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Presentation Notes
Sometimes called dual disorders….Here we are referring to a person having both a severe mental illness and a substance use disorder. However a dual disorder can also refer to a person who has a developmental disability and a mental illness or addiction. But this module will be talking about people with a mental  health concern and an addictive disorder.

People with dual disorders have a better chance of recovery from both disorders when their mental health practitioners provide combined mental health and substance abuse treatment. USDHHS SAMHSA IDDT Implementation Resource Kit
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Treatment and Supports for Persons with IMH and

Substance Use Disorders -- Objectives:

1. Understand the prevalence
of MH & SU disorders

2. Understand important treatment concepts for
people with MH & SU disorders

3. Learn differences between traditional approaches
to care vs. current evidence-based approaches

4. Understand staff roles in providing services and
supports to clients with MH and SU disorders

e



Overview & Introduction

* Inthe 1970’s MH and SA providers recognized that
substance abuse in people with MH conditions had
“profound and troubling implications” in terms of

effective outcomes...

e Today, the integration of
Co-occurring disorders (COD)
treatment interventions is recognized
as a priority service for providers of
all behavioral health treatment

services

(CSAT, 2005)
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Presentation Notes
In the late 1970’s mental health clinicians and providers began to understand that many people presenting with mental conditions had other complicating issues. And in many situations, these issues included substance abuse issues. And, interestingly, the substance abuse field starting recognizing that many of the people presenting for SA services had mental health issues that made it difficult for them to stay in treatment settings. 

Since that time much research and information has been gathered and tested. This has led to the understanding that people with both MH and SA issues do much better if they are served by providers that have “integrated” treatment interventions that address both primary issues, regardless of setting. 

It is also wise to note that the word “integration” is still politically explosive for the SA field, as it seems that many SA providers think that “integration” will mean that MH will “take over” SA services. That is not the case. 


Overview & Introduction

* Present day substance abuse treatment providers
report that between 50-75% of their clients have
mental health issues

 Mental health providers report that 20-50% of their
clients have substance use disorders

* |n the face of this information, research, knowledge,
and practice is expanding & developing

e Specific strategies have been developed to better

work with individuals with these disorders
(CSAT, 2005)
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Presentation Notes
The prevalence of people with Co-occurring MH and SA disorders appears to be very high. Read slide. 

As a result specific strategies have been developed to address these issues.


Quadrants of Care Model e

I
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 This model, developed by NASADAD and NASMHPD, is
helpful when trying to coordinate services

e |t uses 4 separate windows that provide a structure for
consultation, collaboration, and integration

 This allows MH and SA providers to target primary client
issues and needs

(CSAT, 2005)
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Presentation Notes
The Quadrants of Care Model … read slide. Mental health providers are generally concerned with Quadrant I, II and IV. Full version on the next slide 
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The Four Quadrant Framework for

Co-Occurring Disorders (COD)

more sever

substance

abuse disorder

severity

A 4-quadrant
framework to guide
systems integration and
resource allocation

(NASMHPD, NASADAD, 1998;
Ries, 1993; SAMHSA Report to
Congress, 2002)

Not intended to be used
to classify individuals
(SAMHSA, 2002), but...
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Quad I:	Less severe MH disorder and Less than severe SA disorder (can be treated in either integrated setting)
Quad II:	More severe MH disorder and less severe SA disorder (most should be treated in an integrated MH setting)
Quad III	Less severe MH disorders and more severe SA disorder (primarily at this time the focus of SA providers)
Quad IV:	More severe MH disorder and more severe SA disorder (probably in a MH setting due to serious MH condition but can require SA consultation)

 



Peer-Based Recovery Support

 Recovery has been a key construct in the addictions
field for some time. Recovery, as you know, is a key
construct of 12-step and other self-help programs

 “lIt became clear to me as a clinician that it is not
simply acute intervention that helps a person. It’s the
ability to receive ongoing contact and support from
others, either through professional support or
through a community of recovering peers”

Dr. H. Westley Clark, Director of CSAT

e
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Recovery is more than an abstinence from alcohol and drugs; it’s about building a full, meaningful, and productive life in the community. Our treatment systems must reflect this, and help people achieve this broader understanding of recovery. 



The Recovery Perspective
AA Quote

The disease 1s progressive...
So 1s recovery

“Peer Support is not like clinical support, nor is it
just about being friends. Peer support helps
people to understand each other because they’ve
been there, shared similar experiences, and can
model for each other a willingness to learn and
grow” (Mead, 2003)

8 Q)
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… One of the most significant contributions has been in organizing self-help groups based on peer support that has helped thousands of people in their move toward recovery. Given the history in our country with AA and Recovery we want to give you some background…



The Recovery Perspective

e SA providers have long used a “recovery model” for
their clients.

* |n this model they work very hard on addressing
denial, new coping behaviors, and ways of looking at
substance use and misuse

* MH providers have been late to understanding
this, and have much to do to catch up 1})?

* A primary goal for mental health staff is to gain an
understanding of the AA fellowship-based, 12-Step
Program

(CSAT, 2005)
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Read slide. Make the point that most SA providers use a 12 step model that can be adapted for use in MH settings. The first step is to “admit a problem with substances…” Clients or consumers can take a long time to be able to admit they have a problem with substances or mental health symptoms. All mental health staff need a working knowledge of the SA Twelve Step Program so they understand how SA providers address SA issues. 


AA Twelve Step Program for SA

* The 12-step model was developed by an MD (Dr. Bob)
and another alcoholic (Bill W.) in
1935 to help alcoholics recover

e Alcoholics Anonymous (AA)
has helped millions recover from
addictive disorders

e The complete AA 12-step program can be found in
The Big Book, and The Twelve and Twelve

(Mueser et al., 2003)
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Presentation Notes
It is a grass roots behavioral change program done at the community level and provided by non-professionals in every community in the U.S. and internationally



AA Twelve Step Program

 The program provides principles
and directions to stay sober

 These steps are easy to state but hard to do.

Participation requires motivation to not use substances, is
VOLUNTARY, & abstinence-based

 Anonymity is a requirement, and no one keeps records or
rosters of members (3.5 million estimated)

 While successful for many AA members, the program has
been less successful for people who require medications

for other illnesses—largely because AA is abstinence-
based

(Mueser et al, 2003) ir



The 12 Steps of AA (paraphrased)

1. We admit we have a problem and our lives have become
unmanageable

2. Come to believe that a power greater then ourselves can
help us

3. Make a decision to turn our lives over to a higher power

. ‘_-“\"‘_""
4. Make a searching and fearless
moral inventory of ourselves

5. Admit to God, ourselves, and to
another human being the exact nature of our wrongs

6. Beready to have God remove these character defects
(Mueser et al., 2003)
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Presentation Notes
For some people the word GOD brings up some personal tension. One individual I know uses the term GOD to mean GOOD OLD DRUNK.. As a person in recovery who values the peer support component of the program. 


The 12 Steps of AA (paraphrased)

/. Humbly ask God to remove our shortcomings

8. Make a list of persons we harmed and become
willing to make amends

9. Make direct amends to such persons unless to do so
would harm them

10. Continue to take a personal inventory,
and when wrong, promptly admit it

11. Seek through prayer and meditation to improve our
conscious contact with God and God’s will

12. Pledge to carry this message to other addicts and to
practice these principles in daily life (vueser et at,, 2003)

e E o



What do the 12 steps mean?

e First off, these are brilliant principles to live by regardless
of the presence of substance use

e What they basically say is this:

1. | have become unable to control
my behavior

2. | need help to change my
behavior

3. I need to let go and let others

nelp me

4. | have lost control over my life as evidenced by...
(detailed list)




What do the 12 steps mean? (vueser et o/, 2003)

5. 1 am going to clearly identify what | have done wrong to
myself, to my HP, and to another human being

6.1 am ready to have my HP remove these shortcomings

7. 1 will make amends to people | have troubled or harmed
unless that would make the situation worse

8. | will continue to monitor my behavior in
front of peers, and correct it when necessary

9. | will pray to my HP for guidance and
how | should be in the world

10. I will strive to help others who
share my problems and to practice
recovery in all of my affairs




What MH Staff need to know
about self-help and COD

e Basic understanding of AA and common 12-step
programs. These include groups for narcotics addicts,
family members & children of addicts, and others

 Understand the power of self-help and the availability of
these programs to anyone

 Understand that not all people with MH conditions will
feel comfortable in pure AA groups

--AA members often don’t understand the need for meds
--The large size of the groups

--MH symptoms can make a person stand out from
others

T



What MH Staff need to know
about self-help_and COD

 Many people with mental illnesses have found great
support and help in AA groups

» However--sometimes people diagnosed with
psychotic disorders can be stigmatized or
treated differently in AA groups

Staff need to know this before
making recommendations

e |tis this group that providers should

be prepared to support with treatment and aftercare in
safe and respectful ways (vueser et al, 2003)

e T
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People with mental illnesses--particularly psychoses—may feel that others in an AA group can’t empathize with them because they don’t know what it is like to have to deal with the psychoses. And just as in the community, they may be stigmatized for their psychoses. Staff need to be aware of this, and keep close tabs on how a person is doing in an AA group—i.e. how comfortable are they?


What MH staff need to know
about self help and COD

* Dual-Recovery self-help organizations have emerged in
recent years

 These groups reflect the fellowship of AA, the values of the
MH consumer movement, the importance of peer support,
and the need for personal responsibility in recovery

e Clients that have access to these groups can avoid the
potential bias and prejudice still common in general AA,
and avoid getting inaccurate advice on taking medications

(CSAT, 2005)
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What MH staff need to know
about self-help and COD

e Common dual-recovery group models generally use a
“step-wise” recovery framework that is similar but
different from the AA model

 These are four organizations you may come across:
— Double Trouble in Recovery (DTR)
— Dual Disorders Anonymous
— Dual Recovery Anonymous
— Dual Diagnosis Anonymous

 They are all fellowship style, self support organizations

led by members
(CSAT, 2005)

T



Families, Friends and
Community

The value of a supportive family, educated friends,
and a loving community is important in an
individuals’ journey toward recovery

While ensuring confidentiality, staff can provide
general knowledge/education about the recovery
process to family, friends, and communities
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The more families and friends know about the recovery process, the more they will understand. This will give them tools necessary to be helpful. They may also be of value in advocating for integrated dual disorders treatment. 

Keep in mind though that not everyone will have family with whom they are still in communication, and this can be a sore point if the family refuses to talk with them because of things they did while using. Tread lightly on the subject until you know something about their family involvement.


Moving on to treatment for
people with COD conditions

e The most common model available for people with MH
and SA conditions is “sequential treatment”

e This means that clients are treated for one disorder
first before the other. This model is problematic as the

client may become a “hot potato” between the MH
and SA providers

e This approach is often ineffective because it ignores
that MH and SA problems are inter-related and cannot
be treated separately

(Mueser et al., 2003)

L
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Furthermore it is often difficult to determine whether a specific symptom is a result of the mental illness or a substance. And so trying to sequentially treat a person may end up causing you to use a treatment that is not appropriate for the symptom.


Integrated Treatment

e Mental health and SA disorders are treated at the
same time, whether in a primary SA facility or a MH
facility

 This is the best practice model by research,
evidence, and available outcomes

 Going back to the Four Quadrant Model, mental
health providers need to be able to treat people
with low level MH and SA problems, high level
MH/low level SA problems, and high level MH and

SA problems

(CSAT, 2005; Mueser et. Al., 2003)

e



Integrated Treatment

* Usually people with serious MH conditions are better
treated in MH settings rather than SA settings:

1. SA providers often use confrontational methods that
can be ineffective or harmful for people with serious
MH conditions

2. SA providers often believe that helping clients get
housing, a job, or a stable social network is
“enabling,” and can shield the person from the usual
consequences of their substance use

3. Typical funding problems often prevent treating 2
disorders simultaneously by 2 different providers
(another “hot potato” problem) (Mueser et al., 2003)

e



Integrated Treatment (IT)

* This eliminates funding problems and the question of
“who” should serve the client

e Both MH and SA treatment is done at the same time
with a focus on the consumer and his/her needs

e [T is based on: shared decision making; a
comprehensive assessment; teaching assertiveness; a
reduction of negative consequences; unlimited
services; motivation based treatment; and multiple
therapeutic interventions

o



Assessment Issues

 People admitted to integrated MH settings require a
comprehensive assessment that includes:

— The detection of problems related to SA
— Classification of how serious these
problems are (drinks 3 beers or needs detox?)

— Gathering information about the person’s daily
life and how SA impacts that
— Gathering information about use--when used, why, where?

— Treatment planning recommendations that address both SA and
MH issues simultaneously (Mueser et al., 2003)

e



B
Assessment Issues

 MH staff need to know that SA problems in people with
serious mental conditions often present very differently
than in people without MH disorders

e MH clients often are unable to use as much alcohol or
drugs as a person without such problems.

e For instance it is fairly common for addicts to drink a case
of beer, a fifth of whisky, or use two grams of coke in one
binge. Yet people with serious mental conditions may use
substances at a much lesser level and then go unnoticed
in a typical screening

(Mueser et al., 2003)
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Substances can interfere with the actions of psychiatric medications, meaning that a smaller amount has the potential to cause problems. Also people with mental illnesses who have used can often have their intoxicated behavior mistaken as being a result of their mental illness.


Assessment Issues

e Staff need to focus on the “effect”
the substances have on: The person’s
ability to work & engage in social
relationships; The physical health
effects; and Their use in dangerous situations

e Care needs to be taken to explore the interaction
between their SU and the course of their Ml

e |f possible staff need to get consent to talk to
Significa nt others (Mueser et al., 2003)

T
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Presentation Notes
Instead of trying to categorize the amount of substances used as an indicator, It has been shown that ….read slide 


Assessment Issues

e Staff also need to understand it will be difficult to
accurately diagnose a newly admitted and unknown
person who is abusing substances--and

particularly if over a period of time

e Many substance-use related symptoms closely mimic
mental health symptoms. As such, most people need to
be “sober” or drug free for at least 4-6 months before a
good differential diagnosis can be made
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Such as….depression, anxiety, poor judgment, delusional thinking, hallucinations, sleep and eating disorders and aggression.

Staff need to learn how to distinguish with each individual between what is a symptom of their mental illness and what they are like when they have been using. This comes from observing a person over a long period of time, asking the person, and asking relatives, friends, and other providers who may have worked with them in the past. 


Integrated Treatment

o Staff often want to identify the ”Prlmary
Disorder.” This is generally :
difficult. /

e |deally, both conditions need to be treated at
the same time

e Often, trying to identify the primary disorder
generally results in one condition not being
treated.... (Mueser et al., 2003)
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Presentation Notes
If a person is treated for one disorder, the other one is allowed to go unchecked. If they then get treatment for the second disorder, the first may then go unchecked if treatment is focused on determining what is the primary disorder.


Almost Finally ...
Direct Care Staff Roles

1. Understand as much as you can
about co-occurring disorders and

effective treatment options

2. DO NOT JUDGE people that you are serving.
Most MH clients are living in poverty, with
severe symptoms and medication side effects, and
they have little to enjoy. It is no wonder then that many

turn to using alcohol or drugs to find some
“enjoyment/relief” or to help them to cope
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Potential ways to become educated…

1. Order an Integrated Dual Disorders Treatment Implementation Resource Kit (available from SAMHSA)
2. Explore implementation and training centers
3. Learn from consumers 
4. Attend AA. Al-Anon, or other self-help group meetings (note some groups are closed to addicts only)
5. Visit an integrated dual disorders treatment team
6. Co-lead a dual disorders group 
 
                                           SAMHSA IDDT Implementation Resource Kit



Finally.... HOPE

3. Listen, ask questions, provide hope
for a better life, link life consequences
with substance use if appropriate,
encourage abstinence

4. Some programs have an integrated model..some do
not. If not, you may advocate to the administration
on behalf of the individuals you serve. Perhaps most
importantly, get clients linked with community self-
help
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