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Co-Occurring Disorders: Updated Prevalence, Outcomes, and Treatment
Evidence

The COCE Overview Papers on which this course is based established the foundational framework
for understanding co-occurring mental health and substance use disorders — their definitions,
epidemiology, screening and assessment protocols, treatment principles, and models for service
integration. Since these papers were published, the co-occurring disorders research base has matured
from establishing that integration is necessary to quantifying the outcome disadvantages that individuals
with co-occurring disorders face, documenting population-level prevalence with greater precision,
identifying what treatment components produce the strongest results, and extending the evidence base to
youth populations that the original COCE materials addressed only peripherally.

The treatment outcome disadvantage that individuals with co-occurring disorders experience — a
clinical reality this course acknowledges but does not fully quantify — was measured in a 2025 rapid
review and meta-analysis that examined 13 primary studies drawn from 35 systematic reviews and
meta-analyses spanning 2000 to 2024. The analysis found that individuals with concurrent mental health
and substance use disorders faced approximately double the likelihood of negative outcomes compared
to those with a single disorder, with a pooled risk ratio of 1.71. Negative outcomes included relapse,
emergency department visits, rehospitalization, and death. The analysis found insufficient evidence to
examine whether this disadvantage varies by gender, race, or income level (Scott & Gorey, 2025). For
the treatment framework this course describes — which emphasizes integrated approaches that address
both conditions simultaneously — the Scott and Gorey meta-analysis provides the strongest quantitative
justification yet for why integration matters. The 1.71 risk ratio means that treating either condition
alone while ignoring the other does not simply leave one problem unaddressed; it actively produces
worse outcomes for the condition being treated. Integration is not a clinical ideal — it is a measurable
survival factor.

The prevalence dimension of co-occurring disorders — which this course presents primarily through
older epidemiological surveys — has been updated by two large-scale studies that confirm the scope of
the problem across different populations. A 2025 Australian population survey using data from 2020 to
2022 found that approximately 46% of individuals with either a mental health or substance use disorder
met criteria for two or more diagnosable conditions. This prevalence remained relatively stable
compared to 2007 data, though young adults aged 16 to 24 showed significantly higher co-occurrence
rates in the recent survey period. The authors concluded that "continued effort is needed to develop and
implement transdiagnostic interventions" (Sunderland et al., 2025). A separate 2025 study examining
prevalence among incarcerated adults in Australia found that dual diagnosis was the most common
presentation at 40 to 44% across multiple data sources, exceeding the prevalence of either mental illness
alone (7-17%) or substance use disorder alone (15-27%) (Coulter et al., 2025). For the epidemiology
section of this course, these findings establish that co-occurring disorders are not the exception — they
are the most common clinical presentation in multiple populations. In correctional settings specifically,
dual diagnosis is the norm rather than a subgroup requiring special programming, and any treatment
system that separates mental health from substance use services is organized around a clinical fiction.

The patient-centered care components that produce the best outcomes for individuals with substance
use disorders — including those with co-occurring conditions — were mapped in a 2025 scoping review
of 135 peer-reviewed articles published between 1994 and 2024. The review identified six
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patient-centered care dimensions: therapeutic alliance (studied in 35.6% of articles), shared
decision-making, personalized supports, integrated care for co-occurring conditions, trauma-informed
care, and culturally-informed care. Findings indicated largely positive associations between these
components and service outcomes, though most studies examined only single dimensions rather than
measuring how multiple patient-centered care components interact (Myers et al., 2025). For the
overarching principles this course describes — particularly the emphasis on welcoming all clients,
meeting them where they are, and providing integrated services — the Myers et al. review confirms that
the therapeutic relationship is the most-studied and most consistently supported ingredient in effective
treatment. The practical implication for co-occurring disorders treatment is that clinical technique
matters less than the therapeutic alliance through which it is delivered, and programs that prioritize
evidence-based protocols over relationship quality may be optimizing the wrong variable.

The youth dimension of co-occurring disorders treatment — which the COCE materials address
primarily in terms of system-level integration — was examined in a 2025 scoping review of
evidence-based interventions for youth aged 10 to 29 with concurrent mental health and substance use
disorders. The analysis included 30 peer-reviewed studies, with 63.3% being randomized controlled
trials. Mood disorders were the most prevalent co-occurring condition (50%), followed by behavioral
disorders (30%). However, the review found "substantial clinical and methodological heterogeneity"
among the studies, indicating that the evidence base for youth-specific concurrent disorder treatment
remains fragmented despite the growing number of trials (Marshall et al., 2025). For the treatment
planning framework this course provides, the youth evidence gap has practical implications. Clinicians
treating adolescents and young adults with co-occurring disorders cannot draw on the same depth of
integrated treatment evidence available for adults. The mood disorder predominance in youth studies
suggests that depression-substance use and anxiety-substance use combinations may warrant different
intervention approaches than the serious mental illness-substance use combinations that dominate the
adult co-occurring disorders literature.

The question of which client factors predict successful completion of dual diagnosis treatment —
essential information for treatment matching that this course discusses at the system level — was
examined in a 2025 retrospective cohort study of 181 admissions to a 12-week inpatient dual diagnosis
program. The sample was predominantly male (53.6%), with common substances including alcohol
(52%), cannabis (40%), and methamphetamine (43%). The analysis found that none of the demographic
or clinical factors studied — including mental health severity, age, gender, and substance use pattern —
demonstrated any statistically significant effect on the likelihood of program completion (Membrey et
al., 2025). For the screening and assessment framework this course presents, the Membrey et al. finding
challenges the assumption that clinical assessment can reliably identify which dual diagnosis clients will
succeed in intensive treatment. If standard intake variables do not predict completion, then treatment
systems that use these variables to determine treatment intensity or placement may be gatekeeping based
on factors that have no demonstrated relationship to outcomes. The finding supports a system that offers
intensive integrated treatment to all eligible clients rather than rationing access based on prognostic
assumptions.
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Overview of Co-Occurring Disorders Treatment

SUMMARY

This paper provides definitions of terms associated with substance-related disorders, mental disorders, co-
occurring disorders, and programs. The purpose for which a definition is used and the context in which it is used
will affect its meaning, dimensions, and precision. Thus, context and purpose should be made explicit in any
policy, initiative, financing mechanism, or system in which a definition is used.

INTRODUCTION

[tis essential to employ a common language in order to
develop consensus on how to address the needs of persons
with co-occurring disorders (COD). Over time, numerous
terms have been used to describe co-occurring disorders and
their treatment. To avoid confusion in terminology and
provide a starting point for dialogue among service provid-
ers, administrators, financing agencies, and policymakers,
this overview paper compiles definitions consistent with
state-of-the-art science and treatment practices relating to
COD.

TERMS ASSOCIATED WITH SUBSTANCE-
RELATED DISORDERS

Substance Abuse, Substance Dependence, and
Substance-Induced Disorders

The standard use of these terms derives from the DSM-IV-TR,
within which substance-related disorders are divided into
substance use disorders and substance-induced disorders.
Substance use disorders are further divided into substance
abuse and substance dependence.

There are 11 categories of substance use disorders (e.g.,
disorders related to alcohol, cannabis, cocaine, opioids,
nicotine) (see Table 1), which are separated by criteria into
abuse and dependence. The term “substance abuse” has come
to be used informally to refer to both abuse and dependence.
By and large, the terms “substance dependence” and “addic-
tion” have come to mean the same thing, though debate
exists about the interchangeable use of these terms. Finally,

the system of care for substance-related disorders is usually
referred to as the substance abuse treatment system.

Substance-induced disorders are important to consider in a
discussion of COD. Although they actually represent the
direct result of substance use, their presentation can be
clinically identical to other mental disorders. Therefore,
individuals with substance-induced disorders must be
included in COD planning and service delivery.

Substance abuse, as defined in the DSM-IV-TR, is a “mal-
adaptive pattern of substance use manifested by recurrent and
significant adverse consequences related to the repeated use of
substances” (American Psychiatric Association [APA], 2000,

p. 198). Individuals who abuse substances may experience
harmful consequences such as

* Repeated failure to fulfill roles for which they are
responsible

* Usein situations that are physically hazardous

* Legal difficulties

* Social and interpersonal problems

Table 1: Classes of Substance Use Disorders

» Alcohol

» Amphetamine or similarly acting sympathomimetics

» Caffeine

» Cannabis

» Cocaine

» Hallucinogens

» Inhalants

» Nicotine

» Opioids

» Phencyclidine (PCP) or similarly acting
arylcyclohexylamines

» Sedatives, hypnotics, or anxiolytics

Source: APA, 2000, p. 191.

Substance dependence is "a cluster of cognitive, behav-
ioral, and physiological symptoms indicating that the
individual continues use of the substance despite significant
substance-related problems” (APA, 2000, p. 192). This
maladaptive pattern of substance use includes all the features
of abuse and additionally such features as

* Increased tolerance for the drug, resulting in the need for
ever-greater amounts of the substance to achieve the
intended effect

* An obsession with securing the drug and with its use

* Persistence in using the drug in the face of serious physical
or psychological problems

Substance-induced disorders include substance intoxica-
tion, substance withdrawal, and groups of symptoms that
are "in excess of those usually associated with the intoxica-
tion or withdrawal that is characteristic of the particular
substance and are sufficiently severe to warrant independent
clinical attention” (APA, 2000, p. 210). Substance-induced
disorders present as a wide variety of symptoms that are
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characteristic of other mental disorders such as delirium,
dementia, amnesia, psychosis, mood disturbance, anxiety,
sleep disorders, and sexual dysfunction.

To meet diagnostic criteria, there must be evidence of
substance intoxication or withdrawal, maladaptive behavior,
and a temporal relationship between the symptoms and the
substance use must be established. Clients will seek care for
substance-induced disorders, such as cocaine-induced
psychosis, and COD systems must be able to address these
conditions.

TERMS ASSOCIATED WITH MENTAL
DISORDERS

The standard use of terms for non—substance-related mental
disorders also derives from the DSM-IV-TR. These terms are
used throughout the medical, social service, and behavioral
health fields. The major relevant disorders for COD include
schizophrenia and other psychotic disorders, mood disorders,
anxiety disorders, and personality disorders (see Table 2).
While several disorders listed in the DSM-IV-TR may (and
frequently do) co-exist with COD, they are excluded from the
definition of co-occurring disorders because other service
sectors have traditionally been responsible for caring for
persons with these disorders (e.g., developmentally disabled)
or the qualities of the disorder are not typically responsive to
behavioral health interventions (e.g., dementia). In these
instances, the costs of providing care typically come from
sources outside the behavioral health system. For example,
the elderly person with Alzheimer's dementia and alcohol
abuse will typically have service authorized by medical care
organizations, while the adolescent with developmental
disability and cannabis abuse will have services financed
through State disability monies.

Table 2: Major Relevant Categories of Mental
Disorders for COD

» Schizophrenia and other psychotic disorders
» Mood disorders

» Anxiety disorders

» Somatoform disorders

» Factitious disorders

» Dissociative disorders

» Sexual and gender identity disorders

» Eating disorders

» Sleep disorders

» Impulse-control disorders

» Adjustment disorders

» Personality disorders

» Disorders usually first diagnosed in infancy, childhood,
or adolescence

Source; APA, 2000.

Distinctions Between Mental Disorders
and Serious Mental llinesses

Normal, and even exaggerated, responses to stressful
experiences should not be confused with a diagnosable
mental disorder. Only when intense emotions, thoughts,
and/or behaviors occur over extended periods of time and
resultin impairment in functioning are they considered
mental disorders. Nonetheless, clients with substance use
disorders will seek services for severe or acute symptoms that
do not meet diagnostic criteria for a mental disorder. Like
persons with substance-induced disorders, these individuals
must be included in COD planning and service delivery
because their symptoms require screening, assessment, and
treatment planning. Mental disorders are characterized by:

* The nature and severity of symptoms

* The duration of symptoms

* The extent to which symptoms interfere with one’s ability
to carry out daily routines, succeed at work or school, and
form and keep meaningful interpersonal relationships

The Alcohol, Drug Abuse and Mental Health Administration
Reorganization Act of 1992 (Public Law 102-321) required
SAMHSA to develop definitions of serious emotional distur-
bance for children and adolescents and serious mental illness
for adults. These definitions are used to establish Block Grant
target populations and prevalence estimates for States but
also have an application in the design and delivery of services
for persons with COD. Despite efforts at standardization,
each State has its own definition of these terms and its own
definition of its “priority populations.” These definitions have
implications for access to public mental health services.

Children with a serious emotional disturbance (SED) are
defined as “persons from birth up to age 18, who currently
oratany time during the past year, have had a diagnosable
mental, behavioral, or emotional disorder of sufficient
duration to meet diagnostic criteria specified within the
[DSM-IV], that resulted in functional impairment which
substantially interferes with or limits the child’s role or
functioning in family, school, or community activities”
(CSAT, 1998, p. 266). Such roles or functioning include
achieving or maintaining developmentally appropriate social,
behavioral, cognitive, communicative, or adaptive skills.

Adults with a serious mental illness (SMI) are defined by
SAMHSA as “persons age 18 and over, who currently or at
any time during the past year, have had a diagnosable
mental, behavioral, or emotional disorder of sufficient
duration to meet diagnostic criteria specified within the
[DSM-IV], resulting in functional impairment which substan-
tially interferes with or limits one or more major life activi-
ties” (CSAT, 1998, p. 265). Such activities can include:

* Basic daily living skills (e.g., eating, maintaining personal
hygiene)

Overview of Co-Occurring Disorders Treatment
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* Instrumental living skills (e.g., managing money, negotiat-
ing transportation, taking medication as prescribed)

e Functioning in social, family, and vocational or educa-
tional contexts

Two features of these definitions should be considered:

* Persons with SMI and SED include people with any mental
disorder listed in the DSM-IV (or the equivalent Interna-
tional Classification of Diseases, Tenth Revision) with the
exception of substance-related disorders, developmental
disorders, dementias, and mental disorders due to a
general medical condition, which are excluded unless they
co-occur with another diagnosable SMI or SED.

e Adults or children who would have met functional
impairment criteria during the referenced year without the
benefit of treatment or other support services are consid-
ered to have SMI or SED.

TERMS ASSOCIATED WITH CO-OCCURRING
DISORDERS

Co-Occurring Disorders

The term co-occurring disorders (COD) refers to co-
occurring substance-related and mental disorders. Clients
said to have COD have one or more substance-related
disorders as well as one or more mental disorders. The
definition of a person with COD (individual-level definition)
must be distinguished from a person who requires COD
services (service definition).

At the individual level, COD exist “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 [a single]
disorder” (CSAT, 2005, p. 3).

Some clients’ mental health and substance abuse problems
may not, at a given point in time, fully meet the criteria for
diagnoses in DSM-IV-TR categories. While conceptually ideal,
diagnostic certainty cannot be the sole basis for system
planning and program implementation. For these purposes,
COCE encourages the use of a service definition of COD. A
service definition reflects clinical realities and constraints and/
or programmatically meaningful descriptions of “at-risk”
populations targeted for prevention and early intervention.

A service definition of COD includes:

* Individuals who are “prediagnosis” in that an established
diagnosis in one domain is matched with signs or symp-
toms of an evolving disorder in the other.

e Individuals who are “postdiagnosis” in that either one or
both of their substance-related or mental disorders may
have resolved for a substantial period of time.

* Individuals with a “unitary disorder and acute signs and/or
symptoms of a co-occurring condition” who present for

services. Suicidal ideation in the context of a diagnosed
substance use disorder is an excellent example of a mental
health symptom that creates a severity problem, but by
itself does not necessarily meet criteria for a formal DSM-
IV-TR diagnosis. Substance-related suicidal ideation can
produce catastrophic consequences. Consequently, some
individuals may exhibit symptoms that suggest the
existence of COD, but could be transitory (e.g., substance-
induced mood disorders). While the intoxicated person in
the emergency room with a diagnosis of a serious mental
illness will not necessarily meet abuse or dependence
criteria, he or she will still require COD assessment and
treatment services.

For system planning and program design purposes, COCE
recommends inclusion of the prediagnostic, postdiagnostic,
and unitary disorder with acute signs and/or symptoms of a co-
occurring condition in a service definition of COD.

Careful assessment to take all present and past signs and
symptoms into account is necessary to distinguish among
these three COD service subpopulations. Depending on the
severity of their symptoms, these individuals may require the
same full range of services needed by those who meet the
individual criterion for COD (both conditions established
independently).

Every initiative must clarify the purpose of defining COD. For
a system to be responsive to the range of acute and long-
term needs of persons with COD, the COD service definition
is appropriate. At the program level, a narrower subgroup of
persons with COD might be proposed that is consistent with
the program’s license and staff expertise and credentials.
Program definitions may also reflect fiscal realities concerning
the COD subpopulations for whom payors are willing to
fund services (see nicotine discussion below). Some research
hypotheses may be better tested using the individual COD
definition that excludes the pre- and postdiagnosis subpopu-
lations, or specific diagnostic groups may be targeted.

Every initiative must clarify the purpose of
defining COD. For a system to be responsive
to the range of acute and long-term needs of
persons with COD, the COD service definition
is appropriate.

The inclusion or exclusion of specific addictive substances in
COD definitions has considerable implications for service
systems and program planning. Nicotine dependenceis a
disease of high prevalence, with extraordinarily high rates of
morbidity and mortality, and frequently co-occurs with other
addictive and mental disorders (Grant et al., 2004). While
posing less severe health risks, caffeine dependence is
likewise highly prevalent as a co-occurring disorder. These
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addictive disorders are included within the individual and
service definitions of COD, yet most programs will not target
caffeine dependence for treatment, and most payors will not
reimburse programs for caffeine interventions. Nicotine
dependence will be a critical component of comprehensive
assessment and treatment planning for all COD. However,
COD service initiatives may choose not to include it as part
of their COD service definition unless it co-occurs with an
additional substance-related disorder.

Similar issues arise with the DSM-IV category of “impulse-
control disorders not elsewhere classified.” This category
includes kleptomania, pyromania, and pathological gam-
bling. These disorders share features with substance-related
disorders, and some similar intervention strategies have been
used to treat them. The person with schizophrenia who
routinely spends most of his discretionary income on lottery
tickets would benefit from COD interventions. As such,
impulse-control disorders should be screened for and
assessed, and can be paired with mental disorders to meet
COD criteria.

Caffeine dependence, nicotine dependence, and pathological
gambling highlight the need to recognize two practical
continua. The firstis a continuum in the assignment of a
COD diagnosis. Whether an individual has crossed the
diagnostic threshold for COD ultimately is governed by
clinical judgment and determined by multiple factors in
addition to diagnoses. These include level of disability,
effectiveness of available interventions, financing for inter-
ventions, and community and consumer values. Thus, for
example, most persons with a mental disorder and caffeine
addiction might not reasonably be diagnosed with COD.
However, excessive caffeine use that triggers panic attacks in
an individual with agoraphobia may qualify as a COD
requiring integrated services.

The second continuum refers to eligibility criteria for specific
programs or interventions. For example, public health goals
would be well served by treating nicotine dependence in all
persons with schizophrenia. However, providers may have a
difficult time getting reimbursed for such treatment and may
choose not to offer it.

Any COD definition should be consistent with the ultimate
goal of alleviating the considerable pain and suffering
associated with COD. Definitions that exclude vulnerable
individuals from effective care should be reconsidered.

Terms for the Course of Co-Occurring Disorders

* Remission refers to the absence of distress orimpairment
due to a substance use or mental disorder. An individual in
remission no longer meets DSM-IV criteria for the previ-
ously diagnosed disorder but may well benefit from
relapse prevention services.

* Recovery consists of “gaining information, increasing
self-awareness, developing skills for sober living, and
following a program of change” (Lowinson et al., 1992,
p. 533). As defined in the President’s New Freedom
Commission on Mental Health (NFCMH), recovery is “the
process in which people are able to live, work, learn, and
participate fully in their communities. For some individu-
als, recovery is the ability to live a fulfilling and productive
life despite a disability. For others, recovery implies the
reduction or complete remission of symptoms” (NFCMH,
2003, p. 5). When people with COD are in recovery, it is
implied that they are abstinent from the substance causing
impairment, are able to function despite symptoms of
mental illness, and participate in life activities that are
meaningful and fulfilling to them.

* Relapse is the return to active substance use in a person
with a diagnosed substance use disorder or the return of
disabling psychiatric symptoms after a period of remission
related to a nonaddictive mental disorder. Relapse is both
an anticipated event in the course of recovery and a
process in which warning signs appear prior to an
individual’s actual recurrence of impairment.

Quadrants of Care and the Integration Continuum

The National Dialogue on Co-Occurring Mental Health and
Substance Abuse Disorders was cosponsored and facilitated by
the National Association of State Mental Health Program
Directors (NASMHPD) and the National Association of State
Alcohol and Drug Abuse Directors (NASADAD). Meeting
participants created a conceptual framework that classifies
clients into four quadrants of care based on relative symptom
severity, not diagnosis. The four quadrants are:

I Low addiction/low mental illness severity

Il. Low addiction/high mental illness

lll. High addiction/low mental illness

IV. High addiction/high mentalillness (IV) (NASMHPD and
NASADAD, 1998) (see Figure 1, page 5).

This model provides a framework for understanding the range
of co-occurring conditions and the level of coordination that
service systems need to address them. Someone with acute
mental illness symptoms and a substance use disorder can be
assigned to Quadrant IV for a brief time, then drop back to a
less severe quadrant. Although the four-quadrant model is not
yet validated, COCE materials and technical assistance will use
it to guide discussion and further conceptual development.

The four-quadrant model also provides a structure for moving
beyond minimal coordination to fostering consultation,
collaboration, and integration among systems and providers
in order to deliver appropriate care to every client with COD.
Coordination, consultation, collaboration, and integration are
not discrete points. Rather, they reside upon a continuum. It
is important to note that coordination, consultation, collabo-
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Figure 1: Co-Occurring Disorders by Severity
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Source: NASMHPD and NASADAD, 1998.

The four-quadrant model provides a structure for
moving beyond minimal coordination to foster-
ing consultation, collaboration, and integration
among systems and providers in order to deliver
appropriate care to every client with COD.

ration, and integration refer to organizational and provider
behavior, and not to service systems structure or the location
in which services are provided. The application of these
approaches will be discussed in more detail in the COCE
Paper titled “Services Integration for Persons With Co-
Occurring Disorders.”

* Minimal coordination exists if a service provider either
(1) is aware of a co-occurring condition or treatment but
has no contact with other providers or (2) has referred a
person with a co-occurring condition to another provider
with little or no followup.

e Consultation is a relatively informal process for treating
persons with COD, involving two or more service provid-
ers and requires the transmission of medical or clinical
information or occasional exchange of information about
the person’s status and progress. The threshold for
“consultation” relative to “minimal coordination” is the
occurrence of any interaction between providers after the
initial referral, including active steps by the referring party
to ensure that the referred person enters the recom-
mended treatment service.

* Collaboration is a more formal process of sharing
responsibility for treating a person with COD, involving
regular and planned communication, sharing of progress
reports, or entry into a memorandum of agreement. In a

collaborative relationship, different disorders are treated by
different providers yet the roles and responsibilities of the
providers are clear. The threshold for “collaboration” relative
to “consultation” is the existence of formal agreements and/
or expectations for continuing contact between providers.
Integration requires the participation of providers trained
in both substance abuse and mental health services to
develop a single treatment plan addressing both sets of
conditions and the continuing formal interaction and
cooperation of these providers in the ongoing reassess-
ment and treatment of the client. The threshold for
“integration” relative to “collaboration” is the shared
responsibility for the development and implementation of
a treatment plan that addresses the COD. Although
integrated services may be provided within a single
program in a single location, this is not a requirement for
an integrated system. Integration might be provided by a
single individual, if he or she is qualified to provide
services that are intended to address both conditions.
Different levels and types of integration are possible, and
there is no one way to achieve integrated treatment.
Further, not all agencies have the same capacity or
resources for achieving treatment integration. Recognizing
an organization’s capabilities and providing for both
substance and mental health services within those capa-
bilities can enhance treatment effectiveness.

Integrated Screening, Assessment, and Interventions

* Integrated screening is the determination of the

likelihood that a person has a co-occurring substance use
or mental disorder. The purpose is not to establish the
presence or specific type of such a disorder but to estab-
lish the need for an in-depth assessment. Integrated
screening is a formal process that typically is brief and
occurs soon after the client presents for services.
Integrated assessment consists of gathering informa-
tion and engaging in a process with the client that enables
the provider to establish the presence or absence of co-
occurring disorders, determine the client’s readiness for
change, identify client strengths or problem areas that
may affect the processes of treatment and recovery, and
engage the client in the development of an appropriate
treatment relationship. The purpose of an assessment is to
establish (or rule out) the existence of a clinical disorder or
service need and to work with the client to develop a
treatment and service plan.

Integrated interventions are specific treatment
strategies or therapeutic techniques in which interventions
for all COD diagnoses or symptoms (if oneis using a
broad definition of COD) are combined in a single contact
orin a series of contacts over time. These can be acute
interventions to establish safety, as well as ongoing efforts
to foster recovery.
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TERMS ASSOCIATED WITH PROGRAMS

A program is a formally organized array of services 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 privately funded agencies. A single agency may operate
many different programs. Some agencies operate only
mental health programs; some operate only substance abuse
treatment programs, and some do both.

Program Types

The American Society of Addiction Medicine Patient Place-
ment Criteria, Second Edition, Revised (ASAM PPC-2R)
describes three types of programs for people with COD.
These definitions should be used within mental health as well
as addiction programs.

* Addiction- or mental-health-only services refers to
programs that “either by choice or for lack of resources
[staff or financial], cannot accommodate patients” who
have co-occurring disorders that require “ongoing treat-
ment, however stable the illness 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,
treatment planning, program content and discharge
planning” (ASAM, 2001, p. 362). Even where such
programs are geared primarily toward treating substance
use or mental health 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 content”
(ASAM, 2001, p. 362).

* Dual diagnosis enhanced (DDE) programs have a
higher level of integration of substance abuse and mental
health treatment services. These programs are able to
provide unified substance abuse and mental health
treatment to clients who are, compared to those treatable

Given the high prevalence of COD within all
behavioral service settings, it is reasonable to
expect programs to move toward dual diagnosis
capable.

in DDC programs, “more symptomatic and/or function-
ally impaired as a result of their co-occurring mental
disorder” (ASAM, 2001, p. 10). Enhanced-level services
“place their primary focus on the integration of services
for mental and substance-related disorders in their
staffing, services and program content” (ASAM, 2001, p.
362). The Integrated Dual Disorders Toolkit describes a
particular type of dual diagnosis enhanced program for
adults with SMI (CMHS, 2003).

These program types can be established at any level of care.
Given the high prevalence of COD within all behavioral
service settings, it is reasonable to expect programs to move
toward dual diagnosis capable. While standards for DDC and
DDE program licensure or certification have not been
established at the national level, States are beginning to
develop some core standards.

CONCLUSION

The substance abuse and mental health fields have made
considerable progress in addressing the needs of persons
with co-occurring substance-related and mental disorders. To
the extent that they can share a common language to
improve clarity of communication, clinical and programmatic
advances will continue. This COCE Overview Paper is an
effort to ground these fields in such a common language, to
provide a conceptual framework for developing definitions,
and to support integrated substance abuse and mental health
approaches to persons with COD. Definitions, informed by
research and translated by clinical, economic, and political
forces, must change over time. As such, this overview paper
will be routinely updated to reflect COCE’s effort to bring
consensus to the terms we use.
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RECOMMENDED REFERENCES

The definitions in this paper draw heavily on the work of SAMHSA consensus panels and consultants and are derived primarily
from a select number of recent or forthcoming publications. It is our hope and expectation that readers of this overview paper
will use these references to contextualize terms for their unique circumstances.

It is not the intent of this paper to provide a comprehensive inventory of language relating to COD, but rather to define the most
common terms currently in use. A more complete catalog of COD-related terminology can be found in the glossary (Appendix C)

of the TIP Substance Abuse Treatment for Persons With Co-Occurring Disorders (CSAT, 2005).
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About COCE and COCE Overview Papers

The Co-Occurring Center for Excellence (COCE), funded through the Substance Abuse and Mental Health Services
Administration (SAMHSA), is a leading national resource for the field of co-occurring mental health and substance
use disorders (COD). COCE’s mission is threefold: (1) to receive and transmit advances in treatment for all levels of
COD severity, (2) to guide enhancements in the infrastructure and clinical capacities of service systems, and (3) to
foster the infusion and adoption of evidence- and consensus-based COD treatment and program innovations into
clinical practice. COCE consists of national and regional experts including COCE Senior Staff, Senior Fellows,
Steering Council, affiliated organizations (see inside back cover), and a network of more than 200 senior
consultants, all of whom join service recipients in shaping COCE’s mission, guiding principles, and approaches.
COCE accomplishes its mission through technical assistance and training, delivered through curriculums and
materials online, by telephone, and through in-person consultation.

COCE Overview Papers are concise and easy-to-read introductions to state-of-the-art knowledge in COD. They are
anchored in current science, research, and practices. The intended audiences for these overview papers are
mental health and substance abuse administrators and policymakers at State and local levels, their counterparts
in American Indian tribes, clinical providers, other providers, and agencies and systems through which clients
might enter the COD treatment system. For a complete list of available overview papers, see the back cover.

For more information on COCE, including eligibility requirements and processes for receiving training or technical
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SUMMARY

Screening, assessment, and treatment planning (see Table 1, Key Definitions) constitute three interrelated components of a
process that, when properly executed, informs and guides the provision of appropriate, client-centered services to persons
with co-occurring disorders (COD). Clients with COD are best served through an integrated screening, assessment, and
treatment planning process that addresses both substance use and mental disorders, each in the context of the other. This
paper discusses the purpose, appropriate staffing, protocols, methods, advantages and disadvantages, and processes for
integrated screening, assessment, and treatment planning for persons with COD as well as systems issues and financing.

INTRODUCTION

Screening and assessment instruments are tools for informa-
tion gathering, as are laboratory tests. However, the use of
these tools alone does not constitute screening or assess-
ment. Screening and assessment must allow flexibility within
their formalized structures, balancing the need for consis-
tency with the need to respond to important differences
among clients. Screening and assessment data provide
information that is evaluated and processed by the clinician
and the client in the treatment planning process.

Screening, assessment, and treatment planning are not
stand-alone activities. They are three components of a
process that may be conducted by different agencies.
Effective information sharing and following of clients most
frequently occurs in systems where relevant agencies have a
formal network, cross-training for staff, and formal proce-
dures for information sharing and referral.

Table 1: Key Definitions

Screening

LITERATURE HIGHLIGHTS

Integrated screening, assessment, and treatment planning
(see Table 1, Key Definitions):

... begins at the earliest point of contact with the client,
[and] continues through the relapse prevention stage.
Information regarding a client’s substance abuse and
functional adjustment is gathered throughout the treat-
ment process, along with evidence regarding the effects
of interventions (or lack thereof). Treatment plans are then
modified accordingly (Mueser et al., 2003, p. 49).

A compendium of relevant COD screening and
assessment instruments can be found in TIP 42,
Substance Abuse Treatment for Persons With Co-
Occurring Disorders, Appendixes G and H, pages
487-512 (Center for Substance Abuse Treatment
[CSAT], 2005).

Determines the likelihood that a client has co-occurring substance use and mental disorders or

that his or her presenting signs, symptoms, or behaviors may be influenced by co-occurring issues.
The purpose is not to establish the presence or specific type of such a disorder, but to establish the
need for an in-depth assessment. Screening is a formal process that typically is brief and occurs

soon after the client presents for services.

Assessment

Gathers information and engages in a process with the client that enables the provider to establish

(or rule out) the presence or absence of a co-occurring disorder. Determines the client’s readiness
for change, identifies client strengths or problem areas that may affect the processes of treatment
and recovery, and engages the client in the development of an appropriate treatment relationship.

Treatment Planning

Develops a comprehensive set of staged, integrated program placements and treatment

interventions for each disorder that is adjusted as needed to take into account issues related to the
other disorder. The plan is matched to the individual needs, readiness, preferences, and personal

goals of the client.

Integrated Screening,
Assessment, and
Treatment Planning

Screening, assessment, and treatment planning that address both mental health and substance
abuse, each in the context of the other disorder.
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Avast amount of literature exists on screening, assessment,
and treatment planning in substance abuse treatment and an
equally vast amount in mental health settings. Considerably
less material has been published on screening, assessment,
and treatment planning specifically addressing persons with
(or suspected of having) COD. However, a clinically mean-
ingful and useful screening, assessment, and treatment
planning process will necessarily include procedures, prac-
tices, and tools drawn from both the substance abuse and
mental health fields.

Clients with COD are best served when screening, assess-
ment, and treatment planning are integrated, addressing
both substance abuse and mental health disorders, each in
the context of the other. Diagnostic certainty cannot be the
basis for service planning and design, and COCE encourages
the use of a broad definition of COD based on client service
needs. For example, some clients” mental health and substance
abuse problems may not, at a given point in time, fully meet
the criteria for diagnoses in categories from the Diagnostic and
Statistical Manual of Mental Disorders, 4th edition Text Revision
(DSM-IV-TR) (American Psychiatric Association, 2000). None-
theless, they would be included in a broad definition of COD
to allow responses to the real needs of consumers.

The process of integrated screening, assessment, and
treatment planning will vary depending on the information
available at the time of initial contact with the client. The
special challenge of screening, assessment, and treatment
planning in COD is to explore, determine, and respond to the
effects of two mutually interacting disorders. Because neither
substance abuse nor mental illness should be considered
primary for a person with COD (Lehman et al., 1998;
Mueser et al., 2003), an existing diagnosis of mental illness
or substance abuse is a point of departure only.

The complexity of COD dictates that screening, assessment,
and treatment planning cannot be bound by a rigid formula.
Rather, the success of this process depends on the skills and
creativity of the clinician in applying available procedures,
tools, and laboratory tests and on the relationships estab-
lished with the client and his or her intimates.

KEY QUESTIONS AND ANSWERS

Overview Question

1. How do screening, assessment, and treatment
planning relate to one another?

Figure 1 (page 3) summarizes the relationships among
screening, assessment, and treatment planning and their
usual ordering in time. Note the iterative relationship
between treatment planning and assessment. Rather than
being one-time events, these activities constitute a process of
continual refinement and adaptation to changing client

circumstances. Figure 1 introduces the concept of Contact
(see left-hand side of the figure), which refers to the fact that
thereis “no wrong door” through which a client can enter
the COD system of care. The capacity for screening and the
ability to recognize that some form of assistance is required
should be available at any point in the service system (CSAT,
2000).

Integrated Screening (see Table 1, Key Definitions,
page 1)

1. What is the purpose of integrated screening?

Integrated screening addresses both mental health and
substance abuse, each in the context of the other disorder.
Integrated screening seeks to answer a yes/no question: “Is
there sufficient evidence of a substance use and/or other
mental disorder to warrant further exploration?” A compre-
hensive screening process also includes exploration of a
variety of related service needs including medical, housing,
victimization, trauma, and so on. In other words, screening
expedites entry into appropriate services. At this pointin the
screening, assessment, and treatment planning process, the
goalis to identify everyone who might have COD and related
service needs.

2. Who is responsible for integrated screening and in
what settings does it occur?

There are seldom any legal or professional restraints on who
can be trained to conduct a screening. If properly trained
staff are available, integrated screening can occur in any
health or human services context as well as within the
criminal justice, homeless services, and educational systems.
The broader the range of relevant contexts in which screen-
ing can occur in a given community, the greater the prob-
ability that persons with COD will be identified and referred
for further assessment and treatment. Ideally, screening
should take place in a wide variety of settings.

3. What protocols are allowed in conducting an
integrated screening?

Any screening protocols, including integrated screening,
must specify the methods to be followed and the questions
to be asked. If tools or instruments are to be used, integrated
screening protocols must indicate what constitutes scoring
positive for a specific potential problem (often called “estab-
lishing cut-off scores”). Additionally, the screening protocol
must detail exactly what is to take place when the client
scores in the positive range (e.g., where the client is to be
referred for further assessment). Finally, a screening protocol
should provide a format for recording the results of the
screening, other relevant client information, and the disposi-
tion of the case. See also TIP 42, Substance Abuse Treatment
for Persons With Co-Occurring Disorders (CSAT, 2005).
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4. What methods are
used to conduct an
integrated screening?

Information-gathering
methods for screening may :
. o Screening
include screening instru-

ments, laboratory tests,

Substance
clinical interviews, and Abuse

personal contact. The ¢

circumstances of contact,
Mental lliness

the client's demeanor and
behavior, signs of acute
intoxication, physical signs
suggesting drug use or
attempts at self-harm, and
information offered sponta-

Figure 1: Relationships Among Screening, Assessment, and Treatment Planning
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5. What are the advantages and disadvantages of
screening instruments?

Screening instruments can be an efficient form of information
gathering. A compendium of relevant screening instru-
ments can be found in TIP 42, Appendixes G and H,
pages 487-512 (CSAT, 2005). The advantages of using
screening tools are the simplicity of their use and scoring, the
generally limited training needed for their administration, and,
for well-researched tools, a known level of reliability and the
availability of cut-off scores. One disadvantage of screening
instruments is that they sometimes become the only compo-
nent of the screening process. A second disadvantage is that
a routinely administered screening instrument provides little
opportunity to establish a connection with the client. Such a
connection may be important in motivating the client to
accept a referral for assessment if needed.

6. Is there one right integrated screening process for
all clients?

Both the screening process and the interpretation of screen-
ing information will depend on the client’s language of
preference, culture, and age. For all of these reasons, the
screening process must allow flexibility within its formalized
structure, balancing the need for consistency with the need
to respond to important differences among clients.

Integrated Assessment (see Table 1, Key Definitions,
page 1)

1. What is the purpose of integrated assessment?

Like integrated screening, integrated assessment addresses
both mental health and substance abuse, each in the context
of the other disorder. Integrated assessment seeks to

(1) establish formal diagnoses (see the COCE Overview Paper
titled “Definitions and Terms Relating to Co-Occurring

Disorders”), (2) evaluate level of functioning (i.e., current
cognitive capacity, social skills, and other abilities) to identify
factors that could interfere with the ability to function
independently and/or follow treatment recommendations,

(3) determine the client’s readiness for change, and (4) make
initial decisions about appropriate level of care. Integrated
assessment also should consider cultural and linguistic issues,
amount of social support, special life circumstances (e.g.,
women with children), and medical conditions (e.g., HIV/
AIDS, tuberculosis) that may affect services choices and the
client’s ability to profit from them.

The assessment process should be client-centered in order to
fully motivate and engage the client in the assessment and
treatment process. Client-centered means that the client’s
perceptions of his or her problem(s) and the goals he or she
wishes to accomplish are central to the assessment and to
the recommendations that derive from it.

2. Who is responsible for integrated assessment, and in
what settings does it occur?

Integrated assessment may be conducted by any mental health
or substance abuse professional who has the specialized
training and skills required. DSM-IV-TR diagnosis is accom-
plished by referral to a psychiatrist, clinical psychologist,
licensed clinical social worker, or other qualified healthcare
professional who is licensed by the State to diagnose mental
disorders. Note that certain assessment instruments can only
be obtained and administered by a licensed psychologist. In
some cases (e.g., persons without a confirmed diagnosis of
either a substance use or mental health disorder, and persons
with additional special needs such as homeless or dependent
adults), an assessment team including substance abuse and
mental health professionals and other service providers may be
needed to complete the assessment. Generally, assessment
occurs in a mental health or substance abuse treatment
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facility. In some cases, communities or large systems within
communities (e.g., the corrections system) may establish
freestanding assessment centers.

3. What protocols are followed in conducting an
integrated assessment?

As shown in Table 2, there are 12 specific steps in the
assessment process. Chapter 4 in TIP 42 (CSAT, 2005)
describes these steps in detail. Through these steps, the
assessment seeks to accomplish the following aims:

e Obtain a detailed chronological history of past symptoms,
diagnoses, treatment, and impairment for both mental
health and substance abuse.

* Obtain a detailed description of current strengths, sup-
ports, limitations, and cultural barriers related to following
the recommended treatment regimen for any disorder or
problem.

e Determine stage of change for each problem. (If a
clinician is asked, “What stage of change is the clientin?”
the correct answer is always, “For which problem?”)

¢ |dentify social supports and other factors that might help
promote treatment adherence.

e Find out what clients want, in terms of their perception of
the problem, what they want to change, and how they
think that change will occur.

The assessment for COD is integrated by analyzing data
concerning one disorder in light of data concerning the other
disorder. For example, attention to mental health symptoms,
impairments, diagnoses, and treatments during past episodes
of substance abuse and abstinence can illuminate the role of
substance abuse in maintaining, worsening, and/or interfer-
ing with the treatment of any mental disorder.

4. What methods are used to conduct an integrated
assessment?

An assessment may include a variety of information-gather-
ing methods including the administration of assessment
instruments, an in-depth clinical interview, a social history, a
treatment history, interviews with friends and family after
receipt of appropriate client authorization(s), a review of
medical and psychiatric records, a physical examination, and
laboratory tests (toxicology screens, tests for infectious
diseases and organ system damage, etc.).

5. What are the advantages and disadvantages of
assessment instruments?

Assessment instruments constitute a structured method for
gathering information in many areas, and for establishing
assessment scores that define problem areas. Appendix G,
pages 487-495 of TIP 42 (CSAT, 2005) provides
relevant examples of instruments that may be used
in the assessment of COD. Assessment instruments also
can function as “ticklers” or memory aids to the clinician or
team, assisting in making sure that all relevant topics are

Table 2: The 12-Step Assessment Process

1. Engage the client

2. Upon receipt of appropriate client authorization(s),
identify and contact collaterals (family, friends, other
treatment providers) to gather additional information

3. Screen for and detect COD

4. Determine severity of mental and substance use
disorders

5. Determine appropriate care setting (e.g., inpatient,
outpatient, day-treatment)

6. Determine diagnoses
7. Determine disability and functional impairment
8. Identify strengths and supports

9. Identify cultural and linguistic needs and supports

10. Identify additional problem areas to address (e.g.,
physical health, housing, vocational, educational,
social, spiritual, cognitive, etc.)

11. Determine readiness for change

12. Plan treatment

covered. Assessment instruments should be viewed as
providing information that is part of the assessment process.
They do not themselves constitute an assessment. In particu-
lar, instruments do not accomplish the interpersonal goals of
assessment: making the client feel welcome in the treatment
system, engaging the client as an active partner in his or her
care, and beginning the therapeutic alliance that will exist
throughout the client’s relationship with helping resources.

6. Is there one correct integrated assessment process
for all clients?

No, there is not. The integrated assessment process must be
tailored to the needs of the specific client. For example:

* Cultural identity may play a significant role in determining
the client’s (and his or her intimates’) view of the problem
and the treatment. Ethnic culture may affect perception of
what constitutes a “problem,” the meaning of help
seeking, and attitudes toward caregivers and institutions.

* Members of some nonethnic subcultures (e.g., sex
workers, gang members) may hold beliefs and values that
are unfamiliar to nonmembers.

* Clients may participate in treatment cultures (12-Step
recovery, Dual Recovery Self-Help, various alternative
healing practices) that affect how they view treatment and
treatment providers.

* Aclient’s sexual orientation and family situation will
enhance understanding of the client’s personal identity,
living situation, and relationships.
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Integrated Treatment Planning (See Table 1, Key
Definitions, page 1)

1. What is the process of integrated treatment plan-
ning, and how does this process relate to inte-
grated screening and assessment?

Integrated treatment planning addresses both mental health
and substance abuse, each in the context of the other
disorder. During integrated treatment planning phases, initial
decisions are made about what services the client needs and
wants, where these services will be provided, who will share
responsibility with the client for monitoring progress, how
the services of different providers will be coordinated, and
how services will be reimbursed. The latter will sometimes
involve seeking service authorization to obtain reimbursement,
which may, in turn, place constraints on the treatment plan or
require revisions of it. Treatment planning should be client
centered, addressing clients’ goals and using treatment
strategies that are acceptable to them.

Screening and assessment data provide information that is
integrated by the clinician and the client in the treatment
planning process. Screening and assessment data also are
useful in establishing a client’s baseline of signs, symptoms,
and behaviors that can then be used to assess progress.

Table 3 (adapted from Mueser et al., 2003) describes the
components of a client-centered treatment plan. The treatment
plan is never a static document. As changes in the client’s
status occur and as new relevant information comes to light,
the treatment plan must be reconsidered and adjusted.

2. Who is responsible for integrated treatment
planning?
The client-centered treatment plan is the joint responsibility
of the clinician or clinical team and the client. The client-
centered plan is guided by what the client wishes to accom-
plish and the methods that are acceptable to him or her. In
systems where care is managed, some aspects of the plan
may require authorization by payors. Securing service
authorization is the responsibility of the providers. If a
provider is unable to obtain service authorization, the client
and the provider should explore together what possible
modifications to the treatment plan will best meet the
client’s needs and satisfy reimbursement requirements.

Systems Issues and Financing

1. Why is service integration crucial to screening,
assessment, and treatment planning?

Screening, assessment, and treatment planning are not
stand-alone activities. They are three components of a
treatment process. Screening, assessment, and treatment
planning may be conducted by multiple agencies. Informa-
tion must be shared accurately and efficiently between
agencies, while conforming to Federal confidentiality laws.
Equally important, making referrals among agencies requires
monitoring to ensure that clients referred actually arrive at
the referral site and receive needed services. Effective
information sharing and tracking of clients most likely occurs
in systems where relevant agencies have formal relationships
(e.g., memoranda of understanding), receive cross-training,

Table 3: The Components of a Client-Centered Treatment Plan (adapted from Mueser et al., 2003)

Acute Safety Needs

Severity of Mental
and Substance Use
Disorders

Appropriate Care
Setting

Diagnosis

Disability

Strengths and Skills
Availability and

Continuity of
Recovery Support

Cultural Context

BT treatment participation
State of Recovery/
Client’s Readiness
to Change
Behaviors Relating
to Each Problem

Treatment [CSAT, 1991])

Determines the need forimmediate acute stabilization to establish safety prior to routine assessment

Guides the choice of the most appropriate setting for treatment

Determines the client’s program assignment (see American Society of Addiction Medicine, 2001)

Determines the recommended treament intervention
Determines case management needs and whether an enhanced level of intervention is required

Determines areas of prior success around which to organize future treatment interventions and
determines areas of skill-building needed for management of either disorder

Determines whether continuing relationships need to be established and availability of existing
relationships to provide contingencies to promote learning

Determines most culturally appropriate treatment interventions and settings

Determines problems to be solved specifically, and opportunities for contingencies to promote

Determines appropriate treatment interventions and outcomes for a client at a given stage of
recovery or readiness for change (see TIP 35, Enhancing Motivation for Change in Substance Abuse
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and have formal procedures for information sharing and
referral.

2. How are screening, assessment, and treatment
planning reimbursed?

In healthcare settings (mental health, substance abuse,
primary care, etc.), screening may be reimbursed as part of
an initial visit. In other settings (criminal justice, schools,
homeless services), screening activities are not likely to be
“reimbursed” as they are usually conducted by a salaried
employee (e.g., probation officer, school psychologist) who
is performing screening services on behalf of an agency that
mandates or allows screening to be conducted in the
ordinary course of its business.

Assessment is a necessary part of treatment and accordingly
may be reimbursed as part of the services provided by a
qualified treatment program. However, cases may arise in
which the costs of assessment are not completely reimbursable.

In some instances, not all treatment services required by
persons with COD will be reimbursable or reimbursable at
intensities or durations commensurate with the integrated
treatment plan. Significant variations exist within States and
among health plans concerning the nature and type of
behavioral health services that are covered. In cases where
reimbursement is unavailable or inadequate, providers must
arrive at alternate treatment plans in concert with their
clients, and document the adequacy and goals of the
alternate plan.

3. What is the legal exposure for a program that
identifies problems in the screening and assessment
process for which the program cannot provide
treatment?

Not all programs are expected to be able to treat every type
of disorder, even if those disorders are identified by the
program’s screening and assessment procedures. To avoid
negative legal consequences and fulfill ethical obligations to
clients, ata minimum, programs must be able to refer clients
with identified disorders or combinations of disorders for
appropriate treatment.

FUTURE DIRECTIONS

The technology of screening, assessment, and treatment
planning for COD is constantly under refinement. One
pressing need is for screening, assessment, and treatment
planning protocols that are designed to meet the needs of a

variety of special populations, including adolescents; lesbian,
gay, and bisexual individuals; women with children; and
older adults. The processes of knowledge transfer and
adoption must also be better refined to facilitate the wide-
spread and informed use of valid and reliable screening and
assessment instruments, and treatment planning protocols.

At the system level, policies and regulations can encourage
standardized, integrated screening, assessment, and treat-
ment planning processes to increase the provision of appro-
priate services to people with COD and to enable outcomes-
monitoring across programs. Encouraging trends in this
regard are to be found in several States that are moving
toward statewide screening and assessment standards.
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SUMMARY

This overview paper outlines 12 overarching principles for working with persons with co-occurring disorders (COD).
These principles are intended to help guide, but not define, systemic and clinical responses. They are grouped
according to whether they guide systems of care or individual providers and can be used as benchmarks to assess
whether plans in development, or programs in operation, are grounded in the field’s best thinking. Definitions of
key terms used in this paper may be found in Table 1, Key Definitions. (See below.)

INTRODUCTION

Overarching principles (see Table 1, Key Definitions) for
working with persons with COD serve two major purposes.
First, they provide a foundation for planning, delivering,
financing, and evaluating services and systems of care. These
principles shape our vision, and adherence to them should
help us formulate and attain our goals and objectives.
Principles, by their nature, are consistent with a concern for
the well-being of the client and his loved ones. Second,
these consensus-based overarching principles can serve to
inform system design and service intervention in the absence
of other evidence-based practices. Research in the field of
COD has led to the development of evidence-based practices
associated with positive outcomes for consumers with COD.
While these advances are critical to our efforts to improve
treatment, it will be some time before evidence-based
interventions are available to treat all of the many conditions
and needs of persons with COD.

Table 1: Key Definitions

Principle

LITERATURE HIGHLIGHTS

Many authors and groups have articulated principles for
working with persons with COD (American Association of
Community Psychiatrists, 2000; Center for Mental Health
Services [CMHS], 1996, 1998; Center for Substance Abuse
Treatment [CSAT], 2005; Minkoff & Cline, 2004; National
Institute on Drug Abuse, 1999; Osher, 1996). Because these
principles are derived from the accumulated experience of
mental health and substance abuse professionals over many
decades of practice, they are well established in the field.
These principles for treating COD may overlap, but should
not conflict with the principles that underlie the delivery of
mental health or substance abuse treatment services alone. In
this overview paper, COCE aggregates the wisdom of both
fields in presenting 12 principles to assist in the develop-
ment, delivery, and evaluation of efforts to improve the lives
of persons with COD.

“A basic generalization that is accepted as true and that can be used as a basis for reasoning or

conduct” (WordNet ® 2.0, © 2003 Princeton University). Principles serve to guide the design of
systems and implementation of service interventions.

No Wrong Door

An approach to service organization that provides individuals with or links them to appropriate service

interventions regardless of where they enter the system of care. This principle commits all service
agencies to respond to the individual's stated and assessed needs through either direct service or a
linkage to appropriate programs, as opposed to sending the person from one agency to another.

Evidence

Evidence is information that suggests a clearly identified outcome will result from a clearly identified

practice or intervention. Evidence can be derived from different approaches yielding different degrees
of certainty. The most reliable evidence comes from multiple published, peer-reviewed studies done by
different investigators using (1) rigorous design, measurement, and analysis techniques; (2) random
assignment to control and experimental conditions; (3) large number of subjects; and (4) multiple
settings. Departures from these optimal study characteristics will yield weaker evidence. Important
observations can be made by clinicians or administrators about the relationship of outcomes to
interventions. The collection of evidence from such observations is generally considered to be a first

step in gathering evidence of effectiveness.

Consensus

Consensus is general agreement among a group of experts in the field about the implications of

available evidence concerning practices or interventions. When evidence for the effectiveness of a
specific practice is limited, the process of achieving consensus is informed by clinical experience

consistent with clear theoretical underpinnings. The judgments arrived at by most of those concerned
are used to identify evidence-based, promising, and emerging practices as well as to develop practice
guidelines and clinical recommendations.
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PRINCIPLES THAT GUIDE SYSTEMS OF CARE
FOR PEOPLE WITH COD

Principle 1

Co-occurring disorders are to be expected in all
behavioral health settings, and system planning
must address the need to serve people with COD in
all policies, regulations, funding mechanisms, and
programming.

This principle is established through a rich literature of
epidemiologic and clinical studies that documents consider-
able prevalence rates of COD in the general population and
high rates of COD within populations seeking treatment.
Failure to address COD in either substance abuse treatment
or mental health programs is tantamount to not responding
to the needs of the majority of program participants.

The implications of this principle are far reaching. For mental
health or substance abuse systems to be effective with their
target populations, all programs within the system must be
competent to screen, assess, and address COD. Policies and
procedures must explicitly acknowledge COD and define
requirements for addressing the needs of persons with COD.
Regulations concerning program and professional licensing
and certification must explicitly detail requirements regarding
COD activities and skill sets. Financing mechanisms also
must be developed that facilitate rather than impede meeting
the multiple services needs of persons with COD. The goal of
system design and implementation is to offer any person
with COD access to a range of programs that provides
individually matched services consistent with the rest of the
principles enumerated here.

Principle 2

An integrated system of mental health and addic-
tion services that emphasizes continuity and quality
is in the best interest of consumers, providers,
programs, funders, and systems.

In order to plan for an ideal system of care, it is necessary to
have a common vision of that system, what its goals and
objectives would be, and how one would measure its effec-
tiveness. The shared vision guides the development of pro-
grams and policies, and the allocation of scarce resources. A
truly integrated system promotes the seamless delivery of
mental health and substance abuse treatment services through
a variety of agencies across all behavioral health settings. The
strength of existing systems to serve individuals with “only” a

mental or an addictive disorder must be preserved in the
transformation to integrated models.

While not all programs within a system must provide compre-
hensive integrated care, the system must provide consumers
with services matched to their specific needs within levels of
care matched to the immediate intensity of these needs.
Ongoing monitoring to assess whether the services supplied
meet consumer demand is integral, and systems of care must
be flexible enough to shift resources based on monitored
outcomes.

Administrators, providers, and consumers should be informed
of the range of available mental health and addiction services
to facilitate access to programs providing integrated services.
Continuity of care requires mechanisms for client movement
between service levels and over periods of time determined by
clinical necessity rather than administrative policy. Achieving
quality requires a systemic commitment to define and monitor
desired outcomes, hire and train competent staff, review and
regulate programs, and provide feedback within a quality
improvement framework. It also requires reimbursement
structures that support and encourage integrated care.

Principle 3

The integrated system of care must be accessible
from multiple points of entry (i.e., no wrong door)
and be perceived as caring and accepting by the
consumer (see Table 1, Key Definitions, page 1).

It is unreasonable to assume that consumers understand the
cause(s) of their mood, thought, or behavioral problems
prior to seeking help. To overcome the stigma associated
with behavioral health difficulties and seek treatmentis a
major step on the road to resolution of these problems.

Many people with COD lack the capacity to navigate
complicated service systems and often feel rejected when
they try to get help. Even when sources of help are found,
financial barriers may prevent them from accessing services.
Discouraged, they join the ranks of the untreated, awaiting
the next crisis. In addition, geographic barriers to care often
are cited by people with COD who do not get the help they
need. Either access to a clinic is remote (e.g., in rural
settings) or transportation to local agencies is unavailable.
For these reasons, any person seeking care for a substance-
related and/or other mental disorder must be accepted and
actively engaged wherever she seeks treatment, and financial
barriers should not prevent someone who wants help from
receiving it. Any time a person or her family seeks help but is
turned away, an opportunity is lost and potentially devastat-
ing personal and community consequences may result.
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Principle 4

The system of care for COD should not be limited
to a single “correct” model or approach.

There is no single set of treatment interventions that constitute
integrated screening, assessment, and treatment for COD.
Integrated services comprise an array of physical, psychologi-
cal, and social service interventions outlined in a single
integrated treatment plan. This plan is based on an assessment
of individual needs and preferences, matched to appropriate
levels of care, and provided or coordinated by a single
treatment team or within a comprehensive treatment model.

Services for people with COD are delivered in the context of a
broad range of social services, provider networks, financial
coverage, and community priorities. As such, the shaping of
services for people with COD requires a flexible and responsive
set of providers and programs. Mutually agreed upon respon-
sibilities and outcomes will shape the approaches imple-
mented. Continuous quality improvement efforts should
dictate future adaptations.

Principle 5

The system of care must reflect the importance of
the partnership between science and service, and
support both the application of evidence- and
consensus-based practices for persons with COD
and evaluation of the efforts of existing programs
and services (see Table 1, Key Definitions, page 1).

The advantages of evidence- and consensus-based practices
have been articulated and validated across the mental health
and substance abuse treatment fields. The appropriate applica-
tion of these practices maximizes benefits to consumers.
Evidence- and consensus-based practices generated in one field
of service may require modification in their application to

COD, yet the core features of these modified interventions
increase the likelihood of their effectiveness.

Behavioral sciences have a rich investment in research to draw
upon, but technological advances require capable providers to
ensure that what works under controlled research conditions
(efficacy) is translated into practical, high-quality, real-world
services (effectiveness). The Surgeon General identified a gap
between the development of scientific advances and their
introduction to community settings, which deprives many
people of up-to-date treatment (U.S. Department of Health and
Human Services, 1999). System design must support providers
of services to people with COD in their application of the

existing science and encourage their development of new
findings and approaches through participation in research and
evaluation efforts.

Principle 6

Behavioral health systems must collaborate with
professionals in primary care, human services,
housing, criminal justice, education, and related
fields in order to meet the complex needs of
persons with COD.

Having COD increases the likelihood of having additional
medical, social, and legal problems. Persons with COD are
often among the most disadvantaged and impoverished
members of our society. At various times, employment,
education, housing, and legal assistance must be provided as
part of integrated COD treatment approaches. This breadth
of need requires partnerships beyond the behavioral health
field to allow consumers to develop and sustain recovery. It
is necessary and possible to engage partners with common
interests in supporting the integration of people with COD
into their respective communities. Successful strategies for
systems collaboration include shared case management
models, the creation of local service coalitions, the State use
of special waiver authorities, and interagency task forces.

PRINCIPLES THAT GUIDE PROVIDER
ACTIVITY FOR PEOPLE WITH COD

Principle 7

Co-occurring disorders must be expected when
evaluating any person, and clinical services should
incorporate this assumption into all screening,
assessment, and treatment planning.

Just as systems must be designed so that all programs are
competent to address COD, all providers should be cross-
trained and competent to screen for COD, coordinate
assessments, and develop individualized treatment plans that
directly address a broad range of co-occurring conditions and
disorders. The high prevalence of persons with COD in all
mental health and substance abuse treatment settings
requires a minimal level of competency for all clinicians.
While not all providers can be expected to address the
myriad issues associated with COD, they should understand
how to identify COD and have a clear sense of how to assist
the consumer in accessing essential services.

Overview of Co-Occurring Disorders Treatment —30—

CEU Matrix




Principle 8

Within the treatment context, both co-occurring
disorders are considered primary.

For persons with COD, symptoms of either disorder may vary
over time. It is possible for the person to be effectively
managing one set of symptoms while the other set causes
significantimpairment. The interactive nature of COD
requires each disorder to be continually assessed and
treatment plans adjusted accordingly. It is a disservice to the
person with COD to emphasize attention to one disorder at
the expense of the other. There is always a relationship
between the two disorders that must be evaluated and
managed. While billing and financial implications of identify-
ing and recording diagnoses and treatment interventions may
require a simplification of the clinical issues, the true com-
plexity of COD must be reflected in all treatment plans.

Principle 9

Empathy, respect, and belief in the individual’s
capacity for recovery are fundamental provider
attitudes.

In all behavioral interventions, the quality of the treatment
relationship is the most important predictor of success. Persons
with COD often have long histories of exclusion from treatment
or exposure to ineffective treatment. They often are demoralized
by the systemic barriers they encounter and/or the limitations
imposed by the symptoms of their multiple disorders. Data
support the capacity of persons with COD to recover, and
treatment providers must believe in any consumer’s capacity for
behavioral change. CSAT's TIP 42, Substance Abuse Treatment
for Persons With Co-Occurring Disorders (CSAT, 2005) identi-
fies the following essential attitudes and values for clinicians
who work with this population:

* Desire and willingness to work with COD

* Appreciation of complexity

e Openness to new information

* Awareness of personal reactions and feelings
* Recognition of the provider’s limitations

* Recognition of the value of consumer input
* Patience, perseverance, and therapeutic optimism
* Flexibility

 Cultural competence

* Beliefin clients’ ability to change

* Recognition of the rights of clients

These attitudes and values form the basis of a recovery
perspective and foster treatment relationships based on

mutual respect. A recovery perspective provides a positive
context for interpreting the inevitable ups and downs of
treatment. A solid treatment relationship provides stability for
both clinician and client through changes in the course of
the client’s COD and the application of specific interventions.

Principle 10

Treatment should be individualized to accommo-
date the specific needs, personal goals, and
cultural perspectives of unique individuals in
different stages of change.

There can be no one clinical model of care for all people
with COD. Each individual’s treatment plan must be derived
from a careful assessment inclusive of, but not limited to,
immediate and acute needs, diagnosis, disability, motivation,
and stage of readiness for change (see COCE Overview Paper
titled “Screening, Assessment, and Treatment Planning for
Persons With Co-Occurring Disorders”). Cultural differences
must be ascertained, respected, and incorporated into all
aspects of treatment, but the uniqueness of each individual
also must be appreciated.

Each consumer’s needs at a given pointin time require a
therapeutic response that balances care and detachment. The
stages of change (Prochaska & DiClemente, 1984) and
phases of treatment (Osher & Kofoed, 1989) models reflect
the longitudinal process of recovery and the need for stage-
specific responses. Motivation for change is a dynamic
dimension influenced by the application of appropriate
interventions.

At the outset of treatment, engaging the individual in the
treatment process is of paramount importance. This often
requires a collaborative exploration of what consumers define
as their needs and goals. Motivational interventions (Miller &
Rollnick, 2002) can be tailored to this shared definition and
personal menus of choice constructed at multiple junctures
in recovery. The iterative process of goal refinement moves
treatment from the generic delivery of service to groups of
consumers to a nuanced and specific plan for any individual.

Principle 11

The special needs of children and adolescents must
be explicitly recognized and addressed in all phases of
assessment, treatment planning, and service delivery.

Children and adolescents are not simply small adults. The
importance of this distinction cannot be overemphasized
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(U.S. Department of Health and Human Services [DHHS],
1999). Physical and neurological development continues
through the 20th year (Giedd et al., 1999) and the drives,
impulses, and emotions that accompany puberty arise before
self-control and judgment are fully developed (Dahl, 2000).
The social roles of children and adolescents change as they
grow older; societal expectations change also. The nature
and severity of substance use and mental health problems
must be judged against a continuum of developmental and
age-appropriate thoughts and behaviors, and the range of
what is “normal” is wide (DHHS, 1999). Challenges to
normal development (e.g., physical problems, intellectual
disabilities, low birth weight, family history of mental and
addictive disorders, multigenerational poverty, and caregiver
separation or abuse and neglect) constitute additional risk
factors for behavioral health problems. The developmental
perspective guides all aspects of screening, assessment,
treatment planning, and service delivery. The question,
"What is appropriate (either behavior or services)?"” must
always be followed by the question, “At what age?”

Family involvement is an essential part of service planning
and delivery, especially for children and early adolescents,
unless circumstances dictate otherwise (e.g., emancipated
minors). Particular emphasis should be placed on prevention,
early identification of problems, and early intervention
(Klitzner et al., 1992), especially in schools, primary care
settings, and the juvenile justice system.

Principle 12

The contribution of the community to the course of
recovery for consumers with COD and the contribu-
tion of consumers with COD to the community must
be explicitly recognized in program policy, treatment
planning, and consumer advocacy.

Persons with COD are fellow citizens and community
members. Acceptance of and responsiveness to their needs
by neighbors, policymakers, and public officials can facilitate
access to care, improve functioning, and facilitate full
integration into the community. However, societal attitudes
regarding mental and substance use disorders currently pose
significant barriers to recovery. Stigma and discrimination
may prevent the person with COD from seeking treatment
services and are a barrier to establishing the comprehensive
services that science has demonstrated are necessary for
recovery (DHHS, 1999). Community intolerance of behav-
ioral disorders has sometimes led to the criminalization of
persons with COD, resulting in incarceration instead of
treatment. Post-treatment living environments, critical for
long-term stabilization, may be incompatible with recovery.

Treatment is effective and recovery is possible for persons
with COD. They can join with other citizens as workers and
tax payers to build healthier, more prosperous, and more
rewarding communities. Their special experiences and
understanding can inform the development of services for
other persons with similar disorders. They can enrich their
communities with their unique gifts and talents. This can
only occur if they are afforded the same opportunities that a
free society guarantees to all its citizens.

CONCLUSION

Principles for working with persons with COD can serve as a
touchstone for transforming evolving systems and improving
the quality of mature systems. These principles are being
used by COCE to guide its efforts to transmit advances in
treatment, promote enhancement of infrastructure and
clinical capacity, and foster infusion of consensus- and
evidence-based practices. Adherence to principles will
advance our shared desire to support recovery from often
devastating illnesses. People with COD and their families
deserve no less.
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SUMMARY

Only about half the people with co-occurring disorders (COD) receive any services within substance abuse and mental health
(SAYMH) settings. Settings outside the SA/MH system, or settings where service missions do not include a primary focus on
COD, are the focus of this overview paper. Primary health, public safety and criminal justice, and social service settings,
where persons with COD are likely to be seen, are highlighted. These settings should be prepared to identify and effectively
respond to persons with COD. The use of specialized techniques appropriate to these settings can increase the likelihood that

the person with COD will access treatment.

INTRODUCTION

Persons with COD reside throughout our communities and
move through all system and service locales. While signifi-
cant progress is being made within SA/MH settings to
comprehensively address the complex needs of persons with
COD in an integrated manner, more than half of all persons
with COD do not access any SA/MH services (Office of
Applied Studies, 2006). Unrecognized and untreated COD
results in excess morbidity and mortality; unnecessary health
and personal expenditures; and frustration for families,
intimates, and service providers. However, the disabilities and
social consequences associated with COD bring those
affected in contact with a number of public health, public
safety, and social welfare providers. These contacts, if
handled with sensitivity to COD issues, afford unique
opportunities for identification, initial engagement, and
linkage to appropriate care systems.

LITERATURE HIGHLIGHTS

SA/MH settings have made significant progress in addressing
the needs of persons with COD. However, many persons with
COD never see a SA/MH provider. The 2005 National Survey
on Drug Use and Health shows that 53 percent of persons

Table 1: Key Definitions

Substance abuse and/or
mental health (SA/MH)
service settings

Non-SA/MH settings

addictive disorders.

with serious psychological distress (SPD) and a co-occurring
substance use disorder received no treatmentin the 12
months preceding the survey (Office of Applied Studies,
2006). Although large numbers of persons with COD are not
seen in SA/MH settings, they can be found in several other
settings:

* About 70 percent of the U.S. population sees a primary care
physician every two years (Fleming et al., 1997). Because of
the high frequency of medical conditions that co-occur with
COD and the stigma associated with SA/MH disorders that
leads those with the disorders to avoid formal treatment,
persons with COD often seek medical care in emergency
rooms and primary care settings (Curran et al., 2003; Druss
etal., 20006).

* There has been considerable growth in the number of
persons having contact with the criminal justice system
over the past decade. More than 14 million “bookings”
occurin U.S. jails each year (Bureau of Justice Statistics,
2005), and more than two million people are incarcerated
in the Nation’s prisons and jails (Harrison & Beck, 2005).
The overrepresentation of persons with mental illnesses and
substance use disorders in criminal justice settings is well
documented (CSAT, 2005b; Teplin, 1994; Teplin et al.,
1996), and almost three-quarters of those in jails with

Agencies, programs, and facilities specifically designed to treat psychiatric and/or

Settings outside of the SA/MH system where persons with COD are likely to be

encountered. These can be divided into three categories:

* Health settings, including primary care (e.g., community health clinics, HIV/AIDS
treatment programs, family practice locales) and acute care (e.g., emergency
rooms, intensive care units, trauma centers) settings.

*  Public safety and criminal justice settings, including police encounters, courts,
jails, prisons, and community corrections settings.

e Social welfare settings, including income support, entitlement and unemploy-
ment offices, homeless shelters (as well as makeshift shelters, parks, and aban-
doned buildings) and the community (e.g., schools and faith and workplace

settings).
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mental ilinesses have co-occurring substance use disorders,
while 15 percent of females with substance use disorders
have co-occurring SPD (National GAINS Center, 2002). A
conservative estimate of the prevalence of serious mental
health problems among the juvenile justice population is
20 percent, with many of those youth having co-occur-
ring substance use disorders (Cocozza & Skowyra, 2000).

e The Urban Institute estimates that 2.3-3.5 million people
experience homelessness each year (Burt & Aron, 2000).
Studies suggest that as many as 37 percent of homeless
women and 32 percent of homeless men had co-occur-
ring Axis | and substance use disorders in 2000, a marked
increase from 1990 figures (North et al., 2001). The
settings in which these persons are found include not only
homeless shelters, but also streets, parks, and abandoned
buildings.

* People with and at risk for COD may also be found in
community settings including workplaces, places of
worship, social welfare agencies, and educational institu-
tions.

The principle of “No Wrong Door,” whereby every point of
entry into the healthcare system is seen as an opportunity
for outreach, education, and connection to needed ser-
vices, is embraced by mental health and addiction service
systems (CSAT, 2000a). This principle can be extended to a
variety of public and private domains such as the non-SA/
MH settings highlighted here. While non-SA/MH settings
should not be expected to provide comprehensive SA/MH
services, they afford important opportunities for identifica-
tion and engagement of persons with COD and can serve
as gateways to integrated systems of care.

KEY QUESTIONS

1. Why should we be concerned about settings
outside the SA/MH system or settings where
service missions do not include a primary focus on
COD (non-SA/MH settings)?

Only half of persons with COD receive any service within
SA/MH settings. Non-SA/MH settings associated with health
care, public safety, criminal justice, social welfare, work, and
education afford a critical opportunity for identification,
initial engagement, and early intervention. Most persons
with untreated COD cannot function optimally in school, at
work, or within their families and communities. This im-
paired functioning leads to an overrepresentation in acute
and high-cost health, public safety, criminal justice, and
social welfare settings. The proper identification of S&/MH
disorders that contribute to a person’s social circumstances
or presenting complaint is an important step toward helping
that person realize his or her full potential and live a reward-
ing life in the community.

2. In what non-SA/MH settings are people with
untreated COD found?

Persons with untreated COD are found everywhere in our
communities. However, the medical, social, and psychologi-
cal consequences of COD increase the likelihood of their
presence in certain locations. In addition, the severity and
progression of COD can determine the settings in which
untreated persons may initially present, from emergency
rooms to homeless camps.

Figure 1 (page 3) depicts a model that provides a framework
for understanding the range of co-occurring conditions and
the settings in which people with COD are likely to be
found. The model provides guidance to communities in
determining the settings where persons with COD present,
and supports strategies to identify, engage, and respond to
their needs. Descriptions of three categories of non-SA/MH
settings follow.

Health Settings

Primary Care: Well before persons with COD come to the
attention of SA/MH providers, most will have seen a primary
care provider (O'Connor & Schottenfeld, 1998; Simon &
VonKorff, 1995). Depression and anxiety disorders frequently
present as somatic symptoms such as fatigue, headaches,
and pain, which in turn are the leading causes of medical
visits (Kroenke, 2003). Substance use disorders frequently
complicate the management of many chronicillnesses such
as hypertension (Rehm et al., 2003). Conversely, the associa-
tion of medical problems with mental illnesses and substance
use disorders is also high. In a recent survey of persons with
SPD, 74 percent had at least one diagnosed chronic health
problem (Jones et al., 2004). Moreover, the effects of
substance use on organ systems and the high rates of
infectious disease among persons with substance use
disorders ensure that large numbers of these individuals will
be seen in primary care settings (Saitz, 2003).

Persons with COD tend to be in poorer physical health than
persons without these disorders (Dickey et al., 2002). Within
primary care outpatient settings, it is estimated that 20
percent of patients have a current psychiatric disorder and
20-25 percent have a substance use disorder (Brady, 2002).
As gatekeepers to health services, primary care physicians
have a powerful opportunity to identify COD early and
initiate appropriate treatment—for example, counseling
patients on abstinence (National Center on Addiction and
Substance Abuse, 2000). While they typically do not have
the resources to provide comprehensive care, they can refer
patients to SA/MH specialists.

The United States Preventive Services Task Force recommends
routine screening for alcohol and drug problems and
depression (Agency for Healthcare Research and Quality,
2002, 2004, 2005). These recommendations have not been
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Figure 1: Special Settings as a Function of COD Severity
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implemented in most primary care settings (Friedmann et al.,
2000; Haack & Alemi, 2002; Woolf et al., 1996). Accord-
ingly, opportunities for early identification and treatment of
COD are being missed but may be better taken advantage of
in the future.

Specialty Care: Specialty care combines primary health care
with specialized services for persons with chronic physical
illnesses, such as HIV/AIDS. The pressing nature of deteriorat-
ing physical conditions can motivate a person with COD to
seek care and follow up with suggested treatment plans.
Specialty healthcare settings may have the staff resources to
provide assessment and some treatment services for COD.

Acute Care: Acute care refers to short-term interventions
provided in emergency rooms, trauma centers, and intensive
care units. Untreated COD has a significantimpact on
health, and persons with untreated COD will often enter the
service system through contact with urgent or acute care
settings. Screening and identification of SA/MH disorders in
these settings may not be conducted routinely (Kushner et
al., 2001; McClellan & Meyers, 2004; O'Connor &
Schottenfeld, 1998; Simon & VonKorff, 1995). Given the
time constraints, COD treatment beyond brief intervention is
unlikely. However, if COD is suspected through screening
procedures, counseling and referral can be effective in
moving the person to an appropriate treatment setting.

Public Safety and Criminal Justice Settings

Responding to the needs of persons with COD constitutes a
major challenge for police and other public safety officials,
prosecutors, courts, and corrections and supervision systems.

Police: Persons with COD, particularly those without access
to adequate treatment, frequently come in contact with law
enforcement. Ifillegal or criminal activity is observed, such
as possession or sale of controlled substances, this contact
can begin a series of appearances within criminal justice
settings. Significant police manpower is required to respond
to persons with SA/MH disorders, many of whom are
eventually incarcerated (Reuland, 2004).

Corrections: A considerable number of incarcerated individu-
als have COD (Abram & Teplin, 1991; Hartwell, 2004;
Steadman et al., 1999). As a consequence of their incarcera-
tion, persons with COD have legal rights to have access to
health care, to receive any care that is ordered, and to have
healthcare decisions made by medical personnel (National
Commission on Correctional Health Care, 2003). Unless
COD is recognized and addressed, recidivism is the likely
outcome for incarcerated persons with COD (Hammett et al.,
2001).

Jails may offer the first opportunity for problem identifica-
tion, treatment, and community referral for those who need
continued treatment (Peters & Matthews, 2001). Nonethe-
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less, jails are high-volume, highly structured, high-turnover
institutions with little time to initiate more than basic
assessment of mental health and substance abuse issues with
appropriately matched urgent care responses. Prisons are
State- or federally operated facilities for inmates with sen-
tences longer than 1 year. As such, they have more opportu-
nities to develop integrated service programs. While the vast
majority of prisons have substance abuse programs, only a
small minority of prisoners with substance use disorders get
access to any addiction treatment (CSAT, 2005b). The
likelihood of access to COD programs is even smaller.

Courts and Supervision: Courts report increasing contact
with offenders with COD and drug court judges have found
that defendants with COD are more difficult to place into
treatment than those with a single disorder (Denckla &
Berman, 2001).

Social Welfare Settings That Afford an Opportunity
for COD Interventions

Homeless Services: More than two million U.S. citizens will
experience homelessness in a calendar year. Nearly 40
percent of these homeless persons have alcohol problems
and 26 percent have drug problems (Burt et al., 1999) with
recent estimates as high as 84 percent of men and 58
percent of women (North et al., 2004). Twenty percent of
homeless persons have SPD, and 25 percent have some form
of disabling health condition (CMHS, 2003). One third of
homeless persons have COD (North et al., 2001). While
integrated care has been cited as important to the recovery
of homeless persons with COD, few have access to it
(CMHS, 2003). Homeless people are disaffiliated and are not
often voluntary recipients of any kind of health services.
Thus, homeless persons with COD may remain undiagnosed
and untreated. This, in turn, can lead to continued

Figure 2: Screening For COD in Primary Care Settings
Depression

homelessness and further deterioration in physical, social,
and economic functioning.

Community Settings: Persons at high risk for—or in the early
stages of—SA/MH disorders often continue to function and
fulfill work, school, and family obligations (Klitzner et al.,
1992). The tendency of lay people to “normalize” early signs
of deteriorating functioning (Mechanic, 1978), combined
with the stigma attached to SA/MH problems and a lack of
familiarity with warning signs on the part of teachers,
supervisors, clergy, and parents, may lead to missed opportu-
nities for early intervention. Significant levels of deterioration
in functioning and/or disruption may lead to punitive actions
rather than referral to helping resources.

3. What can be done in primary healthcare settings
to help persons with COD?

The Institute of Medicine report Improving the Quality of
Health Care for Mental and Substance-Use Condlitions
(2006) highlights the strong link between mental and
substance use disorders and general health care. One of the
report’s overarching recommendations states, “Health care
for general, mental, and substance-use problems and
illnesses must be delivered with an understanding of the
inherent interactions between the mind/brain and the rest of
the body” (p. 9). COCE takes the position that a first step in
implementing this recommendation is to identify persons
with COD as a routine component of care in each of the
health settings discussed above. This position is based on
considerations of quality of care as well as cost recovery for
care providers and payors. Overview Paper 2, Screening,
Assessment, and Treatment Planning for Persons With Co-
Occurring Disorders (CSAT 2006), provides details on the
methods and procedures by which this identification can be
accomplished.

e Over the past two weeks, have you felt down, depressed, or hopeless?
e Over the past two weeks, have you felt little interest or pleasure in doing things?

CAGE (CAGE-AID)

1. Have you ever felt you should Cut down on your drinking (or drug use)?

Have people Annoyed you by criticizing your drinking (or drug use)?

2.
3. Have you ever felt bad or Guilty about drinking (or drug use)?
4.

Have you ever taken a drink (or a drug) first thing in the morning (Eye-opener) to steady your nerves or get

rid of a hangover?

Sources: Agency for Healthcare Research and Quality, 2002, 2004; Fiellin et al., 2000, p.1979.
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An efficient screening method for COD in primary care
settings is laid out in Figure 2. It combines two questions
related to depression with the four questions of the CAGE (or
CAGE-AlID—adapted to include drugs). If these six questions
are used for screening, the depression screening items will
serve as a marker for a wide range of mental health issues
and the CAGE/CAGE-AID items will help identify substance-
related problems. Any single positive response should lead to
athorough assessment by a mental health and/or substance
abuse professional. A positive response to both an item from
the depression questions and an item from the substance use
questions should lead to an assessment by a COD profes-
sional.

[t is recognized that resources beyond screening and identifi-
cation are not readily available in most primary health
settings, and inadequate financing for these basic services is
often a barrier (McLellan & Meyers, 2004). As such, commu-
nity mental health and substance abuse systems of care must
be designed to support public and private health care
settings’ screening efforts with appropriately matched and
readily accessible assessment and treatment services delivered
within SA/MH programs.

A continuum of responses to persons with COD who appear
in health settings can be identified (NASMHPD & NASADAD,
1999):

e |dentification and Initial Management is the minimum
level of responsibility. It involves screening for COD and
providing brief, structured, targeted advice to patients.
Referral of those with positive screens or serious symp-
toms, such as suicidal thoughts or trouble making sense,
may be necessary. The health setting retains responsibility
for the client’s general health care unless or until the client
is referred to a treatment facility that offers health care in
addition to COD services. Upon discharge from such a
facility, responsibility for general health care reverts back
to the original, referring setting.

* Collaboration is a formal process of sharing responsibility
for treating a person with COD, involving regular and
planned communication, shared progress reports, or
memoranda of agreement. In a collaborative relationship,
different disorders may be treated by different providers,
yet the roles and responsibilities of the providers are clear.

* Integration requires the participation of providers trained
in both primary care and SA/MH services to develop a
single treatment plan addressing all health conditions.
These providers continue their formal interaction and
cooperation in the client’s ongoing reassessment and
treatment.

Several considerations will determine where a given health
setting operates on this continuum. While the nature and
type of integration will vary by communities, it has been

proposed that the SA/MH system take the lead in developing
the plan (CSAT, 2000a). Other considerations include
resources, funding, clinical interest in COD, and the availabil-
ity of other COD resources in the community. Treatment
Improvement Protocols (TIPs) 37, Substance Abuse Treat-
ment for Persons With HIV/AIDS (CSAT, 2000b) and 42,
Substance Abuse Treatment for Persons With Co-Occurring
Disorders (CSAT, 2005a), address how providers with
specialized training for “triply diagnosed” clients have been
successful in addressing COD. For example, the HIV Integra-
tion Project of The CORE Center in Chicago, lllinois, (CSAT,
2005a) is a good example of a local integrated service
response to health and COD needs. There are as yet no data
to favor one approach over another; agencies will address
COD issues to the extent that their resources allow and can
participate in advocating and soliciting additional funding to
support enhanced COD interventions.

4. What can be done in other non-SA/MH settings to
help persons with COD?

Like primary health settings, other settings can also serve as
gatekeepers for the SA/MH system. These settings provide an
opportunity to recognize persons who may have COD and to
engage them in a process that leads to referral for further
assessment and integrated treatment. This recognition,
engagement, and referral approach requires strong partner-
ships with community SA/MH providers. These approaches
typically require the oversight of a multidisciplinary commu-
nity planning group, training for frontline staff, the develop-
ment of specific referral guidelines, and easy access to
welcoming clinical settings.

Public Safety and Criminal Justice Settings

Innovative police responses to persons with COD illustrate a
recognition, engagement, and referral approach. Law
enforcement is often the initial point of contact for persons
with COD who may have violated a public ordinance,
committed a crime, or raised the suspicions of other citizens
or police through unusual, disruptive, and/or bizarre behav-
ior. During the last 10 years, police-based specialized
responses, most notably the Crisis Intervention Team, have
been implemented across the country (Reuland, 2004). In
these models, police receive intensive training to recognize
and engage persons with COD, with the goal of increasing
access to treatment and support services and diversion from
criminal justice settings.

Problem-solving courts, such as drug courts and mental
health courts, have been developed as a response to the
growing influx of persons with COD in the court system.
These settings have recognized the need to develop special-
ized responses to the defendant with COD (Peters & Osher,
2004). Such responses include specialized training for court
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personnel to help them identify people with SA/MH needs,
implementing specialized programming, and championing
community alternatives for these individuals. The goals of
these initiatives include an increase in public safety, better
quality of life for the consumer with COD, and a more
effective use of overtaxed criminal justice resources (Council
of State Governments [CSG], 2005).

Identification and management of COD within jails and
prisons mirror the complexity of providing care within
community settings. While the inmate with COD is legally
entitled to health care and can be more easily “engaged” in
treatment than those who are not confined, jail and prison
treatment resources are scarce (Fellner & Abramsky, 2003),
and integrated care programs are rare. Jails are attempting to
improve screening procedures for COD with the use of
standardized instruments administered by correctional staff
(Steadman et al., 2005).

Opportunities for brief motivational interventions exist, yet
the capacity of understaffed jail providers and inmates to
develop a strong therapeutic alliance is limited. Such collabo-
rative efforts as the Vermont Departments of Health and
Corrections coordinate programming to identify, assess, and
treat offenders with COD in their criminal justice system
(CSG, 2005). Sacks and colleagues (2004) describe a
modified therapeutic community model that has shown
significantly lower reincarceration rates for persons with COD
leaving incarcerated settings compared to those who
received MH treatment only. Because of the stigma associ-
ated with the combination of COD and a criminal record,
specialized programming is necessary to ensure successful
transition to communities on release (CSAT, 2005a).

Social Welfare Settings

Outreach is often required in order to reach individuals who
are marginalized, isolated, alone, or homeless (Federal Task
Force on Homelessness and Serious Mental Iliness, 1992). A
rich history of outreach efforts to marginalized individuals
exists in the United States (Lam & Rosenheck, 1999;
Tommasello et al., 1999). By starting with what the
marginalized person values and desires, it is possible to
develop a relationship that can address associated conditions
such as mental illness and/or addiction. Once engaged, the
individual will benefit from the same integrated interventions
associated with positive outcomes in other clinical settings.

Central to the process of outreach and engagement is the
establishment of a “helping relationship.” Core characteristics
of this relationship include mutual trust and respect, toler-
ance and flexibility, patience and realism, and being helpful
in the eyes of the consumer (Winarski, 1998). Sacks and
associates (2002) have described adaptations of therapeutic
communities in shelters that use the peer community and a
focus on mutual self-help as a starting point to engage
homeless persons with COD. Once engaged, providing
access to supportive housing can have a powerful effect on
outcomes for homeless persons with COD (CSAT, 2005a).

Community Settings: Schools, workplaces, community
groups, families, and friendship networks are the settings in
which individuals spend the most time. Signs of COD are
likely to manifest in these settings, although they may not be
recognized as such. Student and employee assistance
programs, informational kiosks at community events,
pastoral counseling, and other similar intervention methods
offer the potential for early identification and referral of high-
risk individuals before serious COD-related problems emerge
(Klitzner et al., 1992).

FUTURE DIRECTIONS

For a variety of reasons, COD is currently neither widely
recognized nor well addressed in the settings discussed in
this paper. Wider dissemination on the use of screening and
identification techniques appropriate to these settings could
encourage programs to develop efficient referral mechanisms
and/or more onsite COD interventions. Demonstration
programs have shown that identification and effective care
are possible, but access to these innovations is not wide-
spread. The activities that staff in these settings need to
perform—recognizing signs and symptoms, making referrals,
and the like—can be learned, although training would need
to be expanded to include primary care practitioners, justice
staff, and social welfare personnel. Excellent models, some
of which are cited in this paper, are available for community-
level adoption. Future work should address issues of dissemi-
nation and implementation of these models.

Realizing the goal of “No Wrong Door” requires increased
awareness of COD in non-SA/MH settings, fostering enlight-
ened self-interest in COD issues, and establishing the
community networks, teamwork, and systems required to
meet the needs of persons with COD. SA/MH providers
should take the lead in creating a continuum of COD services
to support efforts in non-SA/MH settings.
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SUMMARY

The advantages of employing evidence-based practices (EBPs) (see Table 1, Key Definitions) are now widely ac-
knowledged across the medical, substance abuse (SA), and mental health (MH) fields. This overview paper dis-
cusses EBPs and their role in the treatment of co-occurring disorders (COD).

Practitioners seldom have as much evidence as they would like about the best clinical approach to use in any given
clinical situation. To choose the optimal approach for each client, clinicians must draw on research, theory, practi-
cal experience, and a consideration of client perspectives. Picking the best option at the moment using the best
information available has been termed “evidence-based thinking” (Hyde et al., 2003) (see Table 1, Key Definitions).

This paper discusses EBPs and their use in treating persons with COD, discusses how evidence (see Table 1, Key
Definitions) is used to determine if a given practice should be labeled as evidence based, and gives some brief

examples of EBPs for COD.

There is still considerable debate concerning how EBPs should be defined. This paper presents various points of
view and offers COCE's perspective as a starting point for further discussion by the field.

LITERATURE HIGHLIGHTS

Both researchers and practitioners increasingly perceive EBPs as
essential for improving treatment effectiveness in the medical,

SA, and MH fields. The use of EBPs permits clinicians and
programs to more reliably improve services and achieve
optimal outcomes. In substance abuse treatment, EBPs have
influenced service delivery in areas ranging from initial
engagement (e.g., in the use of motivational enhancement
strategies) to community re-entry (e.g., in the focus on
cognitive-behavioral strategies for relapse prevention). The
National EBP Project (e.g., Torrey et al., 2001) exemplifies the
focused attention on translating science to service that is
taking place for the treatment of persons with serious mental
illnesses in mental health systems.

The earliest definitions of EBPs emphasized scientific research
and contrasted scientific evidence with approaches based on

“global subjective judgment,” consensus, preference, and

Table 1: Key Definitions

Evidence-Based

other forms of “nonrigorous” assessment (Eddy, 2005). This
“research only” approach was recently rearticulated for the
field of mental health by Kihlstrom (2005): “Scientific
research is the only process by which clinical psychologists
and mental health practitioners should determine what
evidence guides EBPs” (p. 23).

Critics of the “research only” approach note that the true
performance of an intervention often remains uncertain even
when research evidence is available (Claxton et al., 2005), that
certain types of interventions are more amenable to research
than are others and are therefore more likely to be supported
by research evidence (Reed, 2005), and that definitions of
successful outcomes are not universally shared, especially in
behavioral health (Messer, 2005). Reed (2005) suggests that
the dichotomy between research and “everything else” in
defining EBPs unnecessarily restricts the definition of evidence
and precludes important knowledge based on nonexperi-
mental research (e.g., case studies) and clinical and patient

A practice which, based on research findings and expert or consensus opinion about available evidence,

Practice is expected to produce a specific clinical outcome (measurable change in client status).

Evidence-Based

A process by which diverse sources of information (research, theory, practice principles, practice

Thinking guidelines, and clinical experience) are synthesized by a clinician, expert, or group of experts in
order to identify or choose the optimal clinical approach for a given clinical situation.

Evidence

Facts, theory, or subject matter that support or refute the claim that a given practice produces a

specific clinical outcome. Evidence may include research findings and expert or consensus

opinions.

Expert Opinion

A determination by an expert, through a process of evidence-based thinking, that a given

practice should or should not be labeled “evidence based.”

Consensus Opinion

A determination reached collectively by more than one expert, through a process of evidence-

based thinking, that a given practice should or should not be labeled “evidence based.”

Strength of Evidence A statement concerning the certainty that a given practice produces a specific clinical outcome.

Overview of Co-Occurring Disorders Treatment
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experiences. It has also been argued that clinical
decisionmaking (Messer, 2005) and health policy (Atkins et
al., 2005) involve factors and trade-offs related to patient and
community values, culture, and competing priorities that are
not generally informed by research. An alternative to the
“research only” approach that addresses these concerns is the
“multiple streams of evidence” approach (Reed, 2005).

The Institute of Medicine (IOM; 2001) suggests a definition
of EBPs that reflects the “multiple streams of evidence”
approach. The IOM argues for three components of EBPs:

1. Bestresearch evidence—the support of clinically
relevant research, especially that which is patient centered

2. Clinician expertise—the ability to use clinical skills and
past experience to identify and treat the individual client

3. Patient values—the integration into treatment planning
of the preferences, concerns, and expectations that each
client brings to the clinical encounter

These “streams of evidence” can be integrated through
“evidence-based thinking” (see Table 1, Key Definitions).
Evidence-based thinking may be undertaken to designate
practices as evidence based or in day-to-day clinical
decisionmaking. See Messer (2005) for two case-based
examples of evidence-based thinking in clinical practice; see
Atkins and colleagues (2005) for examples related to health

policy.

KEY QUESTIONS AND ANSWERS

1. What do we mean by evidence-based practices for
co-occurring disorders?

COCE has adopted the “multiple streams of evidence”
approach to EBPs discussed above. COCE also takes the
position that the integration of multiple streams of evidence
requires the application of evidence-based thinking. Accord-
ingly, EBPs are defined by COCE as practices which, based
on expert or consensus opinion about available evidence, are
expected to produce a specific clinical outcome (i.e.,
measurable change in client status). Figure 1 illustrates the
process by which streams of evidence (i.e., research and
scholarship, client factors, and clinical experience) are
combined using evidence-based thinking to arrive at recom-
mendations concerning EBPs. The systems, practitioners, and
clients who use these EBPs contribute to the evidence base
for future evidence-based thinking.

2. How much evidence is needed before a practice
can be called an EBP?

There is no simple answer to this question. In general, the
designation of a practice as an EBP derives from a review of
research and other evidence by experts in the field (see Ques-
tion 1). Different organizations use different processes and
standards to determine whether or not practices are evidence
based.

Figure 1: Evidence-Based Thinking
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The key question in determining whether a practice is
evidence based is: What is the strength of evidence indicat-
ing that the practice leads to a specific clinical outcome?
There is no gold standard for assessing strength of evidence,
especially evidence derived from clinical experience. How-
ever, COCE has developed a pyramid to represent the level or
strength of evidence derived from various research activities.
As can be seen in Figure 2, evidence may be obtained from a
range of studies including preliminary pilot investigations
and/or case studies through rigorous clinical trials that
employ experimental designs. Higher levels of research
evidence derive from literature reviews that analyze studies
selected for their scientific meritin a particular treatment
area, clinical trial replications with different populations, and
meta-analytic studies of a body of research literature. At the
highest level of the pyramid are expert panel reviews of the
research literature.

Figure 2: Pyramid of Evidence-Based Practices
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In evaluating evidence, it is important to understand the
distinction between efficacy and effectiveness. Efficacy
means that a treatment or intervention produces positive
results in a controlled experimental research trial. Effective-
ness means that treatment or intervention produces positive
results in a usual or routine care setting (i.e., in the real
world). Efficacy established in controlled research does not
necessarily equate with effectiveness in real world settings.
For example, it may be impractical to provide real world
clinicians with the level of training and supervision provided
to clinicians in research studies, or real world target popula-
tions and community contexts may differ from those used in
the research.

3. Why should EBPs be used?

There are several reasons to use EBPs. Foremost, when services
are informed by the best available evidence, the quality of care
isimproved. Second, using EBPs increases the likelihood that
desired outcomes will be obtained. EBPs that are based upon
research typically have carefully described service components,
and many have manuals to guide their implementation. This
supports consistent delivery of the practice and high fidelity to
the model. Third, by employing these practices, providers will
often more efficiently use available resources.

4. What are the differences among EBPs, “consensus-
based practices,” “’science-based practices,” “best
practices,” “promising practices,” “emerging
practices,” “effective programs,” and “model
programs”?
A number of terms have been used at different times, and by
different groups, to describe practices that are expected to
produce a specific clinical outcome. These terms are some-
what interchangeable. The terms “promising” and “emerg-
ing” are consistent with the notion that the strength of
evidence varies among practices deemed likely to produce
specific clinical outcomes. COCE avoids descriptors like
“best” and “model” because they may imply that thereis a
single best approach to treating all persons with COD. COCE
also avoids the term “effective” because no hard criterion
exists for the level of evidence by which “effectiveness” is
established.

The term "“consensus based” refers to a process by which
evidence is commonly evaluated and synthesized to deter-
mine if a given practice is an EBP. Other common processes
include evaluation of evidence using standardized criteria and
numerical scores, meta-analysis, and synthesis by a single
scholar. COCE views the consensus process as the best way
to identify and evaluate EBPs.

5. Is all manualized treatment evidence-based
treatment? Have all EBPs been manualized?

Just because a practice is documented in manual form does
not mean it has risen to the level of an EBP. Manual develop-
ment can be an early step in outcome research, and that

research may show the manualized treatment to be ineffec-
tive. Moreover, manuals are sometimes developed as
marketing tools for treatments that have undergone little
research.

However, once an EBP is established, the development of
treatment manuals and practice guidelines are an important
part of the dissemination process and help make the EBP
accessible to providers. Manuals can minimize the need for
costly trainings and often contain fidelity measures and
outcome assessment strategies. They can also improve
clinical decisionmaking by laying out guidelines for critical
circumstances. Practice manuals vary in their level of detail
and may not be useful as stand-alone products. Not all EBPs
have manuals, but many do.

6. What is EBP fidelity and why does it matter?

Fidelity is the extent to which a treatment approach as
actually implemented corresponds to the treatment strategy
as designed. Following the initial design with high fidelity is
expected to result in greater success in achieving desired
client outcomes than deviating from the design (i.e., having
low fidelity).

7. What are some evidence-based practices for co-
occurring disorders?

Because the treatment of COD is a relatively new field, there
has not been time for the development and testing of a large
number of EBPs specifically for clients with COD. Clearly,
EBPs developed solely for MH or SA should be considered in
the treatment of people with COD.

EBPs for COD should combine both treatment elements
(e.g., the use of motivational strategies) and programmatic
elements (e.g., composition of multidisciplinary teams).
COCE has outlined the critical components of COD practices
(see Overview Paper 3, Overarching Principles) that should
guide the selection of these elements.

At the treatment level, interventions that have their own
evidence to support them as EBPs are frequently a part of a
comprehensive and integrated response to persons with COD.
These interventions include:

* Psychopharmacological Interventions (e.g., desipramine
and bupropion for people with cocaine dependence and
depression [Rounsaville, 2004])

* Motivational Interventions (e.g., motivational enhance-
ment therapy [Miller, 1996; Miller & Rollnick, 2002])

* Behavioral Interventions (e.g., contingency management
[Roth et al., 2005; Shaner et al., 1997])

At the program level, the following models have an evidence
base for producing positive clinical outcomes for persons
with COD:

* Modified Therapeutic Communities (CSAT, 2005; De Leon
etal., 2000; Sacks et al., 1998, 1999)

5] —
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* Integrated Dual Disorders Treatment (CMHS, 2003; Drake
etal., 1998b, 2004; Mueser et al., 2003)

e Assertive Community Treatment (Drake et al., 1998a;
Essock et al., 2006; Morse et al., 1997; Wingerson &
Ries, 1999)

The current state of the science highlights the need for
evidence-based thinking in making both programmatic and
clinical decisions in the treatment of people with COD.

8. How can | learn about new developments in EBPs?

At SAMHSA, the National Registry of Effective Programs and
Practices (NREPP) is a decision-support tool that assesses the
strength of evidence and readiness for dissemination of a
variety of mental health and substance abuse prevention and
treatment interventions. The NREPP system is available
through a new Web site (www.nationalregistry.samhsa.gov).
In Great Britain, the Cochrane Collaborative maintains

the Cochrane Library, which contains regularly updated
evidence-based healthcare databases (see
www.cochrane.org) on a comprehensive array of health
practices. Relevant specialty organizations (e.g., American
Psychological Association) also publish lists of evidence-
based practices. These compilations of programs and
interventions may be generalizable to persons with COD,
and the reader should look for specific reference to COD
populations.

9. What issues should be considered in the use of
EBPs?

Most EBPs are not universally applicable to all communities,
treatment settings, and clients. If communities, treatment
settings, and/or clients vary from those for which the EPBis
designed, or if the human and facilities resources needed for
the EBP are not available, effectiveness may be reduced. The
various issues that must be considered in the use of an
evidence-based practice include:

* Client population characteristics including culture,
socioeconomic status, and the existence of other health
and social issues that may complicate service delivery
(e.g., pregnancy, incarceration, disabilities)

o Staff attitudes and skills required by the EBP

* Facilities and resources required by the EBP

* Agency policies and administrative procedures needed to
support the EBP

* Interagency linkages or networks to provide needed
additional services (e.qg., vocational, educational, housing
assistance, etc.)

* State and local regulations

e Reimbursement for the specific services to be provided
under the EBP

10. Are there financial incentives to use EBPs?
Are there components of EBPs that are not
reimbursable?

The financing of EBPs for COD varies greatly by State. Some
States (e.g., New York) have included evidence-based
practice language in their licensing and regulation standards
to create an incentive for providers receiving State support
to use EBPs (New York State Office of Mental Health, 2005).
Other States now require that programs demonstrate the use
of EBPs in order to receive funding. In Oregon, for example,
programs that receive State funds must show that a percent-
age of those funds are used to pay for EBPs (Oregon
Department of Human Services, 2005).

For evidence-based program model EBPs, like assertive
community treatment, some States will use Medicaid dollars
to support a case rate, and other States use a fee-for-service
methodology to reimburse providers.

11. What should be done to facilitate/enable pro-
gram administrators and staff to adopt EBPs?

The implementation of EBPs will present both psychologi-
cal challenges (e.g., resistance to change, commitment to
current practices) and practice challenges (e.g., need for
training and supervision, need for organizational changes,
new licensures or certifications). Several practical guides
to facilitating adoption of new practices are available,
including sections from SAMHSA's Evidence-Based
Practice Implementation Resource Kits available at
www.mentalhealth.samhsa.gov/cmhs/communitysupport/
toolkits/cooccurring/default.asp and Module 6 of COCE's
Evidence- and Consensus-Based Practice curriculum (CSAT,
in development)

12. How can one bridge the gap between the diverse
needs of people with COD and the limited num-
ber of EBPs?

The reality is that the number of EBPs available to the
clinician is insufficient to the task of treating COD. Clients
with COD present a variety of disorders, and appropriate
treatment covers a wide spectrum of services—screening,
assessment, engagement, intensive treatment, and re-entry.
The clinician will need to use evidence-based thinking to
determine the optimal course of action for each patient. As
discussed earlier, inputs to evidence-based thinking include
research, theory, practice principles, practice guidelines, and
clinical experience.

Two documents provide substantial information to inform
evidence-based thinking: TIP 42, Substance Abuse
Treatment for Persons With Co-Occurring Disorders (CSAT,
2005) and Service Planning Guidelines: Co-Occurring
Psychiatric and Substance Disorders (Minkoff, 2001). These
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documents incorporate EBPs where appropriate and
emphasize recommended treatment interventions for people
with COD in substance abuse treatment settings.

FUTURE DIRECTIONS

Much has been accomplished in the field of COD over the
last 10 years, and a body of knowledge has been acquired
that is appropriate for broad dissemination and application.
There are now several well-articulated, evidence-based
practices that are ready for application in clinical programs.
Despite this considerable progress, far more research is
needed to answer the host of questions that surround the
treatment of persons with COD. Research is needed that
will:

* Survey typical treatment facilities to understand their
capabilities (with particular regard to staffing) and current
activities (regarding identifying and serving clients with
COD)

* Clarify the characteristics of those clients with COD for
whom substance abuse treatment alone is not sufficient
to achieve significant improvement in their substance use
and mental disorders

* Develop and test strategies to engage clients with COD
of different degrees of severity

* Develop and test strategies to maximize adherence to
substance abuse and mental health counseling services,
medication, and medical regimens

 Clarify the optimum length of treatment for clients with
COD who manifest different severities of disorders

* Develop and test strategies and techniques for ensuring
successful transition to continuing care (also known as
aftercare) and for determining the effectiveness of
different aftercare service models

* Fvaluate the dual recovery mutual self-help approaches
that are emerging nationally

e Study the principles, practices, and processes of
technology transfer in the field of COD treatment

* Facilitate integrated treatment through policies and
workforce development strategies that overcome legal
and other barriers to the provision of a full spectrum of
behavioral health services by the substance abuse
treatment workforce
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