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Co-occurring Disorders Ed Course
Exam Questions Packet

Part 2
Course No:

CD-1451P2

Course Title:

Co-occurring Disorders Education Course
Part 2

Course Objective:

An examination of co-occurring substance abuse and mental disorders,
including traditional settings and models; special settings and specific
populations; overview of specific mental disorders and cross-cutting issues;
and substance-induced disorders.

CE Credit / Hours: This segment of the Co-occurring Disorders Education Course also
qualifies for 15.0 hours Continuing Education (CE) credit.
Course Material:

Substance Abuse Treatment for Persons with Co-occurring Disorders
Chapters 6 through 9 (included within this packet)
The complete 589-page publication is available free in electronic format at
the Breining Institute web site at www.breining.edu, and from the US
Department of Health and Human Services at www.samhsa.gov.
Full citation to the publication, which is also known as TIP 42:
Center for Substance Abuse Treatment. Substance Abuse Treatment for
Persons with Co-occurring Disorders. Treatment Improvement Protocol
(TIP) Series 42. DHHS Publication No. (SMA) 05-3992. Rockville, MD:
Substance Abuse and Mental Health Services Administration, 2005.

Exam Questions:

Thirty (30) multiple-choice questions.

Answer Sheet:

The on-line Answer Sheet will automatically grade your exam, and a
Certificate of Completion will be automatically generated and sent to you by
e-mail upon your successfully answering 70% of the questions correctly
and completing your payment for the course.

Recommendation: Review the exam questions before you read the Course Material. The
Exam Questions are based upon the information presented in the Course
Material. You should choose the best answer based upon the information
contained within the Course Material.
GOOD LUCK!
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These Exam Questions are based upon the information presented in the Course Material. You
should choose the best answer based upon the information contained within the Course
Material. Answers which are not consistent with the information provided within the Course
Material will be marked incorrect. A score of at least 70% correct answers is required to receive
Course credit. GOOD LUCK!

The following questions are based upon the material contained in

Substance Abuse Treatment for Persons with Co-occurring Disorders
Chapters 6 through 9

1. There are the seven essential programming elements in COD programming for
substance abuse treatment agencies that treat clients with COD identified in the
course material, which include all of the following except:
a. Screening, assessment, and referral.
b. Mental and physical health consultation.
c. The use of a prescribing onsite psychiatrist.
d. Group and personal one-on-one counseling sessions.
2. There are the seven essential programming elements in COD programming for
substance abuse treatment agencies that treat clients with COD identified in the
course material, which include all of the following except:
a. Crisis intervention.
b. Medication and medication monitoring.
c. Psycho-educational classes.
d. Offsite dual recovery mutual self-help groups.
3. “Double Trouble” groups refer to which of the following?
a. Criminal offenders with two or more “strikes.”
b. Client groups with participants who have at least two participants with
criminal convictions related to the use of drugs or alcohol.
c. On-site groups that provide a forum to discussion of the interrelated
problems of mental disorders and substance abuse.
d. Off-site groups that provide a forum to discussion of the interrelated
problems of mental disorders and substance abuse.
4. The course material suggests that group therapy should be modified for clients
with COD, and recommends that, generally:
a. It is best to immediately confront clients with the most intensive emotional
interaction as possible, in order to set the tone for honest and open
communication.
b. It is best to reduce the emotional intensity of interpersonal interaction in
COD group sessions.
c. Both A and B above.
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d. Neither A nor B above.
5. Typically, some persons with COD have trouble sitting still, while others may
have trouble getting moving at all, and the course material makes which of the
following suggestions regarding group therapy for clients with COD?
a. The duration of a group is too long for a COD client, so there should be no
group activity until the client has resolved the mental health challenge.
b. The duration of a group should increased to approximately two hours at
the beginning of the treatment protocol, in order for the COD client to
become acclimated to a group environment.
c. The duration of a group should be shortened to less than an hour, typically
40 minutes.
d. The duration of a group should be shortened to no more than 20 minutes,
and the frequency of the group meetings should increase to twice daily.
6. The course material suggests that there are five elements needed to design an
evaluation process for an outpatient program that can provide useful feedback to
program staff and administrators on the effectiveness or outcome of treatment for
persons with COD. Which of the following is not one of those suggested?
a. Formulate a fiscally responsible approach to providing treatment
accessibility to all potential clients, regardless of means to pay for
services.
b. Decide who the study clients will be and devise a plan for selecting or
sampling those clients.
c. Locate and/or develop instruments that can be used to assess client
functioning in the areas of concern for outcome.
d. Develop a plan for data analysis and reporting.
7. “Acute care” refers to which of the following?
a. When providers are primarily concerned with treating substance use
disorders.
b. Short-term care provided in intensive care units, brief hospital stays, and
emergency rooms.
c. When providers offer comprehensive information on substance abuse
treatment, including integrated treatment for people who have substance
use disorders and HIV/AIDS as well as co-occurring mental disorders.
d. None of the above.
8. In recent years, dual recovery mutual self-help organizations have emerged as a
source of support for people in recovery from COD. The rationale for establishing
dual recovery programs as additions to previously existing 12-Step community
groups include several issues. Which of the following describes the stigma and
prejudice issue?
a. The new dual recovery programs offer an opportunity to begin drawing on
the experiences that members have encountered during both the
progression of their COD and the process of their dual recovery.
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b. Confusion about the appropriate role of psychiatric medication exists, and
as a result, some members may offer well-intended, but inappropriate,
advice by cautioning newcomers against using medications.
c. Stigma related to both substance abuse and mental illness continues to be
problematic, despite the efforts of many advocacy organizations.
d. Dual recovery meetings may offer members and newcomers a setting of
emotional acceptance, support, and empowerment.
9. In recent years, dual recovery mutual self-help organizations have emerged as a
source of support for people in recovery from COD. The rationale for establishing
dual recovery programs as additions to previously existing 12-Step community
groups include several issues. Which of the following describes the inappropriate
advice issue?
a. The new dual recovery programs offer an opportunity to begin drawing on
the experiences that members have encountered during both the
progression of their COD and the process of their dual recovery.
b. Confusion about the appropriate role of psychiatric medication exists, and
as a result, some members may offer well-intended, but inappropriate,
advice by cautioning newcomers against using medications.
c. Stigma related to both substance abuse and mental illness continues to be
problematic, despite the efforts of many advocacy organizations.
d. Dual recovery meetings may offer members and newcomers a setting of
emotional acceptance, support, and empowerment.
10. In recent years, dual recovery mutual self-help organizations have emerged as a
source of support for people in recovery from COD. The rationale for establishing
dual recovery programs as additions to previously existing 12-Step community
groups include several issues. Which of the following describes the direction for
recovery issue?
a. The new dual recovery programs offer an opportunity to begin drawing on
the experiences that members have encountered during both the
progression of their COD and the process of their dual recovery.
b. Confusion about the appropriate role of psychiatric medication exists, and
as a result, some members may offer well-intended, but inappropriate,
advice by cautioning newcomers against using medications.
c. Stigma related to both substance abuse and mental illness continues to be
problematic, despite the efforts of many advocacy organizations.
d. Dual recovery meetings may offer members and newcomers a setting of
emotional acceptance, support, and empowerment.
11. In recent years, dual recovery mutual self-help organizations have emerged as a
source of support for people in recovery from COD. The rationale for establishing
dual recovery programs as additions to previously existing 12-Step community
groups include several issues. Which of the following describes the acceptance
issue?
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a. The new dual recovery programs offer an opportunity to begin drawing on
the experiences that members have encountered during both the
progression of their COD and the process of their dual recovery.
b. Confusion about the appropriate role of psychiatric medication exists, and
as a result, some members may offer well-intended, but inappropriate,
advice by cautioning newcomers against using medications.
c. Stigma related to both substance abuse and mental illness continues to be
problematic, despite the efforts of many advocacy organizations.
d. Dual recovery meetings may offer members and newcomers a setting of
emotional acceptance, support, and empowerment.
12. Four dual recovery mutual self-help organizations have gained recognition in the
field. Which of following describes the format utilized by the Double Trouble in
Recovery group?
a. This organization provides a hybrid approach that uses 5 additional steps
in conjunction with the traditional 12 steps. The five steps differ from those
of other dual recovery groups in underscoring the potential need for
medical management, clinical interventions, and therapies.
b. This organization provides 12 steps that are an adapted and expanded
version of the traditional 12 steps, similar to those used by DTR and Dual
Disorders Anonymous.
c. This organization provides 12 steps that are based on a traditional
adaptation of the original 12 steps.
d. None of the above.
13. Four dual recovery mutual self-help organizations have gained recognition in the
field. Which of following describes the format utilized by the Dual Disorders
Anonymous group?
a. This organization provides a hybrid approach that uses 5 additional steps
in conjunction with the traditional 12 steps. The five steps differ from those
of other dual recovery groups in underscoring the potential need for
medical management, clinical interventions, and therapies.
b. This organization provides 12 steps that are an adapted and expanded
version of the traditional 12 steps, similar to those used by DTR and Dual
Disorders Anonymous.
c. This organization provides 12 steps that are based on a traditional
adaptation of the original 12 steps.
d. None of the above.
14. Four dual recovery mutual self-help organizations have gained recognition in the
field. Which of following describes the format utilized by the Dual Recovery
Anonymous group?
a. This organization provides a hybrid approach that uses 5 additional steps
in conjunction with the traditional 12 steps. The five steps differ from those
of other dual recovery groups in underscoring the potential need for
medical management, clinical interventions, and therapies.
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b. This organization provides 12 steps that are an adapted and expanded
version of the traditional 12 steps, similar to those used by DTR and Dual
Disorders Anonymous.
c. This organization provides 12 steps that are based on a traditional
adaptation of the original 12 steps.
d. None of the above.
15. Four dual recovery mutual self-help organizations have gained recognition in the
field. Which of following describes the format utilized by the Dual Diagnosis
Anonymous group?
a. This organization provides a hybrid approach that uses 5 additional steps
in conjunction with the traditional 12 steps. The five steps differ from those
of other dual recovery groups in underscoring the potential need for
medical management, clinical interventions, and therapies.
b. This organization provides 12 steps that are an adapted and expanded
version of the traditional 12 steps, similar to those used by DTR and Dual
Disorders Anonymous.
c. This organization provides 12 steps that are based on a traditional
adaptation of the original 12 steps.
d. None of the above.
16. Dual recovery fellowships tend to have all of the following in common, except:
a. A series of steps that provides a plan to achieve and maintain dual
recovery, prevent relapse, and organize resources.
b. A perspective describing co-occurring disorders and dual recovery.
c. A format to structure and conduct meetings in a way that provides a
setting of acceptance and support.
d. A policy of exclusivity in order to make certain that dual recovery
individuals are not subjected to the biased scrutiny of mono-diagnosed
individuals.
17. For a significant portion of homeless clients with COD, the impact of substance
abuse and mental illness bears a direct relationship to their homeless status.
National Institute on Alcohol Abuse and Alcoholism demonstration projects
identified substance abuse problems as the primary reason for their
homelessness, in both the first and most recent episodes, in approximately what
percentage of participants?
a. 30%
b. 50%
c. 70%
d. 90%
18. The course material offers all of the following advice to counselors working with
homeless clients with COD, except:
a. Work closely with shelter workers and other providers of services to the
homeless.
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b. Help clients obtain housing.
c. Help clients obtain employment.
d. Address real-life issues in addition to housing, such as substance abuse
treatment, legal and pending criminal justice issues.
19. According to the survey cited in the course material, within Chapter 7, what is
one of the most important barriers to women entering treatment?
a. Responsibility for care of dependent children.
b. Responsibility for care of parents.
c. Afraid of losing employment.
d. Afraid of losing freedom to leave at will.
20. The term “postpartum depression” encompasses several conditions. Which of the
following is true of postpartum or maternity blues?
a. Develops following about one per 500–1,000 births.
b. Affects between 10 and 15 percent of new mothers.
c. Affects up to 85 percent of new mothers.
d. None of the above.
21. The term “postpartum depression” encompasses several conditions. Which of the
following is true of postpartum depression?
a. Develops following about one per 500–1,000 births.
b. Affects between 10 and 15 percent of new mothers.
c. Affects up to 85 percent of new mothers.
d. None of the above.
22. The term “postpartum depression” encompasses several conditions. Which of the
following is true of postpartum psychosis?
a. Develops following about one per 500–1,000 births.
b. Affects between 10 and 15 percent of new mothers.
c. Affects up to 85 percent of new mothers.
d. None of the above.
23. The criteria for a major depressive episode exists when at least five symptoms
(identified in the course material) present during the same 2-week period,
representing a change from previous functioning. Which of the following is not
included in the course material within Chapter 7?
a. Depressed mood most of the day, nearly every day.
b. Fatigue or loss of energy.
c. Jaundice or yellowing of the eyes.
d. Diminished ability to think or concentrate, or indecisiveness.
24. The criteria for a major depressive episode exists when at least five symptoms
(identified in the course material) present during the same 2-week period,
representing a change from previous functioning. Which of the following is not
included in the course material within Chapter 7?
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a. Two or more hyper-plexia episodes occurring within 5 hours of each other.
b. Psychomotor agitation or retardation nearly every day
c. Recurrent thoughts of death, recurrent suicidal ideation, or a suicide
attempt.
d. Diminished interest or pleasure in activities.
25. Substance use disorders alone increase suicidality, while the added presence of
some mental disorders doubles an already heightened risk. The course material
suggests that counselors should be aware of which of the following facts about
the association between suicide and substance abuse?
a. Alcohol abuse is associated with 25 to 50 percent of suicides.
b. Between 5 and 27 percent of all deaths of people who abuse alcohol are
caused by suicide, with the lifetime risk for suicide among people who
abuse alcohol estimated to be 15 percent.
c. Both A and B above.
d. Neither A nor B above.
26. In 2003 an estimated 29.8 percent of the general population aged 12 or older
report current (past month) use of a tobacco product. The U.S. Public Health
Service Guidelines encourage the use of the 5 A’s as an easy road map to guide
clinicians to help their patients who smoke. Those 5 A’s include all of the
following, except:
a. Advise
b. Assess
c. Arrange
d. Aggrieve
27. The essential features of antisocial personality disorder include which of the
following?
a. A pervasive disregard for and violation of the rights of others.
b. An inability to form meaningful interpersonal relationships.
c. Both A and B above.
d. Neither A nor B above.
28. The course material suggests “what counselors should know about mood and
anxiety disorders and substance abuse,” which includes all of the following,
except:
a. Approximately one quarter of United States residents are likely to have
some anxiety disorder during their lifetime, and the prevalence is higher
among women than men.
b. Youth and adolescents are the group at highest risk for combined mood
disorder and substance problems.
c. People with co-occurring mood or anxiety disorders and a substance use
disorder typically use a variety of drugs.
d. It is now believed that substance use is more often a cause of anxiety
symptoms rather than an effort to cure these symptoms.
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29. As defined in the Diagnostic and Statistical Manual of Mental Disorders, 4th
edition, substance-induced disorders include all of the following, except:
a. Substance-induced persisting dementia
b. Substance-induced anxiety disorder
c. Substance-induced hyper-plexia
d. Hallucinogen persisting perceptual disorder
30. Substance-induced disorders are distinct from independent co-occurring mental
disorders for which reason?
a. None of the psychiatric symptoms are the result of substance use.
b. All or most of the psychiatric symptoms are the direct result of substance
use.
c. Substance use will typically result in the opposite effect as that intended
by the substance (for example, caffeine will make the user drowsy).
d. None of the above.
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CO-OCCURRING
DISORDERS

6 Traditional Settings
and Models
Overview
In This
Chapter…

What happens to clients with co-occurring disorders (COD) who enter
traditional substance abuse settings? How can programs provide the best
possible services to these people?

Essential
Programming for
Clients With COD

This chapter adopts a program perspective to examine both outpatient
and residential settings, highlighting promising treatment models that
have emerged both within the substance abuse field and elsewhere. It
also discusses the various treatment approaches and models available to
those working in substance abuse settings.

Outpatient
Substance Abuse
Treatment
Programs for
Clients With COD
Residential
Substance Abuse
Treatment
Programs for
Clients With COD

The chapter opens with a review of the seven essential programming elements in COD programming for substance abuse treatment agencies that
treat clients with COD: (1) screening, assessment, and referral; (2) mental and physical health consultation; (3) the use of a prescribing onsite
psychiatrist; (4) medication and medication monitoring; (5) psychoeducational classes; (6) onsite double trouble groups; and (7) offsite dual
recovery mutual self-help groups. These elements are applicable in both
residential and outpatient programs. This section of the chapter also discusses general considerations in treatment of clients with COD.
Essential background related to outpatient care for this population,
including available data on its effectiveness, follows the discussion of
essential programming. The chapter then turns to an overview of the
critical factors in the successful design, implementation, evaluation, and
maintenance of effective outpatient programs for clients with COD. Two
examples of successful outpatient programs are highlighted: the
Clackamas County Mental Health Center of Oregon City, Oregon, an
outpatient substance abuse and mental health treatment center; and the
Arapahoe House of Denver, Colorado, which is the State’s largest
provider of substance abuse treatment services. These are intended to
“prime the pump” for readers considering the addition of new program
elements to serve clients with COD. The section closes with an exploration of two specialized outpatient models for clients with co-occurring
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substance use and serious mental disorders,
Assertive Community Treatment and Intensive
Case Management.
A discussion of residential substance abuse
treatment programs for clients with COD completes the chapter. Like the discussion of outpatient care, this section describes the background and effectiveness of residential care for
the COD population, the key issues that arise
in program design and implementation, and the
challenges of evaluating and sustaining residential programs. Modified therapeutic communities (MTCs)—forms of residential care particularly well suited to clients with COD—are
described in detail. The chapter closes with a
presentation of two other residential models:
Gaudenzia, Inc., located in Norristown,
Pennsylvania, which uses an MTC to provide
care for its clients, the majority of whom have
serious mental illness, and the Na’nizhoozi
Center, Inc., located in the rural community of
Gallup, New Mexico, a program that uses a
range of culturally appropriate interventions to
meet the needs of its predominantly AmericanIndian clients.

Essential Programming
for Clients With COD
Individuals with COD are found in all addiction treatment settings, at every level of care.
Although some of these individuals have serious
mental illness and/or are unstable or disabled,
many of them have relatively stable disorders
of mild to moderate severity. As substance
abuse treatment programs serve the increasing
number of clients with COD, the essential program elements required to meet their needs
must be defined clearly and set in place.
Program components described in this section
should be developed by any substance abuse
treatment program seeking to provide integrated substance abuse and mental health services
to clients with COD (that is, to attain the level
of capacity associated with the “COD capable”
classification defined in chapter 2). These elements have been culled from a variety of
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strategies, approaches, and models described
in the TIP and from consensus panel discussion
of current clinical programming. The panel
believes these elements constitute the best practices currently available for designing COD
programs in substance abuse treatment agencies. A detailed discussion of these elements
appears in chapter 1. What follows are program considerations for implementing these
essential components.

Screening, Assessment, and
Referral
All substance abuse treatment programs should
have in place appropriate procedures for
screening, assessing, and referring clients with
COD. It is the responsibility of each provider
to be able to identify clients with both mental
and substance use disorders and ensure that
they have access to the care needed for each
disorder. For a detailed discussion, see chapter
4. If the screening and assessment process
establishes a substance abuse or mental disorder beyond the capacity and resources of the
agency, referral should be made to a suitable
residential or mental health facility, or other
community resource. Mechanisms for ongoing
consultation and collaboration are needed to
ensure that the referral is suitable to the treatment needs of persons with COD.

Physical and Mental Health
Consultation
Any substance abuse treatment program that
serves a significant number of clients with COD
would do well to expand standard staffing to
include mental health specialists and to incorporate consultation (for assessment, diagnosis,
and medication) into treatment services.
Adding a master’s level clinical specialist with
strong diagnostic skills and expertise in working with clients with COD can strengthen an
agency’s ability to provide services for these
clients. These staff members could function as
consultants to the rest of the team on matters
related to mental disorders, in addition to

Traditional Settings and Models

being the liaison for a mental health consultant
and provision of direct services.
A psychiatrist provides services crucial to sustaining recovery and stable functioning for people with COD: assessment, diagnosis, periodic
reassessment, medication, and rapid response
to crises. (See the section below on the advantages of having a psychiatrist on staff as part of
the treatment team.) If lack of funding prevents the substance abuse treatment agency
from hiring a consultant psychiatrist, the agency could establish a collaborative relationship
with a mental health agency to provide those
services. A memorandum of agreement formalizes this arrangement and ensures the availability of a comprehensive service package for
clients with COD. Such arrangements are used
widely in the field, and examples of “best practices” are available (Ridgely et al. 1998;
Treatment of Persons 2000).

Prescribing Onsite Psychiatrist
Adding an onsite psychiatrist in an addiction
treatment setting to evaluate and prescribe
medication for clients with COD has been
shown to improve treatment retention and
decrease substance use (Charney et al. 2001;
Saxon and Calsyn 1995). The onsite psychiatrist brings diagnostic, medication, and psychiatric counseling services directly to the location
clients are based for the major part of their
treatment. This approach often is the most
effective way to overcome barriers presented
by offsite referral, including distance and travel limitations, the inconvenience of enrolling in
another agency and of the separation of clinical
services (more “red tape”), fears of being seen
as “mentally ill” (if referred to a mental health
agency), cost, and the difficulty of becoming
comfortable with different staff.
The consensus panel is aware that the cost of
an onsite psychiatrist is a concern for many
programs. Many agencies that use the onsite
psychiatrist model find that they can afford to
hire a psychiatrist part-time, even 4 to 16
hours per week, and that a significant number
of clients can be seen that way. A certain
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amount of that cost can be billed to Medicaid,
Medicare, insurance agencies, or other funders. For larger agencies, the psychiatrist may
be full time or share a full-time position with a
nurse practitioner. The psychiatrist also can be
employed concurrently by the local mental
health program, an arrangement that helps to
facilitate access to such other mental health
services as intensive outpatient treatment, psychosocial programs, and even inpatient psychiatric care if needed. Studies describing this
model more fully and including outcome data
include Saxon and Calsyn (1995) and Charney
and colleagues
(2001). The
approach also has
An onsite psybeen shown to be
cost effective in a
large health maintechiatrist fosters
nance organization
(Weisner et al.
the development
2001).

of substance
Some substance
abuse programs may
abuse treatment
be reluctant to hire
a psychiatrist or to
provide psychiatric
staff, enhancing
services. This issue
can be resolved
their comfort
through agencywide
discussions of the
and skill in
types of clients with
COD seen by the
assisting clients
agencies, how their
services are coordiwith COD.
nated, and the barriers clients experience to receiving all
the elements of COD
treatment. In many cases, the largest and most
obviously missing elements of good, integrated,
onsite COD treatment are mental disorder
diagnosis and treatment. It also should be
noted that an onsite psychiatrist fosters the
development of substance abuse treatment
staff, enhancing their comfort and skill in
assisting clients with COD. The psychiatrist
may be able upgrade counselors’ skills through
seminars on medication management and other

139

pertinent topics. Also, the psychiatrist usually
attends the weekly meeting of the clinical team,
helping to develop effective treatment plans for
active cases of clients with COD. For many psychiatrists, this arrangement also affords a welcome opportunity for further exposure to substance abuse treatment.
Ideally, agencies should hire a psychiatrist
with substance abuse treatment expertise to
work onsite at the substance abuse treatment
agency. Finding psychiatrists with this background may present a challenge. Psychiatrists
certified by the American Society of
Addiction Medicine (ASAM), the American
Academy of Addiction Psychiatry, or the
American Osteopathic Association (for osteopathic physicians) are good choices. They can
provide leadership, advocacy, development,
and consultation for substance abuse staff.
Historically, however, substance abuse education in medical schools and residencies has
received little attention, though promising
efforts on multiple levels are working to
ensure that all physicians receive at least a
basic knowledge of substance use disorders.
Thus, learning usually flows both ways, to the
benefit of the client. When recruiting a psychiatrist, the substance abuse treatment program should discuss key issues around this bidirectional flow of clinical information and
knowledge. In addition, a discussion of prescribing guidelines (such as those included in
appendix F) is in order.
The prescribing onsite psychiatrist model is a
useful and recommended step that substance
abuse treatment agencies can take to provide
integrated COD treatment services. A detailed
manual is needed to help agencies install this
model and to guide the participating psychiatrists to provide the best services within the
model. Further research is needed to document cost offsets for implementing the model
and gauge its clinical effectiveness in a variety
of substance abuse treatment settings.
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Medication and Medication
Monitoring
Many clients with COD require medication to
control their psychiatric symptoms and to stabilize their psychiatric status. The importance
of stabilizing the client with COD on psychiatric medication when indicated is now well
established in the substance abuse treatment
field. (See appendix F for a comprehensive
description of the role of medication and the
available medications.) One important role of
the psychiatrist working in a substance abuse
treatment setting is to provide psychiatric medication based on the assessment and diagnosis
of the client, with subsequent regular contact
and review of medication. These activities
include careful monitoring and review of medication adherence.

Psychoeducational Classes
Substance abuse treatment programs can help
their clients with COD by offering psychoeducational classes such as those described below.

Mental and substance use
disorders
Psychoeducational classes on mental and substance use disorders are important elements in
basic COD programs. These classes typically
focus on the signs and symptoms of mental disorders, medication, and the effects of mental
disorders on substance abuse problems.
Psychoeducational classes of this kind increase
client awareness of their specific problems and
do so in a safe and positive context. Most
important, however, is that education about
mental disorders be open and generally available within substance abuse treatment programs. Information should be presented in a
factual manner, similar to the presentation of
information on sexually transmitted diseases
(STDs). Some mental health clinics have prepared synopses of mental illnesses for clients in
terms that are factual but unlikely to cause distress. A range of literature written for the
layperson also is available through government
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agencies and advocacy groups (see appendix I).
This material provides useful background
information for the substance abuse treatment
counselor as well as for the client.

Relapse prevention
Programs also can adopt strategies designed to
help clients become aware of cues or “triggers”
that make them more likely to abuse substances
and help them develop alternative coping
responses to those cues. Some providers suggest
the use of “mood logs” that clients can use to
increase their consciousness of the situational
factors that underlie the urge to use or drink.
These logs help answer the question, “When I
have an urge to drink or use, what is happening?” Similarly, basic treatment agencies can
offer clients training on recognizing cues for the
return of psychiatric symptoms and for affect
or emotion management, including how to
identify, contain, and express feelings
appropriately.

Double Trouble Groups
(Onsite)

ter able to view his or her behavior within this
framework.

Dual Recovery Mutual SelfHelp Groups (Offsite)
Fortunately, a variety of dual recovery mutual
self-help groups exist in many communities.
Substance abuse treatment programs can refer
clients to dual recovery mutual self-help
groups, which are tailored to the special needs
of a variety of people with COD. These groups
provide a safe forum for discussion about medication, mental health, and substance abuse
issues in an understanding, supportive environment wherein coping skills can be shared.
Chapter 7 contains a comprehensive description of this approach and a listing of organizations that provide such services. See also
appendix J, which provides a list of such programs, their characteristics, and contacts.

General Considerations for
Treatment
In addition to these seven essential elements of
COD programming, all treatment providers
would do well to develop specific approaches to
working with COD clients in groups and find
meaningful ways of including them in program
design. Since families can have a powerful

Onsite groups such as “Double Trouble” provide a forum for discussion of the interrelated
problems of mental disorders and substance
abuse, helping participants to identify triggers
for relapse. Clients describe their
psychiatric symptoms (e.g., hearing voices) and their urges to use
Advice to Administrators:
drugs. They are encouraged to
Recommendations for Providing
discuss, rather than to act on,
Essential Services for People With COD
these impulses. Double Trouble
groups also can be used to moniDevelop a COD Program with the following components:
tor medication adherence, psychi1. Screening, assessment, and referral for persons with
atric symptoms, substance use,
COD
and adherence to scheduled activities. Double Trouble provides a
2. Physical and mental health consultation
constant framework for assess3. Prescribing onsite psychiatrist
ment, analysis, and planning.
4. Medication and medication monitoring
Through participation, the indi5. Psychoeducational classes
vidual with COD develops perspective on the interrelated
6. Double trouble groups (onsite)
nature of mental disorders and
7. Dual recovery self-help groups (offsite)
substance abuse and becomes bet-
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influence on a client’s recovery, it is especially
important to reach out to the families of persons with COD and help them understand more
about COD and how they can best support the
client and help the person recover.

Working in groups
Group therapy in substance abuse treatment
settings is regarded generally as a key feature
of substance abuse treatment. However, group
therapy should be
augmented by individual counseling
since individual conIt is not uncomtact is important in
helping the client
mon for groups
with COD make
maximum use of
tailored to indigroup interventions.

viduals with

Group therapy
should be modified
for clients with
COD to consist
COD. Generally, it
is best to reduce the
of between two
emotional intensity
of interpersonal
and four indiinteraction in COD
group sessions;
viduals in the
issues that are nonprovocative to
early stages.
clients without COD
may lead to reactions in clients with
COD. Moreover,
because many clients with COD often have difficulty staying focused, their treatment groups
usually need stronger direction from staff than
those for clients who do not have COD.
Typically, some persons with COD have trouble
sitting still, while others may have trouble getting moving at all (for instance, some people
with depression); therefore, the duration of a
group (and other activities) should be shortened to less than an hour, with the typical
group or activity running for no more than 40
minutes. Because of the need for stability, the
groups should run regularly and without cancellation.
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Because many clients with COD have difficulty in social settings, group sizes may need to
be smaller than is typical. There is benefit
even to allowing a few individuals to be considered a group, so long as sessions are
group-oriented and used as a means to introduce the client to a larger group setting. It is
not uncommon for groups tailored to individuals with COD to consist of between two and
four individuals in the early stages. Co-leaders are especially important in these groups,
as one leader may need to leave the group
with one member, while the group continues
with the co-leader. With appropriate staff
guidance, peers who have completed the program or advanced to its latter stages can
sometimes be used as group cofacilitators.
Considerable tolerance is needed for varied
(and variable) levels of participation depending on the client’s level of functioning, stability of symptoms, response to medication, and
mental status. Many clients with serious mental illness (e.g., those with a diagnosis of
schizophrenia, schizoid and paranoid personality) may not fit well in groups and must be
incorporated gradually at their own pace and
to the degree they are able to participate.
Even minimal or inappropriate participation
can be viewed as positive in a given case or
circumstance. Verbal communication from
group leaders should be brief, simple, concrete, and repetitive. This is especially important to reach clients with cognitive and functional impairments. Affirmation of accomplishments should be emphasized over disapproval or sanctions. Negative behavior should
be amended rapidly with a positive learning
experience designed to teach the client a correct response to a situation. In general, group
leaders will need to be sensitive and responsive to needs of the client with COD and the
addition of special training can enhance his
or her competency. TIP 41, Substance Abuse
Treatment: Group Therapy (Center for
Substance Abuse Treatment [CSAT] 2005)
contains more information on the techniques
and types of groups used in substance abuse
treatment.
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Involving clients in treatment
and program design
Because clients can provide important guidance
relative to their treatment and valuable feedback on program design and effectiveness, they
should be involved in program discussions.
Some guidelines for involving client/consumers
include:
•Form a Consumer Advisory Group.
•Include both current clients from the program and past clients.
•Elect a client representative to discuss client
concerns with staff.
•Provide a staff liaison to help coordinate
client meetings and to provide a continuing
link to staff.
•Hold regular meetings and phone conferences.
•Provide incentives to clients for participation.
•Solicit input on a variety of matters and in an
ongoing way.
•Involve clients in meaningful projects.
•When client input is solicited and received,
consider it respectfully, respond appropriately, and give the client feedback on your
response.

Family education
It is important that family members and significant others who are close to the client receive
information on mental disorders and substance
abuse, as well as on how the disorders interact
with one another. Particularly in cultures that
value interdependence and are communityand/or family-oriented, a family and community education and support group can be helpful.
In an effort to build or maintain support for
the client and his treatment, family members
and significant others need to understand the
implications of having COD and the treatment
options available to the client. Programs must
provide this instruction in an interactive style
that allows questions, not in a lecture mode.
The essentials of this information include:
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• The name of the disorder
• Its symptoms
• Its prevalence
• Its cause
• How it interacts with substance abuse—that
is, the implications of having both disorders
• Treatment options and considerations in
choosing the best treatment
• The likely course of the illness
• What to expect
• Programs, resources, and individuals who
can be helpful

Outpatient Substance
Abuse Treatment
Programs for Clients
With COD
Background and Effectiveness
Treatment for substance abuse occurs most
frequently in outpatient settings—a term that
subsumes a wide variety of disparate programs (Simpson et al. 1997b). Some offer several hours of treatment each week, which can
include mental health and other support services as well as individual and group counseling for substance abuse; others provide minimal services, such as only one or two brief
sessions to give clients information and refer
them elsewhere (Etheridge et al. 1997). Some
agencies offer outpatient programs that provide services several hours per day and several days per week, thus meeting ASAM’s criteria for Intensive Outpatient Programs.
Typically, treatment includes individual and
group counseling, with referrals to appropriate community services. Until recently, there
were few specialized approaches for people
with COD in outpatient substance abuse
treatment settings. One of many small exceptions was a methadone maintenance program
that also made psychiatrists and mental
health services available to its clients (Woody
et al. 1983).
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Deinstitutionalization and other factors are
increasing the prevalence of persons with
COD in outpatient programs. Many of these
individuals have multiple health and social
problems that complicate their treatment.
Evidence from prior studies indicates that a
mental disorder often makes effective treatment for substance use more difficult (Mueser
et al. 2000; National Association of State
Mental Health Program Directors and
National Association of State Alcohol and
Drug Abuse Directors 1999). Because outpatient treatment programs are available widely
and serve the greatest number of clients
(Committee on Opportunities in Drug Abuse
Research 1996; Lamb et al. 1998), using current best practices from the substance abuse
treatment and mental health services fields is
vital. Doing so enables these programs to use
the best available treatment models to reach
the greatest possible number of persons with
COD.

Prevalence
COD is clearly a defining characteristic commonly found in clients who enter substance
abuse treatment. A Drug Abuse Treatment
Outcome Study (DATOS) of 99 treatment programs in 11 U.S. metropolitan areas between
1991 and 1993 found the following distribution of co-occurring mental disorders: 39.3
percent met DSM-III-R (Diagnostic and
Statistical Manual of Mental Disorders, 3rd
edition, revised [American Psychiatric
Association 1987]) diagnostic criteria for antisocial personality disorder, 11.7 percent met
criteria for a major depressive episode, and
about 3.7 percent met criteria for a general
anxiety disorder (Flynn et al. 1996) (see also
Figure 1-2 in chapter 1). DATOS and other
data indicate that substance abuse programs
can expect a substantial proportion of the
clientele to have COD.
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Empirical evidence of effectiveness
Evidence suggests that outpatient treatment
can lead to positive outcomes for certain
clients with COD, even when treatment is not
tailored specifically to their needs. Outpatient
substance abuse treatment programs can be
effective settings for treating substance abuse
in clients with less serious mental disorders.
This conclusion is supported by evidence
from the most current and comprehensive
database on substance abuse treatment, the
DATOS dataset (Flynn et al. 1997).
Clients who were in outpatient treatment,
including individual and group counseling
and mutual self-help groups, showed reductions in drug use after treatment. Clients with
3 months or more of outpatient treatment
reported even lower rates of drug use compared to their rate of use prior to treatment
(Hubbard et al. 1997; Simpson et al. 1997a).
These data show that substance abuse treatment outpatient programs can help clients,
many with COD, who remain in treatment at
least 3 months. However, modifications
designed to address issues faced even by those
with less serious mental disorders can
enhance treatment effectiveness and in some
instances are essential.

Designing Outpatient
Programs for Clients With
COD
The population of persons with COD is heterogeneous in terms of motivation for treatment, nature and severity of substance use
disorder (e.g., drug of choice, abuse versus
dependence, polysubstance abuse), and
nature and severity of mental disorder. For
the most part, however, clients with COD in
outpatient treatment have less serious and
more stabilized mental and substance abuse
problems compared to those in residential
treatment (Simpson et al. 1999).
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Outpatient treatment can be the primary
treatment or can provide continuing care for
clients subsequent to residential treatment,
which implies a degree of flexibility in the
activities/interventions and the intensity of
the treatment approaches. However, reports
from clinical administrators indicate that an
increasing number of clients with serious
mental illness (SMI) and substance abuse
problems are entering the outpatient substance abuse treatment system. Treatment
failures occur with both people with SMI and
those with less serious mental illness for several reasons, but among the most important
are that programs lack the resources to provide the time for mental health services and
medications that, in all likelihood, significantly would improve recovery rates and recovery
time.
If lack of funding prevents the full integration
of mental health assessment and medication
services within a substance abuse treatment
agency that provides outpatient services,
establishing a collaborative relationship with
a mental health agency (through the mechanism of a memorandum of agreement) would
ensure that the services for the clients with
COD are adequate and comprehensive. In
addition, modifications are needed both to
the design of treatment interventions and to
the training of staff to ensure implementation
of interventions appropriate to the needs of
the client with COD.
To meet the needs of specific populations
among persons with COD, the consensus
panel encourages outpatient treatment programs to develop special services for populations that are represented in significant numbers in their programs. Examples include
women, women with dependent children,
homeless individuals and families, racial and
ethnic minorities, and those with health problems such as HIV/AIDS. Several substance
abuse treatment agencies have already developed programs for specialized subpopulations. Two such programs—the Clackamas
County Mental Health Center (women, criminal justice, young adults) and Arapahoe
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House (women with children, homeless persons)—are described later in this chapter.
Since the types of co-occurring disorder will
vary according to the subpopulation targeted,
each of these programs must deal with COD
in a somewhat different manner, often by
adding other treatment components for COD
to existing program models.

Screening and assessment
As chapter 4 provides a full discussion of
assessment, this
section will address
only those screenA centralized
ing and assessment
issues of concern in
intake team is a
outpatient settings
or that deserve
useful approach
reiteration in this
specific context.
Screening and
assessment are used
to make two essential decisions:
1. Is the individual
stable enough to
remain in an
outpatient setting, or is more
intense care indicated, warranting rapid referral to an appropriate alternative treatment?

to screening and
assessment, providing a common point of
entry for many
clients entering
treatment.

2. What services
will the client need?
To answer either question, staff must first
determine the scope of the client’s problems,
including his physical and mental status, living
situation, and the support he has available to
face these problems. Whereas screening
requires basic counseling skills, the consensus
panel recommends that only specially trained
or highly capable staff should perform assess-
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ments—not, as is too often the case, less experienced personnel.
A thorough assessment should establish the
client’s mental and physical status. The process should determine any preexisting medical
conditions or complications, substance use
history, level of cognitive functioning, prescription drug needs, current mental status,
and mental health history.

Centralized intake
A centralized intake team is a useful
approach to screening and assessment, providing a common point of entry for many
clients entering treatment. When applied in
an agency with multiple programs, centralized intake reduces duplication of referral
materials as well as assessment services. At
Arapahoe House (a model described later in
this chapter), the information and access
team manages hundreds of telephone calls
weekly, conducts screenings, and sets
appointments for admission to any of the programs within the agency, with the exception of
three detoxification programs. Where centralized intake serves a multi-modality treatment
organization or a community with multiple
settings (the latter being especially difficult),
the intake process can be used to refer clients
to the treatment modality most appropriate to
their needs (e.g., residential or outpatient), so
long as careful attention is paid to the accurate coordination of intake information.

Reassessment
Once admitted to treatment, clients need regular reassessment as reductions in acute symptoms of mental distress and substance abuse
may precipitate other changes. Periodic assessment will provide measures of client change
and enable the provider to adjust service plans
as the client progresses through treatment.
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Referral and placement
Careful assessment will help to identify those
clients who require more secure inpatient
treatment settings (e.g., clients who are
actively suicidal or homicidal), as well as
those who require 24-hour medical monitoring, those who need detoxification, and those
with serious substance use disorders who may
require a period of abstinence or reduced use
before they can engage actively in all treatment components. TIP 29, Substance Use
Disorder Treatment for People With Physical
and Cognitive Disabilities (CSAT 1998e), contains information on assessing physical and
cognitive functioning that is relevant for all
populations.
It is important to view the client’s placement
in outpatient care in the context of continuity
of care and the network of available
providers and programs. Outpatient treatment programs may serve a variety of functions, including outreach/engagement, primary treatment, and continuing care. Ideally, a
full range of outpatient substance abuse treatment programs would include interventions
for unmotivated, disaffiliated clients with
COD, as well as for those seeking abstinencebased primary treatments and those requiring
continuity of supports to sustain recovery.
Likewise, ideal outpatient programs will facilitate access to services through rapid
response to all agency and self-referral contacts, imposing few exclusionary criteria, and
using some client/treatment matching criteria
to ensure that all referrals can be engaged in
some level of treatment. In those instances
where funding for treatment is controlled by
managed care, additional levels of control
over admission may be imposed on the treatment agency. The consensus panel has mentioned that treatment providers should be
careful not to place clients in a higher level of
care (i.e., more intense) than is necessary. A
client who might remain engaged in a less
intense treatment environment may drop out
in response to the demands of a more intense
treatment program.
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Improving Adherence of Clients With COD in
Outpatient Settings
• Use telephone or mail reminders.
• Provide reinforcement for attendance (e.g., snacks, lunch, or reimbursement for transportation).
• Increase the frequency and intensity of the outpatient services offered.
• Develop closer collaboration between referring staff and the outpatient program’s staff.
• Reduce waiting times for outpatient appointments.
• Have outpatient programs designed particularly for clients with COD.
• Provide clients with case managers who engage in outreach and provide home visits.
• Coordinate treatment and monitoring with other systems of care providing services to the same client.
Source: Adapted from Daley and Zuckoff 1998.

Engagement

Discharge planning

Clients with COD, especially those opposed to
traditional treatment approaches and those
who do not accept that they have COD, have
particular difficulty committing to and maintaining treatment. By providing continuous
outreach, engagement, direct assistance with
immediate life problems (e.g., housing), advocacy, and close monitoring of individual
needs, the Assertive Community Treatment
(ACT) and Intensive Case Management (ICM)
models (described below) provide techniques
that enable clients to access services and foster the development of treatment relationships. In the absence of such supports, those
individuals with COD who are not yet ready
for abstinence-oriented treatment may not
adhere to the treatment plan and may be at
high risk for dropout (Drake and Mueser
2000).

Discharge planning is important to maintain
gains achieved through outpatient care. Clients
with COD leaving an outpatient substance
abuse treatment program have a number of
continuing care options. These options include
mutual self-help groups, relapse prevention
groups, continued individual counseling, mental health services (especially important for
clients who will continue to require medication), as well as intensive case management
monitoring and supports. A carefully developed discharge plan, produced in collaboration
with the client, will identify and match client
needs with community resources, providing the
supports needed to sustain the progress
achieved in outpatient treatment.

Because clients with COD often have poor
treatment engagement, it is particularly
important that every effort be made to
employ methods with the best prospects for
increasing engagement. Daley and Zuckoff
(1998) note a number of useful strategies for
improving engagement and adherence with
this population.
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Clients with COD often need a range of services besides substance abuse treatment and
mental health services. Generally, prominent
needs include housing and case management
services to establish access to community
health and social services. In fact, these two
services should not be considered “ancillary,”
but key ingredients for clients’ successful
recovery. Without a place to live and some
degree of economic stability, clients with COD
are likely to return to substance abuse or
experience a return of symptoms of mental
disorder. Every substance abuse treatment

147

provider should have, and many do have, the
strongest possible linkages with community
resources that can help address these and
other client needs. Clients with COD often
will require a wide variety of services that
cannot be provided by a single program.
It is imperative that discharge planning for
the client with COD ensures continuity of psychiatric assessment
and medication
management, withThe provider
out which client
stability and recovery will be severely
seeks to develop
compromised.
Relapse prevention
a support netinterventions after
outpatient treatwork for the
ment need to be
modified so that
client that
the client can recognize symptoms of
involves family,
psychiatric or substance abuse
community,
relapse on her own
and can call on a
recovery
learned repertoire
of symptom management techniques
groups, friends,
(e.g., self-monitoring, reporting to a
and significant
“buddy,” and
group monitoring).
others.
This also includes
the ability to access
assessment services
rapidly, since the return of psychiatric symptoms can often trigger substance abuse
relapse.
Developing positive peer networks is another
important facet of discharge planning for continuing care. The provider seeks to develop a
support network for the client that involves
family, community, recovery groups, friends,
and significant others. Where a client’s family
of origin is not healthy and supportive, other
networks can be accessed or developed that
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will support him. Programs also should
encourage client participation in mutual selfhelp groups, particularly those that focus on
COD (e.g., dual recovery mutual self-help
programs). These groups can provide a continuing supportive network for the client, who
usually can continue to participate in such
programs even if he moves to a different community. Therefore, these groups are an
important method of providing continuity of
care.
The consensus panel also recommends that
programs working with clients with COD try
to involve advocacy groups in program activities. These groups can help clients become
advocates themselves, furthering the
development and responsiveness of the treatment program while enhancing clients’ sense
of self-esteem and providing a source of
affiliation.

Continuing care
Continuing care and relapse prevention are
especially important with this population,
since people with COD are experiencing two
long-term conditions (i.e., mental disorder
often is a cyclical, recurring illness; substance
abuse is likewise a condition subject to
relapse). Clients with COD often require longterm continuity of care that supports their
progress, monitors their condition, and can
respond to a return to substance use or a
return of symptoms of mental disorder.
Continuing care is both a process of posttreatment monitoring and a form of treatment
itself. (In the present context, the term “continuing care” is used to describe the treatment options available to a client after
leaving one program for another, less intense,
program.)
The relative seriousness of a client’s mental
and substance use disorders may be very different at the time she leaves a primary treatment provider; thus, different levels of intervention will be appropriate. After leaving an
outpatient program, some clients with COD
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may need to continue intensive mental health
care but can manage their substance abuse
treatment by participation in mutual self-help
groups. Others may need minimal mental
health care but require some form of continued formal substance abuse treatment. For
people with SMI, continued treatment often is
warranted; a treatment program can provide
these clients with structure and varied services not usually available from mutual selfhelp groups.
Upon leaving a program, clients with COD
always should be encouraged to return if they
need assistance with either disorder. Because
the status of these individuals can be fragile,
they need to be able to receive help or a
referral quickly in times of crisis. Regular
informal check-ins with clients also can help
alleviate potential problems before they
become serious enough to threaten recovery.
A good continuing care plan will include steps
for when and how to reconnect with services.
The plan and provision of these services also
makes readmission easier for clients with
COD who need to come back. The client with
COD should maintain contact postdischarge
(even if only by telephone or informal gatherings). Increasingly, substance abuse programs
are undertaking follow-up contact and periodic groups to monitor client progress and
assess the need for further service.

Implementing Outpatient
Programs
The challenge of implementing outpatient
programs for COD is to incorporate specific
interventions for a particular subgroup of
outpatient clients into the structure of generic
services available for a typically heterogeneous population. Often this is best accomplished by establishing a separate track for
COD consisting of the services described in
the section on essential programming above.
Accomplishing this implies organizational
change as substance abuse and mental health
service agencies modify their mission to
address the special needs of persons with
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COD. Note that the section on residential
treatment contains some additional principles
of implementation that are equally applicable
to outpatient programs.

Staffing
To accommodate clients with COD, standard
outpatient drug treatment staffing should
include both mental health specialists and
psychiatric consultation and access to onsite
or offsite psychopharmacologic consultation.
All treatment staff should have sufficient
understanding of the substance use and mental disorders to implement the essential elements described above. Ideally, this staffing
pattern would include mental health clinicians with master’s level education, strong
diagnostic skills, and substantial experience
with clients with COD. These clinicians could
provide a link to psychiatric services as well
as to consultation on other clinical activities
within the program. It is important that the
staff function as an integrated team. Staff
cooperation can often be fostered by crosstraining, clinical team meetings and, most
importantly, a treatment culture that stresses
teamwork and collaboration.

Training
An integrated model of treatment for clients
with COD requires that each member of the
treatment team has substantial competency in
both fields. Both mental health and substance
abuse treatment staff require training, crosstraining, and on-the-job training to meet adequately the needs of clients with COD. Within
substance abuse treatment settings, this means
training in these areas:
•Recognizing and understanding the symptoms
of the various mental disorders
•Understanding the relationships between different mental symptoms, drugs of choice, and
treatment history
•Individualizing and modifying approaches to
meet the needs of specific clients and achieve
treatment goals
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•Accessing services from multiple systems and
negotiating integrated treatment plans
The addition of mental health staff into a substance abuse treatment setting also raises the
need for training. Training should address
•Differing perspectives regarding the characteristics of the person with COD
•The nature of addiction
•The nature of mental disability
•The conduct of treatment and staff roles in
the treatment process
•The interactive effects of both conditions on
the person and his or her outcomes
•Staff burnout
Staff trained exclusively either in mental health
services or in substance abuse treatment models often have difficulty accepting the other’s
view of the person, the problem, and the
approach to treatment. Cross-training and
open discussion of differing viewpoints and
challenging issues can help staff to reach a common perspective and approach for the treatment of clients with COD within each agency or
program setting. Chapter 3 provides a more
complete discussion of staff training, while
appendix I identifies a number of training
resources.

Evaluating Outpatient
Programs
Five elements are needed to design an evaluation process for an outpatient program that can
provide useful feedback to program staff and
administrators on the effectiveness or outcome
of treatment for persons with COD. These
important data can be used to improve programs.
1. Define the operational goals of the program in terms of the client behaviors for
which change is sought. Programs may
define their goals for client change narrowly in terms of reductions in alcohol and
drug use and crime only or more broadly,
to include reductions in psychological
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symptoms, homelessness, unemployment,
and so on.
2. Decide who the study clients will be and
devise a plan for selecting or sampling
those clients. Depending on the rate of
client entry into a program and the number of clients sought for the outcome study
(typically at least 35), a program may
select every client presenting to treatment
over the course of a designated time period
or may sample systematically (e.g., taking
every third client) or randomly (e.g., using
a coin toss). It is important to use a system
that avoids bias (i.e., avoids the selection
of clients who, for one reason or another,
are believed to be more likely to respond
particularly well or particularly poorly to
the treatment program).
3. Locate and/or develop instruments that
can be used to assess client functioning in
the areas of concern for outcome. Include
areas about which the program staff feels
information is needed (e.g., demographic
characteristics and background variables
such as source of referral, drug use and
criminal justice histories, education or
employment histories, prior drug treatment, social support, physical and mental
health histories, etc.). For studies generally, and for in-treatment studies in particular, it is also important to gather information about client retention. Indeed, a number of studies now suggest that length of
retention is a useful proxy measure for
understanding posttreatment outcomes,
and that retention to 3 months in outpatient programs is critical for clients to
achieve meaningful behavior change.
4. Develop a plan for data collection.
Information on client functioning can be
gathered using selected instruments at the
time of entry into treatment (baseline) and
at intervals of 1 or more months from time
of entry while the individual is in treatment. Data gathered may be restricted to
self-report or may include biological markers such as urinalysis and/or data gathered
from others knowledgeable about the
client’s functioning (e.g., family or school
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personnel). Outcome studies frequently
involve continuing assessment after the
client leaves treatment, and again at designated intervals; typically, assessments at
6- to 12-month intervals.
5. Develop a plan for data analysis and
reporting. Data analysis may be comparatively simple, describing client functioning
at baseline in the areas of concern (e.g.,
drug use) and client functioning in those
same areas at times of assessment or follow-up; alternatively, it may be complex,
comparing client functioning in the areas
of concern at multiple points in time and
controlling for variables that might affect
that functioning (e.g., prior treatment history). The findings obtained through data
analysis are communicated through written and oral reporting to interested parties, particularly program staff who can
use this information on program effectiveness to its greatest advantage (i.e., to
improve the program’s capacity to facilitate client change). Both the National
Institute on Drug Abuse (NIDA) and CSAT
have developed manuals for outcome studies designed to be conducted by treatment
program staff. NIDA’s document (1993) is
titled How Good Is Your Drug Abuse
Treatment Program? A Guide to
Evaluation. CSAT’s document (1997b) is
titled Demystifying Evaluation: A Manual
for Evaluating Your Substance Abuse
Treatment Program.

Sustaining Outpatient
Programs
Funding resources for substance abuse treatment remain significantly lower per client than
those available for mental health services.
Models demonstrating positive results originating in the mental health field often are too
expensive to be implemented fully in more fiscally limited substance abuse treatment settings. The consensus panel recommends developing funding for the essential programming
described in this chapter and, where possible,
for adapting the successful models for the treat-
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ment of mental disorders in outpatient settings
described below.

Financing integrated
treatment
As noted earlier, systemic difficulties related to
the organization and financing of integrated
treatment models, including funding for
enhanced mental health services, have delayed
implementation of
integrated treatment
models in many outSince the majorpatient substance
abuse treatment setity of substance
tings. Resources for
funding extended
abuse treatment
continuity of treatment, which are
agencies treat
available generally
in mental health settings, are not usually
clients with
provided in substance abuse treatCOD, an obviment systems. Since
the majority of subous solution to
stance abuse treatment agencies treat
funding shortclients with COD, an
obvious solution to
falls is to access
funding shortfalls is
to access funding
funding streams
streams that support
mental health serthat support
vices. Such funding
may be based on
demonstrating the
mental health
nature, severity, and
extent of co-occurservices.
ring mental disorders among their
clients, with documentation of the full
range of diagnosed disabilities of clients with
COD. This information also helps programs to
modify their programs to address current client
needs, and to educate and promote an appreciation for the documented efficacy of integrated
treatment for those with COD (Drake et al.
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1998b). Chapter 3 presents additional information on overcoming barriers and for accessing
funding for COD in substance abuse treatment
settings.

Planning for organizational
change
Substance abuse treatment agencies should
plan for any organizational changes needed to
introduce new or altered approaches into
program settings (e.g., adding and integrating
mental health staff into the substance abuse
setting). Agencies should be aware, however,
that changing the processes and approaches
in an organization is challenging. Strategies
should be grounded in sound organizational
change principles and may be effective in
helping all parties understand, accept, and
adjust to the changes. A recommended
sourcebook administrators might find useful
is The Change Book: A Blueprint for
Technology Transfer (Addiction Technology
Transfer Center National Office 2000).

Examples of Outpatient
Programs
A CSAT initiative, titled Grants for
Evaluation of Outpatient Treatment Models
for Persons With Co-Occurring Substance
Abuse and Mental Health Disorders
(Substance Abuse and Mental Health Services
Administration [SAMHSA] 2000) promotes
the development and evaluation of new models for the treatment of COD in outpatient
substance abuse treatment settings. A variety
of models for treatment of clients with COD
in outpatient substance abuse treatment settings are now emerging, some of which are
outlined in appendix E.
Recognizing that providers must address
these issues within the constraints of particular systems that differ significantly from each
other, two providers have been chosen—the
Clackamas County Mental Health Center,
Oregon, and Arapahoe House, Colorado—to
illustrate different approaches to providing
outpatient care for clients with COD.

152

Assertive Community
Treatment and Intensive Case
Management: Specialized
Outpatient Treatment Models
for Clients With COD
This section focuses on two existing outpatient
models, ACT and ICM (both from the mental
health field) and the challenges of employing
them in the substance abuse field. The rationale for selecting these specialized models is
that the framework, model, and methods of
each are articulated clearly, both have been
disseminated widely and applied, and each
has support from a body of empirical evidence (though the empirical support for ICM
is relatively modest compared to ACT).
Because service systems are layered and difficult to negotiate, and because people with COD
need a wide range of services but often lack the
knowledge and ability to access them, the utility of case management is recognized widely for
this population. Although ACT and ICM can be
thought of as similar in several features (e.g.,
both emphasize case management, skills training, and individual counseling), they function
differently from each other with regard to
goals, operational characteristics, and the
nature and extent of the activities and interventions they provide. Therefore, each is
described separately below.

Assertive Community
Treatment
Developed in the 1970s by Stein and Test (Stein
and Test 1980; Test 1992) in Madison,
Wisconsin, for clients with SMI, the ACT
model was designed as an intensive, long-term
service for those who were reluctant to engage
in traditional treatment approaches and who
required significant outreach and engagement
activities. ACT has evolved and been modified
to address the needs of individuals with serious
mental disorders and co-occurring substance
use disorders (Drake et al. 1998a; Stein and
Santos 1998).
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The Clackamas County Mental Health Center, Oregon
Overview
Clackamas County is a geographically large county in northwest Oregon that is about the size of the State of
Delaware and encompasses urban, suburban, and rural areas. Oregon City, the county seat, is home to
15,000 people. The County provides outpatient substance abuse and mental health treatment services at four
major clinics throughout the county. Its substance abuse treatment program has made a concerted and sustained effort to develop working agreements with major sources of referral, reflecting client needs in the community (e.g., corrections, child protective services, adult and family services, and a local community college).
In addition, the program continues to consult with other service providers to build further linkages.
All staff members who provide initial assessment and treatment have at least master’s level training and substance abuse certification (or its equivalent), which has facilitated the awareness of potential co-occurring
interactions beginning at intake. It is recognized that this level of staffing is unusual within substance abuse
treatment programs.
Clients Served
The county provides treatment for clients with substance abuse and COD. The Clackamas County Mental
Health Center has a number of programs that target specific populations, including a women’s program; a
program for clients involved in the criminal justice system who are on electronic surveillance or who were
referred by juvenile and adult Drug Courts; clients with serious and persistent mental illness; and through
the Passport Program, young adult men and women ages 17 to 23 who have co-occurring substance use disorders and significant mental disorders.
Services
Each clinic offers both Level 1 and 2 services (as defined by ASAM) (2001) and has working agreements with
residential treatment programs for those who need that level of care. Outpatient services include treatment
for individuals, families, and groups; case management; and consultation. More specialized treatment has
been developed for some subpopulations within the program (e.g., clients with serious and persistent mental
illness, clients on electronic surveillance, women).

Program model
ACT programs typically employ intensive outreach activities, active and continued engagement with clients, and a high intensity of services. ACT emphasizes shared decisionmaking
with the client as essential to the client’s
engagement process (Mueser et al. 1998).
Multidisciplinary teams including specialists in
key areas of treatment provide a range of services to clients. Members typically include mental health and substance abuse treatment counselors, case managers, nursing staff, and psychiatric consultants. The ACT team provides
the client with practical assistance in life management as well as direct treatment, often within the client’s home environment, and remains
responsible and available 24 hours a day (Test
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1992). The team has the capacity to intensify
services as needed and may make several visits
each week (or even per day) to a client.
Caseloads are kept smaller than other community-based treatment models to accommodate
the intensity of service provision (a 1:12 staffto-client ratio is typical).

ACT treatment activities and
interventions
Examples of ACT interventions include
•Outreach/engagement. To involve and sustain clients in treatment, counselors and
administrators must develop multiple means
of attracting, engaging, and re-engaging
clients. Often the expectations placed on
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Arapahoe House, Colorado
Overview
Arapahoe House, a nonprofit corporation located near Denver, Colorado, is the State’s largest provider of
substance abuse treatment services. In addition, Arapahoe House is a licensed mental health clinic and strives
to provide fully integrated services for clients with COD in all of its treatment programs. Because all Arapahoe
House programs are designed to provide integrated treatment for clients with COD, the agency employs several psychiatrists on contract in both the residential and outpatient settings.
Clients Served
The Arapahoe House Adult Outpatient Programs admit clients with substance use disorders who do not
require 24-hour medical monitoring or detoxification and do not have symptoms of mental illness that place
them at high risk of harming themselves or others. Adult clients who do not meet these criteria are referred to
Arapahoe House’s detoxification services or its inpatient treatment program where they can receive comprehensive assessment and stabilization. Arapahoe House also has a number of programs for specific populations.
There is a residential treatment program for women with dependent children and specialized services for
homeless persons.
Services
Arapahoe House provides a full continuum of treatment services, including residential and outpatient treatment for adults and adolescents of multiple levels of intensity; case management services for specific target
populations; nonmedical detoxification services; housing and vocational services; and, for adolescents, schoolbased counseling. The organization offers outpatient services at six locations in the metropolitan Denver area.
These outpatient programs provide individual and group therapy, education, family counseling, sobriety monitoring, and mental health evaluation.
Arapahoe House also provides a wide array of services devoted to the needs of homeless persons, including
intensive case management services and a housing program. Specific services for persons with COD include the
20-bed adult short-term intensive residential treatment program, the six adult outpatient clinics, and the New
Directions for Families program, which is a comprehensive residential treatment program for women and their
dependent children. New Directions has a capacity of sixteen families, with an expected length of stay of 4
months, followed by 4 months of outpatient continuing care.
Finally, with respect to adult services, The Wright Center, which is a 22-bed transitional residential program
for men and women, has been modified to serve clients with COD. In addition to these programs for adults,
Arapahoe House offers an array of programs designed to meet the needs of adolescents, and all of these programs target young persons with COD. This continuum of adolescent services includes counselors who work
onsite in 16 high schools across the metropolitan Denver area; outpatient services at two sites, including day
treatment; and two intensive residential treatment centers: one comprising 20 beds for male and female adolescents and the other a center for 15 adolescent females. These residential treatment centers offer comprehensive substance abuse and mental health treatment using an integrated model, and both sites contain an accredited school.
clients are minimal to nonexistent, especially in those programs serving very resistant
or hard-to-reach clients.
•Practical assistance in life management.
This feature incorporates case management
activities that facilitate linkages with sup-
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port services in the community. While the
role of a counselor in the ACT approach
includes standard counseling, in many
instances substantial time also is spent on
life management and behavioral management matters.
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Making ACT Work
Team cohesion and smooth functioning are critical to success. The ACT multidisciplinary team has shared
responsibility for the entire defined caseload of clients and meets frequently (ideally, teams meet daily) to
ensure that all members are fully up-to-date on clinical issues. While team members may play different roles,
all are familiar with every client on the caseload. Additionally, the ACT model includes the clients’ family and
friends within treatment services.
Source: Wingerson and Ries 1999.
•Close monitoring. For some clients, especially those with SMI, close monitoring is
required.
This can include (Drake et al. 1993):
– Medication supervision and/or management
– Protective (representative) payeeships
– Urine drug screens
•Counseling. The nature of the counseling
activity is matched to the client’s motivation
and readiness for treatment.
• Crisis intervention. This is provided during
extended service hours (24 hours a day, ideally through a system of on-call rotation).

Key modifications for
integrating COD
When working with a client who has COD, the
goals of the ACT model are to engage the client
in a helping relationship, to assist in meeting
basic needs (e.g., housing), to stabilize the
client in the community, and to provide direct
and integrated substance abuse treatment and
mental health services. The standard ACT
model as developed by Test (1992) has been
modified to include treatment for persons who
have substance use disorders as well as mental
disorders (Stein and Santos 1998). The key elements in this evolution have been
•The use of direct substance abuse treatment
interventions for clients with COD (often
through the inclusion of a substance abuse
treatment counselor on the multidisciplinary
team)
•A team focus on clients with COD (Drake et
al. 1998a)
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•COD treatment groups (Drake et al. 1998a)
•Modifications of traditional mental health
interventions, including a strong focus on
the relationships between mental health and
substance use issues (e.g., providing skills
training that focuses on social situations
involving substance use [Drake and Mueser
2000])
Substance abuse treatment strategies are related to the client’s motivation and readiness for
treatment and include
• Enhancing motivation (for example, through
use of motivational interviewing)
•Cognitive–behavioral skills for relapse prevention
•12-Step programming, including use of the
peer recovery community to strengthen supports for recovery
•Psychoeducational instruction about addictive disorders
For clients who are not motivated to achieve
abstinence, motivational approaches are structured to help them recognize the impact of substance use on their lives and on the lives of
those around them. Therapeutic interventions
are modified to meet the client’s current stage
of change and receptivity.

Populations served
When modified as described above to serve
clients with COD, the ACT model is capable of
including clients with greater mental and functional disabilities who do not fit well into many
traditional treatment approaches. The characteristics of those served by ACT programs for
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Nine Essential Features of ACT
1. Services provided in the community, most frequently in the client’s living environment
2.
3.
4.
5.
6.
7.

Assertive engagement with active outreach
High intensity of services
Small caseloads
Continuous 24-hour responsibility
Team approach (the full team takes responsibility for all clients on the caseload)
Multidisciplinary team, reflecting integration of services

8. Close work with support systems
9. Continuity of staffing
Source: Drake et al. 1998a.
COD include those with a substance use disorder and
•Significant mental disorders
•Serious and persistent mental illness
•Serious functional impairments
•Who avoided or did not respond well to traditional outpatient mental health services and
substance abuse treatment
•Co-occurring homelessness
•Co-occurring criminal justice involvement
(National Alliance for the Mentally Ill
[NAMI] 1999)
In addition to, and perhaps as a consequence
of, the characteristics cited above, clients targeted for ACT often are high utilizers of expensive service delivery systems (emergency rooms
and hospitals) as immediate resources for mental health and substance abuse services.

Empirical evidence for ACT
The ACT model has been researched widely
as a program for providing services to people
who are chronically mentally ill. The general
consensus of research to date is that the ACT
model for mental disorders is effective in
reducing hospital recidivism and, less consistently, in improving other client outcomes
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(Drake et al. 1998a; Wingerson and Ries
1999).
Randomized trials comparing clients with
COD assigned to ACT programs with similar
clients assigned to standard case management
programs have demonstrated better outcomes
for ACT. ACT resulted in reductions in hospital use, improvement on clinician ratings of
alcohol and substance abuse, lower 3-year
posttreatment relapse rates for substance use,
and improvements on measures of quality of
life (Drake et al. 1998a; Morse et al. 1997;
Wingerson and Ries 1999). It is important to
note that ACT has not been effective in
reducing substance use when the substance
use services were brokered to other providers
and not provided directly by the ACT team
(Morse et al. 1997). Researchers also considered the cost-effectiveness of these interventions, concluding that ACT has better client
outcomes at no greater cost and is, therefore,
more cost-effective than brokered case management (Wolff et al. 1997).
Other studies of ACT were less consistent in
demonstrating improvement of ACT over
other interventions (e.g., Lehman et al.
1998). In addition, the 1998 study cited previously (Drake et al. 1998b) did not show differential improvement on several measures
important for establishing the effectiveness of
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ACT with COD—that is, retention in treatment, self-report measures of substance
abuse, and stable housing (although both
groups improved). Drake notes that “drift”
occurred in the comparison group; that is,
elements of ACT were incorporated gradually
into the standard case management model,
which made it difficult to determine the differential effectiveness of ACT. Further analyses indicated that clients in high-fidelity ACT
programs showed greater reductions in alcohol and drug use and attained higher rates of
remissions in substance use disorders than
clients in low-fidelity programs (McHugo et
al. 1999). Nevertheless, ACT is a recommended treatment model for clients with COD,
especially those with serious mental disorders, based on the weight of evidence.

Intensive case management

uals in a trusting relationship, assist in meeting
their basic needs (e.g., housing), and help them
access and use brokered services in the community. The fundamental element of ICM is a low
caseload per case manager, which translates
into more intensive and consistent services for
each client. TIP 27, Comprehensive Case
Management for Substance Abuse Treatment
(CSAT 1998b), contains more information on
the history of case management, both how it
has developed to meet the needs of clients in
substance abuse treatment (including clients
with COD) and specific guidelines about how to
implement case management services.

Program model
ICM programs typically involve outreach and
engagement activities, brokering of communitybased services, direct provision of some support/counseling services, and a higher intensity
of services than standard case management.
The intensive case manager assists the client in
selecting services, facilitates access to these ser-

The earliest model of case management was primarily a brokerage model, in which linkages to
services were forged based on the individual
needs of each client, but the case
manager did not provide formal
clinical services. Over time, it
Advice to Administrators:
became apparent that clinicians
Treatment Principles From ACT
could provide more effective case
• Provide intensive outreach activities.
management services; consequently, clinical case management
• Use active and continued engagement techniques with
largely supplanted the brokerage
clients.
model. ICM emerged as a strategy
• Employ a multidisciplinary team with expertise in subin the late 1980s and early 1990s.
stance abuse treatment and mental health.
It was designed as a thorough,
• Provide practical assistance in life management (e.g.,
long-term service to assist clients
housing), as well as direct treatment.
with SMI (particularly those with
mental and functional disabilities
and a history of not adhering to
prescribed outpatient treatment)
by establishing and maintaining
linkages with community-based
service providers.

ICM is not a precisely defined
term, but rather is used in the literature to describe an alternative
to both traditional case management and ACT. The goals of the
ICM model are to engage individ-
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• Emphasize shared decisionmaking with the client.

• Provide close monitoring (e.g., medication management).
• Maintain the capacity to intensify services as needed
(including 24-hour on-call, multiple visits per week).
• Foster team cohesion and communication; ensure that all
members of the team are familiar with all clients on the
caseload.
• Use treatment strategies that are related to the client’s
motivation and readiness for treatment, and provide
motivational enhancements as needed.
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vices, and monitors the client’s progress
through services provided by others (inside or
outside the program structure and/or by a
team). Client roles in this model include serving
as a partner in selecting treatment components.
In some instances, the ICM model uses multidisciplinary teams similar to ACT. The composition of the ICM team is determined by the
resources available in the agency implementing
the programs. The team often includes a cluster-set of case managers rather than the specialists prescribed as standard components of
the treatment model. The ICM team may offer
services provided by ACT teams, including
practical assistance in life management (e.g.,
housing) and some direct counseling or other
forms of treatment. Caseloads are kept smaller
than those in other community-based treatment
models (typically, the client-to-counselor ratio
ranges from 15:1 to 25:1), but larger than those
in the ACT model. Because the case management responsibilities are so wide ranging and
require a broad knowledge of local treatment
services and systems, a typically trained counselor may require some retraining and/or close,
instructive supervision in order to serve effectively as a case manager.

•Advocating for the client with treatment
providers and service delivery systems
•Monitoring progress
•Providing counseling and support to help
the client maintain stability in the community
•Crisis intervention
•Assisting in integrating treatment services
by facilitating communication between service providers

Key modifications of ICM for
co-occurring disorders
Key ICM modifications from basic case management for clients with COD include

Treatment activities and
interventions

•Using direct interventions for clients with
COD, such as enhancing motivation for treatment and discussing the interactive effects of
mental and substance use disorders
•Making referrals to providers of integrated
substance abuse and mental health services
or, if integrated services are not available or
accessible, facilitating communication
between separate brokered mental health
and substance abuse service providers
•Coordinating with community-based services
to support the client’s involvement in mutual
self-help groups and outpatient treatment
activities

Examples of ICM activities and interventions
include

Empirical evidence

•Engaging the client in an alliance to facilitate the process and connecting the client
with community-based treatment programs
•Assessing needs, identifying barriers to
treatment, and facilitating access to treatment
•Offering practical assistance in life management and facilitating linkages with support services in the community
•Making referrals to treatment programs
and services provided by others in the community (see TIP 27 [CSAT 1998b] for guidance on establishing linkages for service
provision and interagency cooperation)
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The empirical study of ICM for COD is not as
extensive or as clarifying as the research on
ACT; however, some studies do provide
empirical support. ICM has been shown to be
effective in engaging and retaining clients with
COD in outpatient services and to reduce
rates of hospitalization (Morse et al. 1992).
Further, treatments combining substance
abuse counseling with intensive case management services have been found to reduce substance use behaviors for this population in
terms of days of drug use, remission from
alcohol use, and reduced consequences of
substance use (Bartels et al. 1995; Drake et
al. 1993, 1997; Godley et al. 1994). The con-
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tinued use and further development of ICM for COD is indicated based on its overall utility
and modest empirical base.

Comparison of ACT
and ICM
Similarities between ACT
and ICM
Both ACT and ICM share the following key activities and interventions:

Advice to Administrators:
Treatment Principles From ICM
• Select clients with greater mental and functional disabilities who are resistant to traditional outpatient treatment
approaches.
• Employ low caseload per case manager to accommodate
more intensive services.
• Assist in meeting basic needs (e.g., housing).
• Facilitate access to and utilization of brokered community-based services.
• Provide long-term support, such as counseling services.
• Monitor the client’s progress through services provided
by others.

•Focus on increased treatment
participation
• Use multidisciplinary teams.
•Client management
•Abstinence as a long-term goal,
with short-term supports
on any given day. Caseloads usually are 12:1.
ICM programs typically include fewer hours of
•Stagewise motivational interventions
direct treatment, though they may include 24•Psychoeducational instruction
hour crisis intervention; the focus of ICM is on
•Cognitive–behavioral relapse prevention
brokering community-based services for the
client. ICM caseloads range up to 25:1.
•Encouraging participation in 12-Step
programs
The ACT multidisciplinary team has shared
•Supportive services
responsibility for the entire defined caseload of
•Skills training
clients and meets frequently (ideally, teams
meet daily) to ensure that all members are fully
•Crisis intervention
up-to-date on clinical issues. While team mem•Individual counseling
bers may play different roles, all are familiar
with every client on the caseload. The nature of
Differences between
ICM team functioning is not as defined, and
ACT and ICM
cohesion is not necessarily a focus of team funcACT is more intensive than most ICM
tioning; the ICM team can operate as a loose
approaches. The ACT emphasis is on developfederation of independent case managers or as
ing a therapeutic alliance with the client and
a cohesive unit in a manner similar to ACT.
delivery of service components in the client’s
Also, the ACT model has been developed to
home, on the street, or in program offices
include the clients’ family and friends within
(based on the client’s preference). ACT sertreatment services (Wingerson and Ries 1999),
vices, as described by NAMI (1999), are prowhich is not necessarily true for ICM models.
vided predominantly by the multidisciplinary
staff of the ACT team (typically, 75 percent of
ICM most frequently involves the coordinaservices are team provided), and the program
tion of services across different systems
often is located in the community. Most ACT
and/or over extended periods of time, while
programs provide services 16 hours a day on
ACT integrates and provides treatment for
weekdays, 8 hours a day on weekends, plus on- COD within the team. As a consequence,
call crisis intervention, including visits to the
while advocacy with other providers is a
client’s home at any time, day or night, with
major component of ICM, advocacy in ACT
the capacity to make multiple visits to a client
focuses on ancillary services. Additionally,
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the ACT multidisciplinary team approach to
treatment places greater emphasis on providing integrated treatment for clients with COD
directly, assuming that the team members
include both mental health and substance
abuse treatment counselors and are fully
trained in both approaches.

Recommendations for
extending ACT and ICM in
substance abuse treatment
settings
It is not self-evident that ACT and ICM models
translate easily to substance abuse settings. The
consensus panel offers the following six key recommendations for successful use of ACT and
ICM in substance abuse settings with clients
who have COD:
1. Use ACT and ICM for clients who require
considerable supervision and support.
ACT is a treatment alternative for those
clients with COD who have a history of
sporadic adherence with continuing care
or outpatient services and who require
extended monitoring and supervision (e.g.,
medication monitoring or dispensing) and
intensive onsite treatment supports to sustain their tenure in the community (e.g.,
criminal justice clients). For this subset of
the COD population, ACT provides accessible treatment supports without requiring
return to a residential setting. The typical
ICM program is capable of providing less
intense levels of monitoring and supports,
but can still provide these services in the
client’s home on a more limited basis.
2. Develop ACT and/or ICM programs selectively to address the needs of clients with
SMI who have difficulty adhering to treatment regimens most effectively. ACT,
which is a more complex and expensive
treatment model to implement compared
with ICM, has been used for clients with
SMI who have difficulty adhering to a
treatment regimen. Typically, these are
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among the highest users of expensive (e.g.,
emergency room, hospital) services. ICM
programs can be used with treatmentresistant clients who are clinically and
functionally capable of progressing with
much less intensive onsite counseling and
less extensive monitoring.
3. Extend and modify ACT and ICM for
other clients with COD in substance abuse
treatment. With their strong tradition in
the mental health field, particularly for
clients with SMI, ACT and ICM are attractive, accessible, and flexible treatment
approaches that can be adapted for individuals with COD. Components of these
programs can be integrated into substance
abuse treatment programs.
4. Add substance abuse treatment components to existing ACT and ICM programs.
Incorporating methods from the substance
abuse treatment field, such as substance
abuse education, peer mutual self-help,
and greater personal responsibility, can
continue to strengthen the ACT approach
as applied to clients with COD. The degree
of integration of substance abuse and mental health components within ACT and
ICM is dependent upon the ability of the
individual case manager/counselor or the
team to provide both services directly or
with coordination.
5. Extend the empirical base of ACT and
ICM to further establish their effectiveness
for clients with COD in substance abuse
treatment settings. The empirical base for
ACT derives largely from its application
among people with SMI and needs to be
extended to establish firm support for the
use of ACT across the entire COD population. In particular, adding an evaluation
component to new ACT programs in substance abuse settings can provide documentation currently lacking in the field
concerning the effectiveness and cost benefit of ACT in treating the person who
abuses substances with co-occurring men-

Traditional Settings and Models

tal disorders in substance abuse treatment
settings. The limitations of ICM have been
listed above. The use of ACT or ICM
should turn on the assessed needs of the
client.

Residential Substance
Abuse Treatment
Programs for Clients
With COD
Background and Effectiveness
Residential treatment for substance abuse
comes in a variety of forms, including longterm (12 months or more) residential treatment
facilities, criminal justice-based programs,
halfway houses, and short-term residential programs. The long-term residential substance
abuse treatment facility is the primary treatment site and the focus of this section of the
TIP. Historically, residential substance abuse
treatment facilities have provided treatment to
clients with more serious and active substance
use disorders but with less SMI. Most providers
now agree that the prevalence of people with
SMI entering residential substance abuse treatment facilities has risen.

Prevalence
As noted, mental disorders have been observed
in an increasing proportion of clients in many
substance abuse treatment settings (De Leon
1989; Rounsaville et al. 1982a). Compared to
the rates found in clients in the outpatient programs of DATOS, slightly higher rates of antisocial personality disorder, and roughly similar
rates of major depressive episode and generalized anxiety disorder, were found among adult
clients admitted to the long-term residential
programs that were part of DATOS (Flynn et
al. 1996; see also Figure 1-2 in chapter 1 of this
TIP). Of course, those admitted to long-term
residential care tended to have more severe
substance abuse problems. Additionally, in the
year prior to admission to treatment, clients in
long-term residential care reported the highest
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rate of past suicidal thoughts or attempts (23.6
percent) as compared to outpatient drug-free
(19.3 percent) and outpatient methadone treatment (16.6 percent). Only the suicide thoughts
and attempts rate for clients admitted to shortterm inpatient treatment was higher (31.0 percent) (Hubbard et al. 1997, Table 2). This evidence points to the need for a programmatic
response to the problems posed by those with
COD who enter residential treatment settings.

Empirical evidence of
effectiveness
Evidence from a number of large-scale, longitudinal, national, multisite treatment studies has
established the effectiveness of residential substance abuse treatment (Fletcher et al. 1997;
Hubbard et al. 1989). In general, these studies
have shown that residential substance abuse
treatment results in
significant improvement in drug use,
crime, and employHistorically, resment.
The most recent of
these national
efforts is NIDA’s
DATOS (Fletcher et
al. 1997). The
DATOS study
involved a total of
10,010 adult clients,
including many
minorities, admitted
between 1991 and
1993 to short-term
inpatient substance
abuse treatment
programs, residential TCs, outpatient
drug-free programs,
or outpatient
methadone maintenance programs
across 11 cities
(Chicago, Houston,
Miami,
Minneapolis,

idential substance abuse
treatment facilities have provided treatment to
clients with
more serious
and active
substance use
disorders but
with less SMI.
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Newark, New Orleans, New York, Phoenix,
Pittsburgh, Portland, and San Jose). Of the
4,229 clients eligible for follow-up and interviewed at intake, 2,966 were re-interviewed
successfully after treatment (Hubbard et al.
1997).
Encouragingly, even with this high prevalence
of clients with COD, DATOS study participants displayed positive outcomes for substance use and other maladaptive behaviors
in the first year after treatment. Because
studies of populations that abuse substances
have shown that those who remain in treatment for at least 3 months have more favorable outcomes, a critical retention threshold
of at least 90 days has been established for
residential programs (Condelli and Hubbard
1994; Simpson et al. 1997b, 1999). Persons
admitted to residential programs likely have
the most severe problems, and those remaining beyond the 90-day threshold have the
most favorable outcomes (Simpson et al.
1999).
Legal pressure and internal motivation among
clients in residential programs have been
associated with retention beyond the 90-day
threshold (Knight et al. 2000). This relationship between legal pressure and retention
supports practices that encourage court referrals to residential treatment for drug-involved
persons (Hiller et al. 1998). Broome and colleagues (1999) found that hostility was related
to a lower likelihood of staying in residential
treatment beyond the 90-day threshold, but
depression was associated with a greater likelihood of retention beyond the threshold.

Designing Residential
Programs for Clients With
COD
To design and develop services for clients with
COD, a series of interrelated program activities
must be undertaken, as discussed below. While
the MTC described in detail later in this chapter is used frequently as a frame of reference
throughout this discussion, these observations
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are applicable both to such TCs and to other
residential programs that might be developed
for COD.

Intake
Chapter 4 provides a full discussion of screening and assessment. This section will address
intake procedures relevant to persons with
COD in residential substance abuse treatment
settings. The four interrelated steps of the relevant intake process include:
1. Written referral. Referral information from
other programs or services can include the
client’s psychiatric diagnosis, history, current level of mental functioning, medical
status (including results of screening for
tuberculosis, HIV, STDs, and hepatitis),
and assessment of functional level. Referrals
also may include a psychosocial history and
a physical examination.
2. Intake interview. An intake interview is
conducted at the program site by a counselor or clinical team. At this time, the
referral material is reviewed for accuracy
and completeness, and each client is interviewed to determine if the referral is
appropriate in terms of the history of mental and substance abuse problems. The
client’s residential and treatment history is
reviewed to assess the adequacy of past
treatment attempts. Finally, each client’s
motivation and readiness for change are
assessed, and the client’s willingness to
accept the current placement as part of
the recovery process is evaluated.
Screening instruments, such as those
described in chapter 4, can be used in conjunction with this intake interview.
3. Program review. Each client should
receive a complete description of the program and a tour of the facility to ensure
that both are acceptable. This review
includes a description of the daily operation of the program in terms of groups,
activities, and responsibilities; a tour of
the physical site (including sleeping
arrangements and communal areas); and
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an introduction to some of the clients who
are already enrolled in the program.
4. Team meeting. At the end of the intake
interview and program review, the team
meets with the client to arrive at a decision
concerning whether the referred client
should be admitted to the program. The
client’s receptivity to the program is considered and additional information (e.g.,
involvement with the justice system, suicide attempts) is obtained as needed. It
should be noted that the decisionmaking
process is inclusive; that is, a program
accepts referrals as long as they meet the
eligibility criteria, are not currently a danger to self or others, do not refuse medication, express a readiness and motivation
for treatment, and accept the placement
and the program as part of their recovery
process.

Assessment
Once accepted into the program, the client goes
through an assessment process that should
include five areas:
1. Substance abuse evaluation. The substance abuse evaluation consists of assessing age at first use, primary drugs used,
patterns of drug and alcohol use, and
treatment episodes. This information can
be augmented by some basic standard data
collection method such as the Addiction
Severity Index (ASI).
2. Mental health evaluation. Upon placement
in a residential facility, it is desirable to
have a psychiatrist, psychologist, or other
qualified mental health professional evaluate each client’s mental status, cognitive
functioning, diagnosis, medication requirements, and the need for individual mental
health services. If individual treatment is
indicated, it is integrated with residential
treatment via contact among the client, the
case manager, and the therapist.
3. Health and medical evaluation. Referral
information contains the results of recent
medical examinations required for placement. All outstanding medical, dental, and
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other health issues, including infectious
diseases, especially HIV and hepatitis,
should be addressed early in the program
through affiliation agreements with
licensed medical facilities. Each client
should receive a complete medical evaluation within 30 days of entry into the program.
4. Entitlements. The counselor should assess
the status of each client’s entitlements
(e.g., Supplemental Security Income
[SSI], Medicaid, etc.) and assist clients in
completing all necessary paperwork to
ensure maximum benefits. However, care
must be taken
not to jeopardize
a client’s eligibilA successful
ity for SSI by
inadvertently
engagement promischaracterizing the client’s
gram helps
disability as substance abuse primary.
clients to view
5. Client status.
the treatment
Staff members
assess clients’
status as they
facility as an
enter treatment,
including perimportant
sonal strengths,
goals, family,
resource.
and social supports. A key
assessment
weighs the
client’s readiness and motivation for
change.

Engagement
The critical issue for clients with COD is
engaging them in treatment so that they can
make use of the available services. A successful engagement program helps clients to view
the treatment facility as an important
resource. To accomplish this, the program
must meet essential needs and ensure psychiatric stabilization. Residential treatment programs can accomplish this by offering a wide
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range of services that include both targeted
services for mental disorders and substance
abuse and a variety of other “wraparound”
services including medical, social, and workrelated activities. The extensiveness of residential services has been well documented
(Etheridge et al. 1997; McLellan et al. 1993;
Simpson et al. 1997a).
The interventions to promote engagement
described in Figure 6-1 incorporate therapeutic community-oriented methods described in
other studies (Items 1, 3, 5–7) (De Leon
1995), as well as strategies employed and
found clinically useful in non-TC programs
(Items 2 and 4). This approach holds promise
for expanding treatment protocols for TC and
many non-TC programs to permit wider
treatment applicability.

Continuing care
Returning to life in the community after residential placement is a major undertaking for
clients with COD, with relapse an ever-present danger. The long-term nature of mental
disorders and substance abuse requires continuity of care for a considerable duration of
time—at least 24 months (see, e.g., Drake et
al. 1996b, 1998b). The goals of continuing
care programming are sustaining abstinence,
continuing recovery, mastering community
living, developing vocational skills, obtaining
gainful employment, deepening psychological
understanding, increasing assumption of
responsibility, resolving family difficulties,
and consolidating changes in values and identity. The key services are life skills education,
relapse prevention, 12-Step or double trouble
groups, case management (especially for
housing) and vocational training and employment. A recent study (Sacks et al. 2003a) provided preliminary evidence that a continuing
care strategy using TC-oriented supported
housing stabilizes gains in drug use and crime
prevention, and is associated with incremental improvement in psychological functioning
and employment.
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Discharge planning
Discharge planning follows many of the same
procedures discussed in the section on outpatient treatment. However, there are several
other important points for residential programs:
•Discharge planning begins upon entry into
the program.
•The latter phases of residential placement
should be devoted to developing with the
client a specific discharge plan and beginning
to follow some of its features.
•Discharge planning often involves continuing
in treatment as part of continuity of care.
•Obtaining housing, where needed, is an integral part of discharge planning.

Implementing Residential
Programs
The literature contains many descriptions of
programs that are employed in the various
agencies but far fewer descriptions of how to
design and implement these programs. Figure
6-2 (p. 166) identifies some principles found
effective in designing and implementing residential programs.

Staffing
Developing a new treatment model places
unique demands on staff. Staff for clients with
COD should contain a substantial proportion
of both mental health and substance abuse
treatment providers, include both recovering
and nonrecovering staff, and be culturally
competent with regard to the population in
treatment. A typical 25-bed residential program should consist of about 15 staff, as follows:
•Program director (preferably with an
advanced degree in the human service field
or with at least 5 years’ experience in substance abuse treatment, including at least 3
years of supervisory experience), a secretary,
a program supervisor (preferably with a

Traditional Settings and Models

Figure 6-1
Engagement Interventions
Item

Element

Description

1

Client Assistance Counseling

• Emphasizes client responsibility, coaching and
guiding the client, and using the client’s senior
peers to provide assistance

2

Medication

• Begins with mental health assessment and medication prescription, then monitors for medication adherence, side effects, and effectiveness

3

Active Outreach and Continuous Orientation

• Builds relationships and enhances program
compliance and acceptance through multiple
staff contacts

4

Token Economy

• Awards points (redeemable for tangible
rewards such as phone cards, candy, toiletries)
for positive behaviors including medication
adherence, abstinence, attendance at program
activities, follow-through on referrals, completing assignments, and various other activities essential to the development of commitment

5

Pioneers—Creating a Positive Peer Culture

• Facilitates program launch by forming a
seedling group of selected residents (pioneers)
to transmit the peer mutual self-help culture
and to encourage newly admitted clients to
make full use of the program

6

Client Action Plan

• Formulated by clients and staff to specify,
monitor, and document client short-term goals
under the premise that substantial accomplishments are achieved by attaining smaller objectives

7

Preparation for Housing

• Entitlements are obtained—a Section 8 application for housing is filed, available treatment
and housing options are explored, work readiness skills are developed, and household management skills are taught

Source: Adapted from Sacks et al. 2002.
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Figure 6-2
Principles of Implementation
How to organize
•Identify the key person responsible for the successful implementation of the program.
•Use a field demonstration framework in which there is cross-fertilization between program design and empirical
data.
How to integrate with a system
•Follow system policy, guidelines, and constraints.
•Involve system stakeholders.
How to integrate in an agency
•Select an agency that displays organizational readiness and encourages program change.
•Form collaborative relationships at all levels of the organization, including both program and executive staff.
How to design, launch, and implement
•Develop a planning group of key stakeholders that meets regularly.
•Ensure client and staff orientation to all program elements.
•Provide training and technical assistance in the context of implementation.
Source: Adapted from Sacks et al. 1997b.
bachelor’s degree), and 10 line staff (with
high school diplomas or associate’s degrees)
•A clinical coordinator, a nurse practitioner
(half-time), an entitlements counselor (halftime), and a vocational rehabilitation counselor (half-time)
•Consultive and/or collaborative arrangements
for medical, psychiatric, and psychological
input or care
The optimal staffing ratio for morning, afternoon, and night shifts is 3:1, 3:1, and 8:1,
respectively. The critical position is the clinical
coordinator who will direct program implementation.

Training
Initial training
To implement a new initiative such as the
multicomponent MTC requires both initial
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training and continuing technical assistance.
Learning should be both a didactic and experiential activity. The initial training for an
MTC, conducted at the program site for 5
days before program launch, provides a
model of structure and process that can be
applied in other TC and non-TC settings. The
training includes an overview of the philosophy, history, and background of the TC
approach; a review of structure, including the
daily regimen, role of staff, role of peers,
peer work structure, privileges, and sanctions; and a review of treatment process,
including a description of the stages and
phases of treatment. This curriculum also
includes special training in the assessment
and treatment of clients with COD and in the
key modifications of the TC for clients with
COD (see Figure 6-3). Once established, the
flagship program becomes the model for subsequent experiential training.
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Figure 6-3
Sample Training and Technical Assistance Curriculum
What is a TC?

• Describes the theory, principles, and methods of the TC
• Presents the TC perspective of four views: person, disorder, recovery, and
“right living”
• Describes the fundamentals of the TC approach with an emphasis on community-as-method; i.e., the community is the healing agent

What do we know about the
treatment of people with
COD?

•Reviews the literature on the increased prevalence of clients with COD in the
mental health services, substance abuse treatment, and criminal justice systems
•Presents a selected review and classification of treatment approaches and
principles; provides a review of the research literature and its implications
for practice
•Describes research establishing the effectiveness of MTCs for clients with
COD

What is an MTC?

• Describes the seven main modifications of the TC for clients with COD
• Elaborates key changes in structure, process, and interventions of MTCs for
clients with COD

How do we assess/diagnose
the client with COD?

•Describes the main signs and symptoms of SMI for schizophrenia, major
depression, and mania
•Presents critical differences between Axis I and Axis II disorders (see the
DSM-IV-TR) and their implications for program design
•Describes the 10 main characteristics of populations of people with substance
use disorders
•Presents a classification of criminal behavior and criminal thinking
•Presents three clinical instruments for assessing mental disorders, substance
abuse, and danger profile
•Presents empirical data on profiles of clients with COD

How do we start/implement
the program?

•Presents six guidelines for successful program implementation
•Provides practical advice on how to recruit, select, and initially evaluate
•Emphasizes how to establish the TC culture
•Describes six techniques for engaging the client in treatment
•Presents empirical data from staff studies on the process of change
•Develops a sequence for implementing the core TC elements
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Figure 6-3 (continued)
Sample Training and Technical Assistance Curriculum
What are the main interventions and activities of
the TC?

•Provides a complete list and brief discussion of all TC interventions in four
areas: community enhancement (e.g., morning meeting), therapeutic/educative
(e.g., conflict resolution groups, interpersonal skills training, medication/medication monitoring), community/clinical management (e.g., learning experiences), and work/other (e.g., peer work hierarchy)
•Delineates the interventions for both the residential and continuing care
components
•Uses illustrations to teach three main interventions

How do clients change?

•Presents the stages and phases of TC programs
•Describes the domains and dimensions of change
•Describes an instrument for measuring change
•Presents empirical data from staff studies on the process of change

What is the role of the
staff?

•Describes the staffing patterns and job responsibilities of TC staff
•Discusses the role of mental health, substance abuse, and criminal justice staff
•Uses exercises to establish teamwork and “esprit de corps”
•Provides the major cross-training experiences

What is it like to be in a
TC?

•Discusses the “nuts and bolts” of TC operations
•Provides a description of a typical day in the life of a TC resident
•Demonstrates a typical schedule for a TC day/week
•Addresses the concerns and issues of non-TC trained staff

Ongoing training and technical
assistance
Training and technical assistance take place in
the field; both are direct and immediate. Staff
members learn exactly how to carry out program activities by participating in the activities.
Technical assistance begins with a discussion of
TC methods over a period of time (usually several weeks) before implementation, followed by
active illustration during the initiation period
(several weeks to several months). Supervisors
hold briefing and debriefing sessions before
and after each group activity, a process that
continues for several months. As staff members
begin to lead new activities, technical assistance
staff members provide guidance for a period of
several weeks. Monitoring continues until staff
demonstrate competency (which takes several
weeks, on average), as established by supervi168

sory ratings. Thereafter, quarterly reviews
ensure continued staff competency and fidelity
of program elements to TC principles and
methods. Training in the MTC model and its
implementation has been conducted nationally
by National Development and Research
Institutes as a part of grant supported activities
on NIDA- and SAMHSA-funded projects at no
cost to the provider agencies. Other TC agencies (e.g., Gaudenzia, Odyssey House in New
York) have also developed this model and
either provide training or have the capacity to
provide training. SAMHSA’s Co-Occurring
Center for Excellence affords a unique opportunity for training and the further dissemination of the MTC and other evidence- and consensus-based practices recommended by the
consensus panel. See also appendix I for a list
of training resources.
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Evaluating Residential
Programs

feedback from the perspective of the client and
his or her family.

The model outlined in the section on outpatient
services can be applied here. Program evaluation for use by administrators to improve their
programs also can consist of assessing performance standards such as bed or occupancy
rates, program retention, average duration of
stay, existence of service plans, and referral
rates to continuing care. These will be evaluated by comparing standards (to be established
by each program) to actual data. Such measures are available in almost all programs and
require very little in the way of additional
resources. In addition, client satisfaction surveys and focus groups are useful in providing

The efficacy of programs can be evaluated by
determining change from pre- to post-treatment
on basic measures of substance abuse and psychological functioning. Chapter 4 outlines a
variety of measures that are available for this
purpose including the ASI (McLellan et al.
1985), the Global Appraisal of Individual
Needs (Dennis 2000), the Symptom Checklist90 (Derogatis and Spencer 1982; Derogatis et
al. 1973) and the Beck Depression Inventory
(Beck and Steer 1987). These measures are relatively easy to use and can be employed even in
substance abuse treatment programs with limited resources. The highest level of evaluation
involves systematic research study; such efforts

Special Issue: The Use of Confrontation in Residential
Substance Abuse Treatment
Confrontation is used commonly in residential substance abuse treatment. De Leon (2000b) presents a full
description of confrontation that serves as the basis of this discussion. De Leon defines confrontation as a
form of interpersonal exchange in which individuals present to each other their observations of, and reactions to, behaviors and attitudes that are matters of concern and that should change. In TC-oriented programs, confrontation is used informally in peer interactions, and formally in the encounter group process.
The primary objective of confrontational communication simply is to raise the individual’s awareness of how
his or her behavior and attitudes affect others. Compassionate conversation, mutual sharing, and other supportive communications and interactions balance properly implemented confrontational exchanges.
Confrontation presents “reality” to individuals. Reality in this sense consists of peer reactions to each other’s
behavior and attitudes: teaching clients to say it as they see it and to say it honestly. Peer reactions include
thoughts as well as the expression of honest feelings that enhance the credibility of the observations. These
emotional expressions may be uncomfortable (e.g., hurt, anger, disappointment, fear, sadness) or comfortable (e.g., love, hope, happiness, encouragement, optimism). Appropriate intensity of emotions always is
delivered with responsible concern. Thus, the observations and reactions of a confrontation may address negative “reality” and also affirm the “reality” of positive changes in behaviors and attitudes in individuals as
they are perceived by others.
Confrontation skills and their application in encounter group are learned through staff training. There are
tools and rules that enhance the therapeutic utility of confrontation in particular and the encounter group
process in general. Thus, clients and staff must be trained in the proper use of confrontation.
The consensus panel notes that in working with individuals who have COD, the conflict resolution group
replaces the encounter group, and the conflict resolution group is described below in the section on MTCs. In
brief, the conflict resolution group has many of the same goals as the encounter group but modifies some of
the features (especially the degree of emotional intensity) that characterize the confrontation employed in
standard encounter groups as described by De Leon above.
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usually require partnerships with research
investigators.

Sustaining Residential
Programs
One important vehicle for sustaining the residential program is through the development of
a Continuous Quality Improvement (CQI) plan.
The goal of CQI is to assess and ensure that the
program meets
established standards. It is a participatory process led
The goals of the
by internal program
staff with consultaTC are to protion from experts
who use both quanmote abstinence
titative and qualitative information to
from alcohol
monitor and review
program status and
and illicit drug
to develop action
plans for program
use, to decrease
improvements and
refinements. For
quality control, the
antisocial
CQI staff uses observation, key inforbehavior, and to
mant interviews,
resident focus
effect a global
groups, standardized instruments,
change in
and staff review.
CQI is a managelifestyle, includment plan for sustaining program
ing attitudes and
quality, for ensuring
that programs are
responsive to client
values.
needs, and for maintaining performance
standards.
A sample CQI plan for an MTC in residential
facilities, applicable with modified instruments
to other residential programs, is as follows:
•Fidelity of program implementation to program design and TC standards. Program
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fidelity (i.e., assurance that the key elements/interventions of the TC are present)
may be tested by administration of the TC
Scale of Essential Elements Questionnaire
(SEEQ) (Melnick and De Leon 1999). Any
scores that fall below the level of “meets the
standard” will trigger discussion and appropriate adjustments.
•Delivery of actual program activities/elements. Appropriate measures for success
include (1) the delivery of an established
number of program hours per day or week,
as measured by a review of staff schedules
and information systems report; (2) the
delivery of an established level of specific
groups and activities, as assessed by program schedules and program management
information system activity reports; and (3)
satisfactory concordance rate between program activities as designed and as delivered. This rate may be assessed using the
Program Monitoring Form and the TC
Scale of Essential Elements Questionnaire
(Melnick and De Leon 1999).
•Presence of a therapeutic environment. The
use of community as the healing agent, the
existence of trust in interpersonal relationships, and the perception of the TC program as a place to facilitate recovery and
change, together constitute a therapeutic
environment. The extent to which these elements exist may be established by participant observation, interviews, and focus
groups.

Therapeutic Communities
The goals of the TC are to promote abstinence from alcohol and illicit drug use, to
decrease antisocial behavior, and to effect a
global change in lifestyle, including attitudes
and values. The TC views drug abuse as a
disorder of the whole person, reflecting problems in conduct, attitudes, moods, values,
and emotional management. Treatment focuses on drug abstinence, coupled with social
and psychological change that requires a multidimensional effort, involving intensive
mutual self-help typically in a residential set-
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ting. At the time of this writing, the duration
of residential TC treatment typically is about
12 months, although treatment duration has
been decreasing under the influence of managed care and other factors. In a definitive
book titled The Therapeutic Community:
Theory, Model, and Method, De Leon (2000b)
has provided a full description of the TC for
substance abuse treatment to advance
research and guide training, practice, and
program development.

focuses on the MTC as the potent residential
model developed within the substance abuse
treatment field; most of this section applies to
both TC and other residential substance
abuse treatment programs. A complete
description of the MTC for clients with COD,
including treatment manuals and guides to
implementation, can be found in other writings (e.g., De Leon 1993a; Sacks et al. 1997a,
b, 1999).

The effectiveness of TCs in reducing drug use
and criminality has been well documented in
a number of program-based and multisite
evaluations. In general, positive outcomes are
related directly to increased length of stay in
treatment (De Leon 1984; Hubbard et al.
1984; Simpson and Sells 1982). Short- and
long-term follow-up studies show significant
decreases in alcohol and illicit drug use,
reduced criminality, improved psychological
functioning, and increased employment
(Condelli and Hubbard 1994; De Leon 1984;
Hubbard et al. 1997; Simpson and Sells
1982).

All program activities and interactions, singly
and in combination, are designed to produce
change. Interventions are grouped into four
categories—community enhancement (to promote affiliation with the TC community), therapeutic/educative (to promote expression and
instruction), community/clinical management
(to maintain personal and physical safety), and
vocational (to operate the facility and prepare
clients for employment). Implementation of the
groups and activities listed in Figure 6-4
(p. 172) establishes the TC community.
Although each intervention has specific individual functions, all share community, therapeutic, and educational purposes.

In terms of psychological functioning, clients
demonstrate improvement in psychological
well-being after treatment (Brook and
Whitehead 1980; Carroll and McGinley 1998;
De Leon 1984, 1989; De Leon and Jainchill
1982; Kennard and Wilson 1979). Research
findings indicate that psychological status
improves during treatment, with larger
changes in self-esteem, ego strength, socialization, and depression, and smaller changes in
long-standing characteristics such as personality disorders (De Leon and Jainchill 1982).

Modified therapeutic communities for clients with COD
The MTC approach adapts the principles and
methods of the TC to the circumstances of the
COD client. The illustrative work in this area
has been done with people with COD, both
men and women, providing treatment based
on community-as-method—that is, the community is the healing agent. This section
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Treatment activities/interventions

Key modifications
The MTC alters the traditional TC approach in
response to the client’s psychiatric symptoms,
cognitive impairments, reduced level of functioning, short attention span, and poor urge
control. A noteworthy alteration is the change
from encounter group to conflict resolution
group. Conflict resolution groups have the following features:
• They are staff led and guided throughout.
•They have three highly structured and often
formalized phases—(1) feedback on behavior
from one participant to another, (2) opportunity for both participants to explain their
position, and (3) resolution between participants with plans for behavior change.
•There is substantially reduced emotional
intensity and an emphasis on instruction and
the learning of new behaviors.
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Figure 6-4
Residential Interventions
Community Enhancement
Morning Meeting

Increases motivation for the day’s activities and creates a positive family
atmosphere.

Concept Seminars

Review the concept of the day.

General Interest Seminars

Provide information in areas of general interest (e.g., current events).

Program-Related Seminars

Address issues of particular relevance (e.g., homelessness, HIV prevention, and psychotropic medication).

Orientation Seminars

Orient new members and introduce all new activities.

Evening Meetings

Review house business for the day, outline plans for the next day, and
monitor the emotional tone of the house.

General Meetings

Provide public review of critical events.

Therapeutic/Educative
Individual Counseling

Incorporates both traditional mental health and unique M TC goals and
methods.

Psychoeducational Classes

Are predominant, using a format to facilitate learning among clients with
COD; address topics such as entitlements/money management, positive
relationship skills training, triple trouble group, and feelings management.

Conflict Resolution Groups

Modified encounter groups designed specifically for clients with COD.

Medication/Medication Monitoring

Begins with mental health assessment and medication prescription; continues with psychoeducation classes concerning the use and value of medication; and then monitors, using counselor observation, the peer community, and group reporting for medication adherence, side effects, and
effectiveness. (See chapter 1, subsection titled “Pharmacological
advances,” and chapter 5, subsection titled “Monitor Psychiatric
Symptoms” for more details on the role of the counselor and the peercommunity in monitoring mental disorder symptoms and medication.)

Gender-Specific Groups

Combine features of “rap groups” and therapy groups focusing on gender-based issues.
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Figure 6-4 (continued)
Residential Interventions
Community and Clinical
Management Policies

A system of rules and regulations to maintain the physical and psychological safety of the environment, ensuring that resident life is orderly and
productive, strengthening the community as a context for social learning.

Social Learning Consequence

A set of required behaviors prescribed as a response to unacceptable
behavior, designed to enhance individual and community learning by
transforming negative events into learning opportunities.

Vocational
Peer Work Hierarchy

A rotating assignment of residents to jobs necessary to the day-to-day
functioning of the facility, serving to diversify and develop clients’ work
skills and experience.

World of Work

A psychoeducational class providing instruction in applications and interviews, time and attendance, relationships with others at work, employers’
expectations, discipline, promotion, etc.

Recovery and World of Work

A psychoeducational class that addresses issues of mental disorders, substance abuse, and so on, in a work context.

Peer Advocate Training

A program for suitable clients offering role model, group facilitator, and
individual counseling training.

Work Performance Evaluation

Provides regular, systematic feedback on work performance.

Job Selection and Placement

Individual counseling after 6 months to establish direction and to determine future employment.

Source: Sacks et al. 1999.
•There is a persuasive appeal for personal
honesty, truthfulness in dealing with others,
and responsible behavior to self and others.
In general, to create the MTC program for
clients with COD, three fundamental alterations were applied within the TC structure:
• Increased flexibility
• Decreased intensity
• Greater individualization
Nevertheless, the central TC feature remains;
the MTC, like all TC programs, seeks to develop a culture in which clients learn through
mutual self-help and affiliation with the com-
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munity to foster change in themselves and others. Respect for ethnic, racial, and gender differences is a basic tenet of all TC programs and
is part of teaching the general lesson of respect
for self and others.
Figure 6-5 (p. 174) summarizes the key modifications necessary to address the unique needs
of clients with COD.

Role of the family
While many MTC clients come from highly
impaired and disrupted family situations and
find in the MTC program a new reference and
support group, some clients do have available
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Figure 6-5
TC Modifications for Persons With COD
Modifications to Structure

Modifications to Process

Modifications to Elements
(Interventions)

There is increased flexibility in program activities.

Sanctions are fewer with greater
opportunity for corrective
learning experiences.

Orientation and instruction are
emphasized in programming and
planning.

Meetings and activities are shorter.

There is greatly reduced intensity of
interpersonal interaction.

Individual counseling is provided
more frequently to enable clients to
absorb the TC experience.
Engagement and stabilization
receive more time and effort.

More explicit affirmation is given
for achievements.
Greater sensitivity is shown to individual differences.
There is greater responsiveness to
the special developmental needs of
the individual.
More staff guidance is given in the
implementation of activities; many
activities remain staff assisted for a
considerable period of time.
There is greater staff responsibility
to act as role models and guides.
Smaller units of information are
presented gradually and are fully
discussed.

Breaks are offered frequently during work tasks.
Progression through the program is paced individually,
according to the client’s rate of
learning.

Individual counseling and instruction are more immediately provided
in work-related activities.

Criteria for moving to the next
phase are flexible to allow
lower-functioning clients to
move through the program
phase system.

Activities are designed to overlap.

Live-out re-entry (continuing
care) is an essential component
of the treatment process.

Individual counseling is used to
assist in the effective use of the community.

Greater emphasis is placed on
assisting individuals.
Increased emphasis is placed on
providing instruction, practice, and
assistance.

Task assignments are individualized.

Engagement is emphasized throughout treatment.

Activities proceed at a slower pace.

The conflict resolution group
replaces the encounter group.
Clients can return to earlier
phases to solidify gains as necessary.

Source: Sacks et al. 1999.
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intact families or family members who can be
highly supportive. In those cases, MTC programs offer a variety of family-centered activities that include special family weekend visiting, family education and counseling sessions,
and, where children are involved, classes
focused on prevention. All these activities are
designed in the latter part of treatment to facilitate the client’s reintegration into the family
and to mainstream living.

Empirical evidence

MTC group show significantly lower reincarceration rates than a group receiving
regular mental health services (Sacks et al.
2004).

Current applications
The MTC model has been adopted successfully
in community residence programs for serious
and persistent mental illness (Sacks et al.
1998a), general hospitals (Galanter et al. 1993),
and substance abuse treatment programs, both
nationally (Caroll 1990) and internationally. It
has spread particularly within TC agencies
such as Phoenix House, Walden House
(Guydish et al. 1994), Odyssey House,
Gaudenzia, and Second Genesis.

A series of studies has established that
•Homeless persons with COD have multiple
impairments requiring multifaceted treatment (Sacks et al. 1997b, 1998a), and the
homeless population with COD contains dis- Manuals have been developed that describe the
tinctive subgroups (De Leon et al. 1999).
MTC programs (Sacks et al. 1998b, 2002) and
principles of implementation (Sacks et al.
•Residential MTCs for people with COD,
1999). In addition, there are procedures that
including women, produce significantly
ensure the quality control of new applications
greater positive outcomes for substance use
(see section on “Continuous Quality
and employment than treatment as customImprovement” above). This information is usearily provided (De Leon et al. 2000c). A
ful to providers planning to develop MTC proparallel study (Rahav et al. 1995) also
grams. A representative example of such MTC
demonstrated significantly improved psyprograms from Gaudenzia is provided on pages
chological functioning (e.g., lower depres176–178.
sion) for an MTC group as
compared to a “low demand”
community residence proAdvice to Administrators:
gram.
Recommended Treatment and Services
•Preliminary evidence shows
From the MTC Model
that TC-oriented supported
housing stabilizes the gains
In addition to all the guidelines for treatment cited in
from the residential program
chapter 1, the following treatment recommendations
(Sacks et al. 2003a).
are derived from MTC work and are applicable across all
models.
•The cost of providing effective
treatment through the MTC is
• Treat the whole person.
no more than the cost of pro• Provide a highly structured daily regimen.
viding less effective treatment
• Use peers to help one another.
delivered through customarily
• Rely on a network or community for both support and
available services (French et
healing.
al. 1999; McGeary et al.
2000).
• Regard all interactions as opportunities for change.
•MTC treatment produces $6 in
• Foster positive growth and development.
benefit for every dollar spent
• Promote change in behavior, attitudes, values, and
(French et al. 2002).
lifestyle.
•Initial evidence indicates that
those with both a mental and
substance use disorder in an
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• Teach, honor, and respect cultural values, beliefs, and
differences.
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Gaudenzia, Inc., Pennsylvania
Overview
Gaudenzia, Inc. is a substance abuse treatment organization that provides a range of services at a number of different facilities. It is the largest nonprofit provider of substance abuse treatment services in the State of
Pennsylvania, and it has more than 30 different facilities located across the State. Most programs are based on
TC or MTC principles and methods. The entire agency has about 550 staff consisting of administrative management, clinical management, front line clinical, administrative, operational support, and nursing personnel. Most
of the funding for these programs comes from municipal and State Offices of Mental Health.
While Gaudenzia has facilities in a variety of different areas (urban, suburban, rural), all of the programs
described below are in urban areas. Urban locations can support more specialized programs because they serve
a larger population, with substantial concentrations of particular subgroups. Six of its facilities were developed
as MTC programs to exclusively or primarily serve clients with COD, and a seventh has become a facility for
people with HIV/AIDS and COD. They share a common perspective, principles, and methods, which are
described below.
Gaudenzia House Broad Street
Gaudenzia House Broad Street is a 30-bed residential treatment program for adult men and women, 18 years or
older, who have been diagnosed with both substance use disorders and co-occurring chronic and persistent mental disorders. This facility was opened as a response to the closure of Byberry, Philadelphia’s State Hospital, to
provide community-based treatment for people with COD. Broad Street is a drug and alcohol and mental health
residential program dually licensed by the Commonwealth of Pennsylvania Bureau of Drug and Alcohol
Programs as a residential treatment program and by the Office of Mental Health as a residential treatment facility. The program also is accredited by the Joint Commission on Accreditation of Healthcare Organizations. The
program uses an MTC approach to treat substance abuse, provides onsite mental health services for co-occurring mental disorders, and integrates substance abuse treatment and mental health services. Program services
include individual counseling, work therapy, life skills training, group therapy, educational seminars on substance abuse and mental health, 12-Step and Double Trouble meetings, family counseling, and mental health
treatment.
Focus House
Focus House is a long-term (9 months to 2 years) residential substance abuse treatment and mental health services program for men ages 18 and over who have chronic COD. This 12-bed facility provides substance abuse
counseling, community residential rehabilitation, and transitional living arrangements for clients with severe and
persistent mental illness. Focus House teaches clients the essential life skills they will need to live independent
and productive lives in the community, to cease the substance abuse that complicates their mental illness, and to
promote self-motivated involvement in the mental health service system. This program is used as a step-down
from a more intensive residential inpatient program. All of the clients attend day programs at the local mental
health center. In-house program services include group therapy, relapse prevention, individual counseling,
socialization skill training, and life skills training.
New Beginnings
Gaudenzia’s New Beginnings is an 18-bed residential program that provides long-term residential care for
homeless men and women who are chronically mentally ill and have co-occurring substance use disorders.
The program initially is a “low-demand” environment that first addresses essential needs and then helps residents change the dysfunctional patterns that contribute to chronic homelessness and aggravate their mental
disorders. It is called a “progressive demand facility,” which recognizes the need to meet clients where they
are, but expects individuals to reach their potential through layering services and expectations in a logical
building block manner.
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Joy of Living
Gaudenzia’s Joy of Living is a 14-bed program that provides long-term (9 to 18 months) residential services for
homeless men and women who have COD. The facility provides residents with shelter, support for recovery from
substance abuse, and assistance in stabilizing the symptoms of chronic mental disorders. Clients at both the Joy
of Living and New Beginnings programs (see above) arrive typically from a hospital or through interventions by
city outreach workers or as a next step residence for those who have completed longer-term treatment but are not
able to sustain themselves. They generally are not motivated for treatment and have many pressing needs that
must be met before they are capable of engaging in a treatment program. Mental health treatment services are
not provided onsite because the majority of the clients are in partial-hospital day programs off-site. Case management services are provided to help coordinate services based on clients’ abilities to engage in these services.
The facility is considered a specialized progressive demand residence that engages people into formal treatment
services by intervention and referral to outside services as needed, such as mental health care, medical services,
and vocational/educational programs. Onsite substance abuse treatment includes individual and group counseling, treatment planning, life skills training, medication management, and 12-Step programs.
Progress House
Gaudenzia’s Progress House is a 14-bed moderate care community residential rehabilitation program for clients
with COD. The facility has six apartments; one is an office and the other five are residences shared by the clients.
The program provides semi-independent living for clients who have completed treatment at one of Gaudenzia’s
other programs. Staff is onsite 16 hours a day, and residents are provided with counseling for mental health and
substance abuse issues. All clients go to mental health service programs, vocational programs, or sheltered workshops during the day. Program services include life skills training, vocational guidance, 12-Step meetings, and
transitional living services.
New View
Gaudenzia’s New View was established to provide community residential rehabilitation services to adult residents
(both men and women) of Dauphin County who have SMI and a history of drug and alcohol problems. The program can last up to 2 years depending on a client’s clinical progress. The eight-bed program has the features of
an MTC, with a strong emphasis on community reintegration. The goal for the majority of the clients is to obtain
employment in the community during the later stages of treatment. There also is a strong family component and a
weekly continuing care group for clients who have completed inpatient care and are making the transition to
independent living.
People With Hope
This program is an MTC 23-bed facility for adult men and women who have AIDS (and are symptomatic) with a
variable length of treatment (3 to 9 months); the majority of these clients have co-occurring substance abuse and
mental disorders. The goal is to provide substance abuse treatment, shelter, medical care, seminars on HIV disease, and educational services that are designed to enhance the quality of life for the individual. The services
during the intensive phase of treatment include individual and group therapy, work therapy, GED/literacy classes, and daily seminars that focus on life skills, AIDS-related issues, parenting, sexual orientation, nutrition,
relapse prevention, budgeting, and socialization. The re-entry and continuing care phases of the program include
a transitional living component and a strong emphasis on 12-Step participation. For those clients who have a cooccurring disorder, ongoing mental health services such as medication evaluation and monitoring are arranged
through the nearby community mental health center. People With Hope has a nursing staff onsite providing medication management and health care case management.
Together House
Together House consists of three distinct programs in the same building licensed by the Commonwealth of
Pennsylvania under one umbrella to provide residential treatment for three distinct populations. Among the
three tracks, a total of 57 clients are served. The three programs are (1) Men’s Forensic Intensive Recovery pro-
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gram (MFIR), (2) Women’s Forensic Intensive Recovery program (WFIR), and (3) Short-Term Program (STP).
MFIR and WFIR each provide residential treatment for 24 adults with COD who have been referred through the
City of Philadelphia Forensic network. The majority of these clients come directly to Together House from the city
prison system where they have been incarcerated for drug- or alcohol-related offenses.
This program represents a major effort by the city of Philadelphia to provide treatment instead of incarceration to
individuals with substance use disorders, recognizing the special needs of the person with COD. The STP serves
nine men and women who have HIV, are homeless, and have COD. They must have issues of addiction and also
have a co-existing mental disorder. The purpose of STP is engagement, stabilization, thorough assessment, and
referral for longer-term treatment. Maximum length of stay is 4 to 6 weeks. In each track, all services are provided
onsite, including a full nursing staff, medical management, mental health services, individual and group counseling,
life skills education, health and mental health education, vocational planning, onsite 12-Step meetings, and recreational programming.
FIRst Program
The Department of Corrections FIRst (Forensic Intensive Recovery state) is located in the Together House complex
and provides a community corrections transitional living program for men coming from incarceration in the State
penal system with SMI and substance abuse issues. Started in the summer of 1999, this program was a response to a
gaping lack of support for men who were returning to their communities after serving lengthy sentences for what
was often a drug- or alcohol-related offense. Their SMI presented a particular problem for early release, hence the
FIRst program was indeed a first effort to aid in transition from incarceration to community living.
There are 24 men in residence for 9 to 12 months, with a thorough initial evaluation and stabilization period, followed by increasing reliance on services in the community, decreasing dependence on the program, and gradual reintroduction to the world of work, if possible. Onsite counseling (group and individual), nursing support, mental
health services, vocational assessment and referral, recreation, and resocialization classes are all provided.
However, after initial engagement, community services are utilized to aid in practicing accessing outside supports in
planning a return to outside life. 12-Step meetings are provided onsite and through outside groups.

Recommendations
A considerable research base exists for the
MTC approach, and the consensus panel recommends the MTC as an effective model for
treating persons with COD, including those
with SMI. Recently, the MTC has been rated as
one of a few promising practices for COD by
the National Registry of Effective Programs
and Practices (NREPP), as part of NREPP’s
ongoing evaluation of COD strategies and models. However, although improved psychological
functioning has been reported, differential
improvement in mental health functioning
using the MTC approach in comparison to
more standard treatment has yet to be demonstrated. The TC and MTC approach, although
demonstrably effective with various populations of people who use drugs, including those
with COD, encounters difficulty in achieving
more widespread acceptance. To accomplish
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greater receptivity to TC and application of its
methods, several developments are necessary:
•The principles, methods, and empirical data
on MTC approaches need better articulation
and broader dissemination to the mental
health and other treatment fields. The development of MTCs in mainstream mental
health programs is one useful approach
(Galanter et al. 1993).
•The application of MTC methods for COD in
non-TC medical and mental health settings
needs to be established more firmly. It is
especially important to ascertain whether,
and to what extent, these methods can be
separated from their TC framework and
made “portable” as services to be used by
other systems and approaches.
•As MTC programs continue to adapt for specific populations (e.g., adolescents, prison
inmates, people with COD, women and chil-
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dren), their longer term effectiveness after
treatment needs to be evaluated.
•Quality assurance of MTC programs is essential. The theory-based work of De Leon and
his colleagues for standard TCs provides the
necessary tools for this effort. Specifically,
the development of an instrument for measuring the essential elements of TC programs
(Melnick and De Leon 1999) and the development of standards for TC prison programs
(with Therapeutic Communities of America
1999) enable the service and research communities to assess to what extent TC programs contain the essential elements and
meet applicable standards. Further work is
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needed in adapting these instruments for
MTC programs.

Additional Residential Models
A variety of other residential models have been
adapted for COD. Two representative models
are the Na’nizhoozi model in the Southwest,
designed for American Indians with alcohol
problems, with the recent incorporation of services for COD (p. 180); and the Foundations
Associates model that integrates short-term residential treatment with outpatient services (pp.
181–182).
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The Na’nizhoozi Center, Inc. (NCI)
Overview
The NCI has facilities in the town of Gallup, New Mexico (population 20,000), and serves clients throughout a
largely rural region of some 450,000 square miles, spanning two States and multiple counties within those States.
(In fact, because of the unique nature of the services it offers, the program has accepted clients from across the
United States.) The population in the area served by the program predominantly is American Indian.
In 1992, the Navajo Nation, the City of Gallup, the Zuni Pueblo, and McKinley County created NCI to address
a significant public intoxication problem in Gallup and in McKinley County, New Mexico. In the 1980s, Gallup
alone had more than 34,000 people placed into protective custody for public drunkenness; in 1999, this number
had decreased to 14,600.
Clients
The client population is 95 percent American Indian with the great majority (approximately 93 percent) being
members of the Navajo Nation. The program has a 150-bed residential facility built to provide service primarily
to clients in protective custody (a form of criminal justice sanction that does not involve felony or misdemeanor
or other criminal charge in a minimum-security setting, meaning that all doors are locked and the units are segregated).
The primary substance abused by clients entering NCI is alcohol, and the majority of clients (70 percent) is
male. Clients exhibit an array of psychological problems and mental disorders. The incidence of COD with the
protective custody population is 20 percent. Posttraumatic stress disorder, major affective disorders, and personality disorders are seen most commonly at NCI.
NCI also has a 3-week short-term residential program that is based on American-Indian philosophy. The NCI
averages 12 clients per day, of whom 25 percent are admitted from the protective custody residential unit.
Services
NCI’s 28-day residential program consists of 150 beds and provides services that are based largely on practices
from both Dine’ (Navajo) and intertribal traditions. Treatment literature emphasizes culturally appropriate
interventions and NCI has made a major effort toward accomplishing this with the American-Indian population
it serves. Sweat lodge ceremonies, Talking Circles, language, appropriate individual and group counseling, and
culture-based treatment curricula are a few of the initiatives used. Sweat lodge ceremonies are nondenominational group activities with a strong spiritual component. Participants discuss problems or successes in life and
receive feedback from other participants. Talking Circles often have a greater number of participants than the
sweat lodge ceremonies with less interaction between the speaker and others in the circle. An important factor
associated with both activities is that they often are conducted in the native language with Navajo values emphasized in the dialog. Because more than one tribe is served at NCI, the services are designed to meet the needs of
different tribal cultures in the southwestern region.
The program has been increasing its services for clients with COD, which include referral to psychiatric assessment, medication, and case management. NCI provides residential and shelter services to support psychiatric
interventions by monitoring medication use and providing crisis intervention services within the context of the
facility.
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Foundations Associates
Foundations Associates in Nashville, Tennessee offers a residential program and a fully integrated continuum of
care for clients with COD. Foundations’ residential model employs a TC-like structure modified to incorporate
best practice concepts for COD. Foundations’ program has been recognized as a national leader in serving
clients with co-occurring substance abuse and SMI, such as schizophrenia.
Clients
Foundations typically serves clients diagnosed with substance dependence and SMI. Approximately 70 percent
of Foundations’ residents are diagnosed with schizophrenia, schizo-affective, or mood disorders with psychotic
features. Typical substance abuse problems include crack/cocaine, alcohol, and cannabis. Fifty percent of
Foundations’ consumers are women, and 80 percent are referred from primary substance abuse or mental
health treatment programs, typically after referring staff recognize the presence of a second (co-occurring) disorder.
Assessment
Substance abuse, mental health, physical health, vocational/educational, financial, housing/life skills, spiritual,
and recreational/social needs are assessed prior to program enrollment. Individualized therapy and case management plans are developed and service matching is determined through the assessment (using ASAM Patient
Placement Criteria, Second Edition, Revised). Based on the assessment, clients are assigned to appropriate services.
Services
Core residential services include Dual Diagnosis Enhanced Therapeutic Community, Halfway House, and
Independent Living levels of care. Clients progress through the residential program in a series of five stages,
based on clinical progress and earned privilege. All clinical activities, including treatment team staffing, are fully
integrated to blend treatment for substance use and mental disorders. Program services are comprehensive to
meet the complex needs of clients, and frequently include case management, vocational rehabilitation, individual/family/group therapy, and skills training.
Evaluation
Initial findings from a 3-year CSAT-funded evaluation of Foundations’ residential program indicated abstinence
in 70 to 80 percent of Foundations’ clients up to 1 year following treatment. Severity of psychiatric symptoms
was reduced by 60 percent, with corresponding improvements in quality of life. Perhaps most notably, high-cost
service utilization dropped substantially following integrated treatment, with 80 to 90 percent reductions in
inpatient and emergency room (ER) visits related to substance use or mental health problems. Likewise, inpatient and ER visits for general health care declined by 50 to 60 percent. Service profiles showed an increase in
appropriate, cost-effective utilization of community supports and services. These results suggest that the program model of integrated and continuous treatment breaks the repetitive cycle of traditional substance abuse
and mental health treatment for consumers with COD.
Best Practices
Best practice integrated treatment concepts serve as the basis for all program activities, including
•Continuous cross-training of professional and nonprofessional staff
•Empowerment of clients to engage fully in their own treatment
•Reliance upon motivational enhancement concepts
•Culturally appropriate services
•A long-term, stagewise perspective addressing all phases of recovery and relapse
•Strong therapeutic alliance to facilitate initial engagement and retention
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Foundations Associates (continued)
•Group-based interventions as a forum for peer support, psychoeducation, and mutual self-help activities
•A side-by-side approach to life skills training, education, and support
•Community-based services to attend to clinical, housing, social, or other needs
•Fundamental optimism regarding “hope in recovery” by all staff
These principles reflect best practice concepts for COD, but the challenge lies in day-to-day program implementation. To facilitate broader adoption of integrated practices, Foundations Associates will make available upon
request implementation guides, program manuals, and clinical curricula for programs interested in adapting this
model to their community.
Contact information, detailed program materials, and research findings may be obtained via Foundations’ Web
site at www.dualdiagnosis.org.
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7 Special Settings and
Specific Populations
Overview
In This
Chapter…
Acute Care and
Other Medical
Settings
Dual Recovery
Mutual Self-Help
Programs
Specific
Populations

Building on the programmatic perspective of chapter 6, this chapter
describes substance abuse treatment for co-occurring disorders (COD)
within special settings and with specific populations. The chapter begins
with a discussion of treatment in acute care and other medical settings.
While not devoted to drug treatment, important substance abuse treatment does occur there, hence their inclusion in the TIP. Two examples of
medical settings in which care is provided for clients with COD are presented: the Harborview Medical Center of Seattle, Washington, a teaching and research county hospital that serves a number of clients with
serious mental illness (SMI) and severe substance abuse; and the HIV
Integration Project (HIP), run out of The CORE Center, an ambulatory
infectious disease clinic in Chicago, Illinois. HIP provides integrated
care to persons living with HIV/AIDS who also are diagnosed with cooccurring mental and substance use disorders.
This chapter then turns to a description of the emerging dual recovery
mutual self-help programs, and the work of various advocacy groups
is highlighted. Finally, specific populations of clients with COD are
discussed, including the homeless, women, and those in criminal justice settings. This section highlights the treatment strategies that have
proven effective in responding to the needs of these populations.
Several examples of programs designed to serve such populations are
cited, including a variety of models for trauma. Two such programs
for specific populations are illustrated: the Clackamas County programs (Oregon City, Oregon) for persons with COD who are under
electronic surveillance or in jail and the Triad Women’s Project,
located in a semi-rural area of Florida that spans three counties. The
latter program was designed to provide integrated services for women
with histories of trauma and abuse who have COD.
Additionally, this chapter contains Advice to the Counselor boxes, to
provide readers who have basic backgrounds with the most immediate
practical guidance. (For a full listing of these boxes see the table of
contents.)
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Acute Care and Other
Medical Settings

resources, brief assessments, referrals, and
interventions can be effective in moving a
client to the next level of treatment.

Background

More information on particular issues relating to substance abuse screening and treatment in acute and medical care settings can
be found in TIP 16, Alcohol and Other Drug
Screening of Hospitalized Trauma Patients
(CSAT 1995a); TIP 19, Detoxification From
Alcohol and Other Drugs (CSAT 1995c); and
TIP 24 (CSAT 1997a). More information on
the use and value of brief interventions can
be found in TIP 34, Brief Interventions and
Brief Therapies for Substance Abuse (CSAT
1999a).

Although not substance abuse treatment settings per se, acute care and other medical settings are included here because important
substance abuse and mental health treatment
do occur in medical units. Acute care refers
to short-term care provided in intensive care
units, brief hospital stays, and emergency
rooms (ERs). Providers in acute care settings
usually are not concerned with treating substance use disorders beyond detoxification,
stabilization, and/or referral. In other medical settings, such as primary care offices,
providers generally lack the resources to provide any kind of extensive substance abuse
treatment, but may be able to provide brief
interventions (for more information see TIP
24, A Guide to Substance Abuse Services for
Primary Care Clinicians [Center for
Substance Abuse Treatment (CSAT) 1997a]).
Exceptions are programs for chronic physical
illnesses such as HIV/AIDS, which may have
the staff and resources to provide some types
of ongoing treatment for mental illness and/or
substance abuse. TIP 37, Substance Abuse
Treatment for Persons With HIV/AIDS (CSAT
2000e), provides comprehensive information
on substance abuse treatment for this population, including integrated treatment for people who have substance use disorders and
HIV/AIDS as well as co-occurring mental disorders.
The integration of substance abuse treatment
with primary medical care can be effective in
reducing both medical problems and levels of
substance abuse. More clients can be engaged
and retained in substance abuse treatment if
that treatment is integrated with medical care
than if clients are referred to a separate substance abuse treatment program (Willenbring
and Olson 1999). While extensive treatment
for substance abuse and co-occurring mental
disorders may not be available in acute care
settings given the constraints on time and
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Examples of Programs
Because acute care and primary care clinics
are seeing chronic physical diseases in combination with substance abuse and psychological illness (Wells et al. 1989b), treatment
models appropriate to medical settings are
emerging. Two programs, the Harborview
Medical Center’s Crisis Triage Unit (CTU) in
Seattle and The CORE Center (an ambulatory facility for the prevention, care, and
research of infectious disease) in Chicago, are
examples of two different medical settings in
which COD treatment has been effectively
integrated. (For a full description of these
programs, see the text boxes on pages 185 and
186.) The consensus panel notes that the programs selected have advantages over more
typical situations—the Harborview Medical
Setting is a teaching and research hospital
run by the county and The CORE Center has
the support of a research grant. Nonetheless,
program features are suggestive of the range
of services that can be offered.
The programs featured above typify the “no
wrong door” to treatment approach (CSAT
2000a). These providers have the capacity to
meet and respond to the client at the location
where care is requested, ensuring that each disorder is addressed in the treatment plan.

Special Settings and Specific Populations

Harborview Medical Center’s Crisis Triage Unit,
Seattle, Washington
Overview
The Harborview Medical Center is a teaching and research county hospital owned by King County and managed by the University of Washington. As the major trauma center facility in the Seattle area, it receives clients
from throughout the Pacific Northwest. The Center has by far the busiest ER in the region, part of which is
dedicated to the Crisis Triage Unit for clients with substance abuse and/or mental illness–related emergencies.
Across the street from the program is a walk-in crisis center for persons with less severe psychological or substance-related disorders and drug-related emergencies.
Clients Served
The type of clients seen differs at each of the Center’s locations. Although clients representative of each of the
four quadrants are served, those seen in the ER fall generally into quadrant IV of the four-quadrant model,
that is, those with SMI and severe substance abuse problems (see chapters 2, 3, and 4 for more information
about the four-quadrant system).
Services
The focus of services at the CTU is on acute care. Primary goals are to ensure safety, assessment, stabilization,
and, as needed, triage to another level of care (either within the facility or outside). The CTU’s treatment can
involve intensive medical interventions (which may mean that the client is sent back to the medical/surgical ER),
psychiatric interventions (which may include engagement, assessment, acute medications, and even use of
restraints), substance abuse–related interventions (emergency detoxification, treatment for withdrawal, and
HIV screening and counseling), and holding and referral activities. Clients’ needs vary greatly; while some may
only receive a brief crisis intervention, others will require medical care and medication, and still others need
social services such as referral to housing.
The Crisis Triage Unit has a 23-hour holding area in the ER where clients can be held long enough to be evaluated (the average length of stay is 4.5 hours). About 1,000 clients come through the CTU each month and close
to half of these have co-occurring substance use and mental disorders. Based on the client’s needs, disposition
can range from brief evaluation and referral to involuntary acute inpatient hospitalization.
Over the years, staff providing integrated treatment for people with COD have been placed (1) in the CTU, (2)
on all three inpatient acute psychiatric units, (3) in the mental health center outpatient program, (4) at the offsite substance abuse treatment detoxification unit, and (5) at the regional substance abuse treatment residential
center. Most of the larger mental health centers in the area have developed treatment tracks for persons with
COD, and several of the larger substance abuse treatment agencies have hired onsite, part-time psychiatrists.

Providing Treatment to Clients
With COD in Acute Care and
Other Medical Settings
Programs that rely on identification (i.e.,
screening and assessment) and referral have a
particular service niche within the treatment
system; to be successful, they must have a clear
view of their treatment goals and limitations.

Special Settings and Specific Populations

Effective linkages with various communitybased substance abuse treatment facilities are
essential to ensure an appropriate response to
client needs and to facilitate access to additional services when clients are ready. This section
highlights the essential features of providing
treatment to clients with COD in acute care
and other medical settings.
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The HIV Integration Project of The CORE Center,
Chicago, Illinois
Overview
The HIV Integration Project (HIP) is run out of The CORE Center, an ambulatory infectious disease clinic in
Chicago, Illinois. It is part of a cooperative agreement funded by six Federal agencies. The goal of this project is
to evaluate the impact of the integration of primary care, mental health, and substance abuse treatment services
on the healthcare costs, treatment adherence, and health outcomes of persons living with HIV/AIDS who also
are diagnosed with co-occurring mental health and substance use disorders.
Clients Served
The center serves more than 3,000 HIV-infected clients annually. Clients predominantly are economically disadvantaged minorities, and include 33 percent women, 73 percent African Americans, 14 percent
Hispanics/Latinos, and 12 percent Caucasians. Approximately one-third of the clients present with co-occurring
mental health and substance use disorders.
Services
Many settings, despite close proximity, may deliver “co-located” care but not fully integrated care. The HIP
model focuses on developing a behavioral science triad that consists of a mental health counselor, a substance
abuse treatment counselor, and a case manager. Both medical and social service providers are present during
outpatient HIV clinic sessions and clients are screened for eligibility onsite. The triad works together to assess,
engage, and facilitate clinically appropriate services for clients with HIV and COD. If clients need immediate
services—such as housing, psychiatric hospitalization, or detoxification—the appropriate triad member will
facilitate linkage and coordination of care. Outpatient mental health care and substance abuse treatment are
offered at the same center where clients receive their primary care.
The triads meet jointly with their clients. They develop joint assessments and treatment plans, communicating
regularly with medical providers. Emphasis is placed on facilitating six processes among mental health, chemical
dependency, case management, and medical providers: (1) interdisciplinary team identity building, (2) coordination and communication, (3) cross-disciplinary learning, (4) outreach for clients who do not engage initially or
sustain mental health or substance abuse care, (5) mental health services, and (6) specialized training in the
care of triply diagnosed clients.

Screening and assessment
(in acute and other medical
settings)
Clients entering acute care or other medical
facilities generally are not seeking substance
abuse treatment. Often, treatment providers
(primary care and mental health) are not familiar with substance use disorders. Their lack of
expertise can lead to unrealistic expectations or
frustrations, which may be directed inappropriately toward the client.
The CORE Center serves as a good example
of effective screening and assessment. To
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facilitate early identification of substance
abuse and mental disorders within the HIV
client population, The CORE Center attempts
routine screening of all new clients accessing
primary care. Treatment begins at the screening or assessment phase; the triad assesses not
only psychological functioning and substance
abuse severity, but also readiness for change.
The provider will offer only those services
that the client is willing to accept. Examples
include literature to educate the client on his
disorders, case management to address housing or other needs, or referral for detoxification. Next, the triad tries to engage the client,
creating a positive experience that encourages
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return visits. Since continuity of care is
important, the triad attempts to follow clients
while hospitalized and to work with inpatient
medical staff in the same manner as with outpatient staff.
A majority of clients do return to The CORE
Center for their primary care treatment.
Primary care providers keep the triad
informed of client visits so that counselors
can build a trusting working relationship with
clients that facilitates engagement in mental
health or substance abuse care. After meeting
with clients, the triad briefs the medical
providers on the clinical disposition and
treatment strategy. Often, these briefing sessions serve as an opportunity for cross-disciplinary learning. The CORE Center frames
its treatment philosophy as holistic, and in
one setting treats both the physical and emotional problems the client is experiencing.
At Harborview, clients are given a multidisciplinary evaluation that has medical, mental
health, substance abuse, and social work
components. Harborview does not employ
any dedicated staff for performing evaluation, but rather trains a variety of staff to
perform each part of the evaluation. Because
of the nature of the setting (the fast-paced
world of an emergency room), the basic
assessments usually can be performed in 30
minutes, but may take longer in more complicated cases (e.g., if a client cannot communicate because of a speech disorder and information can be gathered only from records or
family). Chapter 4 contains a full description
of screening and assessment procedures and
instruments applicable to COD.

Accessing services
The CORE Clinic offers clinical interventions
focused on crisis counseling, single session
treatment, motivational enhancement, shortterm mental health services and substance
abuse treatment counseling, and psychoeducation as appropriate while the client is in The
CORE Center. Primary care providers some-
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times are asked to help reinforce treatment recommendations and to join in being “one unified
voice” that the client hears.
Given the diversity among people with COD,
treatment referrals from The CORE Center
are varied, ranging from residential substance abuse treatment to acute psychiatric
hospitalization; solid working relationships
with treatment communities are needed
across settings. When the client is ready for
more intensive treatment, the triad provides a
critical triage function to the larger substance
abuse treatment and mental health services
communities.
When Harborview set up its CTU program,
part of its contract required that the county
mental health and substance abuse treatment
systems provide “back door” staff with the
authority to ensure client access to other
required services. At least one of these staff is
onsite 16 hours each day to make referrals
for clients being discharged from the CTU.
This service has proven extremely important
for ensuring both that continuing care for
COD is provided to clients leaving the unit
and that disposition of CTU clients is efficient.

Implementation
Administrators who may be considering integrating substance abuse treatment and/or mental health services within existing medical settings should realize that they are introducing a
new model of care. The systems and operating
culture in place may view changes as unnecessary. Similar to the way in which providers
assess a client’s readiness for change (i.e.,
readiness for treatment), administrators should
assess organizational readiness for change
prior to implementing a plan of integrated
care. This assessment should consider space for
additional staff, establish a clear organizational
reporting structure, and allow time for
providers to work in partnership with other
disciplines.
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The assessment will inform the planning process. In developing a plan, administrators
should:
• Seek input from all stakeholders, especially
the clients, a necessary prerequisite to developing or offering services. This information
can be gathered through archival data, focus
groups, and provider interviews.
•Clarify the role of each of the primary care,
substance abuse treatment, and mental
health treatment providers.
•Clearly specify the desired outcome(s) for
mental health and substance abuse treatment
services.
•Outline and pilot both formal and informal
communication mechanisms prior to full
implementation of services.
When developing and implanting the program,
administrators should not minimize or ignore
the fact that the medical and social service cultures are very different; opportunities must be
provided for relationship and team building
(ideally in informal settings). Finally, continued
monitoring and flexibility in the development of
the model are critical.

Staffing, supervision, and
training
Cross-training/cross-disciplinary
learning
Cross-training of staff in acute care settings
may be more difficult than in other settings
because of the greater variety of staff present,
but these activities are no less essential. For
example, in the Harborview program, staff
members include numerous doctors, nurses,
physician assistants, psychiatric residents in
training, medical students, social workers,
social work students, substance abuse treatment counselors, and security officers. Such
settings have a greater number of stakeholders than dedicated substance abuse treatment
programs—all of whom will need to be
involved, at some level, in the development
and implementation of a program for clients
with COD. Moreover, staff assigned to inte-
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grated settings will have varying degrees of
commitment to integrated care. Staff also will
come into these settings with different definitions of integrated care. They may have varying treatment approaches or may use discipline-specific language that inadvertently can
become a barrier to integration. Time and
other resource limitations can also pose an
obstacle. The CORE Center’s medical care
providers cite time constraints as a major
impediment to close working relationships
with social service staff.
The CORE Center’s staff training program
serves to illustrate the potential of crosstraining. Staff who work in The CORE
Center have begun to look at cross-training
more as cross-disciplinary learning. They are
discovering what each discipline does, its language and beliefs, and the role of that discipline in the client’s treatment. For example,
even though a substance abuse treatment
counselor may never serve as a primary care
provider, the counselor can appreciate how
this provider contributes to the client’s wellbeing. Likewise, primary care providers can
learn from case managers about the challenges of finding housing for clients with
COD. Social service staff wear lab coats that
identify their discipline and team affiliation
during clinic sessions; this simple but noticeable change helps social service staff feel a
sense of belonging and supports team-building efforts. Mutual respect for the disciplines
and a deeper understanding of the interrelatedness of the various staff functions develop
over time.

Team building
Staff training and consultation can help bring
all staff on board and unify treatment
approaches. To foster team building, The
CORE Center has incorporated key components of competent care teams as discussed in
the geriatric and oncology literature
(Wadsworth and Fall Creek 1999). This effort
includes formal and informal team building,
training on working in an integrated healthcare
team, and clear communication mechanisms.
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Effective integrated care teams take time to
develop, and a number of institutional and disciplinary barriers make it difficult for staff
from different areas of expertise to work
together. For instance, differences in philosophies of treatment and traditions of care, as
well as differences in how language is used to
describe and discuss disorders, can lead to
major communication problems. Thus, staff
need opportunities to become familiar with the
vocabulary of substance abuse treatment, mental health services, and medical treatment.

Types of training
Specific training needs will vary depending on
the type of program, but some mechanism for
cross-training activities in acute care settings
needs to be in place. The CORE Center has
found it useful to have formal training activities where an instructor is invited into the
facility (which, in their experience, works
better than sending staff out of the facility for
training). This strategy may be used in combination with informal training mechanisms,
such as providing feedback to medical staff
concerning The CORE Center program so
they can better understand how medical decisions affect clients’ success in substance abuse
treatment and mental health services.

Continuing care and transition issues
Since medical care is continuous for clients
with chronic medical conditions, continuing
care (also called aftercare) or transition
issues can become blurred for both clients
and providers. The CORE Center attempts to
facilitate linkage to more intensive services,
but realizes that chronically ill clients do not
make status transitions in the traditional
sense, but rather enter periods of stability
when little intervention is required. Because
episodic use of services by these clients is the
norm, staff need to be flexible and to realize
that these clients are likely to return to The
CORE Center when in crisis. This reality
underscores the requirement for strong linkages to other services for clients who need a
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more intensive level of care than is available
in acute or outpatient care.

Program evaluation
In developing programs such as the HIV
Integration Project or Harborview, it is critical to incorporate program evaluation activities that examine
both process and
outcome. The evaluAdministrators
ation of these programs can prove
who may be
challenging. Logic
models that
describe the interreconsidering intelationship between
the conceptual
grating subframework, client
demographics,
stance abuse
treatment services,
and expected outtreatment
comes are useful to
guide evaluation
and/or mental
efforts and to identify immediate,
health services
short-, and longterm outcomes.
Evaluators should
within existing
add measures such
as increased treatmedical settings
ment and medication adherence,
should realize
quality of life, and
physical health to
that they are
the more standard
outcome measures
introducing a
such as abstinence
or remission of psynew model of
chiatric symptoms.
Since many of the
care.
gains involve
improvement in
quality of life and
physical well-being,
evaluations that incorporate quantitative and
qualitative methods have the best success in
capturing the impact of these integrated services. Given the high cost of medical care,
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economic analyses of the cost and benefits
associated with treatment are essential.

Dual Recovery Mutual
Self-Help Programs

Sustaining Programs for
Clients With COD in Acute
Care Settings

The dual recovery mutual self-help movement
is emerging from two cultures: the 12-Step fellowship recovery movement and, more recently, the culture of the mental health consumer
movement. This section describes both, as well
as other, consumer-driven psychoeducational
efforts.

Acute care and other medical care settings
generally will rely on very different funding
streams than are available to outpatient or
residential substance abuse treatment programs. These funding sources will vary
depending on the type of program. At
Harborview, for example, most funds come
from the medical and mental health systems;
very little substance abuse treatment money is
involved. The program at Harborview has
been highly visible and has a number of key
county stakeholders (e.g., Department of
Mental Health, Department of Alcohol and
Drugs, County Hospital), which helps avoid
budget cuts. Harborview also has clearly
positioned itself as the program of last resort
in the region and has developed its programs
accordingly. Further, it has created a stateof-the-art integrated information system (each
assessment generates a database entry); this
enables staff to prepare detailed quality and
clinical reports, which are of value to the
entire system.
Initial funding for The CORE Center came
from the Substance Abuse and Mental Health
Services Administration (SAMHSA) through
the AIDS demonstration program of
SAMHSA’s Center for Mental Health Services
(CMHS). Additional funding was provided
through other grants through CSAT. Funding
from the Health Resources and Services
Administration through the Ryan White Care
Act supports opportunities to offer more
intensive integrated services. Other funding
mechanisms, such as private foundation
grants, serve as vehicles to secure financial
support for these unique integrated services.
At present, it is difficult to secure sustained
funding from sources such as Medicare or
Medicaid. Continuing funding comes from the
Ryan White Care Act with some additional
funds from the county.
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Background
During the past decade, mutual self-help
approaches have emerged for individuals
affected by COD. Mutual self-help programs
apply a broad spectrum of personal responsibility and peer support principles, usually
including 12-Step methods that prescribe a
planned regimen of change. These programs
are gaining recognition as more meetings are
being held in both agency and community settings throughout the United States, Canada,
and abroad.
In recent years, dual recovery mutual selfhelp organizations have emerged as a source
of support for people in recovery from COD
(DuPont 1994; Ryglewicz and Pepper 1996).
Such groups sometimes have been described
as special needs groups for people in recovery
from substance use disorders (Hendrickson et
al. 1996; White 1996). Mental health advocacy organizations—including the National
Alliance for the Mentally Ill and the National
Mental Health Association—have published
articles that have identified dual recovery
mutual self-help organizations (Goldfinger
2000; Hamilton 2000). At the Federal level,
SAMHSA also has produced documents identifying dual recovery mutual self-help organizations (CMHS 1998; CSAT 1994a).
The new dual recovery mutual self-help organizations are important signs of progress in
several respects: First, they encourage men
and women who are affected by COD to take
responsibility for their personal recovery.
Second, they reflect a growing trend toward
consumer empowerment (Hendrickson et al.
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1994). Finally, they reflect recognition of the
importance of peer support in sustained
recovery.
Several issues serve as the rationale for establishing dual recovery programs as additions to
previously existing 12-Step community groups.
To paraphrase Hamilton’s review (Hamilton
2001):
•Stigma and Prejudice: Stigma related to
both substance abuse and mental illness
continues to be problematic, despite the
efforts of many advocacy organizations.
Unfortunately, these negative attitudes may
surface within a meeting. When this occurs,
people in dual recovery may find it difficult
to maintain a level of trust and safety in the
group setting.
•Inappropriate Advice (Confused Bias):
Many members of substance abuse recovery
groups recognize the real problem of crossaddiction and are aware that people do use
certain prescription medications as intoxicating drugs. Confusion about the appropriate role of psychiatric medication exists,
and as a result, some members may offer
well-intended, but inappropriate, advice by
cautioning newcomers against using medications. Clearly, confused bias against medications may create either of two problems.
First, newcomers may follow inappropriate
advice and stop taking their medications,
causing a recurrence of symptoms. Second,
newcomers quickly may recognize confused
bias against medications within a meeting,
feel uncomfortable, and keep a significant
aspect of their recovery a secret.
•Direction for Recovery: A strength of traditional 12-Step fellowships is their ability to
offer direction for recovery that is based on
years of collective experience. The new dual
recovery programs offer an opportunity to
begin drawing on the experiences that members have encountered during both the progression of their COD and the process of
their dual recovery. In turn, that body of
experience can be shared with fellow members and newcomers to provide direction
into the pathways to dual recovery.
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• Acceptance:
Twelve-Step felDual recovery
lowships provide
meetings that
offer settings for
meetings may
recovery. Dual
recovery meetings
offer members
may offer members and newand newcomers
comers a setting
of emotional
a setting of
acceptance, support, and empowemotional
erment. This condition provides
acceptance,
opportunities to
develop a level of
support, and
group trust in
which people can
feel safe and able
empowerment.
to share their
ideas and feelings
honestly while
focusing on recovery from both illnesses.

Dual Recovery Mutual SelfHelp Approaches
Dual recovery 12-Step fellowship groups recognize the unique value of people in recovery
sharing their personal experiences, strengths,
and hope to help other people in recovery. This
section provides an overview of emerging selfhelp fellowships and describes a model self-help
psychoeducational group.

Self-Help Groups
Four dual recovery mutual self-help organizations have gained recognition in the field, as
represented in the literature cited in this section. Each of these fellowships is an independent and autonomous membership organization that is guided by the principles of its own
steps and traditions (for more information on
specific steps, see appendix J for each organization’s contact information). Dual recovery
fellowship members are free to interpret, use,
or follow the 12 steps in a way that meets
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their own needs. Members use the steps to
learn how to manage their addiction and mental disorders together. The following section
provides additional information on each of
these specific organizations and the supported
mutual self-help model.
1. Double Trouble in Recovery (DTR). This
organization provides 12 steps that are
based on a traditional adaptation of the
original 12 steps. For example, the identified problem in step one is changed to
COD, and the population to be assisted is
changed in step 12 accordingly. The organization provides a format for meetings
that are chaired by members of the fellowship.
2. Dual Disorders Anonymous. This organization follows a similar format to DTR.
Like other dual recovery fellowships, the
organization provides a meeting format
that is used by group members who chair
the meetings.
3. Dual Recovery Anonymous. This organization provides 12 steps that are an adapted
and expanded version of the traditional 12
steps, similar to those used by DTR and
Dual Disorders Anonymous. The terms
“assets” and “liabilities” are used instead
of the traditional term “character
defects.” In addition, it incorporates affirmations into three of the 12 steps. Similar
to other dual recovery fellowships, this
organization provides a suggested meeting
format that is used by group members who
chair the meetings.
4. Dual Diagnosis Anonymous. This organization provides a hybrid approach that
uses 5 additional steps in conjunction with
the traditional 12 steps. The five steps differ from those of other dual recovery
groups in underscoring the potential need
for medical management, clinical interventions, and therapies. Similar to other dual
recovery fellowships, this organization
provides a meeting format that is used by
group members who chair the meetings.
The dual recovery fellowships are membership organizations rather than consumer ser-
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vice delivery programs. The fellowships function as autonomous networks, providing a
system of support parallel to traditional clinical or psychosocial services. Meetings are
facilitated by members, who are empowered,
responsible, and take turns “chairing” or
“leading” the meetings for fellow members
and newcomers. Meetings are not led by professional counselors (unless a member happens to be a professional counselor and takes
a turn at leading a meeting), nor are members
paid to lead meetings. However, the fellowships may develop informal working relationships or linkages with professional providers
and consumer organizations.
In keeping with traditional 12-Step principles
and traditions, dual recovery 12-Step fellowships do not provide specific clinical or counseling interventions, classes on psychiatric
symptoms, or any services similar to case
management. Dual recovery fellowships maintain a primary purpose of members helping
one another achieve and maintain dual recovery, prevent relapse, and carry the message
of recovery to others who experience dual disorders. Dual recovery 12-Step members who
take turns chairing their meetings are members of their fellowship as a whole.
Anonymity of meeting attendees is preserved
because group facilitators do not record the
names of their fellow members or newcomers.
Fellowship members carry out the primary
purpose through the service work of their
groups and meetings, some of which are
described below.
Groups provide various types of meetings,
such as step study meetings, in which the discussion revolves around ways to use the fellowship’s steps for personal recovery.
Another type of meeting is a topic discussion
meeting, in which members present topics
related to dual recovery and discuss how they
cope with situations by applying the recovery
principles and steps of their fellowship.
Hospital and institutional meetings may be
provided by fellowship members to individuals currently in hospitals, treatment programs, or correctional facilities.
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Fellowship members who are experienced in
recovery may act as sponsors to newer members. Newcomers may ask a member they
view as experienced to help them learn how to
use the fellowship’s recovery principles and
steps.

relapse, and organize resources.
•Literature describing the program
for members and
the public.

Outreach by fellowship members may provide
information about their organization to agencies and institutions through in-service programs, workshops, or other types of presentations.

•A format to structure and conduct
meetings in a way
that provides a
setting of acceptance and support.

Access and linkage
The fellowships are independent organizations based on 12-Step principles and traditions that generally develop cooperative and
informal relationships with service providers
and other organizations. The fellowships can
be seen as providing a source of support that
is parallel to formal services, that is, participation while receiving treatment and aftercare services.
Referral to dual recovery fellowships is informal:
•An agency may provide a “host setting” for
one of the fellowships to hold its meetings.
The agency may arrange for its clients to
attend the scheduled meeting.
•An agency may provide transportation for its
clients to attend a community meeting provided by one of the fellowships.
•An agency may offer a schedule of community
meetings provided by one of the fellowships
as a support to referral for clients.

Common features of dual
recovery mutual self-help
fellowships
Dual recovery fellowships tend to have the following in common:
•A perspective describing co-occurring disorders and dual recovery.
•A series of steps that provides a plan to
achieve and maintain dual recovery, prevent
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Dual recovery
12-Step
fellowship
groups
recognize the

•Plans for establishunique value of
ing an organizational structure to
people in
guide the growth
of the memberrecovery sharship, that is, a central office, fellowing their personship network of
area intergroups,
al experiences,
groups, and meetings. An “interstrengths, and
group” is an
assembly of people
hope to help
made up of delegates from several
groups in an area.
other people in
It functions as a
communications
recovery.
link upward to the
central office or
offices and outward to all the area groups it serves.

Empirical evidence
Empirical evidence suggests that participation
in DTR contributes substantially to members’
progress in dual recovery and should be
encouraged. Specifically, studies found the following positive outcomes:
•A process analysis indicated that DTR
involvement at baseline predicted greater levels of subsequent mutual self-help processes
(e.g., helper-therapy and reciprocal learning
experiences), which were associated with better drug/alcohol abstinence outcomes.
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•An examination of the associations between
DTR attendance, psychiatric medication
adherence, and mental health outcomes indicated that consistent DTR attendance was
associated with better adherence to medication, controlling for other relevant variables.
Better adherence to medication was, in turn,
associated with lower symptom severity at
followup and no psychiatric hospitalization
during the follow-up period (Magura et al.
2002).

Supported mutual self-help
for dual recovery
Support Together for Emotional/Mental
Serenity and Sobriety (STEMSS) is a supported self-help model for people with co-occurring
disorders. It is a psychoeducational group
intervention rather than a fellowship or membership organization; therefore it has no “parent organization.” STEMSS uses trained facilitators to initiate,
implement, and
maintain support
Empirical
groups for clients.
Facilitators may
evidence suginclude professional
counselors or
gests that partictrained clinicians,
therapists, nurses,
ipation in DTR
or paraprofessionals who are
employed at various
contributes subinstitutions, treatment programs,
stantially to
hospitals, or community agencies. In
members’
some instances,
groups may be
progress in dual
started and facilitated by other individrecovery and
uals trained in the
STEMSS model.

should be

encouraged.
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The six steps of the
program and the
support groups are
intended to complement participation

in traditional 12-Step programs. Facilitators
generally are providers who have received
training in the theoretical concepts, the six
steps for recovery, psychoeducational content, and group approaches. They are
encouraged to work with the model in a flexible way, encouraging clients to develop leadership skills to help groups make the transition from psychoeducational groups to
sources of mutual self-help. Facilitators may
modify the approach, incorporate additional
content, develop their own exercises, or
incorporate the model into the treatment system. Roles commonly filled by the facilitator
include
• Psychoeducation: The facilitator provides
information related to recovery topics, psychiatric symptoms, medications, symptom
management, coping skills, and other topics.
•Exercises: The facilitator may develop
group exercises to stimulate discussions and
group interaction, as well as to help maintain the recovery focus.
•Step discussion: Facilitators initiate discussions regarding the STEMSS six-step
approach to recovery.
The STEMSS model may be incorporated into
the milieu of an agency’s services or may be
an autonomous group established in a community setting; thus, STEMSS groups are
supported mutual self-help approaches rather
than fellowships or consumer service delivery
organizations. Due to the anonymous nature
of the groups and the way in which an agency
uses the model, linkages to STEMSS groups
would be established on a group-by-group
basis. For more detail about the STEMSS
model see TAP 17, Treating Alcohol and
Other Drug Abusers in Rural and Frontier
Areas (CSAT 1995e).

Advocating for Dual Recovery
At this writing, advocacy organizations are at
various stages of developing information materials, engaging in advocacy efforts to increase
public awareness, coalition building to develop
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consensus for services, and providing support
for dual recovery mutual self-help organizations. For contact information on each organization, see appendix J.

Dual Diagnosis Recovery
Network (DDRN)
The DDRN is a program of Foundations
Associates that derives part of its funding from
the Tennessee Department of Mental Health
and Developmental Disabilities and part from
the Tennessee Department of Health, Bureau
of Alcohol and Drug Abuse Services. DDRN
provides
•Dual recovery mutual self-help information
for all areas of the services that are offered
•Education and training through community
programs, inservice training, and workshops, and through State, regional, and
national conferences
•Advocacy and coalition building through
networking and coordinating a statewide
task force that engages chemical dependency and mental health professionals, clients,
and family members
•Information dissemination through the Dual
Network quarterly journal and through the
resource and information clearinghouse

Dual Recovery Empowerment
Foundation (DREF)
The DREF provides training programs and
materials to assist treatment providers, consumer-run programs, and consumer advocacy
organizations in developing education programs for clients, consumers, and family
members. One DREF program is Dual
Recovery Self-Help, which encompasses
information on dual recovery 12-Step fellowships, 12-Step principles for personal recovery, coping and life skills, and forming dual
recovery 12-Step groups and meetings. DREF
also offers Recovery Cultural Cross Training,
which provides a cultural competency
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approach to reframe “philosophical barriers”
and explore the histories, common goals,
diversity, and accomplishments of both the
substance abuse recovery culture and the
mental health consumer recovery culture.

National Mental Health
Association
The National Mental Health Association
(NMHA) has expanded its mission to include
COD. In 1999 the NMHA board of directors
adopted a position statement that affirmed
NMHA’s commitment to advocacy, public
education, and service delivery for consumers
with co-occurring substance use and mental
disorders. NMHA focuses its efforts in four
major areas—prevention, treatment,
research, and policy—and is committed to
providing leadership in the substance abuse
and mental health fields in the area of COD.
The organization has a designated area on its
Web site—Alcohol and Drug Abuse,
Addiction and Co-Occurring Disorders—that
contains information, facts, resources, and
links to help mental health consumer advocates increase their knowledge about the key
issues in COD (www.nmha.org/substance/
index.cfm).

National Council on
Alcoholism and Drug
Dependence
The National Council on Alcoholism and Drug
Dependence, Inc. (NCADD) was founded in
1944 and works at the national level on policy
issues related to barriers in education, prevention, and treatment for people with substance
use disorders and their families. NCADD has a
nationwide network of nearly 100 affiliates.
These affiliates provide information and referrals to local services, including counseling and
treatment. NCADD also offers a variety of publications and resources. For more information,
visit www.ncadd.org.
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Mental health consumer
advocacy organizations
The consumer advocacy movement has a history separate from the substance abuse recovery and 12-Step recovery movements. The
historical roots of the mental health recovery
movement, to a great extent, are related
directly to issues in
the delivery of mental health services.
The modern moveThe consumer
ment formed in
response to conadvocacy movecerns about the
quality of care,
ment has a hisavailability of services, and lack of
tory separate
coordination during
and following deinfrom the substitutionalization.
The term “mental
health consumer,”
stance abuse
though controversial
to many people
recovery and
in the movement,
clearly reflects both
12-Step recova personal and collective relationship
ery movements.
to issues related to
mental health care
services and support. On the other
hand, individuals
in substance abuse
recovery and those
in 12-Step programs do not identify themselves in language that is related to treatment
services.
The mental health recovery movement and
the substance abuse recovery movement can
develop ways to collaborate in an effort to
support people affected by COD. In order to
collaborate, the movements must engage in a
coalition building process that involves
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• Shared goals and visions of the movement
• Histories: identifying and valuing diversity
• Experience, strengths, and skills
• Accomplishments and progress
• Shared goals and visions for dual recovery

Consumer Organization and
Networking Technical
Assistance Center (CONTAC)
The West Virginia Mental Health Consumer’s
Association’s CONTAC, which receives funding
through SAMHSA’s CMHS, serves as a
resource center for consumers/survivors/
ex-patients and consumer-run organizations
across the United States, promoting self-help,
recovery, and empowerment (see
www.contac.org/the.htm). The services that
CONTAC provides include informational materials, onsite training and skills-building curricula, and networking and customized activities
promoting self-help, recovery, leadership, business management, and empowerment.
CONTAC also offers the Leadership Academy,
a training program that is designed to help
clients learn how to engage in and develop consumer services (www.contac.org/WVMHCA/
wvla/index.htm).

National Empowerment
Center
The National Empowerment Center has prepared an information packet that includes a
series of journal articles, newspaper articles,
and a listing of organizations and Federal agencies that provide information, resources, and
technical assistance related to substance abuse
and dependence, COD, services, and mutual
self-help support.
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Specific Populations
In recent years, awareness of COD in subpopulations (such as the homeless, criminal justice clients, women with children, adolescents, and those with HIV/AIDS) and concern
about its implications has been growing. This
section focuses on three of these subgroups:
the homeless, those in criminal justice settings, and women. A complete description of
these clients and related programs is beyond
the scope of this TIP. However, relevant
information can be found in a number of
other TIPs, including TIP 17, Planning for
Alcohol and Other Drug Abuse Treatment for
Adults in the Criminal Justice System (CSAT
1995d); TIP 21, Combining Alcohol and
Other Drug Abuse Treatment With Diversion
for Juveniles in the Justice System (CSAT
1995b); TIP 30, Continuity of Offender
Treatment for Substance Use Disorders From
Institution to Community (CSAT 1998c); and
the forthcoming TIPs Substance Abuse
Treatment for Adults in the Criminal Justice
System (CSAT in development e) and
Substance Abuse Treatment: Addressing the
Specific Needs of Women (CSAT in development b). This section provides background
information on the problem of COD in these
specific populations, describes some model
programs and Federal initiatives, and offers
recommendations for programs and services.
The purpose of this section is to highlight the
emergence of specific-population COD groups
and the potential impact of these specialized
populations on COD treatment.

Homeless Persons With COD

(Bernstein 2002). Despite these statistics, an
understanding of the diversity of this population and its service needs is incomplete, and
treatment options are still meager.
Homeless people have a variety of medical
problems (Institute of Medicine 1988), including HIV (CSAT 2000e). They are frequent
victims of and participants in crime (Rahav
and Link 1995). They also are disproportionately likely to use substances (Fischer and
Breakey 1987) and to have some form of mental illness (Rossi 1990).

Homelessness and COD
Homeless persons with COD are a particularly
problematic subgroup, one that places unique
demands on the mental health and substance
abuse treatment systems. The number of homeless persons with COD has been estimated to
range from 82,215 to 168,000 in any given week
(Rahav et al. 1995).
For most, if not all, homeless clients with
COD, the impact of substance abuse and
mental illness bears a direct relationship to
their homeless status. The ability to maintain
housing is affected profoundly by substance
abuse (Hurlburt et al. 1996). Approximately
70 percent of participants in recent National
Institute on Alcohol Abuse and Alcoholism
demonstration projects identified substance
abuse problems as the primary reason for
their homelessness in both the first and most
recent episodes (Leaf et al. 1993; Stevens et
al. 1993). Among those in shelters, 86 percent
are estimated to have alcohol problems and
more than 60 percent have problems with
illicit drugs (Fischer and Breakey 1991).

Homelessness
Homelessness continues to be one of the
United States’ most intractable and complex
social problems. The Urban Institute estimates that 2.3 to 3.5 million people are homeless annually and 842,000 were homeless in
February 1996 (Burt and Aron 2000). In New
York City alone, more than 33,800 New
Yorkers use the city shelter system each night
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The importance of housing
Results from the homelessness prevention
cooperative agreement funded by SAMHSA’s
CMHS and CSAT suggest the importance of
providing interventions that address housing.
Those that ensured housing by “control of
housing stock” (i.e., programs that make
housing available or ensure housing) are of
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particular interest. This study explored the
interactions among housing, treatment, and
outcomes for persons with COD who are
homeless. Researchers noted that after 6
months, the intervention group for whom
housing was made available had 12 more days
of stable housing (during the 6-month period)
than the comparison group. After 1 year, the
intervention group had 17 more such days
(Williams et al. 2001). Among participants
who had guaranteed access to housing,
improvements were even greater: At 6 months
and at 1 year, participants who had guaranteed access to housing showed significant
short-term and longer-term improvements (on
all residential measures) compared to a control group who did not have access to housing. The change in the stable housing measure
represents a 40-day increase from baseline at
6 months and a 41-day increase at 1 year. In
contrast, the comparison group showed
decreases in housing stability. At 6 months
they had 14 fewer days of homelessness, and
at 1 year, 7 days. These results are significant, underlining the contribution of stable
housing to recovery of individuals with COD
(Williams et al. 2001).

developed several models for homeless clients
with COD.

Another study examined the cost of providing
supportive housing versus allowing homeless
people to continue in the homeless assistance
system, including the cost to the mental
health, substance abuse treatment, shelter,
hospital, criminal justice, and other public
systems. The study reported that psychiatric
hospital stays were reduced by 28.2 days (49
percent) for each placement in supportive
housing. The study found that supportive
housing dramatically reduced use of other
public systems by people who were homeless
and had SMI, including many who also had
substance abuse problems (Culhane et al.
2001).

The Pathways to Housing program developed
by Tsemberis (Tsemberis et al. 2003;
Tsemberis and Eisenberg 2000) is a form of
supportive housing designed to serve a highly
visible and vulnerable segment of New York’s
homeless population (persons with COD who
live in the streets, parks, subway tunnels, and
similar places). The Pathways program
adopts a client perspective and offers clients
the option of moving from the streets directly
into a furnished apartment of their own
(Tsemberis and Eisenberg 2000). However,
clients must agree to receive case management
and accept a representative payee to ensure
that rent/utilities are paid and for resource
management. Pathways also uses Assertive
Community Treatment teams to offer clients
their choice of a wide array of support services in twice-monthly sessions. Vocational,
health, psychiatric, substance abuse, and
other services are among the options.

Service models for homeless
persons with COD
The treatment community has responded positively to the needs of this population. It has
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Supportive housing
Supportive housing typically is housing combined with access to services and supports to
address the needs of homeless individuals so
that they may live independently in the community. Generally, it is considered an option
for individuals and families who have either
lived on the streets for longer periods of time
and/or who have needs that can be best met
by services accessed through their housing.
Although the evidence base consists of a small
number of studies that vary in methodological
rigor and population focus, the results indicate that housing with supports in any form is
a powerful intervention that improves the
housing stability of individuals with substance
abuse and mental disorders, including those
who have been homeless (Hurlburt et al.
1996; Rog and Gutman 1997; Shinn et al.
1991). However, many of the same studies
also indicate that substance abuse is a major
cause of housing loss and that individuals
with COD fare less well in housing than those
with other disabilities (Shern et al. 1997).
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A 2-year longitudinal, random assignment,
clinical trial study evaluating the effectiveness
of the Pathways program as compared to continuum of care programs (i.e., programs
where clients move from one level of housing
to the next least restrictive level) was conducted with 225 individuals who were homeless and had mental disabilities; 90 percent
also had co-occurring substance use disorders. Housing outcomes were significantly
better for the Pathways group at the 6-, 12-,
18-, and 24-month followup points. For example, between 18 and 24 months the Pathways
group members spent 4 percent of their time
literally homeless, compared to 23 percent for
the continuum group; they also spent 74 percent of their time in stable housing, compared
to 34 percent for the continuum group. In
addition, Pathways participants were not
more symptomatic at any point, and they did
not differ from the continuum group on use of
alcohol or other substances. However, the
greater effectiveness of the Pathways program
in comparison with other programs for the
substance abuse, mental health, and other
problems of these homeless clients with COD
remains to be established.

Housing contingent on
treatment
Milby and colleagues (1996) found promise in
an intervention that added contingent work
therapy and housing to a regular day treatment regimen. They compared a standard
treatment that featured twice-weekly treatment sessions and referrals for housing and
vocational services with an enhanced treatment program that included weekday day
treatment (for 5.5 hours per day) and a work
therapy component that provided clients with
a salary great enough to afford subsidized
housing (contingent upon drug-free urine
samples). Clients in day treatment with the
housing and vocational component had 36
percent fewer cocaine-positive urine toxicologies at 2 months after treatment and 18 percent fewer at 6 months compared to clients in
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the standard outpatient program.
However, the study
did not focus solely
on clients with
COD; in fact, it
excluded clients
with active psychosis (Milby et al.
1996).

For most, if not
all, homeless
clients with
COD, the

impact of subIn a later study,
Milby and colleagues (2000) comstance abuse
pared two different
day treatment proand mental illgrams, one that
added abstinent
ness bears a
contingent employment and housing
direct relationand one that did
not. Although the
ship to their
study excluded
clients with psyhomeless status.
chotic disorders,
three fourths met
Axis I diagnostic
criteria for other
mental disorders.
Those who received
the extra vocational and housing services
achieved longer periods of abstinence than
those who did not (the former having a median of approximately 9 consecutive weeks of
abstinence out of 24 weeks, and the latter
only 3–4 consecutive weeks during the same
period). The clients who received these added
services also showed greater gains in measures of homelessness and employment (Milby
et al. 2000).
Housing and treatment
integrated
In New York City two specialized shelters are
addressing the needs of people who are homeless and who have COD: the Greenhouse
Program and the Salvation Army shelter. The
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sustained and, in some cases, strengthened by
Greenhouse Program is a 28-bed modified
the use of TC-oriented supported housing as
therapeutic community (TC) shelter for hardan aftercare strategy. The particular gains in
to-reach homeless persons with COD. Staff at
employment and symptom relief are noteworthe program are trained to address both menthy in that they speak to core problems of the
tal and substance use disorder issues.
homeless MICA [mentally ill chemical abusDeveloped in 1991 by Bellevue Hospital, this
ing] population. Combined with the capacity
was one of the first specialized shelter proto maintain low levels of crime and substance
grams in the City to treat this population
use, supported housing can be seen as an
(Galanter et al. 1993; Silberstein et al. 1997).
important and effective way of achieving conThe second is the Salvation Army shelter.
tinuing progress for this population (Sacks et
Developed in 1998 by the Salvation Army in
al. 2003a).
association with National Development and
Research Institutes, Inc., “Kingsboro
New Beginnings” is a modified TC for
Advice to the Counselor:
engagement and retention in an 80-bed
Working With Homeless Clients
shelter. Designed for hard-to-reach people who are homeless and have co-occurWith COD
ring mental and substance use disorThe consensus panel recommends the following in
ders—those who are seeking shelter, but
working with homeless clients with COD:
not necessarily treatment—this program
brought people with COD who were
• Address the housing needs of clients.
homeless into a specialized shelter set• Help clients obtain housing.
ting, using strategies to engage them in
• Teach clients skills for maintaining housing.
mental health services and substance
• Work closely with shelter workers and other
abuse treatment and prepare them for
providers of services to the homeless.
housing (Sacks et al. 2002).
• Address real-life issues in addition to housing, such as
In a series of papers, Sacks and colsubstance abuse treatment, legal and pending crimileagues report on a system of care for
nal justice issues, Supplemental Security
people who are homeless that uses a
Insurance/entitlement applications, issues related to
modified therapeutic community (MTC)
children, healthcare needs, and so on.
approach (see chapter 6 for additional
information on the MTC model). Clients
move from a residential facility to colocated supportive housing as they progress
Criminal Justice Populations
though stages of treatment. Engagement, primary treatment, and planning for re-entry
Prevalence of COD
take place in the residential facility; re-entry
takes place in the supportive housing proEstimates of the rates of severe mental and
gram. The research indicated that these
substance use disorders in jail and prison
clients made significant improvement (compopulations have varied between 3 and 16
pared to treatment-as-usual) on measures of
percent (Peters and Hills 1993; Regier et al.
substance use and employment during resi1990; Steadman et al. 1987). A U.S.
dential treatment (De Leon et al. 1999,
Department of Justice special report (Ditton
2000c). These gains appeared to stabilize dur- 1999) estimated that 16 percent of State
ing the supportive housing phase (Sacks et al.
prison inmates, 7 percent of Federal inmates,
2003a). The authors concluded:
16 percent of those in local jails, and about
16 percent of probationers reported either a
These pilot findings suggest that the positive
mental disorder or an overnight stay in a
behavioral change associated with completion
mental hospital during their lifetime (Ditton
of 12 months of residential treatment can be
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1999). Substance abuse is also common in the
criminal justice population. Offenders in the
U.S. Department of Justice Survey report a
high incidence of drug and alcohol abuse.
One third were alcohol dependent, while 6 in
10 were under the influence of alcohol or
drugs at the time of offense (Ditton 1999).

Peters and Hills 1997; Peters and Steinberg
2000; Sacks and Peters 2002) include
•Smaller caseloads
•Shorter and simplified meetings
•Special attention to criminal thinking
•Education about medication and COD
•An effort to minimize confrontation

Rationale for treatment
The rationale for providing substance abuse
treatment in prisons is based on the wellestablished relationship between substance
abuse and criminal behavior. According to
Ditton (1999), offenders with mental illness
were likely to be using substances when they
committed their convicting offense and likely
to be incarcerated for a violent crime. On the
other hand, the majority of probationers with
mental disorders (approximately three quarters) have not been involved in violent crime.
The overall goal of substance abuse treatment
for criminal offenders, especially for those
who are violent, is to reduce criminality.

Treatment features and
approaches
Several features distinguish the programs currently in place to treat inmates with COD from
other substance abuse treatment programs:
•Staff are trained and experienced in treating
both mental illness and substance abuse.
•Both disorders are treated as “primary.”
•Treatment services are integrated whenever
possible.
•Comprehensive treatment is flexible and individualized.
•The focus of the treatment is long-term.
Treatment approaches used with other populations (e.g., TCs, interventions using cognitive–behavioral approaches, relapse prevention strategies, and support groups) can be
adapted to suit the particular needs of offenders with COD. Common modifications
described in the literature (Edens et al. 1997;
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The importance of postrelease treatment and
followup
In the last decade, a number of studies have
established the importance of linking institutional services to community services (of various kinds). The initial rationale for providing
aftercare subsequent to prison-based treatment was to ease the abrupt transition of the
offender from prison to community, thus promoting reintegration while monitoring the
offender’s behavior in a semi-controlled environment (Clear and Braga 1995; McCarthy
and McCarthy 1997). Significant reductions
in recidivism were obtained; reductions were
larger and sustained for longer periods of
time when institutional care was integrated
with aftercare programs. Examples are TC
work-release (Butzin et al. 2002; Inciardi et
al. 2001; Martin et al. 1999) or other community-based treatment such as post-prison TC
(Griffith et al. 1999; Hiller et al. 1999; Knight
et al. 1997; Wexler et al. 1999) or cognitive–
behavioral programs (Johnson and Hunter
1995; Peters et al. 1993; Ross et al. 1988).
Longer-term followup studies of TC in-prison
plus aftercare programs have reported findings indicating that treatment effects producing lower rates of return to custody may persist for up to 5 years (Prendergast et al.
2004).
Recently, the National Institute on Drug
Abuse has established the Criminal Justice
Drug Abuse Treatment System. This initiative
funds regional research centers that are
intended to forge partnerships between substance abuse service providers and the crimi-
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nal justice system to design and test
approaches to the better integration of inprison treatment and post-prison services.

Examples of programs in
prisons
The Clackamas County program
(Oregon City, Oregon)
Clackamas County offers two related programs
for persons in jails. While incarcerated,
inmates are offered pretreatment services in
which psychoeducational and preliminary
treatment issues are discussed. Discussion sessions are staffed by both a substance abuse
treatment counselor, employed by the Mental
Health Center, and a corrections counselor
who is certified to provide substance abuse
treatment services. Inmates are housed in a
separate unit, creating some milieu intervention factors.

progress, they are allowed to seek work in the
community. On completion of the program,
clients are transitioned to outpatient care in
the community with continued monitoring by
probation or parole.
Clackamas County also offers intensive outpatient programs focused on different client
needs. Through close consultation with the
local criminal justice system, offenders under
electronic surveillance receive intensive outpatient care. Programming is gender based,
with parallel programming for men and
women. Sufficient progress transitions the
client to less intensive outpatient care.

The Clackamas County program for offenders
under electronic surveillance was developed
in close consultation with the criminal justice
system, with staff members from that system
serving as co-facilitators for treatment groups
in the program. The highest incidence of personality disorders of any clients in Clackamas
Many of these inmates are transferred to the
County’s substance abuse treatment proCenter’s Corrections Substance Abuse
grams have been found in this particular popProgram, when space is available. The
ulation of offenders. Consequently, skills
Corrections Substance Abuse Program is a
building to address such mental health issues
residential treatment program within a work
as identifying thinking errors, anger managerelease setting. During the first phase clients
ment, and conflict resolution are emphasized
stay in-house exclusively. With successful
and form an integral part of this intervention.
A sub-program (“Bridges”)
works specifically with clients
who have COD, providing case
Advice to the Counselor:
management and treatment serProviding Community Supervision
vices. Most Bridges clients have
for Offenders With COD
severe and persistent mental illness with histories of school and
The panel recommends the following strategies for comwork failures; consequently, the
munity supervision of offenders with COD:
intervention is intensive, step• Recognize special service needs.
wise, and structured, with the
• Give positive reinforcement for small successes and
opportunity for support in
progress.
developing social and work
skills.
• Clarify expectations regarding response to supervision.
• Use flexible responses to infractions.
• Give concrete (i.e., not abstract) directions.
• Design highly structured activities.
• Provide ongoing monitoring of symptoms.
Source: Adapted from Peters and Hills 1997.
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Another effort coordinated with
criminal justice has been the
intensive outpatient subprogram, drug court. To participate, clients must be of nonfelony status and can have their

Special Settings and Specific Populations

misdemeanor charges expunged by completion of the year-long program. This program,
too, is conceived as a stepwise intervention.

The Colorado Prison program
In response to the increasing number of
inmates with SMI, the Colorado Department of
Corrections contracted with a private not-forprofit agency during the mid-1990s to develop
Personal Reflections, a modified TC program.
A separate 32-bed unit with a planned stay of
15 months, Personal Reflections is located in
Pueblo at the San Carlos Correctional Facility,
which houses only inmates with mental illness.
The goal of the program is to foster personal
change and to reduce the incidence of return
to a criminal lifestyle. Personal Reflections
uses TC principles and methods as the foundation for recovery and to provide the structure for a cognitive–behavioral curriculum
focused on the triple issues of substance
abuse, mental illness, and criminal thinking
and activity. At the same time, as is central to
TC programming, a positive peer culture is
employed to facilitate behavior change.
The Personal Reflections modified TC uses
psychoeducational classes to increase an
inmate’s understanding of mental illness,
addiction, the nature of COD, drugs of use
and abuse, and the connection between
thoughts and behavior. These classes also
teach emotional and behavioral coping skills.
Therapeutic interventions in the modified TC
include (1) core groups to process personal
issues, (2) modified encounter groups that
address maladaptive behaviors and personal
responsibility, and (3) peer groups to provide
feedback and support.

Empirical evidence
The Personal Reflections program is being
evaluated by a study design that randomly
assigned and compared two groups, modified
TC and services-as-usual (i.e., a mental health
services approach). The results obtained from
an intent-to-treat analysis of all study entries
showed that inmates randomized into the MTC
group had significantly lower rates of reincar-
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ceration compared to those in the mental
health services only group (Sacks et al. 2004).
Because of the stigma associated with the
combination of substance abuse, co-occurring
mental illness, and a criminal record, this
group of offenders will face barriers to being
accepted into an aftercare program. They
also will have difficulty locating effective programs for their complex problems that
require specialized treatment (Broner et al.
2002).

Women
Women with co-occurring disorders can be
served in the same types of mixed-gender cooccurring programs and with the strategies
mentioned elsewhere in this TIP. However,
specialized programs for women with COD
have been developed primarily to address
pregnancy and childcare issues as well as certain kinds of trauma, violence, and victimization that may best be dealt with in womenonly programs.
Responsibility for care of dependent children
is one of the most important barriers to entering treatment according to a major survey of
public alcohol dependence authorities, treatment programs, and gatekeepers in 39 communities (CSAT 2001). Women who enter
treatment sometimes risk losing public assistance support and custody of their children,
making the decision to begin treatment a difficult one (Blume 1997). Women accompanied
by their children into treatment can be successful in treatment. A CSAT study of 50
grantees in the Residential Women and
Children and Pregnant and Postpartum
Women programs reported that the 6- to 12month treatment program had positive results
according to a number of outcome measures
(CSAT 2001).
Few women-centered or women-only outpatient co-occurring programs have been
described, and most outpatient groups are
mixed gender. However, Comtois and Ries
(1995) concluded that gender-specific special-
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ized programming may make very significant
differences. They found that before specialized programming, women only accounted for
20 percent of group attendance, yet made up
40 percent of census in a large integrated
COD treatment program for those with SMI.
After women-only specialized programming
was developed, the 40 percent census then
accounted for 50 percent of group visits.
Women attendees commented that they did
not feel comfortable in mixed groups, especially in the early phases of treatment, but
felt very differently when they had their own
groups.
It is the responsibility of the program to
address the specific needs of women, and
mixed-gender programs need to be made
more responsive to women’s needs. Women in
mixed-gender outpatient programs require
very careful and appropriate counselor
matching and the availability of specialized
women-only groups to address sensitive issues
such as trauma, parenting, stigma, and selfesteem. Strong administrative policies pertaining to sexual harassment, safety, and language must be clearly stated and upheld.
These same issues occur in residential programs designed for women who have multiple
and complex needs and require a safe environment for stabilization, intensive treatment, and an intensive recovery support
structure. Residential treatment for pregnant
women with co-occurring disorders should
provide integrated co-occurring treatment
and primary medical care, as well as attention to other related problems and disorders.
The needs of women in residential care
depend in part on the severity and complexity
of their co-occurring mental disorders. Other
issues meriting attention include past or present history of domestic violence or sexual
abuse, physical health, and pregnancy or
parental status.
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Substance abuse and mental
health problems in women
While alcohol, marijuana, and cocaine continue to be problems, heroin, methamphetamine,
and new drugs like OxyContin® have gained
popularity among women. In general, drugs of
abuse today are more available and less expensive than in the past. The previously lower rate
of addictions in women compared to men
appears to be vanishing, as the rate of substance abuse among young females has become
almost equivalent to that of young males. For
example, according to SAMHSA’s 2002
National Survey on Drug Use and Health, pastmonth use of methamphetamine reported by
women was 0.2 percent, versus 0.3 percent
reported by men (Office of Applied Studies
2003b).
Women and men have differing coping mechanisms and symptom profiles. As compared to
their male counterparts, women with substance use disorders have more mental disorders (depression, anxiety, eating disorders,
and posttraumatic stress disorder [PTSD])
and lower self-esteem. While women with substance use disorders have more difficulty with
emotional problems, their male counterparts
have more trouble with functioning (e.g.,
work, money, legal problems). See the TIP
Substance Abuse Treatment: Addressing the
Specific Needs of Women (CSAT in development b) for more on the psychological impact
of substance abuse on women.
Treatment for substance abuse in women
should emphasize the importance of relationships, the link between relationships and substance abuse (many women continue to use
with a partner), and the importance of relationships with children as a motivator in
treatment. The stigma attached to females
who abuse substances functions as a barrier
to treatment, as does the lack of provision for
children.
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Pregnancy and co-occurring
disorders
Pregnancy can aggravate or diminish the symptoms of co-occurring mental illness. Worsening
symptoms of mental illness can result from hormonal changes that occur during pregnancy;
lactation; medications given during pregnancy
or delivery; the stresses of pregnancy, labor,
and delivery; and adjusting to and bonding
with a newborn (Grella 1997). Women with cooccurring disorders sometimes avoid early prenatal care, have difficulty complying with
healthcare providers’ instructions, and are
unable to plan for their babies or care for them
when they arrive. According to the literature,
women with anxiety disorders or personality
disorders are at increased risk for postpartum
depression (Grella 1997).
Many pregnant women with co-occurring disorders are distrustful of substance abuse
treatment and mental health service
providers, yet they are in need of multiple
services (Grella 1997). One concern is
whether the mother can care adequately for
her newborn. For her to do so requires family-centered, coordinated efforts from such
caregivers as social workers, child welfare
professionals, and the foster care system.

Issues to address with co-occurring
mental illness
It is particularly important to make careful
treatment plans during pregnancy for women
with mental disorders that include planning for
childbirth and infant care. Women often are
concerned about the effect of their medication
on their fetuses. Treatment programs should
work to maintain medical and mental stability
during the client’s pregnancy and collaborate
with other healthcare providers to ensure that
treatment is coordinated.
When women are parenting, it can often
retrigger their own childhood traumas.
Therefore, providers need to balance growth
and healing with coping and safety. Focusing
on the woman’s interest in and desire to be a
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good mother, the sensitive counselor will be
alert to the inevitable guilt, shame, denial,
and resistance to dealing with these issues, as
the recovering woman increases her awareness of effective parenting skills. Providers
also need to allow for evaluation over time for
women with COD. Reassessments should
occur as mothers progress through treatment.

Pharmacologic
considerations
From a clinical standpoint, before giving any
medications to pregnant women it is of vital
importance that they understand the risks
and benefits of taking these medications and
that they sign informed consent forms verifying that they have received and understand
the information provided to them. Certain
psychoactive medications may be associated
with birth defects, especially in the first
trimester of pregnancy, and weighing potential risk/benefit is important. In most cases, a
sensible direction can be found; however, this
needs expert advice and consideration by a
physician and pharmacist familiar with working with pregnant women with mental disorders. Since pregnant women often present to
treatment in mid to late second trimester and
polydrug use is the norm rather than the
exception (Jones et al. 1999), it is important
first to screen these women for dependence on
the classes of substances that can produce a
life-threatening withdrawal for the mother:
alcohol, benzodiazepines, and barbiturates.
These substances, as well as opioids, can
cause a withdrawal syndrome in the baby,
who may need treatment. Pregnant women
should be made aware of any and all wraparound services to assist them in managing
newborn issues, including food, shelter, medical clinics for innoculations, etc., as well as
programs that can help with developmental or
physical issues the infant may experience as a
result of alcohol/drug exposure. For more on
pharmacologic considerations for pregnant
women, see appendix F.
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Postpartum depression
The term “postpartum depression” encompasses:
•Postpartum or maternity “blues,” which
affects up to 85 percent of new mothers
•Postpartum depression, which affects
between 10 and 15 percent of new mothers
•Postpartum psychosis, which develops following about one per 500–1,000 births, according to some studies (Steiner 1998)
Postpartum “blues” is transient depression
occurring most commonly within 3–10 days
after delivery. There is evidence that the
“blues” are precipitated by progesterone
withdrawal (Harris et al. 1994). Prominent in
its causes are a woman’s emotional letdown
following the excitement and fears of pregnancy and delivery, the discomforts of the
period immediately after giving birth, fatigue
from loss of sleep during labor and while hospitalized, energy expenditure at labor, anxieties about her ability to care for her child at
home, and fears that she may be unattractive
to her partner. Symptoms include weepiness,
insomnia, depression, anxiety, poor concentration, moodiness, and irritability. These
symptoms tend to be mild and transient, and

women usually recover completely with rest
and reassurance. Anticipation and preventive
reassurance throughout pregnancy can prevent postpartum blues from becoming a problem. Women with sleep deprivation should be
assisted in getting proper rest. Followup care
should ensure that the woman is making sufficient progress and not heading toward a
relapse to substance use.
Figure 7-1 lists the criteria for major depressive episode, of which postpartum onset is one
specifier. Not all instances of postpartum
depression meet the criteria for major depressive episode; they may have fewer than five
symptoms.
According to the DSM-IV-TR (APA 2000), for
a depressive episode to be characterized
“with postpartum onset,” it must begin within
4 weeks postpartum. Risk factors for postpartum depression include prior history of nonpostpartum depression or psychological distress during pregnancy, other prepregnancy
mental diagnosis, or family history of mental
disorder (American Psychiatric Association
[APA] 2001; Nielsen Forman et al. 2000;
Steiner 2002; Webster et al. 2000). Prospects
for recovery from postpartum depression are
good with supportive psychological counseling

Figure 7-1
Criteria for Major Depressive Episode
At least five of the following symptoms present during the same 2-week period, representing a change from previous functioning; one of the symptoms is either depressed mood or loss of interest or pleasure:
•Depressed mood most of the day, nearly every day
•Diminished interest or pleasure in activities
•Significant weight loss
•Insomnia or hypersomnia nearly every day
•Psychomotor agitation or retardation nearly every day
•Fatigue or loss of energy
•Feelings of worthlessness or excessive or inappropriate guilt
•Diminished ability to think or concentrate, or indecisiveness
•Recurrent thoughts of death, recurrent suicidal ideation, or a suicide attempt
Source: APA 2000.
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accompanied as needed by pharmacological
therapy (Chabrol et al. 2002; Cohen et al.
2001; O’Hara et al. 2000). Antidepressants,
anxiolytic medications, and even electroconvulsive therapy have all been successful in
treating postpartum depression (Griffiths et
al. 1989; Oates 1989; Varan et al. 1985).
Because some medications pass into breast
milk and can cause infant sedation, it is best
to consult an experienced psychiatrist or
pharmacist for details. Patients with postpartum depression need to be monitored for
thoughts of suicide, infanticide, and progression of psychosis in addition to their response
to treatment.
Postpartum psychosis is a serious mental disorder. Women with this disorder may lose
touch with reality and experience delusions,
hallucinations, and/or disorganized speech or
behavior. Women most likely to be diagnosed
with postpartum psychosis are those with previous diagnoses of bipolar disorder,
schizophrenia, or schizoaffective disorder or
women who had a major depression in the
year preceding the birth (Kumar et al. 1993).
Other studies reviewed by Marks and colleagues (1991) indicate that other risk factors
for postpartum psychosis include previous
depressive illness or postpartum psychosis,
first pregnancy, and family history of mental
illness. Recurrence of postpartum psychosis
in the next pregnancy occurs in 30–50 percent
of women (APA 2000). Peak onset is 10–14
days after delivery but can occur any time
within 6 months. The severity of the symptoms mandates pharmacological treatment in
most cases, and sometimes, hospitalization.
The risk of self-harm and/or harm to the
baby needs to be assessed, and monitoring of
mother–infant pairs by trained personnel can
limit these risks.

Women, trauma, and
violence
It is estimated that between 55 and 99 percent
of women in substance abuse treatment have
had traumatic experiences, typically child-
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hood physical or sexual abuse, domestic violence, or rape. Of these, between 33 and 59
percent have been found to be experiencing
current PTSD; yet, historically, few substance abuse treatment programs assess for,
treat, or educate clients about trauma
(Najavits 2000). This deficiency is a serious
one, given the multiplying consequences of
failure to address this problem. Greater violence leads to more serious substance abuse
and other addictions (e.g., eating disorders,
sexual addiction, and compulsive exercise),
along with higher rates of depression, selfmutilation, and suicidal impulses. Addiction
places women at higher risk of future trauma,
through their associations with dangerous
people and lowered self-protection when using
substances (e.g., going home with a stranger
after drinking).

Models for women’s trauma
recovery
Clearly, effective ways of addressing the trauma-specific needs of women with COD are
essential. Fortunately, a number of models are
emerging, many with data demonstrating their
efficacy. Harris and Fallot have described the
core elements of a trauma-informed addictions
program as follows (2001, p. 63):
•“The program must have a commitment to
teaching explanations that integrate trauma
and substance use.” The authors stress the
need to help clients understand the interaction between trauma and substance use.
They encourage the use of “self-soothing
mechanisms” to help trauma survivors deal
with symptoms such as flashbacks without
resorting to substance use. (See “Grounding”
in the discussion of PTSD, appendix D.)
•“The milieu must promote consumer empowerment and relationship building as well as
healing.” The authors stress the importance
of building strengths, providing an opportunity for caring connections through group
work and informal sharing, and establishing
a milieu that is “warm, friendly, and nurturing.”
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•“Each woman must be encouraged to develop certain crossover skills that are equally
important in recovery from trauma and
chemical dependency.” Examples of such
skills include enhancing self regulation,
limit setting, and building self-trust.

•Seeking Safety offers a manual-based, cognitive–behavioral therapy model consisting
of 25 sessions which has been used in a
number of studies with women who have
substance dependence and co-occurring
PTSD (Najavits 2000, 2002).

•“A series of ancillary services help a woman
to continue her recovery once she leaves a
structured program.” Examples of areas to
be addressed include legal services (e.g.,
child custody issues, childcare issues), safe
housing (e.g., housing that accepts children), and health care (e.g., prenatal care,
gynecology, pediatrics).
•“The program avoids the use of recovery
tactics that are contraindicated for women
recovering from physical and sexual violence.” For many women, these include
shaming, moral inventories, confrontation,
emphasis on a higher power, and intrusive
monitoring. Many practitioners find that
alternatives to the 12-Step model are helpful for some women (Kasl 1992; Women for
Sobriety 1993). On the other hand, many
women have benefited from 12-Step programs. Gender-specific 12-Step meetings
may compensate for the shortcoming of
mixed gender or predominantly male
programs.

•Helping Women Recover: A Program for
Treating Addiction is an integrated program
with a separate version for women in the
criminal justice system. This model integrates theoretical perspectives of substance
abuse and dependence, women’s psychological development, and trauma (Covington
1999).
•The Addiction and Trauma Recovery
Integration Model is designed to assess and
intervene at the body, mind, and spiritual
levels to address key issues linked to trauma and substance abuse experiences (Miller
and Guidry 2001).
•Trauma Adaptive Recovery Group
Education and Therapy (TARGET) aims to
help clients replace their stress responses
with a positive approach to personal and
relational empowerment. TARGET has
been adapted for deaf clients and for those
whose primary language is Spanish or
Dutch (Ford et al. 2000).

While a detailed description of trauma recovery model programs is beyond the scope of this
TIP, readers should be aware that there are a
number of emerging models available for use.
Many are supported by published materials,
such as workbooks with session guides that aid
in implementation. Examples include the following:
•The Trauma Recovery and Empowerment
Model (TREM) is a group approach to healing from the effects of trauma. TREM combines the elements of social skills training,
psychoeducational and psychodynamic
techniques, and emphasizes peer support,
which have proven to be highly effective
approaches with survivors. A 33-session
guide book for clinicians is available
(Harris and Community Connections
Trauma Work Group 1998).
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For more detailed information, including
individual and other models of trauma healing, see the forthcoming TIPs Substance
Abuse Treatment: Addressing the Specific
Needs of Women (CSAT in development b)
and Substance Abuse Treatment and Trauma
(CSAT in development d).

The women, co-occurring
disorders, and violence study
Three SAMHSA Centers—CSAT, CMHS, and
the Center for Substance Abuse Prevention—
collaborated on a nine-site study to develop
systems of care for women with co-occurring
disorders who also were survivors of violence
(www.wcdvs.com) (the study ended in 2003).
Each site was charged with implementing an
intervention that models integrated care and
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conducting a qualitative evaluation of the
methods used. The work clearly underlined
the need for integrated services, the need to
address trauma and violence, and the need to
include children with their mothers in treatment. Two of the the participating sites are
featured below.
The sites also have identified many issues for
children whose mothers had co-occurring disorders. In four of the nine sites in this study,
an additional subset study focused on the
children of women who participated in the
study. The “Cooperative Agreement to Study
Children of Women with Alcohol, Drug Abuse
and Mental Health (ADM) Disorders who
Have Histories of Violence” sought to generate and apply empirical knowledge about the
effectiveness of trauma-informed, culturally
relevant, age-specific intervention models for
children 5 to 10 years of age
(www.wcdvs.com/children). The intervention
was driven by concern for children who experienced stress as a result of witnessing violence and were at risk for a multitude of
problems as they grew older, including COD.

Community Connections
Community Connections is a comprehensive
nonprofit human services agency serving an
urban population in Washington, D.C.
Community Connections was the lead agency
in the District of Columbia Trauma
Collaboration Study (DCTCS), one of nine
sites in the SAMHSA research effort to examine the effectiveness of services for female
trauma survivors with COD. The DCTCS
served more than 150 women in the experimental condition at two agencies in
Washington, D.C. All had histories of sexual
and/or physical abuse and had co-occurring
substance use and mental disorders.
For the past decade, Community Connections
has focused both clinical and research efforts
on the needs of trauma survivors. The agency
has developed trauma-specific services, examined the prevalence and impact of trauma in
the lives of individuals diagnosed with serious
mental disorders, and developed training and
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consultation models addressing trauma. In
the first 2 years of the SAMHSA project,
Community Connections developed a comprehensive, integrated, trauma-focused network
of services. A quasi-experimental research
project that occurred from 2000 to 2003
assessed the impact of the key intervention
components:
1. TREM groups. The TREM group treatment intervention was developed by clinicians at Community Connections with considerable input from consumers. TREM is
a 33-session intervention that uses a psychoeducational focus and skill-building
approach, emphasizes survivor empowerment and peer support, and teaches techniques for self-soothing, boundary maintenance, and current problemsolving. A
more abbreviated version (24 sessions) was
developed for agencies to use in a 3- to 6month time frame. TREM has been published as a fully manualized leader’s guide
(Harris and Community Connections
Trauma Work Group 1998), and in a selfhelp workbook format titled Healing the
Trauma of Abuse (Copeland and Harris
2000).
2. Integrated Trauma Services Teams
(ITSTs). ITSTs provide an integrated,
comprehensive package of services,
include consumer/survivor/recovering persons (C/S/Rs) in central roles, and are
responsive to issues of gender and culture.
Embedded in an integrated network of
programs offering a full range of necessary
support services, ITSTs are composed of
primary clinicians cross-trained in trauma, mental health, and substance abuse
domains. The teams provide services
addressing these domains and the complex
interactions among them simultaneously
and in a closely coordinated way.
3. Collateral Groups. Several additional
trauma-informed groups have been developed for women in the study. These modules are explicitly integrative, addressing
the relationships among trauma, mental
health, and substance abuse concerns.
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Group modules are: Trauma Informed
Addictions Treatment, Parenting Issues,
Spirituality and Trauma Recovery,
Domestic Violence, Trauma Issues
Associated with HIV Infection, and
Introduction to Trauma Issues for Women
on Inpatient or Short-Stay Units.
4. Women’s Support and Empowerment
Center (peer support). Project C/S/Rs
developed and offer a variety of peer-run
services, including a Peer Representative
program providing support, companionship, and advocacy within a women’s peer

center, open 5 days a week to women in
the program.
Data from the DCTCS suggested that this
TREM-based integrative approach was effective in facilitating recovery from substance use
disorders and other mental illness. Pilot data
from four different clinical sites indicate
TREM’s potential benefits in several domains:
mental health symptom reduction, decreased
utilization of intensive services such as inpatient hospitalization and emergency room visits, decreases in high-risk behavior, and
enhanced overall functioning.

Advice to the Counselor:
Treatment Principles and Services for Women With COD
The panel recommends the following treatment principles and services for women.
A report from the National Women’s Resource Center (Finkelstein et al. 1997) reviews the literature on women’s programs and finds that these models have many basic tenets in common. The
overarching principle is that the provision of comprehensive services and treatment needs to be
in accord with the context and needs of women’s daily lives. Recommendations based on the
Center’s review include:
• Identify and build on each woman’s strengths.
• Avoid confrontational approaches (or, as has been stated previously, supportive interventions are
preferred to confrontational interventions for persons with COD, especially in the early stages of
treatment).
• Teach coping strategies, based on a woman’s experiences, with a willingness to explore the
woman’s individual appraisals of stressful situations.
• Arrange to meet the daily needs of women, such as childcare and transportation.
• Have a strong female presence on staff.
• Promote bonding among women.
In addition, the consensus panel adds the following advice:
• Offer program components that help women reduce the stress associated with parenting, and
teach parenting skills.
• Develop programs for both women and children.
• Provide interventions that focus on trauma and abuse.
• Foster family reintegration and build positive ties with the extended/kinship family.
• Build healthy support networks with shared family goals.
• Make prevention and emotional support programs available for children.
Source: Adapted from Finkelstein et al. 1997.
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The Triad Women’s Project: A Cooperative Agreement
Network
Overview
The Triad Women’s Project was developed in 1998 with funds from a SAMHSA collaborative grant on Women,
Co-Occurring Disorders, and Violence. The project was designed to provide integrated services for women with
histories of trauma and abuse who have COD. Clients were frequent users of mental health and substance abuse
treatment services in a semirural area of Florida that spans three counties. Services in the area previously had
been delivered by different agencies in a nonintegrated system.
Clients
The program served up to 175 women, many of whom were mandated to treatment by the court.
Services
The three main service components were
•Triad Specialists. The Triad Specialists who provided case management services were located in and funded by their respective mental health or substance abuse treatment programs. They were cross-trained in
mental health, substance abuse, and trauma/violence/abuse issues. (A cross-training package was developed on a video that features 16 hours of instruction.) The Triad Specialists met regularly to share information and resources. Caseloads were restricted to 25 clients, all of whom had histories of abuse and were
diagnosed with COD. The Triad Specialist became a woman’s case manager at the client’s entrance into
the “gateway” agency. The specialist continued to work with her even if she used other services.
•Triad Women’s Group. This component was developed to assist triply diagnosed women with their substance abuse, mental health, and trauma issues. This integrated intervention was designed as a 16-week
therapy group, employing a manualized skill development curriculum that could be used in outpatient or
residential settings.
•Peer Support Group. The peer support group, called Women of Wisdom, was run by consumers/survivors
and served both as a support group for women in treatment and as a continuing support group for those
who had left. The groups were based on a 12-Step model for trauma survivors, but addressed substance
abuse and mental health recovery issues. They met in community settings and were open to all women in
the community.
Preliminary Empirical Evidence
A formal evaluation of the project began in October 2000. Data have shown reductions in mental disorder
symptoms, reductions in symptoms related to child sexual abuse, and improvements in “approach or active”
coping responses related to substance abuse recovery (as measured by the Coping Responses Inventory
[Moos 1993]) as a result of the group intervention.

The Triad Women’s Project
This project, featured in the text box above,
has found, consistent with the Diagnostic and
Statistical Manual of Mental Disorders, 4th
edition, that the prevalence of depression and
anxiety disorders, especially PTSD, is higher
among women than men, and that the incidence of borderline personality disorder also
is higher (APA 2000).
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Need for increased empirical
information
Knowledge about, and understanding of,
women with COD needs to be expanded, particularly for those women who experience
SMI. The knowledge base should include
accurate information on the rates of incidence
of COD among women who have SMI, their
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profiles, and their use of services. In addition, COD outcome studies need to focus on
gender differences to further improve treatment protocols for women. Research efforts
should address the following questions:
•Medication—Do the problems that women in
general have with prescribed psychoactive
medication (e.g., concerns about weight gain
affecting adherence) hold for women with
COD, especially those who have SMI?
•HIV/AIDS risk—Is the current popularity
of heroin or methamphetamine translating
to increased HIV/AIDS in this subpopulation of women? Are there increasing rates of
transmission of HIV/AIDS among females
who abuse substances?
•Populations—What differences exist among
different populations (e.g. women, teens,
lesbian/gay/bisexual, rural, older adults)?
•Drug use—Is the current decline in crack
cocaine use reflected in the drug habits of
these women?
•Networks—Do social networks of women
with COD support recovery, or do they trigger relapse?
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•Trauma—Does the severity of mental illness
affect the experience of trauma, violence,
and victimization? What are the effects of
trauma, violence, and abuse on the course
of treatment for women with COD?
•Systems—Do existing models meet the complicated service needs of women with COD?
Do these models achieve effective linkages
with supports based in the community? Do
these structures support women with SMI?
•Community connections—How are linkages
established and maintained?
•Treatment—What treatment components
are effective for women with COD, particularly those who have severe mental disorders?
•Outcomes—Are various treatments differentially effective for women? How do existing strategies and models for the treatment
of COD need to be modified to produce the
best outcomes for women? (Adapted from
Alexander 1996)
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In This
Chapter…
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and Anxiety
Disorders
Schizophrenia and
Other Psychotic
Disorders
Attention-Deficit/
Hyperactivity
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Posttraumatic
Stress Disorder
(PTSD)
Eating Disorders
Pathological
Gambling
Conclusion

8 A Brief Overview of
Specific Mental
Disorders and CrossCutting Issues
Overview
This chapter provides a brief overview for working with substance
abuse treatment clients who also have specific mental disorders. It is
presented in concise form so that the counselor can refer to this one
chapter to obtain basic information. Appendix D contains more indepth information on suicidality, nicotine dependence, and each of the
disorders addressed in this chapter. The material included is not a
complete review of all disorders in the Diagnostic and Statistical
Manual of Mental Disorders, 4th edition (DSM-IV), but updates the
material from TIP 9 (Center for Substance Abuse Treatment 1994a)
(i.e., personality disorders, mood disorders, anxiety disorders, and
psychotic disorders), adding other mental disorders with special relevance to co-occurring disorders (COD) not covered in TIP 9 (i.e.,
attention deficit/hyperactivity disorder, posttraumatic stress disorder,
eating disorders, and pathological gambling). The consensus panel
acknowledges that people with COD may have multiple combinations
of the various mental disorders presented in this chapter (e.g., a person with a substance use disorder, schizophrenia, and a pathological
gambling problem). However, for purposes of clarity and brevity the
panel chose to focus the discussion on the main disorders and not
explore the multitude of possible combinations.
The chapter begins with a brief description of cross-cutting issues—
suicidality and nicotine dependency. While suicidality is not a DSM-IV
diagnosed mental disorder per se, it is a high-risk behavior associated
with COD. Nicotine dependency is recognized as a disorder in DSMIV, and as such a client with nicotine dependency and a mental disorder could be considered to have a co-occurring disorder. Though this
is the case, an important difference between tobacco addiction and
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other addictions is that tobacco’s chief effects
are medical rather than behavioral, and, as
such, it is not conceptualized and presented
as a typical co-occurring addiction disorder.
However, because of the high proportion of
the COD population addicted to nicotine, as
well as the devastating health consequences of
tobacco use, nicotine dependency is treated as
an important cross-cutting issue for people
with substance use disorders and mental illness.
The discussions of suicidality and nicotine
dependency highlight key information counselors should know about that disorder in
combination with substance abuse. This section offers factual information (e.g., prevalence data), commonly agreed-upon clinical
practices, and other general information that
may be best characterized as “working formulations.”
A brief description of selected disorders and
their diagnostic criteria follows. This material
has been extracted from DSM-IV-TR (Text
Revision, American Psychiatric Association
[APA] 2000) and highlights the descriptive
features, diagnostic features, and symptom
clusters of each mental disorder. The consensus panel elected to take this material directly
from DSM-IV-TR to provide easy access to
the material that is not typically available in
the substance abuse treatment field. Use of a
specialized dictionary that includes terminology related to mental disorders may be needed to understand terms in the quoted material
from DSM-IV-TR, though the main features
of each disorder should still be clear.
Because of the greater availability of case histories from the mental health literature, the
illustrative material in the next section has a
greater emphasis on the mental disorder.
Wherever possible case histories were selected
to illustrate the interaction of the mental and
substance use disorders. Finally, each section
contains an Advice to the Counselor box.
The consensus panel recognizes that no one
chapter can replace the comprehensive train-
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ing necessary for diagnosing and treating
clients with specific mental disorders cooccurring with substance use disorders and
that the Advice to the Counselor understates
the complexity involved in treating clients
with these disorders. The Advice to the
Counselor boxes are designed to distill for the
counselor the main actions and approaches
that they can take in working with substance
abuse treatment clients who have the specific
mental disorder being discussed (see the table
of contents for a full listing of these boxes
throughout the TIP).
The consensus panel also recognizes the chapter cannot possibly cover each mental disorder exhaustively and that addiction counselors are not expected to diagnose mental
disorders. The limited goals of the panel in
providing this material are to increase substance abuse treatment counselors’ familiarity
with mental disorders terminology and criteria, as well as to provide advice on how to
proceed with clients who demonstrate these
disorders. It is also the purpose of this chapter and appendix D to stimulate further work
in this area and to make this research accessible to the addiction field.

Cross-Cutting Issues
Suicidality
Suicidality is not a mental disorder in and of
itself, but rather a high-risk behavior associated with COD, especially (though not limited
to) serious mood disorders. Research shows
that most people who kill themselves have a
diagnosable mental or substance use disorder
or both, and that the majority of them have
depressive illness. Studies indicate that the
most promising way to prevent suicide and
suicidal behavior is through the early recognition and treatment of substance abuse and
mental illnesses. This is especially true of
clients who have serious depression (U.S.
Public Health Service 1999). Substanceinduced or exacerbated suicidal ideations,
intentions, and behaviors are an ever-present
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possible complication of substance use disorders, especially
for clients with co-occurring
mental disorders.
The topic of suicidality is critical
for substance abuse treatment
counselors working with clients
with COD. Substance use disorders alone increase suicidality,
while the added presence of some
mental disorders doubles an
already heightened risk.
Counselors should be aware that
the risk of suicide is greatest
when relapse occurs after a substantial period of abstinence—
especially if there is concurrent
financial or psychosocial loss.
Every agency that offers counseling for substance abuse also
must have a clear protocol in
place that addresses the recognition and treatment (or referral)
of persons who may be suicidal.

What counselors
should know about
suicide and
substance abuse

Advice to the Counselor:
Counseling a Client Who Is Suicidal
• Screen for suicidal thoughts or plans with anyone who
makes suicidal references, appears seriously depressed, or
who has a history of suicide attempts. Treat all suicide
threats with seriousness.
• Assess the client’s risk of self-harm by asking about what
is wrong, why now, whether specific plans have been
made to commit suicide, past attempts, current feelings,
and protective factors. (See the discussion of suicidality in
appendix D for a model risk assessment protocol.)
• Develop a safety and risk management process with the
client that involves a commitment on the client’s part to
follow advice, remove the means to commit suicide (e.g.,
a gun), and agree to seek help and treatment. Avoid sole
reliance on “no suicide contracts.”
• Assess the client’s risk of harm to others.
• Provide availability of contact 24 hours per day until psychiatric referral can be realized. Refer those clients with
a serious plan, previous attempt, or serious mental illness
for psychiatric intervention or obtain the assistance of a
psychiatric consultant for the management of these
clients.
• Monitor and develop strategies to ensure medication
adherence.
• Develop long-term recovery plans to treat substance
abuse.
• Review all such situations with the supervisor and/or
treatment team members.
• Document thoroughly all client reports and counselor
suggestions.

Counselors should be aware of the
following facts about the association between suicide and substance abuse:
•Abuse of alcohol or drugs is a
major risk factor in suicide, both for people
with COD and for the general population.
•Alcohol abuse is associated with 25 to 50 percent of suicides. Between 5 and 27 percent of
all deaths of people who abuse alcohol are
caused by suicide, with the lifetime risk for
suicide among people who abuse alcohol estimated to be 15 percent.
•There is a particularly strong relationship
between substance abuse and suicide among
young people.

•Comorbidity of alcoholism and depression
increases suicide risk.
•The association between alcohol use and suicide also may relate to the capacity of alcohol
to remove inhibitions, leading to poor judgment, mood instability, and impulsiveness.
•Substance intoxication is associated with
increased violence, both toward others and
self.
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Case study: counseling a substance abuse treatment
client who is suicidal
Beth M., an American-Indian woman, comes
to the substance abuse treatment center complaining that drinking too much causes problems for her. She has tried to stop drinking
before but always relapses. The counselor
finds that she is not sleeping, has been eating
poorly, and has been calling in sick to work.
She spends much of the day crying and thinking of how alcohol,
which has cost her
her latest signifiCounselors
cant relationship,
has ruined her life.
She also has been
always should
taking painkillers
for a recurring
ask if the client
back problem,
which has added to
has been
her problems. The
counselor tells her
thinking of
about a group
therapy opportunisuicide, whether
ty at the center
that seems right for
or not the client
her, tells her how
to register, and
mentions
makes arrangements for some
individual counseldepression.
ing to set her on
the right path. The
counselor tells her
she has done the
right thing by coming in for help and gives
her encouragement about her ability to stop
drinking.
Beth M. does not arrive for her next appointment, and when the counselor calls home, he
learns from her roommate that Beth made an
attempt on her life after leaving the substance
abuse treatment center. She took an overdose
of opioids (painkillers) and is recovering in
the hospital. The emergency room staff found
that Beth M. was under the influence of alcohol when she took the opioids.
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Discussion: Although Beth M. provided
information that showed she was depressed,
the counselor did not explore the possibility
of suicidal thinking. Counselors always
should ask if the client has been thinking of
suicide, whether or not the client mentions
depression. An American-Indian client, in
particular, may not answer a very direct
question, or may hint at something darker
without mentioning it directly. Interpreting
the client’s response requires sensitivity on
the part of the counselor. It is important to
realize that such questions do not increase the
likelihood of suicide. Clients who, in fact, are
contemplating suicide are more likely to feel
relieved that the subject has now been
brought into the light and can be addressed
with help from someone who cares.
It is important to note that the client reports
taking alcohol and pain medications. Alcohol
impairs judgment and, like pain medications,
depresses brain and body functions. The
combination of substances increases the risk
of suicide or accidental overdose. Readers are
encouraged to think through this case and
apply the assessment strategy included in the
discussion of suicidality in appendix D, imagining what kind of answers the counselor
might have received. Then, readers could
consider interventions and referrals that
would have been possible in their treatment
settings.

Nicotine Dependence
In 2003 an estimated 29.8 percent of the general population aged 12 or older report current (past month) use of a tobacco product
(National Survey on Drug Use and Health
2003c). The latest report of the Surgeon
General on the Health Consequences of
Smoking (U.S. Public Health Service Office
of the Surgeon General 2004) provides a
startling picture of the damage caused by
tobacco. Tobacco smoking injures almost
every organ in the body, causes many diseases, reduces health in general, and leads to
reduced life span and death. Tobacco dependence also has serious consequences to non-
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smokers through environmental tobacco
smoke (secondhand smoke) and the negative
effects on unborn children. Fortunately quitting smoking has immediate as well as longterm benefits (U.S. Public Health Service
Office of the Surgeon General 2004).
Evidence suggests that people with mental disorders and/or dependency on other drugs are
more likely to have a tobacco addiction. In
fact, most people with a mental illness or
another addiction are tobacco dependent—
about 50 to 95 percent, depending on the subgroup (Anthony and Echeagaray-Wagner
2000; Centers for Disease Control and
Prevention 2001; National Institute on Drug
Abuse 1999a; Richter 2001; Stark and
Campbell 1993b). Smokers with mental disorders consume nearly half of all the cigarettes
sold in the United States (Lasser et al. 2000).
A study of individuals doing well in recovery
from alcohol dependence found that those
who smoked lived 12 fewer years because of
their tobacco dependence and the quality of
their lives was affected by other tobaccocaused medical illnesses (Hurt et al. 1996).
There is increasing recognition of the importance of integrating tobacco dependence
treatment and management into mental health
services and addiction treatment settings.
Although tobacco dependence treatment
works for smokers with mental illness and
other addictions, only recently have clinicians
been given training to address this serious
public health and addiction treatment concern. It is increasingly recognized that all
clients deserve access to effective treatments
for tobacco addiction, and that smokers and
their families should be educated about the
considerable risks of smoking as well as the
benefits of tobacco dependence treatment. All
current tobacco dependence clinical practice
guidelines strongly recommend addressing
tobacco during any clinical contact with
smokers and suggest the use of one or more of
the six Food and Drug Administration (FDA)approved medications as first-line treatments
(e.g., bupropion SR/zyban and the nicotine

patch, gum, nasal spray, inhaler, and
lozenge).
Tobacco use and dependence should be
assessed and documented in all clinical baseline assessments, treatment plans, and treatment efforts. A motivation-based treatment
model allows for a wider range of treatment
goals and interventions that match the
patient’s motivation to change. Like other
addictions, tobacco dependence is a chronic
disease that may require multiple treatment
attempts for many individuals and there is a
range of effective clinical interventions,
including medications, patient/family education, and stage-based psychosocial treatments. Recent evidence-based treatment
guidelines have been published for the management of tobacco dependence and this
information can be a primary guide for
addressing tobacco. Few recognize how ignoring tobacco perpetuates the stigma associated
with mental illness and addiction when some
ask, “Why should tobacco be addressed in
mental health or addiction settings?” or
“Other than increased morbidity and mortality, why should we encourage and help this
group to quit?” or “What else are they going
to do if they cannot smoke?”

What counselors should
know about nicotine
dependence
•Tobacco dependence is common in clients
with other substance use disorders and mental illnesses.
•Like patients in primary care settings,
clients in mental health services and addiction treatment settings should be screened
for tobacco use and encouraged to quit.
•The U.S. Public Health Service Guidelines
encourage the use of the “5 A’s” (Ask,
Advise, Assess, Assist, Arrange Followup)
as an easy road map to guide clinicians to
help their patients who smoke:
– Ask about tobacco use and document in
chart.
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– Advise to quit in a clear, strong, and
personal message.
– Assess willingness to make a quit
attempt and consider motivational interventions for the lower motivated and
assist those ready to quit.
– Assist in a quit attempt by providing
practical counseling, setting a quit date,
helping them to anticipate the challenges
they will face, recommending the use of
tobacco dependence treatment medications, and discussing options for psychosocial treatment, including individual, group, telephone, and Internet counseling options.
– Arrange followup to enhance motivation, support success, manage relapses,
and assess medication use and the need
for more intensive treatment if necessary.
•Assessment of tobacco use includes assessing
the amount and type of tobacco products
used (cigarettes, cigars, chew, snuff, etc.),
current motivation to quit, prior quit
attempts (what treatment, how long abstinent, and why relapsed), withdrawal symptoms, common triggers, social supports and
barriers, and preference for treatment.
•Behavioral health professionals already
have many of the skills necessary to provide
tobacco dependence psychosocial interventions.
•Smokers with mental illness and/or another
addiction can quit with basic tobacco
dependence treatment, but may also
require motivational interventions and
treatment approaches that integrate medications and psychosocial treatments.
•Tobacco treatment is cost-effective, feasible,
and draws on principles of addictions and
co-occurring disorders treatment.
•The current U.S. Clinical Practice
Guidelines indicate that all patients trying
to quit smoking should use first-line phar-
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macotherapy, except in cases where there
may be contraindications (Fiore 2000).
•Currently there are six FDA-approved
treatments for tobacco dependence treatment: bupropion SR and five Nicotine
Replacement Treatments (NRTs): nicotine
polacrilex (gum), nicotine transdermal
patch, nicotine inhaler, nicotine nasal
spray, and nicotine lozenge.
•Tobacco treatment medications are effective
even in the absence of psychosocial treatments, but adding psychosocial treatments
to medications enhances outcomes by at
least 50 percent.
•Specific coping skills should be addressed to
help smokers with mental or substance use
disorders to cope with cravings associated
with smoking cues in treatment settings
where smoking is likely to be ubiquitous.
•When clients with serious mental illnesses
attempt to quit smoking, watch for changes
in mental status, medication side effects,
and the need to lower some psychiatric
medication dosages due to tobacco smoke
interaction.

Program-level changes
As with other COD, the most effective strategies to address tobacco include both enhancing clinician skills and making program and
system changes. Effective steps for addressing
tobacco at the treatment program level are
listed in an outline in the text box on page
219. These steps have been developed at the
University of Medicine and Dentistry of New
Jersey Tobacco Program and used effectively
to address tobacco in hundreds of mental
health and addiction treatment settings
(Ziedonis and Williams 2003a). The necessary
steps include developing comprehensive
tobacco dependence assessments; providing
treatment, patient education, and continuing
care planning; making self-help groups such
as Nicotine Anonymous available to clients
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Steps for Addressing Tobacco Within Treatment Programs
1. Acknowledge the challenge.
2.
3.
4.
5.
6.
7.

Establish a leadership group and commit to change.
Create a change plan and implementation timeline.
Start with easy system changes.
Assess and document in charts nicotine use, dependence, and prior treatments.
Incorporate tobacco issues into client education curriculum.
Provide medications for nicotine dependence treatment and required abstinence.

8. Conduct staff training.
9. Provide treatment and recovery assistance for interested nicotine-dependent staff.
10. Integrate motivation-based treatments throughout the system.
11. Develop addressing tobacco policies that are site specific.
12. Establish ongoing communication with 12-Step recovery groups, professional colleagues, and referral
sources about system changes.
Source: Ziedonis et al. 2003.
and their families; providing nicotine dependence treatment to interested staff; and making policy changes related to tobacco. Such
changes should include documentation forms
in clinical charts that contain more tobacco
related questions, labeling smoker’s charts,
not referring to breaks in the program’s
schedule as “smoking breaks,” forbidding
staff and patients to smoke together, providing patient education brochures, and providing NRT for all clients in smoke-free residential treatment settings (Ziedonis and Williams
2003a).

Case study: addressing tobacco in an individual with
panic disorder and alcohol
dependence
Tammy T. is a 47-year-old widow who has
been treated in a substance abuse outpatient
program for co-occurring alcohol dependence
and panic disorder. She is about 9 months
abstinent from alcohol and states that she is
now ready to address her tobacco addiction.
When she first entered treatment she was not
ready to quit tobacco. Her substance abuse

counselor recognized her ambivalence and
implemented some motivational interventions
and followup on this topic over the course of
the 9 months of her initial recovery. This persistence was perceived as expressing empathy
and concern, and Tammy T. eventually recognized the need to quit smoking as part of a
long-term recovery plan. She was now ready
to set a quit date.
Tammy T. started smoking at age 17. Her
only period of abstinence was during her
pregnancy. She quickly resumed smoking
after giving birth. She cut back from 30
cigarettes per day (1.5 packs) to 20 cigarettes
per day (1 pack) in the last year but has been
unable to quit completely. She lives with her
brother, who also smokes. Her panic disorder
is well controlled by sertraline (Zoloft), and
she sees a counselor monthly and a psychiatrist four times a year for medication management. She works full time in a medical office
as an office manager and must leave the
building to smoke during work hours. Tammy
T. drank alcohol heavily for many years, consuming up to 10 beers 3 to 5 times per week
until about 1 year ago. At the advice of her
physician, who initiated treatment for panic
attacks, she was able to quit using alcohol
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completely. She was encouraged by her success in stopping drinking, but has been discouraged about continuing to smoke.
In creating a quit plan for Tammy T., it was
important for the counselor to determine
what supports she has available to help her to
quit. Encouraging her brother to quit at the
same time was seen as a useful strategy, as it
would help to remove smoking from the home
environment. Tammy T. was willing to attend
a 10-week group treatment intervention to get
additional support, education, and assistance
with quitting. Some clients may desire individual treatment that is integrated into their
ongoing mental health or addiction treatment,
or the use of a telephone counseling service
might be explored since it is convenient and is
becoming more widely available. In discussing
medication options, Tammy T. indicated that
she was willing to use the nicotine inhaler.
Medication education enhanced compliance
with the product and increased its effectiveness. She was encouraged to set a quit date
and to use nicotine replacement starting at
the quit date and in an adequate dose.
Tammy T. was taking sertraline for her panic
disorder (a selective serotonin reuptake
inhibitor [SSRI]) and therefore another medication option might be to add bupropion SR
(not an SSRI) to her current medications for
a period of 12 weeks, specifically to address
smoking if another quit attempt is needed in
the future. If she had not been successful in
this attempt, it would have been important to
motivate her for future quit attempts and
consider increasing the dose and/or duration
of the medication or psychosocial treatment.
In this case the group treatment, 6 months of
NRT inhaler, and eliciting her brother’s
agreement to refrain from smoking in the
house resulted in a successful quit attempt, as
well as continued success in her recovery
from co-occurring panic disorder and alcohol
dependence.

Personality Disorders
These are the disorders seen most commonly by
addiction counselors and in quadrant II substance abuse treatment settings.
Personality disorders (PDs) are rigid, inflexible, and maladaptive behavior patterns of
sufficient severity to cause internal distress or
significant impairment in functioning. PDs
are enduring and persistent styles of behavior
and thought, rather than rare or unusual
events in someone’s life. Furthermore, rather
than showing these thoughts and behaviors in
response to a particular set of circumstances
or particular stressors, people with PDs
carry with them these destructive patterns of
thinking, feeling, and behaving as their way
of being and interacting with the world and
others.
Those who have PDs tend to have difficulty
forming a genuinely positive therapeutic
alliance. They tend to frame reality in terms
of their own needs and perceptions and not to
understand the perspectives of others. Also,
most clients with PDs tend to be limited in
terms of their ability to receive, accept, or
benefit from corrective feedback.
A further difficulty is the strong countertransference clinicians can have in working
with these clients, who are adept at “pulling
others’ chains” in a variety of ways. Specific
concerns will, however, vary according to the
specific PD and other individual circumstances.

Borderline Personality
Disorder
What counselors should
know about substance abuse
and borderline personality
disorders
The essential feature of borderline personality
disorder (BPD) is a pervasive pattern of instability of interpersonal relationships, self-image,
and affects, along with marked impulsivity,
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Diagnostic Features of Personality Disorders
The essential feature of a personality disorder is an enduring pattern of inner experience and behavior that
deviates markedly from the expectations of the individual’s culture and is manifested in at least two of the
following areas: cognition, affectivity, interpersonal functioning, or impulse control (Criterion A). This
enduring pattern is inflexible and pervasive across a broad range of personal and social situations
(Criterion B) and leads to clinically significant distress or impairment in social, occupational, or other
important areas of functioning (Criterion C). The pattern is stable and of long duration, and its onset can
be traced back at least to adolescence or early adulthood (Criterion D). The pattern is not better accounted
for as a manifestation or consequence of another mental disorder (Criterion E) and is not due to the direct
physiological effects of a substance (e.g., a drug of abuse, a medication, exposure to a toxin) or a general
medical condition (e.g., head trauma) (Criterion F).

General diagnostic criteria for a personality disorder
A. An enduring pattern of inner experience and behavior that deviates markedly from the expectations of the
individual’s culture. This pattern is manifested in two (or more) of the following areas:
(1) Cognition (i.e., ways of perceiving and interpreting self, other people, and events)
(2) Affectivity (i.e., the range, intensity, lability, and appropriateness of emotional response)
(3) Interpersonal functioning
(4) Impulse control
B. The enduring pattern is inflexible and pervasive across a broad range of personal and social situations.
C. The enduring pattern leads to clinically significant distress or impairment in social, occupational, or other
important areas of functioning.
D. The pattern is stable and of long duration, and its onset can be traced back at least to adolescence or early
adulthood.
E. The enduring pattern is not better accounted for as a manifestation or consequence of another mental disorder.
F. The enduring pattern is not due to the direct physiological effects of a substance (e.g., a drug of abuse, a
medication) or a general medical condition (e.g., head trauma).
that begins by early adulthood and is present
in a variety of contexts. Counselors should be
aware that
•People with BPD may use drugs in a variety
of ways and settings.
•At the beginning of a crisis episode, a client
with this disorder might take a drink or a different drug in an attempt to quell the growing
sense of tension or loss of control.
•People with BPD may well use the same
drugs of choice, route of administration, and
frequency as the individuals with whom they
are interacting.

•People with BPD often use substances in
idiosyncratic and unpredictable patterns.
•Polydrug use is common, which may involve
alcohol and other sedative-hypnotics taken
for self-medication.
•Individuals with BPD often are skilled in
seeking multiple sources of medication that
they favor, such as benzodiazepines. Once
they are prescribed this medication in a mental health system, they may demand to be
continued on the medication to avoid dangerous withdrawal.
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Case Study: Counseling a
Substance Abuse Treatment
Client With Borderline
Personality Disorder
Ming L., an Asian female, was 32 years old
when she was taken by ambulance to the local
hospital’s emergency room. Ming L. had
taken 80 Tylenol capsules and an unknown
amount of Ativan in a suicide attempt. Once
medically stable, Ming L. was evaluated by
the hospital’s social worker to determine her
clinical needs.
The social worker asked Ming L. about her
family of origin. Ming L. gave a cold stare
and said, “I don’t talk about that.” Asked if
she had ever been sexually abused, Ming L.
replied, “I don’t remember.” Ming L.
acknowledged previous suicide attempts as
well as a history of cutting her arm with a
razor blade during stressful episodes. She
reported that the cutting “helps the pain.”
Ming L. denied having “a problem” with substances but admitted taking “medication” and
“drinking socially.” A review of Ming L.’s

medications revealed the use of Ativan “when
I need it.” It soon became clear that Ming L.
was using a variety of benzodiazepines (antianxiety medications) prescribed by several
doctors and probably was taking a daily dose
indicative of serious dependence. She reported using alcohol “on weekends with friends”
but was vague about the amount. Ming L. did
acknowledge that before her suicide attempts,
she drank alone in her apartment. This last
suicide attempt was a response to a breakup
with her boyfriend. Ming L.’s insurance company is pushing for immediate discharge and
has referred her to the substance abuse treatment counselor to “address the addictions
problem.”
The counselor reads through notes from an
evaluating psychiatrist and reviews the social
worker’s report of his interview with Ming.
She notes that the psychiatrist describes the
client as having a severe borderline personality disorder, major recurrent depression, and
dependence on both benzodiazepines and
alcohol. The counselor advises the insurance
company that unless the client’s co-occurring
disorders also are addressed, there is little
that substance abuse treatment
counseling will be able to accomplish.

Advice to the Counselor:
Counseling a Client With Borderline
Personality Disorder

• Anticipate that client progress will be slow and uneven.
• Assess the risk of self-harm by asking about what is
wrong, why now, whether the client has specific plans
for suicide, past attempts, current feelings, and protective factors. (See the discussion of suicidality in appendix
D for a risk assessment protocol.)
• Maintain a positive but neutral professional relationship,
avoid overinvolvement in the client’s perceptions, and
monitor the counseling process frequently with supervisors and colleagues.
• Set clear boundaries and expectations regarding limits
and requirements in roles and behavior.
• Assist the client in developing skills (e.g., deep breathing,
meditation, cognitive restructuring) to manage negative
memories and emotions.

222

Discussion: While it is important not to refuse treatment for
clients with co-occurring disorders, it is also important to
know the limits of what a substance abuse treatment counselor or agency can and cannot
do realistically. A client with
problems this serious is unlikely
to do well in standard substance
abuse treatment unless she also
is enrolled in a program qualified to provide treatment to
clients with borderline personality disorders, and preferably in
a program that offers treatment
designed specially for this disorder such as Dialectical Behavior
Therapy (Linehan et al. 1999)
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Diagnostic Features of Borderline Personality Disorder
The essential feature of borderline personality disorder is a pervasive pattern of instability of interpersonal
relationships, self-image, and affects, along with marked impulsivity that begins by early adulthood and is
present in a variety of contexts. Individuals with borderline personality disorder make frantic efforts to
avoid real or imagined abandonment (Criterion 1). Individuals with borderline personality disorder have a
pattern of unstable and intense relationships (Criterion 2). There may be an identity disturbance characterized by markedly and persistently unstable self-image or sense of self (Criterion 3). Individuals with this disorder display impulsivity in at least two areas that are potentially self-damaging (Criterion 4). Individuals
with borderline personality disorder display recurrent suicidal behavior, gestures, or threats, or self-mutilating behavior (Criterion 5). Individuals with borderline personality disorder may display affective instability that is due to a marked reactivity of mood (e.g., intense episodic dysphoria, irritability, or anxiety
usually lasting a few hours and only rarely more than a few days) (Criterion 6). Individuals with borderline
personality disorder may be troubled by chronic feelings of emptiness (Criterion 7). Individuals with borderline personality disorder frequently express inappropriate, intense anger or have difficulty controlling
their anger (Criterion 8). During periods of extreme stress, transient paranoid ideation or dissociative
symptoms (e.g., depersonalization) may occur (Criterion 9), but these are generally of insufficient severity
or duration to warrant an additional
diagnosis.

Diagnostic criteria for borderline personality disorder
A pervasive pattern of instability of interpersonal relationships, self-image, and affects, and marked impulsivity
beginning by early adulthood and present in a variety of contexts, as indicated by five (or more) of the following:
(1) Frantic efforts to avoid real or imagined abandonment. Note: Do not include suicidal or self-mutilating
behavior covered in Criterion 5.
(2) A pattern of unstable and intense interpersonal relationships characterized by alternating between
extremes of idealization and devaluation.
(3) Identity disturbance: markedly and persistently unstable self-image or sense of self.
(4) Impulsivity in at least two areas that are potentially self-damaging (e.g., spending, sex, substance abuse,
reckless driving, binge eating). Note: Do not include suicidal or self-mutilating behavior covered in
Criterion 5.
(5) Recurrent suicidal behavior, gestures, or threats, or self-mutilating behavior.
(6) Affective instability due to a marked reactivity of mood (e.g., intense episodic dysphoria, irritability, or
anxiety usually lasting a few hours and only rarely more than a few days).
(7) Chronic feelings of emptiness.
(8) Inappropriate, intense anger or difficulty controlling anger (e.g., frequent displays of temper, constant
anger, recurrent physical fights).
(9) Transient, stress-related paranoid ideation or severe dissociative symptoms.
Source: Reprinted with permission from DSM-IV-TR (APA 2000, pp. 706–708, 710)
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(although substance abuse treatment programs are increasingly developing their
capacities to address specialized mental disorders). She is likely to need complicated detoxification either on an inpatient basis or in a
long-term outpatient program that knows how
to enclose the kinds of behavioral chaos that
borderline clients often experience.

Antisocial Personality
Disorder
The two essential features of antisocial personality disorder (APD) are: (1) a pervasive disregard for and violation of the rights of others,
and (2) an inability to form meaningful interpersonal relationships.

What counselors should
know about substance abuse
and APD
The prevalence of antisocial personality disorder and substance abuse is high:
•Much of substance abuse treatment is particularly targeted to those with APD, and substance abuse treatment alone has been particularly effective for these disorders.
•The majority of people with substance use
disorders are not sociopathic except as a
result of their addiction.
•Most people diagnosed as having APD are not
true psychopaths—that is, predators who use
manipulation, intimidation, and violence to
control others and to satisfy their own needs.
•Many people with APD use substances in a
polydrug pattern involving alcohol, marijuana, heroin, cocaine, and methamphetamine.
•People with APD may be excited by the illegal drug culture and may have considerable
pride in their ability to thrive in the face of
the dangers of that culture. They often are in
trouble with the law. Those who are more
effective may limit themselves to exploitative
or manipulative behaviors that do not make
them as vulnerable to criminal sanctions.
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Case study: counseling a
substance abuse treatment
client with antisocial
personality disorder
Mark R., a Hispanic/Latino male, was 27 years
old when he was arrested for driving while
intoxicated. Mark R. presented himself to the
court counselor for evaluation of the possible
need for substance abuse treatment. Mark R.
was on time for the appointment and was
slightly irritated at having to wait 20 minutes
due to the counselor’s schedule. Mark R. was
wearing a suit (which had seen better days) and
was trying to present himself in a positive light.
Mark R. denied any “problems with alcohol”
and reported having “smoked some pot as a
kid.” He denied any history of suicidal thinking or behavior except for a short period following his arrest. He acknowledged that he
did have a “bit of a temper” and that he took
pride in the ability to “kick ass and take
names” when the situation required. Mark R.
denied any childhood trauma and described
his mother as a “saint.” He described his
father as “a real jerk” and refused to give
any other information.
In describing the situation that preceded his
arrest, Mark R. tended to see himself as the
victim, using statements such as “The bartender should not have let me drink so
much,” “I wasn’t driving that bad,” and
“The cop had it in for me.” Mark R. tended
to minimize his own responsibility throughout
the interview. Mark R. had been married
once but only briefly. His only comment
about the marriage was, “She talked me into
it but I got even with her.” Mark R. has no
children and lives alone in a studio apartment. Mark R. has attended two meetings of
Alcoholics Anonymous (AA) “a couple of
years ago before I learned how to control my
drinking.”
The counselor coordinates closely with the
parole officer and arranges several three-way
meetings. He carefully reviews details of the
court contract and conditions of parole and
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Diagnostic Features of Antisocial Personality Disorder
The essential feature of antisocial personality disorder is a pervasive pattern of disregard for, and violation
of, the rights of others that begins in childhood or early adolescence and continues into adulthood. This pattern also has been referred to as psychopathy, sociopathy, or dyssocial personality disorder. Because deceit
and manipulation are central features of antisocial personality disorder, it may be especially helpful to integrate information acquired from systematic clinical assessment with information collected from collateral
sources. For this diagnosis to be given, the individual must be at least age 18 (Criterion B) and must have had
a history of some symptoms of conduct disorder before age 15 (Criterion C).

Diagnostic criteria for antisocial personality disorder
A. There is a pervasive pattern of disregard for and violation of the rights of others occurring since age 15, as
indicated by three (or more) of the following:
(1) Failure to conform to social norms with respect to lawful behaviors as indicated by repeatedly performing acts that are grounds for arrest
(2) Deceitfulness, as indicated by repeated lying, use of aliases, or conning others for personal profit or
pleasure
(3) Impulsivity or failure to plan ahead
(4) Irritability and aggressiveness, as indicated by repeated physical fights or assaults
(5) Reckless disregard for safety of self or others
(6) Consistent irresponsibility, as indicated by repeated failure to sustain consistent work behavior or
honor financial obligations
(7) Lack of remorse, as indicated by being indifferent to or rationalizing having hurt, mistreated, or stolen
from another
B. The individual is at least age 18.
C. There is evidence of Conduct Disorder (see APA 2000, p. 98) with onset before age 15.
D. The occurrence of antisocial behavior is not exclusively during the course of Schizophrenia or a Manic
Episode.
Source: Reprinted with permission from DSM-IV-TR (APA 2000, pp. 701, 702, 706).
keeps court records up to date. His work with
Mark R. centers on clarifying expectations.
Discussion. It is likely that Mark R. has
antisocial personality disorder. Clients with
this disorder usually are very hard to engage
in individual treatment and are best managed
through strict limits with clear consequences.
With such an individual, it is important to
maximize the interaction with the court,
parole officers, or other legal limit setters.
This enforces the limits of treatment, and
prevents the client from criticizing and blaming one agency representative to the other.

People with this disorder are best managed in
group treatment that addresses both their
substance abuse and antisocial personality
disorder. In such groups the approach is to
hold the clients responsible for their behavior
and its consequences and to confront dishonest and antisocial behavior directly and firmly and stress immediate learning experiences
that teach corrective responses.
It is important to differentiate true antisocial
personality from substance-related antisocial
behavior. This can best be done by looking at
how the person relates to others throughout
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the course of his or her life. Persons with this
disorder will have evidence of antisocial
behavior preceding substance use and even
during periods of enforced abstinence. It also
is important to recognize that people with
substance-related antisocial behavior may be
more likely to have major depression than
other typical personality disorders. However,
the type and character of depressions that
may be experienced by those with true APD
have been less well characterized, and their
treatment is unclear.

Mood Disorders and
Anxiety Disorders
Because of the striking similarities in understanding and serving clients with mood and
anxiety disorders, the sections have been combined to address both disorders. (It should be
noted, however, that two disorder types are
separated in DSM-IV-TR [APA 2000].)

What Counselors Should
Know About Mood and
Anxiety Disorders and
Substance Abuse
Counselors should be aware of the following:
•Approximately one quarter of United States
residents are likely to have some anxiety disorder during their lifetime, and the prevalence is higher among women than men.
•About one half of individuals with a substance use disorder have an affective or anxiety disorder at some time in their lives.
•Among women with a substance use disorder, mood disorders may be prevalent.
Women are more likely than men to be clinically depressed and/or to have posttraumatic stress disorder.
•Certain populations are at risk for anxiety
and mood disorders (e.g., clients with HIV,
clients maintained on methadone, and older
adults).
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•Older adults may be the group at highest
risk for combined mood disorder and substance problems. Episodes of mood disturbance generally increase in frequency with
age. Older adults with concurrent mood
and substance use disorders tend to have
more mood episodes as they get older, even
when their substance use is controlled.
•Both substance use and discontinuance may
be associated with depressive symptoms.
•Acute manic symptoms may be induced or
mimicked by intoxication with stimulants,
steroids, hallucinogens, or polydrug combinations.
•Withdrawal from depressants, opioids, and
stimulants invariably includes potent anxiety symptoms. During the first months of
sobriety, many people with substance use
disorders may exhibit symptoms of depression that fade over time and that are related to acute withdrawal.
•Medical problems and medications can produce symptoms of anxiety and mood disorders. About a quarter of individuals who
have chronic or serious general medical
conditions, such as diabetes or stroke,
develop major depressive disorder.
•People with co-occurring mood or anxiety
disorders and a substance use disorder typically use a variety of drugs.
•Though there may be some preference for
those with depression to favor stimulation
and those with anxieties to favor sedation,
there appears to be considerable overlap.
The use of alcohol, perhaps because of its
availability and legality, is ubiquitous.
•It is now believed that substance use is more
often a cause of anxiety symptoms rather
than an effort to cure these symptoms.
•Since mood and anxiety symptoms may
result from substance use disorders, not an
underlying mental disorder, careful and
continuous assessment is essential.

A Brief Overview of Specific Mental Disorders and Cross-Cutting Issues

Diagnostic Features of Mood Disorders
The mood disorders are divided into the depressive disorders (“unipolar depression”), the bipolar disorders,
and two disorders based on etiology—mood disorder due to a general medical condition and substance-induced
mood disorder. The depressive disorders (i.e., major depressive disorder, dysthymic disorder, and depressive
disorder not otherwise specified) are distinguished from the bipolar disorders by the fact that there is no history
of ever having had a manic, mixed, or hypomanic episode. The bipolar disorders (i.e., bipolar I disorder, bipolar II disorder, cyclothymic disorder, and bipolar disorder not otherwise specified) involve the presence (or history) of manic episodes, mixed episodes, or hypomanic episodes, usually accompanied by the presence (or history) of major depressive episodes.
The section below describes mood episodes (major depressive episode, manic episode) which are not diagnosed as separate entities, but serve as the building block for the mood disorder diagnoses.

Major Depressive Episode
Episode features
The essential feature of a Major Depressive Episode is a period of at least 2 weeks during which there is either
depressed mood or the loss of interest or pleasure in nearly all activities. In children and adolescents, the mood
may be irritable rather than sad. The individual also must experience at least four additional symptoms drawn
from a list that includes changes in appetite or weight, sleep, and psychomotor activity; decreased energy; feelings of worthlessness or guilt; difficulty thinking, concentrating, or making decisions; or recurrent thoughts of
death or suicidal ideation, plans, or attempts. To count toward a Major Depressive Episode, a symptom must
either be newly present or must have clearly worsened compared with the person’s pre-episode status. The
symptoms must persist for most of the day, nearly every day, for at least 2 consecutive weeks. The episode must
be accompanied by clinically significant distress or impairment in social, occupational, or other important areas
of functioning. For some individuals with milder episodes, functioning may appear to be normal but requires
markedly increased effort.

Criteria for major depressive episode
Five (or more) of the following symptoms have been present during the same 2-week period and represent a
change from previous functioning; at least one of the symptoms is either (1) depressed mood or (2) loss of interest or pleasure.
Note: Do not include symptoms that are clearly due to a general medical condition, or mood-incongruent delusions or hallucinations.
(1) Depressed mood most of the day, nearly every day, as indicated by either subjective report (e.g.,
feels sad or empty) or observation made by others (e.g., appears tearful). Note: In children and adolescents, can be irritable mood.
(2) Markedly diminished interest or pleasure in all, or almost all, activities most of the day, nearly every
day (as indicated by either subjective account or observation made by others).
(3) Significant weight loss when not dieting or weight gain (e.g., a change of more than 5 percent of body
weight in a month), or decrease or increase in appetite nearly every day. Note: In children, consider
failure to make expected weight gains.
(4) Insomnia or hypersomnia nearly every day.
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(5) Psychomotor agitation or retardation nearly every day (observable by others, not merely subjective
feelings of restlessness or being slowed down).
(6) Fatigue or loss of energy nearly every day.
(7) Feelings of worthlessness or excessive or inappropriate guilt (which may be delusional) nearly every
day (not merely self-reproach or guilt about being sick).
(8) Diminished ability to think or concentrate, or indecisiveness, nearly every day (either by subjective
account or as observed by others).
(9) Recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation without a specific
plan, or a suicide attempt or a specific plan for committing suicide.
B. The symptoms do not meet criteria for a Mixed Episode (see APA 2000, p. 365).
C. The symptoms cause clinically significant distress or impairment in social, occupational, or other important
areas of functioning.
D. The symptoms are not due to the direct physiological effects of a substance (e.g., a drug of abuse, a medication) or a general medical condition (e.g., hypothyroidism).
E. The symptoms are not better accounted for by Bereavement, i.e., after the loss of a loved one; the symptoms
persist for longer than 2 months or are characterized by marked functional impairment, morbid preoccupation with worthlessness, suicidal ideation, psychotic symptoms, or psychomotor retardation.

Manic Episode
Episode features
A Manic Episode is defined by a distinct period during which there is an abnormally and persistently elevated, expansive, or irritable mood. This period of abnormal mood must last at least 1 week (or less if hospitalization is required) (Criterion A). The mood disturbance must be accompanied by at least three additional
symptoms from a list that includes inflated self-esteem or grandiosity, decreased need for sleep, pressure of
speech, flight of ideas, distractibility, increased involvement in goal-directed activities or psychomotor agitation, and excessive involvement in pleasurable activities with a high potential for painful consequences. If
the mood is irritable (rather than elevated or expansive), at least four of the above symptoms must be present (Criterion B). The symptoms do not meet criteria for a Mixed Episode, which is characterized by the
symptoms of both a Manic Episode and a Major Depressive Episode occurring nearly every day for at least
a 1-week period (Criterion C). The disturbance must be sufficiently severe to cause marked impairment in
social or occupational functioning or to require hospitalization, or it is characterized by the presence of psychotic features (Criterion D). The episode must not be due to the direct physiological effects of a drug of
abuse, a medication, other somatic treatments for depression (e.g., electroconvulsive therapy or light therapy), or toxin exposure. The episode also must not be due to the direct physiological effects of a general medical condition (e.g., multiple sclerosis, brain tumor) (Criterion E).

Criteria for manic episodes
A. A distinct period of abnormally and persistently elevated, expansive, or irritable mood, lasting at least 1
week (or any duration if hospitalization is necessary).
B. During the period of mood disturbance, three (or more) of the following symptoms have persisted (four if the
mood is only irritable) and have been present to a significant degree:
(1) Inflated self-esteem or grandiosity
(2) Decreased need for sleep (e.g., feels rested after only 3 hours of sleep)
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(3) More talkative than usual or pressure to keep talking
(4) Flight of ideas or subjective experience that thoughts are racing
(5) Distractibility (i.e., attention too easily drawn to unimportant or irrelevant external stimuli)
(6) Increase in goal-directed activity (either socially, at work or school, or sexually) or psychomotor agitation
(7) Excessive involvement in pleasurable activities that have a high potential for painful consequences
(e.g., engaging in unrestrained buying sprees, sexual indiscretions, or foolish business investments)
C. The symptoms do not meet criteria for a Mixed Episode (see APA 2000, p. 365).
D. The mood disturbance is sufficiently severe to cause marked impairment in occupational functioning or in
usual social activities or relationships with others, or to necessitate hospitalization to prevent harm to self or
others, or there are psychotic features.
E. The symptoms are not due to the direct physiological effects of a substance (e.g., a drug of abuse, a medication, or other treatment) or a general medical condition (e.g., hyperthyroidism).
Note: Manic-like episodes that are clearly caused by somatic antidepressant treatment (e.g., medication,
electroconvulsive therapy, light therapy) should not count toward a diagnosis of Bipolar I Disorder.
Source: Reprinted with permission from DSM-IV-TR (APA 2000, pp. 349, 356, 357, 362).

Case Study:
Counseling a
Substance Abuse
Treatment Client With
Bipolar Disorder
John W. is a 30-year-old AfricanAmerican man with diagnoses of
bipolar disorder and alcohol
dependence. He has a history of
hospitalizations, both psychiatric
and substance-related; after the
most recent extended psychiatric
hospitalization, he was referred
for substance abuse treatment. He
told the counselor he used alcohol
to facilitate social contact, as well
as deal with boredom, since he
had not been able to work for
some time. The counselor learned
that during his early twenties,
John W. achieved full-time
employment and established an
intimate relationship with a nondrinking woman; however, his
drinking led to the loss of both.

Advice to the Counselor:
Counseling a Client With a Mood or
Anxiety Disorder
• Differentiate among the following: mood and anxiety
disorders; commonplace expressions of anxiety and
depression; and anxiety and depression associated with
more serious mental illness, medical conditions and medication side effects, and substance-induced changes.
• Although true for most counseling situations, it is especially important to maintain a calm demeanor and a
reassuring presence with these clients.
• Start low, go slow (that is, start “low” with general and
nonprovocative topics and proceed gradually as clients
become more comfortable talking about issues).
• Monitor symptoms and respond immediately to any
intensification of symptoms.
• Understand the special sensitivities of phobic clients to
social situations.
• Gradually introduce and teach skills for participation in
mutual self-help groups.
• Combine addiction counseling with medication and mental health treatment.
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Diagnostic Features of Generalized Anxiety Disorder
The essential feature of generalized anxiety disorder is excessive anxiety and worry (apprehensive expectation),
occurring more days than not for a period of at least 6 months, about a number of events or activities (Criterion
A). The individual finds it difficult to control the worry (Criterion B). The anxiety and worry are accompanied
by at least three additional symptoms from a list that includes restlessness, being easily fatigued, difficulty concentrating, irritability, muscle tension, and disturbed sleep (only one additional symptom is required in children) (Criterion C). The focus of the anxiety and worry is not confined to features of another Axis I disorder
such as having a panic attack (as in panic disorder), being embarrassed in public (as in social phobia), being
contaminated (as in obsessive-compulsive disorder), being away from home or close relatives (as in separation
anxiety disorder), losing weight (as in anorexia nervosa), having multiple physical complaints (as in somatization disorder), or having a serious illness (as in hypochondriasis), and the anxiety and worry do not occur
exclusively during posttraumatic stress disorder (Criterion D). Although individuals with generalized anxiety
disorder may not always identify the worries as “excessive,” they report subjective distress due to constant
worry, have difficulty controlling the worry, or experience related impairment in social, occupational, or other
important areas of functioning (Criterion E). The disturbance is not due to the direct physiological effects of a
substance (i.e., a drug of abuse, a medication, or toxin exposure) or a general medical condition and does not
occur exclusively during a mood disorder, a psychotic disorder, or a pervasive developmental disorder
(Criterion F).

Diagnostic criteria for generalized anxiety disorder
A. Excessive anxiety and worry (apprehensive expectation), occurring more days than not for at least 6 months,
about a number of events or activities (such as work or school performance).
B. The person finds it difficult to control the worry.
C. The anxiety and worry are associated with three (or more) of the following six symptoms (with at least some
symptoms present for more days than not for the past 6 months). Note: Only one item is required in children.
(1) Restlessness or feeling keyed up or on edge
(2) Being easily fatigued
(3) Difficulty concentrating or mind going blank
(4) Irritability
(5) Muscle tension
(6) Sleep disturbance (difficulty falling or staying asleep, or restless unsatisfying sleep)
D. The focus of the anxiety and worry is not confined to features of an Axis I disorder, e.g., the anxiety or
worry is not about having a Panic Attack (as in Panic Disorder), being embarrassed in public (as in Social
Phobia), being contaminated (as in Obsessive-Compulsive Disorder), being away from home or close relatives
(as in Separation Anxiety Disorder), losing weight (as in Anorexia Nervosa), having multiple physical complaints (as in Somatization Disorder), or having a serious illness (as in Hypochondriasis), and the anxiety
and worry do not occur exclusively during Posttraumatic Stress Disorder.
E. The anxiety, worry, or physical symptoms cause clinically significant distress or impairment in social, occupational, or other important areas of functioning.
F. The disturbance is not due to the direct physiological effects of a substance (e.g., a drug of abuse, a medication) or a general medical condition (e.g., hyperthyroidism) and does not occur exclusively during a Mood
Disorder, a Psychotic Disorder, or a Pervasive Developmental Disorder.
Source: Reprinted with permission from DSM-IV-TR (APA 2000, pp. 472, 473, 476).
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During one of his alcohol treatments, he
developed florid manic symptoms, believing
himself to be a prophet with the power to heal
others. He was transferred to a closed psychiatric unit, where he eventually stabilized on a
combination of antipsychotic medications
(risperdal) and lithium. Since that time he
has had two episodes of worsening psychiatric
symptoms leading to hospitalization; each of
these began with drinking, which then led to
stopping his medications, then florid mania
and psychiatric commitment. However, when
he is taking his medications and is sober,
John W. has a normal mental status and
relates normally to others. Recently, following
a series of stressors, John W. left his girlfriend, quit his job, and began using alcohol
heavily again. He rapidly relapsed to active
mania, did not adhere to a medication regimen, and was rehospitalized.
At the point John W. is introduced to the substance abuse treatment counselor, his mental
status is fairly normal; however, he warns the
counselor that after manic episodes he tends
to get somewhat depressed, even when he is
taking medications. In taking an addiction
history, the counselor finds that though John
W. has had several periods of a year or two
during which he was abstinent from both
alcohol and drugs of abuse, he has never
become involved with either ongoing alcohol
treatment or AA meetings. John W. replies to
his questions about this with, “Well, if I just
take my meds and don’t drink, I’m fine. So
why do I need those meetings?”
Using a motivational approach, the counselor
helps John W. analyze what has worked best
for him in dealing with both addiction and
mental problems, as well as what has not
worked well for him. John W. is tired of the
merry-go-round of his life; he certainly
acknowledges that he has a major mental disorder, but thinks his drinking is only secondary to the mania. When the counselor
gently points out that each of the episodes in
which his mental disorder led to hospitalization began with an alcohol relapse, John W.
begins to listen. In a group for clients with co-

occurring disorders at the substance abuse
treatment agency, John W. is introduced to
another recovering manic patient with alcohol
problems who tells his personal story and how
he discovered that both of his problems need
primary attention. This client agrees to be
John W.’s temporary sponsor. The counselor
calls John W.’s case manager, who works at
the mental health center where John W. gets
his medication, and describes the treatment
plan. She then makes arrangements for a
monthly meeting involving the counselor, case
manager, and John W.
Discussion: The substance abuse treatment
counselor has taken the wise step of taking a
detailed history and attempting to establish
the linkage between co-occurring disorders.
The counselor tries to appreciate the client’s
own understanding of the relationship
between the two. She uses motivational
approaches to analyze what John W. did in
his previous partially successful attempts to
deal with the problem and helps develop connections with other recovering clients to
increase motivation. Lastly, she is working
closely with the case manager to ensure a
coordinated approach to management of each
disorder.

Schizophrenia and
Other Psychotic
Disorders
What Counselors Should
Know About Substance Abuse
and Psychotic Disorders
There are different types of psychotic disorders
or disorders that have psychotic features.
Schizophrenia, a relatively common type of
psychotic disorder, is featured in this section.
Counselors should be aware of the following:
•There is evidence of increasing use of alcohol
and drugs by persons with schizophrenia
(from 14 to 22 percent in the 1960s and 1970s
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Descriptive Features
The term “psychotic” historically has received a number of different definitions, none of which has achieved
universal acceptance. The narrowest definition of psychotic is restricted to delusions or prominent hallucinations, with the hallucinations occurring in the absence of insight into their pathological nature. A slightly
less restrictive definition also would include prominent hallucinations that the individual realizes are hallucinatory experiences. Broader still is a definition that also includes other positive symptoms of schizophrenia (i.e., disorganized speech, or grossly disorganized or catatonic behavior). Unlike these definitions based
on symptoms, the definition used in earlier classifications (e.g., DSM-II and ICD-9) probably was far too
inclusive and focused on the severity of functional impairment. In that context, a mental disorder was
termed “psychotic” if it resulted in “impairment that grossly interferes with the capacity to meet ordinary
demands of life.” The term also has previously been defined as a “loss of ego boundaries” or a “gross
impairment in reality testing.”
Schizophrenia is a disorder that lasts for at least 6 months and includes at least 1 month of active-phase
symptoms (i.e., two or more) of the following: delusions, hallucinations, disorganized speech, grossly disorganized or catatonic behavior, negative symptoms. Definitions for the schizophrenia subtypes (paranoid,
disorganized, catatonic, undifferentiated, and residual) are also included in this section.

Diagnostic criteria for schizophrenia
A. Characteristic symptoms: Two (or more) of the following, each present for a significant portion of time
during a 1-month period (or less if successfully treated):
(1) Delusions
(2)
(3)
(4)
(5)

Hallucinations
Disorganized speech (e.g., frequent derailment or incoherence)
Grossly disorganized or catatonic behavior
Negative symptoms, i.e., affective flattening, alogia, or avolition

Note: Only one Criterion A symptom is required if delusions are bizarre or hallucinations consist of a voice
keeping up a running commentary on the person’s behavior or thoughts, or two or more voices conversing with
each other.
B. Social/occupational dysfunction: For a significant portion of the time since the onset of the disturbance,
one or more major areas of functioning such as work, interpersonal relations, or self-care are markedly
below the level achieved prior to the onset (or when the onset is in childhood or adolescence, failure to
achieve expected level of interpersonal, academic, or occupational achievement).
C. Duration: Continuous signs of the disturbance persist for at least 6 months. This 6-month period must
include at least 1 month of symptoms (or less if successfully treated) that meet Criterion A (i.e., activephase symptoms) and may include periods of prodromal or residual symptoms. During these prodromal
or residual periods, the signs of the disturbance may be manifested by only negative symptoms or two or
more symptoms listed in Criterion A present in an attenuated form (e.g., odd beliefs, unusual perceptual
experiences).
D. Schizoaffective and Mood Disorder exclusion: Schizoaffective Disorder and Mood Disorder With
Psychotic Features have been ruled out because either (1) no Major Depressive, Manic, or Mixed
Episodes have occurred concurrently with the active-phase symptoms; or (2) if mood episodes have
occurred during active-phase symptoms, their total duration has been brief relative to the duration of
the active and residual periods.
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E. Substance/general medical condition exclusion: The disturbance is not due to the direct physiological
effects of a substance (e.g., a drug of abuse, a medication) or a general medical condition.
F. Relationship to a Pervasive Developmental Disorder: If there is a history of Autistic Disorder or another
Pervasive Developmental Disorder, the additional diagnosis of Schizophrenia is made only if prominent
delusions or hallucinations also are present for at least a month (or less if successfully treated).
Classification of longitudinal course (can be applied only after at least 1 year has elapsed since the initial
onset of active-phase symptoms):
•Episodic With Interepisode Residual Symptoms (episodes are defined by the reemergence of prominent
psychotic symptoms); also specify if: With Prominent Negative Symptoms
•Episodic With No Interepisode Residual Symptoms
•Continuous (prominent psychotic symptoms are present throughout the period of observation); also specify if: With Prominent Negative Symptoms
•Single Episode In Partial Remission; also specify if: With Prominent Negative Symptoms
•Single Episode In Full Remission
•Other or Unspecified Pattern
Source: Reprinted with permission from DSM-IV-TR (APA 2000, pp. 298–302, 312–313).
to 25 to 50 percent in the 1990s) (Fowler et
al. 1998).
•There is no clear pattern of drug choice
among clients with schizophrenia. Instead,
it is likely that whatever substances happen
to be available or in vogue will be the substances used most typically.
•What looks like resistance or denial may in
reality be a manifestation of negative symptoms of schizophrenia.
•An accurate understanding of the role of
substance use disorders in the client’s psychosis requires a multiple-contact, longitudinal assessment.
•Clients with a co-occurring mental disorder
involving psychosis have a higher risk for
self-destructive and violent behaviors.
•Clients with a co-occurring mental disorder
involving psychosis are particularly vulnerable to homelessness, housing instability,
victimization, poor nutrition, and inadequate financial resources.
•Both psychotic and substance use disorders
tend to be chronic disorders with multiple
relapses and remissions, supporting the
need for long-term treatment. For clients
with co-occurring disorders involving psychosis, a long-term approach is imperative.

It is important that the program philosophy be
based on a multidisciplinary team approach.
Ideally, team members should be cross-trained,
and there should be representatives from the
medical, mental health, and addiction systems.
The overall goals of long-term management
should include (1) providing comprehensive
and integrated services for both the mental and
substance use disorders, and (2) doing so with
a long-term focus that addresses biopsychosocial issues in accord with a treatment plan with
goals specific to a client’s situation.

Case Study: Counseling a
Substance Abuse Treatment
Client With Schizophrenia
Adolfo M. is a 40-year-old Hispanic male who
began using marijuana and alcohol when he
was 15. He was diagnosed as having
schizophrenia when he was 18 and began
using cocaine at 19. Sometimes he lives with
his sister or with temporary girlfriends; sometimes he lives on the street. He has never had
a sustained relationship, and he has never
held a steady job. He has few close friends.
He wears long hair, tattoos, torn jeans, and tshirts with skulls or similar images. Although
he has had periods of abstinence and freedom
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there are times when he will be
sober and not adhere to a medical regimen, or when he is both
taking medications and drinking
(though these periods are becom• Obtain a working knowledge of the signs and symptoms
ing shorter in duration and less
of the disorder.
frequent). His case manager
often is able to redirect him
• Work closely with a psychiatrist or mental health profestoward renewed sobriety and
sional.
adherence to medications, but
• Expect crises associated with the mental disorder and
Adolfo M. and the case manager
have available resources (i.e., crisis intervention, psychiagree that the cycle of relapse
atric consultation) to facilitate stabilization.
and the work of pulling things
• Assist the client to obtain entitlements and other social
back together is wearing them
services.
both out. After the meeting, the
• Make available psychoeducation on the psychiatric concase manager, counselor, and
dition and use of medication.
Adolfo M. agree to meet weekly
for a while to see what they can
• Monitor medication and promote medication adherence.
do together to increase the stable
• Provide frequent breaks and shorter sessions or meetperiods and decrease the relapse
ings.
periods. After a month of these
• Employ structure and support.
planning meetings, the following
• Present material in simple, concrete terms with examples
plan emerges. Adolfo M. will
and use multimedia methods.
attend substance abuse treatment groups for persons with
• Encourage participation in social clubs with recreational
COD (run by the counselor three
activities.
times a week at the clinic), see
• Teach the client skills for detecting early signs of relapse
the team psychiatrist, and attend
for both mental illness and substance abuse.
local dual disorder AA meetings.
• Involve family in psychoeducational groups that specifiThe substance abuse treatment
cally focus on education about substance use disorders
group he will be joining is one
and psychosis; establish support groups of families and
that addresses not only addiction
significant others.
issues, but also issues with treatment follow through, life prob• Monitor clients for signs of substance abuse relapse and
lems, ways of dealing with stress,
a return of psychotic symptoms.
and the need for social support
for clients trying to get sober.
from hallucinations and major delusions, he
When and if relapse happens, Adolfo M. will
generally has unusual views of the world that
be accepted back without prejudice and supemerge quickly in conversation.
ported in recovery and treatment of both his
substance abuse and mental disorders; howAdolfo M. has been referred to the substance
ever, part of the plan is to analyze relapses
abuse treatment counselor, who was hired by
with the group. His goal is to have as many
the mental health center to do most of the
sober days as possible with as many days
group and individual drug/alcohol work with
clients. The first step the counselor takes is to adhering to a medical regimen as possible.
Another aspect of the group is that monthly,
meet with Adolfo M. and his case manager
90-day, 6-month, and yearly sobriety birthtogether. This provides a clinical linkage as
days are celebrated with both AA coins and
well as a method to get the best history. The
refreshments. Part of the employment proclinical history reveals that Adolfo M. does
best when he is sober and on medications, but gram at the center is that clients need to have

Advice to the Counselor:
Counseling a Client With a
Psychotic Disorder
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a minimum of 3 months of sobriety before
they will be placed in a supported work situation, so this becomes an incentive for sobriety
as well.
Discussion: Substance abuse treatment
counselors working within mental health centers should be aware of the need not only to
work with the client, but also to form solid
working relationships with case managers, the
psychiatrist, and other personnel. Seeing
clients with case managers and other team
members is a good way to establish important
linkages and a united view of the treatment
plan. In Adolfo M.’s case, the counselor used
his ties with the case manager to good effect
and also is using relapse prevention and contingency management strategies appropriately
(see chapter 5 for a discussion of these techniques).

Attention Deficit/
Hyperactivity Disorder
(AD/HD)
What Counselors Should
Know About Substance Abuse
and AD/HD
The essential feature of AD/HD is a persistent
pattern of inattention and/or hyperactivityimpulsivity that is displayed more frequently
and more serious than is observed typically in
individuals at a comparable level of development (APA 2000). Counselors should be aware
of the following:
•Studies of the adult substance abuse treatment population have found AD/HD in 5 to
25 percent of persons (Clure et al. 1999;
King et al. 1999; Levin et al. 1998;
Schubiner et al. 2000; Weiss et al. 1998).
•Approximately one third of adults with
AD/HD have histories of alcohol abuse or
dependence, and approximately one in five
has other drug abuse or dependence histories.

•Adults with AD/HD have been found primarily to use alcohol, with marijuana being
the second most common drug of abuse.
•The history of a typical AD/HD substance
abuse treatment client may show early
school problems before substance abuse
began.
•The client may use self-medication for
AD/HD as an excuse for drug use.
•The most common attention problems in
substance abuse treatment populations are
secondary to short-term toxic effects of substances, and these should be substantially
better with each month of sobriety.
•The presence of AD/HD complicates the
treatment of substance abuse, since clients
with these COD may have more difficulty
engaging in treatment and learning abstinence skills, be at greater risk for relapse,
and have poorer substance use outcomes.

Case Study: Counseling a
Substance Abuse Treatment
Client With AD/HD
John R., a 29-year-old African-American
man, is seeking treatment. He has been in
several treatment programs but always
dropped out after the first 4 weeks. He tells
the counselor he dropped out because he
would get cravings and that he just could not
concentrate in the treatment sessions. He
mentions the difficulty of staying focused during 3-hour intensive group sessions. A contributing factor in his quitting treatment was
that group leaders always seemed to scold him
for talking to others. The clinician evaluating
him asks how John R. did in school and finds
that he had difficulty in his classwork years
before he started using alcohol and drugs; he
was restless and easily distracted. He had
been evaluated for a learning disability and
AD/HD and took Ritalin for about 2 years (in
the 5th and 6th grades), then stopped. He was
not sure why, but he did terribly in school,
eventually dropping out about the time he
started using drugs regularly in the 8th grade.
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Diagnostic Features of AD/HD
The essential feature of attention-deficit/hyperactivity disorder is a persistent pattern of inattention and/or
hyperactivity-impulsivity that is more frequently displayed and more severe than is typically observed in
individuals at a comparable level of development (see Criterion A below). Some hyperactive-impulsive or
inattentive symptoms that cause impairment must have been present before age 7, although many individuals are diagnosed after the symptoms have been present for a number of years, especially in the case of individuals with the predominantly inattentive type (Criterion B). Some impairment from the symptoms must be
present in at least two settings (e.g., at home and at school or work) (Criterion C). There must be clear evidence of interference with developmentally appropriate social, academic, or occupational functioning
(Criterion D). The disturbance does not occur exclusively during the course of a pervasive developmental
disorder, schizophrenia, or other psychotic disorder and is not better accounted for by another mental disorder (e.g., a mood disorder, anxiety disorder, dissociative disorder, or personality disorder) (Criterion E).

Diagnostic criteria for AD/HD
A. Either (1) or (2):
(1) Six (or more) of the following symptoms of inattention have persisted for at least 6 months to a degree
that is maladaptive and inconsistent with developmental level:
Inattention
(a) Often fails to give close attention to details or makes careless mistakes in schoolwork, work, or
other activities
(b) Often has difficulty sustaining attention in tasks or play activities
(c) Often does not seem to listen when spoken to directly
(d) Often does not follow through on instructions and fails to finish schoolwork, chores, or duties in
the workplace (not due to oppositional behavior or failure to understand instructions)
(e) Often has difficulty organizing tasks and activities
(f) Often avoids, dislikes, or is reluctant to engage in tasks that require sustained mental effort (such
as schoolwork or homework)
(g) Often loses things necessary for tasks or activities (e.g., toys, school assignments, pencils, books,
or tools)
(h) Is often easily distracted by extraneous stimuli
(i) Is often forgetful in daily activities
(2) Six (or more) of the following symptoms of hyperactivity-impulsivity have persisted for at least 6
months to a degree that is maladaptive and inconsistent with developmental level:
Hyperactivity
(a) Often fidgets with hands or feet or squirms in seat
(b) Often leaves seat in classroom or in other situations in which remaining seated is expected
(c) Often runs about or climbs excessively in situations in which it is inappropriate (in adolescents or
adults, may be limited to subjective feelings of restlessness)
(d) Often has difficulty playing or engaging in leisure activities quietly; is often “on the go” or often
acts as if “driven by a motor”
(e) Often talks excessively
Impulsivity
(a) Often blurts out answers before questions have been completed
(b) Often has difficulty awaiting turn
(c) Often interrupts or intrudes on others (e.g., butts into conversations or games)
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B. Some hyperactive-impulsive or inattentive symptoms that caused impairment were present before age 7.
C. Some impairment from the symptoms is present in two or more settings (e.g., at school or work and at
home).
D. There must be clear evidence of clinically significant impairment in social, academic, or occupational functioning.
E. The symptoms do not occur exclusively during the course of a Pervasive Developmental Disorder,
Schizophrenia, or other Psychotic Disorder and are not better accounted for by another mental disorder
(e.g., Mood Disorder, Anxiety Disorder, Dissociative Disorder, or a Personality Disorder).
Code based on type:
• Attention-Deficit/Hyperactivity Disorder, Combined Type: if both Criteria A1 and A2 are met for the
past 6 months
• Attention-Deficit/Hyperactivity Disorder, Predominantly Hyperactive-Impulsive Type: if Criterion A2
is met but Criterion A1 is not met for the past 6 months
Coding note: For individuals (especially adolescents and adults) who currently have symptoms that no
longer meet full criteria, “In Partial Remission” should be specified.
Source: Reprinted with permission from DSM-IV-TR (APA 2000, pp. 85–87, 92–93).
seling, and AA meetings three times weekly).
Discussion: The substance abuse treatment
Over the next 2 months, John R.’s ability to
clinician reviewed John R.’s learning history
tolerate a more intensive treatment improved.
and asked about anxiety or depressive disorAlthough he was still somewhat intrusive to
ders. The clinician referred him to the team’s
others, he was able to benefit from more
psychiatrist, who uncovered more history
intensive group treatment.
about the AD/HD and also contacted John
R.’s mother. When the clinician
reviewed a list of features comAdvice to the Counselor:
monly associated with AD/HD,
Counseling a Client Who Has AD/HD
she agreed that John R. had
many of these features and that
• Clarify for the client repeatedly what elements of a quesshe had noticed them in childtion he or she has responded to and what remains to be
hood. John R. was started on
addressed.
bupropion medication and
• Eliminate distracting stimuli from the environment.
moved to a less intensive level of
• Use visual aids to convey information.
care (1 hour of group therapy,
30 minutes of individual coun• Reduce the time of meetings and length of verbal
exchanges.
• Encourage the client to use tools (e.g., activity journals,
written schedules, and “to do” lists) to organize important events and information.
• Refer the client for evaluation of the need for medication.
• Focus on enhancing the client’s knowledge about AD/HD
and substance abuse. Examine with the client any false
beliefs about the history of both AD/HD and substance
abuse difficulties.
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Posttraumatic Stress
Disorder (PTSD)
What Counselors Should
Know About Substance Abuse
and PTSD
PTSD is classified in DSM-IV-TR as one type
of anxiety disorder. It is treated separately in
this TIP because of its special relationship to
substance abuse and the growing literature on
PTSD and its treatment.
The essential feature of PTSD is the development of characteristic symptoms following
exposure to an extreme traumatic stressor
involving direct personal experience of an
event that involves actual or threatened death
or serious injury, or other threat to one’s physical integrity; or witnessing an event that
involves death, injury, or a threat to the physical integrity of another person; or learning
about unexpected or violent death, serious
harm, or threat of death or injury experienced
by a family member or other close associate
(APA 2000, p. 463). Counselors should be
aware that
•The lifetime prevalence of PTSD among
adults in the United States is about 8 percent.
•Among high-risk individuals (those who
have survived rape, military combat, and
captivity or ethnically or politically motivated internment and genocide), the proportion of those with PTSD ranges from
one-third to one-half.
•Among clients in substance abuse treatment, PTSD is two to three times more
common in women than in men.
•The rate of PTSD among people with substance use disorders is 12 to 34 percent; for
women with substance use disorders, it is 30
to 59 percent (Brown and Wolfe 1994).
•Women with substance abuse problems
report a lifetime history of physical and/or
sexual abuse ranging from 55 to 99 percent
(Najavits et al. 1997).
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•Most women with this co-occurring disorder
experienced childhood physical and/or sexual abuse; men with both disorders typically experienced crime victimization or war
trauma.
•Clinicians are advised not to overlook the
possibility of PTSD in men.
•People with PTSD and substance abuse are
more likely to experience further trauma
than people with substance abuse alone.
•Because repeated trauma is common in
domestic violence, child abuse, and some
substance-using lifestyles (e.g., the drug
trade), helping the client protect against
future trauma may be an important part of
work in treatment.
•People with PTSD tend to abuse the most
serious substances (cocaine and opioids);
however, abuse of prescription medications,
marijuana, and alcohol also are common.
•From the client’s perspective, PTSD symptoms are a common trigger for substance
use.
•While under the influence of substances, a
person may be more vulnerable to trauma—for example, a woman drinking at a
bar may go home with a stranger and be
assaulted.
•As a counselor, it is important to recognize,
and help clients understand, that becoming
abstinent from substances does not resolve
PTSD; both disorders must be addressed in
treatment.

Case Study: Counseling a
Substance Abuse Treatment
Client Who Binge Drinks and
Has PTSD
Caitlin P. is a 17-year-old American-Indian
female who was admitted to an inpatient substance abuse treatment program after she tried
to kill herself during a drunken episode. She
has been binge drinking since age 12 and also
has tried a wide variety of pills without caring
what she is taking. She has a history of depression and burning her arms with cigarettes. She
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Diagnostic Features of PTSD
The essential feature of posttraumatic stress disorder is the development of characteristic symptoms following exposure to an extreme traumatic stressor involving direct personal experience of an event that involves
actual or threatened death or serious injury, or other threat to one’s physical integrity; or witnessing an
event that involves death, injury, or a threat to the physical integrity of another person; or learning about
unexpected or violent death, serious harm, or threat of death or injury experienced by a family member or
other close associate (Criterion A1). The person’s response to the event must involve intense fear, helplessness, or horror (or in children, the response must involve disorganized or agitated behavior) (Criterion A2).
The characteristic symptoms resulting from the exposure to the extreme trauma include persistent reexperiencing of the traumatic event (Criterion B), persistent avoidance of stimuli associated with the trauma and
numbing of general responsiveness (Criterion C), and persistent symptoms of increased arousal (Criterion
D). The full symptom picture must be present for more than 1 month (Criterion E), and the disturbance
must cause clinically significant distress or impairment in social, occupational, or other important areas of
functioning (Criterion F).

Diagnostic criteria for PTSD
A.

The person has been exposed to a traumatic event in which both of the following were present:

(1) The person experienced, witnessed, or was confronted with an event or events that involved actual or
threatened death or serious injury, or a threat to the physical integrity of self or others.
(2) The person’s response involved intense fear, helplessness, or horror. Note: In children, this may be
expressed instead by disorganized or agitated behavior.
B. The traumatic event is persistently reexperienced in one (or more) of the following ways:
(1) Recurrent and intrusive distressing recollections of the event, including images, thoughts, or perceptions. Note: In young children, repetitive play may occur in which themes or aspects of the trauma
are expressed.
(2) Recurrent distressing dreams of the event. Note: In children, there may be frightening dreams without recognizable content.
(3) Acting or feeling as if the traumatic event were recurring (includes a sense of reliving the experience,
illusions, hallucinations, and dissociative flashback episodes, including those that occur on awakening or when intoxicated). Note: In young children, trauma-specific reenactment may occur.
(4) Intense psychological distress at exposure to internal or external cues that symbolize or resemble an
aspect of the traumatic event.
(5) Physiological reactivity on exposure to internal or external cues that symbolize or resemble an aspect
of the traumatic event.
C. Persistent avoidance of stimuli associated with the trauma and numbing of general responsiveness (not present before the trauma), as indicated by three (or more) of the following:
(1) Efforts to avoid thoughts, feelings, or conversations associated with the trauma
(2) Efforts to avoid activities, places, or people that arouse recollections of the trauma
(3) Inability to recall an important aspect of the trauma
(4) Markedly diminished interest or participation in significant activities
(5) Feeling of detachment or estrangement from others
(6) Restricted range of affect (e.g., unable to have loving feelings)
(7) Sense of a foreshortened future (e.g., does not expect to have a career, marriage, children, or a normal life span)
A Brief Overview of Specific Mental Disorders and Cross-Cutting Issues
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D. Persistent symptoms of increased arousal (not present before the trauma), as indicated by two (or more) of
the following:
(1) Difficulty falling or staying asleep
(2) Irritability or outbursts of anger
(3) Difficulty concentrating
(4) Hypervigilance
(5) Exaggerated startle response
E. Duration of the disturbance (symptoms in Criteria B, C, and D) is more than 1 month.
F. The disturbance causes clinically significant distress or impairment in social, occupational, or other important areas of functioning.
Specify if:
Acute: duration of symptoms is less than 3 months
Chronic: duration of symptoms is 3 months or more
Specify if:
With Delayed Onset: onset of symptoms is at least 6 months after the stressor
Source: Reprinted with permission from DSM-IV-TR (APA 2000, pp. 463, 467, 468).

was date-raped at age 15 and did not tell anyone except a close friend. She was afraid to tell
her family for fear that they would think less of
her for not preventing or fighting off the
attack.

to be able to overcome the emotional roller
coaster of the disorders. Notice that in such
early-phase treatment, detailed exploration of
the past is not generally advised.

In treatment, she worked with staff to try to
gain control over her repeated self-destructive behavior. Together they worked on developing compassion for herself, created a safety
plan to encourage her to reach out for help
when in distress, and began a log to help her
identify her PTSD symptoms so that she
could recognize them more clearly. When she
had the urge to drink, drug, or burn herself,
she was guided to try to “bring down” the
feelings through grounding, rethink the situation, and reassure herself that she could get
through it. She began to see that her substance use had been a way to numb the pain.

Eating Disorders

Discussion: Counselors can be very important in helping clients gain control over PTSD
symptoms and self-destructive behavior associated with trauma. Providing specific coping
strategies and a lot of encouragement typically are well received by PTSD/substance abuse
treatment clients, who may want to learn how
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What Counselors Should
Know About Substance Abuse
and Eating Disorders
The essential features of anorexia nervosa are
that the individual refuses to maintain a minimal normal body weight, is intensely afraid of
gaining weight, and exhibits a significant disturbance in the perception of the shape or size
of his or her body. The essential features of
bulimia nervosa are binge eating and inappropriate compensatory methods to prevent weight
gain. In dealing with persons who have either
disorder, counselors should be aware of the following:
• The prevalence of bulimia nervosa is elevated
in women presenting for substance abuse
treatment.
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• Studies of individuals in inpaAdvice to the Counselor:
tient substance abuse treatment
Counseling a Client With PTSD
centers (as assessed via questionnaire) suggest that approxi• Anticipate proceeding slowly with a client who is diagmately 15 percent of women and
nosed with or has symptoms of PTSD. Consider the effect
1 percent of men had a DSMof a trauma history on the client’s current emotional
state, such as an increased level of fear or irritability.
III-R eating disorder (primarily
bulimia nervosa) in their life• Develop a plan for increased safety where warranted.
time (Hudson et al. 1992).
• Establish both perceived and real trust.
• Substance abuse is more com• Respond more to the client’s behavior than her words.
mon in bulimia nervosa than in
• Limit questioning about details of trauma.
anorexia nervosa.
• Recognize that trauma injures an individual’s capacity for
• Individuals with eating disorattachment. The establishment of a trusting treatment
ders are significantly more likerelationship will be a goal of treatment, not a starting
ly to use stimulants and signifipoint.
cantly less likely to use opioids
• Recognize the importance of one’s own trauma history
than other individuals undergoand countertransference.
ing substance abuse treatment
• Help the client learn to de-escalate intense emotions.
who do not have a co-occurring
eating disorder.
• Help the client to link PTSD and substance abuse.
• Many individuals alternate
• Provide psychoeducation about PTSD and substance
between substance abuse and
abuse.
eating disorders.
• Teach coping skills to control PTSD symptoms.
• Alcohol and drugs such as mari• Recognize that PTSD/substance abuse treatment clients
juana can disinhibit appetite
may have a more difficult time in treatment and that
(i.e., remove normal restraints
treatment for PTSD may be long term, especially for
on eating) and increase the risk
those who have a history of serious trauma.
of binge eating as well as relapse
• Help the client access long-term PTSD treatment and
in individuals with bulimia nerrefer to trauma experts for trauma exploratory work.
vosa.
• Individuals with eating disor• Further studies are required to assess how
ders experience craving, tolerance, and withthe presence of an eating disorder affects
drawal from drugs associated with purging,
substance abuse treatment and how best to
such as laxatives and diuretics.
integrate treatment for those with both condi• Women with eating disorders often abuse
tions. This condition is quite serious and can
pharmacological agents ingested for the purbe fatal. Treat it accordingly.
pose of weight loss, appetite suppression, and
• Individuals with eating disorders experience
purging. Among these drugs are prescription
urges (or cravings) for binge foods similar to
and over-the-counter diet pills, laxatives,
urges for drugs.
diuretics, and emetics. Nicotine and caffeine
also must be considered when assessing substance abuse in women with eating disorders.
• Several studies have suggested that the presence of co-occurring substance-related disorders does not affect treatment outcome
adversely for bulimia nervosa.
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Case Study: The History of a
Substance Abuse Treatment
Client With an Eating Disorder
Mandy H. was 28 years old, Caucasian, 5’10”
and 106 pounds when she first presented to
the eating disorders service. She reported 4
years of untreated bingeing and self-induced
vomiting. In the months prior to presentation
she had quit her job and was spending days
locked in her mother’s house doing nothing
but bingeing and vomiting, up to 20 times per
day. She had large ulcers and infected
scrapes in her mouth as a result of inserting
objects down her throat to induce vomiting.
She denied the use of alcohol, drugs, or other
substances to induce purging. Her mother
and boyfriend had substantial difficulties
with alcohol abuse. She was admitted to the
hospital and had great difficulties complying
with unit rules. Vomitus was found hidden in
her room and other clients’ rooms; she was
caught smoking numerous times in the nonsmoking ward. She stole objects from staff
and other clients to insert down her throat to
induce vomiting.
Although she was able to gain 10 pounds during her hospital stay, very little progress was
made with the cognitive features of her bulimia nervosa. During subsequent outpatient followup, she managed to normalize her eating
and reach a high weight of 125; however, she
soon dropped out of treatment. One year
later she presented again to the emergency
room, this time weighing 103 pounds and
intoxicated. Although she had managed to
stop bingeing and purging, she had been
restricting her food intake severely to about
250 calories per day from food (not including
the amount of calories she took in the form of
alcohol). She had been drinking excessively
and smoking marijuana with her boyfriend.
Her therapist searched for a treatment program for uninsured individuals that specialized in substance abuse and that could
address the added complexity of co-occurring
disordered eating.
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Mandy H.’s therapist found a residential substance abuse treatment program that considered itself to have a balanced substance abuse
and mental health approach, with a specialized dual disorders program for women who
met American Society of Addiction Medicine
Dual Diagnosis Enhanced criteria. The program offered group and individual counseling
using the Dialectical Behavior Therapy (DBT)
method. The therapist’s use of DBT included
psychosocial groups for skills training, individual psychotherapy to strengthen individual skills and increase motivation, and telephone contact with the therapist when needed
to foster generalization of skills to everyday
life outside the treatment context (Linehan et
al. 1999). The woman in charge of the DBT
component of the treatment services was
delighted to form a collaborative relationship
with Mandy H.’s eating disorder therapist.
Once during Mandy H.’s treatment (with
Mandy H.’s permission, and the permission of
the DBT group), Mandy H.’s eating disorders
therapist sat in on the substance abuse treatment agency’s team treatment meeting and
observed the DBT group counseling session
that day. Mandy H.’s eating disorders therapist also was able to help Mandy H. get
Medicaid coverage for her residential substance abuse treatment under the State’s program for clients with severe and persistent
mental illness by demonstrating the persistence of Mandy H.’s COD based on her hospital stay the prior year and her current
severe, complex, co-occurring conditions.
Mandy H. did very well during her residential
stay, and she responded positively to AA.
From the extensive intake information and
collateral reports from relatives, Mandy H.’s
substance abuse treatment counselor learned
that Mandy H.’s family tree was filled with
people who had developed alcoholism, including a grandmother who might well have developed an addiction to sleeping pills and/or
tranquilizers in the 1960s. Since the substance abuse treatment counselor also had a
family tree with many people with chemical
dependencies, the counselor could understand how Mandy H. could identify closely

A Brief Overview of Specific Mental Disorders and Cross-Cutting Issues

Anorexia Nervosa
Diagnostic features
The essential features of anorexia nervosa are that the individual refuses to maintain a minimally normal body
weight, is intensely afraid of gaining weight, and exhibits a significant disturbance in the perception of the shape
or size of his or her body (see below Criterion A). In addition, postmenarcheal females with this disorder are
amenorrheic. (The term anorexia is a misnomer because loss of appetite is rare.) Individuals with this disorder
intensely fear gaining weight or becoming fat (Criterion B). This intense fear of becoming fat is usually not alleviated by the weight loss. In fact, concern about weight gain often increases even as actual weight continues to
decrease. The experience and significance of body weight and shape are distorted in these individuals (Criterion
C). In postmenarcheal females, amenorrhea (due to abnormally low levels of estrogen secretion that are due in
turn to diminished pituitary secretion of follicle-stimulating hormone and luteinizing hormone) is an indicator of
physiological dysfunction in Anorexia Nervosa (Criterion D).

Diagnostic criteria for anorexia nervosa
A. Refusal to maintain body weight at or above a minimally normal weight for age and height (e.g., weight loss
leading to maintenance of body weight less than 85 percent of that expected; or failure to make expected
weight gain during period of growth, leading to body weight less than 85 percent of that expected).
B. Intense fear of gaining weight or becoming fat, even though underweight.
C. Disturbance in the way in which one’s body weight or shape is experienced, undue influence of body weight
or shape on self-evaluation, or denial of the seriousness of the current low body weight.
D. In postmenarcheal females, amenorrhea, i.e., the absence of at least three consecutive menstrual cycles. (A
woman is considered to have amenorrhea if her periods occur only following hormone, e.g., estrogen, administration.)
Specify type:
Restricting Type: During the current episode of Anorexia Nervosa, the person has not regularly
engaged in binge-eating or purging behavior (i.e., self-induced vomiting or the misuse of laxatives,
diuretics, or enemas).
Binge-Eating/Purging Type: During the current episode of Anorexia Nervosa, the person has regularly
engaged in binge-eating or purging behavior (i.e., self-induced vomiting or the misuse of laxatives,
diuretics, or enemas).

Bulimia Nervosa
Diagnostic features
The essential features of bulimia nervosa are binge eating and inappropriate compensatory methods to prevent
weight gain. In addition, the self-evaluation of individuals with bulimia nervosa is excessively influenced by
body shape and weight. To qualify for the diagnosis, the binge eating and the inappropriate compensatory
behaviors must occur, on average, at least twice a week for 3 months (Criterion C). An episode of binge eating is
also accompanied by a sense of lack of control (Criterion A2). Another essential feature of bulimia nervosa is
the recurrent use of inappropriate compensatory behaviors to prevent weight gain (Criterion B).
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Individuals with bulimia nervosa place an excessive emphasis on body shape and weight in their self-evaluation,
and these factors are typically the most important ones in determining self-esteem (Criterion D). However, a
diagnosis of bulimia nervosa should not be given when the disturbance occurs only during episodes of anorexia
nervosa (Criterion E).

Diagnostic criteria for bulimia nervosa
A. Recurrent episodes of binge eating. An episode of binge eating is characterized by both of the following:
(1) Eating, in a discrete period of time (e.g., within any 2-hour period), an amount of food that is definitely
larger than most people would eat during a similar period of time and under similar circumstances
(2) A sense of lack of control over eating during the episode (e.g., a feeling that one cannot stop eating or
control what or how much one is eating)
B. Recurrent inappropriate compensatory behavior in order to prevent weight gain, such as self-induced vomiting; misuse of laxatives, diuretics, enemas, or other medications; fasting; or excessive exercise.
C. The binge eating and inappropriate compensatory behaviors both occur, on average, at least twice a week
for 3 months.
D. Self-evaluation is unduly influenced by body shape and weight.
E. The disturbance does not occur exclusively during episodes of Anorexia Nervosa.
Specify type:
Purging Type: during the current episode of Bulimia Nervosa, the person has regularly engaged in selfinduced vomiting or the misuse of laxatives, diuretics, or enemas.
Nonpurging Type: during the current episode of Bulimia Nervosa, the person has used other inappropriate compensatory behaviors, such as fasting or excessive exercise, but has not regularly engaged in
self-induced vomiting or the misuse of laxatives, diuretics, or enemas.
Source: Reprinted with permission from DSM-IV-TR (APA 2000, pp. 583, 584, 589-591, 594)
with what people had to say at AA meetings,
even without a lengthy history of heavy alcohol use. Mandy H. found that the strong
attachment to alcohol expressed by others
was what she was already experiencing,
including her finding that until she knew
where her drinking would be able to occur
during the day, not much else could keep her
attention. Mandy H. felt she had a similar
addictive response to marijuana.
The substance abuse treatment program
directed Mandy H. to AA meetings that other
people with co-occurring disorders attended.
Mandy H. was able to find a sponsor who
herself had a co-occurring depressive disorder, one that had been handled successfully
with maintenance antidepressant medication.
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Mandy H. did well throughout treatment, and
by the time she was in her sixth month of outpatient continuing care, she had gained 12
pounds. At that point Mandy H. began to
struggle with urges to binge and thoughts of
inducing vomiting. Her eating disorders therapist contacted her continuing care substance
abuse treatment counselor (the same woman
who handled the DBT parts of the residential
program). After discussing Mandy H.’s situation and improvement, the substance abuse
treatment counselor agreed with the eating
disorders counselor’s recommendation that
Mandy H. see the substance abuse treatment
program’s psychiatric consultant for possible
use of an antidepressant to help with the
emerging bingeing and purging concerns. The
psychiatrist consultant saw Mandy H. and
then called another psychiatrist who Mandy
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H.’s eating disorder therapist
used regularly. After a brief discussion with the other psychiatrist, the psychiatrist treating
Mandy H. prescribed 20 mg of
fluoxetine and discussed with
Mandy H. what to expect.
It was helpful to Mandy H. to see
the medication as part of how
she could be empowered to take
care of herself and to take care
of her recovery. Mandy H. fully
embraced the idea of being powerless over her use of alcohol,
marijuana, or euphoria-producing drugs, as she saw that as a
great help to her both in terms of
averting thoughts about her
weight and in terms of thoughts
about whether just to smoke
marijuana or have just a little
wine, Mandy H.’s sponsor was
able to share with Mandy H. her
“research” with “just a little
wine.”

Advice to the Counselor:
Counseling a Client With an
Eating Disorder
• Where possible, work closely with a professional who specializes in eating disorders.
• Document through a comprehensive assessment the individual’s full repertoire of weight loss behaviors since people with eating disorders will often go to dangerous
extremes to lose weight.
• Conduct a behavioral analysis of the foods and substances
of choice; high-risk times and situations for engaging in
disordered eating and substance abuse behaviors; and
the nature, pattern, and interrelationship of disordered
eating and substance use.
• Develop a treatment plan for both the eating and substance use disorder.
• Employ psychoeducation and cognitive–behavioral techniques for bulimia nervosa.
• Use adjunctive strategies such as nutritional consultation,
the setting of a weight range goal, and observations at
and between meal times for disordered eating behaviors.
• Incorporate relapse prevention strategies to plan for a
long course of treatment and several treatment episodes.

Mandy H.’s COD were a diagnostic challenge for the treatment team. Her DBT counselor
thought she had an additional borderline personality disorder, but the treatment team
thought she should be re-evaluated after 3 to
6 months of both sobriety and healthy eating,
especially as Mandy H. had had regular but
slow progress the prior year until she
dropped out of
treatment and began to drink and smoke
marijuana.

psychiatrist for medication management, and
she had unproblematic increases in her medication to a full therapeutic dose appropriate
for her. On rare occasions Mandy H. had
thoughts about foregoing her medication, but
with her counselor’s help she realized that
such thoughts were akin to “stinking thinking” and often connected to some other reactions or concerns going on in other areas of
her life.

Indeed, with a year of sobriety and strong
feelings of a new lease on life through 12-Step
living, Mandy H. was eligible for State vocational rehabilitation assistance and entered
college. Mandy H. still went to AA once a
month, or more if she or her sponsor thought
it wise, and she stayed in touch about once a
week with her sponsor. Mandy H. attended
monthly continuing care groups, and she saw
her eating disorders therapist every other
month. Mandy H. also continued to see the

Discussion: How would Mandy H. have
fared without comprehensive and integrated
treatment? Mandy H.’s case history highlights
the importance of assisting clients in therapeutic and extra-therapeutic ways, such as
assisting with Medicaid and vocational rehabilitation eligibilities. Also, the importance of
Mandy H.’s particular background and the
reactions it engendered to AA is taken into
consideration, while nonacute concerns about
diagnostic concerns were put in abeyance.
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Last, the united front between the substance
abuse counselor and persons involved in
treatment of her mental disorder regarding
medications and other aspects of treatment
was helpful to Mandy H. maintaining her
dual recovery.

Pathological Gambling
What Counselors Should
Know About Substance Abuse
and Pathological Gambling
The essential feature of pathological gambling
is persistent and recurrent maladaptive gambling behavior that disrupts personal, family,
or vocational pursuits. Counselors should be
aware that
•Prevalence data for gambling regularly
makes distinctions among “pathological”
gamblers (the most severe category) and
levels of “problem” gambling (less severe to
moderate levels of difficulty). Recent general estimates (Gerstein et al. 1999; Shaffer et
al. 1997) indicate about 1 percent of the
U.S. general population could be classified
as having pathological gambling, according
to the diagnostic criteria below. Cogent considerations regarding prevalence are given
in the DSM-IV-TR regarding variations due
to the availability of gambling and seemingly greater rates in certain locations (e.g.,
Puerto Rico, Australia), which have been
reported to be as high as 7 percent. Higher
prevalence rates also have been reported in
adolescents and college students, ranging
from 2.8 to 8 percent (APA 2000). The general past-year estimate for pathological and
problem gambling combined is roughly 3
percent. This can be compared to past year
estimates of alcohol abuse/dependence of
9.7 percent and drug abuse/dependence of
3.6 percent.
•The rate of co-occurrence of pathological
gambling among people with substance use
disorders has been reported as ranging
from 9 to 30 percent and the rate of substance abuse among individuals with patho-
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logical gambling has been estimated at 25 to
63 percent.
•Among pathological gamblers, alcohol has
been found to be the most common substance of abuse. At minimum, the rate of
problem gambling among people with substance use disorders is four to five times
that found in the general population.
•It is important to recognize that even
though pathological gambling often is
viewed as an addictive disorder, clinicians
cannot assume that their knowledge or
experience in substance abuse treatment
qualifies them automatically to treat people
with a pathological gambling problem.
•With clients with substance use disorders
who are pathological gamblers, it often is
essential to identify specific triggers for
each addiction. It is also helpful to identify
ways in which use of addictive substances
or addictive activities such as gambling act
as mutual triggers.
In individuals with COD, it is particularly
important to evaluate patterns of substance use
and gambling. The following bullets provide
several examples:
•Cocaine use and gambling may coexist as
part of a broader antisocial lifestyle.
•Someone who is addicted to cocaine may see
gambling as a way of getting money to support drug use.
•A pathological gambler may use cocaine to
maintain energy levels and focus during
gambling and sell drugs to obtain gambling
money.
•Cocaine may artificially inflate a gambler’s
sense of certainty of winning and gambling
skill, contributing to taking greater gambling risks.
•The gambler may use drugs or alcohol as a
way of celebrating a win or relieving
depression.
•One of the more common patterns that has
been seen clinically is that of a sequential
addiction. A frequent pattern is that someone who has had a history of alcohol depen-
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Diagnostic Features of Pathological Gambling
The essential feature of pathological gambling is persistent and recurrent maladaptive gambling behavior
(Criterion A) that disrupts personal, family, or vocational pursuits. The diagnosis is not made if the gambling
behavior is better accounted for by a manic episode (Criterion B).

Diagnostic criteria
A. Persistent and recurrent maladaptive gambling behavior as indicated by five (or more) of the following:
(1) Is preoccupied with gambling (e.g., preoccupied with reliving past gambling experiences, handicapping or planning the next venture, or thinking of ways to get money with which to gamble)
(2) Needs to gamble with increasing amounts of money in order to achieve the desired excitement
(3) Has repeated unsuccessful efforts to control, cut back, or stop gambling
(4) Is restless or irritable when attempting to cut down or stop gambling
(5) Gambles as a way of escaping from problems or of relieving a dysphoric mood (e.g., feelings of helplessness, guilt, anxiety, depression)
(6) After losing money gambling, often returns another day to get even (“chasing” one’s losses)
(7) Lies to family members, therapist, or others to conceal the extent of involvement with gambling
(8) Has committed illegal acts such as forgery, fraud, theft, or embezzlement to finance gambling
(9) Has jeopardized or lost a significant relationship, job, or educational or career opportunity because
of gambling
(10) Relies on others to provide money to relieve a desperate financial situation caused by gambling
B. The gambling behavior is not better accounted for by a Manic Episode.
Source: Reprinted with permission from DSM-IV-TR (APA 2000, pp. 671, 674).
dence—often with many years of recovery
and AA attendance—develops a gambling
problem.

Case Study: Counseling a
Substance Abuse Treatment
Client With a Pathological
Gambling Disorder
Louis Q. is a 56-year-old, divorced Caucasian
male who presented through the emergency
room, where he had gone complaining of
chest pain. After cardiovascular problems
were ruled out, he was asked about stressors
that may have contributed to chest pain.
Louis Q. reported frequent gambling and significant debt. However, he has never sought
any help for gambling problems.

The medical staff found that Louis Q. had a
30-year history of alcohol abuse, with a significant period of meeting criteria for alcohol
dependence. He began gambling at age 13.
Currently, he meets criteria for both alcohol
dependence and pathological gambling. He
has attended AA a few times in the past for
very limited periods.
He was referred to a local substance abuse
treatment agency. Assessment indicated that
drinking was a trigger for gambling, as well as
a futile attempt at self-medication to manage
depression related to gambling losses. The
precipitating event for seeking help was anxiety related to embezzling money from his job
and fear that his embezzlement was going to
be found by an upcoming audit.
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Advice to the Counselor:
Counseling a Client With Pathological
Gambling Disorder
• Carefully assess use and frequency of sports events,
scratch tickets, games of chance, and bets.
• Ask if the client is at any physical risk regarding owing
money to people who collect on such debts.
• Treat the disorders as separate but interacting problems.
• Become fluent in the languages of substance abuse and
of gambling.
• Understand the similarities and differences of substance
use disorders and pathological gambling.
• Utilize all available 12-Step and other mutual support
groups.
• Recognize that a client’s motivation level may be at different points for dealing with each disorder.
• Use treatments that combine 12-Step, psychoeducation,
group therapy and cognitive–behavioral approaches.
• Use separate support groups for gambling and for alcohol and/or drug dependence. While the groups can supplement each other, they cannot substitute for each
other.
During the evaluation, it became clear that
treatment would have to address both his
gambling as well as his alcohol dependence,
since these were so intertwined. Education
was provided on both disorders, using standard information at the substance abuse
treatment agency as well as materials from
Gamblers Anonymous (GA). Group and individual therapy repeatedly pointed out the
interaction between the disorders and the
triggers for each, emphasizing the development of coping skills and relapse prevention
strategies for both disorders. Louis Q. also
was referred to a local GA meeting and was
fortunate to have another member of his
addictions group to guide him there. The family was involved in treatment planning and
money management, including efforts to organize, structure, and monitor debt repayment.
Legal assistance was obtained to advise him
on potential legal charges due to embezzlement at work. He began attending both AA
and GA meetings, obtaining sponsors in both
programs.
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Discussion: The counselor
takes time to establish the relationship of the two disorders. He
takes the gambling problem seriously as a disorder in itself,
rather than assuming it would go
away when the addiction was
treated. Even though his agency
did not specialize in gambling
addiction treatment, he was able
to use available community
resources (e.g., GA) as a source
of educational material and a
referral. He recognized the
importance of regular group
involvement for Louis Q. and
also knew it was critical to support the family in working
through existing problems and
trying to avoid new ones.

Conclusion

The information contained in
this chapter can serve as a quick
reference for the substance
abuse counselor when working
with clients who have the mental disorders
described or who may be suicidal. As noted
above, appendix D provides more extensive
information. The limited aims of the panel in
providing this material are to increase substance abuse treatment counselors’ familiarity
with mental disorders terminology and criteria, as well as to provide advice on how to
proceed with clients who demonstrate these
disorders. The panel encourages counselors
to continue to increase their understanding of
mental disorders by using the resource material referenced in each section, attending
courses and conferences in these areas, and
engaging in dialog with mental health professionals who are involved in treatment. At the
same time, the panel urges continued work to
develop improved treatment approaches that
address substance use in combination with
specific mental disorders, as well as better
translation of that work to make it more
accessible to the substance abuse field.
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9 Substance-Induced
Disorders
Overview
In This
Chapter…
Description
Alcohol
Caffeine
Cocaine and
Amphetamines
Hallucinogens
Nicotine
Opioids
Sedatives
Diagnostic
Considerations
Case Studies:
Identifying
Disorders

The toxic effects of substances can mimic mental illness in ways that can
be difficult to distinguish from mental illness. This chapter focuses on
symptoms of mental illness that are the result of substance abuse—a
condition referred to as “substance-induced mental disorders.”

Description
As defined in the Diagnostic and Statistical Manual of Mental
Disorders, 4th edition, Text Revision (American Psychiatric
Association [APA] 2000) (DSM-IV-TR), substance-induced disorders
include:
• Substance-induced delirium
• Substance-induced persisting dementia
• Substance-induced persisting amnestic disorder
• Substance-induced psychotic disorder
• Substance-induced mood disorder
• Substance-induced anxiety disorder
• Hallucinogen persisting perceptual disorder
• Substance-induced sexual dysfunction
• Substance-induced sleep disorder
Substance-induced disorders are distinct from independent co-occurring mental disorders in that all or most of the psychiatric symptoms
are the direct result of substance use. This is not to state that substance-induced disorders preclude co-occurring mental disorders,
only that the specific symptom cluster at a specific point in time is
more likely the result of substance use, abuse, intoxication, or withdrawal than of underlying mental illness. A client might even have
both independent and substance-induced mental disorders. For example, a client may present with well-established independent and con-
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trolled bipolar disorder and alcohol dependence in remission, but the same client could
be experiencing amphetamine-induced auditory hallucinations and paranoia from an
amphetamine abuse relapse over the last 3
weeks.
Symptoms of substance-induced disorders
run the gamut from mild anxiety and depression (these are the most common across all
substances) to full-blown manic and other
psychotic reactions (much less common). The
“teeter-totter principle”—i.e., what goes up
must come down—is useful to predict what
kind of syndrome or symptoms might be
caused by what substances. For example,
acute withdrawal symptoms from physiological depressants such as alcohol and benzodiazepines are hyperactivity, elevated blood
pressure, agitation, and anxiety (i.e., the
shakes). On the other hand, those who
“crash” from stimulants are tired, withdrawn, and depressed. Virtually any substance taken in very large quantities over a
long enough period can lead to a psychotic
state.
Because clients vary greatly in how they
respond to both intoxication and withdrawal
given the same exposure to the same substance, and also because different substances
may be taken at the same time, prediction of
any particular substance-related syndrome
has its limits. What is most important is to
continue to evaluate psychiatric symptoms
and their relationship to abstinence or ongoing substance abuse over time. Most substance-induced symptoms begin to improve
within hours or days after substance use has
stopped. Notable exceptions to this are psychotic symptoms caused by heavy and longterm amphetamine abuse and the dementia
(problems with memory, concentration, and
problemsolving) caused by using substances
directly toxic to the brain, which most commonly include alcohol, inhalants like gasoline, and again amphetamines. Following is an
overview of the most common classes of substances of abuse and the accompanying psy-
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chiatric symptoms seen in intoxication, withdrawal, or chronic use.

Alcohol
In most people, moderate to heavy consumption is associated with euphoria, mood lability, decreased impulse control, and increased
social confidence (i.e., getting high). Such
symptoms might even appear “hypomanic.”
However these often are followed with nextday mild fatigue, nausea, and dysphoria (i.e.,
a hangover). In a person who has many life
stresses, losses, and struggles, which is often
the case as addiction to alcohol proceeds, the
mood lability and lowered impulse control
can lead to increased rates of violence toward
others and self. Prolonged drinking increases
the incidence of dysphoria, anxiety, and such
violence potential. Symptoms of alcohol withdrawal include agitation, anxiety, tremor,
malaise, hyperreflexia (exaggeration of reflexes), mild tachycardia (rapid heart beat),
increasing blood pressure, sweating, insomnia, nausea or vomiting, and perceptual distortions.
Following acute withdrawal (a few days),
some people will experience continued mood
instability, fatigue, insomnia, reduced sexual
interest, and hostility for weeks, so called
“protracted withdrawal.” Differentiating protracted withdrawal from a major depression
or anxiety disorder is often difficult. More
severe withdrawal is characterized by severe
instability in vital signs, agitation, hallucinations, delusions, and often seizures. The best
predictor of whether this type of withdrawal
may happen again is if it happened before.
Alcohol-induced deliriums after high-dose
drinking are characterized by fluctuating
mental status, confusion, and disorientation
and are reversible once both alcohol and its
withdrawal symptoms are gone, while by definition, alcohol dementias are associated with
brain damage and are not entirely reversible
even with sobriety.
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Caffeine
When consumed in large quantities, caffeine
can cause mild to moderate anxiety, though
the amount of caffeine that leads to anxiety
varies. Caffeine is also associated with an
increase in the number of panic attacks in
individuals who are predisposed to them.

Cocaine and Amphetamines
Mild to moderate intoxication from cocaine,
methamphetamine, or other stimulants is
associated with euphoria, and a sense of
internal well-being, and perceived increased
powers of thought, strength, and accomplishment. In fact, low to moderate doses of
amphetamines may actually increase certain
test-taking skills temporarily in those with
attention deficit disorders (see this in
appendix D) and even in people who do not
have attention deficit disorders. However, as
more substance is used and intoxication
increases, attention, ability to concentrate,
and function decrease.
With street cocaine and methamphetamines,
dosing is almost always beyond the functional
window. As dosage increases, the chances of
impulsive dangerous behaviors, which may
involve violence, promiscuous sexual activity,
and others, also increases. Many who become
chronic heavy users go on to experience temporary paranoid delusional states. As mentioned above, with methamphetamines, these
psychotic states may last for weeks, months,
and even years. Unlike schizophrenic psychotic states, the client experiencing a paranoid state induced by cocaine more likely has
intact abstract reasoning and linear thinking
and the delusions are more likely paranoid
and less bizarre (Mendoza and Miller 1992).
After intoxication comes a crash in which the
person is desperately fatigued, depressed,
and often craves more stimulant to relieve
these withdrawal symptoms. This dynamic is
why it is thought that people who abuse stimulants often go on week- or month-long binges
and have a hard time stopping. At some point
the ability of stimulants to push the person
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back into a high is lost (probably through
washing out of neurotransmitters), and then a
serious crash ensues.
Even with several weeks of abstinence, many
people who are addicted to stimulants report
a dysphoric state that is marked by anhedonia (absence of pleasure) and/or anxiety, but
which may not meet the symptom severity criteria to qualify as DSM-IV Major Depression
(Rounsaville et al. 1991). These anhedonic
states can persist for weeks. As mentioned
above, heavy, long-term amphetamine use
appears to cause long-term changes in the
functional structure of the brain, and this is
accompanied by long-term problems with concentration, memory, and, at times, psychotic
symptoms. Month-long methamphetamine
binges followed by week- or month-long alcohol binges, a not uncommon pattern, might
appear to be “bipolar” disorder if the drug
use is not discovered. For more information,
see the National Institute on Drug Abuse Web
site (www.nida.nih.gov).

Hallucinogens
Hallucinogens produce visual distortions and
frank hallucinations. Some people who use
hallucinogens experience a marked distortion
of their sense of time and feelings of depersonalization. Hallucinogens may also be associated with drug-induced panic, paranoia,
and even delusional states in addition to the
hallucinations. Hallucinogen hallucinations
usually are more visual (e.g., enhanced colors
and shapes) as compared to schizophrenictype hallucinations, which tend to be more
auditory (e.g., voices). The existence of a
marijuana-induced psychotic state has been
debated (Gruber and Pope 1994), although a
review of the research suggests that there is
no such entity. A few people who use hallucinogens experience chronic reactions, involving prolonged psychotic reactions, depression, exacerbations of preexisting mental disorders, and flashbacks. The latter are symptoms that occur after one or more psychedelic
“trips” and consist of flashes of light and
after-image prolongation in the periphery.
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The DSM-IV defines flashbacks as a “hallucinogen persisting perception disorder.” A
diagnosis requires that they be distressing or
impairing to the client (APA 1994, p. 234).

Nicotine
Clients who are dependent on nicotine are
more likely to experience depression than
people who are not addicted to it; however, it
is unclear how much this is cause or effect. In
some cases, the client may use nicotine to regulate mood. Whether there is a causal relationship between nicotine use and the symptoms of depression remains to be seen. At
present, it can be said that many persons who
quit smoking do experience both craving and
depressive symptoms to varying degrees,
which are relieved by resumption of nicotine
use (see chapter 8 for more information on
nicotine dependence).

Opioids
Opioid intoxication is characterized by
intense euphoria and well-being. Withdrawal
results in agitation, severe body aches, gastrointestinal symptoms, dysphoria, and craving to use more opioids. Symptoms during
withdrawal vary—some will become acutely
anxious and agitated, while others will experience depression and anhedonia. Even with
abstinence, anxiety, depression, and sleep
disturbance can persist for weeks as a protracted withdrawal syndrome. Again, differentiating this from major depression or anxiety is difficult and many clinicians may just
treat the ongoing symptom cluster. For many
people who become opioid dependent, and
then try abstinence, these ongoing withdrawal
symptoms are so powerful that relapse occurs
even with the best of treatments and client
motivation. For these clients, opioid replacement therapy (methadone, suboxone, etc.)
becomes necessary and many times life saving. There are reports of an atypical opioid
withdrawal syndrome characterized by delirium after abrupt cessation of methadone
(Levinson et al. 1995). Such clients do not
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appear to have the autonomic symptoms typically seen in opioid withdrawal. Long-term
use of opioids is commonly associated with
moderate to severe depression.
Phencyclidine (PCP) causes dissociative and
delusional symptoms, and may lead to violent
behavior and amnesia of the intoxication.
Zukin and Zukin (1992) report that people
who use PCP and who exhibit an acute psychotic state with PCP are more likely to experience another with repeated use.

Sedatives
Acute intoxication with sedatives like
diazepam is similar to what is experienced
with alcohol. Withdrawal symptoms are also
similar to alcohol and include mood instability with anxiety and/or depression, sleep disturbance, autonomic hyperactivity, tremor,
nausea or vomiting, and, in more severe
cases, transient hallucinations or illusions
and grand mal seizures. There are reports of
a protracted withdrawal syndrome characterized by anxiety, depression, paresthesias,
perceptual distortions, muscle pain and
twitching, tinnitus, dizziness, headache, derealization and depersonalization, and
impaired concentration. Most symptoms
resolve within weeks, though some symptoms,
such as anxiety, depression, tinnitus (ringing
in the ears), and paresthesias (sensations such
as prickling, burning, etc.), have been reported to last a year or more after withdrawal in
rare cases. No chronic dementia-type syndromes have been characterized with chronic
use; however, many people who use sedatives
chronically seem to experience difficulty with
anxiety symptoms, which respond poorly to
other anxiety treatments.

Diagnostic
Considerations
Diagnoses of substance-induced mental disorders will typically be provisional and will
require reevaluation—sometimes repeatedly.
Many apparent acute mental disorders may
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Criteria for Diagnosis of Substance-Induced Mood Disorders
1. A prominent and persistent disturbance in mood predominates, characterized by (a) a depressed mood or
markedly diminished interest or pleasure in activities, or (b) an elevated, expansive, or irritable mood.
2. There is evidence from the history, physical examination, or laboratory findings that the symptoms developed during or within a month after substance intoxication or withdrawal, or medication use, is etiologically
related to the mood disturbance.
3. The disturbance is not better explained by a mood disorder.
4. The disturbance did not occur exclusively during a delirium.
5. The symptoms cause clinically significant distress or impairment.
Source: APA 1994.
really be substance-induced disorders, such
as in those clients who use substances and
who are acutely suicidal (see chapter 8 and
appendix D for more on suicidality and drug
use).
Some people who have what appear to be substance-induced disorders may turn out to
have both a substance-induced disorder and
an independent mental disorder. For most
people who are addicted to substances, drugs
eventually become more important than jobs,
friends, family, and even children. These
changes in priorities often look, sound, and
feel like a personality disorder, but diagnostic
clarity regarding personality disorders in general is difficult, and in clients with substancerelated disorders the true diagnostic picture
might not emerge or reveal itself for weeks or
months. Moreover, it is not unusual for the
symptoms of a personality disorder to clear
with abstinence—sometimes even fairly early
in recovery. Preexisting mood state, personal
expectations, drug dosage, and environmental
surroundings all warrant consideration in
developing an understanding of how a particular client might experience a substanceinduced disorder. Treatment of the substance
use disorder and an abstinent period of weeks
or months may be required for a definitive
diagnosis of an independent, co-occurring
mental disorder. As described in chapter 4 on
assessment, substance abuse treatment programs and clinical staff can concentrate on
screening for mental disorders and determin-
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ing the severity and acuity of symptoms,
along with an understanding of the client’s
support network and overall life situation.
The text box above provides an example of
the diagnostic criteria for one substanceinduced disorder—substance-induced mood
disorders.

Case Studies:
Identifying Disorders
George M. is a 37-year-old divorced male who
was brought into the emergency room intoxicated. His blood alcohol level was .152, and
the toxicology screen was positive for cocaine.
He was also suicidal (“I’m going to do it right
this time!”). He has a history of three psychiatric hospitalizations and two inpatient substance abuse treatments. Each psychiatric
admission was preceded by substance use.
George M. has never followed through with
mental health care. He has intermittently
attended Alcoholics Anonymous, but not
recently.
Teresa G. is a 37-year-old divorced female
who was brought into a detoxification unit 4
days ago with a blood alcohol level of .150.
She is observed to be depressed, withdrawn,
with little energy, fleeting suicidal thoughts,
and poor concentration, but states she is just
fine, not depressed, and life was good last
week before her relapse. She has never used
drugs (other than alcohol), and began drink-
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ing alcohol only 3 years ago. However, she
has had several alcohol-related problems
since then. She has a history of three psychiatric hospitalizations for depression, at ages
19, 23, and 32. She reports a positive
response to antidepressants. She is currently
not receiving mental health services or substance abuse treatment. She is diagnosed with
alcohol dependence (relapse) and substanceinduced mood disorder, with a likely history
of, but not active, major depression.

Discussion
Many factors must be examined when making
initial diagnostic and treatment decisions. For
example, if George M.’s psychiatric admissions were 2 or 3 days long, usually with discharges related to leaving against medical
advice, decisions about diagnosis and treatment would be different (i.e., it is likely this
is a substance-induced suicidal state and
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referral at discharge should be to a substance
abuse treatment agency rather than a mental
health center) than if two of his psychiatric
admissions were 2 or 3 weeks long with clearly defined manic and psychotic symptoms
continuing throughout the course, despite
aggressive use of mental health care and medication (this is more likely a person with both
bipolar disorder and alcohol dependence who
requires integrated treatment for both his
severe alcoholism and bipolar disorder).
Similarly, if Teresa G. had become increasingly depressed and withdrawn over the past
3 months, and had for a month experienced
disordered sleep, poor concentration, and
suicidal thoughts, she would be best diagnosed with major depression with an acute
alcohol relapse rather than substanceinduced mood disorder secondary to her alcohol relapse.

Substance-Induced Disorders

