addiction counselor should be aware that the terminology and
classifications introduced in this chapter, though important and use-
ful, were developed by different groups for different purposes.
Therefore, these terms do not necessarily form a seamless picture or
work smoothly together. Nevertheless, they are useful and appropri-
ate when used in the intended context. The reader who becomes con-
versant with these terms and classifications will find it easier to navi-
gate the discussion of treatment issues (chapter 3) and to follow the
TIP’s narrative.

Finally, this chapter contains brief Advice to the Counselor boxes,

which readers with basic backgrounds, such as addiction counselors
or other practitioners, can refer to for the most immediate practical
guidance. (For a full listing of these boxes see the table of contents.)
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Terms Related to
Substance Use
Disorders

Substance abuse and substance dependence
are two types of substance use disorders and
have distinct meanings. The standard use of
these terms derives from the Diagnostic and
Statistical Manual of Mental Disorders, 4th
edition (DSM-IV) (American Psychiatric
Association [APA] 1994). Produced by the
APA and updated periodically, DSM-1V is
used by the medical and mental health fields
for diagnosing mental and substance use dis-
orders. This reference provides clinicians
with a common language for communicating
about these disorders. The reference also
establishes criteria for diagnosing specific dis-
orders.

Substance abuse, as defined in DSM-IV-TR
(4th edition, Text Revision; APA 2000), is a
“maladaptive pattern of substance use mani-
fested by recurrent and significant adverse
consequences related to the repeated use of
substances” (APA 2000, p. 198). Individuals
who abuse substances may experience such
harmful consequences of substance use as
repeated failure to fulfill roles for which they

are responsible, legal difficulties, or social
and interpersonal problems. It is important
to note that the chronic use of an illicit drug
still constitutes a significant issue for treat-
ment even when it does not meet the criteria
for substance abuse specified in the text box
below.

For individuals with more severe or disabling
mental disorders, as well as for those with
developmental disabilities and traumatic
brain injuries, even the threshold of sub-
stance use that might be harmful (and there-
fore defined as abuse) may be significantly
lower than for individuals without such disor-
ders. Further-more, the more severe the dis-
ability, the lower the amount of substance use
that might be harmful.

Substance dependence is more serious than
abuse. This maladaptive pattern of substance
use includes such features as increased toler-
ance for the substance, resulting in the need
for ever-greater amounts of the substance to
achieve the intended effect; an obsession with
securing the substance and with its use; or
persistence in using the substance in the face
of serious physical or mental health prob-
lems. See the text box on page 23 for more
information.

Criteria for a Diagnosis of Substance Abuse

A. A maladaptive pattern of substance use leading to clinically significant impairment or distress, as mani-

fested by one (or more) of the following, occurring within a 12-month period:

1. Recurrent substance use resulting in a failure to fulfill major role obligations at work, school, or home

(e.g., repeated absences or poor work performance related to substance use; substance-related
absences, suspensions, or expulsions from school; neglect of children or household)

2. Recurrent substance use in situations in which it is physically hazardous (e.g., driving an automobile or

operating a machine when impaired by substance use)

3. Recurrent substance-related legal problems (e.g., arrests for substance-related disorderly conduct)

4. Continued substance use despite having persistent or recurrent social or interpersonal problems caused
by or exacerbated by the effects of the substance (e.g., arguments with spouse about consequences of

intoxication, physical fights)

B. The symptoms have never met the criteria for Substance Dependence for this class of substance.

Source: APA 2000, p. 199.
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Criteria for a Diagnosis of Substance Dependence

A maladaptive pattern of substance use, leading to clinically significant impairment or distress, as manifested by
three (or more) of the following, occurring at any time in the same 12-month period:

1. Tolerance, as defined by either of the following:

a. A need for markedly increased amounts of the substance to achieve intoxication or desired effect.

b. Markedly diminished effect with continued use of the same amount of the substance.

2. Withdrawal, as manifested by either of the following:

a. The characteristic withdrawal syndrome for the substance (refer to the DSM-IV-TR, Criteria A and B of
the criteria sets for withdrawal from the specific substances).

b. The same (or a closely related) substance is taken to relieve or avoid withdrawal symptoms.

3. The substance is often taken in larger amounts or over a longer period than was intended.
4. There is a persistent desire or unsuccessful efforts to cut down or control substance use.

5. A great deal of time is spent in activities necessary to obtain the substance (e.g., visiting multiple doctors
or driving long distances), use the substance (e.g., chain-smoking), or recover from its effects.

6. Important social, occupational, or recreational activities are given up or reduced because of substance
use.

7. The substance use is continued despite knowledge of having a persistent or recurrent physical or mental
health problem that is likely to have been caused or exacerbated by the substance (e.g., current cocaine
use despite recognition of cocaine-induced depression, or continued drinking despite recognition that an
ulcer was made worse by alcohol consumption).

Source: APA 2000, p. 197.

The term substance abuse has come to be

Terms Related to
Mental Disorders

The standard use of terms for non-substance

used informally to refer to both abuse and
dependence. Substance abuse treatment pro-
fessionals commonly use the term “substance

abuse” to describe any excessive use of addic-
tive substances, whether the substance is
alcohol or another drug. By and large the
terms “substance dependence” and “addic-
tion” have come to mean the same thing,
though there is debate about the interchange-
able use of these terms. When only those who
are diagnosed as dependent are referenced,
the specific term will be used.

use mental disorders, like the terms for sub-
stance use disorders, derive from the DSM-1V-
TR (APA 2000). These terms are used through-
out the medical and mental health fields for
diagnosing mental disorders. As with substance
use disorders, this reference provides clinicians
with a common language for communicating
about these disorders. The reference also
establishes criteria for diagnosing specific dis-
orders. (See chapter 1, Figure 1-2 for an
overview of the association between specific
mental disorders and substance use disorders.)
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The following section provides a brief introduc-
tion to some (not, by any means, all) of these
disorders and offers advice to the addiction
counselor and other practitioners for working
with clients with these disorders. The consen-
sus panel recognizes that addiction counselors
are not expected to diagnose mental disorders.
Clinicians in the substance abuse treatment
field, however, should familiarize themselves
with the mental disorders that co-occur with
substance use disorders and/or that mimic
symptoms of substance use disorders, particu-
larly withdrawal or intoxication. The aim of
providing this material is only to increase sub-
stance abuse treatment counselors’ familiarity
with the mental disorders terminology and cri-
teria necessary to provide advice on how to
proceed with clients who demonstrate these dis-
orders. (See chapter 8 and appendix D for
more complete material on mental disorders co-
occurring with substance use disorders.)

Personality Disorders

These are the disorders most commonly seen by
the addiction counselor and in quadrant III
substance abuse treatment settings (see Figure
2-1 for a depiction of the four quadrants).
Individuals with personality disorders have
symptoms and personality traits that are
enduring and play a major role in most, if not
all, aspects of the person’s life. These individu-
als have personality traits that are persistent
and cause impairment in social or occupational
functioning or cause personal distress.
Symptoms are evident in their thoughts (ways
of looking at the world, thinking about self or
others), emotions (appropriateness, intensity,

Advice to the Counselor:
Antisocial Personality Disorders

and range), interpersonal functioning (relation-
ships and interpersonal skills), and impulse
control.

Personality disorders are listed in the DSM-
IV under three distinct areas, referred to as
“clusters.” The clusters are listed below with
the types of symptoms or traits seen in that
category. The specific personality disorders
included in each cluster also are listed. For
personality disorders that do not fit any of
the specific disorders, the diagnosis of “per-
sonality disorder not otherwise specified” is
used.

Cluster A: Hallmark traits of this cluster
involve odd or eccentric behavior. It includes
paranoid, schizoid, and schizotypal personal-
ity disorders.

Cluster B: Hallmark traits of this cluster
involve dramatic, emotional, or erratic
behavior. It includes antisocial, borderline,
histrionic, and narecissistic personality disor-
ders.

Cluster C: Hallmark traits of this cluster
involve anxious, fearful behavior. It includes
avoidant, dependent, and obsessive-compul-
sive personality disorders.

The prevalence of co-occurring substance
abuse and antisocial personality disorder is
high (Flynn et al. 1997). In fact, much of sub-
stance abuse treatment is targeted to those
with antisocial personality disorders and sub-
stance abuse treatment alone has been espe-
cially effective for these disorders. Below is
an Advice to the Counselor box on working
with clients who have antisocial personality
disorder; similar and more
detailed advice boxes can
be found throughout the
TIP.

e Confront dishonesty and antisocial behavior directly and

firmly.

¢ Hold clients responsible for the behavior and its conse-

guences.

e Use peer communities to confront behavior and foster

change.

Psychotic
Disorders

The common characteristics
of these disorders are symp-
toms that center on prob-
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lems of thinking. The most promi-
nent (and problematic) symptoms
are delusions or hallucinations.
Delusions are false beliefs that sig-
nificantly hinder a person’s abili-
ty to function. For example, a
client may believe that people are
trying to hurt him, or he may
believe he is someone else (a CIA
agent, God, etc.). Hallucinations
are false perceptions in which a
person sees, hears, feels, or smells
things that aren’t real (i.e., visu-
al, auditory, tactile, or olfactory).

Psychotic disorders are seen most frequently
in mental health settings and, when combined
with substance use disorders, the substance
disorder tends to be severe. Clients with psy-
chotic disorders constitute what commonly is
referred to as the serious and persistent men-
tally ill population. Increasingly, individuals
with serious mental illness are present in sub-
stance abuse treatment programs (Gustafson
et al. 1999).

Drugs (e.g., cocaine, methamphetamine, or
phencyclidine) can produce delusions and/or
hallucinations secondary to drug intoxication.
Furthermore, psychotic-like symptoms may
persist beyond the acute intoxication period.

Schizophrenia

This is one of the most common of the psy-
chotic disorders and one of the most destruc-
tive in terms of the effect it has on a person’s

Advice to the Counselor:
Mood and Anxiety Disorders

Advice to the Counselor:
Psychotic Disorders

e Screen for psychotic disorders and refer identified clients
for further diagnostic evaluation.

* Obtain a working knowledge of the signs and symptoms
of the disorder.

¢ Educate the client and family about the condition.

¢ Help the client detect early signs of its re-occurrence by
recognizing the symptoms associated with the disorder.

life. Symptoms may include the following: hal-
lucinations, delusions, disorganized speech,
grossly disorganized or catatonic behavior,
social withdrawal, lack of interest, and poor
hygiene. The disorder has several specific types
depending on what other symptoms the person
experiences. In the paranoid type there is a
preoccupation with one or more delusions or
frequent auditory hallucinations. These often
are experienced as threatening to the person.
In the disorganized type there is a prominence
of all of the following: disorganized speech, dis-
organized behavior, and flat or inappropriate
affect (i.e., emotional expression).

Mood Disorders

The disorders in this category include those
where the primary symptom is a disturbance in
mood, where there may be inappropriate, exag-
gerated, or a limited range of feelings or emo-
tions. Everyone feels “down” sometimes, and
everybody experiences feelings of excitement or
emotional pleasure. However, when a
client has a mood disorder, these feelings
or emotions are experienced to the
extreme. Many people with substance use
disorders also have a co-occurring mood

¢ Differentiate between mood disorders, common-
place expressions of depression, and depression asso-
ciated with more serious mental illness.

disorder and tend to use a variety of
drugs in association with their mood dis-
order. There are several types of mood

e Conduct careful and continuous assessment since disorders, including depression, mania,

mood symptoms may be the result of substance
abuse and not an underlying mental disorder.

and bipolar disorder.

Depression. Instead of just feeling
“down,” the client might not be able to
work or function at home, might feel

e Combine addiction counseling with medication and
mental health treatment.
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suicidal, lose his or her appetite, and feel
very tired or fatigued. Other symptoms can
include loss of interest, weight changes,
changes in sleep and appetite, feelings of
worthlessness, loss of concentration, and
recurrent thoughts of death.

Mania. This includes feelings that are toward
the opposite extreme of depression. There
might be an excess of energy where sleep is
not needed for days at a time. The client may
be feeling “on top of the world,” and during
this time, the client’s decisionmaking process
might be significantly impaired and expansive
and he may experience irritability and have
aggressive outbursts, although he might think
such outbursts are perfectly rational.

Bipolar. A person with bipolar disorder
cycles between episodes of mania and depres-
sion. These episodes are characterized by a
distinet period of abnormally elevated,
expansive, or irritable mood. Symptoms may
include inflated self-esteem or grandiosity,
decreased need for sleep, being more
talkative than usual, flight of ideas or a feel-
ing that one’s thoughts are racing, dis-
tractibility, increase in goal-directed activity,
excessive involvement in pleasurable activities
that have a high potential for painful conse-
quences (sexual indiscretions, buying sprees,
ete.). Excessive use of alcohol is common dur-
ing periods of mania.

Anxiety disorders. As with mood disorders,
anxiety is something that everyone feels now
and then, but anxiety disorders exist when
anxiety symptoms reach the point of frequen-
cy and intensity that they cause significant
impairment. In addiction treatment popula-
tions, the most common anxiety syndrome
seen is that associated with early recovery,
which can be a mix of substance withdrawal
and learning to live without the use of drugs
or alcohol. This improves with time and
addiction treatment. However, other anxiety
disorders that may occur, but need particular
assessment and treatment, are social phobia
(fear of appearing or speaking in front of

groups), panic disorder (recurrent panic
attacks that usually last a few hours, cause
great fear, and make it hard to breathe), and
posttraumatic stress disorders (which cause
recurrent nightmares, anxiety, depression,
and the experience of reliving the traumatic
issues).

Terms Related to
Clients

Person-Centered Terminology

In recent years, consumer advocacy groups
have expressed concerns related to how clients
are classified. Many take exception to terminol-
ogy that seems to put them in a “box” with a
label that follows them through life, that does
not capture the fullness of their identities. A
person with COD also may be a mother, a
plumber, a pianist, a student, or a person with
diabetes, to cite just a few examples. Referring
to an individual as a person who has a specific
disorder—a person with depression rather
than “a depressive,” a person with schizophre-
nia rather than “a schizophrenic,” or a person
who uses heroin rather than “an addict”—is
more acceptable to many clients because it
implies that they have many characteristics
besides a stigmatized illness, and therefore that
they are not defined by this illness.

Terms for Co-Occurring
Disorders

Many terms have been used in the field to
describe the group of individuals who have
COD (most of these terms do not reflect the
“people-first” approach used in this TIP).
Some of these terms represent an attempt to
identify which problem or disorder is seen as
primary or more severe. Others have devel-
oped in the literature in order to argue for set-
ting aside funding for special services or to
identify a group of clients who may benefit
from certain interventions. These terms include
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® MICA—mentally ill chemical abuser. This
acronym is sometimes seen with two As
(MICAA) to signify mentally ill chemically
addicted or affected. There are regional dif-
ferences in the meaning of this acronym.
Many States use it to refer specifically to per-
sons with serious mental disorders.

® MISA—mentally ill substance abuser.
e MISU—mentally ill substance using.

¢ CAMI—chemically abusing mentally ill, or
chemically addicted and mentally ill.

® SAMI—substance abusing mentally ill.

® MICD—mentally ill chemically dependent.
® Dually diagnosed.

® Dually disordered.

e Comorbid disorders.

¢ [COPSD—individuals with co-occurring psy-
chiatric and substance disorders.

While all of these terms have their uses, many
have developed connotations that are not help-
ful or that have become too broad or varied in
interpretation to be useful. For example, “dual
diagnosis” also can mean having both mental
and developmental disorders. Readers who
hear these terms should not assume they all
have the same meaning as COD and should
seek to clarify the client characteristics associ-
ated with a particular term. Readers also
should realize that the term “co-occurring dis-
order” is not inherently precise and distinctive;
it also may become distorted by popular use,
with other conditions becoming included within
the term. The issue here is that clients/con-
sumers may have a number of health condi-
tions that “co-occur,” including physical health
problems. Nevertheless, for the purpose of this
TIP, co-occurring disorders refers to substance
use disorders and mental disorders.

Some clients’ mental health problems may not
fully meet the strict definition of co-occurring
substance use and mental disorders criteria
for diagnoses in DSM-1V categories. However,
many of the relevant principles that apply to
the treatment of COD also will apply to these

individuals. Careful assessment and treat-
ment planning to take each disorder into
account will still be important. Suicidal
ideation is an excellent example of a mental
health symptom that creates a severity prob-
lem, but alone doesn’t necessarily meet crite-
ria for a formal DSM-1IV condition since suici-
dality is a symptom and not a diagnosis.
Substance-induced suicidal ideation can pro-
duce catastrophic consequences. Some indi-
viduals may exhibit symptoms that could indi-
cate the existence of COD but could also be
transitory; for example, substance-induced
mood swings, which can mimic bipolar disor-
der, or amphetamine-induced hallucinations
or paranoia, which could mimic schizophre-
nia. Depending on the severity of their symp-
toms, these individuals also may require the
full range of services needed by those who
meet the strict criterion of having both condi-
tions independently, but generally for acute
periods until the substance-induced symp-
toms resolve.

Terms Related to
Treatment

Levels of Service

The American Society of Addiction Medicine’s
Patient Placement Criteria (ASAM PPC-2R)
(ASAM 2001) envisions treatment as a continu-
um within which there are five levels of care.
These levels of care are as follows:

e Level 0.5: Early Intervention

® Level I:  Outpatient Treatment

® Level II:  Intensive Outpatient/Partial
Hospitalization Treatment

e Level III: Residential/Inpatient Treatment

e Level IV:  Medically Managed Intensive

Inpatient Treatment

Each level of care includes several levels of
intensity indicated by a decimal point. For
example, Level II1.1 refers to “Clinically
Managed Low-Intensity Residential
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Treatment.” A client who has COD might be
appropriately placed in any of these levels of
service.

Substance abuse counselors also should be
aware that some mental health professionals
may use another system, the Level of Care
Utilization System for Psychiatric and
Addiction Services. This system also identifies
levels of care, including

e Level 1:  Recovery Maintenance Health
Management

® Level 2:  Low Intensity Community Based
Services

e Level 3:  High Intensity Community Based
Services

® Level 4:  Medically Monitored Non-
Residential Services

® Level 5:  Medically Monitored Residential
Services

® Level 6:  Medically Managed Residential

Services

These levels, like the ASAM levels, use a vari-
ety of specific dimensions to describe a client in
order to determine the most appropriate place-
ment (see the section in chapter 4, “Assessment
Step 5,” for more information about these
dimensions).

Quadrants of Care

The quadrants of care are a conceptual frame-
work that classifies clients in four basic groups
based on relative symptom severity, not
diagnosis.

e Category I:  Less severe mental disorder/
less severe substance disorder
More severe mental disorder/
less severe substance disorder

e Category II:

e Category IlII: Less severe mental disorder/

more severe substance
disorder

More severe mental disorder/
more severe substance disor-
der (National Association of
State Mental Health Program
Directors [NASMHPD] and

e Category IV:

National Association of State
Alcohol and Drug Abuse
Directors [NASADAD] 1999)

For a more detailed description of each quad-
rant, see Figure 2-1 and text box on p. 30.

The quadrants of care were derived from a
conference, the National Dialogue on Co-
Occurring Mental Health and Substance
Abuse Disorders, which was supported by the
Substance Abuse and Mental Health Services
Administration (SAMHSA) and two of its cen-
ters—the Center for Substance Abuse
Treatment (CSAT) and the Center for Mental
Health Services—and co-sponsored by
NASMHPD and NASADAD. The quadrants
of care is a model originally developed by
Ries (1993) and used by the State of New
York (NASMHPD and NASADAD 1999; see
also Rosenthal 1992).

The four-quadrant model has two distinet
uses:

® To help conceptualize an individual client’s
treatment and to guide improvements in sys-
tem integration (for example, if the client has
acute psychosis and is known to the treat-
ment staff to have a history of alcohol depen-
dence, the client will clearly fall into
Category IV—that is, severe mental disorder
and severe substance use disorder). However,
the severity of the client’s needs, diagnosis,
symptoms, and impairments all determine
level of care placement.

® To guide improvements in systems integra-
tion, including efficient allocation of
resources. The NASMHPD-NASADAD
National Dialogue recognized that currently
“there is no single locus of responsibility for
people with COD. The mental health and
substance abuse treatment systems operate
independently of one another, as separate
cultures, each with its own treatment philoso-
phies, administrative structures, and funding
mechanisms. This lack of coordination means
that neither consumers nor providers move
easily among service settings” (NASMHPD
and NASADAD 1999, p. ii).
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Although the chapters of this TIP are not orga-
nized around the four-quadrant framework,
most of the material in chapters 3 through 7 is
directed primarily to addiction counselors
working in quadrant III settings and other
practitioners working in quadrant II settings.

Interventions

Intervention refers to the specific treatment
strategies, therapies, or techniques that are
used to treat one or more disorders.
Interventions may include psychopharmacol-
ogy, individual or group counseling, cogni-
tive—behavioral therapy, motivational
enhancement, family interventions, 12-Step
recovery meetings, case management, skills
training, or other strategies. Both substance
use and mental disorder interventions are
targeted to the management or resolution of
acute symptoms, ongoing treatment, relapse
prevention, or rehabilitation of a disability
associated with one or more disorders,

whether that disorder is mental or associated
with substance use.

Integrated Interventions

Integrated interventions are specific treat-
ment strategies or therapeutic techniques in
which interventions for both disorders are
combined in a single session or interaction, or
in a series of interactions or multiple sessions.
Integrated interventions can include a wide
range of techniques. Some examples include

¢ Integrated screening and assessment
processes

® Dual recovery mutual self-help meetings
® Dual recovery groups (in which recovery
skills for both disorders are discussed)

e Motivational enhancement interventions
(individual or group) that address issues
related to both mental health and substance
abuse or dependence problems
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Level of Care Quadrants

Quadrant I: This quadrant includes individuals with low severity substance abuse and low severity
mental disorders. These low severity individuals can be accommodated in intermediate outpatient set-
tings of either mental health or chemical dependency programs, with consultation or collaboration
between settings if needed. Alternatively, some individuals will be identified and managed in primary
care settings with consultation from mental health and/or substance abuse treatment providers.

Quadrant II: This quadrant includes individuals with high severity mental disorders who are usually
identified as priority clients within the mental health system and who also have low severity substance
use disorders (e.g., substance dependence in remission or partial remission). These individuals ordi-
narily receive continuing care in the mental health system and are likely to be well served in a variety
of intermediate level mental health programs using integrated case management.

Quadrant III: This quadrant includes individuals who have severe substance use disorders and low or
moderate severity mental disorders. They are generally well accommodated in intermediate level sub-
stance abuse treatment programs. In some cases there is a need for coordination and collaboration
with affiliated mental health programs to provide ongoing treatment of the mental disorders.

Quadrant IV: Quadrant 1V is divided into two subgroups. One subgroup includes individuals with seri-
ous and persistent mental illness (SPMI) who also have severe and unstable substance use disorders.
The other subgroup includes individuals with severe and unstable substance use disorders and severe
and unstable behavioral health problems (e.g., violence, suicidality) who do not (yet) meet criteria for
SPMI. These individuals require intensive, comprehensive, and integrated services for both their sub-
stance use and mental disorders. The locus of treatment can be specialized residential substance abuse
treatment programs such as modified therapeutic communities in State hospitals, jails, or even in set-
tings that provide acute care such as emergency rooms (see chapter 7 for an example in an emergency
room setting).

* Group interventions for persons with the Episodes of Treatment

triple di is of tal disorder, subst
TIPS CHASROSIS 0F MENFAT CISORECT, SUDSHnCe An individual with COD may participate in

recurrent episodes of treatment involving acute
stabilization (e.g., crisis intervention, detoxifi-

use disorder, and trauma, or which are
designed to meet the needs of persons with
COD and another shared problem such as

e ion hiatric hospitalization) an ifi
homelessness or criminality cation, psychiatric hospitalization) and specific

ongoing treatment (e.g., mental-health—sup-
* Combined psychopharmacological interven- ported housing, mental-health day treatment,
or substance abuse residential treatment). It is
important to recognize the reality that clients

engage in a series of treatment episodes, since

tions, in which an individual receives medica-
tion designed to reduce cravings for sub-
stances as well as medication for a mental

disorder many individuals with COD progress gradually

Integrated interventions can be part of a single  through repeated involvement in treatment.
program or can be used in multiple program
settings.

Integrated Treatment
Integrated treatment refers broadly to any
mechanism by which treatment interventions
for COD are combined within the context of a
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primary treatment relationship or service set-
ting. Integrated treatment is a means of
actively combining interventions intended to
address substance use and mental disorders
in order to treat both disorders, related prob-
lems, and the whole person more effectively.

Culturally Competent
Treatment

One definition of cultural competence refers
to “the capacity of a service provider or of an
organization to understand and work effec-
tively with the cultural beliefs and practices
of persons from a given ethnic/racial group”
(Castro et al. 1999, p. 504). Treatment
providers working with individuals with COD
should view these clients and their treatment
in the context of their language, culture, eth-
nicity, geographic area, socioeconomic status,
gender, age, sexual orientation, religion, spir-
ituality, and any physical or cognitive disabil-
ities. For a full discussion of cultural issues in
treatment for persons with substance use dis-
orders, see the forthcoming TIP Improving
Cultural Competence in Substance Abuse
Treatment (CSAT in development a).

Cultural factors that may have an impact on
treatment include heritage, history and expe-
rience, beliefs, traditions, values, customs,
behaviors, institutions, and ways of communi-
cating. The client’s culture may include dis-
tinctive ways of understanding disease or dis-
order, including mental and substance use
disorders, which the provider needs to under-
stand. Referencing a model of disease that is
familiar to the client can help communication
and enhance treatment. The counselor
acquires cultural knowledge by becoming
aware of the cultural factors that are impor-
tant to a particular ethnic group or client.

Cultural competence may be viewed as a con-
tinuum on which, through learning, the
provider increases his or her understanding
and effectiveness with different ethnic groups.
Various researchers have described the mark-
ers on this continuum (Castro et al. 1999;
Cross 1988; Kim et al. 1992). The continuum

moves from cultural destructiveness, in which
an individual regards other cultures as inferi-
or to the dominant culture, through cultural
incapacity and blindness to the more positive
attitudes and greater levels of skill described
below:

e Cultural sensitivity is being “open to work-
ing with issues of culture and diversity”
(Castro et al. 1999, p. 505). Viewed as a
point on the continuum, however, a cultur-
ally sensitive individual has limited cultural
knowledge and may still think in terms of
stereotypes.

Cultural competence, when viewed as the
next stage on this continuum, includes an
ability to “examine and understand
nuances” and exercise “full cultural empa-
thy.” This enables the counselor to “under-
stand the client from the client’s own cul-

tural perspective” (Castro et al. 1999, p.
505).

Cultural proficiency is the highest level of

cultural capacity. In addition to under-
standing nuances of culture in even greater
depth, the culturally proficient counselor
also is working to advance the field through

leadership, research, and outreach (Castro
et al. 1999, p. 505).

It is important to remember that clients, not
counselors, define what is culturally relevant
to them. It is possible to damage the relation-
ship with a client by making assumptions,
however well intentioned, about the client’s
cultural identity. For example, a client of
Hispanic origin may be a third-generation
United States citizen, fully acculturated, who
feels little or no connection with her Hispanic
heritage. A counselor who assumes this client
shares the beliefs and values of many
Hispanic cultures would be making an erro-
neous generalization. Similarly, it is helpful to
remember that all of us represent multiple
cultures. Clients are not simply African—
American, white, or Asian. A client who is a
20-year-old African-American man from the
rural south may identify, to some extent, with
youth, rural south, or African-American cul-
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tural elements—or may, instead, identify
more strongly with another cultural element,
such as his faith, that is not readily apparent.
Counselors are advised to open a respectful
dialog with clients around the cultural ele-
ments that have significance to them.

Integrated Counselor
Competencies

A counselor has integrated competencies if he
or she has the specific attitudes, values, knowl-
edge, and skills needed to provide appropriate
services to individuals with COD in the context
of his or her actual job and program setting.

Just as other types of integration exist on a
continuum, so too does integrated competency.
Some interventions and/or programs require
clinicians only to have basic competency in wel-
coming, screening, assessing, and identifying
treatment needs of individuals with COD.
Other interventions, programs, or job func-
tions (e.g., those of supervisory staff) may
require more advanced integrated competency.
The more complex or unstable the client, the
more formal mechanisms are required to coor-
dinate the various staff members working with
that client in order to provide effective inte-
grated treatment.

A number of service delivery systems are
moving toward identification of a required
basic level of integrated competency for all
clinicians in the mental health and substance
abuse treatment systems. Many States also
are developing curricula for initial and ongo-
ing training and supervision to help clinicians
achieve these competencies. Other State sys-
tems (e.g., Illinois) have created career lad-
ders and certification pathways to encourage
clinicians to achieve higher levels of integrat-
ed competency and to reward them for this
achievement. (See chapter 3 for a full discus-
sion of counselor competencies.)

Terms Related to
Programs

A program is a formally organized array of ser-
vices and interventions provided in a coherent
manner at a specific level or levels of care in
order to address the needs of particular target
populations. Each program has its own staff
competencies, policies, and procedures.
Programs may be operated directly by public
funders (e.g., States and counties) or by pri-
vately funded agencies. An individual agency
may operate many different programs. Some
agencies operate only mental health programs,
some operate only substance abuse treatment
programs, and some do both. An individual,
licensed healthcare practitioner (such as a psy-
chiatrist or psychologist) may offer her or his
own integrated treatment services as an inde-
pendent practitioner.

Key Programs

Mental health-based
programs

A mental health program is an organized array
of services and interventions with a primary
focus on treating mental disorders, whether by
providing acute stabilization or ongoing treat-
ment. These programs may exist in a variety of
settings, such as traditional outpatient mental
health centers (including outpatient clinies and
psychosocial rehabilitation programs) or more
intensive inpatient treatment units.

Many mental health programs treat signifi-
cant numbers of individuals with COD.
Programs that are more advanced in treating
persons with COD may offer a variety of
interventions for substance use disorders
(e.g., motivational interviewing, substance
abuse counseling, skills training) within the
context of the ongoing mental health treat-
ment.
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Substance abuse treatment
programs

A substance abuse treatment program is an
organized array of services and interventions
with a primary focus on treating substance use
disorders, providing both acute stabilization
and ongoing treatment.

Substance abuse treatment programs that are
more advanced in treating persons with COD
may offer a variety of interventions for mental
disorders (e.g., psychopharmacology, symptom
management training) within the context of the
ongoing substance abuse treatment.

Program Types

The ASAM PPC-2R (ASAM 2001) describes
three different types of programs for people
with COD:

e Addiction only services. This term refers to
programs that “either by choice or for lack
of resources, cannot accommodate patients
who have mental illnesses that require
ongoing treatment, however stable the ill-
ness and however well-functioning the

patient” (ASAM 2001, p. 10).

® Dual diagnosis capable (DDC) programs are
those that “address co-occurring mental
and substance-related disorders in their
policies and procedures, assessment, treat-
ment planning, program content and dis-
charge planning” (ASAM 2001, p. 362).
Even where such programs are geared pri-
marily to treat substance use disorders,
program staff are “able to address the
interaction between mental and substance-
related disorders and their effect on the
patient’s readiness to change—as well as
relapse and recovery environment issues—
through individual and group program con-

tent” (ASAM 2001, p. 362).

® Dual diagnosis enhanced programs have a
higher level of integration of substance
abuse and mental health treatment services.
These programs are able to provide prima-
ry substance abuse treatment to clients who
are, as compared to those treatable in DDC

programs, “more
symptomatic
and/or functionally
impaired as a
result of their co- Of Organjzing a
occurring mental
disorder” (ASAM
2001, p. 10).
Enhanced-level ser-
vices “place their
primary focus on
the integration of
services for mental
and substance-
related disorders in

to implement a

their staffing, ser-
vices and program

content” (ASAM
2001, p. 362).

See chapter 3 for a
discussion of pro-

common goals.

gram terminology proposed by the consensus
panel that works well for both the substance
abuse and mental health fields (i.e., “basic,”
“intermediate,” and “advanced”) and for a
crosswalk of this terminology with the ASAM
program types.

Terms Related to
Systems

For the purposes of this TIP, a system is a
means of organizing a number of different
treatment programs and related services to
implement a specific mission and common
goals. A basic example of a system is
SAMHSA. Single State Agencies are systems
that organize statewide services. There may
also be county, city, or local systems in vari-
ous areas.

A system executes specific functions by pro-
viding services and related activities. It is
often, but not always, a government agency.
Systems may be defined according to a num-
ber of different characteristics: a section of
government, a geographic entity, or a payor
(e.g., the Medicaid system of care).
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Systems work with other systems in a variety
of ways and with different degrees of integra-
tion. The primary systems with which people
with COD interact are the substance abuse
treatment and mental health services systems.
Other systems that frequently come into play
are health care, criminal justice, and social
services. Systems are usually the entities that
determine funding, standards of care, licens-
ing, and regulation.

Substance Abuse Treatment
System

The substance abuse treatment system encom-
passes a broad array of services organized
into programs intended to treat substance use
disorders (including illegal substances, such
as marijuana and methamphetamine, and
legal substances, such as alcohol for adults
over 21 years of age). It also includes services
organized in accord with a particular treat-
ment approach or philosophy (e.g.,
methadone treatment for opioid dependence
or therapeutic communities). A system may
be defined by a combination of administrative
leadership (e.g., through a designated direc-
tor of substance abuse treatment services),
regulatory oversight (e.g., all programs that
have substance abuse treatment licenses), or
funding (e.g., all programs that receive cate-
gorical substance abuse funding, or, more
rarely, bill third-party payors for providing
substance abuse services).

In most substance abuse treatment systems,
the primary focus is on providing distinct
treatment episodes for the acute stabilization,
engagement, active treatment, ongoing reha-
bilitation of substance use disorders, and
relapse prevention. More intensive services
are almost invariably targeted to the treat-
ment of substance dependence. The primary
focus of intervention is abstinence from illicit
drugs for those who use illicit drugs and from
alcohol for those who use alcohol excessively.

Mental Health Service System

The mental health service system includes a
broad array of services and programs intended
to treat a wide range of mental disorders. Like
the substance abuse treatment system, the
coherence of the mental health system is
defined by a combination of administrative
leadership (e.g., through a designated director
of mental health services), regulatory oversight
(e.g., all programs which have mental health
licenses), and funding (e.g., all programs which
receive categorical mental health funding or
that primarily bill third party payors for pro-
viding mental health services).

In most mental health systems, services are
provided for a wide range of mental disor-
ders; however, in many publicly financed
mental health programs, the priority is on
acute crisis intervention and stabilization and
on the provision of ongoing treatment and
rehabilitative services for individuals identi-
fied as having SPMI. Typically, the mental
health system identifies a cohort of priority
clients (identified by a State’s definition of
SPMI) for which it assumes continuing
responsibility, often by providing continuing
case management, psychiatric rehabilitation
services, and/or housing support services.

Interlinking Systems

Depending on the life area affected at a given
moment, individuals with COD may present
themselves at different venues. For example, a
person who experiences an array of problems
in addition to the COD—such as homelessness,
legal problems, and general medical prob-
lems—may first be seen at a housing agency or
medical clinic. Historically, the distinctive
boundaries maintained between systems have
impeded the ability of individuals with COD to
access needed services (Baker 1991; Schorske

and Bedard 1989).

Intersystem linkages are essential to a compre-
hensive service delivery system. Fundamental
to effective linkage is the collaboration between
substance abuse treatment and mental health
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systems, because they are the primary care sys-
tems for persons with COD. The coordination
of these systems enhances the quality of ser-
vices by removing barriers that impede access
to needed services. For example, access to care
and quality of care have been impeded histori-
cally by the failure to address issues of lan-
guage and culture. Intersystem coordination
can lead to cohesive and coordinated delivery
of program and services, where the burden is
not on the individual to negotiate services and
the system’s resources are used more effective-
ly. The eriminal justice system now plays a cen-
tral role in the delivery of treatment for both
mental health and substance use disorders,
especially for those persons with COD, so it is
important to ensure coordination with this sys-
tem as well. Community health centers and
other primary health providers also play eriti-
cal roles in substance use disorder treatment
and mental health treatment.

Comprehensive Continuous
Integrated System of Care

The Comprehensive Continuous Integrated
System of Care model (CCISC) is a model to
bring the mental health and substance abuse
treatment systems (and other systems, poten-
tially) into an integrated planning process to
develop a comprehensive, integrated system of
care. The CCISC is based on the awareness
that COD are the expectation throughout the
service system. The entire system is organized

in ways consistent with this assumption. This
includes system-level policies and financing, the
design of all programs, clinical practices
throughout the system, and basic clinical com-
petencies for all clinicians. This model derives
from the work of the SAMHSA Managed Care
Initiative Consensus Panel on developing stan-
dards of care for individuals with COD (Center
for Mental Health Services 1998; Minkoff
2001a). CCISCs are grounded in the following

assumptions:

® The four-quadrant model is a valid model for
service planning.

¢ Individuals with COD benefit from continu-
ous, integrated treatment relationships.

® Programs should provide integrated primary
treatment for substance use and mental dis-
orders in which interventions are matched to
diagnosis, phase of recovery, stage of change,
level of functioning, level of care, and the
presence of external supports and/or contin-
gencies.

This model has been identified by SAMHSA as
an exemplary practice and is at various stages
of implementation in a number of States. States
in various stages of implementing the CCISC
model include Alabama, Alaska, Arizona,
Maine, Maryland, Massachusetts, Montana,
and New Mexico, as well as the District of
Columbia. Regional projects are underway in
Florida, Louisiana, Michigan, Oregon, Texas,
and Virginia.
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In This
Chapter...

Guiding Principles

Delivery of
Services

Improving
Substance Abuse
Treatment Systems
and Programs

Workforce
Development and
Staff Support

3 Keys to Successful
Programming

Overview

Many treatment agencies may recognize the need to provide quality care
to persons with co-occurring disorders (COD), but see it as a daunting
challenge beyond their resources. Programs that already have incorpo-
rated some elements of integrated services and want to do more may lack
a clear framework for determining priorities. As programs look to
improve their effectiveness in treating this population, what should they
consider? How could the experience of other agencies inform their plan-
ning process? Are resources available that could help turn such a vision
into reality? This chapter is designed both to help agencies that want to
design programs for their clients with COD and to assist agencies that
are trying to improve existing ones.

The chapter begins with a review of guiding principles derived from
proven models, clinical experience, and the growing base of empirical
evidence. Building on these guiding principles, the chapter turns to the
core components for effective service delivery. It suggests that the
provider needs to address in concrete terms the challenges of providing
access, assessment, appropriate level of care, integrated treatment, com-
prehensive services, and continuity of care. This section provides guid-
ance relevant to designing processes that are appropriate for this popu-
lation within each of these key areas.

The chapter then moves onto a discussion of strategies for agencies that
want to improve established systems, beginning with the too-familiar
issue of how to access funding—a major hurdle for most, if not all, sub-
stance abuse treatment agencies. This portion of the chapter also gives
an example of how one collaborative project crosses agency lines to
share resources among a variety of partners and ensure continuity of
care. The chapter then discusses difficulties of achieving equitable
resource allocations for a venture of this nature, and highlights efforts to
integrate research and practice.
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Finally, the critical issues in workforce devel-
opment are discussed, for without a well-pre-
pared staff, the needs of these often-challenging
clients cannot be met—regardless of what other
systemic changes are made. The chapter
describes the attitudes and values needed to
successfully treat these clients, required compe-
tencies, paths to professional development for
those who wish to increase their skills in treat-
ing clients with COD, and ways of avoiding
staff burnout and reducing turnover—an espe-
cially pressing concern for providers who work
closely with this demanding population.

Guiding Principles

The consensus panel developed a list of guiding
principles to serve as fundamental building
blocks for programs that offer services to
clients with COD (see Figure 3-1). These princi-
ples derive from a variety of sources: conceptu-
al writings, well-articulated program models, a
growing understanding of the essential features
of COD, elements common to separate treat-
ment models, clinical experience, and available
empirical evidence. These principles may be
applied at both a program level (e.g., providing
literature for people with cognitive impair-
ments) or at the individual level (e.g., address-
ing the client’s basic needs).

In identifying these principles, the TIP consen-
sus panel recognizes that there are a number of
carefully elaborated protocols to guide treat-

ment for individuals with COD, including prin-
ciples identified by Drake and colleagues (1993)

and by the Center for Mental Health Services
Managed Care Initiative Panel (1998), as well
as the assumptions that underlie the model
Comprehensive Continuous Integrated Systems
of Care described in chapter 2. The principles
suggested in this chapter are consistent with
these protocols, but reflect the specific focus of
the consensus panel on how best to provide
COD treatment in substance abuse treatment
agencies. (However, the principles apply equal-
ly well to the treatment of COD in mental
health agencies.)

The following section discusses each of the six
principles in turn, highlighting the related field
experience that underlies each one.

Employ a Recovery
Perspective

There are two main features of the recovery
perspective: It acknowledges that recovery is a
long-term process of internal change, and it
recognizes that these internal changes proceed
through various stages. (See De Leon 1996 and
Prochaska et al. 1992 for a detailed descrip-
tion. Also see chapter 5 of this TIP for a dis-
cussion of the recovery perspective as a guide-
line for practice.)

The recovery perspective is applicable to
clients who have COD. It generates at least two
main principles for practice:

Figure 3-1

Six Guiding Principles in Treating Clients With COD

Employ a recovery perspective.
Adopt a multi-problem viewpoint.

Develop a phased approach to treatment.

Address specific real-life problems early in treatment.

Plan for the client’s cognitive and functional impairments.

Use support systems to maintain and extend treatment effectiveness.
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Develop a treatment plan that provides for
continuity of care over time. In preparing this
plan, the clinician should recognize that treat-
ment may occur in different settings over time
(i-e., residential, outpatient) and that much of
the recovery process typically occurs outside of
or following treatment (e.g., through participa-
tion in mutual self-help groups and through
family and community support, including the
faith community). It is important to reinforce
long-term participation in these continuous
care settings.

Devise treatment interventions that are specific
to the tasks and challenges faced at each stage
of the co-occurring disorder recovery process.
Whether within the substance abuse treatment
or mental health services system, the clinician
is advised to use sensible stepwise approaches
in developing and using treatment protocols. In
addition, markers that are unique to individu-
als—such as those related to their cultural,
social, or spiritual context—should be consid-
ered. It is important to engage the client in
defining markers of progress meaningful to the
individual and to each stage of recovery.

Adopt a Multi-Problem
Viewpoint

People with COD generally have an array of
mental health, medical, substance abuse, fami-
ly, and social problems. Most are in need of
substantial rehabilitation and habilitation (i.e.,
initial learning and acquisition of skills).
Treatment should address immediate and long-
term needs for housing, work, health care, and
a supportive network. Therefore, services
should be comprehensive to meet the multi-
dimensional problems typically presented by
clients with COD.

Develop a Phased Approach
to Treatment

Many clinicians view clients as progressing
though phases (Drake and Mueser 1996a;
MecHugo et al. 1995; Osher and Kofoed 1989;
Sacks et al. 1998b). Generally, three to five
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phases are identified, including engagement,
stabilization, treatment, and aftercare or con-
tinuing care. These phases are consistent
with, and parallel to, stages identified in the
recovery perspective. As noted above, use of
these phases enables the clinician (whether
within the substance abuse treatment or men-
tal health services system) to develop and use
effective, stage-appropriate treatment proto-
cols. (See chapter 5 for a discussion of how to
use motivational enhancement therapy appro-
priate to the client’s stage of recovery. Also
see TIP 35, Enhancing Motivation for Change
in Substance Abuse Treatment [ Center for

Substance Abuse Treatment (CSAT) 1999b]).

Address Specific Real-Life
Problems Early in Treatment

The growing recognition that co-occurring dis-
orders arise in a context of personal and social
problems, with a corresponding disruption of
personal and social life, has given rise to
approaches that address specific life problems
early in treatment. These approaches may
incorporate case management and intensive
case management to help clients find housing or
handle legal and family matters. It may also be
helpful to use specialized interventions that tar-
get important areas of client need, such as
money management (e.g., Conrad et al. 1999)
and housing-related support services (e.g.,
Clark and Rich 1999). Psychosocial rehabilita-
tion, which helps the client develop the specific
skills and approaches she needs to perform her
chosen roles (e.g., student, employee, commu-
nity member) also is a useful strategy for
addressing these specific problems (Anthony
1996; Cnaan et al. 1990).

Solving such problems often is an important
first step toward achieving client engagement in
continuing treatment. Engagement is a critical
part of substance abuse treatment generally
and of treatment for COD specifically, since
remaining in treatment for an adequate length
of time is essential to achieving behavioral
change.
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Plan for the Client’s Cognitive
and Functional Impairments

Services for clients with COD, especially those
with more serious mental disorders, must be
tailored to individual needs and functioning.
Clients with COD often display cognitive and
other functional impairments that affect their
ability to comprehend information or complete
tasks (CSAT 1998e; Sacks et al. 1997h). The
manner in which interventions are presented
must be compatible with client needs and func-
tioning. Such impairments frequently call for
relatively short, highly structured treatment
sessions that are focused on practical life prob-
lems. Gradual pacing, visual aids, and repeti-
tion often are helpful. Even impairments that
are comparatively subtle (e.g., certain learning
disabilities) may still have significant impact on
treatment success. Careful assessment of such
impairments and a treatment plan consistent
with the assessment are therefore essential.

Use Support Systems To
Maintain and Extend
Treatment Effectiveness

The mutual self-help movement, the family, the
faith community, and other resources that exist
within the client’s community can play an
invaluable role in recovery. This can be partic-
ularly true for the client with COD, as many
clients with COD have not enjoyed a consistent-
ly supportive environment for decades. In some
cultures, the stigma surrounding substance use
or mental disorders is so great that the client
and even the entire family may be ostracized
by the immediate community. Furthermore, the
behaviors associated with active substance use
may have alienated the client’s family and com-
munity. The clinician plays a role in ensuring
that the client is aware of available support sys-
tems and motivated to use them effectively.

Mutual self-help

Based on the Alcoholics Anonymous model, the
mutual self-help movement has grown to
encompass a wide variety of addictions.
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Narcotics Anonymous and Cocaine Anonymous
are two of the largest mutual self-help organiza-
tions for substance use disorders; Recoveries
Anonymous and Schizophrenics Anonymous
are among the best known for mental illness.
Personal responsibility, self-management, and
helping one another are the basic tenets of
mutual self-help approaches. Such programs
apply a broad spectrum of personal responsi-
bility and peer support principles, usually
including 12-Step methods that prescribe a
planned regimen of change (see Peyrot 1985 for
the history, structure, and approach of
Narcotics Anonymous, representative of 12-
Step approaches in general). However, in the
past clients with COD felt that either their men-
tal health or their substance use issues could
not be addressed in a single-themed mutual
self-help group; that has changed.

Mutual self-help principles, highly valued in
the substance abuse treatment field, are now
widely recognized as important components in
the treatment of COD. Mutual self-help groups
may be used as an adjunct to primary treat-
ment, as a continuing feature of treatment in
the community, or both. These groups not only
provide a vital means of support during outpa-
tient treatment, but also are used commonly in
residential programs such as therapeutic com-
munities. As clients gain employment, travel,
or relocate, mutual self-help meetings may
become the most easily accessible means of pro-
viding continuity of care. For a more extensive
discussion of dual recovery mutual self-help
programs applicable to persons with COD, see
chapter 7.

Building community

The need to build an enduring community aris-
es from three interrelated factors—the persis-
tent nature of COD, the recognized effective-
ness of mutual self-help principles, and the
importance of client empowerment. The thera-
peutic community (TC), modified mutual self-
help programs for COD (e.g., Double Trouble
in Recovery), and the client consumer move-
ment all reflect an understanding of the critical
role clients play in their own recovery, as well
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as the recognition that support from other
clients with similar problems promotes and sus-
tains change.

Reintegration with family
and community

The client with COD who successfully com-
pletes treatment must face the fragility of
recovery, the toxicity of the past environment,
and the negative impact of previous associates
who may encourage drug or alcohol use and
illicit or maladaptive behaviors. There is a
need for groups and activities that support
change. In this context it is important that
these clients receive support from family and
significant others where that support is avail-
able or can be developed. There is also the
need to help the client reintegrate into the com-
munity through such resources as religious,
recreation, and social organizations. (See chap-
ter 6 for a discussion of continuing care issues
in treatment.)

Delivery of Services

While the guiding principles described above
serve as the fundamental building blocks for
effective treatment, ensuring effective treat-
ment requires attention to other variables. This
section discusses six core components that form
the ideal delivery of services for clients with

COD. These include:

Providing access

Completing a full assessment
Providing an appropriate level of care
Achieving integrated treatment

Providing comprehensive services

AN o

Ensuring continuity of care

Providing Access

“Access” refers to the process by which a per-
son with COD makes initial contact with the
service system, receives an initial evaluation,
and is welcomed into services that are appro-
priate for his or her needs.
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Access occurs in four main ways:

1. Routine access for individuals seeking ser-

vices who are not in crisis

2. Crisis access for individuals requiring imme-
diate services due to an emergency

3. Outreach, in which agencies target individu-
als in great need (e.g., people who are

homeless) who are not seeking services or

cannot access ordinary routine or crisis ser-

vices

4. Access that is involuntary, coerced, or man-
dated by the criminal justice system,
employers, or the child welfare system

Treatment access may
be complicated by
clients’ eriminal jus-
tice involvement,
homelessness, or
health status. CSAT’s
“no wrong door” poli-
cy should be applied
to the full range of
clients with COD, and
programs should
address obstacles that
bar entry to treatment
for either the mental
or substance use dis-
orders. (See chapter 7
for recommendations
on removing systemic
barriers to care and
the text box on p. 42
for more on CSAT’s

“no wrong door”
policy.)

It is important
that clients receive
support from fam-
ily and significant
others where that

support is
available or can

be developed.

Completing a Full Assessment

While chapter 4 provides a complete descrip-
tion of the assessment process, this section

highlights several important features of assess-

ment that must be considered in the context of
effective service delivery. Assessment of indi-
viduals with COD involves a combination of the

following:
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® Screening to detect the possible presence of
COD in the setting where the client is first
seen for treatment

¢ Evaluation of background factors (family,
trauma history, marital status, health, educa-
tion and work history), mental disorders,
substance abuse, and related medical and
psychosocial problems (e.g., living circum-
stances, employment, family) that are critical
to address in treatment planning

® Diagnosis of the type and severity of sub-
stance use and mental disorders

¢ Initial matching of individual client to ser-
vices (often, this must be done before a full
assessment is completed and diagnoses clari-
fied; also, the client’s motivation to change
with regard to one or more of the co-occur-
ring disorders may not be well established)

® Appraisal of existing social and community
support systems

¢ Continuous evaluation (that is, re-evaluation
over time as needs and symptoms change and
as more information becomes available)

The challenge of assessment for individuals
with COD in any system involves maximizing
the likelihood of the identification of COD,
immediately facilitating accurate treatment
planning, and revising treatment over time as
the client’s needs change.

Providing an Appropriate
Level of Care

Clients enter the treatment system at various
levels of need and encounter agencies with
varying capacity to meet those needs. Ideally,
clients should be placed in the level of care
appropriate to the severity of both their sub-
stance use disorder and their mental illness.

The American Society of Addiction Medicine’s
(ASAM) classification is one standard way of
identifying programs that offer the needed ser-
vices. As described in chapter 2, ASAM
describes programs’ ability to address COD as
“addiction only services,” “dual diagnosis
capable,” and “dual diagnosis enhanced.”

Making “No Wrong Door” a Reality

CSAT’s “no wrong door” policy states that effective systems must ensure that an individual needing treatment
will be identified and assessed and will receive treatment, either directly or through appropriate referral, no
matter where he or she enters the realm of services (CSAT 2000a). The consensus panel strongly endorses this
policy.

The focus of the “no wrong door” imperative is on constructing the healthcare delivery system so that treatment
access is available at any point of entry. A client with COD needing treatment might enter the service system by
means of primary healthcare facilities, homeless shelters, social service agencies, emergency rooms, or criminal
justice settings. Some clients require the creation of a “right door” for treatment entry—for example, mobile
outreach teams who can access clients with COD who are unlikely to knock on the door of any treatment facili-

ty.
The “no wrong door” approach has five major implications for service planning:

1. Assessment, referral, and treatment planning for all settings must be consistent with a “no wrong door” poli-
cy.
2. Creative outreach strategies may be needed to encourage some people to engage in treatment.

3. Programs and staff may need to change expectations and program requirements to engage reluctant and
“unmotivated” clients.

4. Treatment plans should be based on clients’ needs and should respond to changes as they progress through
stages of treatment.

5. The overall system of care needs to be seamless, providing continuity of care across service systems. This can
only be achieved through an established pattern of interagency cooperation or a clear willingness to attain
that cooperation.
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While recognizing ASAM’s contribution, the
consensus panel suggests an alternative classifi-
cation system: basic, intermediate, advanced,
or fully integrated. As conceived by the consen-
sus panel

® A basic program has the capacity to provide
treatment for one disorder, but also screens
for the other disorder and can access neces-
sary consultations.

® A program with an intermediate level of
capacity tends to focus primarily on one
disorder without substantial modification to
its usual treatment, but also explicitly
addresses some specific needs of the other
disorder. For example, a substance abuse
treatment program may recognize the
importance of continued use of psychiatric
medications in recovery, or a psychiatrist
could provide motivational interviewing
regarding substance use while prescribing
medication for mental disorders.

® A program with an advanced level of capac-
ity provides integrated substance abuse
treatment and mental health services for
clients with COD. Several program models
of this sort are described in chapter 6.
Essentially, these programs address COD
using an integrated perspective and provide
services for both disorders. This usually
means strengthening substance abuse treat-
ment in the mental health setting by adding
interventions such as mutual self-help and
relapse prevention groups. It also means
adding mental health services, such as psy-
choeducational classes on mental disorder
symptoms and groups for medication moni-
toring, in substance abuse treatment set-
tings. Collaboration with other agencies
may add to the comprehensiveness of ser-
vices.

® A program that is fully integrated actively
combines substance abuse and mental
health interventions to treat disorders,
related problems, and the whole person
more effectively.

The suggested classification has several advan-
tages. For one, it avoids the use of the term
“dual diagnosis” (instead of COD) and allows a
more general, flexible approach to describing
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capacity without specific criteria. In addition,
the recommended classification system concep-
tualizes a bidirectionality of movement where
either substance abuse or mental health agen-
cies can advance toward more integrated care
for clients with COD, as shown in Figure 3-2

(p. 44).

Figure 3-2 depicts a model of basic, intermedi-
ate (COD capable), and advanced (COD
enhanced) programming within mental health
services and substance abuse treatment sys-
tems. The idea of integrated COD treatment is
shown in the center. For the purpose of this
TIP, both mental health and substance abuse
treatment providers may be conceived of as
beginning, intermediate, or advanced in terms
of their progress toward the highest level of
capacity to treat persons with COD.

It should also be recognized that not all ser-
vices want or need to be fully integrated, since
many clients do not need a full array of ser-
vices. (See Figure 2-1 in chapter 2.) In Figure
3-2, the middle box—fully integrated—refers
to a system that has achieved an integrated set-
ting in which staff, administration, regulations,
and funding streams are fully integrated.

Achieving Integrated
Treatment

The concept of integrated treatment for per-
sons with severe mental disorders and sub-
stance use disorders, as articulated by Minkoff
(1989), emphasized the need for correlation
between the treatment models for mental health
services and substance abuse treatment in a
residential setting. Minkoff’s model stressed the
importance of well-coordinated, stage-specific
treatment (i.e., engagement, primary treat-
ment, continuing care) of substance use and
mental disorders, with emphasis on dual recov-
ery goals as well and the use effective treatment
strategies from both the mental health services
and the substance abuse treatment fields.

During the last decade integrated treatment
continued to evolve. Several successful treat-
ment models have been described for addiction
settings (Charney et al. 2001; McLellan et al.
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Figure 3-2

Levels of Program Capacity in Co-Occurring Disorders

1993; Saxon and Calsyn 1995; Weisner et al.
2001), including the addition of psychiatric and
mental health services to methadone treatment
(Kraft et al. 1997; Woody et al. 1983), and a
modified therapeutic community for providing
integrated care to persons with COD (De Leon
1993 b; Guydish et al. 1994; Sacks 2000; Sacks
et al. 1997a, b, 1998a, 2002). Likewise, the lit-
erature also describes numerous models for
mental health settings (CSAT 1994a; Drake and
Mueser 1996b; Lehman and Dixon 1995;
Minkoff and Drake 1991; Zimberg 1993).
Figure 3-3 illustrates one vision of a compre-
hensive, fully integrated approach to treatment
for persons with severe mental disorders and
substance use disorders from the mental health
literature. However, as noted in the following
section, programs may be integrated in a vari-
ety of ways.

The literature from both the substance abuse
and mental health fields has evolved to
describe integrated treatment as a unified
treatment approach to meet the substance
abuse, mental health, and related needs of a
client. It is the preferred model of treatment.
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Integrated treatment can occur on different
levels and through different mechanisms. For
example:

® One clinician delivers a variety of needed
services.

® Two or more clinicians work together to pro-
vide needed services.

® A clinician may consult with other specialties
and then integrate that consultation into the
care provided.

® A clinician may coordinate a variety of efforts
in an individualized treatment plan that inte-
grates the needed services. For example, if
someone with housing needs was not accepted
at certain facilities, the clinician might work
with a State-level community-housing pro-
gram to find the transitional or supported
housing the client needs.

¢ One program or program model (e.g., modi-
fied TC or Assertive Community Treatment)
can provide integrated care.

® Multiple agencies can join together to create a
program that will serve a specific population.
For example, a substance abuse treatment
program, a mental health center, a local
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housing authority, a foundation, a county
government funding agency, and a neighbor-
hood association could join together to estab-
lish a treatment center to serve women with

COD and their children.

Integrated treatment also is based on positive
working relationships between service
providers. The National Association of State
Mental Health Program Directors
(NASMHPD) and the National Association of
State Alcohol and Drug Abuse Directors’
(NASADAD) four-quadrant category frame-
work described in chapter 2 provides a useful
structure for fostering consultation, collabora-
tion, and integration among systems and
providers to deliver appropriate care to every
client with COD (see chapter 2, Figure 2-1).
According to the NASMHPD-NASADAD
(1999) framework

e Consultation refers to the traditional types
of informal relationships among
providers—from referrals to requests for
exchanging information and keeping each
other informed. The framework calls for
particular attention to the consultation

relationship during identification, engage-
ment, prevention, and early intervention
activities.

Collaboration is essential when a person
who is receiving care in one treatment set-
ting also requires services from another
provider. Collaboration is distinguished
from consultation on the basis of the formal
quality of collaborative agreements, such as
memoranda of understanding or service
contracts, which document the roles and
responsibilities each party will assume in a
continuing relationship. For example, par-
ties must ensure that they can share infor-
mation without violating Federal Law 42
C.F.R. Part 2 on confidentiality (see
appendix K for more information). This will
require the client to give written authoriza-
tion for release of information to all
providers.

o Integration denotes “those relationships

among mental health and substance abuse
providers in which the contributions of pro-
fessionals in both fields are moved into a

single treatment setting and treatment regi-
men” (p. 15).

Figure 3-3

A Vision of Fully Integrated Treatment for COD

® The client participates in one program that provides treatment for both disorders.
® The client’s mental and substance use disorders are treated by the same clinicians.

® The clinicians are trained in psychopathology, assessment, and treatment strategies for both mental and sub-
stance use disorders.

® The clinicians offer substance abuse treatments tailored for clients who have severe mental disorders.
® The focus is on preventing anxiety rather than breaking through denial.

® Emphasis is placed on trust, understanding, and learning.

¢ Treatment is characterized by a slow pace and a long-term perspective.

® Providers offer stagewise and motivational counseling.

e Supportive clinicians are readily available.

® 12-Step groups are available to those who choose to participate and can benefit from participation.

® Neuroleptics and other pharmacotherapies are indicated according to clients’ psychiatric and other medical
needs.

Source: Adapted from Drake et al. 1998b, p. 591.
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For the purposes of this TIP, integration is seen
as a continuum. Depending on the needs of the

client and the constraints and resources of par-
ticular systems, appropriate degrees and means
of integration will differ.

Providing Comprehensive
Services

People with COD have a range of medical and
social problems—multidimensional problems
that require comprehensive services. In addi-
tion to treatment for their substance use and
mental disorders, these clients often require a
variety of other services to address other social
problems and stabilize their living conditions.
Treatment providers should be prepared to
help clients access a broad array of services,
including life skills development, English as a
second language, parenting, nutrition, and
employment assistance.

McLellan and colleagues have shown the need
for wraparound services to address difficult-to-
treat public-sector clients, not all of whom were
diagnosed with COD (Gould et al. 2000;
McLellan et al. 1997). Two areas of particular
value, highlighted below, are housing and
work.

Housing

The high proportion of homelessness among
clients with COD has focused attention on the
importance of providing housing for people
with COD and of integrating housing into treat-
ment. Approaches vary from those that provide
housing at the point of entry into the service
system combined with case management and
supportive services (Tsemberis and Asmussen
1999), to those that provide housing as a
reward contingent on successful completion of
treatment (Milby et al. 1996; Schumacher et al.
1995), or as part of a continuing care strategy
that combines housing and continuing care ser-
vices (Sacks et al. 1998a, 2003 a).
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Addressing housing needs requires an ongoing
relationship with housing authorities, land-
lords, and other housing providers. Groups
and seminars that discuss housing issues also
may be necessary to help clients with COD
transition from residential treatment to hous-
ing. Another effective strategy for easing the
transition has been organizing and coordinat-
ing housing tours with supportive housing pro-
grams. Finally, relapse prevention efforts are
essential, since substance abuse generally dis-
qualifies clients from public housing in the
community.

Work

Vocational rehabilitation has long been one of
the services offered to clients recovering from
mental disorders and, to some degree, to those
recovering from substance use disorders.
However, in the past clients often were expect-
ed first to maintain a period of abstinence. As a
result of this policy, people with serious mental
disorders often were underserved, if served at
all (CSAT 2000¢). For people with COD,
Blankertz and colleagues contend that, “work
can serve as a rehabilitative tool and be an
integral part of the process of stabilizing the
mental illness and attaining sobriety”
(Blankertz et al. 1998, p. 114).

The fact is that many individuals with COD
are unemployed. However, it is unreasonable
to expect employers to tolerate employees who
are actively using alcohol on the job or who
violate their drug-free workplace policies.
Therefore, if work is to become an achievable
goal for individuals with COD, vocational
rehabilitation and substance abuse treatment
must be closely integrated into mental health
rehabilitation (Blankertz et al. 1998). For
more information about incorporating voca-
tional rehabilitation into treatment, see TIP

38, Integrating Substance Abuse Treatment
and Vocational Services (CSAT 2000c¢).
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Ensuring Continuity of Care

Continuity of care implies coordination of care
as clients move across different service systems
(e.g., Morrissey et al. 1997). Since both sub-
stance use and mental disorders frequently are
long-term conditions, treatment for persons
with COD should take into consideration reha-
bilitation and recovery over a significant period
of time. Therefore, to be effective, treatment
must address the three features that character-
ize continuity of care:

e Consistency between primary treatment and
ancillary services

e Seamlessness as clients move across levels of
care (e.g., from residential to outpatient
treatment)

® Coordination of present and past treatment
episodes

It is important to set up systems that prevent
gaps between service system levels and between
clinic-based services and those outside the clin-
ic. The ideal is to include outreach, employ-
ment, housing, health care and medication,
financial supports, recreational activities, and
social networks in a comprehensive and inte-
grated service delivery system.

Empiirical evidence related to
continuity of care

Evidence for the benefits of ensuring continuity
of care comes from multiple sources. In one
study of criminal justice populations not specif-
ically identified as having COD, Wexler and
colleagues (1999) found that at 3 years post-
treatment only 27 percent of those prison pro-
gram completers who also completed an after-
care program were returned to custody. In con-
trast, about three-fourths of the subjects in all
other study groups were returned. Similar
findings have been reported by Knight and col-
leagues (1999). Although selection bias exists in
these studies for entry into aftercare, the long-
term outcomes suggest the critical role of after-
care in maintaining positive treatment effects in
the criminal justice population.

Keys to Successful Programming

A study of homeless
clients with COD pro-
vided further evi- ..
dence (again with Continuity of care
selection bias into
aftercare) that after-
care is crucial to posi-
tive treatment out-
comes. In this study,
clients who lived in
supported housing

implies coordina-
tion of care as

clients move

after residing in a
modified therapeutic
community demon-
strated reductions in

across different

service systems.

antisocial behavior

occurring during the

residential modified

therapeutic community program and stabilizing
during supported housing, while increases in
prosocial behavior were largely incremental
and continuous throughout both the residential
and supported housing programs (Sacks et al.

2003a).

Organizing continuity of care

In organizing continuity of care—a high-priori-
ty aspect of any treatment plan for a client with
COD—the substance abuse treatment agency
must carefully consider and strive to overcome
systemic barriers. It is important to recognize
that the public mental health and substance
abuse treatment systems have evolved in differ-
ent ways, and these differing histories must be
recognized as collaborative ventures are
formed.

Community mental health centers were creat-
ed to be relatively comprehensive in nature,
but have not been funded to deliver compre-
hensive services. Furthermore, there are wide
variations in the types of mental disorders
that publicly funded mental health centers
are permitted to treat; many restrict their
services to those in acute crisis or who have
serious and persistent mental illnesses, such
as schizophrenia, bipolar affective disorder,
or major depression. Many States explicitly
prevent public mental health programs from
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treating those with primary substance use dis-
orders.

Substance abuse treatment programs exist
within a variety of organizational structures.
Many of them are stand-alone substance abuse
treatment programs, several are part of com-
prehensive drug treatment agencies, some are
affiliated with hospitals, some are located with-
in hospitals, many have evolved as part of the
criminal justice system, some exist in communi-
ty mental health settings, and still others are
faith-based programs. Many substance abuse
treatment programs are the last refuge of the
most underserved populations (e.g., the home-
less).

The different organizational structures and set-
tings in which services occur influence the ease
or difficulty of providing a service delivery net-
work that is integrated, comprehensive, and
continuous. Many of the larger drug treatment
agencies are to be commended for developing
state-of-the-art programming for COD, and
some smaller programs also have extended
themselves to serve this population. Neverthe-
less, the strains imposed by organizational and
system constraints should be recognized. As
substance abuse treatment agencies continue to
develop their capabilities for treating clients
with COD, the consensus panel recommends
that groups of providers organize themselves
into coherent systems of care that enable them
to provide comprehensive services.

An example of a collaborative that promotes
the development of a local infrastructure in
support of co-occurring treatment is the Co-
Occurring Collaborative of Southern Maine.
The Collaborative’s ways of working, accom-
plishments, and the critical elements for suc-
cess identified at the close of Figure 3-4 may
well inspire others to weave similar structures,
crossing agency boundaries to better serve
shared clients.
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Improving Substance
Abuse Treatment
Systems and Programs

Critical challenges face substance abuse treat-
ment systems and programs that are intent on
improving care for clients with COD. One of
the most critical of these is how to organize a
system that will provide continuity of care for
these clients, who, as noted previously, often
have multifaceted needs and require long-term
treatment plans. Another, of course, is how to
access funding for program improvement.
When treatment providers from different sys-
tems cooperate, equitable allocation of funds
also becomes an issue. Finally, at every level
there is the problem of how best to integrate
research and practice to give clients the benefit
of the proven treatment strategies. This section
addresses each of these major concerns in turn.

Assessing the Agency’s
Potential To Serve Clients
With COD

Every agency that already is treating or plan-
ning to treat clients with COD should assess the
current profile of its clients, as well as the esti-
mated number and type of potential new clients
in the community. It also must consider its cur-
rent capabilities, its resources and limitations,
and the services it wants to provide in the
future.

Programs should consider performing a needs
assessment to determine the prevalence of COD
in their client population, the demographics of
those clients, and the nature of the disorders
and accompanying problems they present.
These data help create a picture of client needs
that can be useful not only to the agency itself,
but also to other systems of care at various lev-
els. All levels of government demand some form
of needs assessment from provider agencies.
Block grant requirements from the Federal
government require a statewide needs assess-
ment. In turn, States look to regional and
county groups to perform a needs assessment

Keys to Successful Programming



Figure 3-4
The Co-Occurring Collaborative of Southern Maine

The Co-Occurring Collaborative of Southern Maine, a 501(¢)(3) nonprofit corporation, is an alliance of member
agencies, consumers, and family members in Cumberland County in southern Maine. Formed in 1992 through
a State initiative on COD, the Collaborative provided the umbrella structure for a demonstration grant from
The Bingham Program and The Robert Wood Johnson Foundation. It received additional support from
Maine’s Office of Substance Abuse and Maine’s Medicaid Program for a project comparing the efficacy of inte-
grated and coordinated care. The Collaborative has continued its work beyond the 3-year demonstration grant
with funding from the Maine Office of Substance Abuse, becoming an integral part of the community’s efforts to
address COD. In 1998, the Collaborative formalized its structure by becoming a Maine nonprofit corporation.

The number of member agencies has expanded from an initial dozen to more than 30, including consumer
groups, family groups, and mental health, substance abuse, eriminal justice, HIV, and public health service
providers. Each member agency has an identified liaison who serves as the bridge between the Collaborative
and the agency. Each member agency formally commits through a memorandum of understanding to do the fol-
lowing:

1. Support the Collaborative’s mission.

2. Examine and make changes to the services and organizational structures to support improved service provi-
sion for persons with COD.

3. Exchange information, share resources, and alter activities to enhance the capacities of all agencies to
improve services for persons with COD.

4. Participate actively in, and share responsibility for, the Collaborative.

The Collaborative structure provides a mechanism for cross-agency and cross-disciplinary communication,
coordination, training and education, creative interagency problemsolving, resource development for co-occur-
ring recovery capacity, and advocacy. The Collaborative’s accomplishments to date include

® Promoting dual competence expectations in the workforce

¢ Obtaining grants and collaborating on grant submission

¢ Expanding consumer, family, and provider partnerships

® Developing the mutual self-help option of dual recovery

¢ Supporting diversion planning from the criminal justice system

® Supporting the creation of an Assertive Community Treatment team for individuals with COD
e Creating a community service consultation team

® Supporting transfer of knowledge to develop new clinical models for treatment of persons with personality
and substance use disorders

To achieve success in forging a collaborative structure, the following were found to be critical elements:
® Inviting all relevant agencies to participate and air their concerns

® Nurturing one-to-one relationships among service providers across service sectors

e Creating and maintaining a shared knowledge base and a common vision

¢ Collaboration, support, and empowerment

¢ Early and frequent successes

¢ Encouraging participation in planning and decisionmaking

e Clarifying roles and process

¢ Ensuring ongoing consumer and family participation

¢ Conducting periodic self-review

® Having visionary, consistent, and effective leadership
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focused on the local level. Local needs assess-
ment information feeds back to the State level
and is used to develop a statewide picture that,
in turn, is provided to higher-level funding
authorities. The data generated through needs
assessments also can be used to demonstrate
need in support of grant proposals for increas-
ing service capacity prepared by the treatment
agency.

It is important to determine what changes need
to be made with respect to staff, training,
accreditation, and other factors to provide
effective services for clients with COD. The
agency also should know what resources and
services are already available within their local
and State systems of care before deciding what
services to provide. This assessment of commu-
nity capacity and the resulting decisionmaking
process should involve all stakeholders in the
program. Whatever changes the provider
decides to make will require an active commit-
ment from all levels of staff as well as from
members of the community, advocacy groups,
and other interested parties.

The various classification systems described
previously can be used to identify missing levels
of care and gaps in specific services. Such tools
permit clinicians to relate program services to
clients’ needs for specific activities. They also
enable planners to identify gaps in the current
system of care and then to design programs
that address these gaps. Figure 3-5 provides a
list of domains and questions to guide agencies
in assessing their potential to serve clients with
COD. In doing so, it is assumed that each agen-
cy will use the best approach to each task that
is possible, given its level of resources. It may,
for example, need to use estimates rather than
precise data in some instances.

Accessing Funding

System components and financing
principles

Both mental health services and substance
abuse treatment systems must face the chal-
lenge of obtaining funding that supports pro-
gramming for clients with COD. For substance
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abuse treatment agencies, which are seeing
more clients with COD and clients with more
serious COD, it often is difficult to obtain funds
to provide needed screening, assessment, spe-
cialized mental health service enhancement,
and case management.

Developing a comprehensive system of care for
people with COD requires committed leader-
ship, joint planning, and the willingness and
ability to find creative solutions to difficult
problems. Financing a comprehensive system
of care requires no less a commitment of time,
creativity, and expertise. The process of contin-
uing dialog between NASMHPD and
NASADAD has identified key system develop-
ment components and financing principles
shown in Figure 3-6 (p. 52). Like the conceptu-
al framework, these components and principles
represent a set of flexible guidelines that can be
adapted for use in any State or community.

Each of the six financing principles is a critical
element of success and is described below:

1. Plan To Purchase Together. It has been
found that “in most successful demonstra-
tion programs for people with co-occurring
disorders, the State mental health agency
and the State alcohol and drug abuse
agency jointly planned and purchased ser-
vices” (NASMHPD and NASADAD 2000,
pp. 19-20).

2. Define the Population. Individuals with
COD may fall into any of the four quad-
rants. Program services must target popu-
lations based on the severity of their men-
tal or substance use disorders, among
other considerations. However, it is impor-
tant to keep in mind that due to the illegal-
ity of drug use denying services to those
whose current condition is not severe may
increase the severity of problems associat-
ed with that drug use, increasing severity
by producing arrests, job loss, and con-
flicts with the child welfare system.

3. Secure Financing. The following section of
this chapter will provide some suggestions
on this challenging and often complex
task.
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Figure 3-5
Assessing the Agency’s Potential To Serve Clients With COD

1. Describe the profile of current clients with COD and any potential changes anticipated.

e [istimate the prevalence of persons with COD among the agency’s clients. (One of the screening tools
recommended in chapter 4 may be appropriate for this purpose.)

® What are the demographics of persons with COD?
e What functional problems do they have?

e Are there clients with COD who seek care at the agency who are referred elsewhere? What is the profile
of these clients?

2. Identify services needed by clients.

® What services are needed by existing and potential clients?

3. Identify and assess resources available to meet client needs.
® What services are immediately available to the program?
® What services could be added within the program?
® What services are available from the community that would enhance care?

® How well are outside agencies meeting clients’ needs?

4. Assess resource gaps.
® What resources are needed to enhance treatment for persons with COD?

e What can your agency, specifically, do to enhance its capacity to serve these clients?

5. Assess capacity.

¢ Realistically assess the capacity of your agency to address these resource gaps.

6. Develop a plan to enhance capacity to treat clients with COD.
* How can the skills of existing staff be increased?
¢ Can additional expertise be accessed through consulting agreements or similar arrangements?
® What additional programs or services can be offered?

® What sources of funding might support efforts to enhance capacity?

4. Purchase Effective Services. It is impor- mance-based contracts that focus on out-

tant to purchase services that research has
shown to be effective. Unfortunately, COD
research tends to focus on those with seri-
ous mental disorders. As a result, guid-
ance on which strategies are most cost-
effective in treating persons with less seri-
ous mental disorders and co-occurring
substance use disorders is not readily
available.

. Purchase Performance. NASMHPD and

NASADAD strongly recommend perfor-
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comes. “A program’s effectiveness should
be judged not only by how many people it
serves or units of service it delivers, but
rather by the level of real change it helps
bring about in the lives of consumers who
have co-occurring mental health and sub-
stance use disorders” (NASMHPD and
NASADAD 2000).

. Evaluate and Improve. It is essential to

evaluate performance. Findings help
providers revise protocols to get better
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Key System Development Components
¢ Provide Leadership/Build Consensus
e Identify Resources

® Develop New Models/Train Staff

® Decide on Outcomes

¢ Evaluate Program

Source: NASMHPD and NASADAD 2000, p. 19.

results and give them a vital two-way
channel for communicating with key stake-
holders (NASMHPD and NASADAD
2000).

Federal funding
opportunities

Federal funding opportunities include a variety
of grants from diverse agencies. In its efforts to
enhance services, the Substance Abuse and
Mental Health Services Administration
(SAMHSA) is currently emphasizing the use of
strategies that have been demonstrated to be
effective in research (“science to service”).

Other Federal agencies such as the National
Institutes of Health (NIH), including the
National Institute on Drug Abuse (NIDA) and
the National Institute on Alcohol Abuse and
Alcoholism (NTAAA), and the National Institute
of Mental Health (NIMH), emphasize funds for
research and likely will provide only modest
funds for treatment—typically in conjunction
with research projects. Overall, SAMHSA will
focus on working with States and helping com-
munities use the latest research findings to
implement effective treatment and prevention
programs, while NIH institutes will conduct
research on best practices in substance abuse
treatment, prevention, and mental health ser-
vices. The reader can determine what funding
opportunities are currently available by visiting

funder Web sites (e.g., SAMHSA’s Web site at
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Figure 3-6
Financing a Comprehensive System of Care for People With COD

Financing Principles

® Plan To Purchase Together
® Define the Population

e Secure Financing

e Purchase Effective Services
e Purchase Performance

¢ Evaluate and Improve

http://www.samhsa.gov, NIDA’s Web site at
http://www.nida.nih.gov, NIAAA’s Web site at

http://www.niaaa.nih.gov, and NIMH’s Web
site at http://www.nimh.nih.gov).

Although SAMHSA and NIH probably will
remain the main Federal funding sources for
initiatives related to people with COD, other
Federal agencies also may provide funding
opportunities. Examples of such Federal agen-
cies include the Health Resources and Services
Administration within the U.S. Department of
Health and Human Services, the U.S.
Department of Justice, the U.S. Department of
Labor, and so on. The reader can determine
what funding opportunities are currently avail-
able by visiting the Web sites of these agencies
or by searching the Catalog of Federal
Domestic Assistance Web site
(http://www.cfda.gov), which provides a
database of all Federal programs available to
State and local governments (including the
District of Columbia); federally recognized
Indian tribal governments; Territories (and
possessions) of the United States; domestic
public, quasi-public, and private profit and
nonprofit organizations and institutions; spe-
cialized groups; and individuals.

State funding opportunities

Administrators or treatment professionals
should be familiar with the funding mecha-
nisms in their State. Information is also avail-
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able through the National Association of State
Aleohol/Drug Abuse Directors
(http://www.nasadad.org) and the National
Association of State Mental Health Program
Directors (http://www.nasmhpd.org).

Private funding
opportunities

Foundation matching funds can be used to
leverage change within a system in specific
areas and increasingly should be explored in
the area of COD treatment. For example,
Robert Wood Johnson Foundation funding has
driven improved access to primary care within
addiction services.

A wide variety of funding initiatives exist in
health care, including in the area of substance
abuse treatment. Eligibility and procedures for
getting funding will vary depending on the spe-
cific foundation. The best procedure is to use
the Web site of the Foundation Center
(http://www.foundationcenter.org) to identify a

possible funder, then call or write to ask for infor-

mation on its current funding interests and
application procedures. The Web site allows
visitors to search profiles of more than 65,000
private and community foundations. The
Foundation Center also produces a CD-ROM
version of its database and print publications
containing information on grants. Among the
many foundations that have a broad interest in
this field are the Ittleson Foundation, Inc., the
van Ameringen Foundation, the Trull
Foundation, the Carlisle Foundation, the Mary
Owen Border Foundation, and the Chevron
Corporation.

For the most part, private funding provides an
opportunity to enhance existing larger pro-
grams with a specific “add-on” service, such as
employment counseling or a substance abuse
prevention group for children of people who
abuse substances. Programs can be significant-
ly strengthened through the aggressive pursuit
of available grants and by combining several
funding opportunities. Treatment providers
seeking funding should not overlook the possi-
bility that major businesses operating in their
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geographic area may have charitable founda-
tions that could be tapped for promising pro-
gram initiatives.

Attaining Equitable Allocation
of Resources

It is recognized that the acquisition of adequate
program resources is both a challenging and
essential task. Moreover, though a number of
advances have been made in recent years in the
treatment of people with COD, systems of care
across the country often have not improved
accordingly. For example, while programs are
now working to treat COD in an integrated
manner, mental health services and substance
abuse treatment still are funded separately.
This can cause programs to spend significantly
increased amounts of time in administrative
tasks needed to acquire funds for a client’s
treatment through multiple streams. Also, pay-
ors in many places continue to fund treatment
using an acute care model, even though treat-
ment providers recognize that clients can pre-
sent with long-term disorders.

In addition to the amount of money spent on
COD, it is important to address issues of effi-
ciency. One study of the expenditures on COD
found that annual spending per client with
COD in 1997 was $5,000 to $11,000 (depending
on the State), which is nearly twice as high as
clients with mental disorders only and nearly
four times as high as clients with substance use
disorders only.

Clients with COD compared to clients with a
single diagnosis receive more treatment services
of the major types—hospital inpatient, residen-
tial, and outpatient services. While clients with
COD do not remain in the hospital as long as
clients with mental disorders only, they do stay
longer in residential treatment than clients with
single diagnoses.

Clients with COD have higher outpatient
expenses. Those expenses are 40 to over 100
percent higher than those of clients with mental
disorders only, and 200 to over 300 percent
higher than those of clients with substance use

53


http://www.foundationcenter.org
http://www.nasmhpd.org
http://www.nasadad.org

disorders only. The average amount spent for
outpatient treatment is $2,700 to $4,600 per
client with COD.

In addressing COD, it is also important to look
at medication costs when addressing the issue
of equitable allocation of resources. In the
three States reviewed, the estimated costs for
those with mental disorders only and with COD
was about $400 to $600 per person per year.
However, clients with substance use disorders
only generally do not get prescription medica-
tion therapy; their
medication spending
range was $100 to

To be effective, $200.

When looking at the
resources must be A .
existing allocation of

resources for clients
with COD and the
demographics of
covered clients, the

used to implement

the evidence-
three-State estimat-
ed study found that
they are more likely
to be adults over the
age of 18 and are
more likely to be

based practices
most appropriate

to the client popu-
male, but less likely

to be minorities,
than are clients with
single diagnoses.
They are also more
likely to be the
exclusive responsi-
bility of mental
health or substance abuse agencies rather than
Medicaid’s total responsibility; across the three
States, 40 to 84 percent of clients with COD
receive services only from mental health or

lation and the

program needs.

substance abuse agencies.

The Expenditures on Treatment of Co-
Occurring Mental and Substance Use Disorders
reference study involved only three States:
Delaware, Oklahoma, and Washington.
However, the data presented raise the issue of
efficiency and effectiveness rather than cost.
For those with more serious mental illness,
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strategies that are more efficient may make the
better use of the larger amounts spent on those
with COD, rather than creating disturbances in
the existing system by forcing the shifting of
resources from the treatment of those with
either substance use disorders or mental disor-
ders only.

Ultimately, we are challenged not only to advo-
cate on behalf of our own programs and
clients, but for systemic change. Effective advo-
cacy will help ensure that resources are allocat-
ed in a manner that takes appropriate cog-
nizance of the needs of our clients and the com-
plexity of the treatment field for clients with
COD. However, in any advocacy caution
against unintended consequences must be
taken; with the de-institutionalization of
patients hospitalized for severe and persistent
mental illnesses, the expected reallocation of
funds did not occur as expected.

Any savings that could come from integrated
treatment must not be diverted into general
revenues. Any efficiencies that result from
more effective treatment of those without COD,
but with mental disorders or substance use dis-
orders alone, should be invested into integrated
treatment. Any transformation of the existing
system of care that results in a decrease in
access to substance abuse treatment for those
without COD will only create stresses in the
criminal justice, workplace, and child welfare
systems.

Integrating Research and
Practice

To be effective, resources must be used to
implement the evidence-based practices most
appropriate to the client population and the
program needs. The importance of the transfer
of knowledge and technology has come to be
well understood. Conferences to explore
“bridging the gap” between research and field
practice are now common.

Although not specific to COD, these efforts
have clear implications for our attempts to
share knowledge of what is working for clients
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with COD. As emphasized in the 1998 report
by Lamb and colleagues, Bridging the Gap
Between Research and Practice, there is a
need for, and value in, “enhancing collabora-
tive relationships between the drug abuse
research community and the world of commu-
nity-based treatment programs” (Lamb et al.
1998, p. v). Brown (1998) has underscored
the fundamental importance of making
research relevant to practice, emphasizing the
need for new government initiatives that focus
on interpersonal contacts to achieve organiza-
tional change and that promote technology
transfer as a significant area of investigation.

Several recent government initiatives high-
light this effort and are described in Changing
the Conversation (CSAT 2000a). They include

¢ Practice Improvement Collaboratives

(SAMHSA/CSAT)

e Clinical Trials Network Program

(NIH/NIDA)

® Improving the Delivery of Alcohol Treatment
and Prevention Services (NIH/NIAAA)

¢ Evidence-based Practice Centers (Agency for
Healthcare Research and Quality)

® The Addiction Technology Transfer Centers
(SAMHSA/CSAT)

® The Knowledge Application Program
(SAMHSA/CSAT)

® Researcher in Residence Program

(NIH/NIAAA)

CSAT’s Practice Improvement
Collaboratives

Knowledge exchange is one of the most criti-
cal elements in efforts to move best practices
in substance abuse treatment to community
programs working on the front lines of sub-
stance abuse interventions. Formerly known
as the Practice/Research Collaboratives, the
Practice Improvement Collaboratives pro-
gram—designed, in part, to achieve this
goal—supports the development of collabora-
tions among a broad spectrum of substance
abuse treatment organizations (including, but
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not limited to, community-based treatment
organizations, units of government, colleges,
universities, and other public research enti-
ties). Key objectives of the program include
the following:

® To develop and sustain community involve-
ment in, and commitment to, practice
improvement in the delivery of substance
abuse treatment services.

® To improve the quality of substance abuse
treatment through the adoption of evidence-
based practices in community-based treat-
ment organizations.

® To identify successful methods and models for
implementing evidence-based practices in
community-based treatment organizations.

Workforce
Development and
Staff Support

This section focuses on some key issues
providers face in developing a workforce able
to meet the needs of clients with COD. These
include

® The attitudes and values providers must have
to work successfully with these clients

¢ Essential competencies for clinicians (basic,
intermediate, and advanced)

® Opportunities for continuing professional
development

® Ways to avoid burnout and reduce
turnover—common problems for any sub-
stance abuse treatment provider, but particu-
larly so for those who work with clients who

have COD

The consensus panel underscores the impor-
tance of an investment in creating a supportive
environment for staff that encourages profes-
sional development to include skill acquisition,
values clarification, training, and competency
attainment equal to an investment in new COD
program development. An organizational com-
mitment to both is necessary for successful
implementation of programs. Examples of staff
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support may include standards of practice
related to consistent high-quality supervision,
favorable tuition reimbursement and release
time policies, helpful personnel policies related
to bolstering staff wellness practices, and incen-
tives or rewards for work-related achievement,
ete. Together these elements help in the cre-
ation of needed infrastructure for quality of
service.

Attitudes and Values

Attitudes and values guide the way providers
meet client needs and affect the overall treat-
ment climate. They not only determine how the
client is viewed by the provider (thereby gener-
ating assumptions that could either facilitate or
deter achievement of the highest standard of
care), but also profoundly influence how the
client feels as he or she experiences a program.
Attitudes and values are particularly important
in working with clients with COD since the
counselor is confronted with two disorders that
require complex interventions.

The essential attitudes and values for working
with clients with COD shown in Figure 3-7 are
adapted from Technical Assistance Publica-
tion 21, Addiction Counseling Competencies:
The Knowledge, Skills, and Attitudes of
Professional Practice (Center for Substance
Abuse Treatment 1998a). The consensus
panel believes these attitudes and values also
are consistent with the attitudes and values of
the vast majority of those who commit them-
selves to the challenging fields of substance
abuse treatment and mental health services.

Clinicians’ Competencies

Clinicians’ competencies are the specific and
measurable skills that counselors must possess.
Several States, university programs, and
expert committees have defined the key compe-
tencies for working with clients with COD.
Typically, these competencies are developed by
training mental health and substance abuse
treatment counselors together, often using a
case-based approach that allows trainees to
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experience the insights each field affords the
other.

One challenge of training is to include cultural-
ly sensitive methods and materials that reflect
consideration for the varying levels of expertise
and background of participants. The consensus
panel recommends viewing competencies as
basic, intermediate, and advanced to foster
continuing professional development of all
counselors and clinicians in the field of COD.
This classification does not crosswalk with the
program classification system using the same
terminology illustrated in Figure 3-2 (p. 44)
and is derived from various sources. Clearly,
the sample competencies listed within each cat-
egory cannot be completely separated from
each other (e.g., competencies in the “basic”
category may require some competency in the
“intermediate” category). Some of the catego-
rizations may be debatable, but the grouping
within each category reflects, on the whole, dif-
ferent levels of clinician competency.

Providers in the field face unusual challenges
and often provide effective treatment while
working within their established frameworks.
In fact, research studies previously cited have
established the effectiveness of substance
abuse treatment approaches in working with
persons who have low- to moderate-severity
mental disorders. Still, the classification of
competencies supports continued professional
development and promotes training opportu-
nities.

Basic competencies

Every substance abuse treatment and mental
health service program should require coun-
selors to have certain basic skills. In keeping
with the principle that there is “no wrong
door,” the consensus panel recommends that
clinicians working in substance abuse treat-
ment settings should be able to carry out the
mental-health—related activities shown in

Figure 3-8 (p. 58).
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Figure 3-7

Essential Attitudes and Values for Clinicians Who Work With Clients Who
Have COD

¢ Desire and willingness to work with people who have COD

® Appreciation of the complexity of COD

® Openness to new information

® Awareness of personal reactions and feelings

® Recognition of the limitations of one’s own personal knowledge and expertise

® Recognition of the value of client input into treatment goals and receptivity to client feedback

¢ Patience, perseverance, and therapeutic optimism

® Ability to employ diverse theories, concepts, models, and methods

e Flexibility of approach

¢ Cultural competence

¢ Belief that all individuals have strengths and are capable of growth and development (added by consensus
panel)

® Recognition of the rights of clients with COD, including the right and need to understand assessment results
and the treatment plan

This enhanced awareness leads to an improved
ability to provide appropriate integrated treat-
ment. Figure 3-10 (p. 60) gives examples of
advanced skills.

Intermediate competencies

Intermediate competencies encompass skills in
engaging substance abuse treatment clients with
COD, screening, obtaining and using mental
health assessment data, treatment planning,
discharge planning, mental health system link-

Continuing Professional
Development

The consensus panel is aware that many
providers in the substance abuse treatment and

age, supporting medication, running basic men-
tal disorder education groups, and implement-
ing routine and emergent mental health refer-
ral procedures. In a mental health unit, mental

health providers would exhibit similar compe-
tencies related to substance use disorders. The
consensus panel recommends the intermediate
level competencies shown in Figure 3-9 (p. 59),
developed jointly by the New York State Office
of Mental Health and the New York State
Office of Alcohol and Substance Abuse

Services.

Advanced competencies

At the advanced level, the practitioner goes
beyond an awareness of the addiction and men-
tal health fields as individual disciplines to a
more sophisticated appreciation for how co-
occurring disorders interact in an individual.

Keys to Successful Programming

mental health services fields have performed
effectively the difficult task of providing ser-
vices for clients with COD, until recently with-
out much guidance from an existing body of
knowledge or available systematic approaches.
The landscape has changed and a solid knowl-
edge base is now available to the counselor,
although that knowledge typically is scattered
through many journals and reports. This TIP
makes an effort to integrate the available infor-
mation. Counselors reading this TIP can
review their own knowledge and determine
what they need to continue their professional
development.

At the time of this writing, Arizona,
Connecticut, llinois, New Mexico, New York,

57



Figure 3-8
Examples of Basic Competencies Needed for Treatment of Persons With COD

¢ Perform a basic screening to determine whether COD might exist and be able to refer the client for a formal
diagnostic assessment by someone trained to do this.

® Form a preliminary impression of the nature of the disorder a client may have, which can be verified by some-
one formally trained and licensed in mental health diagnosis.

¢ Conduct a preliminary screening of whether a client poses an immediate danger to self or others and coordi-
nate any subsequent assessment with appropriate staff and/or consultants.

¢ Be able to engage the client in such a way as to enhance and facilitate future interaction.

¢ De-escalate the emotional state of a client who is agitated, anxious, angry, or in another vulnerable emotional
state.

® Manage a crisis involving a client with COD, including a threat of suicide or harm to others. This may involve
seeking out assistance by others trained to handle certain aspects of such crises; for example, processing com-
mitment papers and related matters.

¢ Refer a client to the appropriate mental health or substance abuse treatment facility and follow up to ensure
the client receives needed care.

® Coordinate care with a mental health counselor serving the same client to ensure that the interaction of the
client’s disorders is well understood and that treatment plans are coordinated.

and Pennsylvania have developed consensus treatment field (Brown 1996; Galanter 1989;
guidelines that define the competencies sub- Miller and Brown 1997).

stance abuse treatment counselors should have ) o )
to claim expertise in this area. Others are in Many professional organizations are promoting
the process of identifying mechanisms for

licensing or certifying expertise in COD.

the development of competencies and practice
standards for intervening with substance abuse
problems, including the Council on Addictions
of the American Psychiatric Association; the
American Academy of Addiction Psychiatry;
the American Osteopathic Academy of
Addiction Medicine; American Psychological

Counselors may check with their States’ certifi-
cation bodies to determine whether training
leading to formal credentials in counseling per-
sons with co-occurring disorders is available.

Appendix I identifies some resources coun- s ) } e
Association; the American Society of Addiction

Medicine; the Association for Medical
Education and Research on Substance Abuse;

selors can use to enhance their professional
knowledge and development.

the American Association of Obstetricians and

Education and tr. aining Gynecologists; the Alcohol, Tobacco and Other
Discipline-specific education Addictions Section of the National Association

Staff od ) d traini fund 1 of Social Workers; and the International
tatl education and training are fundamenta Nurses Society on Addictions. They are also

to all substance abuse treatment programs. specifically encouraging faculty members to

Although there have been improvements in the
past decade, there are still very few university-
based programs that offer a formal curriculum

enhance their knowledge in this area so they
can better prepare their students to meet the
needs of clients with COD. The consensus panel
encourages all such organizations to identify
standards and competencies for their member-

on COD. Numerous observers have commented
on the lack of adequate discipline-based train-
ing for professionals in the substance abuse
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ship related to COD and to encourage the
development of training for specific disciplines.

Since the consequences of both addiction and
mental disorders can present with physical or
psychiatric manifestations, it is equally impor-
tant for medical students, internal medicine
and general practice residents, and general
psychiatry residents to be educated in the
problems of COD. Too few hours of medical
education are devoted to the problems of
addiction and mental disorders. Since pharma-
cologic therapies play a critical role in the
treatment of those with COD, it is important to
have adequately trained physicians who can
manage the medication therapies for those
clients.

Continuing education and training

Many substance abuse treatment counselors
learn through continuing education and facili-
ty-sponsored training. Continuing education
and training involves participation in a vari-
ety of courses and workshops from basic to
advanced level offered by a number of train-
ing entities (see appendix I). The strength of
continuing education and training courses

and workshops is that they provide the coun-
selor with the opportunity to review and pro-
cess written material with a qualified instruec-
tor and other practitioners.

Continuing education is useful because it can
respond rapidly to the needs of a workforce
that has diverse educational backgrounds and
experience. To have practical utility, competen-
cy training must address the day-to-day issues
that counselors face in working with clients
with COD. The educational context must be
rich with information, culturally sensitive,
designed for adult students, and must include
examples and role models. It is optimal if the
instructors have extensive experience as practi-
tioners in the field. Figure 3-11 (p. 61) provides
an example description for one of many possi-
ble continuing education courses in this dynam-

ic field.

Continuing education is essential for effective
provision of services to people with COD, but it
is not sufficient in and of itself. Counselors
must have ongoing support, supervision, and
opportunity to practice new skills if they are to
truly integrate COD content into their practice.

Figure 3-9

Six Areas of Intermediate-Level Competencies Needed for the
Treatment of Persons With COD

e Competency I: Integrated Diagnosis of Substance Abuse and Mental Disorders. Differential diagno-

sis, terminology (definitions), pharmacology, laboratory tests and physical examination, withdrawal
symptoms, cultural factors, effects of trauma on symptoms, staff self-awareness

e Competency II: Integrated Assessment of Treatment Needs. Severity assessment, lethality/risk, assess-
ment of motivation/readiness for treatment, appropriateness/treatment selection

e Competency lll: Integrated Treatment Planning. Goal-setting/problemsolving, treatment planning, doc-
umentation, confidentiality,' legal/reporting issues, documenting issues for managed care providers

e Competency IV: Engagement and Education. Staff self-awareness, engagement, motivating, educating

e Competency V: Early Integrated Treatment Methods. Emergency/crisis intervention, knowledge and
access to treatment services, when and how to refer or communicate

e Competency VI: Longer Term Integrated Treatment Methods. Group treatment, relapse prevention,
case management, pharmacotherapy, alternatives/risk education, ethics, confidentiality,' mental health,
reporting requirements, family interventions

'Confidentiality is governed by the Federal “Confidentiality of Alcohol and Drug Abuse Patient Records™ regulations (42 C.F.R. Part 2) and the Federal
“Standards for Privacy of Individually Identifiable Health Information” (45 C.F.R. Parts 160 and 164).
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Figure 3-10
Examples of Advanced Competencies in the Treatment of Clients With COD

e Use the current edition of criteria from the Diagnostic and Statistical Manual of Mental Disorders, 4th edi-

tion (American Psychiatric Association 2000) to assess substance-related disorders and Axis I and Axis 11

mental disorders.

e Comprehend the effects of level of functioning and degree of disability related to both substance-related

and mental disorders, separately and combined.

® Recognize the classes of psychotropic medications, their actions, medical risks, side effects, and possible

interactions with other substances.

¢ Use integrated models of assessment, intervention, and recovery for persons having both substance-related
and mental disorders, as opposed to parallel treatment efforts that resist integration.

® Apply knowledge that relapse is not considered a client failure but an opportunity for additional learning
for all. Treat relapses seriously and explore ways of improving treatment to decrease relapse frequency

and duration.

® Display patience, persistence, and optimism.

¢ Collaboratively develop and implement an integrated treatment plan based on thorough assessment that
addresses both/all disorders and establishes sequenced goals based on urgent needs, considering the stage

of recovery and level of engagement.

® Involve the person, family members, and other supports and service providers (including peer supports
and those in the natural support system) in establishing, monitoring, and refining the current treatment

plan.

¢ Support quality improvement efforts, including, but not limited to consumer and family satisfaction sur-
veys, accurate reporting and use of outcome data, participation in the selection and use of quality moni-
toring instruments, and attention to the need for all staff to behave respectfully and collaboratively at all

times.

Source: Adapted from Minkoff 1999.

Cross-training

Cross-training is the simultaneous provision of
material and training to more than one disci-
pline at a time (e.g., substance abuse and social
work counselors; substance abuse counselors
and corrections officers). Counselors who have
primary expertise in either substance abuse or
mental health will be able to work far more
effectively with clients who have COD if they
have some degree of cross-training in the other
field. The consensus panel recommends that
counselors of either field receive at least basic
level cross-training in the other field to better
assess, refer, understand, and work effectively
with the large number of clients with COD.
Cross-trained individuals who know their pri-
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mary field of training well, and also have an
appreciation for the other field, provide a rich-
ness of capacity that cannot be attained using
any combination of personnel familiar with one
system alone.

When training is offered in this manner, inter-
action and communication between the coun-
selors from each discipline is facilitated. This
helps to remove barriers, increase understand-
ing, and promote integrated work. Cross-train-
ing is particularly valuable for staff members
who will work together in the same program.
Consensus panel members have found cross-
training very valuable in mental health, sub-
stance abuse, and criminal justice settings.
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Program orientation and ongoing
supervision

Orientation. Staff education and training
have two additional components: (1) a state-
ment of program orientation that clearly pre-
sents the mission, values, and aims of service
delivery, and (2) strong, ongoing supervision.
The orientation can use evidence-based initia-
tives as well as promising practices. Success-
ful program orientation for working with
clients with COD will equip staff members
with skills and decisionmaking tools that will
enable them to provide optimal services in
real-world environments.

Supervision. Many agree that relational skills
are requisite for staff working in COD pro-
grams (Gerber and Basham 1999; Martino et
al. 2000; Miller 2000b), skills that are best

summarize, and the capacity to provide feed-
back are all skills that can be best modeled by
a supervisor. Strong, active supervision of
ongoing cases is a key element in assisting
staff to develop, maintain, and enhance rela-
tional skills.

National training resources

Training resources. Curricula and other
forms of educational materials are available
through Addiction Technology Transfer
Centers (ATTCs), universities, State entities,
and private consultants. These materials can
help enhance the ability of substance abuse
treatment counselors to work with clients who
have mental disorders, as well as to enable
mental health personnel to improve their
efforts with persons with substance use disor-
ders. ATTCs offer workshops, courses, and

learned though direct supervision. Active lis-  online remote location courses. (See appendix

tening, interviewing techniques, the ability to I for training sources.)

Figure 3-11

Treatment Planning and Documentation Issues for Mental and Substance
Use Disorders
Description

This course provides an opportunity for participants to review the principles of collaborative treatment plan-
ning, including working from a comprehensive assessment; identifying and mutually setting long- and short-
term goals; identifying steps for accomplishing goals, the persons responsible for collaborative treatment
planning, and a defined timeline; and reviewing and altering such plans when necessary. Progress tracking is
reviewed, including how to write clear and concise notes, and the principles for their review. This course
focuses on effective treatment principles and the practices of writing and reviewing plans.

Course Objectives

By the end of this course, participants will be able to

¢ Review the principles and processes that support thorough and accurate assessment and diagnosis, includ-
ing strengths-based interviewing skills and cultural diversity issues.

* Examine each step in treatment/service planning, its rationale, and the similarities and differences in ser-
vice and treatment planning.

® Describe the importance of the person with COD having active involvement and real choice in all post-acute
treatment planning processes (and some means for incorporating these features in acute care settings).

¢ [dentify means of writing brief and useful progress notes that support movement toward positive outcomes.

¢ Discuss means of using progress notes with the person as a useful piece of the ongoing treatment/service
process.

Source: Supplied by consensus panelist Donna McNelis, Ph.D.
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Listservs and discussion lists. There are a
number of e-mail listservs and Internet dis-
cussion groups on the topic of COD (e.g., Co-
Occurring Dialogues, The Dual Diagnosis
Listserv, The Dual Diagnosis Bulletin Board,
The Dual Diagnosis Pages: Colleagues List,
and MIDAS: A Discussion Group). These
online communication networks offer mem-
bers the opportunity to post suggestions or
questions to a large number of people at the
same time. Listservs are generally geared
more toward professionals and are more
closely monitored. Discussion groups usually
are open to anyone, and may not be moni-
tored closely. (See appendix I for more
detailed descriptions of the listservs and dis-
cussion groups mentioned above.)

COD certification in health
disciplines

The disciplines of medicine and psychology
have recognized subspecialties in COD with a
defined process for achieving a certificate in
this area. Figure 3-12 summarizes current
information on certification by discipline.

Avoiding Burnout and
Reducing Staff Turnover

Burnout

Often, substance abuse and mental health
clinicians are expected to manage growing
and more complex caseloads. “Compassion
fatigue” may occur when the pressures of
work erode a counselor’s spirit and outlook
and begin to interfere with the counselor’s
personal life (see TIP 36, Substance Abuse
Treatment for Persons With Child Abuse and
Neglect Issues [ CSAT 2000d], p. 64.)
Assisting clients who have COD is difficult
and emotionally taxing; the danger of
burnout is considerable. It is especially
important that program administrators main-
tain awareness of the problem of burnout and
the benefits of reducing turnover. It is vital
that staff feel that program administrators
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are interested in their well-being in order to
sustain morale and esprit de corps.

To lessen the possibility of burnout when
working with a demanding caseload that
includes clients with COD, the consensus pan-
elists for TIP 36, Substance Abuse Treatment
for Persons With Child Abuse and Neglect
Issues (CSAT 2000d, p. 64) suggest that pro-
gram directors and supervisors assist coun-
selors to

e Work within a team structure rather than in
isolation.

® Build in opportunities to discuss feelings and
issues with other staff who handle similar
cases.

® Develop and use a healthy support network.
® Maintain the caseload at a manageable size.
® Incorporate time to rest and relax.

® Separate personal and professional time.

Most important, supervision should be sup-
portive, providing guidance and technical
knowledge.

Farmer (1995) found that much of the per-
ceived stress among substance abuse treat-
ment counselors was attributable to workload
factors and factors relating to management—
for example, authoritarian and controlling
management styles that allow staff too little
autonomy and command over their own
work. Performance goals should be realistic
and clearly understood. Supervision should
be not only a means of ensuring standards of
practice, but also a way of encouraging and
enabling professional growth.

Grosch and Olsen (1994) suggest that when
professionals begin to exhibit signs of bore-
dom or malaise, varying the nature of the job
is a helpful strategy. This can be accom-
plished via a negotiated dialog with the super-
visor that is initiated by a staff member who
requests an opportunity to try new or differ-
ing activities.

Some programs have proactively addressed
the issue of burnout among staff to help staff
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Figure 3-12
Certification in Health Professions

Health Profession

Certification in Co-Occurring Disorders

Physicians

Physicians from any specialty, including primary care, psychiatry, and internal
medicine can become certified by ASAM. Psychiatrists can receive added qualifications
in Addiction Psychiatry through the formal American College of Graduate Medical
Education Board Certification process or through the American Academy of Addiction
Psychiatry. Osteopathic physicians from any specialty can receive addiction qualifica-
tions though the American Osteopathic Association.

http://www.asam.org
http://www.aaap.org
http://www.DO-Online.org

Psychologists

Psychologists may achieve a “Certificate of Proficiency in the Treatment of Alcohol and
Other Psychoactive Substance Use Disorders” through the American Psychological
Association’s College of Professional Psychology.

http://www.apa.org/education/index.aspx

Social Workers

The Alcohol, Tobacco and Other Addictions Section of the National Association of Social
Workers offers a curriculum leading to a certificate of specialty in addiction.

http://www.naswdc.org/

morale, improve care, and reduce turnover in
their program. Pavillon International, an

become discouraged about the possibility of
being helped by others.

addiction treatment residential program in

North Carolina, proactively addresses
burnout by placing high values on staff well-
being; routinely discussing well-being issues;

Turnover sometimes results from the unique
professional and emotional demands of work-
ing with clients with COD. On the other hand,

providing activities such as retreats, weekend
activities, yoga, and other healing activities at
the work site; and creating a network of on-
going support.

Turnover

The issue of staff turnover is especially impor-
tant for staff working with clients with COD
because of the limited workforce pool and the
high investment of time and effort involved in
developing a trained workforce. It matters,
too, because of the crucial importance of the
treatment relationship to successful outcomes.
Rapid turnover disrupts the context in which
recovery occurs. Clients in such agencies may
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most providers in this area are unusually dedi-
cated and find the work to be rewarding.
Figure 3-13 (p. 64) provides some methods for
reducing staff turnover.

Conclusion: Workforce
Development

In concluding this section on workforce devel-
opment, the consensus panel strongly encour-
ages counselors to acquire the competencies
needed to work effectively with clients who
have COD. The difficulty of juggling a high and
demanding workload and the desire for contin-
ued professional development should be recog-
nized and accommodated. To the extent possi-
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ble, education and training efforts should be Rewards can include both salary and advance-
customized—in terms of content, schedule, and  ment tied to the counselor’s efforts to increase
location—to meet the needs of the counselors in  his or her effectiveness in serving clients with

the field. That is, bring the training to the COD, as demonstrated by job performance.
counselor. Agency and program administra- Naturally, non-counselor clinicians working in
tors, including both line-level and clinical primary care settings, community mental
supervisors, are urged to demonstrate support health centers, or private mental health offices
and encouragement for the continuing educa- also should enhance their knowledge of alcohol
tion and training of the workforce, as well as and drug use in clients with mental health
develop COD competencies themselves. issues.

Figure 3-13
Reducing Staff Turnover in Programs for Clients With COD

To decrease staff turnover, whenever possible, programs should

® Hire staff members who have familiarity with both substance abuse and mental disorders and have a posi-
tive regard for clients with either disorder.

¢ Hire staff members who are critically minded and can think independently, but who are also willing to ask
questions and listen, remain open to new ideas, maintain flexibility, work cooperatively, and engage in cre-
ative problemsolving.

® Provide staff with a framework of realistic expectations for the progress of clients with COD.

® Provide opportunities for consultation among staff members who share the same client (including medica-
tion providers).

¢ Ensure that supervisory staff members are supportive and knowledgeable about issues specific to clients

with COD.
® Provide and support opportunities for further education and training.
® Provide structured opportunities for staff feedback in the areas of program design and implementation.

® Promote sophistication about, and advocacy for, COD issues among administrative staff, including both
those in decisionmaking positions (e.g., the director and clinical director) and others (e.g., financial offi-
cers, billing personnel, and State reporting monitors).

¢ Provide a desirable work environment through adequate compensation, salary incentives for COD exper-
tise, opportunities for training and for career advancement, involvement in quality improvement or clinical
research activities, and efforts to adjust workloads.
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In This
Chapter...

Sereening and
Basic Assessment

for COD

The Assessment
Process

4 Assessment

Overview

This chapter consists of three parts: (1) an overview of the basic screen-
ing and assessment approach that should be a part of any program for
clients with co-occurring disorders (COD); (2) an outline of the 12 steps
to an ideal assessment, including some instruments that can be used in
assessing COD; and (3) a discussion of key considerations in treatment
matching.

Ideally, information needs to be collected continuously, and assessments
revised and monitored as the client moves through recovery. A compre-
hensive assessment as described in the main section of this chapter leads
to improved treatment planning, and it is the intent of this chapter to
provide a model of optimal process of evaluation for clients with COD
and to encourage the field to move toward this ideal. Nonetheless, the
panel recognizes that not all agencies and providers have the resources
to conduct immediate and thorough screenings. Therefore, the chapter
provides a description of the initial screening and the basic or minimal
assessment of COD necessary for the initial treatment planning.

A basic assessment covers the key information required for treatment
matching and treatment planning. Specifically, the basic assessment
offers a structure with which to obtain

® Basic demographic and historical information, and identification of
established or probable diagnoses and associated impairments

® General strengths and problem areas

e Stage of change or stage of treatment for both substance abuse and
mental health problems

® Preliminary determination of the severity of the COD as a guide to
final level of care determination

Note that medical issues (including physical disability and sexually trans-
mitted diseases), cultural issues, gender-specific and sexual orientation
issues, and legal issues always must be addressed, whether basic or more
comprehensive assessment is performed. The consensus panel assumes
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that appropriate procedures are in place to
address these and other important issues that
must be included in treatment planning.
However, the focus of this chapter, in keeping
with the purpose of this TIP, is on screening
and assessment related to COD.

Screening and Basic
Assessment for COD

This section provides an overview of the
screening and assessment process for COD. In
carrying out these processes, counselors should
understand the limitations of their licensure or
certification authority to diagnose or assess
mental disorders. Generally, however, collect-
ing assessment information is a legitimate and
legal activity even for unlicensed providers,
provided that they do not use diagnostic labels
as conclusions or opinions about the client.
Information gathered in this way is needed to
ensure the client is placed in the most appro-
priate treatment setting (as discussed later in
this chapter) and to assist in providing mental
disorder care that addresses each disorder.

In addition, there are a number of circum-
stances that can affect validity and test
responses that may not be obvious to the
beginning counselor, such as the manner in
which instructions are given to the client, the
setting where the screening or assessment
takes place, privacy (or the lack thereof), and
trust and rapport between the client and
counselor. Throughout the process it is
important to be sensitive to cultural context
and to the different presentations of both
substance use and mental disorders that may
occur in various cultures.

The following Advice to the Counselor section
gives an overview of the basic “do’s and
don’ts” for assessing for COD. Detailed dis-
cussions of these important screening/assess-
ment and cultural issues are beyond the scope
of this TIP. For more information on basic
screening and assessment information, see
chapters 4 and 5 in Evans and Sullivan
(2001), National Institute on Drug Abuse
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(NIDA) (1994), and the National Institute on
Alcohol Abuse and Alcoholism (NTAAA)
(Allen and Wilson 2003). For information on
cultural issues, see the forthcoming TIP
Improving Cultural Competence in Substance
Abuse Treatment (Center for Substance
Abuse Treatment [CSAT] in development a).

Screening

Screening is a formal process of testing to
determine whether a client does or does not
warrant further attention at the current time
in regard to a particular disorder and, in this
context, the possibility of a co-occurring sub-
stance use or mental disorder. The screening
process for COD seeks to answer a “yes” or
“no” question: Does the substance abuse (or
mental health) client being screened show
signs of a possible mental health (or substance
abuse) problem? Note that the screening pro-
cess does not necessarily identify what kind of
problem the person might have or how seri-
ous it might be, but determines whether or
not further assessment is warranted. A
screening process can be designed so that it
can be conducted by counselors using their
basic counseling skills. There are seldom any
legal or professional restraints on who can be
trained to conduct a screening.

Sereening processes always should define a
protocol for determining which clients screen
positive and for ensuring that those clients
receive a thorough assessment. That is, a pro-
fessionally designed screening process estab-
lishes precisely how any screening tools or
questions are to be scored and indicates what
constitutes scoring positive for a particular
possible problem (often called “establishing
cut-off scores”). Additionally, the screening
protocol details exactly what takes place after
a client scores in the positive range and pro-
vides the necessary standard forms to be used
to document both the results of all later
assessments and that each staff member has
carried out his or her responsibilities in the
process.

Assessment



So, what can a substance abuse treatment health service settings, every counselor or
counselor do in terms of screening? All coun- clinician who conducts intake or assessment
selors can be trained to screen for COD. This  should be able to screen for the most common
screening often entails having a client respond COD and know how to implement the proto-

to a specific set of questions, scoring those col for obtaining COD assessment information
questions according to how the counselor was  and recommendations. For substance abuse
trained, and then taking the next “yes” or treatment agencies that are instituting a men-
“no” step in the process depending on the tal health screening process, appendix H
results and the design of the screening pro- reproduces the Mental Health Screening

cess. In substance abuse treatment or mental Form-III (Carroll and McGinley 2001). This

Advice to the Counselor:
Do’s and Don’ts of Assessment for COD

. Do keep in mind that assessment is about getting to know a person with complex and individu-
al needs. Do not rely on tools alone for a comprehensive assessment.

. Do always make every effort to contact all involved parties, including family members, persons
who have treated the client previously, other mental health and substance abuse treatment
providers, friends, significant others, probation officers as quickly as possible in the assessment
process. (These other sources of information will henceforth be referred to as collaterals.)

. Don’t allow preconceptions about addiction to interfere with learning about what the client
really needs (e.g., “All mental symptoms tend to be caused by addiction unless proven other-
wise”). Co-occurring disorders are as likely to be underrecognized as overrecognized. Assume
initially that an established diagnosis and treatment regime for mental illness is correct, and
advise clients to continue with those recommendations until careful reevaluation has taken
place.

. Do become familiar with the diagnostic criteria for common mental disorders, including person-
ality disorders, and with the names and indications of common psychiatric medications. Also
become familiar with the criteria in your own State for determining who is a mental health pri-
ority client. Know the process for referring clients for mental health case management services
or for collaborating with mental health treatment providers.

. Don’t assume that there is one correct treatment approach or program for any type of COD. The
purpose of assessment is to collect information about multiple variables that will permit individ-
ualized treatment matching. It is particularly important to assess stage of change for each prob-
lem and the client’s level of ability to follow treatment recommendations.

. Do become familiar with the specific role that your program or setting plays in delivering ser-
vices related to COD in the wider context of the system of care. This allows you to have a clearer
idea of what clients your program will best serve and helps you to facilitate access to other set-
tings for clients who might be better served elsewhere.

. Don‘t be afraid to admit when you don’t know, either to the client or yourself. If you do not
understand what is going on with a client, acknowledge that to the client, indicate that you will
work with the client to find the answers, and then ask for help. Identify at least one supervisor
who is knowledgeable about COD as a resource for asking questions.

. Most important, do remember that empathy and hope are the most valuable components of
your work with a client. When in doubt about how to manage a client with COD, stay connect-
ed, be empathic and hopeful, and work with the client and the treatment team to try to figure
out the best approach over time.
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instrument is intended for use as a rough
screening device for clients seeking admission
to substance abuse treatment programs. (Note
that while the consensus panel believes that
this instrument is useful, it has received limit-
ed validation [Carroll and McGinley 2001].)

Basic Assessment

While both screening and assessment are ways
of gathering information about the client in
order to better treat him, assessment differs
from screening in the following way:

® Screening is a process for evaluating the pos-
sible presence of a particular problem.

® Assessment is a process for defining the
nature of that problem and developing specif-
ic treatment recommendations for addressing
the problem.

A basic assessment consists of gathering key
information and engaging in a process with
the client that enables the counselor to under-
stand the client’s readiness for change, prob-
lem areas, COD diagnosis(es), disabilities,
and strengths. An assessment typically
involves a clinical examination of the func-
tioning and well-being of the client and
includes a number of tests and written and
oral exercises. The COD diagnosis is estab-
lished by referral to a psychiatrist, clinical
psychologist, or other qualified healthcare
professional. Assessment of the client with
COD is an ongoing process that should be
repeated over time to capture the changing
nature of the client’s status. Intake informa-
tion consists of

1. Background—family, trauma history, histo-
ry of domestic violence (either as a batterer
or as a battered person), marital status,
legal involvement and financial situation,
health, education, housing status, strengths
and resources, and employment

2. Substance use—age of first use, primary
drugs used (including alcohol, patterns of
drug use, and treatment episodes), and fami-
ly history of substance use problems

3. Mental health problems—family history of
mental health problems, client history of
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mental health problems including diagnosis,
hospitalization and other treatment, current
symptoms and mental status, medications,
and medication adherence

In addition, the basic information can be aug-
mented by some objective measurement, such
as that provided in the University of Rhode
Island Change Assessment Scale (URICA)
(McConnaughy et al. 1983), Addiction Severity
Index (ASI) (McLellan et al. 1992), the Mental
Health Sereening Form-III (Carroll and
MecGinley 2001), and the Symptom Distress
Scale (SDS) (McCorkle and Young 1978) (see
appendices G and H for further information on
selected instruments). It is essential for treat-
ment planning that the counselor organize the
collected information in a way that helps identi-
fy established mental disorder diagnoses and
current treatment. The text box on page 71
highlights the role of instruments in the assess-
ment process.

Careful attention to the characteristics of past
episodes of substance abuse and abstinence
with regard to mental health symptoms,
impairments, diagnoses, and treatments can
illuminate the role of substance abuse in
maintaining, worsening, and/or interfering
with the treatment of any mental disorder.
Understanding a client’s mental health symp-
toms and impairments that persist during
periods of abstinence of 30 days or more can
be useful, particularly in understanding what
the client copes with even when the acute
effects of substance use are not present. For
any period of abstinence that lasts a month or
longer, the counselor can ask the client about
mental health treatment and/or substance
abuse treatment—what seemed to work, what
did the client like or dislike, and why? On the
other hand, if mental health symptoms (even
suicidality or hallucinations) resolve in less
than 30 days with abstinence from sub-
stances, then these symptoms are most likely
substance induced and the best treatment is
maintaining abstinence from substances.

The counselor also can ask what the mental
health “ups and downs” are like for the
client. That is, what is it like for the client
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when he or she gets worse (or “destabilizes™)?
What—in detail—has happened in the past?
And, what about getting better (“stabiliz-
ing”)—how does the client usually experience
that? Clinician and client together should try
to understand the specific effects that sub-
stances have had on that individual’s mental
health symptoms, including the possible trig-
gering of psychiatric symptoms by substance
use. Clinicians also should attempt to docu-
ment the diagnosis of a mental disorder, when
it has been established, and determine diag-
nosis through referral when it has not been
established. The consensus panel notes that
many, if not most, individuals with COD have
well-established diagnoses when they enter
substance abuse treatment and encourages
counselors to find out about any known diag-
noses.

Treatment Planning

A comprehensive assessment serves as the basis
for an individualized treatment plan.
Appropriate treatment plans and treatment
interventions can be quite complex, depending
on what might be discovered in each domain.
This leads to another fundamental principle:

¢ There is no single, correct intervention or
program for individuals with COD. Rather,
the appropriate treatment plan must be

matched to individual needs according to
these multiple considerations.

The following three cases illustrate how the
above factors help to generate an integrated
treatment plan that is appropriate to the needs
and situation of a particular client.

Case 1: Maria M.

The client is a 38-year-old Hispanic/Latina
woman who is the mother of two teenagers.
Maria M. presents with an 11-year history
of cocaine dependence, a 2-year history of
opioid dependence, and a history of trauma
related to a longstanding abusive relation-
ship (now over for 6 years). She is not in an
intimate relationship at present and there is
no current indication that she is at risk for
either violence or self-harm. She also has
persistent major depression and panic treat-
ed with antidepressants. She is very moti-
vated to receive treatment.

Ideal Integrated Treatment Plan: The
plan for Maria M. might include medica-
tion-assisted treatment (e.g., methadone or
buprenorphine), continued antidepressant
medication, 12-Step program attendance,
and other recovery group support for

cocaine dependence. She also could be

The Role of Assessment Tools

A frequent question asked by clinicians is
e What is the best (most valuable) assessment tool for COD?
The answer is

® There is no single gold standard assessment tool for COD. Many traditional clinical tools have a narrow focus
on a specific problem, such as the Beck Depression Inventory (BDI) (Beck and Steer 1987), a list of 21 ques-
tions about mood and other symptoms of feeling depressed. Other tools have a broader focus and serve to
organize a range of information so that the collection of such information is done in a standard, regular way
by all counselors. The ASI, which is not a comprehensive assessment tool but a measure of addiction severity
in multiple problem domains, is an example of this type of tool (McLellan et al. 1992). Not only does a tool
such as the ASI help a counselor, through repetition, become adept at collecting the information, it also helps
the counselor refine his or her sense of similarities and differences among clients. A standard mental status
examination can serve a similar function for collecting information on current mental health symptoms.
Despite the fact that there are some very good tools, no one tool is the equivalent of a comprehensive clinical
assessment.
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referred to a group for trauma survivors
that is designed specifically to help reduce
symptoms of trauma and resolve long-term
issues.

Individual, group, and family interventions
could be coordinated by the primary coun-
selor from opioid maintenance treatment.
The focus of these interventions might be on
relapse prevention skills, taking medication
as prescribed, and identifying and managing
trauma-related symptoms without using. An
appropriate long-term goal would be to estab-
lish abstinence and engage Maria in longer-
term psychotherapeutic interventions to
reduce trauma symptoms and help resolve
trauma issues. On the other hand, if a local
mental health center had a psychiatrist
trained and licensed to provide Suboxone
(the combination of buprenorphine and
nalaxone), her case could be based in the
mental health center.

skills and strategies required to handle
cocaine cravings and to maintain abstinence
from cocaine, as well as the skills needed to
manage mood swings without using sub-
stances. Motivational counseling regarding
alcohol and assistance in maintaining medi-
cation (lithium) adherence also could be
part of the plan.

Case 2: George T.

The client is a 34-year-old married,
employed African-American man with
cocaine dependence, alcohol abuse, and
bipolar disorder (stabilized on lithium) who
is mandated to cocaine treatment by his
employer due to a failed drug test. George
T. and his family acknowledge that he needs
help not to use cocaine but do not agree that
alcohol is a significant problem (nor does his
employer). He complains that his mood
swings intensify when he is using cocaine.

Case 3: Jane B.

The client is a 28-year-old single Caucasian
female with a diagnosis of paranoid
schizophrenia, alcohol dependence, crack
cocaine dependence, and a history of multi-
ple episodes of sexual victimization. Jane B.
is homeless (living in a shelter), actively psy-
chotic, and refuses to admit to a drug or
alcohol problem. She has made frequent vis-
its to the local emergency room for both
mental health and medical complaints, but
refuses any followup treatment. Her main
requests are for money and food, not treat-
ment. Jane has been offered involvement in
a housing program that does not require
treatment engagement or sobriety but has
refused due to paranoia regarding working
with staff to help her in this setting. Jane B.
refuses all medication due to her paranoia,
but does not appear to be acutely dangerous
to herself or others.

Ideal Integrated Treatment Plan: The
ideal plan for this man might include par-
ticipation in outpatient addiction treatment,
plus continued provision of mood-stabiliz-
ing medication. In addition, he should be
encouraged to attend a recovery group such
as Cocaine Anonymous or Narcotics
Anonymous. The addiction counselor would
provide individual, group, and family inter-
ventions. The focus might be on gaining the
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e Ideal Integrated Treatment Plan: The
plan for Jane B. might include an integrat-
ed case management team that is either
based in the shelter or in a mental health
service setting. The team would apply a
range of engagement, motivational, and
positive behavioral change strategies aimed
at slowly developing a trusting relationship
with this woman. Engagement would be
promoted by providing assistance to Jane
B. in obtaining food and disability benefits,
and using those connections to help her
engage gradually in treatment for either
mental disorders or addiction—possibly by
an initial offer of help in obtaining safe and
stable housing. Peer support from other
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women also might be of value in promoting
her sense of safety and engagement.

All of these cases are appropriate examples of
integrated treatment. The purpose of the
assessment process is to develop a method for
gathering information in an organized manner
that allows the clinician to develop an appro-
priate treatment plan or recommendation. The
remainder of this chapter will discuss how this
assessment process might occur, and how the
information gathered leads to a rational pro-
cess of treatment planning. In Step 12 of the
assessment process, readers will find an
expanded treatment plan for the three clients
discussed above.

The Assessment
Process

This chapter is organized around 12 specific

steps in the assessment process. Through these

steps, the counselor seeks to accomplish the fol-

lowing aims:

® To obtain a more detailed chronological his-
tory of past mental symptoms, diagnosis,
treatment, and impairment, particularly
before the onset of substance abuse, and
during periods of extended abstinence.

® To obtain a more detailed description of
current strengths, supports, limitations,
skill deficits, and cultural barriers related
to following the recommended treatment
regimen for any disorder or problem.

® To determine stage of change for each prob-
lem, and identify external contingencies
that might help to promote treatment
adherence.

Note that although the steps appear sequential,
in fact some of them could occur simultaneous-
ly or in a different order, depending on the sit-
uation. It is particularly important to identify
and attend to any acute safety needs, which
often have to be addressed before a more com-
prehensive assessment process can oceur.
Sometimes, however, components of the assess-
ment process are essential to address the
client’s specific safety needs. For example, if a
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person is homeless, more information on that
person’s mental status, resources, and overall
situation is required to address that priority
appropriately. Finally, it must be recognized
that while the assessment seeks to identify indi-
vidual needs and vulnerabilities as quickly as
possible to initiate appropriate treatment,
assessment is an ongoing process: As treatment
proceeds and as other changes occur in the
client’s life and mental status, counselors must
actively seek current information rather than
proceed on assumptions that might be no
longer valid.

In the following discussion, validated assess-
ment tools that are available to assist in this
process are discussed with regard to their
utility for counselors. There are a number of
tools that are required by various States for
use in their addiction systems (e.g., ASI
[McLellan et al. 1992], American Society of
Addiction Medicine (ASAM) Patient
Placement Criteria [ASAM PPC-2R]).
Particular attention will be given to the role
of these tools in the COD assessment process,
suggesting strategies to reduce duplication of
effort where possible. It is beyond the scope
of this TIP to provide detailed instructions
for administering the tools mentioned in this
TIP (with the exceptions of the Mental Health
Screening Form-1II [MHSF-III] and the
Simple Screening Instrument for Substance
Abuse [SSI-SA] in appendix H). Basic infor-
mation about each instrument is given in
appendix G, and readers can obtain more
detailed information regarding administration
and interpretation from the sources given for
obtaining these instruments.

As a final point, this discussion primarily is
directed toward substance abuse treatment
clinicians working in substance abuse treat-
ment settings, though many of the steps apply
equally well to mental health clinicians in
mental health settings. At certain key points
in the discussion, particular information rele-
vant to mental health clinicians is identified

and described.
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Assessment Step 1: Engage
the Client

The first step in the assessment process is to
engage the client in an empathic, welcoming
manner and build a rapport to facilitate open

presented here as the first necessary step for
assessment to take place, in a larger sense
engagement represents an ongoing concern of
the counselor—to understand the client’s
experience and to keep him or her positive
and engaged relative to the prospect of better

disclosure of information regarding mental
health problems, substance use disorders,
and related issues. The aim is to create a safe
and nonjudgmental environment in which
sensitive personal issues may be discussed.

health and recovery.

No wrong door

“No wrong door” refers to formal recognition
by a service system that individuals with COD
may enter a range of community service sites;

Counselors should recognize that cultural
issues, including the use of the client’s pre-
ferred language, play a role in creating a
sense of safety and promote accurate under-
standing of the client’s situation and options.

that they are a high priority for engagement
in treatment; and that proactive efforts are
necessary to welcome them into treatment and
prevent them from falling through the cracks.
Substance abuse and mental health coun-
selors are encouraged to identify individuals
with COD, welcome them into the service sys-

Such issues therefore must be addressed sen-
sitively at the outset and throughout the
assessment process.

The consensus panel identified five key con- CL .
. . tem, and initiate proactive efforts to help

cepts that underlie effective engagement dur-

ing the initial clinical contact: universal

access (“no wrong door”), empathic detach-

ment, person-centered assessment, cultural

sensitivity, and trauma sensitivity. All staff,

them access appropriate treatment in the sys-
tem, regardless of their initial site of presen-
tation. The recommended attitude is as fol-
lows: The purpose of this assessment is not
just to determine whether the client fits in my

as well as substance abuse treatment and . .
program, but to help the client figure out

mental health clinicians, in any service setting
need to develop competency in engaging and
welcoming individuals with COD. It is also
important to note that while engagement is

where he or she fits in the system of care, and
to help him or her get there.

Twelve Steps in the Assessment Process

Step 1: Engage the client

Step 2: Identify and contact collaterals (family, friends, other providers) to gather additional information
Step 3: Screen for and detect COD

Step 4: Determine quadrant and locus of responsibility
Step 5: Determine level of care

Step 6: Determine diagnosis

Step 7: Determine disability and functional impairment
Step 8: Identify strengths and supports

Step 9: Identify cultural and linguistic needs and supports
Step 10: Identify problem domains

Step 11: Determine stage of change

Step 12: Plan treatment
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Empathic detachment

Empathic detachment requires the assessing

clinician to

® Acknowledge that the clinician and client are
working together to make decisions to sup-
port the client’s best interest

® Recognize that the clinician cannot transform
the client into a different person, but can
only support change that he or she is already
making

® Maintain empathic connection even if the
client does not seem to fit into the clini-
cian’s expectations, treatment categories, or
preferred methods of working

In the past, the attitude was that the client with
COD was the exception. Today, clinicians
should be prepared to demonstrate responsive-
ness to the requirements clients with COD pre-
sent. Counselors should be careful not to label
mental health symptoms immediately as caused
by addiction, but instead should be comfort-
able with the strong possibility that a mental-
health condition may be present independently
and encourage disclosure of information that
will help clarify the meaning of any COD for
that client.

Person-centered assessment

Person-centered assessment emphasizes that
the focus of initial contact is not on filling out a
form or answering several questions or on
establishing program fit, but rather on finding
out what the client wants, in terms of his or her
perception of the problem, what he or she
wants to change, and how he or she thinks that
change will occur. Mee-Lee (1998) has devel-
oped a useful guide that illustrates the types of
questions that might be asked in a person-cen-
tered assessment in an addiction setting (see
Figure 4-1, p. 74). (It should be noted, howev-
er, that this is not a validated tool.) While each
step in this decision tree leads to the next, the
final step can lead back to a previous step,
depending on the client’s progress in treatment.
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Answers to some of these important questions
inevitably will change over time. As the
answers change, adjustments in treatment
strategies may be appropriate to help the client
continue to engage in the treatment process.

Sensitivity to culture, gender,
and sexual orientation

An important component of a person-centered
assessment is the continual recognition that cul-
ture plays a significant role in determining the
client’s view of the problem and the treatment.
(For a comprehensive discussion of culturally
sensitive assessment strategies in addiction set-
tings, see the forthcoming TIP Improving
Cultural Competence in Substance Abuse
Treatment [ CSAT in development a]). With
regard to COD, clinicians must remember that
ethnic cultures may differ significantly in their
approach to substance use disorders and men-
tal disorders, and that this may affect how the
client presents. In addition, clients may partici-
pate in treatment cultures (12-Step recovery,
Dual Recovery Self-Help, psychiatric rehabili-
tation) that also may affect how they view treat-
ment. Cultural sensitivity also requires recogni-
tion of one’s own cultural perspective and a
genuine spirit of inquiry into how cultural fac-
tors influence the client’s request for help. (See
also chapter 2 for a discussion of culturally
competent treatment. )

During the assessment process, it is important
to ascertain the individual’s sexual orienta-
tion as part of the counselor’s appreciation
for the client’s personal identity, living situa-
tion, and relationships. Counselors also
should be aware that women often have fami-
ly-related and other concerns that must be
addressed to engage them in treatment, such
as the need for child care. See chapter 7 of
this TIP for a more extended consideration of
women with COD as a population with specif-
ic needs. More information about women’s
issues is provided in the forthcoming TIP
Substance Abuse Treatment: Addressing the
Specitic Needs of Women (CSAT in develop-
ment b).
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Engagement:
e What does the client want?
e What is the treatment contract?

® What are the immediate needs?
® What are the multiaxial DSM-IV diagnoses?

Multidimensional severity/level of functioning profile:

Figure 4-1
Assessment Considerations

¢ [dentify which assessment dimensions are most severe to determine treatment priorities.

® Choose a specific priority for each medium/severe dimension.

What specific services are needed to address these priorities?

What “dose” or intensity of services is needed?

Where can these services be provided in the least intensive, but safe, level of care or site of care?

How will outcomes be measured?

What is the progress of the treatment plan and placement decision?

Source: Adapted from Mee-Lee 1998.

Trauma sensitivity

The high prevalence of trauma in individuals
with COD requires that the clinician consider
the possibility of a trauma history even before
the assessment begins. Trauma may include
early childhood physical, sexual, or emotional
abuse; experiences of rape or interpersonal
violence as an adult; and traumatic experi-
ences associated with political oppression, as
might be the case in refugee or other immi-
grant populations. This pre-interview consid-
eration means that the approach to the client
must be sensitive to the possibility that the
client has suffered previous traumatic experi-
ences that may interfere with his or her abili-
ty to be trusting of the counselor. Clinicians
who observe guardedness on the part of the
client should consider the possibility of trau-
ma and try to promote safety in the interview
through providing support and gentleness,
rather than trying to “break through” eva-
siveness that erroneously might look like
resistance or denial. All questioning should
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avoid “retraumatizing” the client—see section
on trauma screening later in this chapter and,
for additional details, see the forthcoming
TIP Substance Abuse Treatment and Trauma
(CSAT in development d).

Assessment Step 2: Identify
and Contact Collaterals
(Family, Friends, Other
Providers) To Gather
Additional Information

Clients presenting for substance abuse treat-
ment, particularly those who have current or
past mental health symptoms, may be unable
or unwilling to report past or present circum-
stances accurately. For this reason, it is recom-
mended that all assessments include routine
procedures for identifying and contacting any
family and other collaterals who may have use-
ful information to provide. Information from
collaterals is valuable as a supplement to the
client’s own report in all of the assessment steps
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listed in the remainder of this chapter. It is
valuable particularly in evaluating the nature
and severity of mental health symptoms when
the client may be so impaired that he or she is
unable to provide that information accurately.
Note, however, that the process of seeking such
information must be carried out strictly in
accordance with applicall)le guidelines and laws
regarding confidentiality and with the client’s
permission.

Assessment Step 3: Screen for
and Detect Co-Occurring
Disorders

Because of the high prevalence of co-occurring
mental disorders in substance abuse treatment
settings, and because treatment outcomes for
individuals with multiple problems improve if
each problem is addressed specifically, the con-
sensus panel recommends that

¢ All individuals presenting for substance abuse
treatment should be screened routinely for
co-occurring mental disorders.

¢ All individuals presenting for treatment for a
mental disorder should be screened routinely
for any substance use disorder.

The content of the screening will vary upon the
setting. Substance abuse screening in mental
health settings should

® Screen for acute safety risk related to serious
intoxication or withdrawal

e Screen for past and present substance use,
substance related problems, and substance-
related disorders

Mental health screening has four major compo-
nents in substance abuse treatment settings:

e Screen for acute safety risk: suicide, violence,
inability to care for oneself, HIV and hepati-
tis C virus risky behaviors, and danger of
physical or sexual victimization

® Screen for past and present mental health
symptoms and disorders

® Screen for cognitive and learning deficits

® Regardless of the setting, all clients should be
screened for past and present victimization
and trauma.

Safety screening

Safety screening requires that early in the
interview the clinician specifically ask the client
if he or she has any immediate impulse to
engage in violent or self-injurious behavior, or
if the client is in any immediate danger from
others. These questions should be asked direct-
ly of the client and of anyone else who is pro-
viding information. If the answer is yes, the
clinician should obtain more detailed informa-
tion about the nature and severity of the dan-
ger, the client’s ability to avoid the danger, the
immediacy of the danger, what the client needs
to do to be safe and feel safe, and any other
information relevant to safety. Additional
information can be gathered depending on the
counselor/staff training for crisis/emergency sit-
uations and the interventions appropriate to
the treatment provider’s particular setting and
circumstances. Once this information is gath-
ered, if it appears that the client is at some
immediate risk, the clinician should arrange
for a more in-depth risk assessment by a men-
tal-health—trained clinician, and the client
should not be left alone or unsupervised.

A variety of tools are available for use in safety
screening:

e ASAM PPC-2R identifies considerations for
immediate risk assessment and recommends
follow up procedures (ASAM 2001).

® ASI (McLellan et al. 1992) and Global
Appraisal of Individual Needs (GAIN)
(Dennis 1998) also include some safety
screening (uestions.

® Some systems use LOCUS (American
Association of Community Psychiatrists
[AACP] 2000a) as the tool to determine level
of care for both mental disorders and addic-
tion. One dimension of LOCUS specifically
provides guides for scoring severity of risk of

'Confidentiality is governed by the Federal “Confidentiality of Alcohol and Drug Abuse Patient Records” regulations (42 C.F.R.
Part 2) and the Federal “Standards for Privacy of Individually Identifiable Health Information” (45 C.F.R. Parts 160 and 164).
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harm. See Potential Risk of Harm on
page 77.

None of these tools is definitive for safety
screening. Clinicians and programs should use
one of these tools only as a starting point, and
then elaborate more detailed questions to get
all relevant information.

Clinicians should not underestimate risk
because the client is using substances actively.
For example, although people who are intoxi-
cated might only seem to be making threats of
self-harm (e.g., “I’m just going to go home
and blow my head off if nobody around here
can help me”), all statements about harming
oneself or others must be taken seriously.
Individuals who have suicidal or aggressive
impulses when intoxicated may act on those
impulses; remember, alcohol and drug abuse
are among the highest predictors of danger-
ousness to self or others—even without any
co-occurring mental disorder. Determining
which intoxicated suicidal client is “serious”
and which one is not requires a skilled mental
health assessment, plus information from col-
laterals who know the client best. (See chap-
ter 8 and appendix D of this TIP for a more
detailed discussion of suicidality.) In addi-
tion, it is important to remember that the vast
majority of people who are abusing or depen-
dent on substances will experience at least

transient symptoms of depression, anxiety,
and other mental symptoms. Moreover, it
may not be possible, even with a skilled clini-
cian, to determine whether an intoxicated sui-
cidal patient is making a serious threat of self
harm; however, safety is a critical and
paramount concern. A more detailed discus-
sion of each symptom subgroup is provided in
appendix D. Safety screening conducted in
mental health settings is highlighted in the
text box below.

Screening for past and pre-
sent mental disorders

Sereening for past and present mental disor-
ders has three goals:

1. To understand a client’s history and, if the
history is positive for a mental disorder, to
alert the counselor and treatment team to
the types of symptoms that might reappear
so that the counselor, client, and staff can
be vigilant about the emergence of any such
symptoms.

2. To identify clients who might have a current
mental disorder and need both an assess-
ment to determine the nature of the disor-
der and an evaluation to plan for its treat-
ment.

Safety Screening in Mental Health Settings

Evaluating safety considerations in mental health settings involves direct questioning of client and collaterals

regarding current substance use and/or recent discontinuation of heavy use, along with past and present expe-
riences of withdrawal. If clients obviously are intoxicated, they need to be treated with empathy and firmness,
and provision needs to be made for their physical safety. If clients report that they are experiencing withdraw-
al, or appear to be exhibiting signs of withdrawal, use of formal withdrawal scales can help even inexperienced
clinicians to gather information from which medically trained personnel can determine whether medical inter-
vention is required. Such tools include the Clinical Institute Withdrawal Assessment (CIWA-Ar) (Sullivan et al.
1989) for alcohol withdrawal and the Clinical Institute Narcotic Assessment (CINA) (Zilm and Sellers 1978) for

opioid withdrawal.

Mental health clinicians need to be aware that not all drugs have a physiological withdrawal associated with
them, and it should not be assumed that withdrawal from any drug of abuse will require medical intervention.
Only in the case of alcohol, opioids, sedative-hypnotics, or benzodiazepines is medical intervention likely to be
required due to the pharmacological properties of the substance.
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Potential Risk of Harm

* Risk of Harm: This dimension of the assessment considers a person’s potential to cause significant harm to self or
others. While this may most frequently be due to suicidal or homicidal thoughts or intentions, in many cases uninten-
tional harm may result from misinterpretations of reality, from inability to care adequately for oneself, or from
altered states of consciousness due to use of intoxicating substances. For the purpose of evaluation in this parameter,
deficits in ability to care for oneself are considered only in the context of their potential to cause harm. Likewise, only
behaviors associated with substance use are used to rate risk of harm, not the substance use itself. In addition to
direct evidence of potentially dangerous behavior from interview and observation, other factors may be considered in
determining the likelihood of such behavior such as past history of dangerous behaviors, ability to contract for safety,
and availability of means. When considering historical information, recent patterns of behavior should take prece-
dence over patterns reported from the remote past. Risk of harm may be rated according to the following criteria:
Minimal risk of harm:

(a) No indication of suicidal or homicidal thoughts or impulses, no history of suicidal or homicidal ideation, and no
indication of significant distress.

(b) Clear ability to care for self now and in the past.

Low risk of harm:

(a) No current suicidal or homicidal ideation, plan, intentions or serious distress, but may have had transient or pas-
sive thoughts recently or in the past.

(b) Substance use without significant episodes of potentially harmful behaviors.

(¢) Periods in the past of self-neglect without current evidence of such behavior.

Moderate risk of harm:
(a) Significant current suicidal or homicidal ideation without intent or conscious plan and without past history.
(b) No active suicidal/homicidal ideation, but extreme distress and/or a history of suicidal/homicidal behavior exists.

(¢) History of chronic impulsive suicidal/homicidal behavior or threats and current expressions do not represent sig-
nificant change from baseline.

(d) Binge or excessive use of substances resulting in potentially harmful behaviors without current involvement in
such behavior.

(e) Some evidence of self neglect and/or compromise in ability to care for oneself in current environment.

Serious risk of harm:

(a) Current suicidal or homicidal ideation with expressed intentions and/or past history of carrying out such behavior
but without means for carrying out the behavior, or with some expressed inability or aversion to doing so, or with
ability to contract for safety.

(b) History of chronic impulsive suicidal/homicidal behavior or threats with current expressions or behavior repre-
senting a significant elevation from baseline.

(¢) Recent pattern of excessive substance use resulting in disinhibition and clearly harmful behaviors with no demon-
strated ability to abstain from use.

(d) Clear compromise of ability to care adequately for oneself or to be aware adequately of environment.
Extreme risk of harm:

(a) Current suicidal or homicidal behavior or such intentions with a plan and available means to carry out this
behavior without expressed ambivalence or significant barriers to doing so; or with a history of serious past
attempts which are not of a chronic, impulsive, or consistent nature; or in presence of command hallucinations or
delusions which threaten to override usual impulse control.

(b) Repeated episodes of violence toward self or others, or other behaviors resulting in harm while under the influ-
ence of intoxicating substances with pattern of nearly continuous and uncontrolled use.

(¢) Extreme compromise of ability to care for oneself or to monitor adequately the environment with evidence of dete-
rioration in physical condition or injury related to these deficits.

Source: AACP 2000a.
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3. For clients with a current COD, to deter-
mine the nature of the symptoms that might
wax and wane to help the client monitor the
symptoms, especially how the symptoms
improve or worsen in response to medica-
tions, “slips” (i.e., substance use), and
treatment interventions. For example,
clients often need help seeing that the treat-
ment goal of avoiding isolation improves
their mood—that when they call their spon-
sor and go to a meeting they break the
vicious cycle of depressed mood, seclusion,
dwelling on oneself and one’s mood,
increased depression, greater isolation, and
so on.

A number of screening, assessment, and
treatment planning tools are available to
assist the substance abuse treatment team.
For assessment of specific disorders
and/or for differential diagnosis and treat-
ment planning, there are literally hun-
dreds of assessment and treatment plan-
ning tools. NIAAA operates a web-based
service that provides quick information
about alcoholism treatment assessment
instruments and immediate online access
to most of them, and the service is updat-
ed continually with new information and
assessment instruments NIDA has a publi-
cation from a decade ago (Rounsaville et
al. 1993) that provides broad background
information on assessment issues pertinent
to COD and specific information about
numerous mental health, treatment plan-
ning, and substance abuse tools. Of
course, NIDA continues to explore issues
related to screening and assessment. The
mental health field contains a vast array
of screening and assessment devices, as
well as subfields devoted primarily to the
study and development of evaluative
methods. Almost all Substance Abuse and
Mental Health Services Administration
TIPs, which are available online
(www.kap.samhsa.gov), have a section on
assessment, many have appendices with
wholly reproduced assessment tools or
information about locating such tools, and
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TIPs 31,16, 13,11, 10,9, 7, and 6 are cen-

tered specifically on assessment issues.

Advanced assessment techniques include
assessment instruments for general and spe-
cific purposes and advanced guides to differ-
ential diagnosis. Most high-power assessment
techniques center on a specific type of prob-
lem or set of symptoms, such as the BDI-II
(Beck et al. 1996), the Beck Anxiety
Inventory (BAI) (Beck et al. 1988), or the
Hamilton Anxiety Scale (Hamilton 1959) or
the Hamilton Rating Scale for Depression
(Hedlung and Vieweg 1979). There are high-
power broad assessment measures such as the
Minnesota Multiphasic Personality Inventory-
2 (MMPI-2) (Butcher et al. 2001). However,
such assessment devices typically are lengthy
(the MMPI is more than 500 items), often
require specific doctoral training to use, and
can be difficult to adapt properly for some
substance abuse treatment settings.

For both clinical and research activities,
there are a number of well-known and widely
used guides to the differential diagnostic pro-
cess in the mental health field, such as the
Structured Clinical Interview for Diagnosis
(SCID). Again, the SCIDs involve consider-
able time and training, with a separate SCID
for Axis I, Axis I, and dissociative disorders.
Other broad high-power diagnostic tools are
the Diagnostic Interview Schedule (DIS) and
the Psychiatric Research Interview for
Substance and Mental Disorders (PRISM),
but these methods can require 1 to 3 hours
and extensive training. These tools generally
provide information beyond the requirements
of most substance abuse treatment programs.

When using any of the wide array of tools
that detect symptoms of mental disorders,
counselors should bear in mind that symp-
toms of mental disorder can be mimicked by
substances. For example, hallucinogens may
produce symptoms that resemble psychosis,
and depression commonly occurs during with-
drawal from many substances. Even with
well-tested tools, it can be difficult to distin-
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guish between a mental disorder and a sub-
stance-related disorder without additional
information such as the history and chronolo-
gy of symptoms. In addition to interpreting
the results of such instruments in the broader
context of what is known about the client’s
history, counselors also are reminded that
retesting often is important, particularly to
confirm diagnostic conclusions for clients who
have used substances.

The section below briefly highlights some
available instruments available for mental
health screening.

Mental Health Screening
Form-Ili

The Mental Health Screening Form-I11
(MHSF-IIT) has only 18 simple questions and
is designed to screen for present or past
symptoms of most of the main mental disor-
ders (Carroll and McGinley 2001). It is avail-
able to the public at no charge from the
Project Return Foundation, Inc. and it is
reproduced in its entirety in appendix H,
along with instructions for its use and contact
information (a Spanish form and instructions
can be downloaded). The MHSF-III was
developed within a substance abuse treatment
setting and it has face validity—that is, if a
knowledgeable diagnostician reads each item,
it seems clear that a “yes” answer to that item
would warrant further evaluation of the client
for the mental disorder for which the item
represents typical symptomatology.

On the other hand, the MHSF-III is only a
screening device as it asks only one question
for each disorder for which it attempts to
screen. If a client answers “no” because of a
misunderstanding of the question or a
momentary lapse in memory or test-taking
attitude, the screen would produce a “false-
negative,” where the client might have the
mental disorder but the screen falsely indi-
cates that the person probably does not have
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the disorder. In a journal article the MHSF-
11 is referred to as a “rough screening
device” (Carroll and McGinley 2001, p. 35),
and the authors make suggestions about its
use, comments about its limitations, and
review favorable validity and reliability data.

Mini-International
Neuropsychiatric Interview

For a more complete screening instrument, the
Mini-International
Neuropsychiatric
Interview (M.I.N.I.)
is a simple 15- to 30-
minute device that
covers 20 mental dis-

Counselors should

bear in mind that

orders, including

substance use disor- symptoms of mental
ders. Considerable
validation research

has accumulated on

disorder can be

the M.I.N.I. mimicked by
(Sheehan et al.
1998). substances.

For each disorder

the M.I.N.I. has an

ordered series of about 6 to 12 questions, and
it has a simple and immediate scoring proce-
dure. For example, in terms of suicidality the
M.I.N.I. contains questions about whether in
the past month the client has

1. Thought about being better off dead or
wishing to be dead (1 point)

2. Wanted to harm himself/herself (2 points)

3. Thought about suicide (6 points)

4. Attempted suicide (10 points)

5. Developed a suicide plan (10 points)

M.I.N.I. contains a sixth question asking if the
client has ever attempted suicide (4 points).
Scoring rates low current suicide risk as 1 to 5
points, moderate as 6 to 9 points, and high as
10 or more points.
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The M.I.N.I. family consists of

® The M.I.N.I. (a low-power, broad screening
device to see if the client requires further
assessment)

® A two-page M.I.N.I. screen for research pur-
poses or when time is limited

® The M.I.N.I. Plus (an expanded version of
the M.I.N.I. designed specifically to deter-
mine whether symptoms were associated with
alcohol and other drug use and/or periods of
abstinence)

® The M.I.N.I. Tracking (a 17-page document
that provides symptom descriptors that can
be used to monitor a client’s progress in
treatment, monitor how a client’s symptoms
are affected by treatment interventions or
medications or other factors, and help with
documenting where, when, and why changes
occur)

Brief Symptom Inventory-18

Another proprietary instrument that can be
used to track clients from session to session or
over longer periods of time is the Brief
Symptom Inventory-18 (BSI-18). The BSI-18
questionnaire contains 18 items and asks
clients to rate each question on a five-point
scale. In addition to a Global Severity Index
score, there are separate scores for anxiety,
depression, and somatization subscales. The
BSI-18 was derived from the 53-item Brief
Symptom Inventory, which was derived from
the Symptom Checklist-90-Revised (SCL-90-R)
(Derogatis 1975), and the 15-item SDS
(McCorkle and Young 1978) also was a deriva-
tive of the BSI that has been superceded by the
relatively new BSI-18.

ASI
The ASI (McLellan et al. 1992) does not screen

for mental disorders and provides only a low-
power screen for generic mental health prob-
lems. Use of the ASI ranges widely, with some
substance abuse treatment programs using a
scaled-down approach to gather basic informa-
tion about a client’s alcohol use, drug use, legal
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status, employment, family/social, medical, and
psychiatric status, to an in-depth assessment
and treatment planning instrument to be
administered by a trained interviewer who
makes complex judgments about the client’s
presentation and ASI-taking attitudes.
Counselors can be trained to make clinical
judgments about how the client comes across,
how genuine and legitimate the client’s way of
responding seems, whether there are any safety
or self-harm concerns requiring further investi-
gation, and where the client falls on a nine-
point scale for each dimension. With about 200
items, the ASI is a low-power instrument but
with a very broad range, covering the seven
areas mentioned above and requiring about 1
hour for the interview. Development of and
research into the ASI continues, including
training programs, computerization, and criti-
cal analyses. It is a public domain document
that has been used widely for 2 decades. It is
reproduced in TTP 38 as appendix D (CSAT
2000¢, pp. 193-204), and information about
obtaining the manual for the ASI and up-to-
date information is in appendix G. Over the
past several years, NIDA’s Clinical Trials
Network (CTN) has been researching both the
use of and the training for the ASI.

Screening for past and pre-
sent substance use disorder

This section is intended primarily for coun-
selors working in mental health service settings.
It suggests ways to screen clients for substance
abuse problems.

Sereening begins with inquiry about past and
present substance use and substance-related
problems and disorders. If the client answers
yes to having problems and/or a disorder, fur-
ther assessment is warranted. It is important to
remember that if the client acknowledges a past
substance problem but states that it is now
resolved, assessment is still required. Careful
exploration of what current strategies the indi-
vidual is using to prevent relapse is warranted.
Such information can help ensure that those
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strategies continue while the individual is focus-
ing on mental health treatment.

Screening for the presence of substance abuse
symptoms and problems involves four compo-
nents:

e Substance abuse symptom checklists
e Substance abuse severity checklists

¢ Formal screening tools that work around
denial

e Screening of urine, saliva, or hair samples

Symptom checklists: These include checklists
of common categories of substances, history
of associated problems with use, and a history
of meeting criteria for substance dependence
for that substance. It is not helpful to develop
checklists that are overly detailed, because
they begin to lose value as simple screening
tools. It is helpful to remember to include
abuse of over-the-counter medication (e.g.,
cold pills), abuse of prescribed medication,
and gambling behavior in the checklist. It
also is reasonable to screen for compulsive
sexual behavior, Internet addiction, and com-
pulsive spending.

Severity checklists: 1t is useful to monitor the
severity of substance use disorder (if present)
and to determine the possible presence of
dependence. This process can begin with sim-
ple questions about past or present diagnosis
of substance dependence, and the client’s
experience of associated difficulties. Some
programs may use formal substance use dis-
order diagnostic tools; others use the AST
(McLellan et al. 1992) or similar instrument,
even in the mental health setting. The New
Hampshire Dartmouth Psychiatric Research
Center has developed clinician-rated alcohol-
and drug-use scales for monitoring substance
abuse severity in individuals with mental dis-
orders: the Alcohol Use Scale (AUS) and
Drug Use Scale (DUS) (Drake et al. 1996b)
and others.

Sereening tools: Most common substance

abuse screening tools have been used with
individuals with COD. These include the

Assessment

CAGE (Mayfield et al. 1974), the Michigan
Alcoholism Screen Test (MAST) (Selzer 1971),
the Drug Abuse Screening Test (DAST)
(Skinner 1982), and the Alcohol Use
Disorders Identification Test (AUDIT) (Babor
et al. 1992). The Dartmouth Assessment of
Lifestyle Inventory (DALI) is used routinely
as a screening tool in some research settings
working with individuals with serious mental

disorders (Rosenberg et al. 1998).

The SSI-SA was developed by the consensus
panel of TIP 11, Simple Screening
Instruments for Outreach for Alcohol and

Other Drug Abuse
and Infectious
Diseases (CSAT
1994.¢). The SSI-SA
is reproduced in its
entirety in appendix
H. Itis a 16-item
scale, although only
14 items are scored
so that scores can
range from 0 to 14.
These 14 items were
selected by the TIP
11 consensus pan-
elists from existing
alcohol and drug
abuse screening
tools. A score of 4
or greater has
become the estab-
lished cut-off point

Screening begins
with inquiry
about past and
present sub-
stance use and
substance-relat-
ed problems and

disorders.

for warranting a referral for a full assess-
ment. Since its publication in 1994 the SSI-SA
has been widely used and its reliability and

validity investigated. For example, Peters and
colleagues (2004) reported on a national sur-
vey of correctional treatment for COD.
Reviewing 20 COD treatment programs in
correctional settings from 13 States, the SSI-

SA was identified as among the most common

screening instruments used. For more infor-

mation, see appendix H.

Toxicology screening: Given the high preva-

lence of substance use disorders in patients

with mental health problems, the routine use
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of urine or other screening is indicated for all
new mental health clients. It especially is sug-
gested in settings in which the likelihood of
clients regularly presenting unreliable infor-
mation is particularly great; for example, in
adolescent and/or criminal justice settings.
Use of urine screening is highly recommended
whenever the clinical presentation does not
seem to fit the client’s story, or where there
appear to be unusual mental status symptoms
or changes not explained adequately. Saliva
testing may be less intrusive than hair or
urine testing in patients who are shy or who
are extremely paranoid.

Trauma screening

Research projects focusing on the needs of
people with COD who are victims of trauma
have led to the development of specific
screening tools to identify trauma in treat-
ment populations. To screen for posttraumat-
ic stress disorder (PTSD), assuming the client
has a trauma, the Modified PTSD Symptom
Scale: Self-Report Version would be a good
choice (this instrument can be found in TIP
36, Substance Abuse Treatment for Persons
With Child Abuse and Neglect Issues [ CSAT
2000d, p. 170]). This scale also is useful for
monitoring and tracking PTSD symptoms
over time. The PTSD Checklist (Blanchard et
al. 1996) is a validated instrument that sub-
stance abuse treatment agencies also may find
useful in trauma screening.

It is important to emphasize that in screening
for a history of trauma or in obtaining a pre-

liminary diagnosis of PTSD, it can be damag-
ing to ask the client to describe traumatic
events in detail. To screen, it is important to
limit questioning to very brief and general
questions, such as “Have you ever experi-
enced childhood physical abuse? Sexual
abuse? A serious accident? Violence or the
threat of it? Have there been experiences in
your life that were so traumatic they left you
unable to cope with day-to-day life?” See the
discussion of screening and assessment for
PTSD in appendix D for more complete infor-
mation.

Assessment Step 4: Determine
Quadrant and Locus of
Responsibility

Determination of quadrant assignment is based
on the severity of the mental and substance use
disorders (see chapter 2 for a detailed discus-
sion of the four-quadrant model). Most of the
information needed for this determination will
have been acquired during step 2, but there
are a few added nuances. Quadrant determina-
tion may be specified formally by procedures in
certain States. For example, New York has
drafted (but not yet adopted) a set of objective
criteria for determining at screening who
should be considered as belonging in quadrant
IV. Where no such formal procedures are pre-
sent, the following sequence may be useful and
is certainly within the capability of substance
abuse treatment clinicians in any setting.

The Four Quadrants

11}

¢ Less severe mental disorder/more severe substance
disorder

IV

® More severe mental disorder/more severe substance
disorder

I

e Less severe mental disorder/less severe substance
disorder

II

® More severe mental disorder/less severe substance
disorder
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Assessment Step 4—Application to Case Examples

Cases 1 and 2. Both Maria M. and George T. are examples of clients with serious addiction who also have
serious mental disorders, but do not appear to be seriously disabled. They would therefore meet criteria for
quadrant I1I and should be placed in programs for people who have less serious mental disorders and more
serious substance use disorders. Note that though the diagnosis of bipolar disorder is typically considered a
serious mental illness, the quadrant system emphasizes the acute level of disability/severity of the mental
and substance use disorders of the individual, rather than relying solely on diagnostic classification.

Case 3. Jane B., the homeless woman with paranoid schizophrenia, generally would meet criteria for seri-
ous and persistent mental illness in almost every State, based on the severity of the diagnosis and disability,
combined with the persistence of the disorder. Jane B. also has serious addiction. In the quadrant model, if
she already has been identified as a mental health priority client (e.g., has a mental health case manager),
she would be considered quadrant IV, and referral for mental health case management services would be
important.

Determination of serious
mental illness (SMI) status

Every State mental health system has devel-
oped a set of specific criteria for determining
who can be considered seriously mentally ill
(and therefore eligible to be considered a men-
tal health priority client). These criteria are
based on combinations of specific diagnoses,
severity of disability, and duration of disability
(usually 6 months to 1 year). Some require that
the condition be independent of a substance
use disorder. These criteria are different for
every State. It would be helpful for substance
abuse treatment providers to obtain copies of
the criteria for their own States, as well as
copies of the specific procedures by which eligi-
bility is established by their States’ mental
health systems. By determining that a client
might be eligible for consideration as a mental
health priority client, the substance abuse
treatment counselor can assist the client in
accessing a range of services and/or benefits
that the client may not know is open to her or
him.

Determining SMI status begins with finding out
if the client already is receiving mental health
priority services (e.g., Do you have a mental
health case manager? Are you a Department of
Mental Health client?).

e If the client already is a mental health
client, then he or she will be assigned to
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quadrant IT or I'V. Contact needs to be
made with the mental health case manager
and a means of collaboration established to
promote case management.

If the client is not already a mental health
client, but appears to be eligible and the
client and family are willing, referral for
eligibility determination should be
arranged.

Clients who present in addiction treatment
settings who look as if they might be SMI,
but have not been so determined, should be
considered to belong to quadrant IV.

For assistance in determination of the severi-
ty of symptoms and disability, the substance
abuse treatment clinician can use the
Dimension 3 (Emotional/Behavioral) sub-
scales in the ASAM PPC-2R or LOCUS, espe-
cially the levels of severity of comorbidity and
impairment/functionality.

Determination of severity of
substance use disorders

Presence of active or unstable substance
dependence or serious substance abuse (e.g.,
recurrent substance-induced psychosis without
meeting other criteria for dependence) would
identify the individual as being in quadrant 111
or IV. Less serious substance use disorder (mild
to moderate substance abuse; substance depen-
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dence in full or partial remission) identifies the
individual as being in quadrant I or II.

If the client is determined to have SMI with
serious substance use disorder, he falls in
quadrant IV; those with SMI and mild sub-
stance use disorder fall in quadrant II. A
client with serious substance use disorder who
has mental health symptoms that do not con-
stitute SMI falls into quadrant III. A client
with mild to moderate mental health symp-
toms and less serious substance use disorder
falls into quadrant I.

Clients in quadrant III who present in sub-
stance abuse treatment settings are often best
managed by receiving care in the addiction
treatment setting, with collaborative or con-
sultative support from mental health

Note, however, that this discussion of quad-
rant determination is not validated by clinical
research. It is merely a practical approach to
adapting an existing framework for clinical
use, in advance of more formal processes
being developed, tested, and disseminated.

In many systems, the process of assessment
stops largely after assessment step 4 with the
determination of placement. Some information
from subsequent steps (especially step 7) may
be included in this initial process, but usually
more in-depth or detailed consideration of
treatment needs may not occur until after
“placement” in an actual treatment setting.

Assessment Step 5: Determine
Level of Care

providers. Individuals in quadrant IV usually
require intensive intervention to stabilize and
determination of eligibility for mental health
services and appropriate locus of continuing

The use of the ASAM PPC-2R provides a
mechanism for an organized assessment of indi-
viduals presenting for substance use disorder
treatment to determine appropriate placement

care. If they do not meet criteria for SMI,

e S . .
once their more serious mental symptoms in “level of care.” This process involves consid-

have stabilized and substance use is con- eration of six dimensions of assessment:
trolled initially, they begin to look like indi-

viduals in quadrant III, and can respond to

® Dimension 1: Acute Intoxication and/or
Withdrawal Potential

similar services.

Assessment Step 5—Application to Case Examples

Case 3. The severity of Jane B.’s condition and her psychosis, homelessness, and lack of stability may lead
the clinician initially to consider psychiatric hospitalization or referral for residential substance abuse
treatment. In fact, application of assessment criteria in ASAM PPC-2R might have led easily to that conclu-
sion. In ASAM PPC-2R, more flexible matching is possible. The first consideration is whether the client
meets criteria for involuntary psychiatric commitment (usually, suicidal or homicidal impulses, or inability
to feed oneself or obtain shelter). In this instance, she is psychotic and homeless but has been able to find
food and shelter; she is unwilling to accept voluntary mental health services. Further, residential substance
abuse treatment is inappropriate, both because she is completely unmotivated to get help and because she is
likely to be too psychotic to participate in treatment effectively. ASAM PPC-2R would therefore recom-
mend Level 1.5 intensive mental disorder case management as described above.

If after extended participation in the engagement strategies described earlier, she began to take antipsy-
chotic medication, after a period of time her psychosis might clear up, and she might begin to express inter-
est in getting sober. In that case, if she had determined that she is unable to get sober on the street, residen-
tial substance abuse treatment would be indicated. Because of the longstanding severity of her mental ill-
ness, it is likely that she would continue to have some level of symptoms of her mental disorder and disabili-
ty even when medicated. In this case, Jane B. probably would require a residential program able to supply
an enhanced level of services.
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¢ Dimension 2: Biomedical Conditions and
Complications

¢ Dimension 3: Emotional, Behavioral, or
Cognitive Conditions and Complications

® Dimension 4: Readiness to Change

® Dimension 5: Relapse, Continued Use, or
Continued Problem Potential

® Dimension 6: Recovery/Living Environment

The ASAM PPC-2R (ASAM 2001) evaluates
level of care requirements for individuals with
COD. Dimension 3 encompasses “Emotional,
Behavioral or Cognitive Conditions and
Complications.” Five areas of risk must be con-
sidered related to this dimension (ASAM 2001,
pp. 283-284):

e Suicide potential and level of lethality

e Interference with addiction recovery efforts
(“The degree to which a patient is distracted
from addiction recovery efforts by emotional,
behavioral and/or cognitive problems and
conversely, the degree to which a patient is
able to focus on addiction recovery”)

e Social functioning
® Ability for self-care

® Course of illness (a prediction of the patient’s
likely response to treatment)

Consideration of these dimensions permits the
client to be placed in a particular level on a
continuum of services ranging from intensive
case management for individuals with serious
mental disorders who are not motivated to
change (Level 1.5) to psychiatric inpatient care
(Level IV). In addition, there is the capacity to
distinguish, at each level of care, individuals
with lower severity of mental symptoms or
impairments that require standard or Dual
Diagnosis Capable programming at that level of
care from individuals with moderately severe
symptoms or impairments that require Dual
Diagnosis Enhanced programming at that level
of care. (See below for assessment of the level
of impairment.) The ASAM PPC have under-

gone limited validity testing in previous ver-
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sions, are used to guide addiction treatment
matching in more than half the States, and are
influential in almost all of the rest.

Tools: The LOCI-2R (Hoffmann et al. 2001)
is a proprietary tool designed specifically to
perform a structured assessment for level of
care placement based on ASAM PPC-2R lev-
els of care (ASAM 2001). The GAIN (Dennis
1998) is another broad set of tools and train-
ing developed within an addiction setting;
however, GAIN products are also propri-
etary.

In some systems, the LOCUS Adult Version
2000 (AACP 2000a) is being introduced as a
systemwide level of care assessment instru-
ment for either mental health settings only, or
for both mental health and substance abuse
treatment settings. Like the ASAM, LOCUS
uses multiple dimensions of assessment:

¢ Risk of Harm
* Functionality

® Comorbidity (Medical, Addictive,
Psychiatric)

® Recovery Support and Stress
® Treatment Attitude and Engagement

¢ Treatment History

LOCUS is simpler to use than ASAM PPC-2R.
It has a point system for each dimension that
permits aggregate scoring to suggest level of ser-
vice intensity. LOCUS also permits level of care
assessment for individuals with mental disor-
ders or substance use disorders only, as well as
for those with COD. Some pilot studies of
LOCUS have supported its validity and relia-
bility. However, compared to ASAM PC-2R,
LOCUS is much less sensitive to the needs of
individuals with substance use disorders and
has greater difficulty distinguishing the sepa-
rate contributions of mental and substance-
related symptoms to the clinical picture.
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Assessment Step 6: Determine
Diagnosis

Determining the diagnosis can be a formidable
clinical challenge in the assessment of COD.
Clinicians in both mental health services and
substance abuse treatment settings recognize
that it can be impossible to establish a firm
diagnosis when confronted with the mixed pre-
sentation of mental symptoms and ongoing sub-
stance abuse. Of course, substance abuse con-
tributes to the emergence or severity of mental
symptoms and therefore confounds the diag-
nostic picture. Therefore, this step often
includes dealing with confusing diagnostic pre-
sentations.

Addiction counselors who want to improve
their competencies to address COD are urged
to become conversant with the basic resource
used to diagnose mental disorders, the
Diagnostic and Statistical Manual of Mental
Disorders, 4th Edition, Text Revision (DSM-
IV-TR) (American Psychiatric Association
2000).

The importance of client
history

® Principle #1: Diagnosis is established more
by history than by current symptom pre-
sentation. This applies to both mental and
substance use disorders.

The first step in determining the diagnosis is to
determine whether the client has an established
diagnosis and/or is receiving ongoing treatment
for an established disorder. This information

can be obtained by the counselor as part of the

routine intake process. If there is evidence of a
disorder but the diagnosis and/or treatment
recommendations are unclear, the counselor
immediately should begin the process of obtain-
ing this information from collaterals. If there is
a valid history of a mental disorder diagnosis at
admission to substance abuse treatment, that
diagnosis should be considered presumptively
valid for initial treatment planning, and any
existing stabilizing treatment should be main-
tained. In addition to confirming an established
diagnosis, the client’s history can provide
insight into patterns that may emerge and add
depth to knowledge of the client.

For example, if a client comes into the clini-
cian’s office under the influence of alcohol, it
is reasonable to suspect alcohol dependence,
but the only diagnosis that can be made based
on that datum is “alcohol intoxication.” It is
important to note that this warrants further
investigation; on the one hand, false positives
can occur, while on the other, detoxification
may be needed. Conversely, if a client comes
into the clinician’s office and has not had a
drink in 10 years, attends Alcoholics
Anonymous (AA) meetings three times per
week, and had four previous detoxification
admissions, the clinician can make a diagnosis
of alcohol dependence (in remission at pre-
sent). Moreover, the clinician can predict that
20 years from now that client will still have
the diagnosis of alcohol dependence since the
history of alcohol dependence and treatment
sustains a lifetime diagnosis of alcohol depen-
dence.

Similarly, if a client comes into the clinician’s
office and says she hears voices (whether or

Assessment Step 6—Application to Case Examples

Case 2. George T. has cocaine dependence and bipolar disorder stabilized with lithium. He reports that
when he uses cocaine he has mood swings, but that these go away when he stops using for a while, as long as
he takes his medication. At the initial visit, George T. states he has not used for a week and has been taking
his medication regularly. He displays no significant symptoms of mania or depression and appears reason-
ably calm. The counselor should not conclude that because George T. has no current symptoms the diagno-
sis of bipolar disorder is incorrect, or that all the mood swings are due to cocaine dependence. At initial
contact, the presumption should be that the diagnosis of bipolar disorder is accurate, and lithium needs to
be maintained.
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Assessment Step 6—Application to Case Example

Case 1. Maria M., the 38-year-old Hispanic/Latina female with cocaine and opioid dependence, initially was
receiving methadone maintenance treatment only. She also used antidepressants prescribed by her outside
primary care physician. She presented to methadone maintenance program staff with complaints of depres-
sion. Maria M. reported that since treatment with methadone (1 year) she had not used illicit opioids.
However, she stated that when she does not use cocaine, she often feels depressed “for no reason.”
Nevertheless, she has many stressors involving her children, who also have drug problems. She reports that
depression is associated with impulses to use cocaine, and consequently she has recurrent cocaine binges.
These last a few days and are followed by persistent depression.

What is the mental diagnosis? To answer this question it is important to obtain a mental disorder history
that relates mental symptoms to particular time periods and patterns of substance use and abuse.

The client’s history reveals that although she grew up with an abusive father with an alcohol problem, she
herself was not abused physically or sexually. Although hampered by poor reading ability, she stayed in
school with no substance abuse until she became pregnant at age 16 and dropped out of high school. Despite
becoming a single mother at such a young age, she worked three jobs and functioned well, while her mother
helped raise the baby. At age 23, she began a 9-year relationship with an abusive person with an alcohol and
illicit drug problem, during which time she was exposed to a period of severe trauma and abuse. She is able
to recall that during this relationship, she began to lose her self-esteem and experience persistent depression
and anxiety.

She began using cocaine at age 27, initially to relieve those symptoms. Later, she lost control and became
addicted. Four years ago, she was first diagnosed as having major depression, and was prescribed antide-
pressant medication, which she found helpful. Two years ago, she began using opioids, became addicted,
and then entered methadone treatment. She receives no specific treatment for cocaine dependence. She has
noticed that her depression persists during periods of cocaine and opioid abstinence lasting more than 30
days. On one occasion, during one of these periods, her medication ran out, and she noticed her depression
became much worse. Even at her baseline, she remains troubled by lack of self-confidence and fearfulness,
as well as depressed mood.

Her depression persists during periods of more than 30 days of abstinence and responds to some degree to
antidepressants. The fact that her depression persists even when she is abstinent and responds to antide-
pressants suggests strongly a co-occurring affective disorder. There are also indications of the persistent
effects of trauma, possibly posttraumatic stress disorder. Trauma issues have never been addressed. Her
opioid dependence has been stabilized with methadone. She has resisted recommendations to obtain more
specific treatment for cocaine dependence.

not the client is sober currently), no diagnosis
should be made on that basis alone. There
are many reasons people hear voices. They
may be related to substance-related syn-
dromes (e.g., substance-induced psychosis or
hallucinosis, which is the experience of hear-
ing voices that the client knows are not real,
and that may say things that are distressing
or attacking—particularly when there is a
trauma history—Dbut are not bizarre). With
COD, most causes will be independent of sub-
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stance use (e.g., schizophrenia, schizoaffec-
tive disorder, affective disorder with psy-
chosis or dissociative hallucinosis related to
PTSD). Psychosis usually involves loss of
ability to tell that the voices are not real, and
increased likelihood that they are bizarre in
content. Methamphetamine psychosis is par-
ticularly confounding because it can mimic
schizophrenia. Many individuals with psy-
chotic disorders will still hear voices when on
medication, but the medication makes the
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voices less bizarre and helps the client know
they are not real.

If the client states he has heard voices,
though not as much as he used to, that he has
been clean and sober for 4 years, that he
remembers to take his medication most days
though every now and then he forgets, and
that he had multiple psychiatric hospitaliza-
tions for psychosis 10 years ago but none
since, then the client clearly has a diagnosis
of psychotic illness (probably schizophrenia
or schizoaffective disorder). Given the client’s
continuing symptoms while clean and sober
and on medication, it is quite possible that
the diagnosis will persist.

Documenting prior diagnoses

® Principle #2: It is important to document
prior diagnoses and gather information
related to current diagnoses, even though
substance abuse treatment counselors may
not be licensed to make a mental disorder
diagnosis.
Diagnoses established by history should not be
changed at the point of initial assessment. If the
clinician has a suspicion that a long-established
diagnosis may be invalid, it is important that he
or she takes time to gather additional informa-
tion, consult with collaterals, get more careful
and detailed history (see below), and develop a
better relationship with the client before rec-
ommending diagnostic re-evaluation. It is
important for the counselor to raise issues
related to diagnosis with the clinical supervisor
or at a team meeting.

In many instances, of course, no well-estab-
lished mental disorder diagnosis exists, or
multiple diagnoses give a confusing picture.
Even when there is an established diagnosis,
it is helpful to gather information to confirm
that diagnosis. During the initial assessment
process, substance abuse treatment coun-
selors can gather data that can assist in the
diagnostic process, either by supporting the
findings of the existing mental health assess-
ment, or providing useful background infor-
mation in the event a new mental health
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assessment is conducted. The key to doing
this is not merely to gather lists of past and
present symptoms, but to connect those symp-
toms to key time periods in the client’s life
that are helpful in the diagnostic process—
namely, before the onset of a substance use
disorder and during periods of abstinence (or
during periods of very limited use) or those
that occur after the onset of the substance use
disorder and persist for more than 30 days.

The clinician also must seek to determine
whether mental symptoms occur only when
the client is using substances actively.
Therefore, it is important to determine the
nature and severity of the symptoms of the
mental disorder when the substance disorder
is stabilized.

Linking mental symptoms to
specific periods

® Principle #3: For diagnostic purposes, it is
almost always necessary to tie mental symp-
toms to specific periods of time in the
client’s history, in particular those times
when active substance use disorder was not
present.

Unfortunately, most substance abuse assess-
ment tools are not structured to require con-
nection of mental symptoms to such periods
of use or abstinence. For this reason, mental
disorder symptom information obtained from
such tools can be confusing and often con-
tributes to counselors feeling the whole pro-
cess is not worth the effort. In fact, it is strik-
ing that when clinicians seek information
about mental symptoms during periods of
abstinence, such information is almost never
part of traditional assessment forms. The
mental history and substance use history have
in the past been collected separately and
independently. As a result, the opportunity to
evaluate interaction, which is the most impor-
tant diagnostic information beyond the histo-
ry, has been routinely lost. Newer and more
detailed assessment tools overcome these his-
torical, unnecessary divisions.
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One instrument that may be helpful in this
regard is the M.I.N.I. Plus (described above),
which has a structure to connect any identi-
fied symptoms to periods of abstinence.
Clinicians can use this information to distin-
guish substance-induced mental disorders
from independent mental disorders. Drake
and others in their work on mental disorder
treatment teams in New Hampshire have
adapted the Timeline Follow Back Method,
developed by Sobell and Mueser

(Mueser et al. 1995b; Sobell et al. 1979), that
can be used with individuals who have serious
mental disorders and substance use disor-
ders. More detailed mental health research
diagnostic tools (e.g., the SCID) encourage a
similar process.

Consequently, the substance abuse treatment
counselor can proceed in two ways:

1. Inquire whether any mental symptoms or
treatments identified in the screening pro-
cess were present during periods of 30 days
of abstinence or longer, or were present
before onset of substance use. (“Did this
symptom or episode occur during a period
when you were clean and sober for at least
30 days?”)

2. Define with the client specific time periods
where substance use disorder was in remis-
sion, and then get detailed information
about mental symptoms, diagnoses, impair-
ments, and treatments during those periods
of time. (“Can you recall a specific period
when you were not using? Did these symp-
toms [or whatever the client has reported|

occur during that period?””) This approach
may yield more reliable information.

During this latter process, the counselor can
use one of the medium-power symptom screen-
ing tools as a guide. Alternatively, the coun-
selor can use the handy outlines of the DSM-IV
criteria for common disorders and inquire
whether those criteria symptoms were met,
whether they were diagnosed and treated, and
if so, with what methods and how successfully.
This information can suggest or support the
accuracy of diagnoses. Documentation also can
facilitate later diagnostic assessment by a men-
tal-health—trained clinician.

Assessment Step 7: Determine
Disability and Functional
Impairment

Determination of both current and baseline
functional impairment contributes to identifica-
tion of the need for case management and/or
higher levels of support. This step also relates
to the determination of level of care require-
ments. Assessment of current cognitive capaci-
ty, social skills, and other functional abilities
also is necessary to determine if there are
deficits that may require modification in the
treatment protocols of relapse prevention
efforts or recovery programs. For example, the
counselor might inquire about past participa-
tion in special education or related testing.

Assessment Step 7—Application to Case Example

Case 1. Assessment of Maria M.’s functional capacity at baseline indicated that she could read only at a
second grade level. Consequently, educational materials presented in written form needed to be presented
in alternative formats. These included audiotapes and videos to teach her about addiction, depression,
trauma, and recovery from these conditions. In addition, Maria M.’s history of trauma (previously dis-
cussed) led her to experience anxiety in large group situations, particularly where men were present. This
led her counselor to recommend attending 12-Step meetings that were smaller and/or women only. The
counselor also suggested that she attend in the company of female peers. Further, the clinician referred her
to trauma-specific counseling.
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Assessment Step 7—Application to Case Example

Case 3. Once Jane B. had begun to stabilize on medication and expressed interest in residential addiction treat-
ment, it became necessary to assess her ability to participate in standard dual diagnosis capable (DDC) treatment
versus her need for more dual diagnosis enhanced (DDE) treatment. Jane B. was still living in a shelter, but was
able to maintain her personal hygiene and dress appropriately now that she was on medication. She looked
somewhat suspicious and guarded, but could answer questions appropriately and denied having hallucinations.

To determine her ability to succeed in standard residential substance abuse treatment, her counselor asked her
to attend an AA meeting. The clinician also asked her to complete an assignment to read some substance abuse
literature and write down what she had learned. The client reported that she was nervous at the meeting but was
able to stay the whole time. She said that she related well to what one of the speakers was saying. She also com-
pleted the written assignment quite well; it turned out she was very bright and had completed 1 year of college.
Noting that she was complying with medication and her mental status was stable, the counselor felt comfortable
referring her to the DDC program.

Had this client been unable to attend AA without individual support, or if she experienced obvious difficulty
with the assignment, it would have been clearer that a program with an enhanced capacity to treat persons with
COD would be indicated. If such a program were not available, she would have needed to continue to build skills
slowly to address her substance use with the assistance of her outpatient case management program.

that impede learning? Is the client limited in
ability to read, write, or understand? Are
there difficulties with focusing, concentrat-

Assessing functional
capability

Current level of impairment is determined by
assessing functional capabilities and deficits in

ing, and completing tasks?

each of the areas listed below. Similarly, base-
line level of impairment is determined by iden-
tifying periods of extended abstinence and
mental health stability (greater than 30 days)
according to the methods described in the pre-
vious assessment step. The clinician deter-
mines:

e Is the client capable of living independently
(in terms of independent living skills, not in
terms of maintaining abstinence)? If not,
what types of support are needed?

e [s the client capable of supporting himself
financially? If so, through what means? If
not, is the client disabled, or dependent on
others for financial support?

e Can the client engage in reasonable social
relationships? Are there good social sup-
ports? If not, what interferes with this ability,
and what supports would the client need?

® What is the client’s level of intelligence? Is
there a developmental or learning disability?
Are there cognitive or memory impairments

20

The ASI (McLellan et al. 1992) and the GAIN
(Dennis 1998) provide some information
about level of functioning for individuals with
substance use disorders. They are valuable
when supplemented by interview information
in the above areas. (Note that the ASI also
exists in an expanded version specifically for
women [ASI-F, CSAT 1997¢].) The counselor
also should inquire about any current or past
difficulties the client has had in learning or
using relapse prevention skills, participating
in self-help recovery programs, or obtaining
medication or following medication regimens.
In the same vein, the clinician may inquire
about use of transportation, budgeting, self-
care, and other related skills, and their
effect on life functioning and treatment
participation.

For individuals with COD, the impairment
may be related to intellectual/cognitive ability
or the mental disability. These disorders may
exist in addition to the substance use disor-
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der. The clinician should try to establish both
level of intellectual/cognitive functioning in
childhood and whether any impairment per-
sists, and if so, at what level, during the peri-
ods when substance use is in full or partial
remission, just as in the above discussion of
diagnosis.

Determining the need for
“Capable” or “Enhanced”
level services

A specific tool to assess the need for
“Capable” or “Enhanced” level services for
persons with COD currently is not available.
The consensus panel recommends a process of
“practical assessment” that seeks to match
the client’s assessment (mental health, sub-
stance abuse, level of impairment) to the type
of services needed. The individual may even
be given trial tasks or assignments to deter-
mine in concert with the counselor if her per-
formance meets the requirements of the pro-
gram being considered.

Assessment Step 8: Identify
Strengths and Supports

All assessment must include some specific
attention to the individual’s current strengths,
skills, and supports, both in relation to general

life functioning, and in relation to his or her
ability to manage either mental or substance
use disorders. This often provides a more posi-
tive approach to treatment engagement than
does focusing exclusively on deficits that need
to be corrected. This is no less true for individ-
uals with serious mental disorders than it is for
people with substance use disorders only.

Questions might focus on
e Talents and interests

e Areas of educational interest and literacy;
vocational skill, interest, and ability, such as
vocational skills, social skills, or capacity for
creative self-expression

® Areas connected with high levels of motiva-
tion to change, for either disorder or both

e Existing supportive relationships, treatment,
peer, or family, particularly ongoing mental
disorder treatment relationships

e Previous mental health services and addic-
tion treatment successes, and exploration of
what worked

e [dentification of current successes: What has
the client done right recently, for either dis-
order?

® Building treatment plans and interventions
based on utilizing and reinforcing strengths,
and extending or supporting what has
worked previously

Assessment Step 8—Application to Case Examples

Case 2. George T. had significant strengths in three areas: He had a strong desire to maintain his family,
significant pride in his job, and attachment to a mutual self-help group for individuals with bipolar disor-
der—Manic-Depressive and Depressive Association (MDDA). Therefore his treatment plan involved attend-
ing a recovery group managed by the Employee Assistance Program (EAP) at his company (which included
regularly monitored urine screens), family counseling sessions, and utilization of his weekly MDDA group
for peer support. Despite not feeling engaged fully, George T. continued to attend 12-Step meetings two
times per week, as there was no Dual Recovery Anonymous or Double Trouble meeting available in his area.

Case 3. Jane B. expressed significant interest in work, once her paranoia subsided. She was attempting to
address her substance use on an outpatient basis, as an appropriate residential treatment program was not
available. Her case management team found that she had some interest and experience in caring for ani-
mals, and, using individualized placement and support, helped her obtain a part-time job at a local pet shop
two afternoons per week. She felt very proud of being able to do this, and reported that this helped her to
maintain her motivation to stay away from substances and to keep taking medication.
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For individuals with mental disabilities and
COD, the Individualized Placement and
Support model of psychiatric rehabilitation has
been demonstrated to promote better vocation-
al outcomes and (consequently) better sub-
stance abuse outcomes compared both to other
models of vocational rehabilitation for this pop-
ulation and to outcomes when rehabilitative
interventions are not offered (Becker et al.
2001). In this model, clients with disabilities
who want to work may be placed in sheltered
work activities based on strengths and prefer-
ences, even when actively using substances and
inconsistently complying with medication regi-
mens. In nonsheltered work activities, it is crit-
ical to remember that many employers have
alcohol- and drug-free workplace policies.
Participating in ongoing jobs is valuable to self-
esteem in itself and can generate the motivation
to address mental disorders and substance
issues as they appear to interfere specifically
with work success. Taking advantage of educa-
tional and volunteer opportunities also may
enhance self-esteem and are often first steps in
securing employment.

Social Security Disability secondary to a men-
tal disorder, such as schizophrenia, usually is
referred to as Supplemental Security Income
(if the person never worked regularly), or
Social Security Disability Insurance (if the
person worked regularly and contributed
social security payments while working). To
qualify as having a mental disability, a person
must have not only a confirmed major mental
disorder diagnosis, but also a pattern related
to the impact of that mental disorder diagno-
sis on his social and functional behavior that
prevents employment. Social security disabili-
ty benefits for an addiction disorder alone

were abandoned by the Federal government
in 1997. For persons with COD, disability
must be caused by the mental disorder alone
and not the combination of both mental and
addiction disorders. Social security disability
evaluation forms ask carefully about these
issues and also ask whether the person is
actively participating in treatments for their
COD and substance abuse problems.

Assessment Step 9: Identify
Cultural and Linguistic Needs
and Supports

As noted above, detailed cultural assessment of
individuals with substance use disorders is
beyond the scope of this chapter. Cultural
assessment of individuals with COD is not sub-
stantially different from cultural assessment for
individuals with substance abuse or mental dis-
orders only, but there are some specific issues
that are worth addressing. These include

* Not fitting into the treatment culture (do not
fit into either substance abuse or mental
health treatment culture) and conflict in
treatment

e Cultural and linguistic service barriers

® Problems with literacy

Not fitting into the
treatment culture

To a certain degree, individuals with COD and
SMI tend not to fit into existing treatment cul-
tures. Most of these clients are aware of a vari-
ety of different attitudes and suggestions
toward their disorders that can affect relation-
ships with others. Traditional culture carriers
(parents, grandparents) may have different

Assessment Step 9—Application to Case Example

Case 1. Maria M. initially had difficulty identifying herself as being a victim of trauma both because she
had normalized her perception of her early family experience with her abusive father and because she had
received cultural reinforcement in the past that condoned the behavior of her abusive boyfriend as “nor-
mal machismo.” Referral to a group that included other Hispanic women who also had suffered abuse was
very helpful to her. With the help of the group, she began to recognize the reality of the impact that trauma
had had in her life.
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Assessment Step 9—Application to Case Example

Case 2. George T. originally was referred to Cocaine Anonymous (CA) by his counselor because the coun-
selor knew of several local meetings with a large membership of African-American men. When George T.
went, however, he reported back to the counselor that he did not feel comfortable there. First, he felt that
as a family man with a responsible job he had pulled himself out of the “street culture” that was prevalent
at the meeting. Second, unlike many people with COD who feel more ashamed of mental disorders than
addiction, he felt more ashamed at the CA meeting than at his support group for persons with mental disor-
ders. Therefore, for George, it was more “culturally appropriate” to refer him to 12-Step meetings attended
by other middle class individuals (regardless of race) and to continue to encourage him to attend his MDDA
support group for his mental disorder.

views of their problems and the most appropri-
ate treatment compared to peers. Individual

Cultural and linguistic
service barriers

Access to COD treatment is compounded by

clients may have positive or negative allegiance
to a variety of peer or treatment cultures (e.g.,

mental health consumer movement, having
mild or moderate severity mental disorders
versus severe and persistent mental illness
[SPMI], 12-Step or dual recovery self-help,
etc.) based on past experience or on fears and
concerns related to the mental disorder.
Specific considerations to explore with the
client include

® How are your substance abuse and mental
health problems defined by your parents?
Peers? Other clients?

® What do they think you should be doing to
remedy these problems?

® How do you decide which suggestions to
follow?

¢ In what kinds of treatment settings do you
feel most comfortable?

® What do you think I (the counselor) should
be doing to help you improve your situation?

cultural or linguistic barriers. The assessment
process must address specifically whether these
barriers prevent access to care (e.g., the client
reads or speaks only Spanish, or does not read
any language) and if so, determine some possi-
bilities for providing more individualized inter-
vention or for integrating intervention into nat-
uralistic culturally and linguistically appropri-
ate human service settings.

Assessment Step 10: Identify
Problem Domains

Individuals with COD may have difficulties in
multiple life domains (e.g., medical, legal,
vocational, family, social). As noted earlier,
research by McLellan and others has deter-
mined the value of providing assistance in
each problem area in promoting better out-
comes (McLellan et al. 1997). The ASI is a
tool that is used widely to identify and quanti-
fy addiction-related problems in multiple

Assessment Step 10—Application to Case Example

Case 2. Evaluation of George T. revealed several interrelated problem domains. First, it was established
that work represented a major problem area, and that he risked losing his job if he did not comply with
treatment. Further inquiry into the details of this expectation led the counselor to discover that the client
had been evaluated by the EAP and had a very specific requirement to maintain cocaine abstinence with
mandatory urine screens, meet treatment program attendance requirements, and adhere to a lithium treat-
ment regimen, with mandatory reports of lithium levels.
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domains, thereby determining which domains
require specific attention. The value of the
ASl is that it permits identification of prob-
lem domains. It is used most effectively as a
component of a comprehensive assessment.

A comprehensive evaluation for individuals
with COD requires clarifying how each disor-
der interacts with the problems in each
domain, as well as identifying contingencies
that might promote treatment adherence for
mental health and/or substance abuse treat-
ment. Information about others who might
assist in the implementation of such contin-
gencies (e.g., probation officers, family,
friends) needs to be gathered, including
appropriate releases of information.

Assessment Step 11:
Determine Stage of Change

A key evidence-based best practice for treat-
ment matching of individuals with COD in both
substance abuse treatment and mental health
services settings is the following:

® For each disorder or problem, interventions
have to be matched not only to specific diag-
nosis, but also to stage of change; the inter-
ventions also should be consistent with the
stage of treatment for each disorder.

In substance abuse treatment settings, stage of
change assessment usually involves determina-
tion of Prochaska and DiClemente Stages of
Change: precontemplation, contemplation,

nance, and relapse (Prochaska and DiClemente
1992). This can involve using questionnaires
such as the URICA (McConnaughy et al. 1983)
or the Stages of Change Readiness and
Treatment Eagerness Scale (SOCRATES)
(Miller and Tonigan 1996). It also can be deter-
mined clinically by interviewing the client and
evaluating the client’s responses in terms of
stages of change. For example, a simple
approach to identification of stage of change
can be the following.

For each problem, select the statement that
most closely fits the client’s view of that
problem:

® No problem and/or no interest in change
(Precontemplation)

® Might be a problem; might consider change
(Contemplation)

® Definitely a problem; getting ready to change
(Preparation)

e Actively working on changing, even if slowly

(Action)
® [as achieved stability, and is trying to main-
tain (Maintenance)
Stage of change assessment ideally will be
applied separately to each mental disorder and
to each substance use disorder. For example, a
client may be willing to take medication for a
depressive disorder, but unwilling to discuss
trauma issues (as in case 1, Maria M.); or moti-
vated to stop cocaine, but unwilling to consider
alcohol as a problem (as in case 2, George T.).

preparation (or determination), action, mainte-

Assessment Step 11—Application to Case Example

A 50-year-old Liberian woman with a diagnosis of paranoid schizophrenia, Lila B. illustrates the existence of
differential stages of change for mental and substance abuse problems. The client permitted the case manag-
er nurse to come to her home to give her intramuscular antipsychotic injections for her “nerves,” but would
not agree to engage in any other treatment activity or acknowledge having a serious mental disorder. She
also had significant alcohol dependence, with an alcohol level of 0.25 to 0.3 most of the time, with high toler-
ance. She denied adamantly that she had used alcohol in the last 18 months, stating that her liver was
impaired and therefore unable to get rid of the alcohol. She was able to agree that she had a “mysterious
alcohol level problem” that might warrant medical hospitalization for testing and perhaps treatment, as well
as evaluation of her recent onset rectal bleeding.
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Although literature supporting the importance
of stage-specific treatment has been available in
both mental health and addiction literature for
over a decade, very few programs routinely
evaluate stage of change for the purpose of
treatment matching.

In mental health settings working with individ-
uals with SMI, the Substance Abuse Treatment
Scale (SATS) (McHugo et al. 1995) is recom-
mended strongly. This is a case-manager

rated scale with eight items identified by the
degree of the client’s engagement in treatment.

The stages are:

¢ Pre-Engagement

* Engagement

¢ Early Persuasion

e Late Persuasion

¢ Early Active Treatment
e Late Active Treatment
® Relapse Prevention

* Remission

For more in-depth discussion of the stages of
change and motivational enhancement, the
reader is referred to TIP 35, Enhancing
Motivation for Change in Substance Abuse
Treatment (CSAT 1999b).

Assessment Step 12:
Plan Treatment

A major goal of the screening and assessment
process is to ensure the client is matched with
appropriate treatment. Acknowledging the
overriding importance of this goal, this discus-
sion of the process of clinical assessment for
individuals with COD begins with a fundamen-
tal statement of principle:

¢ Since clients with COD are not all the same,
program placements and treatment interven-
tions should be matched individually to the
needs of each client.

The ultimate purpose of the assessment process
is to develop an appropriately individualized
integrated treatment plan. In this model, fol-
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lowing the work of McLellan on comprehensive
services for populations with substance use dis-
orders, Minkoff on COD, and others, the con-
sensus panel recommends the following
approach:

® Treatment planning for individuals with COD
and associated problems should be designed
according to the principle of mental disorder
dual (or multiple) primary treatment, where
each disorder or problem has a specific inter-
vention that is matched to problem or diag-
nosis, as well as to stage of change and exter-
nal contingencies. Figure 4-2 (p. 96) shows a
sample treatment plan consisting of the prob-
lem, intervention, and goal.

® Integrated treatment planning involves help-
ing the client to make the best possible treat-
ment choices for each disorder and adhere to
that treatment consistently. At the same time,
the counselor needs to help the client adjust
the recommended treatment strategies for
each disorder as needed in order to take into
account issues related to the other disorder.

These principles are best illustrated by using a
case example to develop a sample treatment
plan. For this purpose, case 2 (George T.) is
used and incorporates the data gathered during
the assessment process discussion above (see
Figure 4-1). Note that the problem description
presents a variety of information bearing on
the problem, including stage of change and
client strengths. Also note that no specific per-
son is recommended to carry out the interven-
tion proposed in the second column, since a
range of professionals might carry out each
intervention appropriately.

Considerations in Treatment
Matching

Previous chapters introduced a variety of con-
cepts for categorizing individuals with COD
and the clinicians, programs, and systems
responsible for serving those individuals. The
consensus panel has identified critical factors
that have been determined, either by research
evidence or by consensus clinical practice, to
be relevant to the process of matching individu-
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Figure 4-2

Sample Treatment Plan for George T. (Case 2)

PROBLEM

INTERVENTION

GOAL

1. Cocaine Dependence

® Work problem primary rea-
son for referral

¢ Family and work support
® Resists 12-Step
® Mental symptoms trigger use

e Action phase

Outpatient treatment
® EAP monitoring

® Family meetings

e Work support group

® Teach skills to manage symptoms
without using

® 12-Step meetings

Abstinence
e Clean urines

® Daily recovery plans

2. Rule Out Alcohol Abuse
® No clear problem
® May trigger cocaine use

® Precontemplation

® Qutpatient motivational
enhancement; thorough evalua-
tion of role of alcohol in patient’s
life, including family education

® Move into contemplation phase
of readiness to change

e Willing to consider the risk of
use and/or possible abuse

3. Bipolar Disorder
® Long history

On lithium
* Some mood symptoms

® Maintenance phase

® Medication management

e Help to take medication while in
recovery programs

e MDDA meetings

* Advocate/collaborate with pre-
scribing health professional

¢ [dentify mood symptoms that are
trigeers

e Maintain stable mood

e Able to manage fluctuating mood
symptoms that do occur without
using cocaine or other substances
to regulate his bipolar disorder

al clients to available treatment. These consid-
erations are shown in Figure 4-3.

Assessment Process Summary

tem. Many public sector substance abuse treat-

ment systems already define assessment proce-

dures that require use of a level of care assess-

ment tool (often the ASAM, but sometimes a

The assessment process described above is a
systematic approach for substance abuse treat-
ment clinicians (and mental health clinicians) to
gather the information needed to develop
appropriately matched treatment plans for
individuals with COD. The most important
question about this process, from the clinician’s
standpoint, is the following:

But—can this really be done?

To answer the question, this process is
approached from the perspective of a real sys-
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State-derived version of the ASAM) and a com-
prehensive addiction severity and outcome
measure (such as the ASI [McLellan et al.
1992]). How can the assessment process
described here be built on these existing assess-
ment procedures in a reasonably efficient
manner?

The first steps involve engaging the client,
gathering information from family and other
providers, and beginning to sereen for the
presence of mental symptoms and disorders.

The ASAM PPC-2R (and other level of care
tools, such as LOCUS) will provide a reason-

Assessment



Figure 4-3
Considerations in Treatment Matching

Variable

Key Data

Acute Safety Needs

Determines need for immediate acute stabilization to
establish safety prior to routine assessment

¢ Immediate risk of harm to self or others

® Immediate risk of physical harm or abuse from oth-

ers (ASAM 2001)
e Inability to provide for basic self-care
® Medically dangerous intoxication or withdrawal
¢ Potentially lethal medical condition

¢ Acute severe mental symptoms (e.g., mania, psy-
chosis) leading to inability to function or communi-
cate
effectively

Quadrant Assignment

Guides the choice of the most appropriate setting for
treatment

e SPMI versus non-SPMI

® Severely acute and/or disabling mental symptoms
versus mild to moderate severity symptoms

¢ High severity substance use disorder (e.g., active
substance dependence) versus lower severity sub-
stance use disorder (e.g., substance abuse)

¢ Substance dependence in full versus partial remis-
sion (ASAM 2001; National Association of State
Mental Health Program Directors/National
Association of State Alcohol and Drug Abuse
Directors 1999)

Level of Care

Determines the client’s program assignment

® Dimensions of assessment for each disorder using
criteria from ASAM PPC-2R and/or the LOCUS
(see chapter 2)

Diagnosis

Determines the recommended treatment intervention

e Specific diagnosis of each mental and substance use
disorder, including distinction between substance
abuse and substance dependence and substance-
induced symptoms

¢ Information about past and present successful and
unsuccessful treatment efforts for each diagnosis

® Identification of trauma-related disorders and cul-
ture-bound syndromes, in addition to other mental
disorders and substance-related problems

Assessment
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Figure 4-3 (continued)
Considerations in Treatment Matching

Disability

Determines case management needs and whether a
standard intervention is sufficient—one that is at the
“capable” or intermediate level—or whether a more
advanced “enhanced” level intervention is essential

® Cognitive deficits, functional deficits, and skill
deficits that interfere with ability to function inde-
pendently and/or follow treatment recommenda-
tions and which may require varying types and
amounts of case management and/or support

® Specific functional deficits that may interfere with
ability to participate in substance abuse treatment
in a particular program setting and may therefore
require a DDE setting rather than DDC

e Specific deficits in learning or using basic recovery
skills that require modified or simplified learning
strategies

Strengths and Skills

Determines areas of prior success around which to
organize future treatment interventions

Determines areas of skills building needed for disease
management of either disorder

® Areas of particular capacity or motivation in rela-
tion to general life functioning (e.g., capacity to
socialize, work, or obtain housing)

e Ability to manage treatment participation for any
disorder (e.g., familiarity and comfort with 12-Step
programs, commitment to medication adherence)

Availability and Continuity of Recovery Support

Determines whether continuing relationships need to
be established and availability of existing relation-
ships to provide contingencies to promote learning

® Presence or absence of continuing treatment rela-
tionships, particularly mental disorder treatment
relationships, beyond the single episode of care

® Presence or absence of an existing and ongoing sup-
portive family, peer support, or therapeutic com-
munity; quality and safety of recovery environment

(ASAM 2001)

Cultural Context

Determines most culturally appropriate treatment
interventions and settings

® Areas of cultural identification and support in rela-
tion to each of the following

¢ Ethnic or linguistic culture identification (e.g.,
attachment to traditional American-Indian cultural
healing practices)

® Cultures that have evolved around treatment of
mental and/or substance use disorders (e.g., identi-
fication with 12-Step recovery culture; commitment
to mental health empowerment movement)

® Gender
e Sexual orientation

® Rural versus urban
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Figure 4-3 (continued)

Considerations in Treatment Matching

Problem Domains

Determines problems to be solved specifically, and
opportities for contingencies to promote treatment
participation

Is there impairment, need, or (conversely) strength in
any of the following areas

¢ Financial

® [egal

® Employment

® Housing

® Social/family

e Medical, parenting/child protective, abuse/victimiza-

tion/victimizer

Note: Each area of need may be associated with the
presence of contingencies and/or supports that may
affect treatment motivation and participation
(McLellan et al. 1993, 1997)

Phase of Recovery/Stage of Change (for each prob-
lem)

Determines appropriate phase-specific or stage-specif-
ic treatment intervention and outcomes

® Requirement for acute stabilization of symptoms,
engagement, and/or motivational enhancement

e Active treatment to achieve prolonged stabilization
* Relapse prevention/maintenance
® Rehabilitation, recovery, and growth

e Within the motivational enhancement sequence,
precontemplation, contemplation, preparation,
action, maintenance, or relapse (Prochaska and
DiClemente 1992)

* Engagement, persuasion, active treatment, or
relapse prevention (McHugo et al. 1995; Osher and
Kofoed 1989)

able way of screening for acute safety issues
and presence of persistent mental disorders
and disability. The ASI also provides a low-
power screen for mental health difficulties
(McLellan et al. 1992). These tools alone can
provide a beginning picture of whether there
is a need for acute mental health services
intervention, ongoing case management,
and/or in-depth mental assessment. The con-
sensus panel recommends use of a low- or
medium-power symptom screening tools in
addition to low-power tools (e.g., M.I.N.I. or
Mental Health Sereening Form [Carroll and

Assessment

McGinley 2001]), but in many settings, ASAM
plus ASI will suffice.

Next, the information gathered from ASAM
and ASI can give a sufficient picture of men-
tal impairment and substance use disorder
severity to promote quadrant identification,
and the ASAM itself clearly is used to identify
level of care. The ASI further screens for
problem domains, including a beginning pic-
ture of mental health disability.

Finally, ASAM PPC-2R includes attention to
stage of change for both mental health and
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substance-related issues in dimension 4.
Other level of care tools cover similar ground.

Through the assessment process, the coun-
selor seeks to accomplish the following aims:

® To obtain a more detailed chronological histo-
ry of past mental symptoms, diagnosis, treat-
ment, and impairment, particularly before
the onset of substance abuse, and during
periods of extended abstinence.

® To obtain a more detailed description of
current strengths, supports, limitations,
skill deficits, and cultural barriers related
to following the recommended treatment
regime for any disorder or problem.
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® To determine the stage of change for each
problem, and identify external contingen-
cies that might help to promote treatment
adherence.

Most of these activities are already a natural
component of substance abuse-only assessment;
the key addition is to attend to treatment
requirements and stage of change for mental
disorders, and the possible interference of
mental health symptoms and disabilities
(including personality disorder symptoms) in
addiction treatment participation.

Assessment



5 Strategies for Working
With Clients With Co-
Occurring Disorders

In This ]
Chapter... Overview

Maintaining a therapeutic alliance with clients who have co-occurring

Guidelines for a disorders (COD) is important—and difficult. The first section of this
Successful chapter reviews guidelines for addressing these challenges. It stresses the
Therapeutic importance of the counselor’s ability to manage feelings and biases that
Relationship With could arise when working with clients with COD (sometimes called coun-
a Client Who Has tertransference). Together, clinicians and clients should monitor the
COD client’s disorders by examining the status of each disorder and alerting

each other to signs of relapse. The consensus panel recommends that
counselors use primarily a supportive, empathic, and culturally appro-
priate approach when working with clients with COD. With some clients
who have COD, it is important to distinguish behaviors and beliefs that
are cultural in origin from those indicative of a mental disorder. Finally,

Techniques for
Working With
Clients With COD

counselors should increase structure and support to help their clients
with COD make steady progress throughout recovery.

The second part of this chapter describes techniques effective in counsel-
ing clients with COD. One is the use of motivational enhancement consis-
tent with the client’s specific stage of recovery. This strategy is helpful
even for clients whose mental disorder is severe. Other strategies include
contingency management, relapse prevention, and cognitive—behavioral
techniques. For clients with functional deficits in areas such as under-
standing instructions, repetition and skill-building strategies can aid
progress. Finally, 12-Step and other dual recovery mutual self-help
groups have value as a means of supporting individuals with COD in the
abstinent life. Clinicians often play an important role in facilitating the
participation of these clients in such groups. This chapter will provide a
basic overview of how counselors can apply each of these strategies to
their clients who have COD. The material in this chapter is consistent
with national or State consensus practice guidelines for COD treatment,
and consonant with many of their recommendations.
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The purpose of this chapter is to describe for
the addiction counselor and other practitioners
how these guidelines and techniques, many of
which are useful in the treatment of substance
abuse or as general treatment principles, can
be modified specifically and applied to people
with COD. These guidelines and techniques are
particularly relevant in working with clients in
quadrants II and III. Additionally, this chapter
contains Advice to the Counselor boxes to high-
light the most immediate practical guidance
(for a full listing of these boxes see the table of
contents).

Guidelines for a
Successful Therapeutic
Relationship With a
Client Who Has COD

The following section reviews seven guidelines
that have been found to be particularly help-
ful in forming a therapeutic relationship with
clients who have COD (see text box below).

Develop and Use a
Therapeutic Alliance To
Engage the Client in
Treatment

General. Research suggests that a therapeutic
alliance is “one of the most robust predictors

of treatment outcome” in psychotherapy
(Najavits et al. 2000, p. 2172). Some studies
in the substance abuse treatment field also
have found associations between the strength
of the therapeutic alliance and counseling
effectiveness. One research team found that
both clinician and client ratings of the
alliance were strong predictors of alcoholic
outpatients’ treatment participation in treat-
ment, drinking behavior during treatment,
and drinking behavior at a 12-month follow-
up, even after controlling for a variety of
other sources of variance (Connors et al.
1997). Similarly, Luborsky and colleagues
(1985) found that the development of a “help-
ing alliance” was correlated with positive out-
comes.

A number of researchers have verified that
clients are more responsive when the thera-
pist acts consistently as a nurturing and non-
judgmental ally (Frank and Gunderson 1990;
Luborsky et al. 1997; Siris and Docherty
1990; Ziedonis and D’Avanzo 1998). For
example, in a study of clients with opioid
dependence and psychopathology, Petry and
Bickel (1999) found that among clients with
moderate to severe psychiatric problems,
fewer than 25 percent of those with weak
therapeutic alliances completed treatment,
while more than 75 percent of those with
strong therapeutic alliances completed treat-
ment. In this study, they did not find the
strength of the therapeutic alliance to be

Guidelines for Developing Successful Therapeutic
Relationships With Clients With COD

O A

Develop and use a therapeutic alliance to engage the client in treatment

Maintain a recovery perspective
Manage countertransference

Monitor psychiatric symptoms

Use supportive and empathic counseling
Employ culturally appropriate methods

Increase structure and support
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related to treatment completion
among clients with few psychi-
atric symptoms.

Advice to the Counselor:

Forming a Therapeutic Alliance

The consensus panel recommends the following

Challenges for the
clinician

General. The clinician’s ease in
working toward a therapeutic

alliance also is affected by his or
her comfort level in working with

client.

the client. Substance abuse coun-
selors may find some clients with
significant mental illnesses or
severe substance use disorders to
be threatening or unsettling. It is
therefore important to recognize
certain patterns that invite these
feelings and not to let them inter-
fere with the client’s treatment.
This discomfort may be due to a
lack of experience, training, or mentoring.
Likewise, some mental health clinicians may
feel uncomfortable or intimidated by clients
with substance use disorders. Clinicians who
experience difficulty forming a therapeutic
alliance with clients with COD are advised to
consider whether this is related to the client’s
difficulties; to a limitation in the clinician’s
own experience and skills; to demographic
differences between the clinician and the
client in areas such as age, gender, education,
race, or ethnicity; or to issues involving coun-
tertransference (see the discussion of counter-
transference below). A consultation with a
supervisor or peer to discuss this issue is
important. Often these reactions can be over-
come with further experience, training,
supervision, and mentoring.

Individuals with COD often experience
demoralization and despair because of the
complexity of having two problems and the
difficulty of achieving treatment success.
Inspiring hope often is a necessary precursor
for the client to give up short-term relief in

approaches for forming a therapeutic alliance with
clients with COD:

e Demonstrate an understanding and acceptance of the

e Help the client clarify the nature of his difficulty.

¢ Indicate that you and the client will be working
together.

e Communicate to the client that you will be helping her
to help herself.

e Express empathy and a willingness to listen to the client’s
formulation of the problem.

e Assist the client to solve some external problems directly
and immediately.

exchange for long-term work with some
uncertainty as to timeframe and benefit.

Challenges in working with clients with seri-
ous mental and substance use disorders.
Achieving a therapeutic alliance with clients
with serious mental illness and substance use
disorders can be challenging. According to
Ziedonis and D’Avanzo (1998), many people
who abuse substances also may have some
antisocial traits. Such individuals are “less
amenable to psychological and pharmacologi-
cal interventions and avoid contact with the
mental health treatment staff.” Therefore, it
is reasonable to conclude that “the dually
diagnosed are less likely to develop a positive
therapeutic alliance than non—substance-
abusing patients with schizophrenia...” (p.

443).

Individuals with both schizophrenia and a
substance use disorder may be particularly
challenging to treat. These individuals “pre-
sent and maintain a less involved and more
distant stance in relation to the therapist than
do non—substance-abusing individuals with
schizophrenia” (Ziedonis and D’Avanzo 1998,
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p- 443). The presence or level of these deficits
may vary widely for people living with
schizophrenia, and also may vary significant-
ly for that individual within the course of his
illness and the course of his lifetime. While
“this configuration of interpersonal style sug-
gests that developing a therapeutic alliance
can be difficult,” Ziedonis and D’Avanzo
insist, “working with the dually diagnosed
requires a primary focus on the therapeutic
alliance” (Ziedonis and D’Avanzo 1998, p.
444).

For all clients with co-occurring disorders, the
therapeutic relationship must build on the
capacity that does exist. These clients often
need the therapeutic alliance to foster not only
their engagement in treatment but as the cor-
nerstone of the entire recovery process. Once
established, the therapeutic alliance is reward-
ing for both client and clinician and facilitates
their participation in a full range of therapeutic
activities; documentation of these types of
interactions provides an advantage in risk
management.

Maintain a Recovery
Perspective

Varied meanings of
“recovery”

The word “recovery” has different meanings in
different contexts. Substance abuse treatment
clinicians may think of a person who has
changed his or her substance abuse behavior as
being “in recovery” for the rest of his or her
life (although not necessarily in formal treat-
ment forever). Mental health clinicians, on the
other hand, may think of recovery as a process
in which the client moves toward specific
behavioral goals through a series of stages.
Recovery is assessed by whether or not these
goals are achieved. For persons involved with
12-Step programs, recovery implies not only
abstinence from drugs or alcohol but also a
commitment to “work the steps,” which
includes changing the way they interact with
others and taking responsibility for their

actions. Consumers with mental disorders may
see recovery as the process of reclaiming a
meaningful life beyond mental disorder, with
symptom control and positive life activity.

While “recovery” has many meanings, general-
ly, it is recognized that recovery does not refer
solely to a change in substance use, but also to
a change in an unhealthy way of living.
Markers such as improved health, better abili-
ty to care for oneself and others, a higher
degree of independence, and enhanced self-
worth are all indicators of progress in the
recovery process.

Implications of the recovery
perspective

The recovery perspective as developed in the
substance abuse field has two main features:
(1) It acknowledges that recovery is a long-term
process of internal change, and (2) it recognizes
that these internal changes proceed through
various stages (see De Leon 1996 and
Prochaska et al. 1992 for a detailed descrip-
tion).

The recovery perspective generates at least two
main principles for practice:

* Develop a treatment plan that provides
for continuity of care over time. In
preparing this plan, the clinician should
recognize that treatment may occur in dif-
ferent settings over time (e.g., residential,
outpatient) and that much of the recovery
process is client-driven and occurs typically
outside of or following professional treat-
ment (e.g., through participation in mutual
self-help groups) and the counselor should
reinforce long-term participation in these
constantly available settings.

* Devise treatment interventions that are
specific to the tasks and challenges
faced at each stage of the COD recov-
ery process. The use of treatment inter-
ventions that are specific to the tasks and
challenges faced at each stage of the COD
recovery process enables the clinician
(whether within the substance abuse or
mental health treatment system) to use sen-
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treatment for general substance

Advice to the Counselor:
Maintaining a Recovery Perspective
The consensus panel recommends the following ap-

proaches for maintaining a recovery perspective with
clients who have COD:

abuse treatment populations and
programs (De Leon 1996). It is
important that the expectation for
the client’s progress through treat-
ment stages (e.g., outreach, stabi-

lization, early-middle-late primary
e Assess the client’s stage of change (see section on

treatment, continuing care, and
Motivational Enhancement below).

long-term care/cycles into and out
of treatment) be consistent with
the client’s stage of change.

e Ensure that the treatment stage (or treatment expecta-
tions) is (are) consistent with the client’s stage of change.

e Use client empowerment as part of the motivation for
change.

Client empowerment
and responsibility

The recovery perspective also
emphasizes the empowerment and
responsibility of the client and the
client’s network of family and sig-
nificant others. As observed by the
American Association of
Community Psychiatrists (AACP), the strong

client empowerment movement within the men-

e Foster continuous support.
* Provide continuity of treatment.

® Recognize that recovery is a long-term process and that
even small gains by the client should be supported and
applauded.

sible stepwise approaches in developing and
using treatment protocols. In addition,
markers that are unique to individuals—
such as those related to their cultural,
social, or spiritual context—should be con-

tal health field is a cornerstone for recovery:

Pessimistic attitudes about people with COD

sidered. It is therefore important to engage represent major barriers to successful system

the client in defining markers of progress
that are meaningful to him and to each
stage of recovery.

change and to effective treatment interven-
tions ... recovery is defined as a process by
which a person with persistent, possibly dis-
abling disorders, recovers self-esteem, self-

Stages of change and stages
of treatment

Working within the recovery perspective
requires a thorough understanding of the
interrelationship between stages of change
(see De Leon 1996 and Prochaska et al. 1992)
and stages of treatment (see section on moti-
vational enhancement below for a deseription
of the stages of change; see also TIP 35,
Enhancing Motivation for Change in
Substance Abuse Treatment [ Center for
Substance Abuse Treatment (CSAT) 19995b]).
De Leon has developed a measure of motiva-
tion for change and readiness for treatment—
The Circumstances, Motivation and
Readiness Scales—and provided scores for
samples of persons with COD (De Leon et al.
2000a). De Leon has demonstrated the rela-
tionship between these scales and retention in

worth, pride, dignity, and meaning, through
increasing his or her ability to maintain stabi-
lization of the disorders and maximizing
functioning within the constraints of the dis-
orders. As a general principle, every person,
regardless of the severity and disability asso-
ciated with each disorder, is entitled to expe-
rience the promise and hope of dual recov-
ery, and is considered to have the potential to
achieve dual recovery (AACP 2000b).

Continuous support

Another implication of the recovery perspective
is the need for continuing support for recovery.
This means the provider encourages clients to
build a support network that offers respect,
acceptance, and appreciation. For example, an
important element of long-term participation in
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Alcoholics Anonymous (AA) is the offering of a
place of belonging or a “home.” AA accom-
plishes this supportive environment without
producing overdependence because the client is
expected to contribute, as well as receive,
support.

Continuity of treatment

An emphasis on continuity of treatment also
flows from a recovery perspective. Continuity
of treatment implies that the services provided
by the program are constant, and a client
might remain a consumer of substance abuse or
mental health services indefinitely. Treatment
continuity for individuals with COD begins
with proper and thorough identification,
assessment, and diagnosis. It includes easy and
early access to the appropriate service

4

providers “...through multiple episodes of
acute and subacute treatment ... independent

of any particular setting or locus of care”

(AACP 2000b).

Manage Countertransference

Though somewhat dated and infrequently used
in the COD literature, the concept of “counter-
transference” is useful for understanding how
the clinician’s past experience can influence
current attitudes toward a particular client.

Advice to the Counselor:
Managing Countertransference

“Transference” describes the process whereby
clients project attitudes, feelings, reactions,
and images from the past onto the clinician.
For example, the client may regard the clini-
cian as an “authoritative father,” “know-it-all
older brother,” or “interfering mother.”

Once considered a technical error, counter-
transference now is understood to be part of
the treatment experience for the clinician.
Particularly when working with multiple and
complicated problems, clinicians are vulnera-
ble to the same feelings of pessimism, despair,
anger, and the desire to abandon treatment as
the client. Inexperienced clinicians often are
confused and ashamed when faced with feelings
of anger and resentment that can result from
situations where there is a relative absence of
gratification from working with clients with
these disorders (Cramer 2002). Less experi-
enced practitioners may have more difficulty
identifying countertransference, accessing feel-
ings evoked by interactions with a client, nam-
ing them, and working to keep these feelings
from interfering with the counseling relation-
ship.

Both substance use disorders and mental disor-
ders are illnesses that are stigmatized by the
general public. These same attitudes can be
present among clinicians. Mental health clini-
cians who usually do not treat persons with
substance abuse issues may not
have worked out their own
response to the disorder, which
can influence their interactions
with the client. Similarly, sub-

The consensus panel recommends the following
approach for managing countertransference with clients
who have COD:

¢ The clinician should be aware of strong personal reac-
tions and biases toward the client.

stance abuse treatment clinicians
may not be aware of their own
reactions to persons with specific
mental disorders and may have
difficulty preventing these reac-
tions from influencing treatment.
The clinician’s negative attitudes
or beliefs may be communicated,

e The clinician should obtain further supervision where
countertransference is suspected and may be interfering

with counseling. diveet] il he oli
. .. . . .. 1rectly or subtly, to the chent.
¢ Clinicians should have formal and periodic clinical Y Y

supervision to discuss countertransference issues with
their supervisors and the opportunity to discuss these
issues at clinical team meetings.

For example: “I was depressed
too, but I never took medications
for it—I just worked the steps
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and got over it. So why should this guy need receiving therapy from a mental health services
medication?” provider, it is especially important for the sub-
stance abuse counselor to participate in the

Such feelings often are related to burnout and development of the treatment plan and to mon-

are exacerbated by the long time required to
see progress in many clients with COD. For
example, one study found that therapists’ atti-
tudes toward their substance abuse clients
tended to become more negative over time,
though the increasing negativity was found to

itor psychiatric symptoms. At a minimum, the
clinician should be knowledgeable about the
overall treatment plan to permit reinforcement
of the mental health part of the plan as well as
the part specific to recovery from addiction.

be less extreme for substance abuse counselors It is equally important that the client partici-
without graduate degrees who used the 12 steps  pate in the development of the treatment plan.
to inform their counseling approach than for For example, for a client who has both bipolar
psychotherapists with graduate training who disorder and alcoholism, and who is receiving

participated in the study (Najavits et al. 1995).  treatment at both a substance abuse treatment
(For a full discussion of countertransference in  agency and a local mental health center, the
substance abuse treatment see Powell and treatment plan might include individual sub-
Brodsky 1993.) stance abuse treatment counseling, medication

) management, and group therapy. In another
Cultural issues also may arouse strong and

often unspoken feelings and, therefore, gener-
ate transference and countertransference.

example, the substance abuse treatment clini-
cian may assist in medication monitoring of a
person taking lithium. The clinician can ask
Although counselors working with clients in such questions as, “How are your meds doing?
Are you remembering to take them? Are you
having any problems with them? Do you need
to check in with the prescribing doctor?” It also

is prudent to ask the client to bring in all medi-

their area of expertise may be familiar with
countertransference issues, working with an
unfamiliar population will introduce different
kinds and combinations of feelings.

The clinician is advised to understand and be cations and ask the client how he is taking

familiar with some of the issues related to coun-
tertransference and strategies to manage it.
Such countertransference issues are particular-
ly important when working with
persons with COD because many

them, when, how much, and if medication is
helping and how. Clinicians should help edu-
cate clients about the effects of medication,
teach clients to monitor themselves (if possible),

people with substance abuse and Advice to the Counselor:

mental disorders may evoke - - - .

strong feelings in the clinician that Monltorlng Psychlatrlc Symptoms
could become barriers to treat- The consensus panel recommends the following

ment if the provider allows them approaches for monitoring psychiatric symptoms with
to interfere. The clinician may clients with COD:

feel angry, used, overwhelmed, e Obtain a mental status examination to evaluate the

confused, anxious, uncertain how client's overall mental health and danger profile. Ask

to proceed with a case, or just

guestions about the client’s symptoms and use of medi-

worn out. cation and look for signs of the mental disorder
regularly.

Monitor Psychiatric * Keep track of changes in symptoms.

Symptoms ¢ Ask the client directly and regularly about the extent of

his or her depression and any associated suicidal
thoughts.

In working with clients who have
COD, especially those requiring
medications or who also are
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and consult with clients’ physicians whenever
appropriate.

Status of symptoms

Substance abuse counselors need to have a
method by which to monitor changes in severity
and number of symptoms over time. For exam-
ple, most clients present for substance abuse
treatment with some degree of anxiety or
depressive symptoms. As discussed in chapters
2 and 4, these symptoms are referred to as sub-
stance induced if caused by substances and
resolved within 30 days of abstinence.
Substance-induced symptoms tend to follow the
“teeter totter” principle of “what goes up, must
come down,” and vice versa—so that after a
run of amphetamine or cocaine the individual
will appear fatigued and depressed, while after
using depressants such as alcohol or opioids,
the individual more likely will appear agitated
and anxious. These “teeter totter” symptoms
are substance withdrawal effects and usually
are seen for days or weeks. They may be fol-
lowed by a substance-related depression (which
can be seen as a neurotransmitter depletion
state), which should begin to improve within a
few weeks. If depressive or other symptoms
persist, then a co-occurring (additional) mental
disorder is likely, and the differential diagnos-
tic process ensues. These symptoms may be
appropriate target symptoms for establishing a
diagnosis or determining treatment choices
(medication, therapy, ete.). Clients using
methamphetamines may present with psychotic
symptoms that require medications.

A number of different tools are available to
substance abuse treatment providers to help
monitor psychiatric symptoms. Some tools are
simply questions and require no formal instru-
ment. For example, to gauge the status of
depression quickly, ask the client: “On a scale
of 0 to 10, how depressed are you? (0 is your
best day, 10 is your worst).” This simple scale,
used from session to session, can provide much
useful information. Adherence to prescribed
medication also should be monitored by asking
the client regularly for information about its
use and effect.
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To identify changes, it is important to track
symptoms that the client mentions at the onset
of treatment from week to week. The clinician
should keep track of any suggestions made to
the client to alleviate symptoms to determine
whether the client followed through, and if so,
with what result. For example: “Last week you
mentioned low appetite, sleeplessness, and a
sense of hopelessness. Are these symptoms bet-
ter or worse now?”

Potential for harm to
self or others

Blumenthal (1988) has written an important
paper on suicide and the risk for suicide in
clients with COD. The following is derived

largely from her writing.

Suicidality is a major concern for many clients
with COD. Persons with mental disorders are
at 10 times greater risk for suicide than the
general population, and the risk for suicidal
behavior and suicide is increased with almost
every major mental disorder. Of adults who
commit suicide, 90 percent have a mental dis-
order, most frequently a major affective illness
or posttraumatic stress disorder (PTSD).
Alcohol and substance abuse often are associat-
ed with suicides and also represent major risk
factors. Clients with COD—especially those
with affective disorders—have two of the high-
est risk factors for suicide.

For clients who mention or appear to be expe-
riencing depression or sadness, it is always
important to explore the extent to which suici-
dal thinking is present. Similarly, a client who
reports that he or she is thinking of doing harm
to someone else should be monitored closely.
The clinician always should ask explicitly about
suicide or the intention to do harm to someone
else when the client assessment indicates that
either is an issue.

In addition to asking the client about suicidal
thoughts and plans as a routine part of every
session with a suicidal or depressed person,
Blumenthal stresses that the clinician should
immediately follow up appointments missed



by an acutely suicidal person. Management of
the suicidal client requires securing an appro-
priate mental health professional for the
client and having the client monitored closely
by that mental health professional. The coun-
selor also should have 24-hour coverage avail-
able, such as a hotline for the client to call for
help during off hours. However, there are
effective ways of managing individuals who
have suicidal thoughts but no immediate plan,
and are willing and able to contact the coun-
selor in the event these thoughts become too
strong, prior to action. See the more exten-
sive discussion of suicidality in chapter 8 and
in appendix D of this TIP. Screening for sui-
cide risk is discussed in chapter 4.

Use Supportive and Empathic
Counseling

Definition and importance

A supportive and empathic counseling style is
one of the keys to establishing an effective ther-
apeutic alliance. According to Ormont, empa-
thy is the ability to “experience another per-
son’s feeling or attitude while still holding on to
our own attitude and outlook”; it is the founda-
tion adults use for relating to and interacting
with other adults (Ormont 1999, p. 145). The
clinician’s empathy enables clients to begin to

recognize and own their feelings, an essential
step toward managing them and learning to
empathize with the feelings of others.

However, this type of counseling must be used
consistently over time to keep the alliance
intact. This caveat often is critical for clients
with COD, who usually have lower motivation
to address either their mental or substance
abuse problems, have greater difficulty
understanding and relating to other people,
and need even more understanding and sup-
port to make a major lifestyle change such as
adopting abstinence. Support and empathy
on the clinician’s part can help maintain the
therapeutic alliance, increase client motiva-
tion, assist with medication adherence, model
behavior that can help the client build more
productive relationships, and support the
client as he or she makes a major life transi-
tion.

Confrontation and empathy

The overall utility of confrontational tech-
niques is well accepted in the substance abuse
literature. It is used widely in substance abuse
treatment programs, including those surveyed
in the Drug Abuse Treatment Outcomes Study
in which the effectiveness of such programs was
demonstrated. Confrontation is a form of inter-
personal exchange in which individuals present

Using an Empathic Style

Empathy is a key skill for the counselor, without which little could be accomplished. The practice of empathy
“requires sharp attention to each new client statement, and a continual generation of hypotheses as to the
underlying meaning” (Miller and Rollnick 1991, p. 26). An empathic style

e Communicates respect for and acceptance of clients and their feelings

® Encourages a nonjudgmental, collaborative relationship

e Allows the clinician to be a supportive and knowledgeable consultant

¢ Compliments and reinforces the client whenever possible

e Listens rather than tells

® Gently persuades, with the understanding that the decision to change is the client’s

¢ Provides support throughout the recovery process

(See also TIP 35, Enhancing Motivation for Change in Substance Abuse Treatment [ CSAT 1999b], p. 41.)
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to each other their observations of, and reac-
tions to, behaviors and attitudes that are mat-
ters of concern and should change (De Leon

20005).

In substance abuse treatment counseling,
some tension always is felt between being
empathic and supportive, and having to han-
dle minimization, evasion, dishonesty, and
denial. However, a counselor can be empathic
and firm at the same time. This is especially
true when working with clients with COD.
The heart of confrontation is not the aggres-
sive breaking down of the client and his or
her defenses, but feedback on behavior and
the compelling appeal to the client for person-
al honesty, truthfulness in interacting with
others, and responsible behavior. A straight-
forward and factual presentation of conflict-
ing material or of problematic behavior in an
inquisitive and caring manner can be both
“confrontative” and caring. The ability to do
this well and with balance often is critical in
maintaining the therapeutic alliance with a
client who has COD. Chapter 6 includes a
more complete discussion of confrontation
including a definition, description of its appli-
cation, and suggested modifications for using
this technique with clients who have COD.

Employ Culturally Appropriate
Methods

Understanding the client’s
cultural background

It is well known that population shifts are
resulting in increasing numbers of minority
racial and ethnic groups in the United States.
Each geographic area has its own cultural mix,
and providers are advised to learn as much as
possible about the cultures represented in their
treatment populations. Of particular impor-
tance are the backgrounds of those served,
conventions of interpersonal communication,
understanding of healing, views of mental dis-
order, and perception of substance abuse.

To work effectively with persons of various
cultural groups, the provider should learn as
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much as possible about characteristics of the
cultural group such as communication style,
interpersonal interactions, and expectations
of family. For example, some cultures may
tend to somaticize symptoms of mental disor-
ders, and clients from such groups may
expect the clinician to offer relief for physical
complaints. The same client may be offended
by too many probing, personal questions
early in treatment and never return.
Similarly, understanding the client’s role in
the family and its cultural significance always
is important (e.g., expectations of the oldest
son, a daughter’s responsibilities to her par-
ents, grandmother as matriarch).

At the same time, the clinician should not
make assumptions about any client based on
his or her perception of the client’s culture.
The level of acculturation and the specific
experiences of an individual may result in
that person identifying with the dominant cul-
ture, or even other cultures. For example, a
person from India adopted by American par-
ents at an early age may know little about the
cultural practices in his birth country. For
such clients, it is still important to recognize
the birth country and discover what this asso-
ciation means to the client; however, it may
exert little influence on his beliefs and prac-
tices. For more detailed information about
cultural issues in substance abuse treatment,
see the forthcoming TIP Improving Cultural
Competence in Substance Abuse Treatment

(CSAT in development a).

Clients’ perceptions of sub-
stance abuse, mental disor-
ders, and healing

Clients may have culturally driven concepts of
what it means to abuse substances or to have a
mental disorder, what causes these disorders,
and how they may be “cured.” Clinicians are
encouraged to explore these concepts with peo-
ple who are familiar with the cultures repre-
sented in their client population. Counselors
should be alert to differences in how their role
and the healing process are perceived by per-
sons who are of cultures other than their own.



Adyvice to the Counselor:
Using Culturally Appropriate Methods

The consensus panel recommends the following
approach for using culturally appropriate treatment
methods with clients with COD:

e Take cultural context, background, and experiences into
account in the evaluation, diagnosis, and treatment of
clients from various groups, cultures, or countries.

® Recognize the importance of culture and language,
acknowledging the cultural strengths of a people.

e Adapt services to meet the unique needs and value sys-
tems of persons in all groups.

e Expand and update [the provider's/system’s] cultural
knowledge.

e Work on stigma reduction with a culturally sensitive
approach.

Source: Center for Mental Health Services 2001.

expression and by an awareness of
the clinician’s own biases and
stereotyping.

Cultural differences
and treatment:
Empirical

evidence on
effectiveness

Studies related to cultural differ-
ences and treatment issues among
clients with COD are scarce.
However, one study that compared
nonwhite and white clients with
COD who were treated in mental
health settings suggests issues that
deserve providers’ attention.
Researchers found that African-

Wherever appropriate, familiar healing prac-
tices meaningful to these clients should be
integrated into treatment. An example would
be the use of acupuncture to calm a Chinese
client or help control cravings, or the use of
traditional herbal tobacco with some
American Indians to establish rapport and
aid emotional balance.

Cultural perceptions and
diagnosis

It is important to be aware of cultural and eth-
nic bias in diagnosis. For example, in the past
some African Americans were stereotyped as
having paranoid personality disorders, while
women have been diagnosed frequently as
being histrionic. American Indians with spiritu-
al visions have been misdiagnosed as delusional
or as having borderline or schizotypal person-
ality disorders. Some clinicians would be likely
to over diagnose obsessive-compulsive disorder
among Germans or histrionic disorder in
Hispanic/Latino populations. The diagnostic
criteria should be tempered by sensitivity to
cultural differences in behavior and emotional

American, Asian-American, and
Hispanic/Latino clients tended to
self-report a lower level of function-
ing and to be “viewed by clinical staff as suffer-
ing from more severe and persistent symptoma-
tology and as having lower psychosocial fune-
tioning.” Researchers noted “this was due in
part to the chronicity of their mental disorders
and persistent substance abuse, but also was
magnified by cross-cultural misperceptions; for
example, system bias, countertransference, or
inadequate support systems” (Jerrell and

Wilson 1997, p. 138).

The study also found that nonwhite clients
tended to have fewer community resources
available to them than white clients, and that
clinicians had more difficulty connecting them
with needed services. For example, staff
members experienced “extraordinary difficul-
ties in identifying willing and suitable spon-
sors for the young ethnic clients” in 12-Step
programs (Jerrell and Wilson 1997, p. 138).
To address such issues, researchers stressed
the importance of developing cultural compe-
tence in staff, giving extra attention to the
needs of such clients, and engaging in “more
active advocacy for needed, culturally rele-
vant services” (Jerrell and Wilson 1997,

p. 139).
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Increase Structure and
Support

To assist clients with COD, counselors should
provide an optimal amount of structure for the
individual. Free time is both a trigger for sub-
stance use cravings and a negative influence for
many individuals with mental disorders; there-
fore it is a particular issue for clients with
COD. Strategies for managing free time include
structuring one’s day to have meaningful activi-
ties and to avoid activities that will be risky.
Clinicians often help clients to plan their time
(especially weekends). Creating new pleasur-
able activities can both help depression and
help derive “highs” from sources other than
substance use. Other important activities to
include are working on vocational and relation-
ship issues.

In addition to structure, it is also important
that the daily activities contain opportunities
for receiving support and encouragement.
Counselors should work with clients to create
a healthy support system of friends, family,
and activities. Increasing support, time orga-
nization, and structured activities are strate-
gies in cognitive—behavioral therapies (see
section below) for both mental disorders and
substance abuse treatment.

Techniques for
Working With Clients
With COD

The following section reviews techniques, main-
ly from the substance abuse field, that have
been found to be particularly helpful in the

treatment of clients with substance abuse and
that are being adapted for work with clients
with COD (see text box below).

Provide Motivational
Enhancement Consistent With
the Client’s Specific Stage of
Change

Definition and description

Motivational Interviewing (MI) is a “client-cen-
tered, directive method for enhancing intrinsic
motivation to change by exploring and resolv-
ing ambivalence” (Miller and Rollnick 2002, p.
25). MI has proven effective in helping clients
clarify goals and make commitment to change
(CSAT 1999b; Miller 1996; Miller and Rollnick
2002; Rollnick and Miller 1995). This approach
shows so much promise that it is one of the first
two psychosocial treatments being sponsored in
multisite trials in the National Institute on
Drug Abuse (NIDA) Clinical Trials Network

program.

As Miller and Rollnick have pointed out, M1
is “a way of being with a client, not just a set
of techniques for doing counseling” (Miller
and Rollnick 1991, p. 62). This approach
involves accepting a client’s level of motiva-
tion, whatever it is, as the only possible start-
ing point for change. For example, if a client
says she has no interest in changing her
drinking amounts or frequency, but only is
interested in complying with the interview to
be eligible for something else (such as the
right to return to work or a housing voucher),
the clinician would avoid argumentation or

Key Techniques for Working With Clients Who Have COD

Provide motivational enhancement consistent with the client’s specific stage of change.

Design contingency management techniques to address specific target behaviors.

Use cognitive-behavioral therapeutic techniques.

Use relapse prevention techniques.

Use repetition and skills-building to address deficits in functioning.

Facilitate client participation in mutual self-help groups.
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confrontation in favor of establishing a posi-
tive rapport with the client—even remarking
on the positive aspect of the client wishing to
return to work or taking care of herself by
obtaining housing. The clinician would seek
to probe the areas in which the client does
have motivation to change. The clinician is
interested in eventually having an impact on
the client’s drinking or drug use, but the
strategy is to get to that point by working with
available openings.

A variety of adaptations of MI have emerged.
Examples include brief negotiation, motiva-
tional consulting, and motivational enhance-
ment therapy (MET). MET combines the clin-
ical style associated with MI with systematic
feedback of assessment results in the hope of
producing rapid, internally motivated
change. For more information, see the
Project MATCH Motivational Enhancement
Therapy Manual (National Institute on
Alcohol Abuse and Alcoholism 1994).
Rollnick and other practitioners of MI find
that the many variants differ widely in their

reliance on the key principles and elements of
MI (Miller and Rollnick 2002).

Guiding principles of motiva-
tional interviewing

The four principles outlined below guide the
practice of MI (see text box p. 114). In this sec-
tion, each principle is summarized. For each
principle, some of the related strategies that
practitioners use when applying this principle
to client interactions are highlighted.

1. Expressing empathy

Miller and Rollnick state that “an empathic
counseling style is one fundamental and defin-
ing characteristic of motivational interviewing”
(Miller and Rollnick 2002, p. 37). The coun-
selor refrains from judging the client; instead,
through respectful, reflective listening, the
counselor projects an attitude of acceptance.
This acceptance of the person’s perspectives
does not imply agreement. It “does not prohibit

the counselor from differing with the client’s
views and expressing that divergence” (Miller
and Rollnick 2002, p. 37). It simply accepts the
individual’s ambivalence to change as normal
and expected behavior in the human family.
Practitioners find that projecting acceptance
rather than censure helps free the client to

change (Miller and Rollnick 2002).

2. Developing discrepancies

While recognizing the client’s ambivalence to
change as normal, the counselor is not neutral
or ambivalent about the need for change. The
counselor advances the cause of change not by
insisting on it, but by helping the client per-
ceive the discrepancy between the current situ-
ation and the client’s personal goals (such as a
supportive family, successful employment, and
good health). The task of the counselor is to
call attention to this discrepancy between “the
present state of affairs and how one wants it to
be,” making it even more significant and larger
in the client’s eyes. The client is therefore more
likely to change, because he sees that the cur-
rent behavior is impeding progress to his
goals—mnot the counselor’s (Miller and Rollnick
2002, p. 39).

3. Rolling with resistance

Practitioners believe that “the least desirable
situation, from the standpoint of evoking
change, is for the counselor to advocate for
change while the client argues against it”
(Miller and Rollnick 2002, p. 39). The desired
situation is for clients themselves to make the
argument for change. Therefore, when resis-
tance is encountered, the counselor does not
oppose it outright. Instead, the counselor offers
new information and alternative perspectives,
giving the client respectful permission to “take
what you want and leave the rest” (Miller and

Rollnick 2002, p. 40).

The counselor’s response to resistance can
defuse or inflame it. Miller and Rollnick
describe a number of techniques the skillful
clinician can use when resistance is encoun-
tered. For example, the counselor may use var-
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Guiding Principles of Motivational Interviewing

1. Express empathy

e Acceptance facilitates change.
e Skillful reflective listening is fundamental.

e Ambivalence is normal.

2. Develop discrepancy

® The client rather than the counselor should present the arguments for change.

® Change is motivated by a perceived discrepancy between present behavior and
important personal goals or values.

3. Roll with resistance

® Avoid arguing for change.

e Resistance is not opposed directly.

® New perspectives are invited but not imposed.

® The client is a primary resource in finding answers and solutions.

® Resistance is a signal to respond differently.

4. Support self-efficacy
change.

filling prophecy.

e A person’s belief in the possibility of change is an important motivator.

¢ The client, not the counselor, is responsible for choosing and carrying out

® The counselor’s own belief in the person’s ability to change becomes a self-ful-

Source: Miller and Rollnick 2002, pp. 36-41.

ious forms of reflection, shift the focus of dis-
cussion, reframe the client’s observation, or
emphasize the client’s personal choice or con-
trol. While description of these and other spe-
cific techniques for “rolling with resistance” is
beyond the scope of this TIP, the reader is
referred to chapter 8 of Miller and Rollnick
2002, “Responding to Resistance” (pp.
98-110).

4. Supporting self-efficacy

The final principle of Motivational Interviewing
recognizes that an individual must believe he or
she actually can make a change before attempt-
ing to do so. Therefore, the counselor offers
support for the change and communicates to
the client a strong sense that change is possible.
Self-efficacy also can be enhanced through the
use of peer role models, as well as by pointing
out past and present evidence of the client’s
capacity for change.
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One way practitioners put this principle into
action is by evoking “confidence talk” in
which the client is invited to share “ideas,
experiences, and perceptions that are consis-
tent with ability to change” (Miller and
Rollnick 2002, p. 113). This could involve
reviewing past successes, discussing specific
steps for making change happen, identifying
personal strengths, and acknowledging
sources of support.

“Change talk”

Clients’ positive remarks about change, or
“change talk,” are the opposite of resistance.
The counselor responds to any expression of
desire to change with interest and encourages
the client to elaborate on the statement. For
example in a person with combined alcohol
dependence and PTSD, the clinician might ask,
“What are some other reasons why you might
want to make a change?” (Miller and Rollnick
2002, p. 87). The counselor also can use reflec-

Keys to Successful Programming




tive listening to clarify the client’s meaning and
explore what is being said. It is important,
however, to do this in a way that does not
appear to be taking a side in the argument.
This sometimes results in resistance and the
client may begin to argue with the counselor
instead of continuing to think about change.

“Decisional balance”

Practitioners of MI have coined the term “deci-
sional balance” to describe a way of looking at
ambivalence. Picture a seesaw, with the costs of
the status quo and the benefits of change on
one side, and the costs of change and the bene-
fits of the status quo on the other (Miller and
Rollnick 2002). The counselor’s role is to
explore the costs and benefits of substance use
with the aim of tipping the balance toward
change. That change will be stronger and more
likely to endure if it is owned by the client’s
perception that the benefits of change are
greater than the costs.

Matching motivational
strategies to the client’s
stage of change

The motivational strategies selected should be
consistent with the client’s stage of change
(summarized in Figure 5-1, p. 116). Clients
could be at one stage of recovery or change
for the mental disorder and another for the
substance use disorder; to complicate things
further, a client may be at one stage of change
for one substance and another stage of change
for another substance. For example, a client
with combined alcohol and cocaine depen-
dence with co-occurring panic disorder may
be in the contemplation stage (i.e., aware that
a problem exists and considering overcoming
it, but not committed to taking action) in
regard to alcohol, precontemplation (i.e.,
unaware that a problem exists, with no inten-
tion of changing behavior) in regard to
cocaine, and action (i.e., actively modifying
behavior, experiences, or environment to

overcome the problem) for the panic
disorder.

In each case, the clinician examines the inter-
nal and external leverage available to move
the client toward healthy change. For exam-
ple, a client may want to talk about her mar-
riage, but not about the substance abuse
problem. The clinician can use this as an
opening; the marriage doubtless will be affect-
ed by the substance abuse, and the motiva-
tion to improve the marriage may lead to a
focus on substance abuse. Evaluating a
client’s motivational state necessarily is an
ongoing process. It should be recognized that
court mandates, rules for clients engaged in
group therapy, the treatment agency’s operat-
ing restrictions, or other factors may place
some barriers on how this strategy is imple-
mented in particular situations.

Figure 5-2 (pp. 117-118) illustrates approach-
es that a clinician might use at different stages
of readiness to change to apply MI techniques
when working with a substance abuse client
showing evidence of COD. For a thorough
discussion of MI and the stages of change, the
reader is referred to Miller and Rollnick 2002
(pp- 201-216).

Although M1 is a well-accepted and commonly
used strategy in the substance abuse treat-
ment field, the issue of when it is appropriate
to avoid or postpone addressing the client’s
substance use is the subject of some debate.
MI does make a distinction between agreeing
with a client’s denial system (which is coun-
terproductive) and sidestepping it in order to
make some progress. As shown above, these
motivational strategies are employed to help
both clinician and client work together
toward the common goal of helping the client.
With practice and experience, the clinician
will come to recognize when to sidestep dis-
agreements and pursue MI and when to move
forward with traditional methods with clients
who are motivated sufficiently and ready for
change. The details of these strategies and
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Figure 5-1
Stages of Change

Stage Characteristics

Precontemplation | No intention to change in the foreseeable future; may be unaware or under-aware of
problems.

Contemplation Aware that a problem exists and thinking seriously about overcoming it, but have no
commitment to take action yet made; weighing pros and cons of the problem and its
solution.

Preparation Combines intention and behavior—action is planned within the next month, and
action has been taken unsuccessfully in the past year; some reductions have been
made in problem behaviors, but a criterion for effective action has not been reached.

Action Behavior, experiences, or environment are modified to overcome the problem; suc-
cessful alteration of the addictive behavior for anywhere between 1 day to 6 months
(note that action does not equal change).

Maintenance Working to prevent relapse and consolidate gains attained during the Action stage;

remaining free from addictive behavior and engaging consistently in a new incompati-
ble behavior for more than 6 months.

Source: Adapted from Prochaska et al. 1992.

techniques are presented in TIP 35 (CSAT vant for people in most quadrants (see chapters
1999b) and in Miller and Rollnick 2002. 2 and 3), as the majority of their clientele are

Motivational interviewing

described as “public sector clients who have
mood, anxiety, personality, or psychotic disor-
ders combined with alcohol, cocaine, heroin,

and co-occurr ing disorders sedative hypnotic, cannabis, or polysubstance

Approaches based on MI have been adapted
for people with COD with some initial evidence
of efficacy for improved treatment engagement.
In a sample of 100 inpatient clients with COD
from a large university hospital, Daley and
Zuckoff (1998, p. 472) found that with only one
“motivational therapy” session prior to hospi-
tal discharge, “.
outpatient appointment almost doubled,
increasing from 35 percent to 67 percent.” In
this study MI approaches were modified to
focus on contrasting the goals and methods of
hospital and outpatient treatment. Also, the
client was invited to consider the advantages
and challenges of continuing in outpatient

..the show rate for the initial

use disorders.”

Swanson and colleagues (1999) modified MI
techniques by increasing the amount of dis-
cussion of the client’s perception of the prob-
lem and his understanding of his clinical con-
dition. Of the 121 study participants who
were selected from psychiatric inpatients at
two inner-city hospitals, 93 had concomitant
substance use disorders. Participants were
assigned randomly to either standard treat-
ment or standard treatment with the addition
of a motivational interview. The MI focused
on exploring the clients’ commitment to treat-
ment, plans for continuing care, and under-
standing of their role in their own recovery.

treatment. Daley and Zuckoff’s results are rele-
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Essentially, the therapists were attempting to
elicit a motivational statement that indicated
the clients’ commitment to treatment. The
authors found that, whether considering the
entire sample or only those with COD, study
participants who received the MI were signifi-
cantly more likely to attend an initial outpa-

Motivational strategies have been shown to be
helpful with persons who have serious mental
disorders. Most programs designed for per-
sons with such disorders recognize “that the
majority of psychiatric clients have little
readiness for abstinence-oriented substance
use disorder (SUD) treatments;” therefore,

tient treatment session.

they “incorporate motivational interventions
designed to help clients who either do not rec-

Figure 5-2
Motivational Enhancement Approaches

Stage of Readiness

Motivational Enhancement Approaches

Precontemplation

® Express concern about the client’s substance use, or the client’s mood, anxiety, or
other symptoms of mental disorder.

e State nonjudgmentally that substance use (or mood, anxiety, self-destructiveness) is a
problem.

e Agree to disagree about the severity of either the substance use or the psychological
issues.

® Consider a trial of abstinence to clarify the issue, after which psychological evaluation
can be reconsidered.

® Suggest bringing a family member to an appointment.
e Explore the client’s perception of a substance use or psychiatric problem.

¢ Emphasize the importance of seeing the client again and that you will try to help.

Contemplation

® Elicit positive and negative aspects of substance use or psychological symptoms.

¢ Ask about positive and negative aspects of past periods of abstinence and substance
use, as well as periods of depression, hypomania, ete.

® Summarize the client’s comments on substance use, abstinence, and psychological
issues.

e Make explicit discrepancies between values and actions.

¢ Consider a trial of abstinence and/or psychological evaluation.

Preparation

e Acknowledge the significance of the decision to seek treatment for one or more disor-
ders.

® Support self-efficacy with regard to each of the COD.

e Affirm the client’s ability to seek treatment successfully for each of the COD.
e Help the client decide on appropriate, achievable action for each of the COD.
¢ Caution that the road ahead is tough but very important.

¢ Explain that relapse should not disrupt the client—clinician relationship.
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Figure 5-2 (continued)
Motivational Enhancement Approaches

Stage of Readiness

Motivational Enhancement Approaches

Action

® Be a source of encouragement and support; remember that the client may be in the
action stage with respect to one disorder but only in contemplation with respect to
another; adapt your interview approach accordingly.

e Acknowledge the uncomfortable aspects of withdrawal and/or psychological symptoms.

* Reinforce the importance of remaining in recovery from both problems.

Maintenance

® Anticipate and address difficulties as a means of relapse prevention.

® Recognize the client’s struggle with either or both problems, working with separate
mental health and substance abuse treatment systems, and so on.

e Support the client’s resolve.

* Reiterate that relapse or psychological symptoms should not disrupt the counseling
relationship.

Relapse

¢ Explore what can be learned from the relapse, whether substance-related or related to
the mental disorder.

® Express concern and even disappointment about the relapse.
® Emphasize the positive aspect of the effort to seek care.

e Support the client’s self-efficacy so that recovery seems achievable.

Source: Reproduced from Samet et al. 1996 (used with permission).

ognize their SUD or do not desire substance
abuse treatment to become ready for more
definitive interventions aimed at abstinence”

(Drake and Mueser 2000).

A four-session intervention has been devel-
oped specifically to enhance readiness for
change and treatment engagement of persons
with schizophrenia who also abuse alcohol
and other substances (Carey et al. 2001). This
intervention is summarized in Figure 5-3

(p. 119). In a pilot study of the intervention,
92 percent of the 22 participants completed
the series of sessions, all of whom reported
that intervention was both positive and help-
ful. A range of motivational variables showed
post-intervention improvements in recogni-
tion of substance use problems and greater
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treatment engagement, confirmed by indepen-
dent clinician ratings. Those who began the
intervention with low problem recognition
made gains in that area; those who began with
greater problem recognition made gains in the
frequency of use and/or involvement in treat-
ment. Although these data are preliminary,
the technique is well articulated. It shows
promise and warrants further research,
including efforts to determine its efficacy
among clients with COD who have mental dis-
orders other than schizophrenia.

It should be noted, however, that assessment
of readiness to change could differ markedly
between the client and the clinician.
Addington et al. (1999) found little agreement
between self-report of stage of readiness to
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change and the assessment of stage of readi-
ness determined by interviewers for their 39
outpatients with diagnoses of both schizo-
phrenia and a substance use disorder. In view
of these observations, clinicians should be
careful to establish a mutual agreement on
the issue of readiness to change with their

Applying the motivational
interviewing approach to
clients with COD

To date, motivational interviewing strategies
have been applied successfully to the treatment

clients.

of clients with COD, especially in

® Assessing the client’s perception of the
problem

* Exploring the client’s understanding of his or
her clinical condition

Figure 5-3

A Four-Session Motivation-Based Intervention

Session 1—Introduction, Assessment, and Information Feedback

Goals Therapeutic Activities Purpose

Establish therapeu- | Introduce intervention ® To elicit reasons and motivations for attending

L a]ha.nce and col- ® To establish understanding of the nature and purpose
laborative of the intervention

approach

Begin to develop
discrepancy (raise
awareness of the
extent of use and
negative conse-
quences)

Assess and discuss readi-
ness to change

® To establish mutual understanding of attitudes toward
substance use and prospects for change

® To convey respect for the client’s attitudes

® To evaluate using open-ended and structured techniques

Feedback of current use,
consequences, and risks

® To foster client’s awareness of extent of use, comparison
to norms, negative consequences, and risks of pattern of
use

Session 2—Decisional Balance

Goals

Therapeutic Activities

Purpose

Continue emphasis
on therapeutic
alliance and collab-
orative approach

Place more empha-
sis on developing
discrepancy

Review Session 1 and
introduce Session 2

¢ To let the client know what to expect (alleviates anxiety)

® To help the client remember insights/reactions to rein-
force gains

Decisional balance

® To help the client identify and verbalize salient cons of
using and pros of quitting

e To foster dissatisfaction with use, and interest in quit-
ting, clarifying barriers to change
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Figure 5-3 (continued)

A Four-Session Motivation-Based Intervention

Session 3—Strivings and Efficacy

Goals

Therapeutic Activities

Purpose

Continue emphasis
on developing dis-
crepancy

Place more empha-
sis on self-efficacy

Review Session 2 and
introduce Session 3

® To reorient the client to the treatment process and
reinforce past gains

Assess and discuss
expectancies with regard
to behavior change

® To monitor changes in perceived importance and self-
efficacy to change substance use

® To shore up motivation for change or address reasons for
low motivation

Strivings list

® To develop discrepancy between a future with and with-
out change in substance use by verbalizing personal aspi-
rations, likely negative effects of use to achieving goals,
and potential facilitative effects of abstinence

Session 4—Goals and Action Plan

Goals

Therapeutic Activities

Purpose

Reinforce motiva-
tional gains (in per-
ceived importance

of change, self-effi-
cacy)
To leave the client

with a clear plan of
action

Review treatment

® To reinforce motivational changes

* To extend the principle of providing periodic summaries
of discussion throughout the course of each session

® To use repetition to compensate for deficits in attention
and memory

Elicit goals and develop
written plan of action

® To help identify and clarify specific, realistic goals
around substance use reduction

® To help develop a plan of action, including mobilizing
external supports and internal resources

® To help the client anticipate barriers and solve problems
around him

Source: Carey et al. 2001.
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¢ Examining the client’s desire for continued See the text box below for a case study apply-
treatment ing MET.

® Ensuring client attendance at initial sessions

® Expanding the client’s assumption of respon- Design contingency

sibility for change Management Techniques To
Future directions include Address Sp ecific Tar g9 et
¢ Further modification of MI protocols to make -
them more suitable for clients with COD, Behaviors
particularly those with serious mental disor- L.
ders Description
® Tailoring and combining MI techniques with Contingency Management (CM) maintains that
other treatments to solve the problems (e.g., the form or frequency of behavior can be
engagement, retention, etc.) of all treatment altered through a planned and organized sys-
modalities tem of positive and negative consequences. CM

Case Study: Using MET With a Client Who Has COD

Gloria M. is a 34-year-old African-American female with a 10-year history of alcohol dependence and 12-year
history of bipolar disorder. She has been hospitalized previously both for her mental disorder and for sub-
stance abuse treatment. She has been referred to the outpatient substance abuse treatment provider from
inpatient substance abuse treatment services after a severe alcohol relapse.

Over the years, she sometimes has denied the seriousness of both her addiction and mental disorders.
Currently, she is psychiatrically stable and is prescribed valproic acid to control the bipolar disorder. She
has been sober for 1 month.

At her first meeting with Gloria M., the substance abuse treatment counselor senses that she is not sure
where to focus her recovery efforts—on her mental disorders or her addiction. Both have led to hospitaliza-
tion and to many life problems in the past. Using motivational strategies, the counselor first attempts to find
out Gloria M.’s own evaluation of the severity of each disorder and its consequences to determine her stage of
change in regard to each one.

Gloria M. reveals that while in complete acceptance and an active stage of change around alcohol depen-
dence, she is starting to believe that if she just goes to enough recovery meetings she will not need her bipolar
medication. Noting her ambivalence, the counselor gently explores whether medications have been stopped in
the past and, if so, what the consequences have been. Gloria M. recalls that she stopped taking medications
on at least half a dozen occasions over the last 10 years; usually, this led her to jail, the emergency room, or a
period of psychiatric hospitalization. The counselor explores these times, asking: Were you feeling then as
you were now—that you could get along? How did that work out? Gloria M. remembers believing that if she
attended 12-Step meetings and prayed she would not be sick. In response to the counselor’s questions, she
observes, “I guess it hasn’t ever really worked in the past.”

The counselor then works with Gloria M. to identify the best strategies she has used for dual recovery in the
past. “Has there been a time you really got stable with both disorders?”” Gloria M. recalls a 3-year period
between the ages of 25 and 28 when she was stable, even holding a job as a waitress for most of that period.
During that time, she recalls, she saw a psychiatrist at a local mental health center, took medications regular-
ly, and attended AA meetings frequently. She recalls her sponsor as being supportive and helpful. The coun-
selor then affirms the importance of this period of success and helps Gloria M. plan ways to use the strategies
that have already worked for her to maintain recovery in the present.
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assumes that neurobiological and environmen-
tal factors influence substance use behaviors
and that the consistent application of reinforc-
ing environmental consequences can change
these behaviors. CM principles for substance
abuse treatment have been structured around
four central principles (Higgins and Petry

1999):

® The clinician arranges for regular drug test-
ing to ensure the client’s use of the targeted
substance is detected readily.

® The clinician provides positive reinforcement
when abstinence is demonstrated. These posi-
tive reinforcers are agreed on mutually.

® The clinician withholds the designated incen-
tives from the individual when the substance
is detected.

® The clinician helps the client establish alter-
nate and healthier activities.

CM techniques are best applied to specific tar-
geted behaviors such as

® Drug abstinence

e Clinic attendance and group participation
® Medication adherence

® Following treatment plan

® Attaining particular goals

The clinician may use a variety of CM tech-
niques or reinforcers. The most common are

e Cash

¢ Vouchers

® Prizes

¢ Retail items

® Privileges

Figure 5-4 contains a checklist for a clinician

designing CM programs. See also p. 124 for a
case study applying CM.

Empirical evidence on the
effectiveness of contingency
management

A substantial empirical base supports CM tech-
niques, which have been applied effectively to a
variety of behaviors. CM techniques have
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demonstrated effectiveness in enhancing reten-
tion and confronting drug use (e.g., Higgins
1999; Petry et al. 2000). The techniques have
been shown to address use of a variety of spe-
cific substances, including opioids (e.g., Higgins
et al. 1986; Magura et al. 1998), marijuana
(Budney et al. 1991), alcohol (e.g., Petry et al.
2000), and a variety of other drugs including
cocaine (Budney and Higgins 1998). However,
CM techniques have not been implemented in
community-based settings until recently. The
use of vouchers and other reinforcers has con-
siderable empirical support (e.g., Higgins 1999;
Silverman et al. 2001), but little evidence is
apparent for the relative efficacy of different
reinforcers. The effectiveness of CM principles
when applied in community-based treatment
settings and specifically with clients who have
COD remains to be demonstrated.

Some examples of the use of CM techniques
have direct implications for people with COD:

® Housing and employment contingent on
abstinence. CM, where housing and employ-
ment are contingent on abstinence, has
been used and studied among populations
of homeless persons, many with COD
(Milby et al. 1996; Schumacher et al. 1995).
Results show that participants in treatment
with contingencies were more likely than
those in conventional treatment to test clean
for drugs, to move into stable housing, and
to gain regular employment following treat-
ment.

® Managing benefits and establishing repre-
sentative payeeships. Procedures have been
established to manage benefits for persons
with serious mental illness and substance
use disorders (Ries and Comtois 1997) and
for establishing representative payeeships
for clients with COD that involve managing
money and other benefits (e.g., Conrad et
al. 1999). In these approaches, once absti-
nence is achieved, clients are allowed
greater latitude for management of their
own finances.

® A token economy for homeless clients with
COD. A token economy has been developed
with clients with COD in a shelter to pro-
vide immediate and systematic reinforce-



Figure 5-4
Checklist for Designing CM Programs

Step

Description

1. Choose a behavior

® One that is objectively quantifiable, occurs frequently, and is considered to be
most important.

e Set reasonable expectations.

2. Choose a reinforcer

® Determine available resources (in-house rewards or donations of cash or services
from local businesses such as movie theaters and restaurants).

® Identify intangible rewards, such as frequent positive reports to parole officers,
flexibility in methadone dosing, and increased freedom (smoke breaks, passes,
ete.).

3. Use behavioral
principles

® Develop a monitoring and reinforcement schedule that is optimized through
application of behavioral principles.

e Keep the schedule simple so staff can apply principles consistently and clients can
understand what is expected.

4. Prepare a behavioral
contract

® Draw up a contract for the target behavior that considers the monitoring system
and reinforcement schedule.

* Be specific and consider alternate interpretations; have others review the con-
tract and comment.

® Include any time limitations.

5. Implement the
contract

® Ensure consistent application of the contract; devise methods of seeing that staff
understands and follows procedures.

® Remind the client of behaviors and their consequences (their “account balance”
and what is required to obtain a bonus) to increase the probability that the esca-
lating reward system will have the desired effect.

Source: Petry 2000a.

ment for an array of behaviors during the Awareness of the principles of CM can help the
engagement phase. Points were awarded for  clinician to focus on quantifiable behaviors that
the successful accomplishment of a stan- occur with a good deal of frequency and to pro-
dard list of behaviors essential to the devel-  vide the reinforcers in an immediate and con-
opment of commitment, such as medication sistent fashion. CM principles and methods can
adherence, abstinence, attendance at pro- be accommodated flexibly and applied to a
gram activities, and followthrough on refer-  range of new situations that can increase clini-
rals. Points were tallied weekly and tangible cian effectiveness. It should be noted that many
rewards (phone cards, treats, toiletries, counselors and programs employ CM principles
etc.) were distributed commensurate with informally when they praise or reward particu-
the earned point totals (Sacks et al. 2002). lar behaviors and accomplishments and that

even formal use of CM principles are found in
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Case Study: Using CM With a Client With COD

Initial Assessment

Mary A. is a 45-year-old Caucasian woman diagnosed with heroin and cocaine dependence, depression, antiso-
cial personality disorder, and cocaine-induced psychotic episodes. She has a long history of prostitution and
sharing injection equipment. She contracted HIV 5 years ago.

Mary A. had been on a regimen of methadone maintenance for about 2 years. Despite dose increases up to 120
mg/day, she continued using heroin at the rate of 1 to 15 bags per day as well as up to 3 to 4 dime bags per day
of cocaine. After cessation of a cocaine run, Mary A. experienced tactile and visual hallucinations character-
ized by “bugs erawling around in my skin.” She mutilated herself during severe episodes and brought in some
of the removed skin to show the “bugs” to her therapist.

Mary A. had been hospitalized four times for cocaine-induced psychotic episodes. Following an 11-day stay in
an inpatient dual diagnosis program subsequent to another cocaine-induced psychotic episode, Mary A. was
referred to an ongoing study of contingency management interventions for methadone-maintained, cocaine-
dependent outpatients.

Behaviors To Target

Mary A.’s primary problem was her drug use, which was associated with cocaine-induced psychosis and an
inability to adhere to a regimen of psychiatric medications and methadone. Because her opioid and cocaine use
were linked intricately, it was thought that a CM intervention that targeted abstinence from both drugs would
improve her functioning. As she was already maintained on a high methadone dose, methadone dose adjust-
ments were not made.

CM Plan

Following discharge from the psychiatric unit, Mary A. was offered participation in a NIDA-funded study eval-
uating lower-cost contingency management treatment (e.g., Petry et al. 2000, pp. 250-257) for cocaine-abusing
methadone clients. As part of participation in this study, Mary A. agreed to submit staff-observed urine sam-
ples on 2 to 3 randomly selected days each week for 12 weeks. She was told that she had a 50 percent chance of
receiving standard methadone treatment plus frequent urine sample testing of standard treatment along with a
contingency management intervention. She provided written informed consent, as approved by the
University’s Institutional Review Board.

Mary A. was assigned randomly to the CM condition. In this condition, she earned one draw from a bowl for
every urine specimen that she submitted that was clean from cocaine or opioids and four draws for every speci-
men that was clean from both substances. The bowl contained 250 slips of paper. Half of them said “Good job”
but did not result in a prize. Other slips stated “small prize” (N=109), “large prize” (N=15), or “jumbo prize”
(N=1). Slips were replaced after each drawing so that probabilities remained constant. A lockable prize cabinet
was kept onsite in which a variety of small prizes (e.g., socks, lipstick, nail polish, bus tokens, $1 gift certifi-
cates to local fast-food restaurants, and food items), large prizes (sweatshirts, portable CD players, watches,
and gift certificates to book and record stores), and jumbo prizes (VCRs, televisions, and boom boxes) were
kept. When a prize slip was drawn, Mary A. could choose from items available in that category. All prizes were
purchased through funds from the research grant.

In addition to the draws from the bowl for clean urine specimens, for each week of consecutive abstinence from
both cocaine and opioids Mary A. earned bonus draws. The first week of consecutive cocaine and opioid absti-
nence resulted in five bonus draws, the second week resulted in six bonus draws, the third week seven and so
on. In total, Mary A. could earn about 200 draws if she maintained abstinence throughout the 12-week study.
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Clinical Course

Mary A. earned 175 draws during treatment, receiving prizes purchased for a total of $309. She never
missed a day of methadone treatment, attended group sessions regularly, and honored all her individual
counseling sessions at the clinic. At 6-month follow-up, she had experienced only one drug use lapse,
which she self-reported. Her depression cleared with her abstinence, and so did her antisocial behavior.
She was pleased with the prizes and stated, “Having good stuff in my apartment and new clothes makes
me feel better about myself. When I feel good about me, I don’t want to use cocaine.”

Source: Adapted from Petry et al. 2001b.

programs where attainment of certain levels
and privileges are contingent on meeting cer-
tain behavioral criteria.

Use Cognitive-Behavioral
Therapeutic Techniques

Description

Cognitive—behavioral therapy (CBT) is a ther-
apeutic approach that seeks to modify nega-
tive or self-defeating thoughts and behavior.
CBT is aimed at both thought and behavior
change (i.e., coping by thinking differently
and coping by acting differently). One cogni-
tive technique is known as “cognitive restruc-
turing.” For example, a client may think ini-
tially, “The only time I feel comfortable is
when I’'m high,” and learn through the coun-
seling process to think instead, “It’s hard to
learn to be comfortable socially without doing
drugs, but people do so all the time” (TIP 34,

Brief Interventions and Brief Therapies for
Substance Abuse [ CSAT 1999a], pp. 64-65).
CBT includes a focus on overt, observable
behaviors—such as the act of taking a drug—
and identifies steps to avoid situations that
lead to drug taking. CBT also explores the
interaction among beliefs, values, percep-
tions, expectations, and the client’s explana-
tions for why events occurred.

An underlying assumption of CBT is that the
client systematically and negatively distorts
her view of the self, the environment, and the
future (O’Connell 1998). Therefore, a major
tenet of CBT is that the person’s thinking is
the source of difficulty and that this distorted
thinking creates behavioral problems. CBT
approaches use cognitive and/or behavioral
strategies to identify and replace irrational
beliefs with rational beliefs. At the same time,
the approach prescribes new behaviors the
client practices. These approaches are educa-
tional in nature, active and problem-focused,

and time-limited.

Advice to the Counselor:
Using Contingency Management
Techniques
The consensus panel recommends that substance

abuse treatment clinicians and programs employ CM
techniques with clients with COD in such activities as

CBT for substance abuse

CBT for substance abuse combines ele-
ments of behavioral theory, cognitive
social learning theory, cognitive theory,
and therapy into a distinctive therapeutic

s approach that helps clients recognize situ-
e Providing refreshments for attendance at groups or

) | LS ations where they are likely to use sub-
social activities

stances, find ways of avoiding those situa-
tions, and learn better ways to cope with
feelings and situations that might have, in
the past, led to substance use (Carroll

1998).

e Monitoring urine specimens
e Checking medication adherence

e Rewarding clients for obtaining particular goals in
their treatment plan

e Reinforcing appropriate verbal and social behavior
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CBT for people with substance use disorders
also addresses “coping behaviors.” Coping
“refers to what an individual does or thinks
in a relapse crisis situation so as to handle the
risk for renewed substance use” (Moser and
Annis 1996, p. 1101). The approach assumes
that “substance abusers are deficient in their
ability to cope with interpersonal, social,
emotional, and personal problems. In the
absence of these skills, such problems are
viewed as threatening, stressful, and poten-
tially unsolvable. Based on the individual’s
observation of both family members’ and
peers’ responses to similar situations and on
their own initial experimental use of alcohol
or drugs, the individual uses substances as a
means of trying to address these problems
and the emotional reactions they create”
(CSAT 1999a, p. 71). The clinician seeks to
help the client increase his coping skills so he
will not use drugs in high-stress situations.
(See TIP 34 [CSAT 1999a] for a more
detailed explanation of the theoretical back-
ground of CBT and how it is applied in sub-
stance abuse treatment.)

CBT and COD

Distortions in thinking generally are more
severe with people with COD than with other
substance abuse treatment clients. For exam-
ple, a person with depression and an alcohol
use disorder who has had a bad reaction to a
particular antidepressant may claim that all
antidepressant medication is bad and must be
avoided at all costs. Likewise, individuals may
use magnification and minimization to exagger-
ate the qualities of others, consistently present-
ing themselves as “losers” who are incapable of
accomplishing anything. Clients with COD are,
by definition, in need of better coping skills.
The Substance Abuse Management Model in
the section on Relapse Prevention Therapy
later in this chapter provides a pertinent exam-
ple of how to increase behavioral coping skills.

Grounding

Some clients with COD, such as those who have
experienced trauma or sexual abuse, can bene-
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fit from a particular coping skill known as
“srounding” (Najavits 2002). Many such clients
frequently experience overwhelming feelings
linked to past trauma, which can be triggered
by a seemingly small comment or event.
Sometimes, this sets off a craving to use sub-
stances. Grounding refers to the use of strate-
gies that soothe and distract the client who is
experiencing tidal waves of pain or other strong
emotions, helping the individual anchor in the
present and in reality. These techniques work
by directing the mental focus outward to the
external world, rather than inward toward the
self. Grounding also can be referred to as “cen-
tering,” “looking outward,” “distraction,” or
“healthy detachment™ (Najavits 2002).

Grounding “can be done anytime, anywhere,
by oneself, without anyone else noticing it. It
can also be used by a supportive friend or
partner who can guide the patient in it when
the need arises” (Najavits 2002, p. 125). It is
used commonly for PTSD, but can be applied
to substance abuse cravings, or any other
intense negative feeling, such as anxiety, panic
attacks, and rage. Grounding is so basic and
simple that it gives even the most impaired
clients a useful strategy. However, it must be
practiced frequently to be maximally helpful.
For a lesson plan and other materials on
grounding, see Najavits 2002. See also the sec-
tion on PTSD in chapter 8 and appendix D of
this TIP.

Roles of the client and
clinician

CBT is an active approach that works most
effectively with persons who are stabilized in
the acute phase of their substance use and
mental disorders. To be effective, the clinician
and the client must develop rapport and a
working alliance. The client’s problem is
assessed extensively and thorough historical
data are collected. Then, collaboratively, dys-
functional automatic thoughts, schemas, and
cognitive distortions are identified. Treatment
consists of the practice of adaptive skills within
the therapeutic environment and in homework
sessions. Booster sessions are used following



Case Study: Using CBT With a Client With COD

Jack W. is referred to the substance abuse treatment agency for evaluation after a positive urine test that
revealed the presence of cocaine. He is a 38-year-old African American. Initially, Jack W. engages in treatment
in intensive outpatient therapy three times weekly, has clean urine tests, and seems to be doing well. However,
after 2 months he starts to appear more depressed, has less to say in group therapy sessions, and appears with-
drawn. In a private session with the substance abuse treatment counselor, he says that, “All this effort just
isn’t worth it. I feel worse than I did when I started. I might as well quit treatment and forget the job. What’s
the point?” The counselor explores what has changed, and Jack W. reveals that his wife has been having a
hard time interacting with him as a sober person. Now that he is around the house more than he used to be (he
was away frequently, dealing drugs to support his habit), they have more arguments. He feels defeated.

In the vocabulary of CBT, Jack W. demonstrates “all or nothing” thinking (I might as well lose everything
because I’'m having arguments), overgeneralization, and discounting the positive (he is ignoring the fact that he
still has his job, has been clean for 2 months, looks healthier and, until recently, had an improved outlook).
His emotionally clouded reasoning is blackening the whole recovery effort, as he personalizes the blame for
what he sees as failure to improve his life.

Clearly, Jack W. has lost perspective and seems lost in an apparently overwhelming marital problem. The
counselor, using a pad and pencil, draws a circle representing the client and divides it into parts, showing Jack
that they represent physical health, his work life, his recovery, risk for legal problems, and family or mar-
riage. He invites Jack to review each one, comparing where he is now and where he was when he first arrived
at the clinic in order to evaluate the whole picture. Jack observes that everything is actually getting better with
the exception of his marriage. The counselor helps Jack gain the skills needed to stand back from his situation
and put a problem in perspective. He also negotiates to determine the kind of help that Jack would see as use-
ful in his marriage. This might be counseling for the couple or an opportunity to practice and rehearse ways of
engaging his wife without either of them becoming enraged.

If Jack’s depression continues despite these interventions, the counselor may refer him to a mental health
provider for evaluation and treatment of depression.

termination of treatment to assist people who
have returned to old maladaptive patterns of
thinking.

The client with COD is an active participant in
treatment, while the role of the clinician is pri-
marily that of educator. The clinician collabo-
rates with the client or group in identifying
goals and setting an agenda for each session.
The counselor also guides the client by explain-
ing how thinking affects mood and behavior.
Clients with COD may need very specific cop-
ing skills to overcome the combined challenges
of their substance abuse and their mental dis-
order. For example, Ziedonis and Wyatt (1998,
p- 1020) address the need to target “the
schizophrenic’s cognitive difficulties (attention
span, reading skills, and ability to abstract).”
Their approach for these clients includes role-

playing to help build communication and prob-
lemsolving skills.

Some specific CBT strategies for programs
working with clients with COD are described
below. See also the text box above for a case
example.

Use Relapse Prevention
Techniques

Description

Marlatt defines relapse as “a breakdown or set-
back in a person’s attempt to change or modify
any target behavior” (1985, p. 3). NIDA elabo-
rates this definition by describing relapse as
“any occasion of drug use by recovering
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Adapting CBT for Clients With COD

® Use visual aids, including illustrations and concept mapping (a visual presentation of concepts that makes

patterns evident).

® Practice role preparation and rehearse for unexpected circumstances.

¢ Provide specific in vivo feedback on applying principles and techniques.

¢ Use outlines for all sessions that list specific behaviorally anchored learning objectives.

¢ Test for knowledge acquisition.

® Make use of memory enhancement aids, including notes, tapes, and mnemonic devices.

Source: Adapted from Peters and Hills 1997.

addicts that violates their own prior commit-
ment and that often they regret almost immedi-
ately” (NIDA 1993, p. 139), and adds Relapse
Prevention Therapy (RPT) to its list of effec-
tive substance abuse treatment approaches.
Relapse can be understood not only as the
event of resuming substance use, but also as a
process in which indicators of increasing
relapse risk can be observed prior to an
episode of substance use, or lapse (Daley 1987;
Daley and Marlatt 1992).

A variety of relapse prevention models are
described in the literature (e.g., Gorski 2000;
Marlatt et al. 1999; Monti et al. 1993; NIDA
1993; Rawson et al. 1993). However, a central
element of all clinical approaches to relapse
prevention is anticipating problems that are
likely to arise in maintaining change and
labeling them as high-risk situations for
resumed substance use, then helping clients to
develop effective strategies to cope with those
high-risk situations without having a lapse. A
key factor in preventing relapse is to under-
stand that relapses are preceded by triggers
or cues that signal that trouble is brewing and
that these triggers precede exposure to events
or internal processes (high-risk situations)
where or when resumed substance use is like-
ly to occur. A lapse will occur in response to
these high-risk situations unless effective cop-
ing strategies are available to the person and
are implemented quickly and performed ade-
quately. Clinicians using relapse prevention
techniques recognize that lapses (single

episodes or brief returns to drug use) are an
expected part of overcoming a drug problem,
rather than a signal of failure and an indica-
tion that all treatment progress has been lost.
Therapy sessions aimed at relapse prevention
can occur individually or in small groups,
and may include practice or role-play on how
to cope effectively with high-risk situations.

According to Daley and Marlatt (1992),
approaches to relapse prevention have many
common elements. Generally they focus on
the need for clients to

1. Have a broad repertoire of cognitive and
behavioral coping strategies to handle high-
risk situations and relapse warning signs.

2. Make lifestyle changes that decrease the
need for alcohol, drugs, or tobacco.

3. Increase healthy activities.

4. Prepare for interrupting lapses, so that they
do not end in full-blown relapse.

5. Resume or continue to practice relapse pre-
vention skills even when a full-blown relapse
does occur by renewing their commitment to
abstinence rather than giving up the goal of
living a drug-free life.

RPT is an intervention designed to teach indi-
viduals who are trying to maintain health
behavior changes how to anticipate and cope
with the problem of relapse (Marlatt 1985).
RPT strategies can be placed in five cate-
gories: Assessment Procedures, Insight/
Awareness Raising Techniques, Coping Skills
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Training, Cognitive Strategies, and Lifestyle
Modification (Marlatt 1985). RPT Assessment
Procedures are designed to help clients
appreciate the nature of their problems in
objective terms, to measure motivation for
change, and to identify risk factors that
increase the probability of relapse.
Insight/Awareness Raising Techniques are
designed to provide clients with alternative
beliefs concerning the nature of the behavior
change process (e.g., to view it as a learning
process) and, through self-monitoring, to help
clients identify patterns of emotion, thought,
and behavior related to both substance use
and co-occurring mental disorders. Coping
Skills Training strategies include teaching
clients behavioral and cognitive strategies.
Cognitive Strategies are used to manage urges
and craving, to identify early warning signals,
and to reframe reactions to an initial lapse.
Finally, Lifestyle Modification Strategies
(e.g., meditation and exercise) are designed to
strengthen clients’ overall coping capacity.

In Marlatt’s model of RPT, lapses are seen as
a “fork in the road” or a “crisis.” Each lapse
contains the dual elements of “danger” (pro-
gression to full-blown relapse) and “opportu-
nity” (reduced relapse risk in the future due
to the lessons learned from debriefing the
lapse). The goal of effective RPT is to teach
clients to recognize increasing relapse risk
and to intervene at earlier points in the
relapse process in order to encourage clients
to progress toward maintaining abstinence
from drugs and living a life in which lapses
occur less often and are less severe.

Specific aspects of RPT might include

¢ Exploring with the client both the positive
and negative consequences of continued drug
use (“decisional balance,” as discussed in the
motivational interviewing section of this

chapter)

¢ Helping clients to recognize high-risk situa-
tions for returning to drug use

e Helping clients to develop the skills to avoid

those situations or cope effectively with them
when they do occur

® Developing a “relapse emergency plan” in
order to exercise “damage control” to limit
the duration and severity of lapses

® Learning specific skills to identify and cope
effectively with drug urges and craving

Clients also are encouraged to begin the pro-
cess of creating a more balanced lifestyle to
manage their COD more effectively and to ful-
fill their needs without using drugs to cope with
life’s demands and opportunities. In the treat-
ment of clients with COD, it often is critical to
consider adherence to a medical regimen
required to manage disruptive and disorganiz-
ing symptoms of mental disorder as a relapse
issue. In terms of medication adherence, a
“lapse” is defined as not taking the prescribed
drugs one needs rather than the resumption of
taking illicit drugs for self-medication or plea-
sure seeking.

Empiirical evidence related to
relapse prevention therapy

Carroll (1996) reviewed 24 randomized con-
trolled trials of RPT among smokers and
abusers of alcohol, marijuana, cocaine, opi-
oids, and other drugs. While many of the stud-
ies were of smokers—in which Carroll noted
the strongest support for RPT in terms of
improved outcomes for relapse severity, dura-
bility of effects, and client-treatment matching,
as compared to no-treatment controls—compa-
rable results were found for alcohol and illicit
drugs as well. Of particular importance was the
observation that the positive effects of RPT
treatment were greater among those with high-
er severities of both psychiatric symptoms and
addiction impairment, which suggests the tech-

nique would be helpful in the treatment of
clients with COD.

In a meta-analytic review of 26 published and
unpublished studies using Marlatt’s RPT
model, Irvin et al. (1999) found that RPT
generally was effective particularly for alco-
hol problems and was most effective when
applied to alcohol or polysubstance use disor-
ders, combined with medication. The efficacy
of RPT has been demonstrated sufficiently to
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serious mental illness. Also,
Nigam and colleagues (1992)
developed a relapse prevention
group for clients with COD.

Advice to the Counselor:
Using Relapse Prevention Methods
The consensus panel recommends using the following
relapse prevention methods with clients with COD:

e Provide relapse prevention education on both mental
disorders and substance abuse and their interrelations.

Substance abuse
management module

Roberts et al. (1999) developed
The Substance Abuse
Management Module (SAMM)
based on the previously
described RPT approach of
Marlatt and his colleagues.
SAMM originally was designed

to be a component of a compre-

e Teach skills to help the client handle pressure for discon-
tinuing psychotropic medication and to increase medica-
tion adherence.

e Encourage attendance at dual recovery groups and teach
social skills necessary for participation.

e Use daily inventory to monitor psychiatric symptoms and
symptoms changes.

¢ If relapse occurs, use it as a learning experience to
investigate triggers with the client. Reframe the
relapse as an opportunity for self-knowledge and a
step toward ultimate success.

hensive approach to the treat-
ment of co-occurring substance
use dependence and schizophre-
nia. This detailed treatment
manual illustrates many RPT
techniques and focuses on the most common

be included by NIDA (1999a) as a recom-
mended approach “to supplement or
enhance—not replace—existing treatment
programs” (p. 35).

problems encountered by clients with severe
COD. SAMM offers a detailed cognitive—
behavioral strategy for each of several com-
mon problems that clients face. Each strategy
includes both didactics and detailed skills
training procedures including role-play prac-

Adaptations for clients with

coD

Several groups have developed relapse preven-
tion interventions aimed at clients with differ-
ent mental disorders or substance use diag-
noses (see Evans and Sullivan 2001). Weiss and
colleagues (1998) developed a 20-session
relapse prevention group therapy for the treat-
ment of clients with co-occurring bipolar and
substance use disorders. This group stressed
concepts of importance to both disorders—for
example, it contrasts “may as well” thinking,
which allows for relapse and failure to take
medication, with “it matters what you do.” It
also teaches useful skills relevant to both disor-
ders, such as coping with high-risk situations
and modifying lifestyle to improve self-care (p.
49). Ziedonis and Stern (2001) have developed
a dual recovery therapy, which blends tradi-
tional mental health and addiction treatments
(including both motivational enhancement ther-
apy and relapse prevention) for clients with
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tice. Emphasis is placed on rehearsing such
key coping behaviors as refusing drugs, nego-
tiating with treatment staff, acting appropri-
ately at meetings for mutual self-help, and
developing healthy habits. Both counselor
and client manuals are available.

The text box beginning on p. 131 describes the
SAMM protocol (Roberts et al. 1999) shows
how a clinician might work with a substance
abuse treatment client with COD to help the
client avoid drugs.

Integrated treatment
RPT (Marlatt and Gordon 1985) and other

cognitive—behavioral approaches to psy-
chotherapy and substance abuse treatment
allow clinicians to treat COD in a integrated
way by



Overview of SAMM Concepts and Skills

How to Avoid Drugs (Made Simple)

The concepts and skills taught in this module are designed to help clients follow these four recommendations:
e If you slip, quit early.

® When someone offers drugs, say no.

® Don’t get into situations where you can’t say no.

® Do things that are fun and healthy.

Overview of Module Concepts and Skills

Clients learn how to follow these recommendations by learning key concepts and the skills. Here are four rec-
ommendations restated in terms of the module’s key concepts:

Plain English Module Concepts

If you slip, quit early. Practice damage control.
When someone offers drugs, say no. Escape high-risk situations.
Don’t get into situations where you can’t say no. Avoid high-risk situations.
Do things that are fun and healthy. Seek healthy pleasures.

Concepts and Skills Associated With Each Recommendation

Practice damage control

Main point: If you slip and use drugs or alcohol again, stop early and get right back into treatment. This will
reduce damage to your health, relationships, and finances.

Concepts: Maintain recovery, slip versus full-blown relapse, risk reduction, abstinence violation effect, bounc-
ing back into treatment.

Skills: Leaving a drug-using situation despite some use; reporting a slip to a support person

Escape high-risk situations

Main point: Some situations make it very hard to avoid using drugs. Be prepared to escape from these situa-
tions without using drugs. Realize that it would be much better to avoid these situations in the first place.

Concepts: High-risk situations.

Skills: Refusing drugs from a pushy dealer; refusing drugs offered by a friend.
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Overview of SAMM Concepts and Skills (continued)

Avoid high-risk situations

Main point: Avoid high-risk situations by learning to recognize the warning signs that you might be headed
toward drug use.

Concepts: Drug habit chain (trigger, craving, planning, getting, using), warning signs, U-turns, removing trig-
gers, riding the wave, money management, representative payee.

Skills: Getting an appointment with a busy person; reporting symptoms and side effects; getting a support
person.

Seek healthy pleasures

Main point: You can avoid drugs by focusing on the things that are most important and enjoyable to you. Do
things that are fun and healthy.

Concepts: Healthy pleasures, healthy habits, activities schedule.

Skills: Getting someone to join you in a healthy pleasure; negotiating with a representative payee.

Additional Recommendations and Concepts

Understand how you learned to use drugs.
Main point: Drug abuse is learned and can be unlearned.

Concepts: Habits, reinforcement, craving, conditioning, extinction, riding the wave.

Know why you decided to quit.
Main point: Make sure you can always remember why you decided to quit using drugs.

Concepts: Advantages and disadvantages of using drugs and of not using drugs.

Carry an emergency card.

Main point: Make an emergency card that contains vital information and reminders about how and why to
avoid drugs. Carry it with you at all times.

Concepts: Support person, coping skills, why quit.

Source: Adapted from Roberts et al. 1999 (used with permission).

1. Doing a detailed functional analysis of the 3. Assessing both cognitive and behavioral cop-
relationships between substance use, Axis [ ing skills deficits
or Il symptoms, and any reported criminal 4. Implementing both cognitive and behavioral
conduct coping skills training tailored to meet the

2. Evaluating the unique and common high- specific needs of an individual client with
risk factors for each problem and determin- respect to all three target behaviors (i.e.,
ing their interrelationships substance use, symptoms of mental disor-

der, and criminal conduct)
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Summary of RP strategies for
clients with COD

Daley and Lis (1995) summarize RP strategies
that can be adapted for clients with COD, some
of which are listed below:

® Regardless of the client’s motivational level or
recovery stage, relapse education should be
provided and related to the individual’s men-
tal disorder. The latter is important, particu-
larly because the pattern typically followed
by clients with COD begins with an increase
in substance use leading to lowered efficacy
or discontinuation of psychiatric medication,
or missed counseling sessions. As a conse-
quence, symptoms of mental disorders reap-
pear or worsen, the client’s tendency to self-
medicate through substance use is exacerbat-
ed, and the downward spiral is perpetuated.

e Clients with COD need effective strategies to
cope with pressures to discontinue their pre-
scribed psychiatric medication. One such
strategy simply is to prepare clients for exter-
nal pressure from other people to stop taking
their medications. Rehearsing circumstances
in which this type of pressure is applied,
along with anticipating the possibility,
enables clients with COD to react appropri-
ately. Reinforcing the difference between
substances of abuse—getting “high”—and
taking psychiatric medication to treat an ill-
ness is another simple but effective strategy.

® An integral component of recovery is the use
of mutual self-help and dual recovery groups
to provide the support and understanding of
shared experience. To maximize the effective-
ness of their participation, clients with COD
usually need help with social skills (listening,
self-disclosure, expressing feelings/desires,
and addressing conflict).

Clients can use daily self-ratings of persistent
psychiatric symptoms to monitor their status.
Use of the daily inventory and symptom review
should be encouraged to help clients with COD
to track changes and take action before deteri-
orating status becomes critical. See the text
box on p. 134 for a case study applying RP
strategies.

Use Repetition and Skills-
Building To Address Deficits in
Functioning

In applying the approaches described above,
keep in mind that clients with COD often have
cognitive limitations, including difficulty con-
centrating. Sometimes these limitations are
transient and improve during the first several
weeks of treatment; at other times, symptoms
persist for long periods. In some cases, individ-
uals with specific disorders (schizophrenia,
attention deficit disorder) may manifest these
symptoms as part of their disorder.

General treatment strategies to address cogni-
tive limitations in clients include being more
concrete and less abstract in communicating
ideas, using simpler concepts, having briefer
discussions, and repeating the core concepts
many times. In addition, individuals often
learn and remember better if information is
presented in multiple formats (verbally; visual-
ly; or affectively through stories, music, and
experiential activities). Role-playing real-life
situations also is a useful technique when work-
ing with clients with cognitive limitations. For
example, a client might be assigned to practice
“asking for help” phone calls using a prepared
script. This can be done individually with the
counselor coaching, or in a group, to obtain
feedback from the members.

When compared to individuals without addi-
tional disorders or disabilities, persons with
COD and additional deficits often will require
more substance abuse treatment in order to
attain and maintain abstinence. A primary
reason for this is that abstinence requires the
development and utilization of a set of recov-
ery skills, and persons with mental disorders
often have a harder time learning new skills.
They may require more support in smaller
steps with more practice, rehearsal, and repe-
tition. The challenge is not to provide more
intensive or more complicated treatment for
clients with COD, but rather to tailor the pro-
cess of acquiring new skills to the needs and
abilities of the client.
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Case Study: Preventing Relapse in a Client With COD

Stan Z. is a 32-year-old with diagnoses of recurrent major depression, antisocial personality disorder,
crack/cocaine dependence, and polysubstance abuse. He has a 15-year history of addiction, including a 2-year
history of crack addiction. Stan Z. has been in a variety of psychiatric and substance abuse treatment pro-
grams during the past 10 years. His longest clean time has been 14 months. He has been attending a dual-diag-
nosis outpatient clinic for the past 9 months and going to Narcotics Anonymous (NA) meetings off and on for
several years. Stan Z. has been clean from all substances for 7 months. Following is a list of high-risk relapse
factors and coping strategies identified by Stan Z. and his counselor:

High-Risk Factor 1

Stan Z. is tired and bored “with just working, staying at home and watching TV, or going to NA meetings.”
Recently, he has been thinking about how much he “misses the action of the good old days” of hanging with
old friends and does not think he has enough things to do that are interesting.

Possible coping strategies for Stan Z. include the following: (1) remind him of problems caused by hanging
out with people who use drugs and using drugs by writing out a specific list of problems associated with
addiction; (2) challenge the notion of the “good old days” by looking closely at the “bad” aspects of those
days; (3) remind him of how far he has come in his recent recovery, especially being able to get and keep a
job, maintain a relationship with one woman, and stay out of trouble with the law; (4) discuss current feel-
ings and struggles with an NA sponsor and NA friends to find out how they handled similar feelings and
thoughts; and (5) make a list of activities that will not threaten recovery and can provide a sense of fun and
excitement and plan to start active involvement in one of these activities.

High-Risk Factor 2

Stan Z. is getting bored with his relationship with his girlfriend. He feels she is too much of a “home body”
and wants more excitement in his relationship with her. He also is having increased thoughts of having sex
with other women.

Possible coping strategies for Stan Z. include the following: (1) explore in therapy sessions why he is really
feeling bored with his girlfriend, noting he has a long-standing pattern of dumping girlfriends after just a
few months; (2) challenge his belief that the problem is mainly his girlfriend so that he sees how his atti-
tudes and beliefs play a role in this problem; (3) talk directly with his girlfriend in a nonblaming fashion
about his desire to work together to find ways to instill more excitement in the relationship; (4) remind him
of potential dangers of casual sex with a woman he does not know very well and that he cannot reach his
goal of maintaining a meaningful, mutual relationship if he gets involved sexually with another woman. His
past history is conecrete proof that such involvement always leads to sabotaging his primary relationship.

High-Risk Factor 3

Stan Z. wants to stop taking antidepressant medications. His mood has been good for several months and
he does not see the need to continue medications.

Possible coping strategies include the following: (1) discuss his concern about medications with his coun-
selor and psychiatrist before making a final decision; (2) review with his treatment team the reasons for
being on antidepressant medications; (3) remind him that because he had several episodes of depression,
even during times when he has been drug-free for a long period, medication can help “prevent” the likeli-
hood of a future episode of depression.

Source: Daley and Lis 1995, pp. 255-256.
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Case Study: Using Repetition and Skills Building With a
Client With COD

In individual counseling sessions with Susan H., a 34-year-old Caucasian woman with bipolar disorder and
alcohol dependence, the counselor observes that often she is forgetful about details of her recent past,
including what has been said and agreed to in therapy. Conclusions the counselor thought were clear in one
session seem to be fuzzy by the next. The counselor begins to start sessions with a brief review of the last ses-
sion. He also allows time at the end of each session to review what has just happened. As Susan H. is having
difficulty remembering appointment times and other responsibilities, he helps her devise a system of
reminders in big letters on her refrigerator.

Facilitate Client Participation
in Mutual Self-Help Groups

Just as the strategies discussed in this chapter
have proven helpful both to clients who have
only substance use disorders as well as to those
with COD, so the use of mutual self-help
groups is a key tool for the clinician in assisting
both categories of clients. In addition to tradi-
tional 12-Step groups, dual recovery mutual
self-help approaches are becoming increasingly
common in most large communities. The clini-
cian plays an important role in helping clients
with COD access appropriate mutual self-help
resources and benefit from them. (See chapter
7 for an extended presentation of Dual
Recovery Mutual Self-Help approaches tai-
lored to meet the needs of persons with COD.)
Groups for those who do not speak English
may not be available, and the clinician is
advised to seek resources in other counties or,
if the number of clients warrants it, to initiate
organization of a group for those who speak the
same non-English language.

The clinician can assist the client by:

® Helping the client locate an appropriate
group. The clinician should strive to be
aware not only of what local 12-Step and
other dual recovery mutual self-help
groups meet in the community, but also
which 12-Step groups are known to be
friendly to clients with COD, have other
members with COD, or are designed specifi-
cally for people with COD. Clinicians do
this by visiting groups to see how they are
conducted, collaborating with colleagues to

discuss groups in the area, updating their
own lists of groups periodically, and gather-
ing information from clients. The clinician
should ensure that the group the client
attends is a good fit for the client in terms
of the age, gender, and cultural factors of
the other members. In some communities,
alternatives to 12-Step groups are available,
such as Secular Organizations for Sobriety.

e Helping the client find a sponsor, ideally
one who also has COD and is at a later
stage of recovery. Knowing that he or she
has a sponsor who truly understands the
impact of two or more disorders will be
encouraging for the client. Also, some
clients may “put people off” in a group and
have particular difficulty finding a sponsor
without the clinician’s support.

e Helping the client prepare to participate
appropriately in the group. Some clients,
particularly those with serious mental ill-
ness or anxiety about group participation,
may need to have the group process
explained ahead of time. Clients should be
told the structure of a meeting, expectations
of sharing, and how to participate in the
closing exercises, which may include hold-
ing hands and repeating sayings or prayers.
They may need to rehearse the kinds of
things that are and are not appropriate to
share at such meetings. Clients also should
be taught how to “pass” and when this
would be appropriate. The counselor
should be familiar enough with group func-
tion and dynamics to actually “walk the
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client” through the meeting before attend-
ing.

® Helping overcome barriers to group partici-
pation. The clinician should be aware of the
genuine difficulties a client may have in
connecting with a group. While clients with
COD, like any others, may have some resis-
tance to change, they also may have legiti-
mate barriers they cannot remove alone.
For example, a client with cognitive difficul-
ties may need help working out how he or
she can physically get to the meeting. The
counselor may need to write down very
detailed instructions for this person that
another client would not need (e.g., “Catch
the number 9 bus on the other side of the

street from the treatment center, get off at
Main Street, and walk three blocks to the
left to the white church. Walk in at the
basement entrance and go to Room 5.7)

® Debriefing with the client after he or she

has attended a meeting to help process his
or her reactions and prepare for future
attendance. The clinician’s work does not
end with referral to a mutual self-help
group. The clinician must be prepared to
help the client overcome any obstacles after
attending the first group to ensure engage-
ment in the group. Often this involves a dis-
cussion of the client’s reaction to the group
and a clarification of how he or she can
participate in future groups.

Case Study: Helping a Client Find a Sponsor

Linda C. had attended her 12-Step group for about 3 months, and although she knew she should ask someone
to sponsor her, she was shy and afraid of rejection. She had identified a few women who might be good spon-
sors, but each week in therapy she stated that she was afraid to reach out, and no one had approached her,
although the group members seemed “friendly enough.” The therapist suggested that Linda C. “share” at a
meeting, simply stating that she’d like a sponsor but was feeling shy and didn’t want to be rejected. The ther-
apist and Linda C. role-played together in a session, and the therapist reminded Linda C. that it was okay to
feel afraid and if she couldn’t share at the next meeting, they would talk about what stopped her.

After the next meeting, Linda C. related that she almost “shared” but got scared at the last minute, and
was feeling bad that she had missed an opportunity. They talked about getting it over with, and Linda C.
resolved to reach out, starting her sharing statement with, “It’s hard for me to talk in public, but I want
to work this program, so I’m going to tell you all that I know it’s time to get a sponsor.” This therapy
work helped Linda C. to put her need out to the group, and the response from group members was helpful
to Linda C., with several women offering to meet with her to talk about sponsorship. This experience also
helped Linda C. to become more attached to the group and to learn a new skill for seeking help. While
Linda C. was helped by counseling strategies alone, others with “social phobia” also may need antidepres-
sant medications in addition to counseling.
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6 Traditional Settings
and Models

Overview

What happens to clients with co-occurring disorders (COD) who enter
traditional substance abuse settings? How can programs provide the best
possible services to these people?

This chapter adopts a program perspective to examine both outpatient
and residential settings, highlighting promising treatment models that
have emerged both within the substance abuse field and elsewhere. It
also discusses the various treatment approaches and models available to
those working in substance abuse settings.

The chapter opens with a review of the seven essential programming ele-
ments in COD programming for substance abuse treatment agencies that
treat clients with COD: (1) screening, assessment, and referral; (2) men-
tal and physical health consultation; (3) the use of a prescribing onsite
psychiatrist; (4) medication and medication monitoring; (5) psychoedu-
cational classes; (6) onsite double trouble groups; and (7) offsite dual
recovery mutual self-help groups. These elements are applicable in both
residential and outpatient programs. This section of the chapter also dis-
cusses general considerations in treatment of clients with COD.

Essential background related to outpatient care for this population,
including available data on its effectiveness, follows the discussion of
essential programming. The chapter then turns to an overview of the
critical factors in the successful design, implementation, evaluation, and
maintenance of effective outpatient programs for clients with COD. Two
examples of successful outpatient programs are highlighted: the
Clackamas County Mental Health Center of Oregon City, Oregon, an
outpatient substance abuse and mental health treatment center; and the
Arapahoe House of Denver, Colorado, which is the State’s largest
provider of substance abuse treatment services. These are intended to
“prime the pump” for readers considering the addition of new program
elements to serve clients with COD. The section closes with an explo-
ration of two specialized outpatient models for clients with co-occurring
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substance use and serious mental disorders,
Assertive Community Treatment and Intensive
Case Management.

A discussion of residential substance abuse
treatment programs for clients with COD com-
pletes the chapter. Like the discussion of outpa-
tient care, this section describes the back-
ground and effectiveness of residential care for
the COD population, the key issues that arise
in program design and implementation, and the
challenges of evaluating and sustaining residen-
tial programs. Modified therapeutic communi-
ties (MTCs)—forms of residential care particu-
larly well suited to clients with COD—are
described in detail. The chapter closes with a
presentation of two other residential models:
Gaudenzia, Inc., located in Norristown,
Pennsylvania, which uses an MTC to provide
care for its clients, the majority of whom have
serious mental illness, and the Na’nizhoozi
Center, Inc., located in the rural community of
Gallup, New Mexico, a program that uses a
range of culturally appropriate interventions to
meet the needs of its predominantly American-
Indian clients.

Essential Programming
for Clients With COD

Individuals with COD are found in all addic-
tion treatment settings, at every level of care.
Although some of these individuals have serious
mental illness and/or are unstable or disabled,
many of them have relatively stable disorders
of mild to moderate severity. As substance
abuse treatment programs serve the increasing
number of clients with COD, the essential pro-
gram elements required to meet their needs
must be defined clearly and set in place.

Program components described in this section
should be developed by any substance abuse
treatment program seeking to provide integrat-
ed substance abuse and mental health services
to clients with COD (that is, to attain the level
of capacity associated with the “COD capable”
classification defined in chapter 2). These ele-
ments have been culled from a variety of
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strategies, approaches, and models described
in the TIP and from consensus panel discussion
of current clinical programming. The panel
believes these elements constitute the best prac-
tices currently available for designing COD
programs in substance abuse treatment agen-
cies. A detailed discussion of these elements
appears in chapter 1. What follows are pro-
gram considerations for implementing these
essential components.

Screening, Assessment, and
Referral

All substance abuse treatment programs should
have in place appropriate procedures for
screening, assessing, and referring clients with
COD. It is the responsibility of each provider
to be able to identify clients with both mental
and substance use disorders and ensure that
they have access to the care needed for each
disorder. For a detailed discussion, see chapter
4. If the screening and assessment process
establishes a substance abuse or mental disor-
der beyond the capacity and resources of the
agency, referral should be made to a suitable
residential or mental health facility, or other
community resource. Mechanisms for ongoing
consultation and collaboration are needed to
ensure that the referral is suitable to the treat-
ment needs of persons with COD.

Physical and Mental Health
Consultation

Any substance abuse treatment program that
serves a significant number of clients with COD
would do well to expand standard staffing to
include mental health specialists and to incor-
porate consultation (for assessment, diagnosis,
and medication) into treatment services.
Adding a master’s level clinical specialist with
strong diagnostic skills and expertise in work-
ing with clients with COD can strengthen an
agency’s ability to provide services for these
clients. These staff members could function as
consultants to the rest of the team on matters
related to mental disorders, in addition to
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being the liaison for a mental health consultant
and provision of direct services.

A psychiatrist provides services crucial to sus-
taining recovery and stable functioning for peo-
ple with COD: assessment, diagnosis, periodic
reassessment, medication, and rapid response
to crises. (See the section below on the advan-
tages of having a psychiatrist on staff as part of
the treatment team.) If lack of funding pre-
vents the substance abuse treatment agency
from hiring a consultant psychiatrist, the agen-
cy could establish a collaborative relationship
with a mental health agency to provide those
services. A memorandum of agreement formal-
izes this arrangement and ensures the availabil-
ity of a comprehensive service package for
clients with COD. Such arrangements are used
widely in the field, and examples of “best prac-
tices” are available (Ridgely et al. 1998;
Treatment of Persons 2000).

Prescribing Onsite Psychiatrist

Adding an onsite psychiatrist in an addiction
treatment setting to evaluate and presecribe
medication for clients with COD has been
shown to improve treatment retention and
decrease substance use (Charney et al. 2001;
Saxon and Calsyn 1995). The onsite psychia-
trist brings diagnostic, medication, and psychi-
atric counseling services directly to the location
clients are based for the major part of their
treatment. This approach often is the most
effective way to overcome barriers presented
by offsite referral, including distance and trav-
el limitations, the inconvenience of enrolling in
another agency and of the separation of clinical
services (more “red tape”), fears of being seen
as “mentally ill” (if referred to a mental health
agency), cost, and the difficulty of becoming
comfortable with different staff.

The consensus panel is aware that the cost of
an onsite psychiatrist is a concern for many
programs. Many agencies that use the onsite
psychiatrist model find that they can afford to
hire a psychiatrist part-time, even 4 to 16
hours per week, and that a significant number
of clients can be seen that way. A certain
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amount of that cost can be billed to Medicaid,
Medicare, insurance agencies, or other fun-
ders. For larger agencies, the psychiatrist may
be full time or share a full-time position with a
nurse practitioner. The psychiatrist also can be
employed concurrently by the local mental
health program, an arrangement that helps to
facilitate access to such other mental health
services as intensive outpatient treatment, psy-
chosocial programs, and even inpatient psychi-
atric care if needed. Studies describing this
model more fully and including outcome data
include Saxon and Calsyn (1995) and Charney
and colleagues
(2001). The
approach also has
been shown to be An onsite psy-
cost effective in a
large health mainte-
nance organization

chiatrist fosters

(Weisner et al.

the development
2001).

Some substance of substance

abuse programs may
be reluctant to hire abuse treatment
a psychiatrist or to
provide psychiatric
services. This issue
can be resolved

staff, enhancing

their comfort
through agencywide

discussions of the
types of clients with
COD seen by the

agencies, how their

and skill in

assisting clients

services are coordi-
nated, and the bar-
riers clients experi-
ence to receiving all

the elements of COD

treatment. In many cases, the largest and most

with COD.

obviously missing elements of good, integrated,
onsite COD treatment are mental disorder
diagnosis and treatment. It also should be
noted that an onsite psychiatrist fosters the
development of substance abuse treatment
staff, enhancing their comfort and skill in
assisting clients with COD. The psychiatrist
may be able upgrade counselors’ skills through
seminars on medication management and other
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pertinent topics. Also, the psychiatrist usually
attends the weekly meeting of the clinical team,
helping to develop effective treatment plans for
active cases of clients with COD. For many psy-
chiatrists, this arrangement also affords a wel-
come opportunity for further exposure to sub-
stance abuse treatment.

Ideally, agencies should hire a psychiatrist
with substance abuse treatment expertise to
work onsite at the substance abuse treatment
agency. Finding psychiatrists with this back-
ground may present a challenge. Psychiatrists
certified by the American Society of
Addiction Medicine (ASAM), the American
Academy of Addiction Psychiatry, or the
American Osteopathic Association (for osteo-
pathic physicians) are good choices. They can
provide leadership, advocacy, development,
and consultation for substance abuse staff.
Historically, however, substance abuse educa-
tion in medical schools and residencies has
received little attention, though promising
efforts on multiple levels are working to
ensure that all physicians receive at least a
basic knowledge of substance use disorders.
Thus, learning usually flows both ways, to the
benefit of the client. When recruiting a psy-
chiatrist, the substance abuse treatment pro-
gram should discuss key issues around this bi-
directional flow of clinical information and
knowledge. In addition, a discussion of pre-
scribing guidelines (such as those included in
appendix F) is in order.

The prescribing onsite psychiatrist model is a
useful and recommended step that substance
abuse treatment agencies can take to provide
integrated COD treatment services. A detailed
manual is needed to help agencies install this
model and to guide the participating psychia-
trists to provide the best services within the
model. Further research is needed to docu-
ment cost offsets for implementing the model
and gauge its clinical effectiveness in a variety
of substance abuse treatment settings.
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Medication and Medication
Monitoring

Many clients with COD require medication to
control their psychiatric symptoms and to sta-
bilize their psychiatric status. The importance
of stabilizing the client with COD on psychi-
atric medication when indicated is now well
established in the substance abuse treatment
field. (See appendix I for a comprehensive
description of the role of medication and the
available medications.) One important role of
the psychiatrist working in a substance abuse
treatment setting is to provide psychiatric med-
ication based on the assessment and diagnosis
of the client, with subsequent regular contact
and review of medication. These activities
include careful monitoring and review of medi-
cation adherence.

Psychoeducational Classes

Substance abuse treatment programs can help
their clients with COD by offering psychoedu-
cational classes such as those described below.

Mental and substance use
disorders

Psychoeducational classes on mental and sub-
stance use disorders are important elements in
basic COD programs. These classes typically
focus on the signs and symptoms of mental dis-
orders, medication, and the effects of mental
disorders on substance abuse problems.
Psychoeducational classes of this kind increase
client awareness of their specific problems and
do so in a safe and positive context. Most
important, however, is that education about
mental disorders be open and generally avail-
able within substance abuse treatment pro-
grams. Information should be presented in a
factual manner, similar to the presentation of
information on sexually transmitted diseases
(STDs). Some mental health clinics have pre-
pared synopses of mental illnesses for clients in
terms that are factual but unlikely to cause dis-
tress. A range of literature written for the
layperson also is available through government
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agencies and advocacy groups (see appendix I).
This material provides useful background
information for the substance abuse treatment
counselor as well as for the client.

Relapse prevention

Programs also can adopt strategies designed to
help clients become aware of cues or “triggers”
that make them more likely to abuse substances
and help them develop alternative coping
responses to those cues. Some providers suggest
the use of “mood logs” that clients can use to
increase their consciousness of the situational
factors that underlie the urge to use or drink.
These logs help answer the question, “When I
have an urge to drink or use, what is happen-
ing?” Similarly, basic treatment agencies can
offer clients training on recognizing cues for the
return of psychiatric symptoms and for affect
or emotion management, including how to
identify, contain, and express feelings
appropriately.

Double Trouble Groups
(Onsite)

Onsite groups such as “Double Trouble” pro-
vide a forum for discussion of the interrelated
problems of mental disorders and substance
abuse, helping participants to identify triggers
for relapse. Clients describe their
psychiatric symptoms (e.g., hear-
ing voices) and their urges to use
drugs. They are encouraged to
discuss, rather than to act on,
these impulses. Double Trouble
groups also can be used to moni-
tor medication adherence, psychi-
atric symptoms, substance use, 1.
and adherence to scheduled activ- CoD
ities. Double Trouble provides a
constant framework for assess-
ment, analysis, and planning.
Through participation, the indi-
vidual with COD develops per-
spective on the interrelated
nature of mental disorders and
substance abuse and becomes bet-
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ter able to view his or her behavior within this
framework.

Dual Recovery Mutual Self-
Help Groups (Offsite)

Fortunately, a variety of dual recovery mutual
self-help groups exist in many communities.
Substance abuse treatment programs can refer
clients to dual recovery mutual self-help
groups, which are tailored to the special needs
of a variety of people with COD. These groups
provide a safe forum for discussion about med-
ication, mental health, and substance abuse
issues in an understanding, supportive environ-
ment wherein coping skills can be shared.
Chapter 7 contains a comprehensive descrip-
tion of this approach and a listing of organiza-
tions that provide such services. See also
appendix J, which provides a list of such pro-
grams, their characteristics, and contacts.

General Considerations for
Treatment

In addition to these seven essential elements of
COD programming, all treatment providers
would do well to develop specific approaches to
working with COD clients in groups and find
meaningful ways of including them in program
design. Since families can have a powerful

Advice to Administrators:
Recommendations for Providing
Essential Services for People With COD

Develop a COD Program with the following components:

Screening, assessment, and referral for persons with

. Physical and mental health consultation
. Prescribing onsite psychiatrist

. Medication and medication monitoring
. Psychoeducational classes

. Double trouble groups (onsite)

. Dual recovery self-help groups (offsite)
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influence on a client’s recoverys, it is especially
important to reach out to the families of per-
sons with COD and help them understand more
about COD and how they can best support the
client and help the person recover.

Working in groups

Group therapy in substance abuse treatment
settings is regarded generally as a key feature
of substance abuse treatment. However, group
therapy should be augmented by individual
counseling since
individual contact is
important in helping
the client with COD
make maximum use
of group interven-

It is not uncom-

mon for groups

tailored to indi- tions.
Group therapy
viduals with should be modified

for clients with
COD. Generally, it

is best to reduce the

COD to consist

emotional intensity
of interpersonal
interaction in COD

of between two

and four indi- i
group sessions;

issues that are non-
provocative to
clients without COD
may lead to reac-
tions in clients with
COD. Moreover,
because many
clients with COD often have difficulty staying
focused, their treatment groups usually need
stronger direction from staff than those for
clients who do not have COD. Typically, some
persons with COD have trouble sitting still,
while others may have trouble getting moving

viduals in the

early stages.

at all (for instance, some people with depres-
sion); therefore, the duration of a group (and
other activities) should be shortened to less
than an hour, with the typical group or activity
running for no more than 40 minutes. Because
of the need for stability, the groups should run
regularly and without cancellation.
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Because many clients with COD have difficul-
ty in social settings, group sizes may need to
be smaller than is typical. There is benefit
even to allowing a few individuals to be con-
sidered a group, so long as sessions are
group-oriented and used as a means to intro-
duce the client to a larger group setting. It is
not uncommon for groups tailored to individ-
uals with COD to consist of between two and
four individuals in the early stages. Co-lead-
ers are especially important in these groups,
as one leader may need to leave the group
with one member, while the group continues
with the co-leader. With appropriate staff
guidance, peers who have completed the pro-
gram or advanced to its latter stages can
sometimes be used as group cofacilitators.

Considerable tolerance is needed for varied
(and variable) levels of participation depend-
ing on the client’s level of functioning, stabili-
ty of symptoms, response to medication, and
mental status. Many clients with serious men-
tal illness (e.g., those with a diagnosis of
schizophrenia, schizoid and paranoid person-
ality) may not fit well in groups and must be
incorporated gradually at their own pace and
to the degree they are able to participate.
Even minimal or inappropriate participation
can be viewed as positive in a given case or
circumstance. Verbal communication from
group leaders should be brief, simple, con-
crete, and repetitive. This is especially impor-
tant to reach clients with cognitive and func-
tional impairments. Affirmation of accom-
plishments should be emphasized over disap-
proval or sanctions. Negative behavior should
be amended rapidly with a positive learning
experience designed to teach the client a cor-
rect response to a situation. In general, group
leaders will need to be sensitive and respon-
sive to needs of the client with COD and the
addition of special training can enhance his
or her competency. TIP 41, Substance Abuse
Treatment: Group Therapy (Center for
Substance Abuse Treatment [CSAT] 2005)
contains more information on the techniques
and types of groups used in substance abuse
treatment.
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Involving clients in treatment
and program design

Because clients can provide important guidance
relative to their treatment and valuable feed-
back on program design and effectiveness, they
should be involved in program discussions.
Some guidelines for involving client/consumers
include:

¢ Form a Consumer Advisory Group.

¢ Include both current clients from the pro-
gram and past clients.

¢ Elect a client representative to discuss client
concerns with staff.

® Provide a staff liaison to help coordinate
client meetings and to provide a continuing
link to staff.

¢ Hold regular meetings and phone confer-
ences.

® Provide incentives to clients for participa-
tion.

® Solicit input on a variety of matters and in an
ongoing way.
¢ Involve clients in meaningful projects.

® When client input is solicited and received,
consider it respectfully, respond appropriate-
ly, and give the client feedback on your
response.

Family education

It is important that family members and signifi-
cant others who are close to the client receive
information on mental disorders and substance
abuse, as well as on how the disorders interact
with one another. Particularly in cultures that
value interdependence and are community-
and/or family-oriented, a family and communi-
ty education and support group can be helpful.
In an effort to build or maintain support for
the client and his treatment, family members
and significant others need to understand the
implications of having COD and the treatment
options available to the client. Programs must
provide this instruction in an interactive style
that allows questions, not in a lecture mode.
The essentials of this information include:
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¢ The name of the disorder
® [ts symptoms

® Its prevalence

e [ts cause

e How it interacts with substance abuse—that
is, the implications of having both disorders

® Treatment options and considerations in
choosing the best treatment

® The likely course of the illness
® What to expect

® Programs, resources, and individuals who
can be helpful

Outpatient Substance
Abuse Treatment
Programs for Clients
With COD

Background and Effectiveness

Treatment for substance abuse occurs most
frequently in outpatient settings—a term that
subsumes a wide variety of disparate pro-
grams (Simpson et al. 1997b). Some offer sev-
eral hours of treatment each week, which can
include mental health and other support ser-
vices as well as individual and group counsel-
ing for substance abuse; others provide mini-
mal services, such as only one or two brief
sessions to give clients information and refer
them elsewhere (Etheridge et al. 1997). Some
agencies offer outpatient programs that pro-
vide services several hours per day and sever-
al days per week, thus meeting ASAM’s crite-
ria for Intensive Outpatient Programs.
Typically, treatment includes individual and
group counseling, with referrals to appropri-
ate community services. Until recently, there
were few specialized approaches for people
with COD in outpatient substance abuse
treatment settings. One of many small excep-
tions was a methadone maintenance program
that also made psychiatrists and mental
health services available to its clients (Woody
et al. 1983).
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Deinstitutionalization and other factors are
increasing the prevalence of persons with
COD in outpatient programs. Many of these
individuals have multiple health and social
problems that complicate their treatment.
Evidence from prior studies indicates that a
mental disorder often makes effective treat-
ment for substance use more difficult (Mueser
et al. 2000; National Association of State
Mental Health Program Directors and
National Association of State Alcohol and
Drug Abuse Directors 1999). Because outpa-
tient treatment programs are available widely
and serve the greatest number of clients
(Committee on Opportunities in Drug Abuse
Research 1996; Lamb et al. 1998), using cur-
rent best practices from the substance abuse
treatment and mental health services fields is
vital. Doing so enables these programs to use
the best available treatment models to reach
the greatest possible number of persons with

COD.

Prevalence

COD is clearly a defining characteristic com-
monly found in clients who enter substance
abuse treatment. A Drug Abuse Treatment
Outcome Study (DATOS) of 99 treatment pro-
grams in 11 U.S. metropolitan areas between
1991 and 1993 found the following distribu-
tion of co-occurring mental disorders: 39.3
percent met DSM-III-R (Diagnostic and
Statistical Manual of Mental Disorders, 3rd
edition, revised [ American Psychiatric
Association 1987]) diagnostic criteria for anti-
social personality disorder, 11.7 percent met
criteria for a major depressive episode, and
about 3.7 percent met criteria for a general
anxiety disorder (Flynn et al. 1996) (see also
Figure 1-2 in chapter 1). DATOS and other
data indicate that substance abuse programs
can expect a substantial proportion of the
clientele to have COD.
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Empirical evidence of effec-
tiveness

Evidence suggests that outpatient treatment
can lead to positive outcomes for certain
clients with COD, even when treatment is not
tailored specifically to their needs. Outpatient
substance abuse treatment programs can be
effective settings for treating substance abuse
in clients with less serious mental disorders.
This conclusion is supported by evidence
from the most current and comprehensive
database on substance abuse treatment, the

DATOS dataset (Flynn et al. 1997).

Clients who were in outpatient treatment,
including individual and group counseling
and mutual self-help groups, showed reduc-
tions in drug use after treatment. Clients with
3 months or more of outpatient treatment
reported even lower rates of drug use com-
pared to their rate of use prior to treatment
(Hubbard et al. 1997; Simpson et al. 1997a).
These data show that substance abuse treat-
ment outpatient programs can help clients,
many with COD, who remain in treatment at
least 3 months. However, modifications
designed to address issues faced even by those
with less serious mental disorders can
enhance treatment effectiveness and in some
instances are essential.

Designing Outpatient
Programs for Clients With
coD

The population of persons with COD is het-
erogeneous in terms of motivation for treat-
ment, nature and severity of substance use
disorder (e.g., drug of choice, abuse versus
dependence, polysubstance abuse), and
nature and severity of mental disorder. For
the most part, however, clients with COD in
outpatient treatment have less serious and
more stabilized mental and substance abuse
problems compared to those in residential
treatment (Simpson et al. 1999).
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Outpatient treatment can be the primary
treatment or can provide continuing care for
clients subsequent to residential treatment,
which implies a degree of flexibility in the
activities/interventions and the intensity of
the treatment approaches. However, reports
from clinical administrators indicate that an
increasing number of clients with serious
mental illness (SMI) and substance abuse
problems are entering the outpatient sub-
stance abuse treatment system. Treatment
failures occur with both people with SMI and
those with less serious mental illness for sev-
eral reasons, but among the most important
are that programs lack the resources to pro-
vide the time for mental health services and
medications that, in all likelihood, significant-
ly would improve recovery rates and recovery
time.

If lack of funding prevents the full integration
of mental health assessment and medication
services within a substance abuse treatment
agency that provides outpatient services,
establishing a collaborative relationship with
a mental health agency (through the mecha-
nism of a memorandum of agreement) would
ensure that the services for the clients with
COD are adequate and comprehensive. In
addition, modifications are needed both to
the design of treatment interventions and to
the training of staff to ensure implementation
of interventions appropriate to the needs of

the client with COD.

To meet the needs of specific populations
among persons with COD, the consensus
panel encourages outpatient treatment pro-
grams to develop special services for popula-
tions that are represented in significant num-
bers in their programs. Examples include
women, women with dependent children,
homeless individuals and families, racial and
ethnic minorities, and those with health prob-
lems such as HIV/AIDS. Several substance
abuse treatment agencies have already devel-
oped programs for specialized subpopula-
tions. Two such programs—the Clackamas
County Mental Health Center (women, crimi-
nal justice, young adults) and Arapahoe
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House (women with children, homeless per-
sons)—are described later in this chapter.
Since the types of co-occurring disorder will
vary according to the subpopulation targeted,
each of these programs must deal with COD
in a somewhat different manner, often by
adding other treatment components for COD
to existing program models.

Screening and assessment

As chapter 4 provides a full discussion of
assessment, this
section will address
only those screen- .
ing and assessment A centralized
issues of concern in
outpatient settings
or that deserve

reiteration in this

intake team is a

useful approach

specific context.

_ to screening and

Screening and

assessment are used
assessment, pro-

to make two essen-

tial decisions:

1. Is the individual
stable enough to
remain in an
outpatient set-
ting, or is more

viding a com-
mon point of

entry for many

intense care indi-
cated, warrant-
ing rapid refer-
ral to an appro-

clients entering

treatment.
priate alterna-
tive treatment?

2. What services
will the client need?

To answer either question, staff must first
determine the scope of the client’s problems,
including his physical and mental status, living
situation, and the support he has available to
face these problems. Whereas screening
requires basic counseling skills, the consensus
panel recommends that only specially trained
or highly capable staff should perform assess-
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ments—not, as is too often the case, less experi-
enced personnel.

A thorough assessment should establish the
client’s mental and physical status. The pro-
cess should determine any preexisting medical
conditions or complications, substance use
history, level of cognitive functioning, pre-
scription drug needs, current mental status,
and mental health history.

Centralized intake

A centralized intake team is a useful
approach to screening and assessment, pro-
viding a common point of entry for many
clients entering treatment. When applied in
an agency with multiple programs, central-
ized intake reduces duplication of referral
materials as well as assessment services. At
Arapahoe House (a model described later in
this chapter), the information and access
team manages hundreds of telephone calls
weekly, conducts screenings, and sets
appointments for admission to any of the pro-
grams within the agency, with the exception of
three detoxification programs. Where central-
ized intake serves a multi-modality treatment
organization or a community with multiple
settings (the latter being especially difficult),
the intake process can be used to refer clients
to the treatment modality most appropriate to
their needs (e.g., residential or outpatient), so
long as careful attention is paid to the accu-
rate coordination of intake information.

Reassessment

Once admitted to treatment, clients need regu-
lar reassessment as reductions in acute symp-
toms of mental distress and substance abuse
may precipitate other changes. Periodic assess-
ment will provide measures of client change
and enable the provider to adjust service plans
as the client progresses through treatment.
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Referral and placement

Careful assessment will help to identify those
clients who require more secure inpatient
treatment settings (e.g., clients who are
actively suicidal or homicidal), as well as
those who require 24-hour medical monitor-
ing, those who need detoxification, and those
with serious substance use disorders who may
require a period of abstinence or reduced use
before they can engage actively in all treat-
ment components. TIP 29, Substance Use
Disorder Treatment for People With Physical
and Cognitive Disabilities (CSAT 1998e), con-
tains information on assessing physical and
cognitive functioning that is relevant for all
populations.

It is important to view the client’s placement
in outpatient care in the context of continuity
of care and the network of available
providers and programs. Outpatient treat-
ment programs may serve a variety of func-
tions, including outreach/engagement, prima-
ry treatment, and continuing care. Ideally, a
full range of outpatient substance abuse treat-
ment programs would include interventions
for unmotivated, disaffiliated clients with
COD, as well as for those seeking abstinence-
based primary treatments and those requiring
continuity of supports to sustain recovery.

Likewise, ideal outpatient programs will facil-
itate access to services through rapid
response to all agency and self-referral con-
tacts, imposing few exclusionary criteria, and
using some client/treatment matching criteria
to ensure that all referrals can be engaged in
some level of treatment. In those instances
where funding for treatment is controlled by
managed care, additional levels of control
over admission may be imposed on the treat-
ment agency. The consensus panel has men-
tioned that treatment providers should be
careful not to place clients in a higher level of
care (i.e., more intense) than is necessary. A
client who might remain engaged in a less
intense treatment environment may drop out
in response to the demands of a more intense
treatment program.
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Improving Adherence of Clients With COD in

Outpatient Settings

e Use telephone or mail reminders.

® Provide reinforcement for attendance (e.g., snacks, lunch, or reimbursement for transportation).

® Increase the frequency and intensity of the outpatient services offered.

® Develop closer collaboration between referring staff and the outpatient program’s staff.

® Reduce waiting times for outpatient appointments.

® Have outpatient programs designed particularly for clients with COD.

® Provide clients with case managers who engage in outreach and provide home visits.

® Coordinate treatment and monitoring with other systems of care providing services to the same client.

Source: Adapted from Daley and Zuckoff 1998.

Engagement

Clients with COD, especially those opposed to
traditional treatment approaches and those
who do not accept that they have COD, have
particular difficulty committing to and main-
taining treatment. By providing continuous
outreach, engagement, direct assistance with
immediate life problems (e.g., housing), advo-
cacy, and close monitoring of individual
needs, the Assertive Community Treatment
(ACT) and Intensive Case Management (ICM)
models (described below) provide techniques
that enable clients to access services and fos-
ter the development of treatment relation-
ships. In the absence of such supports, those
individuals with COD who are not yet ready
for abstinence-oriented treatment may not
adhere to the treatment plan and may be at
high risk for dropout (Drake and Mueser
2000).

Because clients with COD often have poor
treatment engagement, it is particularly
important that every effort be made to
employ methods with the best prospects for
increasing engagement. Daley and Zuckoff
(1998) note a number of useful strategies for
improving engagement and adherence with
this population.
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Discharge planning

Discharge planning is important to maintain
gains achieved through outpatient care. Clients
with COD leaving an outpatient substance
abuse treatment program have a number of
continuing care options. These options include
mutual self-help groups, relapse prevention
groups, continued individual counseling, men-
tal health services (especially important for
clients who will continue to require medica-
tion), as well as intensive case management
monitoring and supports. A carefully devel-
oped discharge plan, produced in collaboration
with the client, will identify and match client
needs with community resources, providing the
supports needed to sustain the progress
achieved in outpatient treatment.

Clients with COD often need a range of ser-
vices besides substance abuse treatment and
mental health services. Generally, prominent
needs include housing and case management
services to establish access to community
health and social services. In fact, these two
services should not be considered “ancillary,”
but key ingredients for clients’ successful
recovery. Without a place to live and some
degree of economic stability, clients with COD
are likely to return to substance abuse or
experience a return of symptoms of mental
disorder. Every substance abuse treatment
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provider should have, and many do have, the
strongest possible linkages with community
resources that can help address these and
other client needs. Clients with COD often
will require a wide variety of services that
cannot be provided by a single program.

It is imperative that discharge planning for
the client with COD ensures continuity of psy-
chiatric assessment
and medication
management, with-
out which client
stability and recov-

The provider

ery will be severely
compromised.
Relapse prevention
interventions after
outpatient treat-

seeks to develop
a support net-

work for the
ment need to be

modified so that

client that .
the client can rec-
. . ognize symptoms of
involves family, piychiat};icpor sub-
. stance abuse
community, relapse on her own
and can call on a
recovery learned repertoire

of symptom man-
agement techniques
(e.g., self-monitor-

groups, friends,

ing, reporting to a
“buddy,” and
group monitoring).
This also includes

and significant

others.

the ability to access

assessment services
rapidly, since the return of psychiatric symp-
toms can often trigger substance abuse
relapse.

Developing positive peer networks is another
important facet of discharge planning for con-
tinuing care. The provider seeks to develop a
support network for the client that involves
family, community, recovery groups, friends,
and significant others. Where a client’s family
of origin is not healthy and supportive, other
networks can be accessed or developed that
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will support him. Programs also should
encourage client participation in mutual self-
help groups, particularly those that focus on
COD (e.g., dual recovery mutual self-help
programs). These groups can provide a con-
tinuing supportive network for the client, who
usually can continue to participate in such
programs even if he moves to a different com-
munity. Therefore, these groups are an
important method of providing continuity of
care.

The consensus panel also recommends that
programs working with clients with COD try
to involve advocacy groups in program activi-
ties. These groups can help clients become
advocates themselves, furthering the
development and responsiveness of the treat-
ment program while enhancing clients’ sense
of self-esteem and providing a source of
affiliation.

Continuing care

Continuing care and relapse prevention are
especially important with this population,
since people with COD are experiencing two
long-term conditions (i.e., mental disorder
often is a cyclical, recurring illness; substance
abuse is likewise a condition subject to
relapse). Clients with COD often require long-
term continuity of care that supports their
progress, monitors their condition, and can
respond to a return to substance use or a
return of symptoms of mental disorder.
Continuing care is both a process of post-
treatment monitoring and a form of treatment
itself. (In the present context, the term “con-
tinuing care” is used to describe the treat-
ment options available to a client after
leaving one program for another, less intense,
program.)

The relative seriousness of a client’s mental
and substance use disorders may be very dif-
ferent at the time she leaves a primary treat-
ment provider; thus, different levels of inter-
vention will be appropriate. After leaving an
outpatient program, some clients with COD
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may need to continue intensive mental health
care but can manage their substance abuse
treatment by participation in mutual self-help
groups. Others may need minimal mental
health care but require some form of contin-
ued formal substance abuse treatment. For
people with SMI, continued treatment often is
warranted; a treatment program can provide
these clients with structure and varied ser-
vices not usually available from mutual self-
help groups.

Upon leaving a program, clients with COD
always should be encouraged to return if they
need assistance with either disorder. Because
the status of these individuals can be fragile,
they need to be able to receive help or a
referral quickly in times of crisis. Regular
informal check-ins with clients also can help
alleviate potential problems before they
become serious enough to threaten recovery.
A good continuing care plan will include steps
for when and how to reconnect with services.
The plan and provision of these services also
makes readmission easier for clients with
COD who n