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Chapter 8 

Integrated Dual Disorder Treatment

General information on integrated treatment for co-occurring mental illness and substance use disorders

The information on this page describes the experience of integrated treatment from the consumer perspective and suggests how to identify an integrated treatment program. This general information will be helpful to anyone, from consumers to family members to providers, who would like an introduction to integrated treatment.

What is involved in integrated treatment for individuals who have co-occurring disorders

The term ”co-occurring disorders” may be new to you; you may have heard the terms “dual diagnosis”, “dual disorders” or others to refer to the presence in an individual of both mental illness and a substance use disorder involving drugs or alcohol.  Research shows that integrated treatment—treating both disorders at the same time rather than separately—produces the best recovery for individuals who have co-occurring disorders. 

Integrated treatment is a nationally recognized evidence-based practice that calls for treatment providers to use a specific set of tools and techniques to help people with co-occurring disorders on their path to recovery. The following comments from Minnesotans who have received integrated treatment illustrate the effectiveness of this approach: 
· “This is my 8th treatment but first time I ever worked on both issues and learned how they interact.”
· “This is my 1st treatment that is dual diagnosis. I have learned and understand how mental illness goes hand in hand with my alcoholism.”

· “I have had separate treatments for mental health and for alcohol dependency, but both were lacking because I am dual diagnosis.”
· “I think the integration of addiction and mental illness is imperative to my healing. I have learned the strong correlation between emotions and use.” 
· “Being here has been absolutely transformative. Especially in light of all the times I've been in conventional therapy. I feel "all of a piece" as my insides match my outsides. My symptoms and history play out in a diagnosable and treatable pattern. I am not afraid of it. This diagnosis explains some things I've done for which I had felt excruciating shame and guilt. This burden has been lifted from me by knowing the truth.”
Effective treatment must address the multiple needs of the individual seeking help. Staff who are knowledgeable and skilled in co-occurring disorders have been trained to work with individuals on what they want to work on, to help people make the changes they’re ready to make and to explore with the client the areas that might be preventing you from making those changes. Staff will provide information to help the person understand the biological and environmental factors that contribute to mental illness and substance use disorders. They will help discover how both conditions interact together. 

The treatment staff will help individuals focus on defining their own recovery, which involves a holistic, biopsychosocial assessment and a treatment plan. The treatment plan defines goals and the small steps to achieving them. The approach can be described as dividing a big task into smaller, more manageable tasks, with each smaller task tailored to the needs of the person seeking treatment. 

Because of the multifaceted nature of co-occurring disorders, treatment may involve multiple components such as individual therapy sessions, group therapy and peer support groups such as Dual Recovery Anonymous or Double Trouble in Recovery. Individuals will be asked whether they want your family or other supportive people included in their treatment; family involvement is important to support treatment goals and change efforts. 

There are several good overviews of the general approach to integrated treatment. Sections of the “Integrated Treatment for Co-Occurring Disorders Evidence-Based Practices KIT” contain overview information for anyone wanting to learn more about what is involved in integrated treatment. The most useful portions for those thinking about seeking integrated treatment are a 4-page overview brochure that summarizes what integrated treatment is, why you should try it, and how it works. It is available in English and Spanish. An online introductory video illustrates the basics of integrated treatment. It includes practice principles, philosophy and values, the basic rationale for integrated services and how the evidence-based practice has helped consumers and families. Several individuals who have received integrated treatment talk about how it has helped them. It is also available in English and Spanish. The video is also included on a DVD that is sent with the mailed version of the KIT (when in stock). Introductory PowerPoint slides give a more detailed overview of integrated treatment for co-occurring disorders. In addition to the downloadable version, an electronic copy is on the CD-ROM in the free mail-order KIT (when in stock). The slides provide background information about evidence-based practices in general, practice principles, and critical components of integrated treatment.

What individuals who have co-occurring disorders say about integrated treatment 

In both their survey ratings and their comments, Minnesota individuals who received outpatient integrated treatment said they were very satisfied and that it was more effective than past treatment received separately for each disorder. Clients in a Minnesota hospital with integrated treatment also reported high and increasing satisfaction over time.

Also available are lengthier first-hand accounts about people who have had co-occurring disorders and what they say integrated treatment did for them. In addition to the stories on the introductory video in the SAMHSA KIT, the Ohio Substance Abuse and Mental Illness Coordinating Center of Excellence (SAMI CCOE) hosts a number of written and audio Recovery Stories (look for the key words “SAMI/IDDT”) and the Co-Occurring Collaborative Serving Maine houses several videos about individuals who have co-occurring disorders.

What to look for in integrated treatment for co-occurring disorders

Anyone thinking about seeking integrated treatment may wish to begin by reviewing a brochure produced by the Substance Abuse and Mental Health Services Administration (SAMHSA) that guides the reader through a short set of questions to help determine whether help may be needed with mental illness and/or substance use disorders. It also lists websites and a toll-free number where individuals can get more information on integrated treatment and how to find a provider.

Once an individual finds a provider, the first sign that it is a competent integrated treatment program is that staff throughout the agency should make everyone feel welcome there. Staff should support clients and help them feel hopeful about their situation. They will describe the services they have to offer and ask you what kind of help is wanted. In some cases they may not be able to offer all the services needed and will make suggestions about where best to receive them.. 

If the individual and the staff decide that the treatment program is a good fit, they will help to establish goals for treating the whole person. The staff will ask about past experiences and family to develop an understanding about the situation. Sharing these details may feel uncomfortable, but the staff will approach these life experiences with an accepting and non-judgmental attitude. The treatment plan may require the expertise of more than one person, who will make up an “integrated” team and share information (with permission) in the interest of best helping.. 
 
How to get integrated treatment in Minnesota

Several programs in Minnesota participated in a 3-year state project to learn how to deliver integrated treatment for co-occurring disorders. There are various outpatient programs and hospitals in Minnesota that are interested in providing integrated treatment.

Providers take a variety of payment sources to fund treatment, including employer insurance and state-funded insurance programs. More information is available on the DHS website to find out eligibility for public Chemical Dependency Treatment Funds or Minnesota Health Care Programs.
Program preparation
Program change planning
Comprehensive clinical resources
Key clinical processes
Core clinical techniques
Minnesota progress toward integration
Resources from all sections

Program preparation
Programs often seek out general information as a preliminary step in exploring alternatives to an existing practice or program model. It is often spontaneous and unplanned, arising out of curiosity about existing practices and the possibility of doing something different and better. It is usually triggered by a series of questions such as, “Is there anything different we could do? Are there alternative approaches others are using that we should look into? How much do we really want to change what we are already doing? What kind of an investment can we make? Is this worth pursuing?” At this early stage, the program’s goal is to seek answers to such questions to decide whether to go on to the next step of planning for change.  

General information on co-occurring disorders and integrated treatment

A program may first need to learn more about why integrated treatment has become an evidence-based practice. Several resources give overviews of the nature and purpose of integrated treatment for co-occurring disorders. Three short newsletters from the Minnesota project on co-occurring disorders (CODs) feature research and resources on the prevalence of CODs, the lack of treatment for CODs, and the effectiveness of integrated treatment. An overview paper on the epidemiology of co-occurring disorders from the Substance Abuse and Mental Health Services Administration (SAMHSA) describes in more detail the research evidence on co-occurring disorders and their treatment. A research article by some of the pioneers in integrated treatment points out the most effective components of the approach.

Sections of one of the major SAMHSA resources on the specific evidence-based practice (EBP) of integrated treatment, “Integrated Treatment for Co-Occurring Disorders: the Evidence-Based Practice Knowledge Informing Transformation” (KIT), also provide good overview information. These sections include “The Evidence”, which describes how the practice developed and the research on its effectiveness, and “How to Use the Evidence-Based Practice KITS”, an overview specifying who within an agency would do what and use which parts of this KIT. A demonstration video accompanies the KIT when ordered in print and may be viewed online.

Another resource is a series of “SAMI/IDDT” podcasts from the Ohio Substance Abuse and Mental Illness Co-Occurring Center of Excellence (SAMI-CCOE). Program staff can listen to what providers and administrators think about implementing and practicing integrated treatment.

Conducting an agency readiness assessment

A more formal step an agency may want to make is to gauge their current readiness to make an organizational change. The General Organizational Index (GOI) is a standardized tool that measures the organizational elements that contribute to successful implementation of an EBP such as integrated treatment. It measures agency-wide operating procedures that have been found to affect agencies’ overall capacity to implement and sustain any EBP. The GOI is included in Appendix D of the SAMHSA KIT chapter “Evaluating your program”, and a one-page readiness checklist appears earlier in the same chapter.

Other surveys may be used to measure staff attitudes toward EBPs and what they already know about integrated treatment. Three articles describe some of these surveys. One article summarizes research on a 15-item scale that measures staff attitudes toward EBPs in general; the items are listed in a table. A second article contains the 35-item Integrated Dual Disorder Treatment Model Knowledge Scale, which can be used to measure both initial practitioner knowledge about integrated treatment and gains in knowledge. A third article reports research on a 31-item questionnaire measuring knowledge on the identification and treatment of co-occurring disorders, as well as a 7-item questionnaire on staff attitudes toward treating clients with co-occurring disorders. In each case an author must be contacted for part or all of the instrument and its scoring instructions.
Program change planning
Once an agency decides to integrate treatment for co-occurring disorders, how does it go about getting started? A 2-page newsletter on organizational change from the Minnesota project gives an overview of the steps involved in change planning. Comprehensive guides to change planning and agency process assessments are also available.

General change planning

Two free comprehensive manuals describe the general process of exploring, selecting, and preparing to implement an evidence-based practice. One is written for human service administrators and practitioners broadly and another is focused more specifically on agencies providing substance use treatment.  

“The Change Book” is another useful resource for planning a major organizational change. A section on strategies gives specific guidelines for working with individuals, groups and multiple levels within the organization. Another section on activities lists actual tasks that can be undertaken throughout the change process. “The Change Book” and its accompanying workbook are both free, and can either be downloaded or ordered in print form. The books are also available in Spanish.

Two sections of the SAMHSA KIT “Integrated Treatment for Co-Occurring Disorders” may be useful in planning for change for this specific EBP. “Getting started with Evidence-Based Practices” covers initial general tasks involved in implementing EBPs, including considerations of cultural competence, consensus-building, integrating EBPs into agency policies and procedures, and developing a training and evaluation structure. “Building Your Program,” intended for mental health and substance abuse authorities and agency administrators or program leaders, describes integrated treatment, why to implement it, and what to do, from recruiting stakeholders through creating a training plan.

Newsletters from the Minnesota project briefly describe the importance of staff selection in planning change and steps to help unify clinicians from the mental health and substance use treatment parts of an agency.

Conducting an agency process assessment

A baseline process assessment can help an agency gauge how its existing services match up against fully integrated treatment, and will provide actionable steps for moving toward integrated treatment. There are a few standardized program assessments that are used for this purpose, and the choice of which one to use usually depends on whether the program doing the self-assessment views itself as primarily a mental health program or primarily a substance use treatment program. A program that primarily provides mental health services could establish a baseline using the Integrated Treatment Fidelity Scale or the Dual Diagnosis Capability in Mental Health Treatment (DDCMHT) Index. The Dual Diagnosis Capability in Addiction Treatment (DDCAT) Index would be the instrument to rate initial fidelity for a substance use treatment program. In either case, information from the baseline assessment can be used to develop an agency work plan. The scales would be administered again sometime after the plan has been implemented to measure progress toward integration. A newsletter on fidelity reviews from the Minnesota COSIG project concisely describes their purpose and nature.

The Integrated Treatment Fidelity Scale has 14 program-specific items, with each rated from 1 (meaning “not implemented”) to 5 (meaning “fully implemented”). The items assess whether the treatment is provided as the evidence-based model prescribes. Ratings of “fully implemented” were determined through a variety of expert sources as well as through empirical research. The scale has undergone numerous drafts and reviews by many groups and was revised during the 3-year pilot testing of the KIT materials. The Integrated Treatment Fidelity Scale is included in Appendix B of the “Evaluating your program” chapter of the updated KIT. A separate inpatient fidelity index for use in psychiatric units is available from the Ohio Substance Abuse and Mental Illness Co-occurring Center of Excellence (SAMI- CCOE).

The DDCMHT or DDCAT Index is used to rate an outpatient program on seven dimensions containing 35 elements. Scores on each dimension range from 1-5 and together depict a program’s ability to provide integrated care. An overall score of 1-1.99 reflects a program that has the ability to treat persons with mental illness or substance use disorders only, a score of 3-3.49 defines a Dual Diagnosis Capable (DDC) program that can serve persons with mild to moderate co-occurring disorders, and a score of 4.5-5 indicates a Dual Diagnosis Enhanced (DDE) program that can serve persons with more severe dual disorders. A newsletter from an ATTC gives a thorough summary of the DDC Indexes. The DDCAT/DDCMHT materials, as well as research on the tools, are available on the Dartmouth University Addiction Services Research website.

Programs that meet at least a DDC designation will design their policies, procedures, screening and assessment, program content, treatment and discharge planning, service coordination and staff competencies to provide services for individuals with co-occurring mental illness and substance use disorders. A DDC mental health program would provide integrated services to address co-occurring substance use disorders within the context of the mental health services being provided. A DDC treatment program for substance use disorders would provide integrated services to address co-occurring mental illness within the context of the substance use services being provided. 

Programs may find it useful to see an illustration of process assessments by viewing the results of the fidelity reviews in the Minnesota outpatient project. The findings, as described in another section of this website (links to page 18), provided evidence of increased integration of services over the 3-year course of the project.

Using the Minnesota “Co-occurring mental illness and substance use disorders competencies” to determine training needs

Minnesota produced a document describing the core competencies needed by clinicians who work with individuals who have co-occurring mental illness and substance use disorders. The list was developed by drawing from multiple national resources and was refined through three meetings with a group of interested stakeholders. Those providing input into the final form of this document included family members and individuals who have co-occurring disorders, mental health practitioners, substance use treatment providers, psychiatrists, educators, and state agency staff. Members represented outpatient, inpatient and rehabilitative services, managed care organizations, and community health centers.

The Minnesota core competencies are written for practitioners in both mental health and substance use treatment settings, and are intended to build on their existing skills, experience and education. The list of competencies may be used by agencies or individual providers to assess current skill levels and to gauge whether additional training on treatment of co-occurring disorders may be desired. Minnesota has also compiled a list of free or low-cost training in a curriculum guide that includes both online courses and print self-study materials.


Comprehensive clinical resources
Once the directions for change have been determined through a process assessment and review of needed training and policy changes, a wealth of resources provides information for administrators and clinicians on the clinical practices used to treat co-occurring disorders. These include several major, comprehensive resources on all aspects of integrating treatment. 

Print resources

There are a number of free or low-costs resources on providing integrated treatment for co-occurring disorders in print or online.  These curricula and their content are described in detail in the Minnesota document  “Co-occurring Disorders Curriculum Options”. Some of the most comprehensive and least expensive of these resources are summarized below.

Three free print resources are available on the integration of clinical practices. Two are published by SAMHSA and one was produced by the Washington, D.C. COSIG project and its contractors. 


	Print curricula
	Integrated Treatment for Co-Occurring Disorders Evidence-Based Practices KIT. Training Frontline Staff: Integrated Treatment for Co-Occurring Disorders. (SAMHSA).
	Substance Abuse Treatment For Persons With Co-Occurring Disorders: A Treatment Improvement Protocol (TIP) 42. (SAMHSA).
	Training Curriculum: Co-Occurring Disorders Clinical Competency Certificate Training. (Washington DC Department of Mental Health).  

	Primary audience
	Mental health providers
	Substance use treatment providers
	Both groups of providers

	Size
	406 pages (in chapters from 14 to 130 pages each)
	561 pages
	1035 pages


	Format
	Download or order print (when in stock)
	Download or order print
	Download

	Supplements
	Brochures
Demonstration video (if not in stock, available on YouTube)
	In-service Training Manual; guides for administrators, SUD clinicians, MH clinicians
	PowerPoints, pre- and post-tests, handouts

	Content for:
	
	
	

	     Planning
	x
	x
	

	     Implementing
	x
	x
	x

	     Measuring &    
     sustaining
	x
	
	

	     Consumers & 
     families
	Introductory video 
Brochures
	
	




Online resources

There are also a number of online courses on integrated treatment for free or at low cost. Some of the more comprehensive of these curricula are summarized below; details on these and other online courses are available in “Co-occurring Disorders Curriculum Options”. Three were created by state agencies and the fourth was created by Dartmouth University and Hazelden Publishing.


	Online curricula
	Co-Occurring Mental Health and Substance Use Conditions.
Vermont Agency of Human Services

	Co-Occurring Disorders: A Training Series.
The Louis de la Parte Florida Mental Health Institute, University of South Florida
	Bridging Mental Health and Substance Abuse Services.
Co-occurring Collaborative Serving Maine (CCSME)
	Co-occurring Disorders Integrated Treatment Series. Hazelden Publishing and Dartmouth University

	Primary audience
	Both groups of providers
	Both groups of providers
	Both groups of providers
	Substance use treatment providers

	Size
	7 modules
	9 modules
	11 modules

	7 webinars, 90 minutes each

	Cost
	Free
	Free unless CEUs wanted ($25 per request; all may be requested at one time)
	$75 total (first two modules are free)
	Free. Will be available for one year following original broadcast dates of May to November 2010.

	Evidence of completion provided
	None
	CEUs, 3 per course
	Certificate of completion; CEUs available, 17 hours
	None

	Supplements
	
	
	Online videos of individuals who have co-occurring disorders 
	Produced as a companion series to the commercial print curriculum available from Hazelden

	Content for:
	
	
	
	

	    Planning
	x
	x
	x
	x

	    Implementing
	x
	x
	x
	x

	    Measuring &    
     sustaining
	x
	
	x
	

	    Consumers & 
     families
	
	
	Videos
	



Commercial resources

Comprehensive commercial print products on integrating services are available for purchase, including:

Co-Occurring Collaborative Serving Maine (CCSME). No date. Co-Occurring Mental Health and Substance Use Trainer’s Manual. Primary audience: either mental health or substance use treatment providers.  The training manual parallels the content in the CCSME online course summarized above. (Approx. $270 for manual, $40 for DVD of “Recovery stories”).

McGovern, M., Drake, R. E., Merrens, M., Mueser, K., & Brunette, M. 2008. Hazelden Co-occurring Disorders Program. Hazelden Foundation. Primary audience: substance use treatment providers. (Approx. $1300).

Mueser, K. T., Noordsy, D. L., Drake, R. E., Fox, L. 2003. Integrated treatment for dual disorders. NY: Guilford Press. Primary audience: providers who treat serious mental illness.  (Approx. $55)

Skinner, W. J. W. (Ed.) 2005. Treating concurrent disorders: A guide for counsellors. Toronto: Centre for Addiction and Mental Health. Primary audience: either mental health or substance use treatment providers. (Approx. $46)
Key clinical processes

Detailed resources are available for two of the key processes involved in integrated treatment, screening and assessment and treatment planning. An overview of the sequence of these processes is included in a set of three newsletters on integrating service (issues 10-12, 2009).  In addition to reviewing the specific resources described below, programs may wish to read the sections of this website about the processes that Minnesota outpatient (links to page 17) and inpatient (links to page 18) providers followed during their implementation of integrated treatment to learn what is involved at the agency level.  Another useful resource is a first-hand account by clinicians on how their agency integrated treatment for co-occurring disorders.

Screening and assessment

Both newsletters on screening and assessment from the Minnesota COSIG project and an overview paper from the national Co-Occurring Center for Excellence (COCE) briefly summarize the purpose of screening and assessment for co-occurring disorders. In addition, Minnesota produced more lengthy screening guidelines for co-occurring disorders, including suggestions on screening tools to use. COCE also published a PowerPoint technical assistance document containing a detailed review of screening tools for mental illness, substance use disorders, and co-occurring disorders. The COCE website houses a number of presentations on screening and assessment as well. Minnesota also has available a summary of available assessment tools for co-occurring disorders and indicates when each is appropriate to employ; the document was written for inpatient providers but may be adapted for other settings. Interested providers may also want to see how increased screening improved rates of assessment, diagnosis, and treatment of co-occurring disorders (see last section of website).

Treatment planning using the stages of change

An informative series of newsletters on treatment planning (issues 4-6, 2006) is written for substance use treatment providers, but the overall approach also applies to integrated treatment of co-occurring disorders. 

An important aspect of planning treatment for co-occurring disorders is matching the stage of change of the individual for each disorder with the appropriate stagewise treatment. A Minnesota newsletter briefly covers stages of change, and a short interactive tutorial on stages of change is available on the Canadian website of the Centre for Addiction and Mental health.

A number of detailed resources are available from one of the main researchers on change processes.  Carlo DiClemente describes what he called the “transtheoretical model” of change in several presentations and a webcast, and DiClemente’s website contains a number of resources such as tools and links to other sites. 

Another pair of webcasts from Pennsylvania also cover stages of change.

Two presentations particularly relevant to co-occurring disorders are DiClemente’s “Readiness for change and managing multiple problems” and “Practical approaches to staging change in dual diagnosis” by Nancy Piotrowski. 

Minnesota newsletters describe groups for individuals in early and later stages of change. In addition, a video course available for purchase describes how to design treatment groups for individuals with co-occurring disorders using the stages of change. 
Core clinical techniques
Additional resources are available on specific core techniques used in different stages in the process of integrated treatment, such as motivational interviewing, psychoeducation, cognitive behavioral techniques and medication management, as well as auxiliary supports.

Motivational interviewing

Motivational interviewing (MI) is a powerful technique for helping clients find their own reasons to act on a problem they would like to change. A thorough review article summarizes how MI is used and which components are most effective. The technique is so important that training on MI was a centerpiece of the Minnesota COSIG project (see last section of website). Agency staff can hear providers talk about their experiences using MI by downloading MP3 files from the SAMI-CCOE website.

Multiple resources on motivational interviewing are available at the website “Motivational Interviewing”, which is maintained by the Mid-Atlantic Addiction Technology Transfer Center (ATTC), funded by SAMHSA. Much of the content is provided by MI pioneers William R. Miller and Stephen Rollnick. The website links to manuals, DVDs, and training resources. Although the emphasis on the site is on treatment of substance use disorders, the general MI approach is used with a host of medical and behavioral issues (summarized in the Minnesota newsletter on MI). The bibliography contains a list of articles specific to co-occurring disorders. The ATTC also has a newsletter series on MI (Issues 10-12, 2006).

*A similar major resource is a comprehensive website co-sponsored by Miller and Rollnick. It also contains articles, tools and lists of resources on motivational interviewing.

Several free resources are intended for substance use treatment providers, but may be informative for any clinician. These include the SAMHSA “TIP (Treatment Improvement Protocol) 35: Enhancing motivation for change in substance abuse treatment” and the 2007 manual “Motivational groups for community substance abuse programs”. The TIP is accompanied by a Training Inservice Guide, a Quick Guide for Clinicians, and Quick Keys for Clinicians. Other manuals are on motivational groups and “Motivational enhancement therapy” for abuse and dependence.

Other training options include an online instructor-moderated course on MI, offered for a modest fee. A training series of 5 courses on MI is also available for purchase from the Center for Applied Behavioral Health Policy in Arizona. The University of Washington will send a free copy of the DVD “Video Assessment of Simulated Encounters-Revised (VASE-R),” which shows simulations of MI and offers an opportunity to test MI knowledge. Ordering instructions and tools for testing knowledge of MI by using the videos are available on the VASE-R website.
  
Research shows that training alone may not be enough to maintain MI skills. A strategy for doing so is to form “coaching circles” within a program facilitated by a staff member who is competent in MI. To this end, the Minnesota COSIG project produced a guide on how to conduct follow-up coaching circles to enhance MI skills. Individuals who have completed the 2-day basic MI training may request the guide at dhs.mentalhealth@state.mn.us (enter “Motivational Interviewing Skill Development Series” in the subject line).

Psychoeducation

Psychoeducation is an important strategy in integrated treatment. Often individuals with co-occurring disorders are unaware of why certain disorders co-occur and how they interact with each other. Psychoeducation may be provided individually but is often delivered in groups.

The Minnesota curriculum guide has a section on curricula for group psychoeducation for co-occurring disorders. The materials include “The Co-occurring Disorders Treatment Manual” and a workbook, free from the University of South Florida, and the 2-volume book set “The Basics: A Curriculum for Co-Occurring Psychiatric and Substance Disorders”, for sale by Rhonda McKillips. 

Cognitive behavioral techniques  

Cognitive behavioral techniques (CBT) long have been employed to help individuals with mental illnesses and, more recently, those with substance use disorders. CBT is a flexible, effective technique that helps individuals recognize and change inaccurate thoughts and replace unwanted behaviors with productive alternatives.

Although there are voluminous resources on CBT in general, there are fewer on integrated CBT for co-occurring disorders. A Minnesota newsletter gives an overview of the benefits of CBT for individuals who have co-occurring disorders. A set of three newsletters  (Issues 4-6, 2010) from the Addiction Technology Transfer Center also addresses CBT for co-occurring disorders in one of them. A book chapter gives a more comprehensive summary of the strategy. 

Integrated CBT is described in several online manuals focusing on different combinations of disorders, with some targeted to specific single disorders. These include manuals on substance use and psychosis, substance use and post-traumatic stress disorder, cocaine addiction, and alcoholism. There is also a CBT manual focused on corrections populations and one on anger management for individuals who have co-occurring disorders.

A number of CBT self-help resources are available, some in print and some interactive. An online CBT self-help book is free but requires registration. There is a general CBT interactive online course and one focused on CBT for depression. 

Medication management

Many individuals with co-occurring disorders take prescribed medications for mental illness, and prescriptions for substance use disorders are becoming more common (see Minnesota’s newsletter on the latter). Clinicians may need to understand how medications interact, which medications to avoid in certain circumstances, side effects, and what to do when individuals do not take their medications as prescribed.

Kenneth Minkoff has practice guidelines available on psychopharmacology for individuals with co-occurring disorders. 

A video course called “Medication management for persons with co–occurring mental illness and substance use disorders” is for sale by the Center for Applied Behavioral Health Policy. Additional resources are the free “Rx Database”, a 2011 searchable list of medications commonly prescribed for individuals with substance use problems and mental illness, and a 2008 print version in a 61-page booklet. The Ohio Substance Abuse and Mental Illness Co-occurring Center of Excellence has a one page table showing recommended medication management for co-occurring disorders appropriate to each stage of change. 

Recovery support

As integrated treatment of co-occurring disorders progresses, the focus often shifts from active treatment techniques to support of recovery and prevention of relapse. Recovery is described in a Minnesota newsletter, which includes a number of other references on recovery as well. A second newsletter describes relapse prevention strategies.

A pair of video courses on recovery and relapse prevention is available for purchase from the Center for Applied Behavioral Health Policy. The “Introduction” course covers what relapse prevention is, when it should begin, and how it differs from treatment; the “Approaches” course covers the specific skills that are taught in relapse prevention counseling. 

The ATTC has free newsletters on Recovery support strategies and resources (Issues 10-12, 2004). They also offer sets of newsletters on Recovery-oriented systems of care (Issues 10-12, 2007) and Implementing recovery management (Issues 4-6, 2008). These publications are written for substance use treatment providers but may be generally informative. SAMHSA offers an entire Evidence-Based Practice KIT on Illness Management and Recovery for mental illness. The KIT may be downloaded or ordered on CD/DVD; an introductory video is included on the latter.

Family psychoeducation

Involving family members in the treatment of individuals who have co-occurring disorders may help to engage individuals in treatment, improve stability of mental health, reduce substance use, and prevent relapse. Family psychoeducation informs families about the nature and interaction of co-occurring disorders and suggests strategies to support recovery. A brief summary of the purpose of family involvement appears on the Hazelden website.

A Minnesota slideshow explains the elements, purpose, and effects of family psychoeducation. Although it was prepared for substance use treatment providers, the contents also apply to mental health providers. Webcasts from Ohio describe family psychoeducation and how to involve family as treatment partners. 

A pair of guides addresses family involvement in the treatment of co-occurring disorders. A facilitator’s guide provides information for clinicians on how to involve families, whereas a family guide provides information to the involved family members.

Other manuals address either substance use or mental health, but may be informative for working with co-occurring disorders. 

Finally, two research articles describe research-supported family interventions for co-occurring disorders. They are not available in free full-text format but the abstracts may be viewed online and copies of the articles ordered through the publishers or libraries:

Moore, B. C. 2005. Empirically Supported Family and Peer Interventions for Dual Disorders. Research on Social Work Practice,15, 231-245. 

Mueser, K. T. & Fox, L. 2002. A Family Intervention Program for Dual Disorders. Community Mental Health Journal, 38:3, 253-270.

Peer support groups

Peer support groups long have been a mainstay in treatment of substance use disorders, and more recently for individuals with mental illness. A few peer group organizations specialize in supporting individuals who have co-occurring disorders. A Minnesota newsletter describes peer support groups for co-occurring disorders and summarizes research showing that they work better than single-focus groups for this population.

*One peer support organization for people with co-occurring disorders, Dual Recovery Anonymous, has information about these groups on their websites. Free pamphlets and brochures on Double Trouble in Recovery as well as commercial products are available on the Hazelden website. Two other peer support organizations, Dual Diagnosis Anonymous and Dual Disorders Anonymous (DDA), do not have current websites, but it may be possible to find groups in your area through other resources.

*A journal article entitled “Starting a Dual Diagnosis Anonymous Meeting: The Role of the Clinician” gives practical advice on how to run a meeting of a DDA peer support group for individuals who have co-occurring disorders. Another article describes the differences between traditional 12-step groups for substance use disorder and groups for dual disorders.

Specialized interventions

Occasionally a particular combination of co-occurring disorders may be either so common or so intractable that a specialized intervention may be needed. Three examples of these are briefly described below.

Dialectical behavioral techniques for co-occurring borderline personality disorder and substance use disorder 

DBT is a psycho-educational model that teaches clients to be more skillful in their lives. Clients learn skills in the areas of mindfulness, distress tolerance, emotional regulation and interpersonal effectiveness. It has been used separately for both borderline personality disorder and substance use disorder and also may be used when these disorders co-occur. A brief overview of DBT is available online. Some materials, such as assessments and research articles, may be downloaded for free from the Behavioral Research and Therapy website under “Public Resources”. Treatment manuals and books must be purchased.

Seeking safety for co-occurring post-traumatic stress disorder and substance use disorder

Seeking Safety is a therapy to help people attain safety from co-occurring trauma or post-traumatic stress disorder (PTSD) and substance abuse. The emphasis is on establishing safety from substances, symptoms and dangerous relationships. The components of the treatment address cognitive, behavioral and interpersonal issues. The materials are for sale on a commercial site, but a number of chapters and articles can be downloaded for free to learn more about the therapy.

CBT for co-occurring schizophrenia and substance use disorder 

Some clinicians have adapted CBT to treat individuals who have co-occurring schizophrenia and substance use disorder. Two research articles about the effectiveness of the approach are available in full-text format for free.
Minnesota progress toward integration
Integrated treatment, as a set of principles and practices, has been shown to improve recovery among individuals with co-occurring mental illness and substance use disorders.  In 2006 the Substance Abuse and Mental Health Services Administration awarded a $3.35 million grant to the Minnesota Department of Human Services to work with programs to integrate their treatment of co-occurring disorders.

The goals of Minnesota’s Co-Occurring State Incentive Grant (COSIG) were to:

• Increase screening and assessment for co-occurring disorders
• Define competency standards for clinicians who want to provide integrated treatment
• Build networks between mental health and substance use providers
• Explore options to finance services for co-occurring disorders
• Share information on co-occurring disorders and integrated treatment through publications, newsletters and electronic news updates

Outpatient integrated treatment for co-occurring disorders

The COSIG project included as outpatient demonstration sites an initial group of 14 mental health programs co-located with 14 substance use treatment programs, 4 tribal behavioral health clinics and 2 state prison treatment programs. The sites progressed through several steps in their implementation of integrated treatment for co-occurring disorders:  

• Participation in an assessment of their level of co-occurring services at the beginning of the project and two years following project implementation
• Designation of an implementation leader to champion and oversee the agency’s work plan
• Engagement of external stakeholders to provide feedback and help identify opportunities to maximize comprehensiveness of services throughout the service delivery system
• Formation of an internal steering committee to monitor and facilitate progress and incorporate stakeholder input
• Development of an agency-specific work plan with identified timelines and responsible parties
• Provision of staff time to participate in training, technical assistance, and consultation;
• Implementation of valid and reliable screening and assessment
• Improvement of documentation of integrated services and agency policies and procedures
• Reporting of data on services and outcomes for persons with co-occurring disorders to monitor progress

The participating outpatient programs also focused on integrating clinical practices in the treatment for co-occurring disorders, including use of the following specific treatment strategies:
 
• Standardized screening for mental illness and substance use disorders
• Person-centered and empathic engagement strategies based on client readiness for change
• Integrated assessment of mental illness and substance use disorders, including how the disorders interact
• Stage-wise treatment corresponding to the person’s readiness for change on each disorder
• Engagement of recovery supports such as self-help, peer-run supports and family involvement

At the conclusion of the project in September 2009, most of the participants reached a level of capability in treating co-occurring disorders known as “Dual Diagnosis Capable”. This designation means that each programs was deemed capable, based on an extensive, standardized program review, of delivering integrated treatment except at the highest levels of severity and acuity of the co-occurring disorder. Data illustrating these accomplishments are described below. The following programs reached at least the “Dual Diagnosis Capable” level:

Mental health treatment programs:

Central Minnesota Mental Health Center (Buffalo)
Chrysalis-Tubman Family Alliance (Minneapolis)
Fond du Lac Band of Superior Chippewa— Mental Health Services (Cloquet)
Hiawatha Valley Mental Health Center (Winona)
Human Services Incorporated—Adult Mental Health Day Treatment Program (Oakdale)
Lakeland Mental Health Center (Fergus Falls)
Neighborhood Counseling Center of Wadena Inc. — Outpatient Mental Health Services (Wadena)
Northland Counseling Center, Inc.—Outpatient Mental Health Clinic (Grand Rapids)
Zumbro Valley Mental Health Center— Outpatient Psychotherapy Services (Rochester)

Substance use treatment programs:

African American Family Services, Inc. (Minneapolis)
Central Minnesota Chemical Dependency Services (Buffalo)
Fond du Lac Band of Superior Chippewa— Tagawii Outpatient Chemical Health Program (Cloquet)
Human Services Incorporated— Adult Community Options Outpatient Program (Stillwater)
Lakeland Mental Health Center— Chemical Health Services (Fergus Falls)
Neighborhood Counseling Center—Chemical Dependency Outpatient Services of Wadena (Wadena)
Northland Recovery Center Outpatient Program (Grand Rapids)
Tubman-Chrysalis Co-Occurring Disorders Program (Minneapolis)
Zumbro Valley Recovery Partners* (Rochester)

Minnesota Correctional Facility Programs:

Atlantis Chemical Dependency Program (Stillwater State Prison)
Changing PATHS Chemical Dependency Treatment (Shakopee State Prison)

*This program is Dual Diagnosis Enhanced (DDE), a higher level of capability than Dual Diagnosis Capable, and is competent to treat individuals even at high levels of severity or acuity of the co-occurring disorder.

In 2009, four of these agencies received one-year extension grants from the Alcohol and Drug Abuse and Adult Mental Health Divisions to continue to progress toward the Dual Diagnosis Enhanced level of service. The four agencies, chosen through a competitive application process, were Chrysalis-Tubman Family Alliance (Minneapolis), Hiawatha Valley Mental Health Center (Winona), Neighborhood Counseling Center of Wadena (Wadena) and Zumbro Valley Mental Health Center (Rochester). 

Inpatient integrated treatment for co-occurring disorders

As part of the effort to establish a continuum of care for treatment of co-occurring disorders in Minnesota, grant activities also focused on integration of services in several hospital psychiatric units.  Using the principles of Integrated Dual Disorder Treatment (IDDT), six psychiatric hospital units participated in a transformative change process by looking at clinical protocols and workforce competencies:  

CentraCare Health System/St. Cloud Hospital (St. Cloud) 
HealthEast/Regions Hospital, units 4 and 7 (St. Paul) 
Hennepin County Medical Center (Minneapolis) 
Minnesota Department of Human Services, State Operated Services, Anoka Metro Regional Treatment Center, unit D (Anoka)
Minnesota Department of Human Services, State Operated Services, St. Peter Community Behavioral Health Hospital (St. Peter) 
St. Joseph Hospital (St. Paul)

These hospital psychiatric units followed steps in the implementation process similar to those of the outpatient programs. These activities included:

• Participation in an assessment of their level of co-occurring services
• Selection of an implementation leader to champion and oversee the unit’s work plan
• Formation of an internal steering committee to monitor and facilitate progress and incorporate stakeholder input
• Development of a work plan with identified timelines and responsible parties
• Provision of staff time to participate in training, technical assistance, and consultation 
• Improvements to documentation and unit policies and procedures to support provision of integrated treatment within hospital practices
• Implementation of valid and reliable screening and assessment instruments
• Review of data on services and outcomes for persons with co-occurring disorders to monitor progress

Similar to delivery of integrated treatment in outpatient settings, the specific clinical practices involved in integrated treatment in a hospital include:  

• Screening individuals admitted to the psychiatric program for substance use disorders
• Conducting integrated assessments for co-occurring disorders, including how the disorders interact
• Using stage-wise treatment interventions that match the person’s readiness to change on each disorder
• Planning for discharge with greater communication with and continuity of care to the next program or support setting.

Providing integrated treatment of substance use disorders within a hospital psychiatric unit creates unique opportunities and challenges:
• Connecting treatment to patients personal recovery goals
• Balancing the need for safety with the person’s treatment choices based on their goals, readiness for change, preferences, priorities, and values
• Addressing co-occurring disorders to the extent possible based on a combination of patient factors such as symptom acuity and readiness for change and hospital factors such as anticipated length of stay and availability of chemical dependency treatment in the hospital or network

Motivational interviewing training project

*A major effort of the Minnesota COSIG project was to increase skill levels of the behavioral health workforce in the essential practice of motivational interviewing (MI). MI is an evidence-based clinical practice that has demonstrated effectiveness in treating individuals with co-occurring disorders. MI pioneers Rollnick and Miller define the technique as a “directive, client-centered counseling style for eliciting behavior change by helping clients to explore and resolve ambivalence.” MI facilitates change in behavioral health issues such as smoking, substance use disorders, and mental illness, as well as in the behavioral components of medical problems such as diabetes, obesity and hypertension. MI as a core technique in integrated treatment is described in an earlier section of this website (links to page 11).

In 2006, the Adult Mental Health Division (AMHD) and the Alcohol and Drug Abuse Division (ADAD) of the Minnesota Department of Human Services (DHS) launched a series of trainings across Minnesota to improve workforce skills in MI.  Working in partnership with Minneapolis Community Technical College (MCTC), Metropolitan State University, and Prairielands Addiction Technology Transfer Center, the two divisions sponsored MI training of more than 1900 mental health and addictions counselors.  Prairielands Addiction Technology Center also funded a 3-day training for Minnesota motivational interviewing trainers to learn advanced skills from a national expert.  

In addition to subsidizing provider trainings, the MI project accomplished the following:
• Generation of 13 MI trainers, 9 of whom are members of the national Motivational Interviewing Network of Trainers (MINT) 
• Development of a standard Minnesota MI curriculum that was used for the introductory 13-hour training 
• Creation of an 8-session skills development practice manual for follow-up to the 13-hour training 
• Training of staff from an additional 26 mental and chemical health agencies in a MI Phase II project that focused on MI Skills Development Practice Classes
More than 200 clinicians at Minnesota demonstration COSIG sites received twelve hours of classroom MI instruction, followed by monthly instructor-led classes using a manual developed by the state. (Individuals who have completed the 2-day basic MI training may request the guide by sending an e-mail to  dhs.mentalhealth@state.mn.us; enter “Motivational Interviewing Skill Development Series” in the subject line.) Clinicians were also offered the opportunity to submit an audiotape for review, which was coded using a standardized code. 

Evidence of increased integration of treatment in outpatient programs

During the Minnesota Co-Occurring State Incentive Grant (COSIG), the outpatient agencies that participated in the project made considerable progress toward integrating treatment. Progress was monitored in two ways. First, agencies kept track of and sent in data (known as the co-occurring measures, or COMs) on how many new clients were screened, assessed, diagnosed and treated for co-occurring disorders. Second, project staff reviewed the programs at the beginning and the conclusion of the grant using established measures of fidelity to the integrated treatment model.

Increased rates of screening, assessment, diagnosis, and treatment

The COSIG required that certain data be collected and reported to SAMHSA by all state grantees. The Co-Occurring Measures (COMs) included:

• Proportion of new clients screened for both mental illness and substance use disorder
• Of those screened positive for both, percent diagnostically assessed for both disorders
• Of those assessed for both, percent diagnosed with both disorders
• For those diagnosed with both disorders, proportion treated for both disorders
• Of those treated for both disorders, whether the treatment provided involved minimal coordination, consultation, collaboration, or integration of services.

Data from three quarters of the COMs (links to document) indicate that on most of the measures, performance varied little across time. For example, screening rates started out high at 77% and remained close to that figure by the last quarter (73%). However, on two of the COMs substantial improvement was documented. Of those individuals who were diagnosed with co-occurring disorders, the proportion who were treated for both rose from 69% in quarter 2 to 80% by the 4th quarter. In addition, of those treated for co-occurring disorders, the proportion treated with the highest level of integration of services rose from 17% to 26%. These data suggest that the goal of improving the screening, assessment and treatment of co-occurring disorders was met during the COSIG.

Improved program-wide integrated practices

The outpatient programs received baseline measurements of their ability to deliver integrated services in 2007. They were reviewed again following training and technical assistance in 2009. The fidelity assessments require a lengthy visit to the program by at least two reviewers, during which managers, staff and clients are interviewed, groups and staff meetings are observed, and treatment records are examined. The assessment tools are described in detail in the process assessment section of this website (links to page 5).

Substance use treatment programs received assessments on the Dual Diagnosis Capability in Addiction Treatment (DDCAT) Index at both times. Mental health programs first were reviewed using the Integrated Treatment Fidelity Scale. The second reviews used an index that became available after the baseline reviews were completed, the Dual Diagnosis Capability in Mental Health Treatment (DDCMHT) Index. Although the two indexes are not identical, there are a number of overlapping measures.

Within Minnesota, average scores on the DDCAT and on each of its 7 indexes (links to document) all rose from 2007 to 2009. On several of the closely related indexes from the Integrated Treatment Fidelity Scale and the DDCMHT, scores also rose from 2007 to 2009. Thus overall Minnesota agencies made progress toward integrating treatment during the project.

Minnesota’s participants also compare favorably on integration of treatment to other states that received COSIGs. On the DDC Indexes, programs rated as Alcohol-Only Services (AOS) or Mental Health-Only Services (MHOS) cannot accommodate individuals with co-occurring disorders; Dual Diagnosis Capable (DDC) programs focus on one disorder but are capable of treating individuals who have relatively stable co-occurring problems; Dual Diagnosis Enhanced (DDE) programs are able to treat individuals who have relatively unstable or more severe co-occurring disorders. The comparative data (links to document) show that from Time 1 baselines to Time 2 follow-up reviews, a substantially higher percentage of Minnesota programs than in other states reached the levels of DDC and DDE, and fewer remained at the AOS/MHOS levels. 


Resources from all sections
If you’d like browse all of the resources—links to document? Or another section of website from this website in a single place.
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