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Foreword

This literature review forms one part of a series of publications exploring the relationship between substance use and psychological problems. It is based on about two hundred papers elicited from the literature search, which identified more than 1000 publications during the last ten years. 

This is surely an indicator of burgeoning interest in this field where there is now a substantial literature on the specific psychiatric, social and physical consequences of substance use, misuse and dependence.  The multiple and complex interaction of the risk factors associated with the early initiation into and the development of substance problems and psychological distress suggest targeted opportunities for prevention and intervention.   Simultaneously there is also a growing body of evidence related to the impact of treatment interventions and models of service delivery, so there are considerable grounds for optimism.   Description of new techniques and instruments for clinical assessment and research investigation further enhances these chances.

Though dominated by North American research, the review also offers valuable up to date information on some important aspects of British research. In this way we hope that the review guides British-centred research, and builds on the sound foundation of the extensive general and clinical population prevalence data.  Careful consideration of the North American literature has provided the opportunity to select and focus on issues and findings which may be transferable to the British situation, and which are covered in part in the Information Manual for Practitioners which is the next part of this series.
Ilana B Crome

Editor

July 2001
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SECTION 1

(a) INTRODUCTION

Background

This review is aimed at professionals working in both the mental health and substance misuse fields. Comorbidity of mental illness and substance use impacts upon the range of professionals working in mental health, alcohol and drug services, in a variety of agencies in the statutory and non-statutory sectors. This review aims to provide an overview of the literature from January 1990 until February 2001. In the United Kingdom reviews have previously been undertaken (Crawford,1996;  Crome, 1999). The concept of dual diagnosis or co-existing problems of mental health and substance misuse has gained prominence in the last two decades. This is in part due to the closure of the large psychiatric hospitals and to the increasing prevalence of drug use in the community. From an economic viewpoint this group is important as comorbid patients have significantly higher overall healthcare costs than those with substance use disorder alone (Hoff et al, 1998,1999). Dual diagnosis is often viewed very differently by staff in general adult psychiatry and drug services, with different priorities for service input and little liaison between the two.  It has been suggested that there might not just be a gap in service provision, but a chasm (Barnard, 2000).

In parallel, there has been a significant increase in the dual diagnosis literature in recent years, largely from the United States and Canada, but also Europe and Australia. The country of origin of each article is shown at the end of each reference.

Terminology

The terms comorbidity and dual diagnosis are used interchangeably in this review. In the “real world” of clinical practice the group is remarkably heterogeneous. To be exclusive would ignore the diversity. 

Search Strategies

Details of the search strategy can be found in Appendix 1. It does not profess to be all-inclusive. Two hundred papers were selected from 1100 abstracts. Articles were chosen on the basis that they were original research, had sufficient subjects in the study to be meaningful, and appeared to be relevant to the United Kingdom. These papers were then reviewed by the author, leading to those selected to appear in this study. The focus of this study is the adult population. Whilst recognising the importance of the determinants of the development in the early initiation of substance misuse and early onset of mental illness, likewise, we recognise that older people suffer from multimorbidity, but due to time constraints and the breadth of the subject under review it was decided to focus on the adult population between 18 and 65.

Interrelationships

As stated above, comorbidity is the co-occurrence of two or more disorders; in this instance substance misuse and psychiatric disorders. For example: opiate dependency and major depression. Psychiatric symptoms must be distinguished from psychiatric disorders; many drugs cause psychiatric symptoms which do not persist as disorders. It can manifest itself in the following ways (Crome, 1999):

· Substance use (even one dose) may lead to psychiatric syndromes or symptoms

· Harmful use may produce psychiatric symptoms

· Dependence may produce psychological symptoms

· Intoxication from substances may produce psychological symptoms

· Withdrawal from substances may produce psychological symptoms

· Withdrawal from substances may lead to psychiatric syndromes

· Substance use may exacerbate pre-existing psychiatric disorder

· Psychological morbidity not amounting to a “disorder”  may precipitate substance use

· Primary psychiatric disorder may lead to substance use disorder

· Primary psychiatric disorder may precipitate substance use disorder which may, in turn, lead to psychiatric syndromes 

Methodological Problems

Comparing research in this area is problematic for the following reasons:

· Definitions of comorbidity differ

· Criteria for diagnosis of mental illness and substance misuse differ

· Settings where studies take place differ and even if apparently similar may not be

· Definitions or descriptions of interventions delivered to a variety of groups differ

· Many different combinations of dual diagnosis populations and interventions. The interventions may differ e.g. pharmacological studies (of which there are a limited number), psychological interventions which may differ widely between studies and a combination of pharmacological and psychological interventions within the same population

· Substance misuse patients and those with severe and enduring mental illness are often excluded from research studies

· The paper may be focussing on dual diagnosis research or this may be a secondary research question from a larger study. This will affect the type of population being studied

· The impact of changing and increasing prevalence i.e. increased drug availability even when compared to ten years ago, cheaper prices, different drugs being prominent. Increased tolerance of drug use, relaxation of seizure and arrests, variability of use and patterns across regions (local, national and international)

· Studies of dual diagnosis in one region may not reflect the situation in another e.g. New Hampshire compared to London.

(b) PREVALENCE

This section reviews recent papers from the United States, the United Kingdom and other European countries. Prevalence studies in large population samples are likely to underestimate prevalence rates. Studies carried out with in-patient samples are more likely to give an overestimate of general population prevalence rates. 

United States 

General Population Studies

In the Epidemiological Catchment Area (ECA) US adult population study (Regier et al, 1998) the findings were as follows:

14.6% 

Lifetime diagnosis of an anxiety disorder 

8.3% 


Lifetime affective disorders 

16.7%


Lifetime addictive disorder

32.7%


One or more lifetime mental / addictive disorder

Anxiety disorders almost always appear before the onset of major depression. More than 34% of those with a mood disorder will have an anxiety disorder, 17% a substance use disorder and 7% all three disorders. Twenty nine percent of those with a mental disorder were comorbid for substance use disorder. Forty seven percent of those with schizophrenia and 57% with bipolar disorder have lifetime diagnoses of substance abuse or dependence. In spite of the high prevalence, substance misuse is often overlooked in psychiatric settings. 

In the National Comorbidity Survey (NCS), 5877 respondents were asked about the history of five psychiatric disorders in their parents (Kendler et al, 1997): 

1. major depression 

2. generalised anxiety disorder

3. antisocial personality disorder

4. alcohol abuse/dependence 

5. drug abuse/dependence

The respondents were from 34 states in America. The familial aggregation of common psychiatric disorders was found to be substantial in this large general population sample. The specificity of familial transmission is highest for major depression and alcohol abuse and dependence, intermediate for generalised anxiety disorder and lowest for antisocial personality and drug abuse and dependence. The impact of environmental adversities was explored and was not significant in the parent-offspring transmission of these disorders. Individuals who themselves have a disorder are more likely to report that disorder in relatives. Individuals with comorbidity have a higher rate of service (both psychiatric, general medical and self-help groups) utilisation than those with a single disorder. Do predictors of service use differ between the comorbid group and those with a single disorder? In the NCS for people with comorbid alcohol disorders, having legal problems in the past year increased the likelihood of using mental health services. Patients who had ever used alcohol or drugs to self-medicate their psychological problems were three times more likely to have used services in the past year than those who had not.  

Psychiatric unit in-patient study

In an American study of 100 consecutive admissions to a psychiatric unit, substance abusers with bipolar affective disorder had twice as many lifetime hospitalisations as their non-abusing cohort (Brady et al, 1991). Substance abusing patients with posttraumatic stress disorder (PTSD) had 15 times the number of lifetime hospitalisations as their non-abusing cohort. Patients with bipolar affective disorder were more likely to have received treatment for their substance abuse than those with schizophrenia. Sixty four percent of the sample had current or past substance abuse problems. The preferred drugs of choice, in order of preference, were alcohol, cocaine and cannabis. These choices may not have been the ones that the patient had access to. The bipolar affective disorder group were most likely to chose alcohol and least likely to chose stimulants. Urine screening was a useful tool, picking up undisclosed drug use. 

Assessment of comorbidity is complicated by the difficulty in observing people abstinent for a few weeks (Shaner et al, 1998). In a group of 165 male, military veterans in-patient in Los Angeles with psychotic disorders and significant cocaine use, the diagnosis at study entry was uncertain for 135 (82%). Of the 30 definitive diagnoses there were 21 were schizophrenia, 6 with schizoaffective disorder and 3 with psychostimulant psychosis. The most common reason for diagnostic uncertainty was insufficient periods of abstinence. The period of abstinence required in this study was 6 weeks. Poor memory and inconsistent answers also hampered diagnosis. Reassessment at 18 months led to definitive diagnoses in an additional 12 cases. So definitive diagnosis was only achieved in 25% of subjects despite collateral histories, urine toxicology, structured diagnostic interviews and medical records review. 

Psychiatric outpatient population studies

Studies in outpatient populations demonstrate the heterogeneity of comorbidity. No significant differences in severity of psychiatric illness between dual diagnosis of substance use disorders and psychiatric illness and those with psychiatric illness alone, were found in a specialist anxiety and depression clinic at the University of Washington, Seattle. The age of onset was determined as the age the person first met criteria for a particular disorder, rather than when they first experienced symptoms. The authors suggest that subsyndromal disorders may represent an entirely different population of patients (Tsuang et al, 1995). However, to ignore this group may well be placing the wrong disorder as the primary disorder.

EUROPE

United Kingdom

General Population

In the Office for Population Census and Survey (OPCS) (Farrell et al, 1998) national psychiatric comorbidity study three surveys were carried out:

1. A private household survey of 10,108 individuals. 

2. An institutional survey of hospitals, hostels and residential homes sampling 755 residents. 

3. A survey of 1061 homeless people in private sector leased accommodation, in hostels, in night shelters and those sleeping rough but using day centres. 

Lay interviewers conducted the interviews. Drug use "ever" was reported by 5% of the household sample. In the institutional sample 10% reported ever using: 7% for those with schizophrenia, delusional or schizoaffective disorders, 18% for those with affective disorders and 22% for those with neurotic disorders. Twenty eight percent of the homeless sample and 46% of the night-shelter attendees reported drug use. Twenty percent of those attending night shelters reported hypnotic use, 2% of the household sample were rated as drug dependent. Eleven percent of hostel users, 29% of night shelter users and 24% of day centre users were rated as drug dependent, including cannabis. Eight percent of the homeless population had ever injected drugs, rising to 14% in night shelter attendees and 0.2% in the household survey. Consumption of drugs was particularly high among adults with a phobic disorder, panic disorder and depression. Mental illness is highly prevalent amongst the homeless population making the chances of comorbidity in this population very high. 

Croydon, a suburb of South London has a mean Jarman Index of 0, the national average. Medical case records were screened for patients age 18-65 who had been in and remained in contact with the mental health team in the Central West Sector in the previous 6 months (Wright et al, 2000). This sector is described as being intermediate between inner city and suburban. One hundred and twenty four patients were identified and contacted. Key worker ratings were undertaken. The Health of the Nation Outcome Scale (HONOS) was used to measure problems associated with living conditions, relationships, occupation and daytime activities over the previous 4 weeks. Key workers administered the Camberwell Assessment of Need: Short Appraisal Schedule (CANSAS). Number of admissions and treatment compliance over the previous six months was established from the case notes. Nine (23%) of the group described themselves as lifelong teetotallers. Thirteen (33%) of patients fulfilled the study criteria for substance misuse. The current prevalence was 10%. The self-report scales assigned 13 patients to the dual diagnosis group; the keyworker ratings assigned none. This appears to reflect the scales used for self-report which were not used for keyworker ratings. Nine (23%) psychosis only patients had 19 admissions in the two years prior to interview, while 7 (18%) dual diagnosis (DD) patients had 11 admissions. The average length of stay for DD patients was 129 days, compared to 61.7 days in the psychosis only group, although this did not reach significance. The rates of DD are typical of other UK studies. Higher rates in some of the US studies reflect the population studied: emergency psychiatric attendees, forensic settings. Key workers rated those with DD as having greater need in relation to accommodation, daytime activity, social life and more severe problems with housing. The sample size and response rate were considered to be the most important shortcomings of the study. Additionally studies in inner city London may not reflect the prevalence and problems with comorbidity in the rest of the UK.

In the United Kingdom, the National Treatment Outcome Research Study (NTORS) recruited 1075 adults of whom 90% were opiate dependent (Marsden et al, 2000). The cohort was recruited from eight in-patient drug units, 15 drug rehabilitation units, 16 methadone maintenance clinics and 15 methadone reduction programmes. Higher levels of psychiatric distress were seen in females compared to males; anxiety in 32.3% compared to 17.5%, depression in 29.7% compared to 14.9%, paranoia in 26.9% compared to 17.1% and psychoticism in 33.3% compared to 19.6%.  Polydrug use is closely linked to psychiatric  symptoms in the opiate dependent population. The study is limited by the reliance on self-report and the use of a single checklist instrument to assess psychiatric symptom severity.

A study in Camberwell, South London looking at the cost of dual diagnosis identified functional psychosis (McCrone et al, 2000). An ICD-10 diagnosis of substance use disorder was made from a combination of an interview, keyworker ratings and case notes. Patients with dual diagnosis were significantly younger than the comparison group, had lower Global Assessment of Functioning scores and had more contact with Community Psychiatric Nurses, emergency clinic and in-patient admissions. Those with dual diagnosis had less use of supported accommodation. However, the costs of independent living were not measured and may have been significant in the dual diagnosis group. Being single was associated with higher costs. The actual cost differences between the two groups were not statistically significant when cost for all services was analysed.

Greece

Prison and treatment services

Psychiatric comorbidity was studied in a group of 176 opioid-dependent men recruited from prison and treatment services in Athens, Greece (Kokkevi, 1995). Nearly 45% were recruited from all existing drug treatment services in Athens and the remainder from the main prison. As women only made up 1 in 8 of potential study participants, they were excluded from the study. The Diagnostic Interview Schedule (DIS) was used. Lifetime and current prevalence of any mental disorder, excluding substance use disorders, reached 90.3% and 66.1% respectively. The prison population were less likely to meet current criteria for a drug use disorder; they had largely been imprisoned for between six months and one year and admitted to use of cannabis only in a few cases. It is suggested that their lower rate of symptoms of anxiety and depressive symptoms may be related to the duration of abstinence, compared to the treatment group. The imprisoned and treatment population were similar in their sociodemographic variables, 74.5% of the sample had been convicted at least once. Current affective and anxiety disorders were diagnosed in 19.9% of the treatment sample and 16.5% of the prison sample. Psychosexual dysfunction was diagnosed in 32.9% of the treatment population and 55.7% of the prison population. Antisocial personality disorder was seen in 60.8% of the treatment group and 76.3% of the prison population. The presence of any psychiatric disorder increased by 3.7 the odds of having an alcohol abuse diagnosis. Anxiety disorders increased the odds by 2.7 for alcohol dependence and by 2.4 for tobacco dependence. 

Finland

General Medical Hospitals

In a study of 6 general medical hospitals in Finland, a psychoactive substance use disorder was diagnosed in 28% of 1222 consultation-liaison (CL) psychiatry referrals (Alaja et al, 1997). The 35 to 50 year old age group was the focus of this study. The variables, which predicted substance use in the referrals, included: attempted suicide primary reason for referral, patient divorced, living alone, unemployed, unskilled worker, having received mental health treatment during the last five years, general hospital admissions during the last five years, currently receiving mental health treatment and previous contact with the C-L unit. In males with substance use disorders there was a significantly increased likelihood of consultation requested “for today”, consultation request made on the same or the following day after admission, and time lag between request and consultation less than 1 day. A substance use disorder was diagnosed in 35% of the referrals from the medical wards, in 28% of the referrals from the surgical wards and in 14% from neurological patients. Substance use disorders were found in 50% of the emergency department attenders. The primary reason for referral in 32% of all consultation patients was suicide. 64% of attempted suicides by male consultation patients and 66% by female consultation patients were associated with psychoactive substance use disorders. Male consultation patients with substance use disorders were more likely than those without substance use disorders to live alone, to be unemployed and unskilled workers. 

SECTION 1 - KEY POINTS

· The concept of comorbidity has gained prominence in the last two decades

· Comorbidity is used interchangeably with dual diagnosis 

· Difficulty in observing people abstinent from substances for several weeks leads to diagnostic difficulties 

· Drug and mental health services may be referring to different individuals when they discuss dual diagnosis 

· Psychiatric symptoms must be distinguished from psychiatric disorders

· The main prevalence studies emanate from the USA and the UK 

· Studies in inner city London may not reflect the prevalence and problems with comorbidity in the rest of the UK 

· Outpatient studies demonstrate the heterogeneity of dual diagnosis

· Substance abuse is prevalent but underreported in psychiatric patients

· Comorbid patients have a higher rate of overall healthcare costs and service utilisation than those with a single disorder 

· Outpatient dual diagnosis costs are consistently higher than psychiatric outpatient costs 

SECTION 2

(a) ASSESSMENT & SCREENING TESTS

A thorough and dynamic assessment, including a full history, underpins treatment of comorbidity. The more comprehensive and focussed the assessment the better the understanding will be of the relationship between the two disorders. The available papers focussed primarily on substances other than alcohol.

How stable are Axis 1 and Axis 11 disorder diagnoses in substance users over 1 year?

Axis 1 and 11 disorders diagnosed in substance users could refer to substance-induced conditions, rather than to independent psychiatric conditions. Verheul et al, (2000) recruited 117 men and 159 women from two substance abuse treatment centres in Connecticut. Current psychosis was used as an exclusion criterion. Baseline assessments were completed 3-10 days after admission to the in-patient unit or between 2 and 6 weeks of admission to the outpatient programme. Subjects were paid for their participation. Nearly seventy five percent of the sample was followed up at 1 year. DSM11-R was used as the diagnostic tool. 

At baseline:

· 25.4% met criteria for current alcohol abuse or alcohol dependence

· 47.8% met criteria for current cocaine abuse or dependence 

· 23.8% met criteria for current opioid dependence

· 40.6% met criteria for any current mood / anxiety disorder 

· 58.7% met criteria for any Axis 11 disorder  

At 1 year follow-up:

· 44.3% retained their substance use disorder 

· 40.2% had a current mood / anxiety disorder

· 66% retained their Axis 11 diagnosis 

The early assessment in the in-patient group may have contaminated Axis 1 disorders with those manifesting withdrawal states. 

Screening Tests

Interviews

1. Psychiatric Research Interview for Substance and Mental Disorders (PRISM)

2. The Dartmouth Assessment of Life Instrument (DALI) 

3. Alcohol Use Disorders Identification Test (AUDIT), Drug and Alcohol Screening Test (DAST-10), the Mini-mental status exam (MMSE), Structured Clinical Interview for the Diagnostic and Statistical Manual (SCID)

4. The Addiction Severity Index (ASI) 

5. The Chemical use, abuse and dependence (CUAD) scale

6. The Substance Abuse Treatment Scale (SATS) 

7. SOCRATES

1. PRISM

The PRISM is a DSM-1V based diagnostic interview, which reports improved reliability compared to previous instruments for assessing psychiatric disorders in those who have comorbid substance use disorders (Hasin et al, 1996). It is a labour intensive exercise, but the authors believe the enhanced diagnostic accuracy compensates for this.

2. DALI

The DALI is an 18-item interviewer administered tool that takes on average six minutes to complete (Rosenberg et al, 1998). It was formed as a composite of the most valid questions from ten established screening questionnaires for substance use disorder. It can be used as a screening instrument for substance use disorder in the psychiatric population. The DALI is available at www.dartmouth.edu/dms/psychrc/. It was developed primarily to detect alcohol, cannabis and cocaine use disorders. 

3. AUDIT, DAST-10, MMSE, SCID

Screening tests for drug and alcohol use disorders in those with severe and persistent mental illness include the AUDIT and the DAST-10 (Maisto et al, 2000). The AUDIT is a 10-item self-report instrument. It is designed to identify individuals whose alcohol use places them at risk for alcohol problems or who are experiencing such problems. The DAST-10 is a brief version of the 28-item DAST designed to identify drug-use related problems in the previous year. The MMSE is used as a brief screen for cognitive dysfunction (see Maisto et al, 2000). The SCID was also administered (see Maisto et al, 2000). The AUDIT and the DAST-10 are seen as good screening instruments rather than diagnostic tools. 

4. ASI

The ASI (Appleby et al, 1997) is widely used to assess substance abuse, but is it reliable and valid in a comorbid population? The ASI demonstrates high rater agreement and high internal consistency. It is also able to characterise subtypes, through cluster analysis, requiring potentially different treatments. The notable exception was the moderate concordance for the psychiatric scale. It has been suggested that this is possibly a lack of training in the interviewers unfamiliar with and insensitive to nuances in abnormal behaviour. Although heterogeneity is recognised in the dual diagnosis population, empirical research may help to identify homogeneous subsets that may enable more comprehensive treatment planning. Cluster analysis identifies cases with distinctive characteristics in heterogeneous samples and combines them into homogeneous groups. The ASI is a widely used semi-structured clinical / research interview that assesses the severity of seven unique problem areas commonly found in persons with substance use problems: medical, employment, legal, alcohol, drug, family/ social and psychiatric. The ASI is useful in this respect in that it assesses functioning in a variety of domains in a relatively short amount of time (Luke et al, 1996).

5. CUAD

The CUAD scale has been shown to be a relatively brief (twenty minutes to administer), reliable and valid tool for the identification of substance use disorders amongst the severely mentally ill in the in-patient setting (Appleby et al, 1996). It is briefer than the Addiction Severity Index to administer and produces a DSM diagnosis. 

6. SATS
The SATS is a model to evaluate treatment progress or can be used as an outcome measure (McHugo et al, 1995). The Scale is presented as follows:

This scale is for assessing a person's stage of substance abuse treatment, not for determining diagnosis. The reporting interval is the last six months. If the person is in an institution, the reporting interval is the time period prior to institutionalisation.

1. Pre-engagement. The person (not client) does not have contact with a case manager, mental health counsellor or substance abuse counsellor.

2. Engagement. The client has had contact with an assigned case manager or counsellor but does not have regular contacts. The lack of regular contact implies lack of a working alliance.

3. Early persuasion. The client has regular contacts with a case manager or counsellor but has not reduced substance use more than a month. Regular contacts imply a working alliance and a relationship in which substance abuse can be discussed. 

4. Late persuasion. The client is engaged in a relationship with a case manager or counsellor, is discussing substance use or attending a group, and shows evidence of reduction in use for at least one month (fewer drugs, smaller quantities, or both). External controls (e.g. antabuse) may be involved in reduction.

5. Early active treatment. The client is engaged in treatment, in discussing substance use or attending a group, has reduced use for at least 1 month, and is working toward abstinence (or controlled use without associated problems) as a goal, even though he or she may be abusing.

6. Late Active Treatment. The person is engaged in treatment, has acknowledged that substance abuse is a problem, and has achieved abstinence (or controlled use without associated problems), but for less than six months.

7. Relapse Prevention. The client is engaged in treatment, has acknowledged that substance abuse is a problem, and has achieved abstinence (or controlled use without associated problems), but for less than six months.

8. In remission or recovery. The client has had no problems related to substance use for over one year and is no longer in any type of substance abuse treatment. 

7. SOCRATES

Readiness to change has been measured in the substance misusing population. Carey et al (1998) seek to discover whether such measures are equally valid in those with a comorbid persistent and severe mental illness. Each of the following measures was administered to 21 day attenders: the SOCRATES, a 19 item self-report measure developed to evaluate the readiness-to-change among drinkers or drug users and the decisional balance scale (DBS) is a 20 item assessment of the pros and cons of continued drinking (see Carey et al,1998). The alcohol and drug consequences questionnaire (ADCQ) has 29 items that assess the pros and cons of quitting substance abuse (see Carey et al,1998). The mini-mental state examination was used to exclude significant cognitive dysfunction. Patients were assessed using the structured clinical interview for the DSM-1V and the Positive and Negative symptom scale (PANSS) (see Carey et al, 1998).  The AUDIT and the DAST were used as initial screening instruments. All of the scale scores derived from the SOCRATES, the DBS and the ADCQ proved to be reliable and stable in this dually diagnosed sample. The only scale that exhibited marginal internal consistency was the Ambivalence subscale of the SOCRATES. The authors see the limitation of this data being the exclusive reliance on self- report.

Neurocognitive Impairment

All substances have an effect on thought and cognition to a varying degree. For example, cocaine and paranoia, cannabis and a distorted perception of time. Neurocognitive impairment will affect the assessment process. Neurocognitive assessment can be a lengthy and complex process and is seen as a luxury rather than a routine. It is also a difficult procedure in an acutely unwell patient. It may however help to explain non-progression in treatment.

Patients who appear to be difficult and have no insight into reasons for changing their substance use may be hampered by neurocognitive impairment (Blume et al, 1999). Lower levels of general intellectual functioning and memory, less cognitive flexibility, poor problem solving and abstraction abilities may interfere with the contemplation of behaviour change. Difficulties with verbal skills and verbal and visual memory may interfere with change of substance use behaviour. Cognitive deficits are not always overt and may be misinterpreted as defensiveness and denial. Information given to these patients needs to be clear, concrete, regularly repeated and rehearsed. 

The range of neurocognitive impairment within a group needs to be considered in programme delivery (Meek et al, 1989). Confirmed neurocognitive impairment in an individual may lead to a change in staff attitudes towards what may previously have been viewed as “bad behaviour”.

Hair and Urine analysis

Hair analysis carries a major advantage over urine testing in that it covers much longer periods than a single urine test (McPhillips et al, 1997). Five people reporting cannabis use had negative urine tests - only one of the sample provided urine which was positive for cannabis. This may have been related to the high cut off level used for the urine testing, which would miss infrequent or minor use of cannabis, or cannabis use may have been exaggerated. 

(b) PROFESSIONAL EDUCATION

As described above there are many opportunities and instruments that can be used as the basis for assessment. However if people do not have the training, skills and confidence to carry out the assessment, these opportunities may be wasted. Medical school undergraduate education is an example of this missed opportunity.

Medical student undergraduate education

The amount of training in medical school education given to addiction relative to the prevalence is unacceptably low (Miller, 1993). This was supported by Crome’s 1987 survey of substance misuse education in British Medical schools. The average formal training in 1987 was 14 hours over 5 years. In a 1996 follow-up study there had been a modest increase in provision of training by departments of psychiatry. This was offset by greatly reduced input from other departments (Crome, 1999). Unfortunately, this inadequate training further exacerbates the countertransference of stigma that professionals project on the patients with dual diagnosis is said to bear heavily on the interpretation of clinical states. 

Professionals often try to decide if the disorder is primary or secondary (Carey et al, 1998), which may be a difficult task, particularly if there has only been one assessment. If the researcher is an addiction psychiatrist, looking at a population prospectively in an addiction unit, the prevalence rates of psychiatric disorder co-occurring with addictive disorders will be low. In a psychiatric population, retrospectively studied by a general adult psychiatrist, the rates for co-occurrence of psychiatric and addictive disorders will be high. Collateral information is helpful and the value increases with the amount of direct contact with the individual and awareness of the substance use behaviours of the client. Use of urine screening does help to increase the identification of substance use. Self-report is more reliable where there is a long-standing relationship with the person. 

 Is a clinician diagnosis as or more valid than a research technician diagnosis? Concurrent, discriminant and predictive validities were studied (Kranzler et al, 1995). Clinician diagnoses showed good validity for substance use disorders, moderate validity for personality disorders and poor validity for anxiety disorders and major depression. It is suggested that any substance use declared in the setting of a substance use treatment programme is considered to be dependence, where use of the SCID would give a more objective account. Poor validity was seen with comorbid diagnoses, irrespective of the diagnostician. 

SECTION 2 - KEY POINTS

· A thorough & ongoing assessment which includes a comprehensive history underpins comorbidity treatment 

· There are many tools available for screening, assessment and monitoring outcome in terms of severity of substance use, misuse and dependence. However, there is one tool, PRISM, for assessment of substance use and mental disorders

· When diagnostic issues are complex the improved reliability of the PRISM is worth the extra effort

· The DALI may be useful for assessing for alcohol, cannabis and cocaine use disorders in people with severe mental illness
· The CUAD is a brief, potentially useful screening instrument for substance use disorders among severely mentally ill patients

· The SATS can be used to evaluate treatment progress or as an outcome measure

· The SOCRATES measures readiness-to-change 

· Semi-structured interviews may increase identification of disorders 

· Future research needs to identify conditions under which self-report works well and enhance population appropriateness of current assessment tools

· Neurocognitive impairment will affect the assessment process

· Biochemical screening increases identification of substance use

· Hair analysis covers much longer periods of time than a single urine specimen

· As undergraduate medical school training in substance misuse is inadequate experience of assessment techniques is limited 

SECTION 3

SUBSTANCE SPECIFIC RESEARCH

There appears to be less literature looking primarily at substances in relation to the psychiatric comorbidity than literature which reviews the psychiatric diagnosis and associated substances used.

The substances covered in this section are nicotine, alcohol, cannabis, benzodiazepines, heroin and cocaine. This is a selection of the literature, but is not meant to indicate that these are the only important substances in comorbidity.

NICOTINE
Nicotine use and dependence and the association with psychiatric disorders

The high prevalence of smoking in psychiatric populations has led to significant research interest (Hanna, 1999). What is the role of smoking in comorbidity? Does early onset smoking of cigarettes predict later drug use? Early onset smoking is linked with alcohol use disorders. Those who begin smoking before the age of 13 (early onset smokers) are significantly more likely to have a family history which is positive for alcoholism. Early onset smokers had significantly more depressive disorders than did either late onset or non-smokers. Respondents with a family history positive for alcoholism were slightly more than twice as likely to have had a diagnosis of major depression. Those who were smoking regularly before the age of 13 were significantly more likely to qualify for DSM-1V diagnoses of drug dependence and abuse than those who smoked later or did not smoke at all. Respondents who began smoking before age 13 were twice as likely, and those beginning between ages 14 and 16 were 58% more likely to be diagnosed with drug dependence, as were their non-smoking counterparts. The authors proposed that there may be a common locus or loci in areas of the brain or at a cellular level there may be neurochemical alterations common to the learning behaviours associated with these conditions. 

Thus, early onset of smoking is related to substance use and psychiatric disorders. Early interventions for smoking may reduce the future risk of substance use and psychiatric disorders.
ALCOHOL

Alcohol dependence and psychiatric comorbidity

The distinction between primary (substance independent) and secondary (substance induced) depression in alcohol dependence is often a difficult one to make. The chronology of onset does not exclude the fact that an independent depressive illness may develop later in the course of alcohol dependence.

At least two thirds of alcohol dependent individuals entering treatment show evidence of anxiety, sadness, manic-like conditions, other substance use disorders or severe and pervasive antisocial behaviours (Schuckit et al, 1997). This group has greater than general population rates for bipolar disorders, schizophrenia and antisocial personality disorder. Although self-medication has been postulated in the case of heavy drinking, alcohol rarely improves pre-existing psychiatric symptomatology and often intensifies it. Another theory is that of genetic linkage meaning that two disorders have a greater chance of co-occurrence. Assortative mating between those with alcohol problems and psychiatric disorders is also a likely explanation for some of the comorbidity. Intoxication and withdrawal states can also mimic other Axis 1 disorders but as transient phenomena which can be clarified if there is an adequate period of abstinence. The Collaborative study on the Genetics of Alcoholism (COGA) is a pedigree study of alcohol-dependent men and women, their relatives and controls The sample included 954 original probands and 1759 alcohol-dependent relatives, 79.6% of whom have never had formal treatment. There were 919 controls. Five first-degree relatives had to be available for evaluation. The Semi-structured Assessment for the Genetics of Alcoholism (SSAGA) interview was used. It covers Axis 1 diagnoses, demographics and medical history. The age of onset of the disorders was established and periods of abstinence recorded. The interviewers were carefully trained and closely monitored. The probands and alcohol-dependent relatives were categorised on the basis of three major mood disorders (major depressive disorder, bipolar 1 disorder or dysthymia) and four major anxiety disorders (panic disorder with or without agoraphobia, agoraphobia without panic, social phobia and obsessive-compulsive disorder). 

The alcohol dependent group did show a significantly higher lifetime rate of independent disorders than controls. There is a higher rate of concurrent depressive disorders but not independent depressive disorders amongst the alcohol-dependent group. Nearly ten percent of alcohol-dependent subjects had at least one of four independent major anxiety disorders compared to 3.7% among controls. This was most marked for panic disorder. Almost eighty percent of those who were alcohol-dependent had an onset of their anxiety syndrome before their alcohol dependence. There was no evidence that alcohol dependence was associated with an increased risk for an independent obsessive-compulsive disorder or agoraphobia. 

The subjects with independent major depressive disorder, manic depression, social phobia and agoraphobia had significantly higher rates of similar independent psychiatric disorders among their first degree relatives then did controls. Also those labelled as having a concurrent depressive episode had a slight, but significantly higher rate of independent depressions in their relatives than the control group. One of the study weaknesses include the retrospective gathering of information which may be inaccurately recalled.

Alcohol Dependence, Comorbidity and Neurobiology 

The hippocampus is extremely abundant with corticoid receptors and is known to be a target for the neurotoxic effects of excess cortisol. Parental abuse during childhood has been suggested to lead to hippocampal volume loss, mediated through the cortisol mechanism. A study comparing Magnetic Resonance Imaging (MRI) in Type 1 and Type 2 alcoholics shows volume loss in the late onset (type 1) group, which appears to be acquired (Laakso et al, 2000). The Type 2 group seem to have underlying hippocampal volume loss, perhaps related to personality pathology and episodic dyscontrol, not as a result of alcohol. Type 1 alcoholics have preserved social and occupational behaviour and relatively intact impulse control. The neurobiological deficits in this group are thought to be related to dopamine. In Type 2 the neurobiological deficit is a serotonergic one. Type 2 alcoholics are characterised by a euphoria-seeking personality and linked with impulsive, criminal and violent behaviour. Of note, only 2 of 36 drinkers in this study did not use illicit drugs. 

CANNABIS

With cannabis being viewed as a relatively innocuous drug by many a recent review by Johns (2001) reviews the associated psychological symptoms. Effects of cannabis may relate to dose, youthfulness, personality attributes and vulnerability to serious mental illness. Symptoms may be linked with intoxication and withdrawal. Anxiety symptoms are common, particularly in women. Brief psychotic symptoms are not uncommon. This may be an organic psychosis following an acute large dose of cannabis. Such organic or toxic psychoses include features such as mild impairment of consciousness, distorted sense of passage of time, dream-like euphoria, fragmented thought processes and hallucinations. The symptoms generally resolve within a week of abstinence. Another presentation may be an acute schizophreniform psychosis, lacking the features of a toxic psychosis. Such psychoses may have more features of agitation and hypomania than seen in schizophrenia. There is some question as to whether a chronic psychosis may also persist after abstinence. The view remains that cannabis does not cause a long-term psychosis that persists after abstinence. The evidence for an "amotivational syndrome" is also weak and is considered to be a result of chronic ongoing cannabis use. Long-term use of the drug may lead to a residual deficit state, with lack of motivation and anergia, which does not fully remit after abstinence. Finally, cannabis may be a risk factor for serious mental illness, such as schizophrenia. The evidence on the effects of cannabis on positive and negative symptoms of schizophrenia is varied; the possibility of a greater effect of cannabis in those with the strongest genetic predisposition for their schizophrenia is suggested. It should also be remembered that cannabis is rarely used in isolation, but in combination with alcohol or other drugs. Many of the studies to date are uncontrolled and setting specific. 

Cannabis has a clear association with acute intoxication and withdrawal and possibly longer-term effects. Its potential effects in individuals with a pre-existing psychiatric illness should not be underestimated.

BENZODIAZEPINES

Benzodiazepine use is highly prevalent among drug users. Its prevalence in psychiatric populations is less clear. Benzodiazepines are associated with significant psychiatric and physical morbidity.

High dose benzodiazepine use

Thirty patients admitted for detoxification from benzodiazepines were described as having severe benzodiazepine dependence (Busto et al, 1996). This study was carried out in response to the benzodiazepine literature favouring those with low dose therapeutic dependence. The mean daily benzodiazepine dose was 140mg. All patients had a lifetime history of other psychoactive substance use disorders, the most common being opioid dependence. Twenty patients were using opioids at the time of the study, demonstrating the difficulty in undertaking pure single drug studies. The authors also comment on the rarity of isolated high-dose benzodiazepine dependence. All patients had at least one other Axis 1 disorder. Panic and generalised anxiety disorders were highly prevalent and felt to predate the detoxification period as a result of the diagnostic criteria required for the SCID. Depression is also seen, but linked with a prior increase in benzodiazepine use, indicating the importance of detoxification to make a true diagnosis of non-drug related depression. The SCID 11 for personality disorders was used on twenty four of the patients revealing at least one personality disorder diagnosis in 88% and more than one personality disorder diagnosis in eleven of these patients. Antisocial and avoidant personality disorder diagnoses were the most common. The issue of personality disorder and the difficulties in making a diagnosis in the face of substance misuse will be discussed further under Personality Disorders. 

HEROIN 

Studies in opiate users highlight the high substance use and psychiatric comorbidity in this group.

In a sample of 222 heroin injectors, subjects had a median of three lifetime substance misuse diagnoses and two current diagnoses of substance misuse (Darke et al, 1997). Half of the sample was in treatment on methadone maintenance and half was not in treatment. Forty four percent reported amphetamines as being their first drug of injection. Sixty seven percent of the subjects met the criteria for a lifetime, and 55% for a current diagnosis of an anxiety and / or depressive disorder. There was a significant correlation between the number of lifetime drug dependence diagnoses and the number of lifetime comorbid diagnoses. This correlation was also significant for current drug dependence diagnoses and current comorbid psychiatric diagnoses. It is not possible to define the cause and effect nature of these relationships. Depression and anxiety were said to precede heroin dependence in the majority of cases; this relies on accurate self-report and does not exclude substance use occurring at the same time. Unlike the general population the prevalence of alcohol dependence showed no difference between males and females. 

In another study, opioid dependent subjects were studied three to four weeks after admission to treatment to eliminate the increased symptom reporting at the time of admission (Brooner et al, 1997). Forty seven percent of the sample of 716 opioid dependent men and women seeking methadone maintenance treatment had a lifetime non-substance use disorder. Thirty nine percent had a current non-substance use Axis 1 disorder. Women had higher rates of mood disorder and borderline personality disorder and men had higher rates of antisocial personality disorder and most substance use diagnoses. Psychiatric comorbidity was associated with a more chronic, pervasive and severe spectrum of substance use disorder, especially when the comorbidity included antisocial personality. The study relied on retrospective self-reporting where there may be recall bias. The problems of concurrent drug use in opioid misusers are seen as considerable. 

COCAINE 

Cocaine and psychiatric comorbidity

The most common concurrent disorders in cocaine abusers are alcohol dependence and affective and antisocial personality disorders (Tidey et al, 1998). Severity and type of psychopathology in cocaine abusers may not affect treatment completion. However, it has been noted that those with more severe psychopathology may be retained in treatment for longer but have poorer outcome at 1-year follow-up compared to those with less severe psychopathology. Patients with high levels of psychiatric symptoms on seeking treatment for cocaine dependence reported more medical, legal, drug and family / social problems and more severe cocaine-related health, social and financial problems than those with lower levels of psychiatric symptoms. There was no association between psychiatric status and treatment outcome. However, the shortcomings of the Addiction Severity Index (ASI) are discussed in that the psychiatric composite scores do not provide a sufficiently rigorous assessment of psychiatric problems to predict differential outcomes. Additionally, the ASI could have picked up transient psychiatric problems related to increased cocaine use. However, the ASI has been used successfully to predict treatment outcome in opiate and alcohol abusers. Even though there was improvement in the high psychiatric symptom severity group, the scores were still higher than the patients with low and medium psychiatric symptom severity scores at follow-up. 

Cocaine and Alcohol
The simultaneous use of cocaine and alcohol forms a centrally active metabolite, cocaethylene. It has a significantly longer half-life and is more potent than cocaine. Alcohol dependence is linked with use of cocaine, by snorting, in social settings. In the non-alcohol dependent cocaine dependent users smoking and injecting is more common. Alcohol dependent cocaine users had higher ASI and Beck Depression Inventory (BDI) scores compared to cocaine users without alcohol dependence (Heil et al, 2001). They are at greater risk of unsafe sexual encounters and violence, perhaps related to their use of cocaine in public places, than the non-alcohol dependent cocaine dependent users. 

Cocaine and Personality disorder

Comorbid personality disorder is considered to be a negative factor in treatment retention and outcome studies. One hundred and thirty seven consecutive admissions to an outpatient cocaine research and treatment clinic in New Jersey completed a baseline intake assessment (Marlowe et al, 1997). Patients who present as impulsive, chaotic, predatory, paranoid or lacking in empathy are most likely to drop out early in treatment and least likely to achieve abstinence. The drawback for categorical classification was reported to be that one person could for example have five borderline personality symptoms and receive a diagnosis of borderline personality disorder and the next could have four symptoms but be classified as no personality disorder. Caution is advised not to confuse symptoms of cocaine intoxication and withdrawal with personality disorder. Borderline personality symptoms were negatively associated with several indices of treatment tenure and abstinence, whereas dependent personality symptoms were positively associated with several indices of tenure and abstinence.  

SECTION 3 - KEY POINTS

· Use is rarely limited to one substance 

· Early onset nicotine use is linked to depression & alcohol use disorder

· Smoking before the age of 13 is linked with a significantly increased risk of drug dependence

· Distinguishing between primary and secondary depression in alcohol dependence is often difficult

· Alcohol dependence is linked with bipolar disorders, schizophrenia & antisocial personality disorder 

· Anxiety symptoms are common with cannabis use

· Brief psychotic symptoms are not uncommon with cannabis use

· Health workers need to recognise and respond to the adverse effects of cannabis on mental health

· Isolated high dose benzodiazepine dependence is rare

· Opiate users demonstrate a significant correlation between number of lifetime drug dependence diagnoses and number of comorbid psychiatric diagnoses

· Concurrent substance use in opiate users is a considerable problem

· The most common concurrent disorders in cocaine abusers are alcohol dependence and affective and antisocial personality disorders

· In cocaine users there was no correlation between psychiatric status at the start of treatment and treatment outcome

· Mixing cocaine and alcohol produces a potent metabolite, cocaethylene

· Care must be taken not to confuse symptoms of cocaine intoxication and withdrawal with personality disorder symptoms

SECTION 4

SPECIFIC COMORBID CONDITIONS

BIPOLAR AFFECTIVE DISORDER

Prevalence 

Bipolar disorder has been reported to have the greatest risk of any Axis 1 disorder for coexistence of an alcohol or drug use disorder (Brady et al, 1995). Cocaine has been noted for its use in maintaining and intensifying the high of bipolar affective disorder, rather than alleviating the depression. Those with bipolar affective disorder and substance abuse are more likely to have mixed or dysphoric manic states; the latter have been found to be less responsive to lithium than pure mania. 

Patients with bipolar affective disorder have a high prevalence of substance abuse. In a study by Feinman (1996), 3 groups of patients were studied to determine the effect of substance abuse on the course and outcome of bipolar disorder. The first group had primary bipolar disorder with no alcohol or substance abuse. The second group had primary bipolar disorder complicated by substance abuse that began after the onset of the bipolar disorder (complicated bipolar). The third group was composed of patients whose bipolar disorder began after the onset of alcohol or substance abuse or dependence (secondary bipolar). Fifty five percent of 188 were primary, 19% complicated and 27% secondary and 48.4% were women.  The complicated group had the earliest mean age at onset of symptoms (13.3 years) and the highest incidence of suicide. However, when the female population alone was compared for risk of suicide the risk was lowest in the primary, intermediate for the complicated and highest for the secondary. The morbid risk for alcohol abuse for relatives of complicated patients was much higher than for relatives of secondary patients.

In a sample of 204 patients with bipolar affective disorder, past substance abuse was evident in 34% (Goldberg et al, 1999). This was most often alcoholism (82%), cocaine (30%), marijuana (29%), sedative-hypnotic or amphetamine (21%) and opiate abuse (13%). Those with a substance abuse / dependence history were more likely to be male, divorced, separated or widowed. In addition they were significantly more likely to have histories of medication non-compliance and suicidal ideation at the time of the index manic episode. Mixed mania was defined as meeting DSM-111-R criteria for a Bipolar 1 manic episode and having at least 2 prominent DSM-111-R symptoms of major depression. Those with mixed mania were significantly more likely, than those with pure mania, to abuse alcohol and to have a history of poor medication compliance. 

SCHIZOPHRENIA 

There is a large body of literature relating to substance use, misuse and schizophrenia. This section looks at the literature relating to schizophrenia including prevalence, onset of schizophrenia relative to drug use, drug preference, neurology, psychometry, cocaine use, women, homelessness and treatment. 

Prevalence

Patterns of current and lifetime substance use in schizophrenia have often come from North American studies where the patterns of drug availability and health care provision are varied and cannot necessarily be generalised to other geographical areas. 

However, in all studies in-patient population studies yield higher prevalence rates than outpatient populations. Of 194 outpatients with schizophrenia in Australia, those with current (6 month) or lifetime abuse/dependence disorders are predominantly single, young males with unstable accommodation, high rates of criminal behaviour, and high levels of symptomatology (Fowler et al, 1998). The 6 month and lifetime prevalence of substance abuse or dependence was 26.8% and 59.8% respectively. They found no increase in hospital admissions, suicide attempts or prescribed doses of antipsychotic drugs in those with concurrent abuse / dependence. 

People with schizophrenia are three times more likely than those without to abuse alcohol and six times more likely to abuse drugs (Ries et al, 2000). In patients with schizophrenia or schizoaffective disorder admitted to a unit well established to assess and treat dual diagnosis, dually diagnosed patients were significantly more likely to be male, younger, homeless and to have a history of assaultative behaviour. Fifty three percent of the dually diagnosed had a schizoaffective disorder diagnosis compared to 40% of those without a dual diagnosis. The dual diagnosis group was significantly more suicidal on admission. At discharge the dual diagnosis group had less severe hallucinations and delusions. Those with a dual diagnosis had a 30% shorter stay and a somewhat greater treatment response. This may be as a result of removal of the substances, which induced or amplified the psychotic symptoms. Those patients with schizophrenia who abuse substances may have better pre-morbid adjustment. Another factor in this study is that the treatment programme was designed to encompass comorbid substance misuse. 

Approximately 60% of individuals with schizophrenia use illicit drugs. Mixed accounts have been given on the positive and negative effects of specific substances in such individuals. A group of 41 outpatients with schizophrenia or schizoaffective disorder who fulfilled the criteria for substance abuse or dependence were the subject of this study (Addington et al, 1997). The findings are as follows:

· 20 patients used only alcohol

· 7 used only cannabis 

· 14 patients used both. 

· 26 patients were receiving traditional antipsychotics

· 15 subjects were receiving risperidone 

· 11 subjects were taking anticholinergics

The use of alcohol or cannabis to reduce symptoms was infrequently reported. Sixty five percent of subjects reported that alcohol increased their symptoms of depression. More than 50% of the subjects found that cannabis increased their positive symptoms. Eleven subjects reported that alcohol and / or cannabis helped reduce the ''slowed-down'' feeling that they associated with their medication. Two of these 11 were on risperidone and the rest on traditional antipsychotics. The reasons given for using were rarely satisfied by the use of the drug; this is an important area of discrepancy for use in motivational interviewing. 

Differences between psychotic patients with and without substance misuse
Hipwell’s (2000) UK study looks at recruits from a day hospital, which provides comprehensive care and intensive crisis support for individuals with severe and enduring mental illness. Substance misuse was defined as a maladaptive pattern of substance misuse that did not necessarily meet the criteria for physiological dependence, but involved using at least 3 times per week. Sixteen of the attendees with a diagnosis of schizophrenia or schizoaffective disorder who were also substance misusers were compared with 16 day patients from the same service who were non-substance misusers but had a diagnosis of schizophrenia or schizoaffective disorder. All were expected to attend the programme for at least one day per week. The Brief Psychiatric Rating Scale (BPRS), Addiction Severity Index and The Quality of Life Scale were administered to 28 of the 32 patients with their written consent. On average the case group were drinking 31 units of alcohol per week and the control group 3.1 units per week. The case group was found to have less stable housing than the control group. The case group clients were more likely to miss appointments and to fail to attend on the days when they had been expected. The staff spent significantly more time on the telephone with the case group. Ten of the case group compared to four of the control group had been admitted to an in-patient facility in the past year due to psychotic relapse. In the previous year, eight of the case group had been placed on Intensive Crisis Support, an alternative to hospital admission, compared to none of the control group. The case group requested more support with housing, financial and legal issues and required more motivational work around their medication compliance. This study demonstrates that relatively low levels of substance misuse can lead to significant difficulties in those with a diagnosis of schizophrenia or schizoaffective disorder. 

Patients with schizophrenia and alcohol or drug abuse have a higher number of suicide attempts than those without, are less likely to be married and more likely to have been homeless (Soyka et al, 1993). They also miss more outpatient appointments and have more hospitalisations than those schizophrenics with no comorbid alcohol or drug abuse (Swofford et al, 2000).

Onset of schizophrenia relative to drug use

Measuring the temporal onset of substance misuse and schizophrenia is a complex and frustrating area often relying on self-report, which may lead to retrospective falsification (Addington et al, 1998). Young people who present with what is diagnosed as a drug-induced psychosis may experience delayed treatment for what subsequently proves to be schizophrenia. Given that time to neuroleptic treatment is significantly associated with time to and level of this remission, this is an area for concern. In a group of 80 outpatients with schizophrenia, 51 had no past or current history of substance misuse or dependence. Twenty nine had no current substance misuse or dependence diagnosis, but had in the three years before or five years after the onset of their illness. Another group of 33 outpatients with schizophrenia met criteria for current substance misuse or dependence. The Positive and Negative Syndrome Scale (PANSS) was used to obtain ratings for positive and negative symptoms as was the Quality of Life Scale (QLS). People with past substance misuse were significantly younger at age of onset of psychosis than those with no history of substance misuse. Those who were currently misusing substances had poorer quality of life scores and less negative symptoms than the non-misuser group. Cannabis and alcohol were the main drugs used in addition to opioids and in one case barbiturates. In relation to early onset being linked with substance misuse, it is not possible to say whether this is cause or effect. That is to say, did the substance precipitate the psychosis or does an early onset illness mean that the individual is then more likely to use substances; or drug and alcohol misuse may just be one factor in a poor pre-morbid history. The study raises the question as to whether pharmacotherapy should be continued prophyllactically even if the diagnosis is considered to be a drug-induced psychosis. 

Drug Preference

People with schizophrenia prefer activating drugs e.g. amphetamines, cocaine, cannabis and hallucinogens (Baigent et al, 1995). The reasons given are to relieve dysphoria, depression and some of the negative symptoms of schizophrenia at the cost of exacerbating the positive symptoms. In a study sample of 53 in-patients with schizophrenia 49 were male. The Brief Symptom Inventory (BSI) was employed. A schizophrenia / substance abuse interview schedule was designed and piloted by the authors. According to self-reports the current main drug of abuse was alcohol for 26, cannabis for 21, amphetamines for 4 and opiates for 1. Cigarettes were smoked by 92%, with two thirds smoking 20-50 per day. Seventy eight percent reported that substance abuse preceded their schizophrenia and 45% thought that substance abuse was a major contributor to its onset. Sixty five percent said that they had schizophrenia,21% denied suffering from any psychiatric disorder and 14% named another disorder. Most subjects began misusing drugs between 15 and 17 years of age. The majority reported using in response to peer group use with a minority seeking primarily to relieve dysphoria, depression and anxiety. The drugs used were limited by lack of disposable income and availability. Many of those who denied having schizophrenia were willing to call themselves drug dependent, an important factor for treatment engagement. Nearly half of the subjects were detained involuntarily. Drug use was seen as significant in providing a sense of belonging to a social network. 
Reasons for use

In an exploration of the links between substance abuse and schizophrenia it is suggested that determinants of drug abuse in schizophrenia may not differ from those in the general population (Dixon et al, 1990). Reasons for use stated by schizophrenic patients are similar to those reported in non-schizophrenic subjects. However, schizophrenic symptomatology and medication effects do seem to be related to the reasons given for drug use by those with schizophrenia and for the preference for stimulant drugs. It is important to be sensitive to the dysphoria and anxiety experienced in schizophrenia and look at ways to manage it .

There is an increased likelihood of initiation to substance abuse among those individuals who exhibit more social activity premorbidly (Arndt et al, 1992). A subsequent attempt to cope with the onset of schizophrenia and the associated stresses of mental illness may then escalate the substance use to a pathological level.  

Substance use disorder-schizophrenia versus substance use disorder alone

The course of substance use disorder (SUD, N=296) compared to substance use disorder-schizophrenia (SUD-SCZ, N=29) showed that those with schizophrenia used caffeine significantly earlier and tobacco significantly later (Westermeyer et al, 1999). The early caffeine use may have reflected accessibility and may have countered fatigue and difficulty concentrating in a prodromal schizophrenia. The SUD-SCZ patients used tobacco on significantly more days compared to the SUD group. Tobacco is considered to relieve drowsiness and lower neuroleptic blood level. The SCZ-SUD group used only one illicit drug before mean age of 18, compared to five illicit drugs in the SUD group. The definition of schizophrenia required a six-month period in which substance abuse did not occur, to eliminate the inclusion of substance-induced psychotic disorders.  

Medical Comorbidity

In a study looking at medical comorbidity in schizophrenia, alcohol and drug disorders were associated with greater depression and psychoticism (Dixon et al, 1999). These in turn are linked to a higher risk of suicide. 

Neurology / Neurocognitive dysfunction

Why do some people with schizophrenia misuse substances and others not - is it as a result of altered brain morphology? Of 176 subjects with schizophrenia or schizoaffective disorder, 103 (58.5%) had a history of substance use or abuse (Scheller-Gilkey et al, 1999). All study subjects had an MRI undertaken. When a group of patients with no history of substance use / abuse were compared to the group with both alcohol and drug abuse, the group with no history of substance abuse had twice as many positive MRI findings. It is postulated that the substance-abusing group has less structural abnormalities to begin with. This concurs with the theory of higher pre-morbid functioning in such a group with schizophrenia and substance abuse. 

Cognitive dysfunction is well recognised in schizophrenia. Subjects with and without schizophrenia who had used a significant amount of cocaine in the previous 72 hours were assessed using the California Verbal Learning Test (Serper et al, 2000). A group of schizophrenics without cocaine use were used as a control group. All groups demonstrated significant learning and memory impairment. The cocaine dependent and control schizophrenic group presented a very similar pattern of impaired learning and recall. The comorbid group with schizophrenia and cocaine dependence had more marked deficits and significant forgetfulness of the information that they did acquire during delayed recall conditions. 

If there is cognitive dysfunction associated with schizophrenia, and with the use of alcohol or drugs, what is the impact of comorbidity on cognitive dysfunction (Addington et al, 1997)? This is very difficult to measure - the cognitive effects of alcohol and drugs are often seen after many years of use, the population with schizophrenia who use them may have a lower baseline level of cognitive impairment than those who do not use substances. In addition, although a group with schizophrenia may not be current substance misusers many will have had a history of substance misuse. 

Schizophrenia and Cannabis 

Thirty nine patients with schizophrenia and presenting with a current history of cannabis abuse were compared with an equal number of sex and age matched schizophrenics who had no history of alcohol or drug abuse (Govspari, 1999). Patients using cannabis occasionally were not included in the study. Cannabis misuse began after the onset of schizophrenia in only one case. At 5-year follow-up 30% of cannabis abusers had continued drug abuse and 22% were alcohol abusers. Only one patient in the control group presented with alcoholism at 5 year follow up. Of note only data from 27 cases and 26 controls were available at 5-year follow-up. Patients with a history of cannabis abuse showed a significantly higher rate of rehospitalisation in the follow-up period and tended to have poorer psychosocial functioning than schizophrenics with substance abuse. Cases had significantly higher scores on measures of ''thought disturbance'' and ''hostility''. 

Schizophrenia and Cocaine

Twenty two schizophrenic patients with no current substance abuse diagnoses and 15 cocaine abusing schizophrenic patients with or without other substance abuse were selected from successive admissions to a psychiatric emergency service in New York (Serper et al, 1995). Tentative diagnoses were made on admission and a further diagnostic assessment undertaken at 2 weeks. Urine toxicology was used to confirm the substance misuse. Of those who abused cocaine 33% also met DSM111R criteria for alcohol abuse / dependence and 46% met criteria for cannabis abuse. On admission those who abused cocaine had significantly fewer negative signs. At the 4-week retest this pattern reversed itself. This counters the argument that those with schizophrenia who do abuse drugs are a higher functioning group of individuals. Those who abused cocaine reported significantly fewer years of schooling. No differences were detected in age at onset of illness or number of previous hospitalisations. The greater levels of anxiety and depression reported by cocaine abusers at admission had disappeared by 4 weeks. There was no difference between the 2 groups in psychotic symptoms at entry to hospital. It has been suggested that patients with schizophrenia may be hyposensitive to the effects of psychostimulants. In non-psychotic volunteers administered a high and constant dose of amphetamines, the degree of psychosis varied over time. 

Schizophrenia and Depression

A study carried out by Cuffel et al, (1994) demonstrated that young males with schizophrenia who report depressive symptoms are at high risk for both substance use disorders and hospitalisation. 

Schizophrenia and Homelessness 

Housing stability is intimately related to substance misuse in severe mental illness (Bebout et al, 1997). Promising news is that the extent of lifetime homelessness, the severity and duration of previous substance abuse and psychiatric diagnosis do not necessarily predict a poor housing outcome. Supported housing is a crucial first step and much more likely to be successful than independent accommodation. 

PERSONALITY AND PERSONALITY DISORDERS

PERSONALITY

Pathways to co-occurrence of Substance Misuse and Mental Illness
Researchers have tried to understand who this comorbid population are and whether their personalities differ from the non-comorbid group (Liraud et al, 2000). The Zuckerman Sensation Seeking Scale (SSS) has 40 items that measure one general factor and four sub-factors: ‘Thrill seeking and adventure seeking’ items, ‘experience seeking’ items, the ‘disinhibition factor’ and ‘boredom susceptibility’. The Barratt Impulsivity Scale (BIS) includes 34 items that give scores for ‘non-planning activity’, ‘cognitive impulsivity’ and ‘motor impulsivity’. The Physical Anhedonia Scale (PAS) includes 61 items that assess pleasure in various experiences usually considered as pleasant. In a group with mood disorders and non-affective psychotic disorders, the likelihood to present with a lifetime history of alcohol abuse / dependence increased with higher SSS. Alcohol abuse / dependence was associated with a higher ‘motor impulsivity’ BIS score. No association was found between motor impulsivity and the PAS score. Greater SSS ‘disinhibition’ and BIS ‘non-planning activity’ scores were associated with a lifetime history of cannabis misuse. It is difficult to establish whether the ‘non-planning activity’ is a temperamental characteristic predisposing to cannabis use or a result of cannabis use. 

PERSONALITY DISORDER

Diagnosis

The diagnosis of antisocial personality in DSM1V requires three of seven adult symptoms: 

1. unlawful behaviour

2. deceitfulness

3. impulsivity

4. aggressiveness

5. recklessness

6. irresponsibility at work or in financial obligations

7. lack of remorse

There must also be a history of conduct disorder beginning before the age of 15. The age at diagnosis of antisocial personality disorder must be 18 or over. Features such as fighting in the context of substance abuse may also count as aggressiveness for antisocial personality. 

To exclude these features from the diagnosis of antisocial personality disorder would be to ignore the fact that the antisocial behaviours may well have begun before the onset of the use of substances. If the date of onset is taken as the time when all the criteria were met for the disorder this would mean that the substance abuse diagnosis would nearly always come first, given that a diagnosis of antisocial personality disorder cannot be made before the age of 18. 

The diagnosis of conduct disorder may depend on the level of tolerance within the school and home setting, often only when the long-standing behaviours are no longer felt to be age-appropriate. Should onset be determined by first symptom or full diagnosis? Drug use is considered to expose those with a predisposition to antisocial behaviour to opportunities to express it. Of note, there are few adults, with a history of conduct disorder or diagnosable as antisocial personality, who do not have substance abuse as well. There are many people with substance abuse who have little or no other antisocial behaviour (Robins, 1998). Cecero et al, (1999) found that antisocial personality disorder does not necessarily predict a poor outcome in those with a comorbid substance use disorder.

Should substance related features be excluded form diagnostic criteria for personality disorder?

Criteria for some of the personality disorders include substance abuse directly, in addition to many criteria that may be directly related to substance misuse. The study questioned as to whether the inclusion of substance related (SR) personality disorders markedly raises the rates of personality disorders. In terms of self-reporting the fact that a long period of time typically separates substance use from treatment seeking, makes recall of symptoms or traits before the onset of substance abuse difficult. 

Rounsaville et al, (1998) asked the question as to whether each item was substance or non-substance related. In a sample of 370 substance misusers 57% met the criteria for at least one personality disorder. One hundred and eighty two were in-patients and 188 outpatients. DSM111R was used to define the personality disorder. Each SCID11 interview items were double coded to allow interviewers to judge whether symptoms rated as present could be attributed to substance use disorders or not. The clinician's endorsement of substance-independent (I) symptoms required them to be persistent and characteristic of the individual's behaviour during drug-free periods. The Addiction Severity Index was used to measure substance-related impairment. A list of all first-degree relatives was obtained and an index relative interviewed using the Family History Research Diagnostic Criteria. Dissociative symptoms were assessed using the dissociative symptoms questionnaire and dimensional measures of personality traits were measured on three inventories. The primary drug of abuse was alcohol for 17%, cocaine for 45%, opioids for 37% and 2% other drugs e.g. sedatives, marijuana. Fifty seven percent of patients met criteria for at least one personality disorder, predominantly antisocial and borderline. These were the two personality disorders most affected by inclusion of substance related symptoms. 

For substance related antisocial personality (ASP) disordered subjects the most common substance related criteria were:

· unlawful behaviour


66.2%

· unstable work


64.8% 

· financial irresponsibility 

54.9%

· irritability / aggression 

33.8%

For substance related borderline personality disordered subjects, the most common substance related criteria were:

· unstable relationships

52.4%

· impulsivity



45.2% 

· affective instability 


35.7%

· inappropriate anger 


1.0%

To evaluate reliability of the SCID11 it was administered by a second interviewer, blind to the original diagnosis, one to fourteen days after the original interview. Inclusion of substance related symptoms for the antisocial personality disorder diagnosis in substance abusers markedly increased rates of the disorder and improved diagnostic reliability. The substance abusers in this group had greater neuroticism and dysphoria than the independent group. 

With borderline personality disorder, including substance related criteria produced little change in the diagnostic reliability. Including substance related subjects increased rates of diagnosis and individuals with a similar but weaker pattern of validating correlates. Patients with comorbid antisocial and borderline personality disorders are thought to benefit from more structured and longer term interventions than those without. However, the risk of overdiagnosis is that intensive treatment is proposed where the picture would actually change on reduction or cessation of the substance misuse. However, the authors believe that this risk is small compared to the risks of underdiagnosis. It is suggested that SR ASP patients who also have neurotic traits and dysphoric symptoms may be motivated to change by painful affects.

Impact of Axis 1 and 11 disorders on pre-treatment problem severity

Verheul et al (2000) looked at the impact of Axis 1 and 11 disorders on pre-treatment problem severity. Groups with both Axis 1 and 11 disorders had the poorest pre-treatment status in terms of alcohol, drug, and family / social severity ratings, overall functioning and number of previous psychiatric treatments. The Axis 1 only group had an equally poor pre-treatment status in terms of psychiatric severity rating and patient ratings of distress and need for help. In contrast the Axis 11 only group showed consistently better pre-treatment status than the group with Axis 1 and 11 disorders. The self-reported greater pre-treatment problems with an Axis 1 disorder is thought to provide some support for the idea that it is ego dystonic i.e. something to be got rid of versus Axis 11 which is consistent with the patient's usual self and therefore not recognised as a disorder. There was a non-specific pattern of associations between the two disorders, suggesting the two disorders are not variants of the same condition. 

Borderline Personality Disorder

Borderline personality disorder (BPD) is the most commonly diagnosed personality disorder in inpatient and outpatient settings (Trull et al, 2000). Most patients diagnosed with BPD also meet criteria for another personality disorder. Patients with BPD have a high rate of health service utilisation compared to other personality disorders. Family history studies suggest that BPD aggregates in family members of BPD probands and that mental illness is often found in one or both parents of BPD probands. A home environment characterised by fear, betrayal, and lack of nurturing by reliable caregivers may lead to BPD. Traumatic experiences may lead to neurobiological changes with noradrenergic hypersensitivity and alterations in feedback sensitivity to the hypothalamic-pituitary-adrenal (HPA) axis.  Borderline personality disorder and substance use disorders (SUD) co-occur frequently, regardless of which disorder is viewed as primary. The two disorders are considered to maintain each other. Women are more likely to be diagnosed with BPD than men. Men with comorbid BPD and SUD are more likely than women to present multiple versus single SUDs. Borderline personality disorder is characterised by affective instability. Substances may be used to cope with unwanted negative affective states, in addition to social rejection and tension. In addition to actual temporary relief, the belief that a substance will alleviate negative affective states is a very powerful one. Family conflict and communication problems could be secondary to and not the reason for borderline personality disorder. 

Antisocial Personality Disorder
Low rates of antisocial personality disorder are typically much lower in female substance abusers compared to males. Is this a true difference or an artefact of the diagnostic criteria used? In DSM1 and 11 the formulations of antisocial personality did not specifically require the presence of childhood symptoms. DSM11 childhood criteria focussed on school and home problems, early substance abuse and some aggressive behaviours. DSM111R concentrated more on aggressive acts than DSM111. The first 2 DSMs were considered to focus on absence of particular personality traits such as empathy, appropriate affect. DSM111-R was looking more at specific antisocial acts e.g. fire-setting, cruelty to animals, theft with confrontation and use of weapons. 

The Research Diagnostic Criteria (RDC) have not changed since 1978. Rates obtained using the RDC are usually lower than with DSM (Rutherford et al, 1995). RDC requires evidence that the behaviours occur independently of alcohol or drug use. The most reliable and stable antisocial personality disorder diagnosis for women was found using DSM-111, but for men DSM111-R and RDC were both more reliable systems. This was related in women to the change in the childhood criteria between DSM111 and 111-R. The RDC requires an incapacity to maintain adult, close, responsible relationships, which is more often seen in men than women. Women met fewer of the childhood behaviours even when they were clearly exhibiting adult antisocial behaviours. It is also suggested that childhood difficulties in girls start earlier than boys and that perhaps the start age should be before 13 for females. DSM-1V has included additional non-aggressive, rule violation criteria and has dropped two adult criteria: never monogamous and parental neglect. 

Antisocial personality disorder is hard to assess from a self-report basis because of the illegality of some of the behaviours and the features of lying and deception (Cottler et al, 1998). Collateral informants including legal information help to inform the diagnosis. 

POST-TRAUMATIC STRESS DISORDER (PTSD)

Relationship between PTSD and substance misuse

The following hypotheses to explain the relationship between PTSD and substance misuse are proposed: self-medication of PTSD symptoms, high risk of exposure to traumatic events by substance misusers, substance misusers are at greater risk of PTSD following a traumatic event (Chilcoat et al, 1998). The Bradford Hill criteria are examined. These are a set of criteria to assess aspects of an association that might distinguish between causal and non-causal relationships. These criteria include strength, consistency, specificity, temporality, biologic gradient, plausibility, coherence, experimental evidence and analogy. The only one accepted by the authors as undisputed is temporality. The study looked at a random selection of 1007, 21 to 30 year olds. Ninety five percent completed the initial study in 1989 and the follow-up interviews in 1992 and 1994. Pre-existing PTSD increased the risk of subsequent drug and alcohol abuse and dependence. They did not find evidence that drug and alcohol abuse and dependence increased the risk of PTSD.

The relationship between PTSD and substance misuse is a complex one and is likely to have a range of equally valid explanations in different individuals (Kofoed et al, 1993). Genetic loading and pre-trauma factors may be important as well as the nature of the event in terms of its unpleasantness. As there is little specificity in the use of substance the self-medication hypothesis is viewed as being too non-specific to be helpful. Adrenergic, opioid and serotonergic dysregulation associated with PTSD may make the individual susceptible to substance misuse. Once the substance misuse is established the hyperarousal associated with withdrawal may be very hard to tolerate in someone with PTSD where hyperarousal is already part of the picture. It is recommended that the two disorders are treated simultaneously. Control of anxiety symptoms is paramount. 

PTSD and opiate dependence

PTSD has been linked to continued polydrug use, particularly cocaine during the first three months of methadone treatment (Hien et al, 2000). In a sample of 49 women and 47 men seeking methadone treatment for opiate dependence, 30% of the women reported a history of childhood sexual abuse and 2% of the men. 25% of the sample reported childhood physical abuse. In 60% the first traumatic event occurred before the onset of the substance use disorder. A quarter of the women met criteria for PTSD and 12% of the men, 40% of the women and 29% of the men presented for treatment with multiple drug dependencies, 51% of the subjects dropped out of treatment before 3 months. There was no significant difference in dropout rates for those with or without PTSD. 

PTSD and cocaine

PTSD preceding cocaine dependence is more likely in women than men (Brady et al, 1998). Primary PTSD had significantly more sexual assault than a primary cocaine group with secondary PTSD. In the latter group 12 (75%) described trauma that was directly related to the use or procurement of illicit substances. Those with primary PTSD were more likely to have any Axis 11 disorder. 

SECTION 4 - KEY POINTS

· Bipolar disorder has the greatest risk of any Axis 1 disorder for coexistence of an alcohol or drug disorder

· There is an earlier onset and worse course of illness in those with bipolar disorder and a drug or alcohol disorder than those with bipolar disorder alone

· Bipolar patients with past substance abuse have poorer naturalistic outcomes than those without the history of substance abuse

· There is a large body of literature relating to substance use, misuse and schizophrenia
· People with schizophrenia are three times more likely than those without to abuse alcohol and six times more likely to abuse drugs
· Schizophrenics who use cannabis have a significantly higher rate of rehospitalisation and poorer psychosocial functioning than those who do not

· Comorbid schizophrenics have higher rates of in-patient care and intensive crisis support

· Antisocial personality disorder is hard to assess from a self-report basis because of the illegality of some of the behaviours and the features of lying and deception

· A diagnosis of personality disorder does not necessarily predict poor treatment outcome

· Patients with borderline personality disorder have a high rate of health service utilisation compared to other personality disorders

· Pre-existing post-traumatic stress disorder (PTSD) increases the risk of subsequent alcohol and drug abuse and dependence

· PTSD is a reminder that a history of traumatic events should be worked with during treatment for substance misuse to enable recovery

SECTION 5

CHILDHOOD, WOMEN, VIOLENCE AND SUICIDALITY

These four topics are recurrent themes in the literature and therefore each has a dedicated section. The remit of this review is the population group between 18 and 65, but the inclusion of this literature on childhood is aimed to give a better understanding of some of the pathways and risk factors which may impact on the future development of dual diagnosis.

CHILDHOOD 

Psychiatric symptoms and substance use

Questionnaires eliciting psychiatric symptoms and deviance were administered to twelve year old children, their parents and teachers (Kumpulainen, 2000). The study sample was originally taken from the total population of 11518 children born in 1981 and living in the Kuopio University Hospital District in Eastern Finland. In study 1 questionnaires were given to 1316 eight year old children and 96.4% of the sample returned their questionnaires at least two thirds completed. The same children were sent questionnaires at the age of twelve and 91.2% of the children, 86.8% of the teachers and 89% of the parents completed these questionnaires. At the age of fifteen, 87.6% of the children completed their questionnaire. Adolescents who reported that they had used alcohol 3 or more times during the last 30 days and who also reported that they had been intoxicated 3 or more times during this period were regarded as heavy users. Out of 101 heavy users, 61.4% were girls. Female heavy users were more likely at the age of twelve to exhibit externalising behaviour and hyperactivity at school and at home compared to the females who did not drink heavily at the age of fifteen. The same was seen in the male ''heavy drinkers'' in addition to them having more internalizing behaviour and relationship problems at school. These were not anonymous questionnaires and therefore are expected to underestimate the area of heavy drinking. Dysphoric and depressive symptoms were more commonly reported 3 years earlier in female ''heavy users'' when compared to same sex peers. Thus early life difficulties may predict problematic drinking in adolescents. 

Personality

Child maltreatment contributes to the high prevalence of co-morbid personality disorders in addicted populations. In a study by Bernstein et al, (1998) the Childhood Trauma Questionnaire (CTQ) which assesses five types of maltreatment was used: Emotional, physical and sexual abuse and emotional and physical neglect. The study found high prevalence of childhood trauma in treatment-seeking drug-addicts and alcoholics. The population of 378 predominantly male (85%) substance abusers was assessed using the CTQ and the Personality Diagnostic Questionnaire-Revised (PDQ-R). The sample consisted of 50.3% African-American, 33.7% Hispanic and 13.4% White inner city addicts from backgrounds of urban poverty. Nearly 80% of the sample reported a history of child abuse or neglect. Emotional abuse emerged as a broad risk factor for personality disorders, being associated with anxiety cluster personality disorders and with subclusters associated with mistrust and eccentricity and by impulsivity and affective lability. Emotional neglect was related to traits of schizoid personality disorder. Sexual abuse, which had been expected to predict borderline personality disorder traits, was unrelated to any personality disorder cluster. The low prevalence of women in this sample may account for this lack of relationship or previous studies may have drawn conclusions about the effects of substance abuse whilst failing to control for other co-occurring types of trauma. The ''psychopathic'' subcluster of personality disorders were associated with a history of physical abuse and physical neglect and the ''impulsivity / affective lability'' subcluster with emotional abuse. The authors conclude that childhood victimization may be a common antecedent of both substance abuse and personality disorders, contributing to their high rate of comorbidity. 

ADHD

Attention deficit hyperactivity disorder (ADHD) is considered to persist into adulthood in approximately one in ten cases (Downey et al, 1997). Adults with ADHD have higher rates of antisocial personality disorder and substance use disorders, than adults without ADHD. 

WOMEN

Background

In 1987 the National Institute for Mental Health, USA developed a research agenda on women's health (Alexander, 1996). Separation of gender has demonstrated significant differences between substance use, misuse and psychiatric comorbidity between men and women. This has implications for diagnosis and treatment. Life-styles associated with substance use among women impact upon their sexual health, particularly notable in those women who use crack cocaine. Asymptomatic infections lead to late treatment seeking. Women who misuse alcohol or drugs are more likely than other women to have been exposed to sexual, physical and emotional abuse as children. They are also more likely to initiate conflict as adults. Addiction comorbidity in women with schizophrenia was more important than any factors relating to their schizophrenia in relation to the loss of family support and subsequent homelessness. Addiction then renders the homeless mentally ill woman vulnerable to further abuse. This history of abuse needs to be explored at an appropriate stage during the process of assessment. Women were seen to be more likely than men to use mental health and primary care services for problems associated with their drinking, whereas men would directly access the alcohol specific services. This may explain the late and more severe picture seen in women at presentation to treatment to drug and alcohol specific services. 

Prevalence of sexual abuse

One hundred and eighty women receiving either drug or alcohol treatment or childhood sexual abuse (CSA) counselling were recruited to participate in a study of women's health (Jarvis et al, 1997). CSA was defined as ''an unwanted experience of someone touching you in a sexual way or pressuring you to have sexual contact before the age of 16 years''. Substance abuse was defined as six or more standard drinks per day, everyday use of marijuana, or injecting more than once per week. Paternal substance abuse was reported more often by CSA survivors (54%) than for women who had not been abused (36%). A father or stepfather was nominated as a perpetrator by 46% of the CSA survivors. Nearly fifty percent of the women in the study had attempted suicide. This was greatest in those with CSA who also misused drugs and alcohol. CSA survivors had an increased risk of eating disorders and this behaviour was related to an earlier onset of excessive substance use and alcohol use. Drug and alcohol treatment services should be informed and sensitive to the needs of CSA survivors, especially since women are considered to respond to low self-esteem, more than men do, by increasing their alcohol consumption  (Crome 1997). 

Schizophrenia and Women

Half of those with schizophrenia have a lifetime alcohol or drug use disorder. Women are particularly vulnerable (Gearon et al, 1999). This in addition to the cognitive deficits, poor social skills and social problem solving ability in schizophrenia make for a very vulnerable group of individuals. The lifetime rate of violence against women in the general community in the United States is quoted as between 21% and 34%. This is almost doubled in women with serious mental illness. The HIV seroprevalence in those with severe mental illness (SMI) in the United States is 13 to 76 times greater than that in the general population. People with schizophrenia are significantly more likely than those with other Axis 1 diagnoses to report multiple partners, to have traded sex and to have used drugs in conjunction with social interactions. Neurocognitive impairments are commonly seen in schizophrenia. These can interfere with the ability to accurately evaluate risk or danger. Experiences are not integrated into ongoing processing leading to repetition of risky situations. Substance misuse increases these neurocognitive impairments, particularly in women. A long history of experiencing stigma and social isolation may increase the desire of these women to please those who offer them attention, regardless of the consequences. 

Women have a later age of onset of schizophrenia than men, with higher pre-morbid functioning (Gearon et al, 2000). They are more likely than men with schizophrenia to be married and to have children. Women with schizophrenia and substance use have a more severe course of illness than non-substance abusing women with schizophrenia. The effect of substance use in women is greater than that seen in men. It may be that the women with the worst schizophrenic symptomatology are the ones who are most likely to use substances. 

VIOLENCE and SUICIDALITY

VIOLENCE 

What is the relationship between violence and severe mental illness? 

Is the relationship a result of other sociodemographic variables such as poverty, is it directly related to the psychotic symptoms or is it as a result of comorbid substance abuse? A curvilinear relationship has been demonstrated between violence risk and psychotic symptom severity; the prevalence of violent behaviour generally increased with the number of psychotic symptoms except for those with the most psychotic symptoms where violence risk was relatively low (Swanson et al, 1999). This is felt to be related to the social isolation providing fewer targets for violence and a high degree of cognitive and functional impairment diminishing capacity to carry out violent acts. In addition, those with the most severe illness are most likely to receive treatment, which can prevent violence over time. In a sample of 331 involuntarily detained individuals in North Carolina, 68% had diagnoses of schizophrenia, schizoaffective disorder or other psychotic disorders. Twenty seven percent had discharge diagnoses of bipolar disorder and 5% recurrent unipolar depression, 34% had used illicit drugs, 53% alcohol at least once per month over the 4 months prior to admission. The low frequency of use which was counted in this study seems to relate to the belief that any amount of alcohol or illicit drug use by those with major psychiatric disorders can lead to problems and complicate treatment. Fifty seven percent of the substance users were described as having problems with their drug or alcohol use. Three reports of violent behaviour were collected: a self-report, collateral interview and hospital record. The period studied was the 4 months prior to admission. The combined estimated prevalence of violence was 51%. Violent behaviour was defined as any physically assaultative action towards another person, participation in a physical fight, and/or use of a weapon to threaten someone with physical harm. Family report and hospital records of violence were corroborated by the self-report in less than half the cases. Those between 18 and 29 had the highest prevalence of violence. Having a history of substance abuse gave a significantly higher rate of violent behaviour, as did having a history of criminal victimisation. Eighteen percent of the sample caused injury and/or used a weapon to assault or threaten another person. Violence by females was significantly more likely to occur in the home than violence by males. Males were significantly more likely than women to get involved in violence with strangers. However, more females than males were involved in relationships. Of 65 respondents who got into physical fights, less than half said that they had "hit first". Over half of the sample said they were afraid of being harmed when the violent incident occurred. The authors did not find a significant association between diagnosis or level of psychoticism and violent behaviour in this sample.

Are those with substance misuse and psychosis more at risk of aggression than those with psychosis alone?

In a study to explore whether those with psychosis and substance misuse were more at risk of aggression of offending than those with psychosis alone, there were 27 people in the former group and 65 in the latter (Scott et al, 1998). Media attention on small numbers of cases of fatal acts by those with mental illness has led to an unfair lay perception of people with mental illness. Violence by the severely mentally ill accounts for only a small proportion of the annual number of violent acts in the community. Persecutory delusions are the main mental state factor associated with violence. Subjects were interviewed, their case notes reviewed and their keyworker was also interviewed. Subjects had to meet ICD10 criteria for substance misuse and psychosis or psychosis only. They gave a self-report of their offending as measured by the Criminal profile schedule. This assessment tool covers the areas of theft, fraud, sex, violence, motoring, drugs and drink. Financial gain is also measured. Each person gave a report of assaults and imprisonment. The Brief Psychiatric Rating Scale (BPRS) was completed and the hostility item was used as a self-report of irritability, arguments, threats and violence over the previous two weeks. In using the HONOS the keyworkers assessed the individual's disruptive or aggressive behaviour over the previous two weeks. The individuals with dual diagnosis were more likely to report some form of offence than those with psychosis only - even when excluding those directly related to substance misuse. However, this only reached statistical significance in the case of motoring offences. The study subjects were from a small inner-city population, which limits wider interpretation. Self-report of offending and aggression is not the most reliable measure. Keyworker-rated recent aggressive behaviour showed a substantial association with Black Caribbean ethnicity. The offences and aggressive behaviour reported in this sample were generally minor. Of note was the large number of the psychosis only group who report substance-related offences. This suggests that using such exact criteria may exclude a significant group. This may be due to subject under-reporting, substance use causing more significant problems in the psychotic, than non-psychotic or those lying just below the level of the ICD10 diagnostic criteria. 

Risk Assessment

Risk in terms of harm to self or others, its likelihood and degree are areas which psychiatry is expected to assess in every patient. Self-report can no longer be an adequate source of knowledge concerning the patient's drug use. Informants and laboratory tests are also required. Hair analysis can give a greater insight into the recent months history of drug use. Sixty three patients detained under the Mental Health Act with a primary diagnosis of schizophrenia, who were in conditions of medium security, in the independent healthcare sector, were included in the study (Wheatley 1998). Nurse keyworkers and allocated social workers were involved in the assessment procedure. The social workers were able to add information from family contacts and community social workers. The level of substance misuse was divided into experimental, recreational or dependent. Substance use was more strongly associated with forensic schizophrenic patients than with non-forensic schizophrenic detained patients. 

Medication non-compliance

Medication non-compliance, substance abuse and severe mental illness are linked to violent behaviour (Swartz et al, 1998). It is important to try and identify the relative and combined impact of these specific risk factors. Those with both medication non-compliance and substance abuse problems were more than twice as likely to commit violent acts as those with either one alone. Victimisation is also linked with a greater risk of being a perpetrator of violence, victimisation being part of the subculture of violence and retaliation. 

In a study of 233 substance-abusing schizophrenics and 262 non-substance abusing schizophrenics, the dually diagnosed were rated as both significantly more behaviourally dysfunctional and as being more socially competent (Penk et al, 2000). The dually diagnosed were found to have a high prevalence of violence and childhood trauma.

SUICIDE

Depression and suicidality

Patients with non-psychotic major depressive disorder with the severest suicidality are more likely to be male (Pages et al, 1997). Dysfunctional consequences of alcohol or drug use, high current substance use, and a current diagnosis of substance use disorder were all significantly associated with greater suicidality. Higher anxiety, unemployment and involuntary admission were also associated with increased suicidality. Low 5HIAA (5 hydroxyindoleacetic acid) may be the link between alcohol use, depression, impulsivity and suicide. 

Completed suicide

Drug misuse is over-represented in people who commit suicide (Appleby, 2000). Of 2177 suicides by current or recent psychiatric patients 566 (26%) had a known history of drug misuse. Drug misuse was particularly seen in the homeless population. Prior to their suicide those who were drug dependent had a generally disrupted pattern of care, with higher rates of short admissions and loss of contact prior to suicide. Attention needs to be paid to reducing the prescribing of highly toxic psychotropic drugs in such a group e.g. dothiepin.

Suicide attempters in a substance abuse population are more likely to be female, have additional psychiatric diagnoses, higher addiction severity index scores, abuse more substances especially alcohol and sedatives than non-attempters (O'Boyle et al, 1998). They also have significantly higher neuroticism and borderline scores. 

Alcohol and suicide

In an epidemiological survey in the United States, current drinkers, of whom there were 18,352, were defined by an intake of at least 12 alcoholic drinks in the year preceding interview (Grant 1999). The respondents were asked as to whether they had a) thought about suicide and b) felt like they wanted to die in the preceding 1 year. Six percent of the men and 6.9% of the women reported suicidal ideation during the past year. The strongest predictor of suicidal ideation, for both men and women, was the presence of major depression during the past year. Alcohol dependence without major depression increased the risk of ideation two-fold. Major depression without alcohol dependence increased the risk twelve-fold. Men and women who experienced suicidal ideation were younger, drank more, had lower incomes, were less likely to be married, more likely to have used drugs and developed a drug use disorder during the previous year. Ideators were more likely to be younger at the time of their first drink, more likely to have a family history of alcohol dependence, to have a physical illness and to have a history of substance misuse treatment or treatment for a depressive disorder. For men suicidal ideators were significantly less likely than non-ideators to have children under the age of 14 years living at home. 

Drug use and suicide

Oyefeso et al (1999) examined suicide trends among registered drug addicts in the UK over twenty five years. Suicide rates declined over the twenty five years, but were still higher than the general population rates. Antidepressants and methadone increased as a means of overdose. The authors recommended that antidepressants should only be prescribed in appropriate quantities when there is a clear diagnosis of depression. 

SECTION 5 - KEY POINTS

· Early life difficulties may predict problematic drinking in adolescents

· Childhood maltreatment contributes to the high prevalence of comorbid personality disorder in addicted populations

· Adults with ADHD have higher rates of antisocial personality disorder and substance use disorders, than adults without ADHD 

· Women present later to drug & alcohol services than men

· Women have higher rates of comorbidity than men

· Women who misuse alcohol or drugs are more likely than other women to have been exposed to sexual, physical and emotional abuse as children. They are also more likely to initiate conflict as adults

· Women with CSA have higher overall levels of psychological distress than drug/alcohol clients without CSA

· Violence by the severely mentally ill accounts for a small proportion of the annual number of violent acts in the community

· Medication non-compliance, substance abuse and severe mental illness are linked to violent behaviour

· Substance misuse is over-represented in those who commit suicide
· The recognition and treatment of depression is the most single important intervention in reducing suicidal behaviour

SECTION 6

TREATMENT 

This section reviews types of treatment documented in the literature, for the adult comorbid population. Given the heterogeneity of comorbidity, these treatments may only be appropriate for the specific group referred to in each paper.

TREATMENT MODELS

Neither addiction treatment settings, nor mental health settings are best suited to the mentally ill, chemically abusing and addicted (MICAA) (Sciacca, 1991). The MICAA treatment model was developed in 1984. The treatment groups are implemented as a component of existing mental health treatment or part of an integrated programme exclusively for MICAA. MICAA groups take place once or twice per week, lasting forty-five to ninety minutes with groups of eight patients. The process begins by engaging the client to the area of substance abuse. Rules are set regarding safe engagement, leading to exclusion for violent behaviour and intoxication or dealing. Denial is dealt with by on-going education and expressions of concern. If the person still does not accept that they have a substance abuse problem, they are encouraged to join the group to support the others seeking treatment for their substance abuse. They are advised that they will find people in the group at different stages of acceptance of a substance abuse problem. The expectation is that over the weeks the level of denial will decrease to the stage where the person will talk about his or her own substance abuse. The role of the group leader is to get the group to look at the negative and positive aspects of their experiences with substances. The next step would be a gradual move towards abstinence with the support of the group. Twelve step recovery programmes are recommended. The author reports that many MICAA clients who have attended these programmes have attained long-term abstinence - more than one, two or three years. Others have been maintained in the community at a functional level that far surpasses their previous frequent recidivism and is felt to be as a direct result of their increased control of their substance abuse. Family support and education for mental illness is well established, whereas a gap in the addiction field has lead to MICAA-NON, a programme for families and friends of MICAA.  MICAA-NON was established in 1987. The groups go through a series of educational discussions, as well as allowing an open forum of discussion. A peer support group has also been established, monitored by a professional who remains on the premises to support the peer leader. 

Patient matching

Patient matching refers to the assumption that assigning patients to specific treatments, based on the patients' personal characteristics and needs, will enhance outcomes. In looking at the difference between substance misusers in cognitive behavioural treatment and 12-step treatment, patient matching was not able to predict one year outcomes (Ouimette et al, 1999).
In-patient Treatment

The majority of papers reporting on treatment programmes come from the United States. They range from integrated to entirely separate psychiatric and substance misuse treatment. In-patient psychiatric admissions are an opportunity for addressing substance misuse. Staff on an acute psychiatric ward in the United States initiated a psychoeducation therapy group addressing the issues related to comorbidity (Post Ahrens, 1998). They evolved the following principles for treatment of comorbidity on an acute psychiatric ward:

1. Patients are experts in their experience of their own illnesses and are responsible for managing them in such a way as to find a positive place in society.

2. Staff members are partners and collaborators with dual disorder patients. They have confronted their own attitudes and behaviours relating to alcohol and drugs.

3. Addressing substance abuse and mental illness concomitantly wherever the patient is receiving treatment destigmatises both disorders and demystifies recovery from these illnesses as well.

4. "Success" for persons with dual disorders includes lengthening periods of mental instability and sobriety, and/or less severe episodes of relapse from both, or either disorder's outcome. 

5. Integrated multidisciplinary work, medication regimen, psychoeducation, milieu and ward policies addressing dual disorders empower patients to make decisions affecting recovery.

The educational goals were delivered in a weekly 45-minute class and in two 1-hour weekly psychoeducation-process groups of eight patients each. The length of stay was approximately 14 to 21 days. 

Inpatient substance abuse treatment can assist dual diagnosis patients to gain more adaptive coping skills (Moggi et al, 1999). However, this effect deteriorates by 1-year follow-up, although not to the pre-treatment level. Outpatient follow-up and 12-step involvement increases the chance of abstinence at 1-year follow-up. Treatment for those with dual diagnosis needs to be long-term as removal of input can lead to a rapid decline in function (Goldsmith, 1999). 

Bellevue Hospital in New York has set up a model treatment programme for those with comorbidity (Galanter et al, 1994). The dual diagnosis ward is a 27-bed acute psychiatric ward. Those who are admitted meet criteria of danger to self or others in addition to a substance problem. The therapeutic programme includes psychoeducational groups focussing on such topics as relapse prevention and AIDS. AA and NA groups are held daily. Discharge planning groups focus on addiction aftercare. Individuals are introduced to staff and patients from the other two units in the treatment system. A token economy model is used. Four in-patients whose acute symptoms have resolved are peer raters. Attendance at meetings and adherence to ward routines is seen as paramount to positive progress. The tokens can be used to obtain snacks and enhanced entertainment privileges on the ward. The next step is a 30-bed residential unit, with strict abstinence and peer-led support. The residents are responsible for the day to day running of the unit with professional support. The third part of the system is the ambulatory day programme, which supports 40 patients daily. It treats psychiatrically impaired cocaine addicts and perinatal cocaine abusers. Patients are actively involved in the planning of the programme and liaise with other components of the treatment system, to improve the transition for individuals between the different programmes. Urinalysis is an integral part of the programme and the results are discussed in daily meetings. The programme was awarded the "Gold achievement award" of the American Psychiatric Association to the Division of Alcoholism and Drug Abuse for "outstanding achievements in developing innovative models of treatment".

Early Unplanned Discharge

Early unplanned discharge is a feature of comorbidity. In a New Jersey locked dual diagnosis ward which accepts voluntary and involuntary admissions, the pattern of discharge was investigated (Greenberg, 1994). There were 316 admissions to the unit over a 24-month period. One hundred and nineteen of these resulted in irregular discharge. Sixty one (51%) were discharges against medical advice, 27 (23%) absconded, 19 (16%) were administrative discharges for bringing contraband onto the unit, disrupting others' treatment and 12 (10%) discharges to other psychiatric units for patients who were too clinically unstable to be managed in the dual diagnosis programme. The irregular discharges differed in that they were younger and were more likely to have a Cluster B personality disorder (antisocial, borderline, histrionic, narcissistic). This was almost entirely due to antisocial personality disorder. The attending doctor was significantly associated with the likelihood of irregular discharge. Those who left within the first week were significantly less likely to have any known legal involvement or any Axis 1 disorder. The data was assessed using a retrospective chart review process. The limitations of this in terms of comprehensiveness of entries are stressed. Caution is also advised in that a diagnosis of antisocial personality disorder may be more likely to be given to a person who does leave treatment early. The unit almost always defers Axis 11 diagnoses at admission. No temporal clustering of the discharges was found. The service has now instituted a 2-track programme, with a higher-functioning group programme for better organised patients in order to try and address the challenge of mixing psychotic and personality disordered individuals.

Outpatient treatment

Double trouble in recovery is a 12-step programme in the United States for those with comorbidity. It was started in 1989 in New York and by 2000 there were over 100 groups across the United States. It is an important group for those who find that their mental illness means that they feel uncomfortable attending AA (alcoholics anonymous) or NA (narcotics anonymous) groups. In a study of 310 attendees in New York three areas were rated as very difficult to deal with (Laudet et al, 2000). These were dealing with feelings and inner conflicts, socioeconomic issues (work and money problems), and the maintenance of sobriety. Significant value was put on the ability to work and the difficulty of those with comorbidity to obtain and maintain work and the attitudes towards them. A pattern of very low self-esteem was evident in these individuals.

Assertive Community Treatment
Success of treatment programmes has been shown to relate to the extent to which those carrying out the treatment are faithful to the original treatment design (McHugo et al, 1999). This is demonstrated in the assertive community treatment programmes in the New Hampshire dual disorders study. 

Assertive community treatment (ACT) in the homeless mentally ill can significantly improve medication compliance (Dixon et al, 1997). However, although this leads to a reduction in psychiatric symptoms, it does not alter days in permanent housing, jail or hospital. 

ACT teams provide direct substance abuse treatment, non-confrontational, behaviourally oriented treatment directed toward achieving abstinence, groups for the stages of persuasion and active treatment and a clear team focus on dual disorders (Clark et al, 1998). ACT teams had substantially smaller caseloads than the standard case management (SCM) programmes (12:1 versus 25:1). SCM provided less individual treatment for substance abuse, did not have a team focus and gave a less intensive service. Over the three-year study period the cost differences measured from many perspectives were not significantly different between the two models. ACT in-patient costs were not significantly lower than SCM costs. During the first two years SCM was more efficient than ACT. During the third year the relationship reversed. 

Integrated Treatment

Drake et al (2000) advocate integrated treatment programmes, rather than expecting individuals with complex needs to access and remain in treatment with two services that may have conflicting philosophies. This group is seen as having heightened sensitivity to the effects of psychoactive substances. They are relatively unlikely to develop the physiological syndrome of dependence or to develop medical sequelae of substance use disorder. Half choose abstinence, being unable to sustain moderate drug or alcohol use without negative consequences. In addition it is felt that individuals with severe mental illness and substance use disorder comorbidity are unlikely to be able to return to social or recreational use of alcohol or other drugs. People with severe mental illness are also more likely to be placed in settings and situations where they have access to drugs compared to those without severe mental illness. Rather than the concept of self-medication those with severe mental illness and substance use often report that substance use enhances social opportunities, helps them deal with boredom, anxiety and dysphoria, and is an important source of recreation. A four stage model of treatment is proposed: engagement (no regular contact with dual-diagnosis clinician), persuasion (contact with clinician but no reduction in substance abuse), active treatment (significant reduction in substance abuse) and relapse prevention (no problems with substance abuse in past 6 months). The first and perhaps most difficult stage for the clinician involves focussing on regular contact and attending to the basic needs of the individual. Most programmes focus on education, harm reduction and increasing motivation rather than abstinence. Supported education and employment have been found to be more acceptable to individuals than day treatment programmes or sheltered work. 

Integrated treatment for comorbidity has been advocated in the United States and is defined as described below:

What is integrated treatment?

· The patient participates in one programme that provides treatment for two disorders - severe mental disorder and substance use disorder.

· The patient's mental disorder and substance use disorder are treated by the same clinicians.

· The clinicians are trained in psychopathology, assessment and treatment strategies for both mental disorders and/or substance use disorders.

· The clinician offers substance abuse treatment tailored for patients who have severe mental illnesses. These tailored treatments differ from traditional substance abuse treatment.

How is it different from traditional substance abuse treatment?

· Focus on preventing increased anxiety rather than on breaking through denial 

· Emphasis on trust, understanding and learning rather than on confrontation, criticism and expression.

· Emphasis on reduction of harm from substance use rather than on immediate abstinence.

· Slow pace and long-term perspective rather than rapid withdrawal and short-term treatment.

· Provision of stage-wise and motivational counselling rather than confrontation and front-loaded treatment.

· Supportive clinicians readily available in familiar settings rather than being available only during office hours and at clinics

· 12-step groups available to those who choose and can benefit rather than being mandated for all patients

· Neuroleptics and other pharmacotherapies indicated according to patients' psychiatric and medical needs rather than being contraindicated for all patients in substance abuse treatment. 

· Some programme components specifically address substance use reduction as a central focus of programming. Components focus especially on integrated treatment.

What are the features common to integrated and traditional treatment?

· Substance abuse group interventions

· Specialised substance abuse assessment

· Case management

· Individual counselling

· Housing supports

· Medications and medication management

· Family psychoeducation

· Psychosocial rehabilitation

Intensive treatment is defined as multiple interventions daily, for several hours each day, over a period of weeks or months (Drake et al, 1998). Various studies reviewed showed minimal evidence for sustained improvement once treatment stopped and the overall costs are prohibitively expensive. Even in integrated treatment patient:keyworker ratios are described as being as low as eight patients per keyworker caseload which has a significant financial investment implication, although the better outcomes may later offset the initial investment. Assertive outreach and motivational interviewing are felt to be significant in the improvement in the outcome of integrated treatment programmes. Studies longer than 2 years with control groups provide the best data. Self-reported drug use should be accompanied by a form of laboratory screening. 

Integrated services, which also provide housing, have been found to be effective in terms of housing stability, reduction in alcohol use and further progress in substance misuse recovery than a parallel treatment approach (Drake et al,1997).

Dual diagnosis is an issue for nursing staff both in mental health and general nursing settings (Gournay,1997). Patients with dual diagnosis may be frequent Accident and Emergency attenders. Gournay et al, present an excellent review of the subject matter in their 1997 paper. The authors consider as to whether integrated or separate services are better. In favour of separate teams is the fact that they may be able to retain and refine their skills. With separate services access to treatment may take longer, going through primary and general adult secondary care. Acute assessment may not be available. Patients seeing two sets of clinicians may lead to a degree of splitting. This population is likely to be a long-term user of psychiatric services, increasing the case loads for the future in an already stretched workforce. 

Alcohol dependence, comorbidity and service utilisation

Of interest, in a study by Wu et al (1999) in Baltimore patients with a psychiatric disorder who had no alcohol dependence symptoms were about three times more likely to utilise services than those with one or two symptoms of alcohol dependence. No differences in likelihood of service utilisation were found between those having only an alcohol disorder and persons having a non-alcohol psychiatric disorder, nor between those having comorbid alcohol disorders and those having comorbid non-alcohol disorders. Persons with comorbid disorders are more likely to be in treatment than those with a single disorder. White females were greater users of services irrespective of a recent loss event, whereas experiencing a loss event increased the likelihood of service use among non-white men and women.

INTERVENTIONS

Psychological Interventions

Psychotherapy

Sequential six-month therapy groups noted sequential improvements in outcome from Group 1 to Group 4 (Ho et al, 1999). The intensity of assertive case management and the increasing experience over time of those running the programme, was felt to have a major impact on the improvements in outcome over time. Sixty percent of the patients in Group 4 maintained sobriety for at least one month compared with 30% of the patients in Group 1. In the sixth month of treatment 20% of the patients in Group 4 were abstinent compared to none of those in Group 1. There was a decrease in all groups in psychiatric hospital utilisation after entry into the groups but no difference between Groups 1 to 4. Alternative explanations for the improvement over time are the greater availability of other community resources and improvements in medication tolerability. 

In order to look at the impact of type of treatment in those with a substance use disorder and a personality disorder, one group operated on a disease-and-recovery approach emphasising the underlying biological vulnerability. It was closely linked to the AA / NA model (Fisher, 1996). The second group looked at acceptance of cognitive, behavioural and affective responsibility for substance use and abuse, and the relationship between substance abuse and mental illness. A third group was a usual treatment comparison group. Each group met for 45 minutes, three times per week for four weeks. Of 44 subjects who began the project, 38 completed the study. Half of the sample had a Cluster B personality disorder, 15 being antisocial personality disorder. Eighteen subjects had a Cluster C personality disorder, 13 being avoidant type. None of the subjects were diagnosed as having a Cluster A personality disorder. In an outpatient setting the cognitive-behavioural group was statistically superior in reducing severity of alcohol use, reducing problems in the area of social and family relations and reducing psychological problems. Both experimental models were more effective in the in-patient setting than the comparison group in reducing alcohol use and the severity of problems in social and family relations. The authors recommend group therapy as an effective and economic model of treatment. 

Motivation to change in a comorbid population can be enhanced by looking at substance-related losses (Blume et al, 2000). In a comorbid population the losses may equally be as a result of the mental health problems. Identifying recent losses seems to be more important in enhancing motivation to change than the actual frequency or importance of the loss. The authors also suggest that looking at anticipated gains from substance use may be a more powerful motivator than focussing on loss. 

Motivational Interviewing

Attendance at the first psychiatric outpatient appointments post-discharge is notoriously poor (Swanson et al, 1999). This is even more marked in those with comorbidity. Greater therapist-patient collaboration and flexibility in treatment planning is seen to increase treatment adherence and improve clinical outcomes. Motivational interviewing minimises the role of confrontation and selects as targets for change only those behaviours mutually agreed upon. In a comparison of standard treatment (ST) versus standard treatment plus motivational interviewing (ST/MI) psychiatric patients with and without a comorbid substance use disorder were compared. The latter group received a 15-minute feedback session on their readiness to change scores, at the beginning of their admission. They also received an hour-long motivational interview 1 or 2 days before discharge. Although more non-substance abusing patients with a psychiatric disorder from the ST/MI attended their first appointment than those from the ST group this did not reach significance. The difference did meet significance in the comorbid group, showing a positive effect for the combination of ST/MI. 

Case management may paradoxically increase the number of days spent in hospital if the community-based facilities are not well established (D’Ercole 1997). The intensive work of case management may identify problems that could go undetected in standard care. Women and those with physical health problems have been found to use large amounts of case management time. 

Pharmacological Interventions

Pharmacological Treatments

Medication management is an important part of any treatment programme. Meeting with a pharmacist and a psychiatrist to discuss how well medications are working and to describe any side effects occurring has the added benefit of regular monitoring of compliance (Sloan et al, 1998). Interventions such as this on two occasions per week can have a significant effect on substance use, psychiatric stability and length of hospital stay. 

Nefazodone may be a useful antidepressant where sedation is required and where Selective Serotonin Reuptake Inhibitors (SSRIs) cause problematic sexual dysfunction (Hamilton et al, 1998).  Nefazodone is a potent blocker of serotonin and norepinephrine reuptake and is an antagonist at the 5HT2A receptor. Nefazodone is thought to increase REM sleep. In patients on methadone, which is mainly metabolised by the cytochrome P450 enzyme 3A4, nefazodone leads to an increase in plasma levels of methadone. Nefazodone is the most potent inhibitor, of this enzyme, of any of the antidepressants. 

Imipramine has been shown to have a robust effect in methadone maintenance patients with current depression (Nunes et al, 1998). There is some reduction in craving, but the treatment effect on substance use was not as robust as the antidepressant effect. In addition, the substance use improved before depression in treatment responders. Methadone increases the levels of tricyclic antidepressants and vice versa, which may account for the improvements seen.

The efficacy of an SSRI was studied in a subsample of 22 depressed marijuana-using alcoholics, out of a total of 51 depressed alcoholics (Cornelius et al, 1999). The diagnosis of depression was made after detoxification and a one-week washout period. Eleven of the group received fluoxetine and 11 placebo. During the course of the study marijuana use decreased in the fluoxetine group and increased in the placebo group. Fluoxetine also reduced the level of depression and alcohol intake. The significant effect in reducing marijuana intake has led the authors to suggest that fluoxetine may have a specific anti-marijuana effect. 

Controversial, unethical, but fascinating! Methadone as a treatment for schizophrenia is suggested in a case series of just seven patients in 1985 (Brizer et al, 1985). The patients had been on 800-4800mg of chlorpromazine equivalents per day. The trial was a 3-week single crossover study adding either methadone or placebo to the neuroleptic drug. Five patients reached a maximum daily dose of methadone of 25 or 40mg after 2 weeks of incremental dose increases. Adjunctive methadone resulted in a clinically modest but statistically significant improvement in the sample. They hypothesize that the improvements may be due to a specific antipsychotic effect of methadone, an anxiolytic effect of methadone, or synergism between neuroleptic and methadone. Amazingly, there is no discussion about the ethics of such a treatment. 

TREATMENT FOR SPECIFIC TYPES OF SUBSTANCE USE

Smoking and Treatment

The prevalence of smoking in psychiatric patients in the United States is 50%, compared to 25 to 30% in the general population (Rosen-Chase et al, 1998). More than 80% of patients with schizophrenia, bipolar disorder and alcohol or drug dependence also smoke. Psychiatric disorders are associated with low smoking cessation rates. A smoking cessation programme, "Healthy Choices" was introduced as part of a dual diagnosis inpatient treatment programme. The group met weekly for one hour with mandatory attendance for all patients. Patients could be prescribed nicotine replacement therapies. A motivational enhancement approach was used where smoking cessation is an encouraged decision rather than enforced abstinence. Internal conflict occurred for one of the group leaders who was unable to stop smoking and subsequently relinquished group leadership. It is well recognised that staff who smoke are less likely to advise patients to stop smoking or may not be as effective as non-smokers in counselling patients on smoking cessation. Staff were more likely to interrupt this group than other groups on the unit. Most individuals make five or more attempts to stop smoking before they are successful; the expectation would be that it would take more attempts in a comorbid population. 

Alcohol and Treatment

Fifty one patients with major depressive disorder and alcohol dependence were randomised to receive fluoxetine or placebo in a 12 week double-blind parallel group trial (Cornelius et al, 1997). Low levels of serotonin are implicated in depression, suicidality, alcoholism and impulsivity. Fluoxetine may not be useful for reducing alcohol intake in non-depressed drinkers, but can reduce the intake and improve the mood of those with comorbid depression and alcohol dependence. The antidrinking effect is not interpreted to be a direct result of the antidepressant effect.

The combination of an antidepressant and naltrexone or acamprosate will be useful in some patients (Farren et al, 1999).

Opioids, cocaine and Treatment

Ninety four patients meeting DSM-111-R criteria for opioid and cocaine dependence were recruited to participate in a 12 week, randomised clinical pharmacotherapy trial for cocaine abuse treatment (Ziedonis et al,1991). Patients had been stabilised on methadone for an average of eight months. Four were diagnosed with depression and 16 with dysthymia; they were randomised to treatment with amantadine, desipramine and placebo. Patients had used heroin for an average of nine years and cocaine for an average of eight years. The reduction in cocaine use was significantly greater in the treated depressed group compared to the placebo treated depressed patient groups. Cocaine craving was also significantly reduced in the treated groups. The use of medication and the conflict with the philosophy of the 12-step programmes is discussed. Role-play is used to help individuals respond to the challenges made to their medication status. 

Poor adherence to outpatient treatment is a major problem in cocaine users (Daley et al, 1998). Motivational therapy shows superior efficacy in this group compared to a less structured supportive follow up. Motivational therapy utilises FRAMES; Feedback to the patient on substance use and mood problems, emphasising personal Responsibility for change, providing Advice on how to change, providing a Menu of change options, being Empathic towards the patient and facilitating the patient's Self-efficacy or optimism regarding positive change. 

Depressed cocaine users respond better to cognitive behavioural relapse prevention than supportive clinical management in terms of periods of abstinence, but not in terms of their depression (Carroll et al, 1995). Desipramine was effective in alleviating depression but did not reduce cocaine use in depressed or non-depressed cocaine users.

Alcohol, cocaine and treatment

Better treatment retention was seen in the drinkers when they received intensive behavioural counselling combined with incentives contingent on cocaine abstinence (Heil et al, 2001). Disulfiram has been used to decrease the use of alcohol and cocaine in those who use both substances. 

TREATMENT FOR SPECIFIC PSYCHIATRIC DISORDERS

Bipolar affective disorder and treatment 

In an examination of the course of substance abuse syndromes, post-traumatic stress disorder (PTSD), obsessive compulsive disorder (OCD) and other anxiety disorders, in bipolar disorder 77 patients were studied during the first 12 months after a psychiatric hospitalisation (Strakowski et al,1998). Sixty (78%) of the 77 patients completed the entire 12-month study. The completers were significantly less likely to have a co-occurring drug abuse syndrome. Just 4 (7%) of the 12 month completers had their principal diagnosis changed. Three were switched to a diagnosis of schizoaffective disorder, bipolar type, due to persistent psychosis after resolution of mood symptoms. One patient originally diagnosed with mixed state bipolar disorder and co-occurring PTSD, was changed to a principal diagnosis of PTSD. The majority of patients with a history of substance abuse resumed drugs and alcohol within the first month after discharge. In 70% the substance abuse predated the bipolar disorder by 1 year. Obsessive compulsive disorder was commonly seen; it is felt to represent a depressive equivalent for some bipolar patients. PTSD was seen as a separate disorder and the rates were high in bipolar affective disorder patients. 

Sodium valproate or carbamazepine have shown greater efficacy than lithium in mixed manic states in comorbidity (Brady et al, 1995, Goldberg et al, 1999).

Schizophrenia and Treatment

Models of treatment

Six hundred and eight patients with a diagnosis of schizophrenia or schizoaffective disorder, were treated in a unit with an integrated dual diagnosis treatment programme (Ries et al, 2000). Leaving against medical advice was significantly associated with substance use. Those with a dual diagnosis were more likely to be male, younger and homeless and to have a history of assaultative behaviour. However, the dually diagnosed had a significantly lower number of involuntary admissions. The dual diagnosis group was significantly more suicidal on admission. On discharge the dual diagnosis group on average was rated as having less severe hallucinations and delusions. Dually diagnosed patients had significantly shorter stays i.e. 30% shorter. 

Those with schizophrenia who have a cocaine use disorder can be successfully treated alongside those without comorbid mental health problems; they may even have a better outcome. Bellevue Hospital in New York has a "Recovery" cocaine clinic, which involves 5 day per week attendance, 6 hours per day. The groups are run with minimal confrontation and are led primarily by abstinent patient peers. The programme is flexible to accommodate the fact that in the beginning patients may have limited social skills. Help is given in finding housing. Participation in 12-step programmes is encouraged. The Friday relapse prevention group looks with patients at what they will be doing over the weekend in order to reduce the risk of drug use. Urinalysis is carried out on a regular basis and used as an outcome measure (Galanter et al, 1996).

Integrated Model

Residential treatment

Homeless mentally ill chemical abusers (MICAs) are a heterogeneous group. Comorbidity in the homeless population reaches a figure of about 50%. Homeless MICAs were assigned to one of three types of community residence: (a) modified therapeutic community – moderate intensity (b) modified therapeutic community – low intensity (c) treatment as usual in Brooklyn, New York. Of the 342 subjects 19% had an Axis 1 (serious) diagnosis plus Axis 11. Eight percent had an Axis 11 diagnosis without an Axis 1 diagnosis. Thirty percent had an Axis 1 (serious) without an Axis 11 diagnosis. Eighteen percent had a non-serious Axis 1 diagnosis and 25% had no diagnoses. Sixty two percent had a current substance abuse diagnosis and almost all had a lifetime diagnosis. The more severe the psychiatric disorder, the greater the chance of a substance abuse / dependence disorder. As residential instability increased frequency of alcohol intoxication and number of substances used increased as did the number of sex partners and criminality. On a positive note, greater residential instability was correlated with greater motivation and receptivity to treatment (De Leon et al, 1999). 

Pharmacological treatment

If effects of antipsychotics are part of the reason for drug and alcohol use in schizophrenia, then do the newer antipsychotics, with fewer side effects lead to less comorbidity (Buckley, 1998)? Clozapine has been found to have an effect in reducing smoking rates in schizophrenia. It has also been linked with a reduction in alcohol intake in schizophrenia. The relationship may be as a result of improvement in mental state or a direct anti-craving effect of the clozapine. The mesolimbic dopamine system is associated with motivational states and is implicated in reinforcing the actions of most drugs of abuse. Nicotine, alcohol and cocaine increase extracellular dopamine levels. Clozapine’s greater affinity for D1 and lesser affinity for D2 receptors than the older antipsychotics may modulate the activity of the receptors involved in drug craving. Clozapine has the benefit of ensuring regular contact, due to the requirement for blood monitoring. 

Flupenthixol decanoate has been suggested as a treatment for both schizophrenic cocaine users, both as an antipsychotic and an antidepressant (Levin et al, 1998).

Olanzapine as a treatment which has shown to be effective for the negative symptoms of schizophrenia and to have a mild side-effect profile (Glazer 1997). It may be better tolerated by those with comorbid substance misuse and psychotic disorders, than older antipsychotics. 

In a retrospective survey of all patients treated within the clozapine clinic at the Massachusetts mental health centre from 1991 to 1997, 43 had comorbid substance use disorder and schizophrenia or schizoaffective disorder (Zimmet et al, 2000). Twenty eight had been misusing substances at the time of initiation of clozapine. None of those who had a history of substance misuse prior to clozapine relapsed during their time on clozapine. There was a significant decrease in alcohol and drug use whilst on clozapine and a decrease in global clinical symptoms. The retrospective nature of the study may have led to a recall bias on behalf of the clinicians, reporting greater improvement in the substance misuse than there actually had been. The improvement may be as a result of the improvement in the psychotic symptoms, due to there being fewer side effects or to a direct effect of the clozapine on the substance misuse 

Personality Disorders and Treatment

Treatment Models
Cognitive behavioural therapy is seen as the treatment of choice for personality disorders and substance misuse. Use or relapse may be triggered by such factors as interpersonal conflict, social pressures, negative affect states, withdrawal symptoms and craving. Adding a personality disorder to these triggers increases the vulnerability to use or relapse. Dual focus schema therapy (DFST) is a 24-week manualised treatment programme for those with comorbid substance abuse and personality disorder. Topics include:

a)
functional analysis of substance use and self-monitoring of high-risk situations

b) 
coping with craving and thoughts of using 

c)
strategies for identifying, avoiding and coping with environmental and internal cues for drug use

d) lifestyle modification to promote development of constructive behavioural alternatives to substance use

e) 
working through dysfunctional cognitions such as "seemingly irrelevant decisions". The authors acknowledge that even 12 months of treatment is too short a period of time to address longstanding maladaptive patterns of viewing self and relating to others and severe addiction (Ball, 1998).

Twenty eight women with borderline personality disorder and substance abuse were assigned to dialectical behaviour therapy (DBT) or treatment as usual (TAU) (Linehan et al, 1999). Dialectical behaviour therapy comprises strategies from cognitive and behavioural therapies and acceptance strategies adapted from Zen teaching and practice. There is validation and acceptance of the patient, whilst attending to behavioural change. The programme consisted of weekly 1-hour individual psychotherapy, group skills training session 2.25 hours, skills coaching phone calls with the primary therapist when needed and weekly team meetings of all therapists. This was compared with "treatment as usual" (TAU) where individuals were referred to substance abuse and/or mental health counsellors and programmes in the community, or were allowed to continue with individual therapists if they were receiving services at the time of the pre-treatment assessment. A significantly higher proportion of drug and alcohol abstinence days was seen in those assigned to DBT over a 16-month period. Group therapy was rare for TAU subjects. DBT individuals received significantly more psychotherapy than TAU individuals. Treatment retention was greater for the DBT group. The authors acknowledge the small sample size and the fact that the increased time spent with the individual in DBT may have been the positive factor and not that DBT in itself is more efficacious. However, this was the centre that developed the treatment and has previously shown it to be effective. 

Post-traumatic Stress Disorder and treatment

Treatment models

Substance dependent posttraumatic stress disorder therapy (SDPT) uses a manualised cognitive behavioural approach to address the two disorders (Triffleman et al, 1999). It is an outpatient two phase, 20-week individual therapy. Phase 1 lasts 12 weeks with the emphasis being on a) the establishment of abstinence and b) psychoeducation on and attention to PTSD symptoms, and the interactions between PTSD and the expression of substance abuse within the individual. In Phase 11, which lasts 8 weeks, the emphasis is on the treatment of PTSD. Although initially the requirement was abstinence for 2 weeks prior to transition to Phase 11 it became clear that it was not realistic. This was changed to a position of significant clinical progress in decreasing substance abuse and capacity to tolerate the negative affects arising during Phase 11. Patients with other psychiatric disorders should be stabilised on medications for at least 8 weeks. Schizophrenia is a contraindication to the therapy. The topics included during Phase 1 are: a) introduction to SDPT b) coping with craving c) relaxation training d) anger awareness and management e) depression and managing negative thoughts f) handling emergencies g) HIV awareness h) assertiveness training i) social supports. Each module lasts one to four sessions. Phase 11 looks at PTSD and the therapist and patient draw up a hierarchical exposure list and undertake in-session and in vivo exposure. SDPT is designed as a 5- month treatment and termination is seen as an essential integral part of the work. 

WOMEN AND TREATMENT

Residential treatment

Women have higher rates of comorbidity than men and are more likely to have an additional history of physical and sexual abuse (Brown et al, 1999). Retaining women in treatment can be difficult. Five hundred and seventy seven women who were receiving residential substance abuse treatment, with their children, were studied over a six-year period. The average length of retention in treatment was 213.9 days. Those women with higher levels of burden are more likely to drop out in the early stages of treatment. However, if they make it through the initial stages of treatment they are more likely to be retained in treatment because their treatment needs are highest. The level of burden is a combination of psychological / psychiatric problems, physical health problems, substance use and residential stability. Women diagnosed with severe mental illness were more likely to leave treatment earlier. The transition from community to a structured programme may be too much for someone with bipolar affective disorder or schizophrenia. The pre-admission planning with visits to the project, with a key worker, may help to improve the success of this transition. After being in treatment for more than 180 days the women were almost six times as likely to be clean and sober and almost five times as likely to have plans to get a job or attend college, than those who had left before 180 days. 

SECTION 6 - KEY POINTS

· Early unplanned discharge is a feature of comorbidity 

· Emotional and socioeconomic issues are the main challenges to recovery

· Better general and substance specific coping skills predict better outcome

· Assertive community treatment increases medication compliance 

· Efficiency of assertive community treatment improves over time

· Integrated treatment presents fewer hurdles to treatment access

· Integrated treatment programmes have the potential to engage patients with dual diagnosis, reduce substance abuse and attain remission

· Treatment needs to be integrated and community based to be effective

· Case management will not make a difference without adequate community facilities

· Some patients achieve stabilisation of psychiatric symptoms and cessation of drug use on two contacts per week 

· Support is essential to maintain those with dual diagnosis in residential accommodation 

· Motivational interviewing is an essential part of treatment. It improves treatment adherence and completion

· Individuals without comorbid psychiatric disorders may take five attempts to stop smoking; the expectation is that it would take longer in those with a comorbid psychiatric disorder

· Fluoxetine is effective in reducing symptoms of depression and alcohol consumption

· Poor adherence to treatment is a major problem in cocaine users

· Those with psychosis and substance use recover more quickly on admission than those without comorbid substance use

· Clozapine has been found to reduce rates of smoking and drinking in schizophrenia

· Severe mental illness does not predict worse treatment outcome - this conflicts with current thinking

· After being in treatment for more than 180 days women were almost six times as likely to be clean and sober and almost five times as likely to have plans to get a job or attend college, than those who had left before 180 days

CONCLUSION

This review has provided a summary of key papers from the literature in the last 10 years. During this period of time the concept of dual diagnosis or comorbidity of substance misuse and psychiatric disorders has gained prominence.  As has been demonstrated comorbidity is a heterogeneous condition, thus the research ranges from non-specific to very specific. Many areas remain unexplored, particularly relating to prevalence, course and treatment outcome in the United Kingdom.

The explanatory models have remained constant over the last few years; they go some way towards providing an understanding of comorbidity.  Prevalence studies while similar, provide a wide prevalence range, depending on the substance, psychological symptoms and the setting in which the population is studied.

Terminology remains in dispute. Dual diagnosis is not always a favoured term but is now recognised by many as a reference to the co-occurrence of substance use and mental illness. Clearly though there are often multiple morbidities including polysubstance use, misuse and dependence, physical and multiple psychiatric conditions.

The assessment process, including a comprehensive history is the basic foundation for best treatment. The ideal situation would be to assess the individual when they are using the substance and during subsequent abstinence. Unfortunately, abstinence is often a very difficult and unrealistic goal to achieve. How neurocognitive deficit may impede assessment is important. It may also explain non-response to treatment. Screening instruments are continually being fine-tuned to assess the comorbid population. Biochemical screening is an essential part of the assessment; hair testing has allowed for a longer-term picture of drug use to be obtained. 

Staff attitudes are sometimes negative towards patients with dual diagnosis. If they are able to understand that what had been viewed as "bad behaviour" is as a result of neurocognitive impairment it may lead to greater empathy.

Research focusing on one substance enables greater clarity about the expected effects of individual substances. This is affected by the personality, mental set and the setting of the drug use. It may only require a very low level of substance use to cause worsening psychopathology in an individual with comorbid mental health problems. Substance specific research has proved to be very difficult given the frequency of polysubstance use. One of the key findings was that early onset cigarette smoking is linked with later psychiatric and substance use disorders. Despite the high prevalence of problem drinking, the availability and accessibility of alcohol the volume of comorbidity literature relating to alcohol is much less than that relating to drugs.

Of the four major psychiatric diagnostic categories, bipolar affective disorder, schizophrenia, personality disorder and post-traumatic stress disorder, covered in detail in this review, personality disorder is the most controversial. Often the most complex and challenging comorbid patients are those with a substance use disorder, an Axis 1 disorder and an associated personality disorder. These are also the people most likely to be excluded from services, particularly if their Axis 1 disorder is not seen as a severe and enduring mental illness e.g. panic disorder.

Four particular groups have received attention in the literature. These are children, women, violence and suicidality. Studies of childhood provide a better understanding of the developmental process of complex disorders and possibilities for early interventions. Specific studies in women enable us to identification of areas where assessment and treatment for males and females should be gender-specific. Women are more likely to present to psychiatric services with drug problems, whereas men would go directly to drug services. It is therefore likely that women are seen in drug and alcohol services when their substance use is more problematic compared to men, who present to drug services earlier. Violence and suicidality, a high profile subject politically, where the actual numbers of serious assaults, homicides and suicides are small. However, the serious incidents which do occur in mental health and substance misuse services often involve individuals with significant comorbidity. 

Treatment for individual conditions has developed in the last ten to fifteen years. There have been developments in the pharmacological interventions for mental illness, alcohol, opiate and nicotine dependence. Similarly, psychological treatments have been proven to be efficacious not only for a range of substance use disorders but also for depression, anxiety and schizophrenia. Although integrated treatment appears to have an impact, one type of treatment programme is unlikely to be able to encompass the heterogeneity of dual diagnosis.

Prevalence of substance use is so high in psychiatric populations that it would not seem feasible to transfer all those patients into a separate service. Ultimately, substance use should be as mainstream an issue as any other for those working in the mental health field and should not be feared or ignored. There is a role for liaison between the services, with joint assessments and regular multiagency, multidisciplinary meetings to discuss complex cases. There, as yet, is no set formula that can be put into a protocol for this heterogeneous group. Or, if there is a protocol then, it is likely to exclude individuals with personality disorders, for example, who may be difficult to treat, but could respond to treatment. 

The Way Forward

The prevalence of substance use in our communities is constantly changing. Dual diagnosis populations are heterogeneous, so there are many combinations of substance use and mental illness to be the subject of research studies. There are opportunities for research by all professionals working in the field, in order to build up a bigger picture of dual diagnosis. Intervention studies are particularly required.

Substance use and mental health should be core topics in the training of all staff, at undergraduate and postgraduate levels, both in statutory and non-statutory drug and mental health related services.

Mental health policy makers equally need to be aware that the population being seen by mental health services is considerably different in terms of comorbidity now compared to 10 years ago. This must be reflected in future strategies.
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APPENDIX 1

Search strategy
The main electronic database used for the identification of relevant materials was the PubMed database, using the MESH term “Diagnosis, Dual (Psychiatry)” and MESH terms “Substance-Related Disorders” and “Alcohol-Related Disorders” combined with MESH terms covering major DSM IV categories such as “Schizophrenia” and “Anxiety Disorders” to identify relevant materials on comorbidity and:

Epidemiology

Etiology

Treatment

Assessment 

Management

Diagnosis and diagnostic instruments

Psychiatric emergencies

Risk Management

Complications  

Assertive outreach

Case Management

DSM IV classification system

PubMed was also searched for further relevant materials by identified authors.

This search was supplemented and cross-checked with searches of the Drugscope and National Institute on Alcoholism and Alcohol Abuse electronic databases using their customised thesaurus terms. 

The web-sites of the National Institute for Drug Abuse, Centre for Substance Abuse and the Substance Abuse and Mental Health Administration in the USA, Centre for Addiction and Mental Health in Canada and the National Drug and Alcohol Research Centre in Australia were searched for relevant publications, particularly for teaching and training materials. 

UK educational institutions offering courses on illicit drug use and identified researchers on dual diagnosis were contacted for any relevant educational or training material.  

APPENDIX 2

Summary of studies

Authors
Country
Population
Sample size
Main focus
Findings

Addington, J.,

Addington, D. 

(1997)
Canada
SCZ +/- SUD
66
Substance abuse & cognitive functioning in SCZ
Lack of observed differences in cognitive functioning between the 2 groups

Addington, J., 

Addington, D. 

(1998)
Canada
Schizophrenics
113
Onset of SCZ, symptoms and quality of life
Current substance misusers poorer quality of life scores, fewer negative symptoms than non-users

Addington, J.,

Duchak, V. 

(1997)
Canada
SCZ + 

substance use or 

dependence
41
Reasons for substance use
To increase pleasure, get high, reduce depression

Alaja, R.,

Seppa, K.,

Sillanaukee, P., et al 

(1997)
Finland
Psychiatric liaison referrals
1222
Prevalence of substance use disorders in referrals for psychiatric consultation
Substance use disorders detected in 28% of the referrals

Alexander, M.

J. (1996)
USA
-
Review article
Women with dual diagnosis 
-








Arndt, S., 

Tyrrell, G., 

Flaum, M., et 

al, (1992) 
USA
SCZ
131
The role of pre-morbid adjustment in those abusing substances with SCZ
Better pre-morbid adjustment in SCZ + substance abuse

Baigent, B., 

Holme, G., 

Hafner, R.J.

(1995) 
Australia
Dual diagnosis, SCZ and

substance abuse
53
Prevalence and effects of substance abuse
Treatment needs to be integrated and community based to be effective

Ball, S.A.

(1998)  
USA
PD + substance abuse
-
Treatment with individual CBT over 24 weeks
-

Barnard, J. 

(2000) 

UK
Mental health and CDT

settings
Not specified
Semi-structured interview to examine definitions of dual diagnosis, attitudes and responsibility for  treatment
Drug and mental health services are referring to different individuals when they discuss dual diagnosis

Bebout, R.R., 

Drake, R.E., 

Xie, H., et al, 

(1997)
USA
SMI + SUD + homeless
158
Residential outcomes over 18 months
Integrated dual diagnosis treatment can facilitate achievement of stable housing 

Bernstein, D.P., Stein, 

J.A., Handelsman, L. (1998)
USA
Drug or alcohol dependent adults
339
Effects of childhood 

maltreatment
Childhood maltreatment

contributes to the high 

prevalence of comorbid 

personality disorder in addicted 

populations

Blume, A. W., 

Davis, M.J., 

Schmaling, K.B. (1999) 
USA
Dual diagnosis
22
Does cognitive dysfunction affect motivation and treatment in dual diagnosis
Better cognitve function was related to greater readiness to change scores

Blume, A.W., 

Marlatt, G.A. 

(2000) 
USA
Dual diagnosis
110
Do recent substance related losses predict readiness to change
Substance related losses significantly correlate with readiness to change

Brady, K., 

Casto, S., 

Lydiard, R.B., 

et al, (1991) 
USA
Psychiatric in-

patients
100
Drug / alcohol use/abuse prevalence study
Substance abuse was prevalent but underreported and undertreated

Brady, K.T., 

Dansky, B.S., 

Sonne, S.C.,

et al, (1998) 
USA
PTSD & cocaine dependence
33
Looks at the differences between primary and secondary PTSD
Significant clinical differences between the 2 groups

Brady, K.T., 

Sonne, S.C. 

(1995)
USA
Substance abuse and bipolar

disorder
Review article
The relationship between substance abuse and bipolar disorder
Earlier onset and worse course of illness in the comorbid than those with bipolar disorder alone

Brizer, D.A., 

Hartman, N., 

Sweeney, J., 

et al, (1985) 

USA
schizophrenics
7
The effect of methadone plus neuroleptics on treatment-

resistant paranoid schizophrenia
The authors conclude that methadone may be a useful adjunct in treatment resistant schizophrenia

Brooner, R.K., King,

V.L., 

Kidorf, M., et 

al, (1997) 
USA
Opioid abusers 

seeking methadone treatment
716
Assessment of psychiatric & substance use comorbidity
Psychiatric comorbidity in 47%

Each had at least 2 substance use diagnoses

Brown, V.B., 

Melchior, L.A., Huba, 

G.J. 

(1999) 
USA
Residential substance abuse treatment programme
577
Effect of severe mental illness on treatment outcome
Severe mental illness does not predict worse treatment outcome

Buckley, P.F. 

(1998) 

USA
Substance abuse in schizophrenia
Review article
Prevalence, aetiology, clinical effects of substance abuse in schizophrenia
-

Busto, E. S., 

Romach, M. 

K., Sellers, E. 

M. (1996)
Canada
Benzodiazepine dependent patients
30
Comorbidity in severe

benzodiazepine dependence
Additional psychoactive

substance use and mental 

disorders are prominent 

Carey, K.B., 

Correia, C.J. 

(1998)


USA
Severely mentally ill
Review article
Substance use assessment for persons with severe mental illness
Future research options:

a)investigate the inadequacy

b) identifying conditions under which self-report works well

c) enhancing population

appropriateness of

assessment tools

Carroll, K.M., 

Nich, C., 

Rounsaville, B.J. (1995) 
USA
Cocaine abusers
121
Treatment response in depressed vs non-depressed
Those depressed at baseline had better outcomes than the non-depressed

Cecero, J.J., 

Ball, S.A.,

Tennen, H., et 

al, (1999) 
USA
Substance abusers
377
Concurrent and predictive validity of ASPD subtyping
ASPD does not necessarily predict poor prognosis

Chilcoat, H.

D., Breslau,

B. (1998) 
USA
-
Review article
Causal pathways between PTSD & drug use disorders
-

Clark, R.E., 

Teague, G.B., 

Ricketts, S.K., et al, 

(1998)
USA
SCZ, schizoaffective disorder or

bipolar disorder
306
Cost effectiveness of ACT vs standard case management
Efficiency of ACT improves over time

Cornelius, J.R., Salloum, I.M., Ehler,

J.G., et al, 

(1997)
USA
Major depressive disorder and 

alcohol dependence
51
Fluoxetine vs placebo
Fluoxetine effective in reducing symptoms of depression and alcohol consumption in this group

Cornelius, J.R., Salloum, 

I.M., Haskett, 

R.F., et al, (1999)


USA
Depressed alcoholics
51

22= marijuana users
Effect of fluoxetine on marijuana use
Fluoxetine is linked with reduced marijuana use in depressed alcoholics

Cottler, L.B., 

Compton, W.M., Ridenour, T.A., et al, 

(1998) 
USA
Substance abusers
453
Reliability of self-reported ASPD in substance abusers
Self-reported liars were no more unreliable than non-liars

Crawford, V.

(1996) 
UK
-
Review article
Comorbidity of substance misuse and psychiatric disorder
-

Crome, I.B. 

(1997)
UK
-
Review article
Substance misuse and 

psychiatric disorder in women
-

Crome, I.B.

(1999) 


UK
Medical school staff
23 medical schools
Undergraduate substance

misuse training
Input from psychiatry departments has doubled since 1987 and diminished greatly in other departments. Overall,  time in formal training in substance misuse has halved

Crome, I.B.

(1999)

UK
-
Review article
Overview of substance misuse and psychiatric comorbidity
Progress has been slow in understanding the natural history  and outcome of comorbidity

Cuffel, B.J., 

Chase, P. 

(1994) 
USA
SCZ from ECA study
168
Remission and relapse of SUD over 1 year in SCZ
Prevalence remains constant, balanced by remissions and relapses

Daley, D.C., 

Salloum, I.M., 

Zuckoff, A., et 

al, (1998) 
USA
Depressed cocaine patients
23
The use of group and individual motivational therapy
Motivational therapy improves treatment adherence and completion

Darke, S., 

Ross, J.

(1997) 
Australia
Heroin injectors
222
Prevalence & psychiatric 

comorbidity & drug dependence diagnoses
60% lifetime anxiety disorders

41% lifetime depressive 

disorder

De Leon, G, 

Sacks, S, 

Staines, G., et 

al, (1999) 


USA
Homeless mentally ill 

chemical abusers
365


To identify the variety of homeless MICA clients entering modified TC community treatment
Heterogeneous group with subgroup differences among indices of homelessness, mental illness & substance abuse

D’Ercole, A., 

Struening, E., 

Curtis, J.L., et 

al, (1997)
USA
Psychiatric patients
289
The effect of case management on rehospitalisation 
Case management will not make a difference without adequate community facilities

Dixon, L., 

Haas, G., 

Weiden, P., et 

al, (1990)
USA
SCZ
Review article
Experimental and observed drug effects in SCZ
-

Dixon, L., 

Postrado, L., 

Delahanty, J., 

et al, (1999) 


USA
SCZ
719
Association of medical

comorbidity in schizophrenia 

with poor physical & mental 

health
Problems with eyesight, teeth and hypertension most common. Increased risk of suicide with more physical health problems

Dixon, L., 

Weiden, P., 

Torres, M., et 

al, (1997) 
USA
Homeless mentally ill
77
ACT & medication compliance
ACT increases medication compliance



Downey, K.K., Stelson, F.W., Pomerleau, O.F., et al,

(1997)
USA
Adult ADHD clinic
92
Psychological test profiles
High comorbidity with alcohol and drug abuse/dependence

Drake, R.E., 

Mercer-McFadden, C., Mueser,

K.T. (1998) 


USA
Dual diagnosis
review article
Review of 36 research studies on effectiveness of integrated treatment for dual diagnosis
Potential of integrated

outpatient treatment 

programmes to engage 

patients with dual diagnosis, 

reduce substance abuse and 

attain remission

Drake, R.E.,

Mueser, K.T.

(2000) 

USA
Dual diagnosis
Review article
Epidemiology, adverse 

Consequences, 

Phenomenology of dual 

Diagnosis and current treatment
Integrated treatment more effective than separate

Drake, R.E., 

Yovetich, N.A., Bebout, 

R.R., et al, 

(1997)
USA
Dual diagnosis
217
Comparison of integrated

treatment with standard 

treatment in homeless dually 

diagnosed over 18 months
Integrated treatment group fewer institutional days, more days in stable housing, more progress towards recovery from substance abuse

Farrell, M., 

Howes, S, 

Taylor, C., et 

al, (1998)
UK
Household survey, homeless & psychiatric

inpatients
11,924
Comorbidity in 3 different populations
Most problematic comorbidity seen in the homeless population

Farren, C.K., 

O'Malley, S.S. 

(1999) 
USA
Case report
1
Depression, alcohol 

dependence and the use of naltrexone
Naltrexone was effective and well tolerated during the course of treatment. 

Feinman, J.A., 

Dunner, D.L. (1996) 
USA
Bipolar patients
188
To determine the effect of alcohol and substance abuse on the course of bipolar disorder
Primary bipolar patients present a different picture to secondary bipolar patients

Fisher, M.S.,

Bentley, K.J. 

(1996)
USA
PD & SUD
38
Comparison of 2 types of group therapy
Severity of substance use disorder can be reduced in PD

Fowler, I.L.,

Carr, V.J.,

Carter, N.T., 

et al, (1998) 
Australia
SCZ
198
Current & lifetime substance use in SCZ
Replicates the high rate of substance abuse in people with SCZ seen in N. America. Different drug availabilities

Galanter, M.,

Egelko, S.,

Edwards, H., 

et al, (1994) 
USA
Dual diagnosis
466
A model treatment system
Integrated treatment in a pre-existing psychiatric treatment setting is feasible

Galanter, M.,

Egelko, S., 

Edwards, H., 

et al, (1996)
USA
Cocaine dependence +/-

SCZ, major 

affective disorder 
121
Can the dually diagnosed be treated with the singly diagnosed?
The outcome for dually diagnosed was as good as or better then the singly diagnoses

Gearon, J.S.,

Bellack, A.S.

(1999)  
USA
Women, SCZ + 

SUD
Review article
-
Increased vulnerability to negative outcomes in women compared to men

Gearon, J.S.,

Bellack, A.S. 

(2000)
USA
SCZ +/- SUD
67
Gender differences in SCZ + SUD
The more benign course in women with SCZ is worsened in the context of comorbid SUD

Glazer, W.M. 

(1997)
USA
-
review article
Newer antipsychotics, in 

particular olanzapine
A useful treatment in SCZ / SUD

Goldberg, J.F., Garno,

J.L., Leon, 

A.C., et al, 

(1999)
USA
Bipolar in-

patients
204
Retrospective examination of

hospital records. Treatment 

outcome with lithium or 

anticonvulsant mood stabilisers 

compared
Bipolar patients with past substance abuse poorer naturalistic outcomes

Goldsmith, R.J. (2000)
USA
Dual diagnosis
Review article
Overview of psychiatric comorbidity
-

Gournay, K., 

Sandford, T., 

Johnson, G., 

et al, (1997)
UK
Dual diagnosis
Review article
To raise awareness of dual diagnosis in mental health nursing
Urgent need for service organisation and training for dealing with dual diagnosis populations in the UK

Govspari, D. 

(1999)
Germany
SCZ & cannabis
78
Comparison of patients with SCZ +/- a history of cannabis use
Those with cannabis use significantly higher rate of rehospitalisation and poorer psychosocial functioning

Grant, B.F.,

Hasin, D.S. 

(1999)
USA
General population – 

current drinkers
18352
An examination of suicidal ideation in a drinking population
The recognition and treatment of major depression is the most single important intervention in reducing suicidal behaviour

Greenberg, W.M. (1994)
USA
Dual diagnosis
316
Irregular discharges from a dual diagnosis in-patient unit
Younger age and discharge diagnosis of ASPD were associated with irregular discharge

Hamilton, S.P., Klimchak, C., 

Nunes, E.V. 

(1998)
USA
Depressed methadone maintenance patients
Case series

N=4
Previous non-responders to medication
Good response to nefazodone

Hanna, E.Z., 

Grant, B.F.

(1999)
USA
General population study
42682
Early use of tobacco and its relationship to drug use and depression
Smoking before 16 is linked with an increased risk of drug dependence

Hasin, D.S.,

Trautman, K.D., Miele, 

G.M., et al 

(1996)
USA
Dual diagnosis or substance abuse settings
172
A new semi-structured diagnostic interview
When diagnostic issues are complex the improved reliability of the PRISM is worth the extra effort

Heil, S.H., 

Badger, G., 

Higgins, S.T., 

et al, (2001)
USA
Outpatients in

treatment for 

cocaine

dependence
302
Comparison of those with cocaine dependence +/- alcohol dependence
Those with alcohol dependence exhibit a wider array of problems

Hien, H.A., 

Nunes, E., 

Levin, F.R., et 

al, (2000)
USA
Outpatients on

methadone
96
Treatment adherence relative to traumatic events & PTSD among methadone patients
Occurrence of trauma or PTSD did not predict drop-out rates

Hipwell, A.E.,

Singh, K, 

Clark, A. 

(2000)
UK
Severely mentally ill
32
Psychosis +/- substance abuse
Comorbid patients have higher rates of in-patient care and intensive crisis support

Ho, A.P., 

Tsuang, J.W., 

Liberman, R.P., 

et al, (1999)
USA
Dual diagnosis
179
Specialised dual diagnosis

treatment programme. 

Comparison of 4 successive 

6-month periods
Outcomes improved over the 2 years

Hoff, R.A.,

Rosenheck, R.A. (1998)

USA
Dual diagnosis &

Psychiatric patients
In-pt 

N=9813

Out-pt

N=58001
The cost of dual diagnosis
Outpatient dual diagnosis treatment costs are consistently higher than psychiatric outpatient costs

Hoff, R.A.,

Rosenheck, R.A. (1999)

USA
Dual diagnosis

(DD) &

Substance use 

Disorder (SUD)
DD 

N= 3069

SUD

N= 9538
The cost of dual diagnosis
Comorbid psychiatric diagnosis is associated with increased cost in those with SUD

Jarvis, T.J., 

Copeland, J.

(1997)
Australia
Drug/alcohol treatment or CSA counselling
180
CSA, psychiatric comorbidity, alcohol & drug treatment
Females with CSA higher overall levels of psychological distress than drug/alcohol clients without CSA

Johns, A.

(2001)
UK
Review article
-
Psychiatric effects of cannabis
Health workers need to recognise and respond to the adverse effects of cannabis on mental health

Kendler, K.S., 

Davis, C.G., 

Kessler, R.C.

(1997)
USA
General population
5877
Respondents asked re: history of 5 psychiatric disorders in their parents
Familial aggregation of common psychiatric and SUDs is substantial in epidemiologic samples

Kofoed, L., 

Friedman, M.J., Peck, R. 

(1993)
USA
Review article 
-
PTSD, alcoholism and drug abuse
These disorders should be treated in parallel for an effective outcome

Kokkevi, A.,

Stefanis, C.

(1995)

Greece
Drug dependent individuals
176
Psychiatric morbidity in opioid dependent males
Antisocial personality disorder – lifetime prevalence 69.3%.

Psychiatric disorders precede drug dependence in the majority

Kranzler, H.R., 

Kadden, R.M., 

Burleson, J.A., 

et al, (1995)
USA
substance abuse patients
100
Does the professional 

background of the interviewer affect the interview
A semi-structured interview may help improve diagnosis

Kumpulainen, K. (2000)
Finland
School children
1316
Part of a larger longitudinal study. Can later alcohol use in adolescence be predicted
Behavioural deviance & depression predicts later alcohol use

Laakso, M.P.,

Vaurio, O.,

Savolainen, L., et al, 

(2000)
Finland
Alcohol dependent subjects
70

34 controls

36 cases
The hippocampus in alcoholism
Profound differences in

hippocampal pathology 

between type 1 and type 11 

subjects

Laudet, A.B., 

Magura, S., 

Vogel, H.S., 

et al, (2000)
USA
Dually diagnosed
310
Challenges to recovery
Emotional & socioeconomic issues are the main challenges to recovery

Levin, F.R., 

Evans, S.M., 

Coomaraswammy, S., et al

(1998)
USA
Schizophrenia and cocaine use
8
Use of flupenthixol as an antipsychotic and to treat cocaine abuse
Flupenthixol may be useful to treat this dually diagnosed group

Linehan, M.M., 

Schmidt, H, 

Dimeff, L.A., 

et al, (1999)
USA
Borderline PD + SUD women
28
Dialectical behaviour therapy – does it work?
It is an effective treatment for this group

Liraud, F.,

Verdoux, H. 

(2000)
France
Psychiatric in-

patients
N=103
Temperamental characteristics and SUD in non-affective psychotic or mood disorders
Sensation seeking and impulsivity favour substance use in patients with psychotic or mood disorders

Luke, D.A.,

Mowbray, C.T., Klump, 

K., et al 

(1996)
USA
Dual diagnosis in-patients
467
Cluster analysis to facilitate planning and implementation of individualised treatment 

programmes
7 homogeneous groups were produced from an extremely heterogeneous population

McCrone, P.,

Menezes, P.R., Johnson, S.,

et al (2000)
UK
Psychotic  patients
171
Service use and cost differences between dual diagnosis and psychosis alone
Overall costs are not significantly different between the two groups

McHugo, G.J., Drake,

R.E.,

Burton, H.L.,

et al (1995)
USA
Dual diagnosis
136
Development of a tool to evaluate treatment progress
The Substance Abuse 

Treatment Scale (SATS) can be used in dual diagnosis as a process or outcome measure

McHugo, G.J., 

Drake, R.E., 

Teague, G.B., 

et al (1999)
USA
Dual diagnosis
87
Fidelity to the ACT model
High fidelity programmes, better outcome

McPhillips, M.A., Kelly,

F.J., Barnes,

T.E., et al 

(1997)
UK
SCZ
39
Questionnaire vs biochemical analysis to detect substance misuse
Hair testing well accepted by patients. Useful for identifying intermittent drug use

Maisto, S.A.,

Carey, M.P.,

Carey, K.B., 

et al (2000)
USA
Serious persistent mental illness (SPMI)
162
Use of the AUDIT and DAST-10 in those with an SPMI
Both instruments have

promising clinical utility in this group of patients

Marlowe, D.B., Kirby,

K.C., 

Festinger, D.S. (1997)
USA
Cocaine dependent outpatients
137
Personality disorder and cocaine use - implications for treatment
Patients who are impulsive, chaotic, predatory, paranoid with low empathy are most likely to drop out of treatment early

Marsden, J.,

Gossop, M., 

Stewart, D., et 

al (2000)
UK
Dependent drug users
1075
Psychiatric symptoms in drug dependent individuals
1 in 5 subjects reported recent psychiatric treatment. 

Symptoms more closely linked to polydrug use than opiate use alone.

Meek, P.S.,

Clark, H.W., 

Solana, V.L. 

(1989)
USA
In-patient substance abuse population
34
Neurocognitive impairment in a substance abuse population
Impaired neurocognitive 

impairment in two thirds of patients

Miller, N.S.

(1993)
USA
Review article
-
Comorbidity of psychiatric and alcohol / drug disorders
The best predictor of the future standard level of treatment for dual diagnosis patients is the current type of training for staff

Moggi, F.,

Ouimette, P.C., Moos, 

R.H. (1999)
USA
Dual diagnosis
981
Coping skills
Better general & substance specific coping skills predict better outcome

Nunes, E.V.,

Quitkin, F.M., 

Donovan, S.J., et al 

(1998)
USA
Opioid dependence & 

depression
137
Treatment with imipramine
An effective antidepressant in this group

O' Boyle, M.,

Brandon, E.A.A. (1998)
USA
Substance abuse
103
Study of personality and suicide attempts
Females & polydrug users more likely to attempt suicide

Oyefeso, A., Ghodse, H., Clancy, C., Corkery J.M. (1999)
UK
Suicide among drug addicts
69880
Examination of data on deaths of notified drug addicts
Addicts are at higher risk of suicide than the general population. Methadone and antidepressants influence this heightened risk

Ouimette, P.C., Finney, 

J.W.,Gima, K., et al 

(1999)
USA
Substance abuse

In males
1873
12-step vs CBT programmes
No advantage to patient matching

Pages, K.P., 

Russon, J.E., 

Roy-Byrne, P.P., et al

(1997)
USA
In-patients with

major depression
891
The role of SUD in suicidal ideation
SUD is associated with suicidal ideation

Penk, W.E., 

Flannery, R.B., Irvin, E.,

et al (2000)
USA
Psychiatric in-

patients – SCZ+/- substance abuse
496
Difference between SCZ +/- substance abuse
Dually diagnosed more behaviourally disorganised & more socially competent

Post Ahrens, M. (1998)
USA
Psychiatric in-

patients
300
Dual disorder treatment during in-patient stay
Good acceptability to those receiving it

Regier, D.A., 

Rae, D.S., 

Narrow, W.E., 

et al (1998)
USA
adult population sample
20291
Prevalence of anxiety, mood and addictive disorders
Anxiety disorders have early onset, predisposing to major depression and addictive disorders

Ries, R.K.,

Russo, J.,

Wingerson, D., et al 

(2000)
USA
Psychotic in-

patients
608
Comparison of those with and without dual diagnosis
Dually diagnosed recover quicker than those with psychosis alone

Robins, L.N. 

(1998)


USA
-
Review paper
Review of possible causal relationship between ASPD & substance abuse
There is a causal relationship

Rosenberg, S.D., Drake, 

R.E., Wolford, 

G.L., et al 

(1998)
USA
Psychiatric in-

patients
-
Evaluation of a new

screening tool (DALI) for 

SUD in 

those with severe mental illness
The DALI may be useful for assessing for alcohol, cannabis and cocaine use disorders in people with severe mental illness

Rosen-Chase, C., 

Dyson, V.

(1998)
USA
Chronic mentally ill
92
Treatment of nicotine 

dependence
Such patients are open to further education on this subject

Rounsaville, B.J., Kranzler, H.R., Ball, S., 

et al, (1998)
USA
SUD
370
Substance use and PD – what is the relationship?
57% met criteria for at least one comorbid Axis 11 disorder

Rutherford, M.J., Alterman, A.I.,

Cacciola, J.S., et al, 

(1995)
USA
Methadone patients
94
Gender differences in ASPD
DSM111R criteria better for diagnosing in males than females

Scheller-Gilkey, G., 

Lewine, R.R.J., Caudle, J.

(1999)
USA
SCZ
176
Brain abnormalities in schizophrenics with and without comorbid substance abuse
Less impairment in those with substance abuse

Schuckit, M.A., Tipp,

J.E., Bucholz, 

K.K., et al, 

(1997)
USA
Alcoholics, their relatives and controls
3632
Lifetime rates of anxiety & mood  disorders
Increased risk among 

alcoholics for bipolar, panic disorder and social phobia

Sciacca, K.

(1991)  

USA
Mentally ill with chemical abuse and addiction
-
step-by step approach to integrated treatment
Treatment programmes which have demonstrated success with associated long-term abstinence

Scott, H.,

Johnson, S., 

Menezes, P., 

et al, (1998)
UK
Psychosis + SUD

Psychosis only
92
Is dual diagnosis associated with aggression and offending
Severity of aggression and offending low, but increased in dual diagnosis

Serper, M.A.,

Alpert, M., 

Richardson, N.A., et al, 

(1995)
USA
SCZ +/- cocaine abuse
37
What is the effect of cocaine in SCZ?
Initially reduced negative signs & increased anxiety / depression. No difference after 4 weeks in hospital between the 2 groups

Serper, M.R., 

Bergman, A., 

Copersino, M.L., et al, 

(2000)
USA
Cocaine dependence +/- 

SCZ
55
Cognitive deficits
Worse in the comorbid group

Shaner, A., 

Roberts, L.J., 

Eckman, T.A., 

et al, (1998)
USA
Chronic psychosis and

cocaine abuse or 

dependence
165
Sources of diagnostic

uncertainty in the chronically 

psychotic cocaine abuser
Difficult to distinguish

schizophrenia from chronic 

substance-induced psychoses

Sloan, K.L.

(1998)
USA
Dual diagnosis
118
Outpatient dual diagnosis 

treatment programme
Some patients achieve stabilisation of psychiatric symptoms & cessation of drug use on 2 contacts per week

Soyka, M.,

Albus, M., 

Kathmann, N., et al, 

(1993)
Germany
SCZ
630
Prevalence of alcohol and drug abuse
High lifetime prevalence in SCZ

Strakowski, S.M., Sax,

K.W., McElroy, S.L.,

et al, (1998)
USA
Bipolar patients
N=77
Cooccurrence of psychiatric and substance abuse syndromes with bipolar disorder
Alcohol and drug abuse syndromes were particularly common in bipolar patients

Swanson, J.,

Borum, R., 

Swartz, M., et 

al, (1999)
USA
Psychotic or 

major mood 

disorders. Patients involuntary
331
Violence preceding 

hospitalisation
> 50% violent at 4 months pre-admission

Swanson, A.J., Pantalon, M.V., Cohen, 

K.R. (1999)
USA
Psychiatric in-

patients +/- dual diagnosis
121
The effect of motivational

interviewing
Improves outpatient treatment adherence

Swartz, M.S., 

Swanson, J.W., Hiday,

V.A., et al, 

(1998)
USA
Severely mentally ill
331
Violence and its relationship to substance abuse and 

medication non-adherence
Substance abuse & treatment non-adherence lead to

increased risk of violence

Swofford, C.D., Scheller-Gilkey, G.,

Miller, A.H., et 

al, (2000)
USA
SCZ
262
Retrospective chart review
55% past or current substance abuse

Tidey, J.W.,

Mehl-Madrona, L., 

Higgins, S.T.

(1998)
USA
Cocaine dependent
185
Psychiatric symptom severity
High severity does not predict poor outcome

Triffleman, E., Carroll, K., 

Kellogg, S .

(1998)
USA
-
Review paper
Substance dependence PTSD therapy
Efficacy in decreasing PTSD severity

Trull, T.J.,

Sher, K.J., 

Minks-Brown, C. (2000)
USA
Borderline PD & SUD
Review paper
-
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