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Considerable research documents the health consequences of psychosis and co-occurring substance
use disorders. Results of randomized controlled trials assessing the effectiveness of psychosocial
interventions for persons with dual diagnoses are equivocal but encouraging. Many studies are
hampered by small, heterogeneous samples, high attrition rates, short follow-up periods, and unclear
description of treatment components. The treatments available for this group of patients (which can
be tailored to individual needs) include motivational interviewing, cognitive-behavioral therapy,
contingency management, relapse prevention, case management, and skills training. Regardless of
whether services follow integrated or parallel models, they should be well coordinated, take a
team approach, be multidisciplinary, have specialist-trained personnel (including 24-hour access),
include a range of program types, and provide for long-term follow-up. Interventions for substance
reduction may need to be further developed and adapted for people with serious mental illnesses.
Further quality trials in this area will contribute to the growing body of data of effective interventions.
(HARV REV PSYCHIATRY 2009;17:24–34.)
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INTRODUCTION

The range of expression of dual diagnoses is remarkably
diverse, due to the large number of possible combina-
tions of each mental illness on Axes I and II of the cur-
rent Diagnostic and Statistical Manual of Mental Disor-
ders plus all of the substance use disorders. By and large,
four categories of people are likely to require a combi-
nation of mental health and substance abuse services:1–3

(1) those who are severely disabled by comorbid mental
health and substance use disorders, who will need a co-
ordinated and integrated approach by both mental health
and drug and alcohol services, (2) those who are severely
disabled by mental health disorders and adversely affected
by problematic substance use disorders, who will be treated
primarily by mental health services, (3) those who are dis-
abled by substance use disorders and adversely affected
by mental health problems, who will be treated primar-
ily by drug and alcohol services, and (4) those who are
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mildly disabled by dual diagnoses, who will be treated pri-
marily by a general practitioner but may also require access
to either mental health or substance abuse services at vari-
ous times.

This review is mainly focused on patients with diag-
nosed serious (and persistent) mental illnesses, including
schizophrenia, psychotic illness, bipolar disorder, and ma-
jor depression, and co-occurring substance use disorders,
especially with drugs in common use, such as alcohol and
cannabis. The terms dual diagnosis and co-occurring dis-
orders are used interchangeably. The literature informing
this article was identified through (1) electronic searches of
CINAHL, MEDLINE, PsycINFO, and PubMed of English
articles from 1976 to present using MeSH terms and vari-
ous combinations of the following keywords: dual diagnosis,
comorbidity, schizophrenia, bipolar, depression, severe men-
tal illness, randomized control trial, drug or substance use,
alcoholism, motivational, CBT, program, and services; (2) lit-
erature acquired during a Cochrane review on psychosocial
interventions for people with both severe mental illnesses
and substance misuse;4,5 and (3) examination of reference
lists, including several recent reviews on this topic,6–13 to
identify any additional relevant articles. Key themes were
distilled from the retrieved articles above, and an inclusive
approach was used to review empirical treatment studies
involving patients with serious mental illnesses and sub-
stance misuse.

Estimates of current substance abuse and lifetime preva-
lence in mental health settings vary because of variations
in where the samples were located, in the use of inclusive
versus narrow diagnostic criteria, in assessment protocols,
and in the accuracy of records. The largest prevalence study
is the Epidemiologic Catchment Area (ECA) study, which in-
volved over 20,000 structured interviews.14 The ECA study
revealed that 37% of people with alcohol disorders and
53% with other drug disorders have comorbid psychiatric
conditions. People with a diagnosis of schizophrenia were
three times more likely to be alcohol abusers and six times
more likely to abuse other substances than those without
schizophrenia,14 and 47% had a substance abuse or depen-
dence disorder.15 Cannabis use by people with comorbid
psychiatric conditions was estimated to be around 50% in
the ECA study.14 Subsequent studies in the United States,
United Kingdom, Western Europe, Oceania, and most other
countries have estimated that about 20% of young peo-
ple without comorbidity report weekly or heavy use.16,17

Rates of cigarette smoking among people with schizophre-
nia are between 70 and 88%, with 40% smoking more than
40 cigarettes a day.18 The overall health consequences of
smoking are often ignored in dual-diagnosis discussions
despite the high rates of mortality linked to smoking
in people with schizophrenia compared to the general
population.19,20

Correlates and Consequences of Living with
Dual Diagnoses

In general, people with psychosis and substance use disor-
ders are more likely to be male, have a family history of
substance abuse, and be younger than their non–substance
abusing counterparts, with the possible exception of alcohol
abusers.21 Considerable research documents the negative
consequences for those with dual diagnoses. These conse-
quences include increased rates of treatment noncompli-
ance, relapse, distorted perception and cognition, suicidal
ideation, social exclusion, homelessness, aggression, injury,
HIV, hepatitis, and cardiovascular, liver, and gastrointesti-
nal disease.6,21–31

A common factor contributing to the refusal or avoid-
ance of treatment by dual-diagnosis clients is their low mo-
tivation to reduce substance use.6 As a result, their mental
health is especially vulnerable, for their substance disorder
may destabilize their illness, undermine treatment adher-
ence, and contribute to psychosocial instability.32 The mix-
ture of psychosis, strong emotions, and the continuing resort
to alcohol and other readily available substances will exacer-
bate social alienation and increase the potential for violent
lashing out. Furthermore, friends and family who live with,
care for, or otherwise remain in contact with people having
dual diagnoses will also experience distress, tension, and
conflict within these relationships.33 Interpersonal conflicts
are often associated with dual diagnoses, and friends and
families may be frustrated with ongoing substance misuse
that the users themselves may not see as problematic.6

Reasons for Substance Abuse Among People
with a Psychosis

According to Gregg and colleagues,21 there are four general
explanations for the high rates of substance abuse among
people with schizophrenia. These are that (1) substance
abuse causes schizophrenia, (2) substance use is an at-
tempt, by self-medication, to ameliorate experiences intrin-
sic to schizophrenia, (3) schizophrenia and substance abuse
have etiological factors in common, and (4) schizophrenia
and substance abuse maintain each other. With regard to
the first explanation, cannabis is the only substance so
far to have shown a strong association between substance
abuse (in particular, early heavy use) and the development
of schizophrenia. In one prospective study of cannabis use
among adolescents, the psychotic outcomes remained sig-
nificant when all other drugs were taken into account.34

The groundbreaking Swedish study following up 45,000
army conscripts for 15 years found that those who had
used cannabis at least 50 times at the point of recruitment
were six times more likely to have a follow-up diagnosis of
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schizophrenia.35 A New Zealand study followed more than
1000 individuals from birth, which found at follow-ups be-
tween the ages of 16 and 25 that daily users of cannabis ex-
hibited psychotic symptoms at rates between two and three
times those of nonusers.36 A recent systematic review of 35
studies showed an increased risk of psychotic outcomes in
individuals who had ever used cannabis, with more frequent
use being associated with higher risk.16 However, even sig-
nificant correlations do not constitute a cause-effect rela-
tionship. Most people who smoke cannabis do not develop a
psychotic illness, and in countries with a notable increase
in cannabis use in recent decades, no concomitant increase
in rates of schizophrenia has been found.

Regarding the second hypothesis, Gregg and fellow
researchers21 summarized 11 research projects that ex-
plored reasons people with a psychotic diagnosis use sub-
stances. Eight of the 11 studies included inpatients with a
generic psychotic diagnosis, schizoaffective disorder, or bipo-
lar disorder—conditions that frequently include mood alter-
ations. Depression relief is a commonly proposed reason for
substance use, so these mood alterations may confound any
apparent cause-and-effect relationships. When the 2 stud-
ies with 40 or more people with a diagnosis of schizophrenia
only are considered, more than 80% of participants declared
their reasons for using alcohol and cannabis were to relieve
depression, anxiety, or boredom, or to relax. The next most
common reason related to socializing. Around 58% gave this
as the reason for using alcohol, and 56% to 71% for using
cannabis.18,37 Technically, such use is not self-medication
in that depression and difficulties with socializing are not
deemed to be criteria for a diagnosis of schizophrenia. Other
research into young people predisposed to psychosis also re-
futes the self-medication hypothesis.34

These reasons for using substances are not unfamiliar.38

Barrowclough and colleagues concluded that substance
use among people diagnosed with psychosis appeared to
be associated with the same demographic correlates as
for the general population rather than with the patient’s
symptomatology.6 As with the rest of society, alcohol and
cannabis, as the most accessible drugs, are the most com-
monly used and abused in most Western countries. Along
with others, people with a psychotic diagnosis may have
poorly developed problem-solving skills and have limited
resources to gain an improved sense of well-being, with
the consequence that they resort to using readily available,
cheap, and not unduly stigmatizing substances.6,13

In relation to the third potential explanation for the high
rates of substance abuse among people with schizophrenia,
there is no evidence that substance abuse and psychoses
have a common genetic basis. However, the emotional, so-
cial, and biological sequelae of early childhood trauma may
constitute an increased vulnerability to both conditions. Re-
search shows that people who undergo physical or sexual

abuse in childhood are more prone to subsequent substance
abuse,15,39 and as many as 80% of women seeking assis-
tance for substance use disorders report sexual and physi-
cal assaults.40 Briere and colleagues41 have shown that, for
some, childhood abuse increases their risk of developing a
psychosis later, and women with dual diagnoses often have
a trauma history both as children and as adults.42–44 Fur-
thermore, Scheller-Gilkey,44 when comparing patients with
dual diagnoses to people with schizophrenia and no sub-
stance abuse, found the former cohort had greater scores
on a posttraumatic stress disorder scale as well as higher
direct measures of childhood trauma. Often there are emo-
tional and social consequences of experiencing assault, of
emotional neglect during childhood, or of witnessing vio-
lence against a parent that increase people’s vulnerability
to both psychoses and substance abuse.43

Finally, related to the last hypothesis, it is highly likely
that there is synergism between cannabis use and a pre-
disposition to psychosis, and the vulnerability may be
especially great during puberty.21,34 In addition, mental ill-
ness and substance abuse may interact in ways that main-
tain and exacerbate each other.13 As with other substance
abusers, people who live with a psychosis may have unre-
alistic, strongly held beliefs about the usefulness of drugs
such as alcohol and cannabis. People with schizophrenia
commonly have low self-esteem along with poorly developed
coping skills, and under these circumstances emotional, so-
cial, or symptom-related cues can provoke recourse to avail-
able substances.21

Treatment Issues Regarding People with Dual Diagnoses

In comparison to those with substance abuse only, people
with psychosis and co-occurring substance use disorders
frequently have less motivation to change, are harder to
engage, drop out of long-term programs more easily, and
make slow progress.6,9,11,21 Furthermore, basic factors such
as housing often need to be addressed concomitantly, and
rehabilitation for subsequent employment is also central
to some people’s recoveries.11 Relationships may be a key
difficulty for some clients, with the consequence that im-
proved communication, problem-solving, and negotiation
skills are crucial.9 Likewise, if involved family members or
partners improve their understanding, communication, and
attitudes, they can increase their ability to be supportive.

The features of psychosis may inhibit progress in any
treatment phase. Positive symptoms such as delusions,
auditory hallucinations, concrete thinking, or inferential
thinking create barriers, as can negative symptoms such
as flat affect, low energy levels, decreased goal-directed
activity, and a limited range of emotional expressivity.45

Clinicians have observed that people with schizophrenia
have a low tolerance of stressors. Furthermore, in both
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substance-abusing populations and those with serious men-
tal illnesses, many persons have a narrow repertoire of cop-
ing skills, some of which are not helpful even in the short
term. These clients frequently develop idiosyncratic avoid-
ance methods in an effort to manage positive symptoms
(mostly delusions and hallucinations), and these methods
may become habitual and generalized.21

The most widely used model for motivation in the pop-
ulation with substance use disorders was developed by
Prochaska and DiClemente46 and includes the following
five stages of readiness to change: precontemplation, con-
templation, preparation, action, and maintenance. Bellack
and DiClemente47 outline a treatment protocol for people
with schizophrenia who abuse substances, acknowledging
that “behavioral change is a longitudinal process consisting
of several stages.” They articulate three specific aspects of
schizophrenia that constitute barriers to making significant
personal changes: lack of motivation, impaired cognition,
and social-skills limitations. Low motivation, energy levels,
and mood, which are common within this client group, may
arise from medication, the illness, or constrained life circum-
stances. They provide obvious challenges for engagement,
goal setting, and therapy continuance. Various deficits—in
attention, concentration, and abstract thinking—and also
thought blocking can impede information processing, prob-
lem solving, and realistic planning. Underdeveloped social-
interaction skills necessary for meeting people and main-
taining relationships can result in the absence of a healthy
social-support system to sustain patients through change
processes, as well as in difficulties resisting pressure from
substance-using peers to continue substance use.

All of these are foundational factors have to be construc-
tively addressed for therapeutic effectiveness. Services also
have to meet the actual needs of consumers and caregivers
and to focus on relevant outcomes, not merely on the number
of contacts or on simple symptom reduction.

A series of individual and group psychosocial treatment
approaches will now be reviewed, including consideration
of the above barriers, emerging evidence, and treatment
trends.

PSYCHOSOCIAL INTERVENTIONS FOR DUAL
DIAGNOSES

Individual Approaches

Motivational interviewing (MI) is considered essential in
the early stages of working with the dually diagnosed.6,13

Such an approach acknowledges that individuals may not
be aware that their substance use is causing problems for
themselves and others. They may not consider that they
have a problem; even if they do, decreasing or stopping use
may not be on their agendas. Accessing treatment is not

tantamount to being motivated and activated to manage
their own problems with living. Hence, people living with
schizophrenia and substance use disorders require assis-
tance to move from the stage of pre-contemplation to that
of contemplating of change. MI emphasizes personal choice,
responsibility, and awareness of the risks and benefits of
continued substance use.13 This stance may be confronting
for some therapists, who may expect to have a positive im-
pact because of their own efforts, rather than those of the
client.

During the MI phase of treatment, Barrowclough and
colleagues6 draw on the individual’s strengths and aim to
assist clients making links between life goals and prob-
lems related to substance use. A written treatment plan
with clear goals may then be developed. The process, which
continues with active engagement around actual client con-
cerns, includes informational components in addition to
constructive feedback. The counselor also supportively ex-
plores the specific forces within patients that encourage or
impede their interest in, and ability to, change. That is,
their ambivalence toward substance use is fleshed out and
challenged.

In their review of MI outcomes research, Drake and co-
authors9 note that many projects utilize only one or two
sessions, and given the inherent difficulties with this clien-
tele, it is not surprising that the results are not impres-
sive. Two randomized, controlled trials have found some
reduction in substance use after three hours of MI. Ka-
vanagh and colleagues48 spread those three hours over six to
nine sessions and found that substance abuse reduction was
maintained a year later. Likewise, Graeber and colleagues49

utilized three one-hour sessions and found more patients ab-
stinent from alcohol at six months. The sessions aimed both
to develop coping strategies to avoid specific situations at
high risk for substance use, and to build on alternative con-
structive, non-substance-related activities. Such in-depth,
reality-oriented interventions are more likely to come to
grips with the engagement and motivational issues that
challenge dually diagnosed clients and that they need to
address.

Along with the use of MI at the outset of treatment,
many teams use cognitive-behavioral therapy (CBT).50 Bar-
rowclough and colleagues6 drew on CBT in early phases.
They outlined six issues that individuals with dual diag-
noses must address: recognizing escalating symptoms and
other warning signs; coping with cravings; coming up with
healthy alternative activities; normalizing substance-use
lapses; developing plans for lapse or relapse; and cognitive
restructuring to counteract positive beliefs about substance
use.6 Bellack and colleagues51 randomly assigned patients
to either an active treatment arm (comprising six months
of group therapy with a CBT approach delivered every two
weeks, along with three sessions of MI delivered every two
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months combined with contingency management) or to stan-
dard care (comprising six months of supportive group ther-
apy). More patients in the treatment arm had drug-free
urine and higher retention rates than control subjects. Ex-
amples of contingency-management interventions are ad-
justing the type or frequency of Social Security payments52

or offering employment incentives53 or payment for clean
urine samples.51

Family support for people with co-occurring mental ill-
nesses and substance use disorders may enhance both in-
dividual and group treatment approaches. When an in situ
family member or friend provides practical or financial sup-
port while a dually diagnosed person is in formal treatment
(e.g., case management or assertive community treatment
with enhanced substance use treatment services), substance
use can be reduced or eliminated.54 Family or friends who
remain involved with these clients are a knowledgeable and
responsive resource that can have a significant impact on
clinical outcomes and recovery.55

Group Interventions

Mueser and colleagues11 identify two advantages of using
group interactions for populations with co-occurring psy-
chosis and substance abuse: they have the potential to
change social attitudes and behaviors (Alcoholics Anony-
mous has a long history in this regard), and they are gener-
ally cost-effective.

For decades, structured behavioral and social-skills
training have been utilized in rehabilitating people with
long-term mental illnesses in attempts to overcome some
of their difficulties with concentration and learning.56 At
the micro-level, programs encourage participants to ex-
plore thoughts and expectations that are a help or a hin-
drance, as well as to address interpersonal stressors and
supports. Such programs aim to improve conversational
skills and social functioning, and to develop problem-solving
skills57 (e.g., overcoming practical problems with self-care,
money management, shopping, cooking, and employment
readiness).

Substance abusers have to learn to recognize high-
risk situations (such as carrying money, and proximity to
easy drug-access locations and people), and to participate
in role play to develop personalized ways of avoiding or
extricating themselves from those situations.13 Realistic
relapse-prevention approaches have to be tailored to each
participant’s abilities and style. Such behavioral and social-
skills training is most effective when a staged approach ad-
dresses issues associated with the actual motivation level of
each participant.11

Specifically targeted self-help groups, such as Dual Re-
covery Anonymous or Double Trouble in Recovery,58 often
play an important and meaningful role in the lives of people

with dual diagnoses. These groups offer essential social sup-
port that comes from others who fully understand the diffi-
culties of remaining sober, and they provide a structure for
daily living, along with a commitment to stopping substance
use.11,13 Research reveals that clients who consistently at-
tend these self-help groups for a year or more achieve re-
duced substance use outcomes.11 The traditional 12-step
programs on which these programs are based are unhelp-
ful for the people with dual diagnoses; the limitations of
social and emotional expression among many people with
schizophrenia do not fit with the Alcoholics Anonymous cus-
tom of talking about intimate aspects of oneself in a group.13

Assertive community treatment (ACT) is described as a
structured health care service approach to working with
dual-diagnosis clients—in particular, by adapting a conven-
tional model of case management to the needs of this client
cohort.11 The usual case-manager responsibilities are to de-
velop a working alliance with clients, link them into relevant
other services, and function as their advocate vis-a-vis these
services and other health professionals.13 By keeping con-
tact and providing ongoing assessment, case managers are
central to client engagement, treatment, and retention.

Drake and colleagues59 compared outcomes (in a New
Hampshire study) of standard outpatient case management
(n = 109) with a staff-client ratio of 1:30 against an ACT
cohort (n = 114) with a staff-client ratio of 1:10. Their com-
prehensive ACT included adherence to the essential compo-
nents of a community locus, assertive engagement, intensive
outreach, 24-hour availability, staff continuity, a multidisci-
plinary team, and close work with support systems.60 Over a
three-year period, they found that the ACT clients achieved
better outcomes with regard to substance use and quality
of life, but that the groups were equivalent on all other
measures.59 In a later study, however, the same team con-
cluded that ACT is superior to standard case management
in preventing hospitalization, but only when the base rate
of hospital use is high.61

Residential programs address challenges posed by some
dually diagnosed clients and offer intense, integrated treat-
ment during the live-in stage. Many short-term (up to three
months) programs, however—even when the homeless, in-
carcerated, and veterans are excluded—do not achieve bet-
ter outcomes than usual outpatient services.9 Results of
some long-term programs (a year or more) at six months
postdischarge reveal much better abstinence, accommoda-
tion, and other positive outcomes.62

Another set of researchers63 compared three interven-
tions for homeless people with mental illnesses and co-
occurring substance use disorders: treatment provided
through a moderately intense, residential therapeutic com-
munity; a less intense version of same; and outpatient treat-
ment as usual—all for one year. Outcome measures included
drug use, crime, HIV risk, psychological symptoms, and
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employment. Those who completed either of the residential
programs had significantly better long-term outcomes in all
domains in comparison to treatment as usual. Interestingly,
the low-intensity treatment group had better outcomes at
one- and two-year follow-ups. Characteristics of the lower-
intensity program that may have contributed to this compar-
ative success include a greater freedom to leave the facility,
daily attendance at a community-based treatment program
for reducing substance use in mentally ill chemical-abuser
clients, less responsibility of peers for each other, more di-
rect staff involvement with clients, and shorter, less-intense
therapy sessions.63 The increased flexibility, greater individ-
ual attention, and decreased therapeutic intensity would be
experienced as more supportive and relevant, and less de-
manding or overwhelming, thus creating higher program re-
tention rates—which may then result in reduced substance
use. As an example, Sullivan and colleagues64 conducted
a 12-month, randomized, controlled trial assessing a low-
intensity, dual-diagnosis, therapeutic community treatment
program in male inmates and reported decreased substance
use 12 months postrelease compared to subjects receiving
standard care.

Making significant life changes is, broadly, the single
most important demand on people with co-occurring seri-
ous mental illnesses and substance use disorders. Housing
and employment are key issues. Gaining ongoing accommo-
dation and achieving useful daily occupation and an ade-
quate income are the most obvious normative achievements
that a person in our society can make. Programs oriented
towards improving social and vocational skills are central
to these possibilities. At present, no experimental evidence
shows unequivocally that supported employment in its own
right improves substance abuse outcomes.11 Nevertheless,
it is plausible that gaining pre-vocational skills would in-
crease work readiness, and it has been found that long-term
outcomes are steadily improved by jobs that provide multi-
ple positive reinforcements that support people’s ability to
decrease or cease substance use.65

Treatment Principles

From the abundant research published in the last decade,
Drake and colleagues9 outlined ten principles that are
essential for effective treatment, including: engagement
strategies, motivational counseling, stage-wise interven-
tions, active treatment, long-term program retention,
integrated mental illness and substance abuse treatments,
and relapse-prevention strategies. Further comprehensive
services, such as peer support, family education and inter-
ventions, liaison with the criminal justice system, housing,
and vocational rehabilitation, should also be available, along
with specialized programs for those with more complex dis-
orders, cognitive impairment, and treatment resistance, as

well as for minority groups.9 In addition, services need to
be flexible in order to cater to actual consumer needs, given
their real-life circumstances.

Since psychosis and substance use often begin in youth,
tailoring programs to young people is important. In a study
of first-episode psychosis (average age, 24 years), Pencer and
Addington28 found that 37% abused cannabis in combina-
tion with alcohol, 35% abused cannabis, and 32% abused
alcohol. A study on first-episode schizophrenia revealed
that 40% used alcohol excessively and that 35% used other
substances in the previous month.66 This association be-
tween youth and illegal substance use parallels that of the
general population.67 Edwards and colleagues68 found both
cannabis-focused interventions and psychoeducation signif-
icantly reduced cannabis use in a small cohort of people
(average age, 21 years) with a first psychotic episode. More
than half of their participants were initially at the “action”
phase of change, which increased to 66% six months later.
Hence, there is likely to be a “window of opportunity” for
effective prevention or reduction of drug use shortly after a
first psychotic episode.68,69

RESEARCH EVIDENCE FOR TREATMENT
EFFICACY

Tiet and Mausbach12 reviewed both the psychosocial and
medication treatments for those with dual diagnoses and
noted that there were few replication studies for the vari-
ous interventions. They were able to summarize four trends
from their review of 59 studies: effective psychiatric treat-
ments also work for those with dual diagnoses; treatments
effective in reducing substance abuse work for the du-
ally diagnosed; cognitive-behavioral therapy (CBT) com-
bined with motivational interviewing can benefit people
with schizophrenia and substance use disorders; and women
with substance use disorders, posttraumatic stress disor-
der, and depression can benefit from trauma-informed CBT
approaches.12

These authors12 reviewed four studies of people with
schizophrenia and substance-related disorders.55,70–73 All
studies had a small sample (<35), 3 were comparatively
short-term (eight months or less),71–73 2 did not have a
control group,71,73 and one lengthy study did not mea-
sure psychiatric outcomes.71 The most rigorous trial in-
volved 29 sessions of CBT and MI over 9 months, with
subsequent follow-up assessments at intervention comple-
tion (9 months), one year later, and again at 18 months
postintervention.55,70 In that trial (with 18 patients in
the experimental group), Haddock and colleagues55 found
significant improvements in psychiatric well-being on the
DSM-IV Global Assessment Functioning scale and fewer
negative symptoms in comparison to routine care. No
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significant differences were found between the control and
experimental groups with regard to days of abstinence.55

Tiet and Mausbach12 identified seven treatment stud-
ies of people with severe mental illnesses—schizophrenia,
bipolar disorder, major depressive disorder, or schizoaffec-
tive disorder—and comorbid substance use disorders. Four
lasted a year or more.57,59,74,75 Of those, one had less than 30
subjects in each treatment group,75 and three59,74,75 had no
significant psychiatric improvements. Jerrell and Ridgely57

found that behavioral interventions and social-skills train-
ing produced significantly better psychosocial functioning
and less psychiatric symptoms over 18 months in compari-
son to Alcoholics Anonymous. This result is not surprising
in view of the latter’s emphasis on self-awareness, being
verbally articulate, and peer confrontation. The behavioral
skills treatment group also had more positive and signifi-
cant outcomes in comparison to a case-management cohort.

For dually diagnosed people with bipolar disorder, Tiet
and Mausbach12 reviewed nine studies, two of which in-
volved psychosocial interventions.76,77 In the first study,
with 21 young people in the experimental group, the in-
tervention group received 12 to 20 weekly, hour-long, CBT
group sessions after discharge from hospital that focused
on motivational issues and the development of strategies to
deal with high-risk situations.76 Significant improvements
were reported for drug and alcohol abstinence in this group
six months later compared to patients who did not receive
further treatment after discharge. The group therapy sub-
jects also had significantly greater improvement in manic
symptoms and drug outcomes than in depressive symptoms
and alcohol use.76 In the other study, 25 subjects in the ex-
perimental group received 16 individual CBT sessions plus
medication monitoring.77 The researchers reported that the
experimental group had fewer days of manic symptoms after
three months of treatment than the control group.

Tiet and Mausbach12 reviewed 21 studies involving pa-
tients with comorbid depressive disorders, 15 of which fo-
cused on individuals with alcohol-related disorders and 6 on
individuals with any substance-related disorder. Nineteen,
or 90%, of those studies involved treatment with medication
(e.g., tricyclic antidepressants and selective serotonin reup-
take inhibitors), and the 2 remaining studies involved non-
randomized psychosocial interventions.78,79 One of those two
studies reported improvements in both mental health and
substance use over six months of integrated intervention in
the depressed group (n = 43) compared to the nondepressed
group (n = 77).79 When the sample was divided into three
groups—nondepressed, primary depression (n = 26), and
substance-induced depression (n = 17)—no differences were
found in any of the key addiction outcome measures between
groups. The second study compared CBT for depression to
relaxation training in 35 patients who were seeking treat-
ment for alcohol dependence and had baseline Beck Depres-

sion Inventory scores of nine or more.78 The researchers re-
ported better alcohol-use outcomes and reduced depressive
symptoms over three to six months in participants receiving
CBT. Because of the lack of a control group receiving stan-
dard care79 and the limited sample size,78 however, these
two studies are not helpful indicators of long-term outcomes
for patients with depression.

In a sober summary of their treatment review, Tiet and
Mausbach12 concluded that “few interventions have shown
meaningful improvement in both substance and psychi-
atric outcomes, regardless of the kind of comorbid diag-
noses.” They also noted that there is only weak evidence
to support the commonly held view that integrated treat-
ment inevitably has superior outcomes.8,61 Finally, Tiet and
Mausbach12 suggested that the total amount of active ser-
vices that a person with a dual diagnosis actually needs and
receives may contribute to superior outcomes. Such an out-
come would not be surprising in that the person would have
ongoing contact with a diversity of groups and active indi-
viduals who have an interest in him or her, provide ongoing
assessment, and respond to changes in needs.

POTENTIAL TREATMENT MODELS

There are three broad service models—the sequential, par-
allel, and integrated—that are intended for people with
co-occurring serious mental illnesses and substance use
disorders. Sequential treatment means that the person is
treated for one condition, then the other, whereas the par-
allel model involves treatment for both disorders at the
same time, though the service providers work in isolation
from each other. These two models are problematic because
health providers commonly fail to address cross-service par-
ticipation and planning.

Integrated treatment targets both conditions simul-
taneously—but through either the coordinated interaction
between service providers or their working together as one
team within an inclusive setting.9 In general, integrated
treatment involves a flexible combination of treatments
from the mental health and addiction fields that are blended
to cater to the needs of people with dual diagnoses.31 In the
main, integrated programs require mental health staff to co-
ordinate a range of approaches, such as detoxification, med-
ication management, CBT, and MI—which is often problem-
atic due to limited resources and the absence of well-defined
guidelines.

Ziedonis and colleagues31 produced consensus rec-
ommendations for treating people with co-occurring
schizophrenia and substance use disorders. This compre-
hensive document covered three broad areas: screening,
assessment, and planning; psychosocial and pharmacolog-
ical treatment; and systems of service provision, with the
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fundamental issue being that of coordinating across federal
and state departments and across area health services and
individual agencies.

Regular screening for use of all substances is necessary,
as is the continual assessment and reassessment of the
client’s motivation to change. Tailoring interventions to in-
dividuals’ readiness-to-change stages and to their specific
needs is an ongoing requirement. Taking a detailed medi-
cal history and screening for medical problems associated
with serious mental illness and long-term substance use
are also imperative. Moreover, anticipating challenges to en-
gagement in the program, along with difficulties in medica-
tion adherence in this patient population, allows clinicians
to plan more effective, responsive treatments.31

Ziedonis and colleagues31 suggested that the initial focus
when developing treatment plans must be on encouraging
a therapeutic alliance with the client and on offering MI,
relapse prevention, and case management. Promoting posi-
tive health support from others (including family members
and non-substance-using friends) and providing 12-step pro-
grams may assist with ongoing treatment adherence. The
use of atypical antipsychotic medications may facilitate ad-
herence since they are associated with fewer side effects and
have been shown to benefit patients with schizophrenia and
substance use.27,80

Systems-level and service-delivery issues must also be
addressed, in large part by confronting funding and struc-
tural barriers to coordinated and integrated service provi-
sion, managing staff resistance to change, providing case
management and ACT services, offering further training to
specialist staff, and addressing negative stereotyping.31

These comprehensive recommendations indicate that
general medical practitioners should be involved along with
mental health specialists and substance abuse specialists—
which adds another layer of complexity in coordinating care.
More generally, organizational barriers such as disparate
funding streams and requirements, fragmented services,
and a lack of cross-training among the frontline treatment
providers constitute the foundational challenges to improv-
ing service provision to people with dual diagnoses.31

CONCLUSIONS

Consumers and caregivers struggle daily with the realities
of living with dual diagnoses. For these people, existing sup-
port services have often been inappropriate or inadequate.
The common treatment issues are well known, and there is
considerable agreement on what inividual and group treat-
ments are effective. These treatments include MI; active,
staged interventions; CBT; contingency management; re-
lapse prevention; case management; social-skills training;
and modified 12-step programs, along with education and

support for family and caregivers. A small cohort of peo-
ple will require long-term residential treatments in concert
with comprehensive services, including vocational training,
housing support, and, at times, liaison with the criminal
justice system.

The dually diagnosed have many concerns and difficul-
ties in common, but they are not a homogenous group. Con-
sequently, some groups within the overall population will
especially benefit from more focused programs for individ-
ual needs. Of special note in this context are young people,
and particularly those with first-episode psychosis, who can
benefit in a multiplicity of ways from early interventions to
reduce or stop consumption of commonly overused drugs,
thereby avoiding the vicious cycle of mental illness exacer-
bated by polysubstance abuse.

Essential structural changes at the systems level of ser-
vice provision are most difficult to address since they depend
on intergovernmental collaboration and effective cross-
sectoral communication, coordination, and accountability.
Staff education—to address preconceptions, insufficient in-
formation, stereotyped attitudes, resistance to change, and
lack of confidence and skills in treating either the men-
tally ill or substance abusers—is a crucial ingredient for
better treatment outcomes.81,82 The quality of services and
the fidelity of programs to established policy and to the ser-
vice model are also important.65 Consumers and caregivers
value understanding, responsive, caring professionals. Re-
gardless of whether services follow integrated or parallel
models, they should be well coordinated, take a team ap-
proach, be multidisciplinary, have specialist-trained person-
nel with accessible, 24-hour contact, and offer a range of
program types, all of which should provide for long-term
follow-up.
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