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BACKGROUND

The Dual Diagnosis Good Practice Guide (Dh, 2002) and the National Service Framework – 5 Years On review (DH,2004) have highlighted the central role of existing Assertive Outreach (AO) teams in England in the delivery of ‘Dual Diagnosis’ services to those who have a co-existing diagnosis of mental health problems and substance misuse. Most teams have a significant percentage of clients who experience substance misuse problems (around 30-50%) (Graham et al, 2001; Fakhoury et al, 2006)
AO teams have recently been reporting a reduction in the number of specialist practitioners within teams who have expertise in working with people with a ‘Dual Diagnosis’. Therefore there is a need to increase capacity.  In order to do this there needs to be a ‘whole-team’ approach to working with dual diagnosis, in a multidisciplinary context, with a focus on severe mental illness. 

The aims of this project are therefore as follows:-

· To develop a team training resource for Assertive Outreach Teams focused on service improvement processes and the delivery of equitable, accessible and sensitive services for those who experience both mental health problems and substance misuse difficulties, and their families/carers.  This team training will focus on increasing the capabilities of the team as a whole,  and of individuals within the team.

· To pilot the resource with identified teams and evaluate effectiveness.

A Dual Diagnosis training resource has been commissioned and produced which will form the basis of the training to be delivered. Three methods of delivering this training will be evaluated:

1. The first method will involve the team manager (or other appropriately experienced member of the team) delivering the training using the training Support for this will be provided by CSIP in the form of supervision and the provision of a short “train the trainer” programme.  CSIP will play no specific role in delivering the training in these teams.

2. The second method of training will involve CSIP Eastern Programme Leads delivering the training to specific AOT’s.

3. The third method will be training delivered to a forum of key individuals from AOT’s within the West Midlands, and they will then be responsible for cascading the training within their teams (with support from the regional Assertive Outreach network).

An evaluation schedule will be established which will measure before and after ratings.

It is envisaged that the evaluation will consider the following outcomes; 

· Ratings of confidence by staff

· Before/after measure of knowledge of key DD interventions

· Attitudes of staff towards DD users

· Changes in practice 

Philosophy of the training resource

The philosophy of the training is based heavily on a recovery model of mental health (NIMHE, 2005).  This places the service user (and their carers) at the centre of their care, they are valued as an individual and their strengths as well as their needs are recognised.  Service users and carers are active partners in care as opposed to passive recipients.  The service will endeavour to provide an atmosphere of care that enables the service user (and their carers) to make their own choices about their lifestyle and treatment.  The aim of treatment is to assist the person to make choices that enable them to achieve an optimum quality of life based on their abilities and strengths as well as taking into account the realities of their situation.
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Capabilities for Dual Diagnosis

Definitions

Competence:  This is a measure of practice in terms of the person’s ability to perform it.  

Capability: encompasses competency but is wider in its scope as it covers attitude, application of theory to practice and reflection on that practice.  It is the individuals’ ability to apply a competence in practice.

The training is based on a values and evidence base to dual diagnosis and the content is designed to develop team capabilities based on “Closing the Gap” a capability framework for dual diagnosis (Hughes, 2006).  This framework was developed in consultation with NHS, Higher Education , non-statutory agencies and service users.  It is developed from the Ten Essential Shared Capabilities for Mental Health.  The Ten Essential Shared Capabilities (ESC) lay out the core practice standards that all mental health practitioners (regardless of role) are expected to achieve.  These capabilities were developed through a major consultation exercise with Service Users and carers and led by the Sainsbury Centre for Mental Health.  The ESC are deliberately focused on the expectations of Service User and Carers when considering the type of care they would like to receive.   We believe the ESC also describe the expectations of mental health practitioners on the standards of care they aspire to deliver. 

Therefore the ESC have the potential to set a common and consistent foundation on which to develop high quality Service User and carer centred mental health.  

Reference will be made throughout the training to both the Dual diagnosis capabilities and the ESCs.

The Ten Essential Shared Capabilities (DH, 2004)
1. Working in Partnership. Developing and maintaining constructive working relationships with service users, carers, families, colleagues, lay people and wider community networks. Working positively with any tensions created by conflict of interest or aspiration that may arise between the partners in care. 

2. Respecting Diversity. Working in partnership with service users, carers, families and colleagues to provide care and interventions that not only make a positive difference but also do so in ways that respect and value diversity including age, race, culture, disability, gender, spirituality and sexuality. 

3. Practising Ethically. Recognising the rights and aspirations of service users and their families, acknowledging power differentials and minimising them whenever possible. Providing treatment and care that is accountable to service users and carers within the boundaries prescribed by national (professional), legal and local codes of ethical practice. 

4. Challenging Inequality. Addressing the causes and consequences of stigma, discrimination, social inequality and exclusion on service users, carers and mental health services. Creating, developing or maintaining valued social roles for people in the communities they come from. 

5. Promoting Recovery. Working in partnership to provide care and treatment that enables service users and carers to tackle mental health problems with hope and optimism and to work towards a valued lifestyle within and beyond the limits of any mental health problem. 

6. Identifying People’s Needs and Strengths. Working in partnership to gather information to agree health and social care needs in the context of the preferred lifestyle and aspirations of service users, their families, carers and friends. 

7. Providing Service User Centred Care. Negotiating achievable and meaningful goals; primarily from the perspective of service users and their families. Influencing and seeking the means to achieve these goals and clarifying the responsibilities of the people who will provide any help that is needed, including systematically evaluating outcomes and achievements. 

8. Making a Difference. Facilitating access to and delivering the best quality, evidence-based, values-based health and social care interventions to meet the needs and aspirations of service users and their families and carers. 

9. Promoting Safety and Positive Risk Taking. Empowering the person to decide the level of risk they are prepared to take with their health and safety. This includes working with the tension between promoting safety and positive risk taking, including assessing and dealing with possible risks for service users, carers, family members, and the wider public. 

10. Personal Development and Learning. Keeping up to date with changes in practice and participating in life-long learning, personal and professional development for one’s self and colleagues through supervision, appraisal and reflective practice. 

Mapping Closing the Gap to the Ten Essential Shared Capabilities

	
	Dual Diagnosis Capability (Closing the Gap)
	10 Essential Shared Capabilites

	
	VALUES
	

	1
	Role legitimacy
	Challenging Inequality; making a difference; working in partnership

	2
	Therapeutic Optimism
	Promoting Recovery

	3
	Acceptance of the uniqueness of each individual
	Respect diversity; promoting recovery

	4
	Non-judgemental attitude
	Practicing ethically

	5
	Demonstrate Empathy
	Respect Diversity; Promote Recovery

	
	UTILISING KNOWLEDGE AND SKILLS
	

	6
	Engagement
	Making a difference; working in partnership; respect diversity; promote recovery; promoting safety and positive risk taking

	7
	Interpersonal skills
	Providing service user led services; making a difference

	8
	Education and Health promotion
	Promoting safety and positive risk taking

	9
	Recognise Needs (assessment)
	Working in partnership; identifying peoples’ needs and strengths

	10
	Risk Management and Assessment
	Promoting safety and positive risk-taking

	11
	Ethical, legal and confidentiality issues
	Practicing ethically; promoting safety and positive risk taking

	12
	Care planning in partnership with service user
	Providing service user-led care; working in partnership; promoting recovery

	13
	Delivering evidence and values-based care
	Making a difference; Promoting Recovery; Practicing Ethically

	14
	Evaluate care
	Providing service user-led care

	15
	Help people access care from other services
	Making a difference; challenging Inequalities

	16
	Multi-agency/professional working

	Working in partnership

	
	PRACTICE DEVELOPMENT
	

	17
	Learning needs
	Practice development and learning

	18
	Seek out and use supervision both formal and peer
	Practice development and learning

	19
	Life-long learning
	Practice development and learning
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Outline of the training
	
	Session 
	Dual Diagnosis Capabilities
	Summary

	1
	Setting the Scene


	1.  Role Legitimacy


	· Introduction to training

· What is dual diagnosis

· Prevalence, clinical correlates, and causal theories

· Policy context relevant to AOT

	2
	Substance Use


	8.  Education and health promotion
	· Introduction to substance use problems

· Overview of cannabis, alcohol, opiates and cocaine and how they affect people with SMI (symptoms, physical effects etc)

· Principles of harm minimisation

· Delivering health education



	3
	 Integrated Assessment


	Values 1-5 plus:

6. Engagement

7.  Interpersonal skills

9.  Recognise need

10.  Risk assessment and management
	· Process of assessment

· Use of timelines

· Assessing current use

· Risk and dual diagnosis



	4
	Interventions 1: Models of Care
(3 hours)
	Values 1-5 plus:

6.  Engagement

7.  Interpersonal skills

12.  care planning in partnership with service user (and carers)

13.  Delivering evidence and values based interventions

14.  Evaluate care


	· Overview of integrated treatment (AOT)

· Cycle of change

· Four Stage Model

· Motivational Interviewing: Principles and skills

· Building Motivation

	5
	Interventions 2: Building Motivation
(3 hours)
	(values 1-5)

6.  Engagement

7.  Interpersonal skills

12.  care planning in partnership with service user (and carers)

13.  Delivering evidence and values based interventions

14.  Evaluate care
	· Recap on MI skills

· Working with ambivalence

· Resistance: what causes it and how to manage it



	6
	Interventions 3: resistance
	5. Demonstrate empathy
7. Interpersonal skills

3. Acceptance of uniqueness of each individual

13. Delivering evidence and values based practice
	· What is resistance

· How it is demonstrated

· How to manage it

	7
	Interventions 4: Active Treatment and Relapse prevention
	7. Interpersonal skills
12.  Care planning in partnership with service user

14.  Evaluate care

15.  Help people access care from other services
	· How to recognise readiness to change

· Activities for active treatment

· How and why relapses happen
· Contingency planning



	8
	Medication and dual diagnosis 
	8. Education and health promotion
13. Delivering evidence and values based practice


	· Overview of medication management in dual diagnosis

· Interactions of illicit substances and psychiatric medication

· Side-effect assessments

· Motivational interviewing and medication

	9
	Multi-agency and professional working 
	15.  Help people access help from other services

16.  Multi-agency/ professional working
	· DH good practice guidelines

· What happens locally (to be devised by facilitator)

· Confidentiality 

· Ethical dilemmas



	
	What happens next?


	17.  learning needs

18.  Seek out and use supervision

19.  Life-long learning
	· Review and revise team action plan

· evaluation


THE WHOLE TEAM PORTFOLIO

The aim of the Whole Team Portfolio is to create a dual diagnosis learning and professional development resource that is specific to the team; relevant to the geographical area that it serves; and the client group that it works with.  It is recognised that within AOT’s that there is a vast amount of knowledge, skills and experience in working with people with complex needs, and the portfolio aims to pull these capabilities together, collate the teams’ expertise, and provide a framework for the development of these skills within the team.  

The portfolio will be developed alongside the formal training sessions.  Team discussions and exercises will be recorded and added to the portfolio. In addition there will be team “homework” which will include gathering information on local services and policies relevant to dual diagnosis, and summaries of applying skills and techniques in practice.  At the beginning of the training, the team is expected to devise a shared action plan which will have been generated from a discussion about what the team is doing well, and what could be improved in terms of working with dual diagnosis.  

The portfolio should be seen as an ongoing and “organic” tool that will grow and develop beyond the training.  It will serve as a useful resource for the induction of new staff within the team. 

How to complete the portfolio

There are a series of portfolio tasks within the training.  These are related to feedback from group exercises and discussion.  It is the responsibility of the facilitator to assign specific people to complete each task and file in the portfolio.  In addition, there are various homework tasks (such as trying out skills in practice) and it is important that team members write summaries of these (protecting confidentiality) using the proforma at the end of the portfolio and add to the portfolio.  These should include a reflection about what worked well and what could be different next time.  These summaries may be added to after the training has finished as an ongoing record of the team development and can be used as a focus for team supervision.
Session 1: Introduction to Dual Diagnosis 

Dual Diagnosis Capabilities

Role Legitimacy: Recognise and accept that working with people with dual diagnosis is a routine part of ones role Dual Diagnosis Capability 1 level 2

Acceptance of the Uniqueness of Each Individual: Be able to accept the person as a unique individual and respect their choices and lifestyle. Dual Diagnosis Capability 3 level 2

Definitions: What is dual diagnosis?
The term dual diagnosis is generally applied to people who have two disorders (e.g. co-existing personality disorder and depression). However dual diagnosis has become synonymous with people who have both mental health and substance use problems. 

Task 1: What are the issues that this team faces in terms of working with dual diagnosis? (from exercise 1)

[image: image1]

As a label “Dual Diagnosis” is very limited: 

· It tells us very little about the nature and severity of the person’s problems

· The kinds of substances and mental health problems they experience.  

The needs of someone with psychosis and cannabis use may be quite different from the person who has a heroin dependency and depression.  Therefore it is important to avoid making assumptions about people with the label “dual diagnosis” and to focus on the level of impact of mental health on substance use and vice versa. 

The term dual diagnosis also implies that there are only two clinical problem areas, when in fact there are usually several, all of which may need addressing. These may include other mental health problems, physical illnesses and a wide range of social problems.  It may be more useful to conceptualize this group as having “complex needs”.  This is why an individualized approach to assessment and intervention is crucial.  

According to the Department of Health Good Practice guide (DH 2002), all people with severe and enduring mental illness should be cared for primarily by mental health services.  This is known as “mainstreaming”.  Substance use services should be able to manage the group of people with severe substance use problems and minor mental health problems such as anxiety, and depression.  Each service should support the other as required.

In terms of the role of Assertive Outreach teams, it is expected that they will provide care for those who are “chaotic”; “hard to engage”, and have multiple needs including co-occuring substance misuse problems.  Therefore, AOT services will work with people with serious mental illness who have a range of severity of substance use (see groups A and B).  however, in order to do this, AOT require expertise in the assessment and management of alcohol and drug problems.  This expertise should exist within the team, but it is also likely that AOT will need to work jointly with local substance use services (especially when specialist treatment such as detoxification and needle exchanges are required).
Sub-groups within Dual Diagnosis (DH, 2002)

	Serious mental illness

Group A

E.g. someone with 

bipolar affective disorder

who smokes cannabis

twice per week
	Group B

E.g. Someone with 

schizophrenia

 and alcohol dependence

	Minor substance use

Group C

E.G. Someone with anxiety who snorts cocaine occasionally

Minor mental illness
	Severe substance use

Group D

E.g. someone with heroin dependency and depression




Prevalence

Research carried out in the UK indicates that approximately one third of people who use mental health services will also have a concurrent substance use problem, and about a half of people who use substance use services will have a mental illness.  It is likely that prevalence studies underreport the actual level as many people may be reluctant to admit to substance use.    


[image: image2.emf]UK Dual Diagnosis Prevalence 

Studies

• Menezes (1996) Inner London MH services 36% (1 year)

• Cantwell (1999) Nottingham first episode psychosis 37% (1 year)

• Weaver (2001) Inner London Community mental health and 

substance use services 24% (recent-last 30 days)

• Phillips (2003) Inner London (in-patient setting) 49% (last 6 months)

• Graham (2001) Birmingham (MH and SU services) identified 24% 

SMI problems with drugs/alcohol

– More likely to be using at impairment/dependence level

– More likely to be in AOT (26-45% of case-loads depending on location)

– Over representation of African-caribbean in AOT (46%)

• Priebe et al (2003) London AOT 29% misused at least 1 type of 

substance(last 6 months)

– 20% misused/dependent on drugs

– 16% misused/ dependent on alcohol

– Most common street drug was cannabis (23%), followed by cocaine 

(7.4%)



[image: image3.emf]Profile Of Dual Diagnosis in AOT 

(London) 

(Fakoury, et al 2006)

• White*

• Single 

• Young

• Unemployed

• Homelessness

• Poor educational attainment

• Living alone

• Contacts with criminal justice system

* (Graham et al (2001) found over-representation of people of African-

Caribbean origin in Birmingham, UK)


Overall, people with dual diagnosis are a very vulnerable group who tend to have poor outcomes.  A number of studies have compared people with dual diagnosis with those with serious mental illness alone.  These studies suggest that people with dual diagnosis tend to be:

In addition, studies have demonstrated that people with serious mental illness and substance use : 

· higher rates of relapse 

· longer inpatient stays (twice as long- Menezes et al, 1996)

· non-adherence to medication 

· higher rates of violence and suicide

· higher rates of HIV and other substance use related physical problems

· family problems.

Further Reading 

Department of Health (2002) Mental Health Policy Implementation Guide Dual Diagnosis Good Practice Guide

Dual Diagnosis Toolkit Mental Health and Substance Misuse- Turning Point and Rethink (www.rethink.org.uk)

Lifeline.   (A Voluntary sector drug agency that produces information and educational materials from a harm minimisation perspective).  It has a list of useful links to articles, government policy and service development concerning dual diagnosis: http://www.lifelineproject.co.uk/help_dualdiagnosis.php
Fakhoury, W.K.H.; Priebe, S.; and PLAO Study group (2006) An Unholy Alliance: substance abuse and social exclusion amongst assertive outreach patients.  Acta Psychiatria Scandinavica 114, 124-131

Task 2: Team action plan for dual diagnosis (from exercise 2)
1. What we do well

2. What we could be better at:

Action plan:

	Goal
	Action required
	Date of review
	progress

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Session 2: Drug and alcohol awareness

Dual Diagnosis Capabilities

Non-Judgemental Attitude: Be aware of ones own attitudes and values in relation to dual diagnosis and be able to suspend judgement when working with service users, and carers.  Challenge others’ attitudes in an appropriate and useful manner.  Dual Diagnosis Capability 4 level 2

Education and Health Promotion: Be able to offer basic but accurate and up to date information and advice about effects of substances on mental and physical health and vice versa.  Dual Diagnosis Capability 8 level 2

Psychoactive Substance Use

Humans in a variety of cultures and at different time periods have used substances that alter their level of consciousness and alter perception In the UK, it is socially acceptable (and in fact actively encouraged) to drink alcohol.  In other cultures, alcohol is a taboo and is illegal.  There is no doubt that excessive and dangerous use of alcohol and drugs lead to great physical social and psychological harm, but there is also there is a great deal of prejudice, misconception and stigma about the use of illegal drugs, which can lead to unhelpful attitudes when working with drug and alcohol users.    Most people have used alcohol, nicotine and caffeine, or have some kind of habitual behaviour (eating chocolate, going shopping, exercise etc) so if we can understand the reasons why we ourselves might use these substances or do these activities (which may not always be healthy), then we might gain more empathy towards those who have substance use problems.

Task 3: Reasons that people use substances/ reasons that people with SMI use substances (from exercise 3)
General reasons for use

Reasons for people with SMI


[image: image4]

Patterns of Use

There is a continuum of use from abstinence (no use at all) to physical dependency.  

· Experimental use is defined as trying a substance for the first time and is usually infrequent.  However, this doesn’t make this type of use safe.  For example many drugs can lead to overdose if the person lacks the tolerance for the dose they administer.  

· Recreational use is defined as regular use in particular settings, and the consumption falls within safe limits. An example of this could be having a couple of beers with friends in the pub on a Friday evening.  The problem with “recreational” is that people who drink heavily every Saturday night may feel that their drinking is safe as everyone is drinking at the same levels as them and in a “recreational” setting.  However, more than 3 units in one session is now considered binge drinking.  

· Bingeing is defined as heavy use of a substance within a short space of time. For men it is more than 8 units and for women it is more than 6 units in one session.  It is also known as a “bender”.  If people’s heavy consumption of a substance gets more frequent (most days) then they may be dependent.  

· Dependency is when the person can tolerate much higher doses of the substance, have withdrawal symptoms when substance is absent, and their lives revolve around seeking and using the substance (“narrowing of repertoire”).  

In AOT, it is likely that clients will be using at the level of harmful (abuse) level or dependence level.  

The first step in helping people with dual diagnosis is to understand their reasons for use (both the original reasons for starting, and the reasons that maintain the use now).  For example, someone may have started using alcohol as a way of coping with hearing voices, and now drinks mainly to avoid withdrawal symptoms.  

Predisposing factors for dual diagnosis: Aetiological Theories
There are four main theories as to why mental health problems and substance use are linked; however the evidence to support these theories is sparse.  It may be that each one is applicable to different individuals in different circumstances.

Common Causal factor: An underlying factor that increases likelihood of developing both a substance use disorder and mental illness e.g. past trauma or a genetic predisposition

Mental Illness leads to substance use. People with mental illness are more likely to develop substance use problem than those in general population. For example, mental illness may lead to the use of substances as a coping strategy or self-medication. 

Substance use causes mental illness.  Heavy substance use clearly leads to temporary states that mimic psychosis (drug induced psychosis) and/or lead to problems such as depression; however there is no clear evidence that drug use on its own accounts for the development of a long term mental illness. It may be that psychoactive substances play a part in triggering symptoms in those with predisposition to mental illness. 

Bi-Directional Theory.  Mental health symptoms and substance use affect the course of each other in a constantly evolving spiral. Thus, the experience of substances may play some part in generating unhelpful beliefs (along with psychotic thought processes) about the positive benefits of substance use which then perpetuate their use.  

Reasons for Use

Here is a list of some typical reasons cited by people both with and without mental health problems as to why drugs and alcohol are used.  Each individual will have their own set of reasons, so it’s important to avoid making assumptions about why something is used.

1. To feel euphoric or feel nothing

2. To feel more confident

3. To work longer hours or enhance performance

4. To belong to a social group (peer pressure)

5. To kill time (alleviate boredom)

6. To alleviate physical pain and other health problems

7. Because it is a habit

8. To satisfy cravings and avoid withdrawal symptoms

Psychoactive Drugs and their effects

Psychoactive drugs can be divided (for simplicity) into three groups according to how they affect the central nervous system; depressants or “downers”, stimulants or “uppers” and hallucinogens or “all-rounders”. However some drugs may have effects that span more than one group.  For example, ecstasy is both a stimulant and hallucinogen.  

Alcohol: 

· Alcohol is a widely used, legal and socially acceptable drug. 

· It is taken orally.  

· It is a central nervous system depressant and has interactions with most prescribed medications. 

· Despite its legal status, it is a very dangerous drug; people are at risk of accidental harm whilst intoxicated, and the consumption of large amounts (overdose) can be fatal.  In addition people have died whilst intoxicated as a result of choking on their own vomit. 

· Alcohol is also implicated in crime; 40 per cent of violent offences are committed under the influence of alcohol, rising to 44 per cent for domestic violence and 53 per cent for violence committed against a stranger [British Crime Survey, 2000]. 

Effects: A feeling of disinhibition, relaxation, and slowed speech, thoughts and reflexes. It has a diuretic effect, making the person urinate more frequently.  

The after-effects (“hang-over”): nausea, vomiting, headache and tiredness resulting from dehydration and toxic effects of the alcohol on the body.  

Safe levels: The recommended safe drinking levels from the Department of Health are less than 4 units/day for men and under 3 units per day for women.  Drinking more than the recommended units is associated with increased health risks.   Units can be calculated by taking the volume of the drink and multiplying it by %ABV (which should be on every bottle or can of alcohol) divided by 1000.   

330mls can lager 5% ABV

330x5/1000= 1.7 units

586mls (one pint) beer at 4%

With increased regular and heavy use (50 units per week) people may develop an alcohol dependency.  If use is then stopped, people experience withdrawal symptoms which can be life threatening.  Alcohol blocks certain receptors in the brain (the GABA receptors) and when these are blocked it depresses the nervous system, causing the feelings of relaxation, drowsiness, and reduced anxiety.  During alcohol withdrawal, these receptor sites become unblocked and this results in the symptoms of withdrawal.  

People with alcohol dependence should always be medically supervised when detoxifying as it can be very dangerous just to stop.  If they don’t have immediate access to medical assessment and treatment, then they should be advised to continue drinking until they do.  

An alcohol detox usually lasts about 7 days and people are prescribed a reducing regime of tranquillisers such as diazepam to help stave off the worst of the withdrawals.  Some people will be prescribed an anti-convulsant if there’s a history of fits from withdrawals, or if their withdrawal symptoms are severe.  They also require a course of B vitamins (usually a daily injection) to protect from cognitive impairments that can sometimes result from withdrawing alcohol.

Signs of Alcohol Withdrawal

nausea, vomiting, sweating, high temperature, hypertension, anxiety, sleeplessness, restlessness, and sometimes hallucinations, epileptic fits.  

· Alcohol is a mood depressant; therefore consumption over time may lead to a depressive state.  Depression can be lifted in most cases by cessation of alcohol for a couple of weeks.

· Heavy drinking may also lead to anxiety and paranoia. 

· Morbid jealousy- irrational beliefs that partner is being unfaithful.  

· Delirium tremens: confusion, hallucinations (visual and auditory), and agitation.  It can be mistaken for psychosis. It should be treated with benzodiazepines not antipsychotic medication, as these may increase the risk of fits.  

· Organic brain damage (Wenicke’s Encephalopathy and Korsakoff-Wernicke syndrome), which is short term memory loss, confusion, disorientation, and possibly psychosis; is irreversible.

· Chronic alcohol problem may greatly affect the prognosis of mental illness.  This may be due to two reasons:- 

1.  alcohol seems to lower blood levels of anti-psychotic medication, rendering it less effective.  

2. one’s ability to engage in treatment is reduced because of intoxication and memory loss.  

· Studies of the effect of alcohol on psychosis have produced some conflicting results.  For some people, alcohol improved tension and depression, however, in general it worsened psychotic symptoms (Drake et al, 1989) 

Cannabis

· Cannabis is a sedative and hallucinogenic drug produced from the leaves and buds of the cannabis sativa plant. 

· It is a very commonly used illegal drug.   

· The psychoactive properties of cannabis depend on how much of the active ingredient tetra-hydro-cannabinol (THC) is present, this level varying depending on the potency of the type of cannabis.  

· Cannabis builds up in fatty tissue and is released from the body slowly.  Therefore one may test positive for cannabis in blood or urine many days (or even weeks) after cessation of use 

Legality: Cannabis is an illegal substance under class B of the misuse of Drugs Act.  Possession and supply can lead to fines and imprisonment

What it looks like: dried leaves or black/brown block of resin.

How taken: Cannabis leaves or resin are smoked either in a roll-up with tobacco or in a bong (smoked through a tube that draws the smoke through water and makes the smoke more concentrated for a more powerful effect).  

Signs of use: reddened eyes, dilated pupils, increased pulse rate, drowsiness, giggling, and a sweet herbal smell.  
Effects: relaxation, increased senses, slowing of thoughts, time seems to pass more slowly, sometimes mild hallucinogenic effects.

Risks: mouth and lung cancer, exacerbate other lung conditions, increases likelihood of psychosis, road traffic accidents whilst driving under the influence

Cannabis and Mental Health
· Despite its image as a “soft” drug, it has very potent psychological effects.  

· Some users can experience anxiety, panic attacks, and extreme, but short lived paranoia.  

· There is a great deal of controversy about the long term mental health effects of cannabis use.  However, there is some evidence that regular cannabis use is a contributing factor to the onset of schizophrenia, and cannabis use in teenage years is a predictor of future mental illness.  

· The earlier a person begins smoking and the heavier they smoke, the greater the risk of future development of schizophrenia.  This effect seems to be stronger in individuals who have other vulnerability factors (Arseneault et al, 2004).   

· In addition, a study has demonstrated that people with schizophrenia who smoked cannabis were more likely to relapse quicker and have worse symptoms than those who didn’t use cannabis. (Linszen et al 1994)

See “Cannabis toolkit” for more detail on cannabis and mental health.

Cocaine and Crack Cocaine

These are Stimulant drugs
Legality- class A drugs
What do they look like: cocaine is a white crystalline powder, and crack is white or off-white crystalline rocks

How taken: Cocaine may be taken orally, snorted, inhaled, or injected.  Crack is usually inhaled from a pipe, but sometimes injected.  

Effects: Cocaine, in both forms, increases heart rate, breathing, blood pressure, thoughts and activity levels. It also lifts mood and gives a sense of energy and wellbeing. Cocaine stimulates the pleasure centre in the brain as well as producing an adrenaline rush which may initially be pleasurable, but after a while may leave the user feeling unpleasantly anxious.

Signs of use: dilated pupils, dry mouth, elevated body temperature, teeth grinding, agitation, restlessness, excitability, pressure of speech, flight of ideas, weight loss (appetite suppressant).  

.

Risks: paranoia, confusion, and disorganized patterns of behaviour.  The “come down” period or “crash” includes lack of confidence, low self esteem, fatigue, and depressed mood.  Heavy prolonged use of stimulants may result in hypertensive disorders, stroke (cerebrovascular accidents) and kidney damage. 

· Cocaine increases levels of dopamine in the brain.  Dopamine is a chemical messenger in the brain and high levels of this have been implicated in psychotic symptoms.  

· Cocaine (and other stimulants) has a profound effect on triggering or increasing the severity of psychotic symptoms.  Even people without a history of psychosis can experience a transient psychosis (“drug-induced psychosis”).  However, with rest and, if need be, a course of antipsychotics, this should remit within a few days to a few weeks.  Any persistent psychotic symptoms (without further drug use) after this time could be a sign of an underlying mental health problem.  

· Cocaine use in people with schizophrenia seems to increase both severity of symptoms and likelihood of psychiatric relapse when compared to non-drug using people.  

· Cocaine use can exacerbate or induce a depressive illness as it may deplete natural serotonin levels over time. Serotonin is the chemical messenger that is reduced in people with depression.

Opiates and Opioids

· These are drugs derived from the opium poppy.  

· They include heroin, morphine, codeine and methadone (synthetically produced).  

· Opiates are powerful emotional, as well as physical analgesics and provide a feeling of euphoria and comfort.  

· People who use heroin regularly are likely to develop a strong physical and psychological dependence. Like alcohol, tolerance builds up after repeated doses, but during abstinence this tolerance lowers again.  

What they look like: heroin is a pale brown powder; also available in pharmaceutically manufactured form (Diamorphine and morphine) such as tablets, green or blue syrup (methadone), glass ampoules (for injection) and suppositories.

Legality: these are class A drugs

How used: mainly smoked or injected, some opiates are available in tablet and suppository form.

Signs of use: pallor, pinprick pupils “pinned”, sedation/drowsiness (“gouching out”), signs of injecting on body

Effects: people feel emotionally numb, warm and drowsy, with an initial intense rush, especially if injected intravenously.  Withdrawals typically commence 36-72 hours after last administration. 

 Symptoms include: gooseflesh, shivering, profuse sweating, feeling feverish, aching limbs, yawning, runny eyes, runny nose, gastrointestinal disturbances such as stomach cramps, nausea, vomiting and diarrhoea.  

(see module 13 for opiate detox)

Risks: There is a risk of overdose if people have low tolerance such as first time users or after a period of abstinence e.g. after a stay in prison as their tolerance will have fallen.  Opiates are especially dangerous when mixed with other CNS depressants such as alcohol or benzodiazepines.  Due to their analgesic effect, users may accidentally harm themselves without being aware of it (e.g. by falling asleep next to a hot radiator). (see module 7 physical health)

· Opiate use seems to be more commonly used by people who also have depression anxiety, and/or personality disorders rather than psychotic illness.  

· A small proportion of people with schizophrenia use opiates, and relapse of psychotic symptoms commonly occurs during or immediately after withdrawal of opiate or substitute (methadone).  

· Opiates have mild antipsychotic effects, and therefore use may mask psychosis.

· Therefore, people with acute psychosis should not undergo a rapid detoxification of opiates; the focus of care should be on the stabilisation of their mental state and substitute opioid prescribing (Royal College of Psychiatrists, 2002).

Benzodiazepines

· Benzodiazepines (tranquillisers and hynotics) such as diazepam and temazepam are highly addictive and very difficult and unpleasant to withdraw from.

· They act on the brain receptors (GABA receptors) in a similar way to alcohol 

· People may appear drunk when intoxicated with benzo’s: glassy eyed, drowsy, with slurred speech but don’t smell of alcohol

· High doses can lead to paranoia, disinhibition and aggression.

· They interact with other depressants (alcohol, heroin etc) increasing sedative effect and toxicity

· Can lead to overdose and death; especially if mixed with other depressant drugs such as alcohol and opiates.

· Have a high “street value”, so people who get them prescribed can be coerced into handing them over or selling them.

· Prescription of benzo’s should be for short term (about 2 weeks) treatment for anxiety only 

· Benzodiazepine dependence requires specialist assessment and treatment(see British National Formulary and Clinical Guidelines for Substance Misuse, DH, 1999)

Mental health effects include increased paranoia, irritability and anxiety, especially in withdrawal.

Other Psychoactive Drugs

Hallucinogens such as LSD (white microdots, or tint squares of paper impregnated with LSD) are taken orally, and magic mushrooms (dried psilocybin mushrooms) are brewed into tea.  These lead the user to experience a “trip” which varies in length and intensity depending on the strength of the hallucinogen.  During this time the user will experience an altered state of perception which can be pleasurable or intensely frightening.  The effect of hallucinogens often depends on the state of mind of the user and the situation that they are in.  

Ecstasy and related drugs are stimulant and hallucinogenic, and are taken orally. 

The user feels euphoric and experiences enhanced empathy to those around them.  It is commonly used by those who go clubbing, and it gives the user energy to be able to stay up all night dancing.  They are class A drugs, and although used by thousands of people every week, they do carry serious risks.  People have died after using ecstasy as their kidneys have failed and they have overheated.  The advice is that people need to drink water every hour whilst dancing, but not if they are sitting down as ecstasy affects the hormone that controls fluid levels in the body, and this could lead to the body holding onto dangerous levels of water.  Ecstasy is associated with depression and memory problems.

Solvents and gases are inhaled either by spraying down the throat, or sniffed off a cloth or in a bag.  

They cause a few minutes of intoxication not unlike the effects of alcohol.  The dangers associated with solvents are sudden death caused by suffocation as a result of not being able to breathe or cardiac arrest, and physical damage to the brain leading to irreversible disabilities in movement, coordination and thought.

Physical Health and Dual Diagnosis

People with mental health and substance use generally suffer from poor physical health.   People with schizophrenia are at risk of developing type II diabetes (possibly in connection with obesity), heart problems (extended Q wave interval), smoking related illnesses such as cancer.  People who use substances are likely to suffer cardiac problems, circulatory problems, malnutrition, poor dental hygiene and if they inject drugs then this comes with an array of associated problems.  Heavy alcohol consumption is associated with a significant number of health problems.  
Harm Minimisation/ Reduction

This is an approach to treatment that advocates interventions that seek to reduce or minimise the adverse health consequences of substance use.  It acknowledges that not everyone who comes for help wants to stop using substances completely at that point in time.  The main aim is to prevent harm as a result of disease, overdose, or drug-related deaths

Interventions include:

· Needle exchanges

· Advice regarding safer alcohol use: avoid mixing depressants; 

· Advice about safer injecting and safer drug use

· Advice about the prevention of infection with bloodborne viruses (HIV, hepatitis B and C)

· Testing, advice, counselling and treatments for bloodborne viruses

· Advice about preventing overdose and drug-related deaths

People with dual diagnosis are at high risk for HIV, hepatitis B and C, as well as sexually transmitted diseases, and other physical health complications already mentioned.  Therefore it is vital that they are assessed for potential physical health risks such as these.  It is not necessarily just the opiate users that should be questioned about injecting, as many people with dual diagnosis have been infrequent injectors in the past.  These questions are of a highly sensitive nature, and could cause distress, shame or embarrassment.  A clear rationale for the questions should be offered as well as advising that they may feel embarrassed and they can move on to other sections at any time.  The worker should be in a position to answer questions, offer reassurance and be able to refer to appropriate services that can offer more detailed assessment and interventions.  The worker should at least a basic knowledge of blood borne viruses and testing facilities, needle exchanges in the community, safer injecting practices and safer sex. Therefore it is important to find out about local services, and have literature available to offer to people.  Information should be presented in a rational and balanced way so as to avoid panic.

Examples of Key questions:

Have you ever injected?  (People with dual diagnosis are less frequent injectors but even once before warrants further exploration as to how safe their practice was)

If so, where did you obtain your injecting equipment? (This is to check if sterile equipment was used, or whether equipment that had been used before)

Where do (did) you inject?

May I see where you inject (check for abscesses, ulcers, and general quality of the injecting area)

What is your current form of contraception? (Do they use condoms? If not have a discussion about the importance of using condoms to prevent transmission of sexually transmitted diseases and where condoms can be obtained)

Have you ever had any sexually transmitted diseases? (The risk of HIV is higher in those who have had STD’s.  It’s also an indicator of unsafe sex)

What is your appetite like in the last 4 weeks?

What is your typical diet like?

Have you any health concerns at the moment?

When was the last time you saw your G.P. (check if they have a G.P.!)- if someone has not seen their G.P. for a while, but has some health concerns it is advisable to have a medical check-up.

In addition, if it is possible it is useful to obtain blood samples to do a general health check including liver enzymes.  A G.P. would be able to do this kind of health check.
It is also important to ask about their understanding of blood borne viruses, such as HIV and hepatitis, and how they are transmitted.  If it seems that they have poor understanding of these issues then they should receive health education.  It is not sufficient to give people a leaflet and leave it at that.  People need to talk and explore the issues, and think about how the risks relate to their own behaviours.
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Useful Websites For Substance Misuse Information
The National Treatment Agency www.nta.nhs.uk  The NTA for Substance Misuse is a special health authority to improve the availability, capability and effectiveness of treatment for drug misuse.  The website has information sheets on a variety of issues related to substance misuse and treatments

Drugscope www.drugscope.org.uk Centre for expertise on drugs, information on drugs, treatments and policies

Drugs and legal issues www.release.org.uk
Talk to Frank www.talktofrank.com information about street drugs and effects aimed at young people

Home Office Drugs website www.drugs.gov.uk 

Alcohol: www.alcoholconcern.org.uk  information sheets on a variety of issues related to alcohol including alcohol and mental health.

British Crime Survey (2000) www.crimereduction.gov.uk/statistics12.htm
www.ash.org.uk information on cigarette smoking with an anti-smoking message.

www.gosmokefree.co.uk a web-based resource from the NHS on smoking cessation, quizzes, online help and advice, finding local services.

www.britishlivertrust.org.uk information on liver diseases such as hepatitis B and C, and other alcohol and drug related liver problems (fact sheets can be downloaded from the website)

www.mainliners.org.uk information about harm minimisation for drug users

www.hit.org.uk education and training materials for safer drug use

Task 4: Collate information about local substance misuse services; commonly used substances; harm minimisation; physical health
Session 3: Integrated Assessment
Dual Diagnosis Capabilities

Recognise Needs (Integrated Assessment): In partnership with the service user, perform a triage assessment of mental and physical health, substance use, and social functioning and offending; identifying both needs and strengths.  As a result of this assessment, the worker should be able to identify where those needs are best met by local services (Dual Diagnosis Capability 9; level 2)

This would include an assessment of history and current use of substances and their mental state, how their usage interacts with their mental health, and how it interacts with other aspects of their life.  It is also important to assess people’s motivational status; what they actually want to do about their use, and when. 

Methods of Assessment

There are many methods of gathering assessment information, and each has their pros and cons.  Standardized interview schedules can generate a lot of information and ensure that the same information is collected for each individual.  However, they can be lengthy and directive and do not allow for individual exploration of a problem.  In addition, they tend to be geared to specific areas.  For instance a mental health standard assessment may only include very brief questions about substance use.  Valid and reliable questionnaires have been designed and developed to measure specific problems such as “alcohol severity” or “depression”.  They are useful in terms of measuring progress with treatment but should not be used to diagnose a problem.  Often people need training in order to administer them correctly.  Again, they can be very specific and not very individualized.  Semi-structured interviewing is used to gather more individualized information about where a problem may have come from, and how it affects the every day life of the person.  This can be lengthy and requires a certain amount of skill.

Physical measurements e.g. blood tests, urine screens, physical observations (blood pressure, temperature, pulse, respirations are used to provide important physiological data to assist in assessment.  These should be completed for all people admitted to hospital, and routinely by primary care (if the person resides in the community).  

In addition to information obtained directly from the service user, it is important to collect corroborative information from carers, family members, and other workers.  It is important that carers feel included in the treatment process, and are given an opportunity to pass on important information.  After all, they are often in the most contact with the service user.  In addition, carers may have their own needs that will need to be assessed.  Carers should have access to sources of support and help for themselves, as they often feel isolated and overwhelmed with the burden of caring for someone with a dual diagnosis when they are the least skilled and qualified to offer that care.

Urine Screening

Substances can be detected from a number of body samples but by far the most common method is urine screening.  Drugs are metabolized by the body at different rates therefore the window for detection is different for each drug. The table below indicates the range of time up to which a drug may be detected by the urine test.  However, individual factors such as polydrug use, physical health, age, gender and ethnic background may affect the metabolic rates.  Urine screens only give a “yes” or no” answer; they don’t say how regular or how much substance has been taken.  They can also give false results so caution should be taken when making major clinical decisions (like whether to discharge someone from hospital).  

Table 1: Detection times for commonly used drugs

	Amphetamine
	2-3 days

	Ecstasy
	30-48 hours

	Cannabis:

Single use

Moderate use

Heavy use

Chronic heavy use
	3 days

4 days

10 days

Up to 36 days

	Methamphetamine
	48 hours

	Cocaine
	6-8 hours

	Methadone
	7-9 days

	Codeine
	24 hours

	Heroin
	1-2 days


Essential Skills for Dual Diagnosis Assessment 

Task 5: Assessment: What are the skills and values for assessment of combined mental health and substance misuse (from exercise 5)
Skills for assessment 

              Values for assessment    

Attitude

Non-Judgemental Attitude: Be aware of ones own attitudes and values in relation to dual diagnosis and be able to suspend judgement when working with service users, and carers.  Challenge others’ attitudes in an appropriate and useful manner.  Dual Diagnosis Capability 4 level 2

Many people don’t talk openly about their substance use or mental health problems because they fear a negative and unhelpful response, or worse, that their treatment will be limited or stopped.  Therefore staff should demonstrate genuine empathy, and non-judgemental attitudes regarding substance use.  (Staff should also be mindful of the legal responsibilities within this- see confidentiality)

Collaboration and Working in Partnership

Engagement: Be able to develop an effective therapeutic relationship and be able to work flexibly with this client group.  Dual Diagnosis Capability 6 level 2

The person seeking help should be involved in their care process as much as possible.  This will lead to better engagement.  It is important to use the service user’s own perspective of the difficulties, not impose labels (e.g. avoid insisting that a person acknowledges that they are an “addict” if they don’t see their use as a problem).  Try to use the person’s own language and terminology.

Structure

Any interaction, no matter how brief should have a structure (a start, the content and a suitable ending, with a time limit).  It helps to maximise the use of time, and keep the focus.  Always start a session by setting an agenda.  This should be quite informal and include: how long the session will be, the focus or topic, offer the service user the opportunity to add something that they wish to discuss, a “get-out” clause (i.e. the service user can terminate the interview when they want if it gets difficult or uncomfortable, or they can take a break), and warn if you expect to be interrupted.  Then start the session in a conversational style and mood check (e.g. how are you feeling today?  How’s your week been? etc) to help engage the person.  The actual interview itself should be relaxed and informal.  Remember it is important to stick to time limits, but be flexible within that if the person wants to finish early or has something very important to discuss there and then.

Example of a good way of starting a session:

“Hello John, it’s nice to see you again.  We have 20 minutes for this session today.  As I remember from last time we met, we agreed that it would be useful to look at the things that have happened over the last few years and we would make a start on the history timeline.  How does that sound?  Do you have anything you would like to discuss today?” 

“Remember that at any point, if this feels difficult or uncomfortable, we can stop, and talk about something else, or end the session” (giving the person a get out clause).

If you might be interrupted it’s important to warn the person, so they are not left feeling unimportant: 

“I also have to warn you that we are a bit short-staffed today, so I may be called to do

something by a colleague, however, hopefully that won’t happen.  I have told them that I don’t want to be disturbed unless its really necessary”

“Ok let’s begin by……”

Open-ended and Closed Questions

Start by asking open-ended questions to allow people to tell their story, for example: “can you tell me about a typical day when you drink alcohol…” or: “can you start by telling me about the time when you first started drinking”.  Avoid asking closed questions that can be answered with a “yes/no” or one word response (e.g. “do you drink alcohol?” and “you were very young when you started using drugs, weren’t you?).  Allow time for people to answer your question before moving on to another.  

Closed questions can be used to check the specific details (e.g. “you say you mainly drink alcohol on benefit day as you have plenty of money, is that right?”).  

Reflection and Summarising

It is essential to be able to listen effectively to what people are telling you, in order to be able to accurately reflect back and summarise.  Reflection of content is essential to allow the person to hear their own story, gain some insights, and make sense of what has happened.  

Examples of Reflections:

1.  Service user: “Things went from bad to worse at that point, it all went out of control and I felt like I was drowning”

Reflection: “It sounds like a terrible time, you feeling out of control, drowning….”

2.  Service user:  “I just couldn’t cope with the voices anymore, y’know?  I just had to get rid of them no matter what, so I just got off my face with booze….”

Reflection: “when the voices are really bad, you just want to blot them out with booze”

In order to perform a comprehensive assessment for people with dual diagnosis, we need to consider how their mental health and substance use problems developed (and therefore identify what precipitated problems), and how these affects all aspects of a person’s life.  You will find that for most people there are things that maintain problems, and also things that help reduce problems.  In order to help someone move forward, then both of these need to be identified.  Then hopefully interventions can target the things that maintain problems in order to reduce the effect of them, and the things that help reduce problems can be promoted.

The Parallel Time line- Integrating Substance and Mental Health history
This is an exercise to map the development of substance use and mental health problems over time.  It helps to make sense of past events and identify themes or links between substances and mental health.  It should be presented to the person as such and emphasised that it doesn’t need to be completely accurate or inclusive.  Some people may find talking about the past quite painful, and there needs to be some discussion about whether someone is ready to look back over potentially distressing events.  Some people can have difficulty remembering order of events, or specific details, but it can always be added to in later sessions. 
Figure 1 Example: Parallel Time Line

	Mental health and significant life events
	Substance use

	9yrs-father died

10yrs- saw educational psychologist for behaviour problems at school

13yrs-suspended for bullying

16yrs left school, unemployed, felt depressed

17-18yrs- became paranoid about people, believed under surveillance, agoraphobic, and withdrawal from friends, rows with mum over “laziness”, cannabis smoking, and being unemployed.  Mum doesn’t know about paranoia

19- 1st admission-sectioned, brought in by police after barricading self in house (believed someone was coming to kill him); spent 6 weeks in hospital.  Diagnosed psychotic depression, prescribed fluanxol

20yrs admitted to mum about hearing voice of dead father telling to kill himself, also paranoid about others who want to harm him; mum saw GP.=

informal admission 3 months-diagnosed with schizophrenia

21 referred to CMHT, failed to attend appointments.  Now receives a depot (depixol) from AOT and attends a daycentre 3-4 times per week.  Feels bored, and lethargic most of time, voices are less intense.
	9yrs sniffed solvents with friends after school

11yrs-started smoking cigarettes, drinking cider at weekends in park

13yrs introduced to cannabis whilst off school, continued to smoke every day for 5 years

16yrs began taking speed to lift mood, bored

17-increased cannabis to reduce anxiety about people

stopped speed

Smoking 1/8oz cannabis per week, several joints per day

Continued to smoke cannabis during admission though reduced to two small joints per day

Cannabis increases on discharge home-takes fluanxol for three weeks only

20yrs+Cannabis smoking increases from evenings only to throughout day.  

Reduced smoking cannabis whilst on ward.

Spending a lot of time with friends from day centre who smoke cannabis too.




In the example above, Joe seems to become more psychotic during times that he uses cannabis regularly.  For instance, Joe could be smoking more cannabis to medicate anxiety caused by paranoia, to help sleep, or out of boredom.  For these reasons, his use of cannabis may escalate as a result of increasing psychotic experiences.  It may become a vicious circle where the cannabis exacerbates his symptoms, and so he seeks to self-medicate further.

Current Use 

This data is usually collected based on pattern of use in the last month.  Figure 2 demonstrates the minimum data to be collected on patterns of use, and an example of the kind of information that can be gleaned from this.  In terms of assessing amounts, this is usually assessed in terms of money or quantities of weight or both.  It is important that the assessor has an approximate knowledge of what constitutes heavy or problematic use for different substances. (see Module 2)

Figure 2 Example:

	Substance
	Route of administration
	Amount
	frequency
	For how long

	Cannabis 
	smoked
	£20 per week (2 spliffs per day)
	daily
	6 months

	Alcohol Lager 5%
	Oral
	2 pints 

(5  units per session; 20 units per week)
	4 times a week
	2 months


Another way of assessing current use is to use the 5 ‘W’s.  Using the format in figure 3, first list each substance used in the last month,  including caffeine and nicotine, then for each one ask the following questions When, where, who with and why.    .  

Figure 3 The 5 W’s

	What (how much, how used
	When
	Where
	Who with
	Why

	Cannabis x2 spliffs,

smoked
	Every evening
	In bedroom at home
	Alone
	voices bad, felt uptight, needed to relax

	Beer 5% 2  pints
	4 x per week
	Pub
	With friends
	To be sociable, like it, helps me to talk to people, to have a laugh


Interpersonal Domain

It is important to get a picture of the person’s current social contacts and relationships.  They might have a wide network of substance using acquaintances, but it may be that the worker is the only person that the person can speak to openly about their feelings and difficulties.  It is quite common that people with dual diagnosis may be estranged from partners, children and other family members.  They might have been in care as a child and lack a typical family support structure.  The social world of the person may have a major role in maintaining their problems.  However, it may be unrealistic to expect someone to cut off contact with their friends or family especially at first.

If the client was living with family or carers, then they need to be involved in the treatment process.  

Consider the following questions:

· What is life at home like?  

· Who is most supportive, and who is in conflict with the client on a regular basis?  

· Who are the significant relationships?  

· Are the needs of the children being met?  

It is very important to get a sense of how the person spends their days.  It may be that their life is devoid of meaningful activity and that this perpetuates the drift towards substance use, or thinking about it.  The person may have been engaged in some positive activities that can be reinforced and encouraged.  It is useful to assess what kinds of interests and hobbies people have.  Sometimes people have difficulty identifying anything in this section, so try to get them to reflect on what interested them in the past, and whether that’s something that could be rekindled.  (See also Module 11 on Persuasion Stage)

Housing

Where the person lives can also be a significant factor in perpetuating substance use.  Key questions might include: is it satisfactory, stable, and affordable?  Have there been problems with tenancies in the past? Is there a housing support worker involved?  What kind of area is it? Are drugs easily obtainable?  

Education and Work

It is also important to obtain a brief summary of education and work experience.  This may include experiences at school (including what they enjoyed, were they bullied), level of education and work experience (if any).  Then consider how substance use has affected performance at school or work, for example has substance use lead to being suspended from school, or sacked from a job?
Finance/Legal

Substance use usually has a significant impact on a person’s financial and legal situation.  Key questions might be: 

· What is their income source? 

· Have they got debts? 

· How are they managing their money? 

· Is it getting out of control? 

· Do they worry about money? 

· Is there anything they regularly go without?  

· How does substance use affect their financial situation?

In terms of legal aspects, key questions might be: 

· Have they ever been a victim of a criminal offence (e.g. mugging, burglary, attack)? Do they get involved in criminal activity to fund substance use (e.g. sex work, shoplifting)? 

· Have they ever been arrested for behaviour whilst intoxicated? 

· How does their substance use (intoxication/craving/ drug seeking) affect their levels of criminal behaviour and legal problems?

Person’s Own Perspective

It is important to obtain the person’s own perspective on what they see as their problems and goals. These might not always be the same as the service goals.  Depending on level of motivation and readiness to change, the person may or may not have substance related goals.  

Positive Characteristics/ Moderating Factors

As well as assessing difficulties and problem areas, it is also important to assess strengths, abilities, interests and factors that moderate/reduce substance use and/or mental health symptoms. Assessments can leave the person feeling very aware of their treatment failures and deterioration, so it is really important that this assessment process can end on a positive note. This positive information can be used in later interactions to help build the persons self-esteem and efficacy; update the list as more positives are uncovered.  Try to use the client’s own words about themselves.  It is also a good opportunity for you to give the client feedback on positives that you have observed.  Self-efficacy is a very important key to change.  If a person doesn’t think they are good enough or able enough to change, the chances are they won’t even try.

Formulation

The assessment should result in a brief sentence or two summarising the main areas of difficulty, how they arose, and what maintains them currently.  This formulation should be, if possible, recorded in the service users own words.

Action Plan

To be able to plan and coordinate care in collaboration with person with combined mental health and substance use, their carers, and other professionals (Dual Diagnosis Capability 12)

Once assessment has been completed, it is important formulate and agree an action plan outlining what the person will do and what you will do in order to work on identified problems.  This process is formalised in the Care Programme Approach, which is used for people for mental health problems.  This outlines the nature of the problem, any associated risks, a care plan and the names of the services, and carers who will be involved in this plan.  Each person should have a clear idea of their role within this.  A key-worker or care coordinator is appointed and they ensure that the plan is implemented and that care is coordinated across the various parties involved.  The service user and their carers should be at the centre of the plan and be fully informed and participate as much as possible. 

It may be that the person’s needs would be better suited by transfer to another service, and in that case, there needs to be a plan for referral and transfer.  If the person is being referred, it is important that you know the referral procedure, and criteria for referral.  Whilst the referral is happening, it is important that you remain involved at some level to offer support and ensure that the process goes smoothly.  The assessment information that you have obtained should be passed on to the other service to avoid the service user having to go through it all again.  

SMART Goals

If you will be continuing to work with the person, then a clear and collaborative care plan should be devised.  The goals must be realistic and achievable (for both parties) and within a suitable time frame.  (When setting goals, remember SMART: Specific, measurable, achievable, realistic and time-limited).  Review your plans regularly and be flexible.  If something isn’t working, re-evaluate quickly and set something more achievable.  This helps prevent people feeling like they are failing all the time.

Dual Diagnosis and Risk

What are the risks?

People with dual diagnosis are far more likely than people with single diagnoses to be at risk of harm either to themselves or others.  The risks are mainly violence and suicide, but also risks such as self-harm, accidental overdose from alcohol and/or illicit drugs, self-neglect and malnutrition, physical health problems (such as blood borne viruses and injecting related problems, and victimisation (bullying).  When working with this group of service users, it is important to be aware of the potential risks posed, and ensure that there is an adequate risk management plan in place.  Safety is everyone’s’ responsibility.

Suicide and self harm.

In a recent report (Avoidable Deaths 2006; Five Year report of the National Confidential Enquiry into Suicide and Homicide by people with mental illness) a total of 1659 suicides were committed by people with a serious mental illness (schizophrenia or severe affective disorder) and comorbid substance misuse or dependence.  To put these figures into context, a total of 6 367 suicides were committed by people in contact with mental health services in the year before their death, so the percentage of those with dual diagnosis is 27%.  The report used strict definitions of dual diagnosis so the actual percentage may be even higher.  This rate has increased from the previous report (23%).  The characteristics of dual diagnosis group who committed suicide were: male, young, single, unemployed and live alone.  The most common method of suicide was self-strangulation or hanging (35%) and self-poisoning (30%).  Eighty five percent had been unwell for greater than a year, and 21% has more than 5 admissions.  They were likely to be current inpatients at the time of death, under enhanced CPA, non-compliant with medication, and reporting distressing side-effects.  Of those in the community, 32% had missed their last appointment with services. 

Violence and Aggression

Drug and alcohol misuse have been consistently linked with the likelihood of violent behaviour however, mental health problems are generally not associated with violence unless the symptoms are acute and untreated.  Wright (2000) demonstrated that people with dual diagnosis are much more likely to be violent that those with psychosis alone.  There is probably a complex relationship between substance use, mental illness and violence which involves interactions between active symptoms, medication adherence, disinhibition of substances, the effect of substances on symptoms, and lifestyle factors.

Recommendations for prevention of suicides and homicides 

· Absconding- deaths after absconding occurred most often in the first week after admission.  There needs to be a There needs to be a greater recognition of the factors that lead to absconding (such as ward disturbances or an incident affecting the person) and use of technology to monitor the movement of inpatients (CCTV and swipe entry cards)

· Transition from ward to community- ensure a safe transition from ward to home by using trial leave, identification of stressors and who to contact in a crisis, early contact by telephone or face to face if necessary for those deemed high risk.  

· Use of CPA and management of risk- making sure that a comprehensive risk assessment is performed as part of the CPA, and making sure that high risk service users are subject to enhanced CPA.

· Responding quickly when a care plan breaks down using assertive outreach, close supervision and modern medicines as front-line treatment

· Improve observation on inpatient wards.  22% of suicides on inpatient wards happened when the person was on observation.  The report recommends that there are no long gaps in observation, and that close observation regime is strictly adhered to.

· Improve the physical environment of inpatient wards-self-strangulation is still the most common method of suicide on inpatient wards therefore curtain rails and other ligature points should be removed or made collapsible.

· Change attitude of “inevitability” towards suicides by people with mental illness

· Improve services for dual diagnosis (training, better links between mental health and substance use services, better clinical leadership and use of enhanced CPA for those with severe mental illness and substance use problems)

· Suicides in older adults (12% of the total) have different antecedents than for younger people.  Suicide rates may be reduced in this group by receiving good care for physical illnesses and support for bereavements.

Risks should be assessed using a validated risk assessment tool as clinical judgement alone has been shown to be no better than chance in predicting risks.  Managing risks is about being aware of the potential risk factors and having a plan that seeks to reduce those factors converging.  

· Good risk management requires effective interpersonal and engagement skills, good communication between service user and all the services involved in their care, and good support and monitoring.  

· It is almost impossible to prevent every violent incident from occurring, but a lot can be done to minimize the risk and reduce the likelihood of it occurring.  

· The service user should be placed at the centre of any risk management plan, and their needs should be addressed as far as possible.  

· However there will be times in which the needs of the individual cannot be met as this poses a threat to others.  This dilemma needs to be managed with as little confrontation as possible and with as much dignity as possible for the service user.  For example, if you are aware that the person is likely to harm a relative then immediate action should be taken in order to prevent this.  This may involve informing the relative of the threat posed, or preventing the service user from access to that person until the threat has subsided or if the safety of that person can be protected (supervised contact for example).  
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Session 4: Interventions 1: Models of Care
Integrated treatment For Dual Diagnosis

The Integrated Treatment model is based on work by Drake and colleagues in New Hampshire, USA (Drake et al 2001).  The components of the approach are generally accepted by experts (Jeffery et al 2000) as important and helpful in working with people with dual diagnosis.  The key principles of the Integrated Treatment approach are: 

· Comprehensive service- this group has complex needs and the service needs to be able to recognise and address these needs.

· Stage wise- people come into treatment at various stages of change (levels of motivation).  The service needs to be able to recognise the motivational state of the service user and match interventions accordingly.

· Long term view- Making changes is a slow process so the service should be expecting to work with someone with a dual diagnosis over months and years rather than weeks

· Assertive Outreach- This group are typically hard to engage in treatment.  The service should consider how it makes itself attractive to prospective users.  It may be appropriate to be able to reach out and make contact in other areas of the prison

· Shared Agreement- this relates to collaboration.  The service user should be as actively involved in decisions about their care as possible.  It is also important to include any other significant people in care planning and decision making.

· Medication management- People with dual diagnosis are more likely to be non-adherent to medication, and if they do take it, are more likely to suffer from side-effects.  Therefore medication issues need to be addressed.  As well as this, stabilisation of mental state is essential for people to begin to consider their substance use issues.  
Task 6: How we change; the process including thoughts and actions (from exercise 7)
Stage-Wise Care; How People Change

Individuals go through a series of both cognitive (thinking) and behavioural stages during the process of changing health behaviours.  In the early phases people tend to focus on thinking about change, and whether it is something they need to consider, and in later stages they are actively doing things to change or maintain change.  

Prochaska, Diclemente and Norcross (1992) developed a model to describe this process; the Transtheoretical Model of Change, or as it is known “the cycle of change”.   This constitutes 6 stages:-

Figure 1 Cycle of Change
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1. Precontemplation

This is characterised by a lack of acknowledgement that what they are doing is a problem; in fact it is often seen as a solution.  They are sometimes described as being “in denial” about their problems. 

e.g. ‘Cannabis helps me to relax’ or ‘Speed gives me the energy to do things’ or ‘Crack makes me feel wonderful’

2.  Contemplation

In this stage the individual is beginning to gain an awareness of less good aspects of their behaviour.  They are thinking about change, but not quite ready to make a plan of action.  They become more open to discussion of the problem behaviour and more open to receive information about change strategies.  An important characteristic of this stage is AMBIVALENCE; the weighing up of the pros and cons of problem and solution.  As people move through contemplation the balance of pros and cons will shift towards a decision either to change (and thus move into preparation) or to continue as before.  

e.g. ‘crack makes me feel wonderful but I spend all my money on it and money I don’t have’.  Or ‘ Alcohol helps me to relax and talk to people but after a while I can begin to feel bad and get suicidal thoughts’

3. Preparation/ Determination

Individuals are formulating a plan of action and making the necessary mental preparations in order to make the external behaviour change.  They may begin to reduce some of the behaviour but not quite be ready to fulfil the criteria for action stage.  People may need to wait to wait before making the change, to ensure that things are in place to support the change e.g. they may require a physical detox, which would need to be arranged; or they may need to consider and arrange how they are going to spend their time if not using substances..  In addition, they need to identify the people that will support this change and who will not, and how they will respond to the people who will not support the change.

4. Action

Central to this stage is overt behavioural change. The individual puts the plans devised in the previous stage into practice.  
5. Maintenance

This is a period of continued change that is being maintained by active strategies.  The individual is still working hard to maintain the change and is vigilant for cues and triggers that may precipitate a relapse.  It is also a time when a high level of support is needed to assist the individual in recognising the positives of their desired goal.  

6. Relapse

Relapse is seen as a normal, predictable stage in the process of change.  Usually both individual and nurse see it alike; that it is a sign of failure and/or lack of willpower or motivation to change.  However it is important that relapse is reframed and normalised; it is seen as an integral component of the change process, and failure is reframed as the plan that was faulty not any individual.  Exploring relapse can be a useful learning experience and can reveal important information that can be assimilated into relapse prevention strategies.

Self-efficacy 

Self Efficacy (belief in ones own ability to achieve change) is an essential component for successful change.  If people perceive that change is beyond their capabilities they won’t even try.  Typically, people with serious mental illness have low self-esteem and self-efficacy, as well as cognitive deficits as a result of illness and medication. This makes the whole process of change much more difficult, and level of self-efficacy should be taken into account.  Diclemente and Bellack (1998) suggest the use of rehearsal and repetition of new skills such as drug refusal, and that goals should be small, realistic and achievable in order to increase a person’s sense of mastery and personal control.

Staged Approach to Treatment 

The Four Stage model (Osher and Kofoed,1989) is a treatment framework used within the Integrated Treatment model and is based on the transtheoretical Model. Where the cycle of change focuses on the person’s internal state of motivation, Osher and Kofoed describe what the worker should do in relation to those stages in the cycle of change. Hence “stage wise”.

It can be related as follows:-

	Transtheoretical Model
	Osher and Kofoed’s Four Stages 

	Precontemplation
	Engagement/early persuasion

	Contemplation
	Early persuasion

	Preparation
	Late persuasion

	Action
	Active Treatment

	Maintenance
	Relapse prevention


The Osher and Kofoed framework focuses on levels of person’s involvement with services, and observable behaviour change.  They advocate the use of motivational interviewing style to facilitate helpful discussions about change especially in the early phases (engagement and persuasion).  

	Stage
	Focus of Activity

	Engagement
	Building relationship, stabilisation of acute problems, medication management

	Persuasion
	Developing reasons for thinking about changing substance use using motivational interviewing techniques, social support, stabilisation of social situation, develop meaningful activities, psychoeducation

	Active Treatment
	Focused counselling and treatment, group and individual work, family work, work and activities

	Relapse Prevention
	Maintaining stability of lifestyle, using relapse prevention strategies, developing alternative life including new peer groups.


(Adapted from Osher and Kofoed, 1989)
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Task 7: Assessing where people are at in terms of change model (Add feedback from exercise 8)
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Stage 1: Engagement
Dual Diagnosis Capabilities

Role Legitimacy: Recognise and accept that working with people with dual diagnosis is a routine part of ones role.  Dual Diagnosis capability 1 level 2
Non-Judgemental Attitude: Be aware of ones own attitudes and values in relation to dual diagnosis and be able to suspend judgement when working with service users, and carers.  Challenge others’ attitudes in an appropriate and useful manner.  Dual Diagnosis Capability 4 level 2
Engagement: Be able to develop an effective therapeutic relationship and be able to work flexibly with this client group.  Dual Diagnosis Capability 6 level 2.

	Transtheoretical Model
	Osher and Kofoed’s Four Stages 

	Precontemplation
	Engagement/early persuasion

	Contemplation
	Early persuasion

	Preparation
	Late persuasion

	Action
	Active Treatment

	Maintenance
	Relapse prevention


This stage is primarily focused on developing a therapeutic working alliance.  Without this it is likely that interventions will fail.  The therapeutic relationship is the single most important aspect of working with dual diagnosis clients (as with all other clients).  Engagement of people with dual diagnosis can be a long, frustrating and arduous task.  It requires patience, flexibility, creativity, and commitment from the worker.  It is expected that people will be sporadic attendees of services so assertive outreach may be needed (if this is part of your role).  It is likely that the initial focus of intervention will be getting to know the person and offering practical help with basic needs such as housing, food, crisis intervention or support.  During this stage, the worker does not necessarily address the substance use problems directly.  Prematurely pushing people towards abstinence as a goal are often unsuccessful and may jeopardise the fragile therapeutic relationship.  Dealing with substance use problems can only be approached when motivation, life skills and support to change are in place. 

It is important to keep optimistic and persistent, and to see that all opportunities for interaction no matter how brief or low key are an excellent opportunity for engagement.  If someone is resistant to engage, refer to the module on resistance for guidance as to how to manage it positively.
Task 8 What helps and hinders engagement for people with dual diagnosis.  Add any examples of good practice (from exercise 9)
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Stage 2: Persuasion

Demonstrate Empathy: To be able to understand the unique experiences a person with dual diagnosis may have had, and be able to communicate this understanding effectively and empathically to service users, and their carers. Dual Diagnosis Capability 5 level 2

Interpersonal Skills: To be able to demonstrate effective skills such as active listening, reflection, paraphrasing, summarising, utilising open-ended questions, affirming, elaboration. Dual Diagnosis Capability 7 level 2.

Delivering Evidence and Values Based Interventions: Be able to utilise knowledge and skills to deliver evidence-based interventions including brief interventions, motivational interviewing, relapse prevention and cognitive behaviour therapy to people with combined mental health problems within own limits and capacity and remit of ones own organisation. To know where else a service use can access appropriate specialist care and facilitate that access. To be able to access support and supervision to perform such interventions. Dual Diagnosis Capability 13 level 2.

Evaluate Care: To be able to collaboratively review and evaluate care provided with service user, carers and other professionals.  To be flexible in changing plans if they are not meeting the needs of the service user.  Dual Diagnosis Capability 14 level 2

	Transtheoretical Model
	Osher and Kofoed’s Four Stages 

	Precontemplation
	Engagement

	Contemplation
	Early persuasion

	Preparation
	Late persuasion

	Action
	Active Treatment

	Maintenance
	Relapse prevention


Once the therapeutic relationship is formed (Engagement phase), the second stage of the Four Stage Model begins: “persuasion”: increasing readiness for change.  At this point, people may still not acknowledge that there is a problem with their substance use, but are probably more receptive to talking about it.  The goal of persuasion stage is to help the person come to their own conclusions that their level of substance use is having a detrimental effect on their life and their mental health.  There are a number of ways that this can be done.  Firstly active mental health symptoms need to be stabilised at the same time that the client receives substance use counselling.  If this is possible, family and friends will often benefit from some education around mental disorders and substance use issues.  Individual work uses techniques of motivational interviewing which is a “directive, client centred counselling style for eliciting behaviour change by helping clients explore and resolve ambivalence” (Miller and Rollnick, 2001).  

Although this stage is called “persuasion” this can be misleading.  The workers role is not to persuade the person to stop using drugs/alcohol, but to empower their own exploration of their substance use and the effects on their life. It may be better to refer to it as “working with ambivalence”.

The reasons and motivation for change must come from within the person themselves.  

If change is imposed it probably won’t last once the pressure is off.

During this stage, it is important to explore the person’s social world and daily activities.   The reason for this is that it is easier to reduce or stop using drugs and alcohol if a person is leading a healthier, more fulfilling life with supportive and positive social contacts, and some kind of purposeful activity.  In the USA, where the Integrated Model is followed, a great deal of emphasis is placed on work activity even during this phase.  Service users are assisted in finding activities suitable to their interests, skills, and level of functioning.  This has a very important role to play in developing a sense of self-worth, and self-efficacy.  However, the activity must be well within the capability of the person.  Often people have a history of repeated failures and rejection, and it is important that they are able to experience success.

Motivational Interviewing

This is a style of counselling that was developed to assist people to think about change.  It focuses on the exploration and resolution of ambivalence about change.  It was developed by Miller and Rollnick (2002) originally as a useful approach for working with substance users.  However it now has many applications within the wider field of health behaviour change.  There are some encouraging results from studies using motivational interviewing with people with dual diagnosis (Barrowclough et al, 2001).

It advocates that the worker should take an empathic, neutral stance, and uses reflection, open-ended questions, and a non-confrontational approach.  People are assisted to make their own mind up about change rather than being told what they should do.  

Four important skills are used in motivational interviewing: 

OARS:

Open-ended questioning

Affirmation

Reflection

Summarising

These skills have already been covered in assessment module 6.

Affirmation is about recognising people’s strengths, admiration for what they are able to achieve often in difficult circumstances, being supportive of a persons’ decisions and life choices, all without being patronising or excessively positive.  It’s about being genuine and not just giving compliments for the sake of it.

Therapeutic Optimism: Be able develop and maintain therapeutic optimism and a sense of hope and generate this in the service user, their carers and other professionals.  Dual Diagnosis capability 2 level 2

e.g.  “I am amazed at how you have found the strength to keep going with the detox even though it’s been really tough for you.”

Key exercises

Readiness to change

This exercise helps generate a discussion about levels of motivation to change, and also identifies where the focus of discussion should go.  It also helps to generate change talk, even for the most seemingly unmotivated people.  People are presented with a scale, and are asked to place where they see themselves in terms of being ready to change a specific behaviour.  

Not ready…………………………………..unsure…………………………………….ready

0 -----------------------------------------------------5----------------------------------------------------10        

Then they are asked “can you tell me why you placed yourself there?”  Use elaboration to draw out more detail such as: 

· “…and what else makes you think that?  

· What else have you noticed?  

· What other factors make you think about this?

The next step is to explore importance and confidence about change. To be able to change, the pros of change must outweigh the pros of staying the same (importance) and they must feel they can achieve it (self-efficacy or confidence).  See also section on how people change in module 9.

For example: How important is it to you to reduce your cannabis use on a scale of 1-10?

0 -----------------------------------------------------5----------------------------------------------------10        

Write the answers down on a piece of paper so the client can take it away to reflect on later.

Key questions might be:-

· “Why that score?”  

· “And what else….?”  

· “Why not lower?” 

· “What would have to be different for you to move forward two points?”

Moving on to confidence, people are asked to rate this on a 1-10 scale and the same questions are applied to explore this.

0 -----------------------------------------------------5----------------------------------------------------10        

When exploring confidence, ask the person why they have put themselves there and not at zero. They will then tell you why they feel some level of confidence. If you ask them why there and not at 10, they will tell you the reasons they don’t feel confident. This will help to boost self efficacy.   If confidence seems to be low, then interventions targeting boosting self-efficacy should be used.  These include:

· Setting small realistic goals

· Reminders about past successes.

· Problem-solving skills.

· Coping strategy enhancement.  

If importance is low, then interventions to increase this may be 

· Health education.

· Exploring the good and less good aspects of use (exploring ambivalence).

· Comparing future goals with current behaviour (raising discrepancies). 

Asking what would have to be different to move up two points on the scale may produce a goal in itself.

Working with ambivalence

Most people tend to feel some ambivalence about using substances. It can be helpful to explore the good and less good aspects of substance use, as it highlights discrepancies between what people are currently doing and where they want to be, and also may highlight some areas that may need to be worked on before changing use.  This is known as the decisional balance matrix.

Case Example: Craig
Good things about cannabis
Less good things about cannabis
It makes me feel good


put on weight (munchies)

Relaxed




feel paranoid sometimes

Something to do



I argue with mates

Helps sleep




Ghosts are bad

It’s fun to smoke with friends

smokers cough in the morning

In this example, there are clear positive and negative consequences of smoking cannabis.  It can be useful to explore the person’s responses and elaborate on certain key aspects such as:-

You say cannabis helps you relax and sleep; is this normally a problem for you?  Do you ever get to sleep/relax without the use of cannabis?

And you may want to explore some of the less good aspects such as:-

How do you feel about putting on weight?  Tell me more about what happened when you feel paranoid after smoking cannabis.

You can also explore the good and less good things of not using cannabis:

Good things about not using

less good things about not using

Might lose weight
my friends might think I’m boring

Ghosts bother me less

don’t sleep very well

Feel healthier

might get bored

The objective for doing the decisional balance is not that the person suddenly decides to change; rather it is about highlighting the key areas that are maintaining use, and identifying areas that are less good that might tip the balance.  Always start with the side of ambivalence that people will be most keen to talk about (the good things about drugs or alcohol, or the less good things about anti-psychotics).  It then makes it less threatening to ask about the side of ambivalence they are more reluctant to discuss.
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Session 6: Resistance
Dual Diagnosis Capabilities

Demonstrate Empathy: To be able to understand the unique experiences a person with dual diagnosis may have had, and be able to communicate this understanding effectively and empathically to service users, and their carers. Dual Diagnosis Capability 5 level 2

Interpersonal Skills: To be able to demonstrate effective skills such as active listening, reflection, paraphrasing, summarising, utilising open-ended questions, affirming, elaboration. Dual Diagnosis Capability 7 level 2.

Acceptance of the Uniqueness of Each Individual: Be able to accept the person as a unique individual and respect their choices and lifestyle. Dual Diagnosis Capability 3 level 2

Delivering Evidence and Values Based Interventions: Be able to utilise knowledge and skills to deliver evidence-based interventions including brief interventions, motivational interviewing, relapse prevention and cognitive behaviour therapy to people with combined mental health problems within own limits and capacity and remit of ones own organisation. To know where else a service use can access appropriate specialist care and facilitate that access. To be able to access support and supervision to perform such interventions. Dual Diagnosis Capability 13 level 2.

Resistance

Resistance to change is characterised by a number of negative behaviours and emotions expressed by the service user in response to discussions about changing an aspect of their behaviour (such as substance use or taking medication).  According to Miller and Rollnick (2002) resistance occurs when the worker is using strategies inappropriate to the stage of change of the service user, for example, the worker is insisting on discussing the dangers of drinking when the service user sees drinking as a helpful way of dealing with their current problems. Resistance is usually highest at the start of a therapeutic relationship (when the service user is likely to be most defensive and less interested in change talk) and should decrease over time if the worker uses appropriate strategies to the stage of change of the service user.  Minimising resistance between yourself and the service user is crucial as resistance is associated with high treatment drop-out rates, and decreases likelihood of productive change talk.  

Some resistance may be evoked by workers falling into the following “traps”.

· Expert/ prescriptive: “As an experienced nurse, I think you should stop drinking alcohol completely.”

· Question-answer: “Have you taken your tablets?” “Yes, I have

· ”Confrontation-denial: “You have been using again” “No I haven’t!!”

· Labelling: “you are a schizophrenic, alcoholic…etc” 
· Blaming: “The reason you end up back in hospital is because you use heroin”

Its not that these traps are “wrong” per se, it’s just that if they are used a lot, they will prevent active listening, and working in partnership with the service user, and therefore resistance will be evoked.  

How to Spot Resistance

People demonstrate their resistance in a variety of ways, depending on their personality traits, situation, and communication skills. It can be useful to consider how we demonstrate our own resistance to changes and how others can invoke resistance within us.

Exercise 13 Consider a time when an unwanted change was being imposed on you either at work or in your personal life

1. How did you think and feel about this change 

2. How did you demonstrate this resistance to the change to others (what did you do?)

3. What did you do to maintain this position? (What thoughts did you have, who else did you talk to etc)

4. What did others do or say that increased your resistance?

5. What could have been done to decrease your resistance?

Take 15 minutes to complete this ideally in pairs.  You should end up with a series of lists in response to each question.

Task 8: Our own resistance (exercise 13)


Miller and Rollnick (2002) divide resistant behaviours into 4 main groups:

· Arguing- contests accuracy, expertise or integrity of therapist

· Interrupting- breaks in and interrupts in a defensive manner

· Denying- unwillingness to recognise problems, cooperate, accept responsibility, or take advice

· Ignoring- inattention, no response, side-tracking

Often resistance occurs because people feel fearful of the unknown i.e. change, they don’t know what to do, and don’t feel ready.  Therefore it is important that the worker can recognise resistance and be able to diffuse it.  
How not to manage resistance:

1.  Take control away (“well actually, you don’t have any choice, you have to….”)

2.  Misjudge level of importance, confidence or readiness for change (premature focus) (“I think you should go in for a detox now that you have admitted that you have been drinking heavily...”)

3.  Meet force with force (argument, challenge, confront) (“Cannabis makes your illness worse, and I know you are still using it, even though you deny it!”)
How to Manage Resistance

1. People are less resistant when they feel they have choice and control.    “At the end of the day ultimately the choice to use drugs is yours”.  

2. Level of motivation: reassess readiness, importance and confidence (module 11).  You may have assumed that they are more ready for change than they actually are. “Maybe we need to revisit how ready you feel, rather than continue talking about this plan”.

3. Back off and come alongside the person:

· Adapt your approach according to the reassessment of the level of motivation

· shift the focus of conversation from the topic that was causing the resistance

· Listen to what they are telling you.
When resistance occurs it can be diffused by:
Reflection.  

Reflect back what you see is happening in the session and hopefully this stimulates more useful discussion 

E.g. Worker: “you seem to be getting quite angry when we talk about alcohol”

Service user:” well you just seem to bang on about it all the time and I’m sick of it”

Worker: “Ok, that’s fair enough; it sounds as though you don’t want to talk about alcohol at all”

Service user: “well I wouldn’t go as far as that, I know I have problems, just don’t want to be reminded of them every time we talk”

Shifting focus.  

Try to move the conversation to an area that the service user is more likely to engage with.

Worker: Perhaps we should use today’s session to discuss something else; what else would you like to discuss? 

Reframing

Sometimes without meaning it we use loaded words when talking about problems. This can generate a resistant response so it can be useful to stop and reframe into something a bit more neutral.

e.g. “Perhaps I could have put that better, what I meant to say is…..

Resistance can be difficult to manage, but can be seen as useful in the sense that it provides direct feedback to the worker: if resistance is escalating then it’s time to stop, think about what might be happening, reassess motivation and change the approach.  If resistance can be reduced, then you are more likely to effectively engage with the service user, and have more productive therapeutic encounters.  

It is really important to realise that no one, no matter how skilled and experienced, can persuade someone to change their behaviour unless they really want to do it for themselves and are ready for such a change.  Workers often feel under pressure to persuade someone to stop using drugs and alcohol (for very valid reasons) but sometimes the determined pursuit of this can be counter-productive.  

Session 7: Active Treatment and Relapse Prevention

Dual Diagnosis Capabilities

Interpersonal Skills: To be able to demonstrate effective skills such as active listening, reflection, paraphrasing, summarising, utilising open-ended questions, affirming, elaboration. Dual Diagnosis capability 7 level 2

Care Planning in partnership with Service User: To be able to plan and coordinate care in collaboration with person with combined mental health and substance use, their carers, and other professionals.  Dual Diagnosis Capability 12 level 2

Evaluate care: To be able to collaboratively review and evaluate care provided with service user, carers and other professionals.  To be flexible in changing plans if they are not meeting the needs of the service user.  Dual Diagnosis Capability 14 level 2

Help People to Access Care from Other Services: To have local knowledge of services appropriate to meeting needs of people with combined mental health and substance use; their eligibility criteria; to know how to refer to such agencies, and to  support the service user whilst the referral is being processed.  Dual Diagnosis Capability 15 level 2.

Stage 3- Active Treatment 

	Transtheoretical Model
	Osher and Kofoed’s Four Stages 

	Precontemplation
	Engagement/early persuasion

	Contemplation
	Early persuasion

	Preparation
	Late persuasion

	Action
	Active Treatment

	Maintenance
	Relapse prevention


At this stage, the person is considered to be motivated to reduce or abstain from substance use and has changed behaviour by significantly reducing substance use (or stopped)  and is actively seeking ways to enhance or maintain this change.  In hospital, people may have changed their behaviour but this may be due to being contained rather than a true motivational shift.  

Exercise 1: In pairs, discuss

How do you know when someone is really ready for change?  What would they be doing, saying etc?

Think about the prisoners that you work with, and also yourself.

10 minutes

Task 9: How do we know someone is ready for change? What might be the hazards at this stage? (feedback from exercise 13)



Readiness to change is characterised by resolve, little or no ambivalence, and increased questions about how to change.  However caution should be taken at this point, as people may say they are motivated, but may still have a way to go in building motivation.  Treatment that target change will fail if the person is lacking to adequate motivation.  It is a good idea to repeat the “readiness to change” exercise as this will reveal the level of motivation.  Importance and confidence should both be rated highly for someone to be ready.  Miller and Rollnick (2002) see that a person should be:

· “ready” (motivated and prepared), 

· “willing” (see change as important and positive) 

· “able” (have requisite skills, confidence in their ability to change, and support from others)
The goal of this stage is to develop collaborative goals that aim to minimise adverse consequences of using, reduce use, or maintain abstinence.  Clinical strategies can include self-monitoring with diaries, identifying triggers for use and either avoiding them or devising alternative coping techniques.  Skills training such as problem solving, assertiveness, and drug refusal skills can be role-played and rehearsed.  

Treatments

At this point medical interventions may be required such as detoxification from alcohol, benzodiazepines or opiates.  A prescription of anti-depressants may help with the after-effects of stimulant use.  For alcohol drinkers, anti-craving drugs such as acamprosate (Campril) may be useful.  

There are many drug and alcohol rehabilitation programmes available across the country that offers a range of regimes and philosophies.  Funding can then be sought from social services if it is deemed appropriate.  However for people with mental health and substance use, a rehab is not always the best solution as some people couldn’t handle the atmosphere of highly expressed emotion or the highly structured regime.  In addition some rehabs won’t accept people if they are still on prescribed medication nor have a history of psychosis.  This is because their staff have no mental health training, or access to psychiatrists.  However some rehabs do take people with mental health problems and some people find this a useful option.  Most areas of the country have will have Alcoholics Anonymous (www.alcoholics-anonymous.org.uk ) and Narcotics Anonymous (www.ukna.org.uk) meetings.  These are self-help groups that are based on the “Twelve Step” approach to recovery from addictions.  The basic idea is that people work acknowledge that they have a problem with alcohol or drugs, and work through 12 steps (such as admit you have a problem, right the wrongs you have done through your addictive behaviour etc) and seek support from peers who have been through the same experiences as you.  Many people find this approach very useful, but again caution should be taken with people with serious mental illness as they might find the groups difficult to cope with, or they may feel that they stand out because of their mental illness.   

Disulfiram (Antabuse) could be used as a preventative drug to help people avoid drinking.  However, it should be used with caution as it can be dangerous if someone drinks heavily whilst taking it and it can exacerbate symptoms of psychosis, and should therefore only be prescribed a specialist substance misuse doctor.

 Task 10: What do we offer for active treatment in AOT; what else is available 
[image: image8]
Stage 4: Relapse Prevention
Therapeutic Optimism: Be able develop and maintain therapeutic optimism and a sense of hope and generate this in the service user, their carers and other professionals.  Dual Diagnosis Capability 2, level 2.

Non-Judgemental Attitude: Be aware of ones own attitudes and values in relation to dual diagnosis and be able to suspend judgement when working with service users, and carers.  Challenge others’ attitudes in an appropriate and useful manner.  Dual Diagnosis Capability 4 level 2 

Empathy: To be able to understand the unique experiences a person with dual diagnosis may have had, and be able to communicate this understanding effectively and empathically to service users, and their carers. Dual Diagnosis Capability 5, level 2

Delivering Evidence and Values Based Interventions: Be able to utilise knowledge and skills to deliver evidence-based interventions including brief interventions, motivational interviewing, relapse prevention and cognitive behaviour therapy to people with combined mental health problems within own limits and capacity and remit of ones own organisation. To know where else a service use can access appropriate specialist care and facilitate that access. To be able to access support and supervision to perform such interventions. Dual Diagnosis Capability 13, level 2.

	Transtheoretical Model
	Osher and Kofoed’s Four Stages 

	Precontemplation
	Engagement/early persuasion

	Contemplation
	Early persuasion

	Preparation
	Late persuasion

	Action
	Active Treatment

	Maintenance
	Relapse prevention


Relapse prevention stage is defined as the stage after change has occurred (not experienced negative consequences of substance use in the last 6 months or maintaining abstinence).  

It is a time of increased vulnerability as people are trying to cope without substances (or with reduced supply) and, for some people, being drug free means that their mental health problems may escalate (e.g. heroin can suppress psychotic and anxiety related symptoms, which will be unleashed after detoxification).  This stage is focused on building on the lifestyle changes that have already begun, that support stability in both mental health and substance use problems.  Interventions aim to equip the person with:

· awareness of their own personal triggers to lapse.

· appropriate skills and contingency strategies to cope with such triggers. 

· Contingency plans to cope with triggers

· Self-help or peer support groups

However, changing behaviour is incredibly hard for all of us, and it is important to realise that relapse is likely at some point. Most people tend to go through the process several times before change is maintained for good. (See also Module 9- How people Change).  Workers need to be able to accept that people will relapse from time to time, express empathy, and help them to learn from the experience rather than reinforce the person’s feelings of failure (which can lead to a prolonged relapse period).

Exercise 1: (Discuss in pairs) 10 minutes

Think about a behaviour you changed, that you relapsed back into (e.g. stopping smoking, starting regular exercise etc)

 What triggered the relapse?  

How did you feel about the relapse?  

What happened as a result? 

How did other people react to your relapse?

Task 11: How do relapses occur? (feedback from exercise 15)


[image: image9]

Risks for relapse

It is useful to think about what thoughts, feelings and behaviours make us more vulnerable to relapse, and if these are identified then they can be monitored and dealt with.  If not recognised or ignored then they can cause relapses that can take people by surprise.

· Lifestyle Imbalance – “shouldn’t > want to”, “duty vs. Pleasure” Desire for Indulgence/ Feeling of Deprivation

· Cravings & Urges

· Rationalisation/ Justification

· Seemingly Irrelevant Decisions – series of “mini-decisions” that take a person into a High-Risk Situation

· High-Risk Situation – “downers”, “rows” and “join the club”

An example could be someone who is trying to cut down their drinking.  However they are working long hours with little time for family or relaxation. This creates a feeling of deprivation and a desire to have a treat or indulgence.  Cravings and urges are less easy to resist if feeling tired and deprived.  In addition there may be thoughts of justification like “I work so hard I deserve to relax with a drink”  “one drink won’t hurt”  “I’ve done so well cutting down, I’ll treat myself”.  The “seemingly irrelevant decisions are a series of subtle decisions that lead a person almost unconsciously to a situation where they are tempted to relapse.  This could be taking a different route home, seeing a particular person (associated with the behaviour that they are trying to stop).  Once a person finds themselves in a high risk situation with the above feelings, then it is very difficult to resist temptation.  However, if someone is aware of their own vulnerable thoughts and emotions and have a range of strategies to cope, then they can deal with a high risk situation more effectively.

Model of Relapse and Prevention (based on Marlatt and Gordon, 1985) with example
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The most likely time to lapse is just after a change has been made.  This is because it is easy to fall back on old learnt behaviours rather than utilise new ones.  However, the more people are able to use new coping styles, the less likely it is for them to lapse.  For people with mental health problems, relapse prevention is challenging as their lifestyle and coping abilities are not always adequate to support major changes.  The worker needs to recognise that lapse is likely, but that things can be learnt from a lapse and people can be helped to get back on track.  

When people lapse they often feel a complete failure, and have a full blown relapse (“what’s the point? I might as well go on a bender”).  Relapse prevention of substance use is often tied in with mental illness relapse and the two can be worked on together. The timeline (module 6) is a useful exercise to identify patterns to relapse in the past, and also to identify what could work well.

Task 12: What triggers relapse and what helps maintain change? (feedback from 16)
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Contingency Planning

A useful exercise to do with someone who is concerned about relapse is “contingency planning”.  The aim of this is to help a person identify what “high risk” situations and triggers make them vulnerable to relapse, and devise a plan to help either cope with, or avoid the situation.  A high risk situation is one that people find almost impossible to cope with without resorting to old behaviours.  Within that situation will be specific triggers.  (E.g. the pub is often cited by ex smokers as a high risk situation.  Triggers within that situation could include: seeing people smoking, the smell of the smoke, being offered a cigarette and the taste of alcohol).  High risk situations and triggers will be unique to each person, so it is important not to make assumptions about what these might be.  

Some people find that it is easier to avoid certain triggers when they first make a change.  (E.g. some people find it easier to maintain stopping smoking if they avoid the pub, as this was a strong trigger in the past).  When someone’s confidence (self-efficacy) is increased, then using other strategies to cope can be used. (e.g.  The ex-smoker now goes to the pub, but has rehearsed and practiced refusal skills when offered a cigarette, and has a couple of techniques to use to if cravings begin).  The more times a person successfully manages not to give in to temptation in a high risk situation, the stronger they will feel and the more likely it is that the new changes will be maintained.

Session 8: Medication and Dual Diagnosis
Antipsychotic medication is prescribed for psychotic symptoms such as auditory hallucinations and delusions.  Messages to switch on or off functions within the brain and nervous system are passed along by the release or blocking of chemicals at nerve junctions known as “neurotransmitters”.  In schizophrenia it is thought that there are excessive amounts of certain kinds of neurotransmitters that lead to the symptoms (the brain messages are over-firing).  Most commonly implicated is dopamine.  Cocaine increases the levels of dopamine and this is why people exhibit psychotic symptoms if they have taken a large amount of cocaine.  Antipsychotic drugs block the receptor sites thus reducing the amount of messages that can be transmitted to the next part of the brain.  However, the drugs also block sites that are involved in movement control, and other bodily functions, and this can lead to the development of side-effects. 

Task 13: What helps and hinders medication adherence for people with dual diagnosis? (feedback from exercise 17)
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Side-Effects

People with dual diagnosis tend to be put on high doses of medication as concurrent substance use can lower the effectiveness of prescribed drugs.  But, higher doses also mean that it’s more likely that people get side-effects.  In addition to this, people who use illicit drugs seem more prone to experiencing side-effects. Side-effects from antipsychotics are wide-ranging and often unpleasant.  

These include:- 

· movement disorders (very similar to Parkinson’s disease), also known as extra-pyramidal side-effects and include shuffling, tremor, stiffness, excessive drooling and rigidity.

· Restlessness (akathisia)

· dry mouth, blurred vision, difficulty passing urine (called anti-cholinergic)

· skin rashes, allergy like symptoms (Histamine)

· low blood pressure, dizziness (adrenergic)

· development of breast tissue in men and women, amenorrhea (reduced or delayed menstruation), production of milk, loss of libido

 In addition, substance use could independently be contributing to increased risk of side-effects.  When neurotransmitter levels (like dopamine) have been artificially raised by psychoactive drugs, withdrawal greatly reduces the amount of naturally produced neurotransmitter.  Therefore abstinence after a period of heavy use may increase side-effect vulnerability by reduction of dopamine activity.  Alcohol use may increase the likelihood of experiencing akathisia (which is a state of inner restlessness which means a person can’t sit still at all, and very distressing and unpleasant).  People with a history of drug and alcohol use may be more likely to experience tardive dyskinesia.  This is a late onset movement disorder characterized by involuntary facial grimacing, lip-smacking, along with tics, gestures and writhing movements of the limbs.  It is very distressing and stigmatizing.  There are drugs that a doctor can prescribe to reduce these extra pyramidal side effects, but the distress caused by these side-effects may lead to some people self-medicating with substances to alleviate these symptoms.  In addition the drugs that alleviate the side-effects have their own side-effects (blurred vision, dry mouth etc) and can also be used as drugs of abuse for their stimulatory effect.

Safety of prescribing for substance users

Generally, there is no need to discontinue prescribing antipsychotics to those with concurrent substance use; however there are a few potential risks that both prescribers and service users should be aware of.  Hyperthermia as a result of acute cocaine psychosis may be enhanced by use of anti-psychotics.  Substance use with antipsychotics could also contribute to orthostatic hypotension (a sudden drop in blood pressure when a person stands up which can cause dizziness and fainting) and tachycardia (racing pulse). Antipsychotics tend to lower seizure (fit) threshold, so care should be taken when someone is withdrawing from alcohol and taking antipsychotics.  There may be justification for the use of anti-convulsive medication as a precaution.  Stimulant users may find anti-depressants useful after cessation, but care must be taken not to prescribe mono-amine oxidase inhibitors (a group of antidepressants also known as MAOI’s)  to people who might still have access to stimulants as they interact to cause a dangerous reaction which includes hypertensive crisis (very high blood pressure). 

Are prescribed drugs as effective if taken with illicit substances? 

Older style or “typical” antipsychotics such as chlorpromazine seem to be less effective when taken in conjunction with illicit substances, when compared to outcomes for people who don’t take substances.  However, substance use doesn’t appear to influence efficacy of atypical (newer) anti-psychotics such as clozapine and olanzapine.  There have also been some reports that atypical antipsychotics reduce craving for illicit drugs.  This may be because they exert anti-craving effect in the reward centre of the brain, or that their anxiolytic and mood enhancing effect may reduce the need to self-medicate negative mood states with drugs and alcohol.  Another reason maybe that there is a decreased likelihood of side effects, therefore reduces the need to self-medicate these, and finally it may be because people are mentally more stable and feel more in control of themselves and their lives.  

Anti-depressants seem to be less effective when combined with alcohol, but if some no longer has access to alcohol then it may be useful to prescribe them if they have a low mood that has lasted longer than 2 weeks post detox.  

References:

Royal College of Psychiatrists (2002), Co-existing Problems of Mental Disorder and Substance Misuse (dual diagnosis): An Information Manual, Royal College of Psychiatry Research Unit.

Also see British National Formulary (www.bnf.org) for information on how non-prescribed (illicit) substances interact with prescribed medication.

Session 9: Multi-Agency and Professional Working

Dual Diagnosis Capabilities

Help people access care from other services.  To have local knowledge of services appropriate to meeting needs of people with combined substance use and mental health problems; their eligibility criteria; to know how to refer to such services, and to support the service user whilst the referral is being processed.  Dual Diagnosis Capability 15, level 2.

Multi-Agency/professional working.  To form effective working relationships with other agencies and professionals that may be involved in the care of dual diagnosis.  (level 1).  In addition: To understand the roles and responsibilities of a range of professionals and service providers, and to share care and work in partnership with them. Dual Diagnosis Capability 16, level 2.

People with dual diagnosis should have access to good quality integrated care.  This doesn’t not necessarily mean that all people with dual diagnosis should be seen by a specialist team; it means that that all services should be equipped to manage a person’s complex needs rather than maintain a narrow treatment focus.  (DH 2002)

Parallel and sequential care

The current service configuration for dual diagnosis involves a multi-agency approach, with substance use and mental health services working either in parallel (providing care at the same time) or sequentially (one service provides care, then the other takes over).  The parallel arrangement can work well if all agencies are in direct and frequent communication, and everyone is clear about what the plan of care entails. Where it breaks down, it is usually due to poor understanding of each others roles, poor or non-existent communication, and disagreement about what the person’s primary problem is.  If this is the case, then it is easy for the service user to fall through the net of care whilst the services are disputing who should be taking responsibility.  Sequential care is problematic as service users often report that it is very difficult to work on one problem separately from others, e.g. a person may find it hard to detox from alcohol, if their mental health problems are not being assessed and treated at the same time.  This will probably result in relapse, treatment failure, and a sense of hopelessness for the service user.  

Integrated Treatment

Integrated treatment means that mental health and substance use issues are dealt with by one team or individual worker.  This sounds like an ideal solution but these teams tend to be expensive to run, and often don’t have the capacity to see all people who could fall under their remit.  This means that there would be a significant proportion of people who wouldn’t be able to access the integrated care, and also entails another service to refer to and battle over which service best meets the person’s needs. 

Roles and Responsibilities

The Department of Health Good Practice Guide for Dual Diagnosis discusses treatment models and roles and responsibilities of services within the community.

A Severe and enduring mental health problem, plus substance use 

(See Module 2 for terminology)

The Department of Health Good Practice Guide for Dual Diagnosis (2002) sets out that mental health services have the main responsibility for people with serious mental illness and substance use problems.  This includes the people who have a long standing and /or severe mental health problem such as schizophrenia, bipolar affective disorder, major depression, and severe personality disorders.  This group should be the primary responsibility of the statutory mental health service both within and outside prison.  They should be subject to enhanced CPA.  This is irrespective of how severe their substance use problem is.  Mental health service workers should be able to assess substance use, offer education about the risks of using substances whilst having a mental health problem, and do some basic motivational work and relapse prevention.  However, if the substance use problem is severe and/or dependency is an issue the substance use services should also be involved.  This may be for a specific treatment such as a detox, or longer term counselling and rehabilitation

People with drug dependency or severe drug problems, with minor psychological problems

This group are the primary responsibility of the substance use service.  Substance use services have been established to primarily work with people who have severe long term and dependent drug use.  Their role is to assist people towards becoming drug-free and also to reduce harm caused by drug use.  On the whole the drug services tend to see people with chaotic poly-drug use (including intravenous use), heroin, crack, cocaine and tranquillisers.  Most drug services operate on a voluntary basis: that is the person themselves is choosing to opt for drug treatment and rehabilitation.  The only exception is when someone has a court order to obtain drug treatment instead of a custodial sentence.  This is very different to mental health services where treatment for some people is not a choice (such as under the Mental Health Act 1983 or by common law).  In addition, substance use workers should be able to assess and work with minor psychological issues that are associated with substance use such as bereavement issues, anxiety, low mood, and low self-esteem.  However, if someone develops a more severe mental health problem (such as suicidal feelings and thoughts, severe depression, psychosis, eating disorders, and self harm), they will need to be assessed and if need be treated by mental health at the same time.  

Each worker needs to understand the referral criteria for each of the services available in prison and beyond.  Inappropriate referrals are a real source of irritation between services and can be avoided if there is better understanding and communication.  The bottom line is that all services are swamped, everyone is very busy, and no one service has the “magic wand” that will solve all the problems someone with a dual diagnosis presents with.  Integration is about working together in the best interests of the service user, learning from each others expertise and developing in our own roles.

Task 14: What would you do if…..? (add feedback from exercise 21)
Session 10: What happens next?

Task 15: Revision of action plan following the training
	Goal
	Action required
	Date of review
	progress

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Proforma

Homework tasks: Add summaries of application of skills into practice

Format

Brief profile of service user:

Intervention chosen:

Why this intervention was chosen (rationale):

What did I do well:

What would I do differently next time?
What is the next step for intervention based on this application?

Service user feedback:
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Profile Of Dual Diagnosis in AOT (London) (Fakoury, et al 2006)

		White*

		Single 

		Young

		Unemployed

		Homelessness

		Poor educational attainment

		Living alone

		Contacts with criminal justice system



* (Graham et al (2001) found over-representation of people of African-Caribbean origin in Birmingham, UK)








