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' disorders is a promising primary prevention strate
Dual Dlag NOSES for substance gbuse thgteiwaitsygmpirical testing. ¥
Especially meaningful is evidence about the age of
The past two decades have seen the discovery of @nset for the two disorders in the dually diagnosed
large group of Americans with co-occurring mental population. The median age for the development of
iliness and substance abuse problems. Commonly callegnental illness id 1, while the substance abuse diagno-
the “dually diagnosed” or those with “dual disorders,” sjs typically follows five to ten years later. This evi-
they are estimated to total as many as 10 million indi- gence seems to point to a “window of opportunity” for
viduals in any 12-month peridd. intervention in the lives of mentally ill adolescents. If
This population seems to have emerged at least intheir mental iliness is diagnosed and treated sufficiently
part as an unintended consequence of deinstitutionalizaearly, they may be prevented from becoming involved
tion, which has xposed individuals who might previ- ~ with either alcohol or other drugs, which, in turn, may
ously have been sequestered in institutional settings talso prevent exacerbation of their mental disorder.

_tthe s_trelsze_zs a{]hd rls!fjfactors dOf lIVI'?gb!Pt thef ccl)mr;?uln- There are, however, considerable barriers to effec-
iy—nciuding the widespread availability of alconol /e intervention. In most states, funding for mental

an_d '!"C'.t d“.JgS: While most would concur. t_hat health services for children and adolescents is extremely
delnstltytlc_)nallzatlon has_on ba'anc‘? been _benef|C|aI f.orlimited, as chronic, seriously mentally ill patients,
the majority of people W'th mental illness insofar as it primarily adults, have become the priority population.
has led to more appropriate treatment, more normalDespite the enactment of the Mental Health Parity Act

|tlt\]/lr}g _C(r)]?dlf[{ohns, antd less u_rzﬂec?_stsar%/f ret?_tnctlon tOf of 1996, which became effective January 1, 1998,
€Ir rgnts, it has not come without Its ofisetling costs. stringent visit and day limits persist in most private

In addition, s_ocial and economic Qevelopments (sgc_:h 3nsurance coverage for mental health. Managed care,
the growth in the number of single-parent families, ith its emphasis on “medical necessity” criteria, also

incr_(Tas_el_? pc:cvelr(t_)l/l a:jmoné; child_rek_r;l, 3n_d tt)he decrea:se orks to limit the availability of behavioral health care
availability of skilled and semiskilled jobs) seem to services. Problems caused by these basic funding

_have contributed to increased comorbidity of mental barriers are further complicated by the well-documented

lliness and substance abuse. failure of many primary care physicians to diagnose
Policymakers at all levels of government have many mental iliness and substance abuse and the tendency of

reasons to be interested in the dually diagnosed. This

population is prone to homelessness and/or incarcera-

tion. Public authorities have historically protected

juveniles, a group at special risk of developing dual

disorders. And the dually diagnosed constitute a multi- ISSUE BRIEF/No. 718

problem population whose needs do not fit neatly into

the categories or the service jurisdictions of most public Analyst/Writer
and private agencies. Richard E. Hegner

Even more compelling for policymakers is what has | National Health Policy Forum
been discovered about the sequencing of mental illnes$ 2021 K Street, NW, Suite 800
and substance abuse in most of the dually diagnoseg Washington, DC 20052
population. Typically, the mental illness sets in several| 202/872-1390
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illness through “self-medication.” In 1990, this evidence
led Darrel Regier, M.D., director of the National Insti-
tute of Mental Health’s Division of Epidemiology and
Services Research, and his colleagues to conclude th
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following:
Mental disorders must be addressed as a central part | NHPF is a nonpartisan education and informatign
of substance abuse prevention efforts in this coun- exchange for federal health policymakers.

try. ... The early recogtion and treatment of mental




even many mental health and substance abuse profesnced Bidget Act of 1997. The likelihood that many
sionals to overlook co-occurring disorders. patients served under state managed behavioral health
For the population with “full-blown” co-occurring care initiatives will have dual disorders should help

mental and substance use disorders, the obstacles seetf@Pe decisions about how mental health and substance
only steeper. The mental health and substance abus@PUS€ services are to be carved ogtaiise so many
professions operate from disparate treatment paradigmsdully diagnosed patients become involved in crime,
Few programs exist that offer integrated treatment forlntervenmg with .t|mely treatment might also be seen as
co-occurring  disorders. Frequently, mental health @ CTiMe prevention strategy.

programs tend to exclude those with active substance

use disorders, and alcoholism and substa_nce ab“SBACKGROUND

programs tend to deny access to those with mental

illness. As Robert _Dra_ke, M.D., of the New Hamps_hire— Data from Major Surveys

Dartmouth Psychiatric Research Center, and his col-

leagues recently described the situation: ~ Most current data on the dually diagnosed popula-
tion derive from two surveys conducted and analyzed

came a clearer picture of the poor fit between dually over the past two decades—th_e Epldemlologl_c Catch-
diagnosed patients and the existing treatment system. menF Area (ECA) Survey, the first wave of which was
Mental health and substance abuse services were administered from 1980 to 19_84’ and the National
provided in separate, parallel treatment streams that ~ Comorbidity Survey (NCS), administered between 1990
demonstrated little capacity to modify their programs and 1992 Each explored the phenomenon of
and to cooperate with one another to individualize comorbidity among the general population. While the
services for those with dual disordeks. far as each two surveys yielded somewhat different findings on the
stream was concerned, the dually d|agno§ed patient  prevalence of specific mental disorders—which is not
had one disorder too marfgmphasis added]. surprising since (among other differences) the ECA was

With conceptualization of the dual-diagnosis problem

This Forum session coincides with the expected focused on five geographic areas while the NCS had
release of a report on co-occurring disorders by the respondents in 34 states—they yielded remarkably
National Advisory Council of the Substance Abuse and consistent findiogs @omorbidity.

Mental Health Services Administration (SAMHSA) of
the U.S. Department of Health and Human Services
(DHHS)? It marks a propitious time to examine public
policy affecting those with dual mental illness and

Each survey’s sample was limited to nonaged adults
and those in their later teens. (The ECp&pulation
was limited to those 18 to 64, while the NCS survey
was restricted to those 15 to 54.) The NCS was a

substance abuse. The Forum meeting will review what . . )
is known about the this populati, the phenomenon of household survey in the strictest sense of the word; only
' the ECA dealt with institutionalized and homeless

comorbidity, and diagnosis and treatment of those with individuals. Except as noted, however, the data in this

concurrent disorders. Att(_andant pr_oblem_s Of. homeless-issue brief are from the NCS, the more recent of the two
ness and involvement with the criminal justice system

will also be examined. Factors which have contributed >V oY= and the one based on a more representative
. national sample.
to the co-occurrence of mental illness and substance
abuse will be identified, as will professional and organi-  To begin with, the NCS found that psychiatric
zational barriers to accurate diagnosis and integrateddisorders of all kinds are more prevalent than previously
treatment. believed; 48 percent of respondents reported a lifetime
history of at least one disorder, and 29 percent indicated
at least one disorder within the past 12 months. (A
lifetime disorder is defined as one present at least once
8uring the course of a person's life.) While the presence
of a disorder does not necessarily connote major disabil-
ity or impairment of daily functioning, the NCS finding
does indicate that a sizable portion of the population
have experienced some level of mental iliness.

Finally, public policy implications of comorbidity
will be discussed. The phenomenon of co-occurring
mental and substance use disorders is an impediment t
workforce participation—an important consideration in
welfare reform, given the disproportionate concentra-
tion of the dually diagnosed in the poverty population.
The evidence about the “window of opportunity” for
intervention in the lives of adolescents has implications
for states as they choose who is to be covered and what According to the NCS, the most common disorders
services are to be offered under the new State Child are major depression and alcohol dependence, report-
Health Insurance Program enacted as part of the Bal- edly experienced on a lifetime basis by 17.1 percent and



14.1 percent of the populati, respectively. Next most substance abuse is significant, both the NCS and ECA
common are social and simple phobias (13.3 percent may tanddoestimate both the extent of substance
and 11.3 percent). Collectively, substance abuse and abuse and its co-occurrence with mental iliness.

anxiety dISOI‘d(;I;S (mfc;lutil_mg dphozlas) arehsomdewhat The NCS indicates that comorbid psychiatric orders
more common than affective disorders (such as €P"€S3re both more severe and more chronic than purely
sion). Those reporting any lifetime substance abuse or

d d 6.6 L of th e psychiatric disorders. Nonetheless, only a minority of
ependence constitutzt.5 percent of the popuialion, 546 yith co-occurring disorders are in treatment.

th.?;e ﬁW't?. ané(_lety ddlsorl%e:r)’s 24.9 p:ercent, and those(Partly because they are so seriously ill, however, they
with attective disoraers 1.5 percent. are more likely to get treatment than those who experi-

With respect to comorbidity—the co-occurrence of €nce only one disorder within a 12-month period.) Even
more than one disorder, not necessarily limited to @mong the group with three or more disorders, only half
mental illness and alcohol or drug disorders—56 are receiving any kind of treatment. Furthermore, most
percent of those with any disorders had two or more. Ofof those in treatment are receiving only general medical
these, 27 percent had only two disorders, while 29 attention, not specialized mental health or substance
percent had three or more. Total disorders were heavilyabuse treatment.
concentratd—over half of all disorders found among As noted above, the NCS also seems to indicate a
those surveyed were concentrated in the group withsignificant sequencing in the comorbidity of mental
three or more disorders, which constituted 14 percent ofjliness and substance use disorders. For almost 90
the total survey population. Extrapolated toplogula-  percent of NCS respondents with such comorbidity, the
tion as a whole, these findings mean that three million mental disorder develops first. Furthermore, for the vast
people with co-occurring disorders have at least threemajority of dually diagnosed individuals, the mental
disorders, and one million have four or more. illness sets in during their adolescent years. Typically,
Turning specifically to co-occurring mental illness the subsequent a_ddlctlve disorder develops Wlthl_n five
and substance use disorders, 52 percent of those witl° ten years. Med|an_age of onset for the mental iliness
lifetime alcohol abuse or dependence also had a lifetime!S 11, while the median age of subsequent onset for an

mental disorder. (Thirty-six percent also had a lifetime ?d_dictive disorder isz_l',, This period_ represents_the
window of opportunity” for preventive intervention

nonalcohol drug use disorder.) Of those with a lifetime oted above. Obviously, the size of the window varies

history of drug abuse or dependence, 59 percent had N ith the individual
lifetime mental disorder. (Seventy-one percent also had™! € individual.

a lifetime alcohol use disorder.)_ Viewgd from another Comorbidity, Causality, and Relapse

angle, the NCS and other studies indicate that people i )

with mental disorders are at least twice as likely to ~ The fact that co-occurring substance use disorders
abuse alcohol and other drugs as people with no mentafypically follow the onset of mental disorders should
disorder. In other words, those with mental illness or N0t be interpreted to connote a causal relationship. As
substance use disorders are at high risk of co-occurring?onald Kessler, Harvard professor of health care policy

disorders that bring them into the dually diagnosed and coordinator of the NCS, and his colleagues cau-
population, tioned in a ecent article: “It is important to recognize

that neither temporal order nor prediction can be taken
Regier, who is a leader in the development and to imply causal priority® Ultimately, onlyoingitudinal
interpretation of the ECA, and his colleagues placedsurveys can confirm or disprove causality, and they
these relationships in a broader epidemiological context,have not yet been undertaken.
which helps explain the interrelationships at work here:

) ) . . In the National Advisory Council report to
Since in the general population mental disorders are SAMHSA iti ted that at least f lati hi
more prevalent than alcohol disorders, which in turn ,» LIS note atat least four relationships are

are more prevalent than other drug disorders, there is ~ POSsible between co-occurring disorders:

a natural statistical tendency for the rates of co-occur- @ QOpe may directly cause the other.

ring disorders to be higher in alcohol treatment than in

mental health treatment settings, and highest in other ~ m One may indirectly lead to the other (for example,

drug abuse patient populatiohs. through self-medication).

Because the assessments of substance abuse are basedThey may develop from different causes, but interact
on self-reporting, and the tendency to underreport with each other.



® A common, independent factor (such as childhood What are now considered co-occurring disorders may
emotional trauma) may cause both. have been lumped together under common diagnostic
. . . categories in the not-too-distant past. This point is not
While more research is needed to determine the oot 1o minimize the importance of co-occurrence, but
causal relationship between co-occurring mental andig 5ssist in explaining this phenomenon, especially in a
substance use disorders, there seems to be sufficientlistorical context.

strong evidence to indicate the importance of mental

health intervention as a strategy to prevent subsequenDual Diagnoses, Homelessness, and Crime
onset of substance dependence or abuse and to reduce

the likelihood that the underlying mental illness will be ) LS
worsened by concurrent substance use disorders, TheuPstance use disorders places an individual at greater
jeopardy of a marginal social existence. Kessler has

importance of preventive intervention seems especially. i 4 . i .
clear for the adolescent population. identified the following proximate risk factors associ-

ated with general comorbidity of any type included in
Research has shown that dually diagnosed peoplehe NCS:

haye atenc.le”ncy to relapse. D“’?‘ke and colleagues _have Among the social role impairments significantly
pointed out: Severely mentally il patler_ItS followed in associated with comorbidity are marital separation and
the community for one year had higher rates of  gjyorce, social isolation, and exposure to conflictual

Not surprisingly, having co-occurring mental and

rehospitalization if they were dually diaosed. Sub- social relationships. Among the work role impair-
stance abuse tends to persisbagithose with severe ments significantly associated with comorbidity are
mental illness.” Similarly, the SAMHSA National low educational attainment, unemployment, and
Advisory Council report on comorbidity underscores ~ chronic financial difficulties?

the risk of relapse in this population: Longer-term risk factors include poverty, homelessness,

The most common cause of psychiatric relapse today ~ Cfime gnd .incarceration, and exposure to and involve-
[in the dually diagnosed population] is the use of ment in violence. All of these factors may further
alcohol, marijuana, and cocaine. The most common  compromise access to needed treatment. Their implica-
cause of relapse to substance use/abuse today is tions for the nation’s current welfare reform efforts
untreated psychiatric disorder. seem clear; dual disorders constitute a significant
Given these relationships, appropriate, timely treatmentobstacle to moving poor people from welfare to work.
of comorbid condltlon_s can also be regarded as a form |1 is estimated that between 10 and 20 percent of the
of secondary prevention. homeless population have co-occurring severe mental

Any discussion of the seemingly recent comorbidity illness and substance use disorders. Typically, they have
phenomenon would be incomplete without Kessler's had a history of mentaliness and/or substance abuse
cautionary note that it may in part actually reflect the Problems since they were children. Their very home-
increasing sophistication of the diagnostic tools avail- lessness often reflects the failure of the treatment
able to clinicians: system to address their dual disorders. As Robert Drake
and Kim Mueser of the New Hampshire-Dartmouth

Although a number of recent studies...have been  poyehiatric Research Center recently observed:

consistent with the NCS in showing that there is

substantial lifetime and episode comorbidity among Patients with dual diagnoses of severe mental iliness
psychiatric disorders, controversy exists concerning and AUD [alcohol use disorder] are particularly prone
the extent to which these results are, at least in part, to unstable housing arrangements and homeless-
artifacts of the recently developed diagnostic systems ness. ... One reason for this increased risk appears to
used to operationalize psychiatric disorders. . .. These be that dually diagnosed clients often are excluded
systems . .. dramatically increased the number of from housing and treatment programs designated
diagnostic categories and reduced the number of specifically for people with single dis-
exclusion criteria, resulting in the assignment of orders. . . . Compared with other homeless soings,
multiple diagnoses to many people who would previ- those with co-occurring severe mental illness and
ously have received only a single diagndsis. AUD are more likely to experience harsh living

. . . conditions, such as living on the streets rather than in
The Diagnostic and Statistical Manual of Mental shelters; suffer from psychological distress and demor-

Disorders (DSM), the diagnostic gold standard pub- ajization; grant sexual favors for food and money; be
lished by the American Psychiatric Association, has  picked up by the police; become incarcerated; be
undergone two major revisions in the past two decades. isolated from their families; and be victimiz&d.



Given the transience of dually diagnosed homeless Each of these developments has important implica-
people, their poor access to health care of any kind, and tions for the dugilpsiid population. Any direct
their inability to afford public transportati, experts in personal involvement with illicit drugs is by definition
the field maintain that it is especially important for this criminal activity. Further, by causing a decrease in
population to be able to use mental health and substance social and functional status, co-occurring mental and
abuse services which are at least provided in the same substance use disorders may predispose some individu-
location—if not fully integrated. als to crime. It is estimated that more than one million

prisoners in the United States—over half of the incar-
On March 5, 1998, the front page of thew York  cerated population—have dual mental illness and

Timesfeatured an article by Fox Butterfield entitled, substance use disordé?s. In light of this, effective
“Prisons Replace Hospitals for the Nation’s Mentally diagnosis and treatment of dual disorders can be seen as
lll.” The reporter described the Los Angeles County Jail a crime prevention as well as a public health strategy.
as “by default. . . the nation’s largest mentatitngon

... [with] 1,500 to 1,700 inmates who are severely
mentally ill, most of them detained on minor charges,
essentially for being public nuisances.”

Providing effective treatment to prison and jail
inmates with dual disorders would seem to make sense,
if for no other reason than that most will eventually
return to the community and the likelihood of their

This is the latest evidence of a phenomenon de-recidivism without treatment is high. Yet the lack of
scribed by Bert Pepper, M.D., and Hilary Ryglewicz in any behavioral health treatment for most of the nation’s
the following terms: “As psychiatric beds have de- incarcerated population—much less integrated treat-
creased, prison beds have increased, and the problem ofient for dually diagnosed inmates—has been well
social control of mentally ill people has thereby been documented. For example, the Center for Substance
transferred to the criminal justice system by trans- Abuse Treatment has reported: “Less than 10 percent of
institutionalization.** The number of public psychiatric Federal inmates who are addicted have treatment
beds in the ountry (primarily in state and county available to them, despite the fact that research over the
mental hospitals) dropped from 559,000 in 1955 to past decade confirms that intensive prison treatment
69,000 in 1995, largely as a result of deinstitutionaliza- programs can reduce recidivism by half after releése.”
tion. Over the past 25 years, the nation has greatly
expanded its prison and jail capacity; the number of Factors Contributing to
those incarcerated has jumped about tenfold—fromIncreased Comorbidity

200,000 in 1972 to an estimated 2 million in 1995. .
Over the past several decades, a number of social

The population of the country has grown by 100 and eonomic developments have combined to create
million in the past 40 years. Thus, the numbeyuddlic an environment that seems to have increased people’s
psychiatric beds per 1,000 population has declinedsusceptibility to the co-occurrence of mental illness and
sharply, while the number of prison beds per 1,000 hassubstance abuse. These phenomena include the growth
soared. As one system has expanded, the other ha# single-parent families, the increase in poverty among
shrunk. New York, a state with only 5,800 adult patients children, the decline in the number of unskilled and
in its public mental hospitals, has an estimated 6,000semi-skilled jobs, and the greater availability and
state prison inmates with serious mental disorders.  acceptability of illicit drugs such as marijuana and

. . . . cocaine.
Butterfield’s article adds the following perspective:

With voters willing to spend freely to fight rising . The growth of the _drug Cu_lture has_had a prof_oun(_j
crime rates, states were building more jails and ~ impact on the expansion of this population, especially in
prisons. Jails became the only institutions left opento @ context where people who might formerly have been
the mentally ill 24 hours a day. . In many states, so institutionalized now remain in the community. Youth
many public hospitals have closed, or the laws regu-  exposure to drugs has been on the rise for some time
lating admission to hospitals have been made so tight,  now. In 1962, only 2 percent of those over 12 years old
that sometimes the only way to get care is to be 54 eyer used an illicit drug. By two decades later,
arrested. Resources are especially scarce for juveniles. almost half the adult population had at least experi-
All of this has occurred against a backdrop of tougher mented with an illicit substance. The age of first drug
law enforcement intervention against the use and sale ofise is steadily declining to the point where even elemen-
illicit drugs. tary school children need to be educated about drugs.



_Further complicating the situation is the frequency these very disparate systems, it is no wonder that many
with which dual disorders go undetected by general dually diagnosed patients fall through the cracks.
practitioners as well as mental health and substance
abuse specialists. When the co-occurring disorders are The report of the SAMHSA National Advisory
not detected, clinicians tend to provide inadequate orCouncil captures their dilemma well:
inappropriate treatment, further exacerbating the pa-
tient’s condition. Drake and colleagues have described
this tendency in mental health programs as follows:

For those who have had treatment for both their
substance-related and their mental disorder, most have
had to go to two offices or agencies, and been sent

Several factors account for the high ratenaidetec- back and forth: “We’ll help you with your depression
tion, including mental health clinicians’ inattention to when you've been sober for six months.” Or, “We'll
AOD [alcohol and other drug] abuse; patients’ denial, be happy to enroll you in our alcoholism counseling
minimization, or inability to perceive the relationships program when you have had six months free of
between AOD use and their medical and social prob- suicide attempts and are off medication.”

lems; and the lack of reliable and valid detection M h . d
methods for thipopulation. Failure to detect AOD ost experts concur that onifytegratedtreatment

abuse in psychiatric settings can result in misdiagno- Wil ultimately prove cost-effective in the treatment of
sis; overtreatment of psychiatric syndromes with those with co-occurring mental and substance use dis-
medications; neglect of appropriate interventions, such  orders. The SAMHSA Advisory Council report sug-
as detoxification, AOD education, and AOD abuse  gests the following definition of integrated treatment:
counseling; and inappropriate treatment planning. “the simultaneous treatment of all disorders by an

One study gives particularly striking evidence of appropriately dually-trained clinician, or a unified treat-
how insidiously factors conspire to inhibit the diagnosis ment team whose members are competent to treat both
of co-occurring disorders. Fifty-six consecutive people the substance-related and the mental health disorders.”
admitted to a psychiatric hospital were tracked, of
whom 62 percent had positive urine tests for at least ong
abused drug. Admitting physicians failed to detect drug su
use in 66 percent of those with positive urinalyses—
frequently because they credited patient denials of drug
involvement. Of the 26 patients with positive test results
who denied their recent drug use, only one received
positive assessment for drugs by admitting physicfans.

Integration of treatment seems to promise reduced
spitalization and concomitant expenses, decreased
bstance abuse and more rapid recovery, and other
basic improvements in quality of patient life, such as
improved residential stability. Yet, as documented in a
1995 report issued by DHHS Office of Inspector
9General, such programs are quite rare: “Few receive
integrated treatment in a single setting, yet without it,

Reformers have called for more aggressive diagnos+esponse to treatment is likely to be podr.” More
tic techniques to detect co-occurring disorders. In typically, the burden of integrating treatment falls on
particular, they have recommended that clinicians individual patients themselves, who are shunted be-
routinely consider the possibility that patients present- tween programs with quite disparate treatment philoso-
ing with either mentaillness or substance abuse might phies and bear the costs of trying to make sense of their
have a co-occurring disorder. often conflicting directions.

Both professional and organizational rivalries and
IMPROVING TREATMENT jealousies often conspire to add to the difficulties faced
by individuals with dual disorders. Mental health
professionals are typically trained in the disciplines of
psychiatry, psychology, or social work, while substance
abuse ounselors are often former substance abusers
themselves, and their training is based on the experience
and self-help philosophy of Alcoholics Anonymous

Few dually diagnosed patients are able to receive
integrated treatment from a single provider or provider
group. As a result, they are often at the mercy of
separate systems that dfesuited to treating people
with more than a single disorder. Moreover, they are

often subject to the conflicting directions of mental and/or Narcotics Anonymous. Most professionals in

health and substance abuse clinicians. Abstinence fror‘qsach field have been trained to work only with individu-
all drugs—even psychotropic medications which are theaIs having a single disorder; reformers underscore the

basis qf mqstllmé)dern dpsdy(t:)hlatrlct trest;nent r%gl- need for cross-training of professionals in each field to
mens—is typically demanded by most substance a us('?mprove services to patients with dual diagnoses.
programs. On the other hand, many mental health

programs are unwilling to accept patients with a history = Moreover, state mental health and substance abuse
of alcoholism and/or drug abuse. Left to the mercies of agencies are usually autonomous from each other and



often fall victim to turf wars. Even when placed within ® What are the pros and cons of single-purpose public
the same “umbrella” human services agency, their ~substance abuse and mental health agencies? Of
programs and policies are often poorly coordinated. funding programs restricted to mental health or
Some states, such as California, have made signal Substance abuse services?

progress in overcoming bureaucratic inertia, categoricalm \What role can andhsuld government play in
funding constraints, and other obstacles to integrated fostering integrated treatment? What can govern-

programming for the dually diagnosed. ment do to reduce the professional and organiza-
tional barriers to integration?
THE FORUM SESSION m Should the current SAMHSA mental health and

substance abuse block grants allow for commingling
of funds for programs for those with co-occurring
mental health and substance abuse services?

The report on co-occurring disorders by the
SAMHSA National Advisory Council suggests the
following national strategy:

To improve prevention, treatment, and rehabilitation =~ ™ Should the organization of SAMHSA take more

services for the several million individuals with, or at formal recognition of the phenomenon of co-occur-
risk of developing, co-occurring substance-related and ring disorders? Can the Office of the Administrator
mental health disorders. ... By providing guidance effectively mobilize the resources and coordinate the
Ij?r\tljvgrﬂszpeiﬁglrce:suégomeen?zglr?leggﬁh S;‘;gil?t? rgfggti? programs of the separate Centers for Mental Health
housing sltability, improved health status, Iess,involve- Services, Substance .Abuse Treatment, and Sub-
ment in the juvenile and adult criminal justice system, stance Abuse Prevention to address the needs of the
a higher quality of life, and higher rates of employ- dually diagnosed?

ment, implementation of the national strategy will be

of maximum value to the nation. Speakers

The Forum session will examine the political feasi- Bert Pepper, M.D, executive director of the

bilit_y of this strategy in the context of the many barriers |nformation Exchange, Inc., in New City, New York,
to integrated treatment, including professional and || pegin the meeting with an overview of co-occur-
organlzatlonal rlva_lrles and the seeming intractability of ring mental illness and substance abuse disorders. He
professional practice to government influence. The role | also present the findings included in the SAMHSA
of SAMHSA and state mental health and substancepational Advisory Council report, which he wrote. Dr.
abuse agencies as catalysts for changiealgo be  pepper has been director of the Consultation Service of
discussed. the American Psychiatric Association since 1984 and
Among the issues to be considered are the following: has engaged in the private practice of psychiatry since
1962. Froml975 to 1988, he served as director of the

m What are the major gaps in okmowledge base pqcyjand @unty (New York) Mental Health Center
about those with co-occurring mental illness and

Mental Hygiene. Dr. Pepper received his medical
m What can belone to assure that dual disorders are education at the New York University School of

better identified and diagnosed? Medicine, served his internship at the U.S. Public
Health Service Hospital in Staten Island, and completed
his psychiatric residency at New York State Psychiatric
Institute and Rockland State Hospital, where he also
served as senior psychiatrist.

Darren Skinner, M.S.W., C.S.W., C.A.S.A.C.
social worker and chemical dependency counselor at
Staten Island University Hospital, will follow and tell
m What strategieshwuld be pursued to meet the about his personal experience working with and living

treatment needs of homeless people with dualamong people who are dually diagnosed. He will also

disorders? describe the unique program of Harbor House, which

® How can people with mental disorders—especially
adolescents—be prevented from developing sub-
stance abuse disorders?

® What sort of intervention should be made to address
the needs of the sizable number of prison and jail
inmates with co-occurring disorders?



provides integrated services to dually diagnosed home- healthlityigaticy, and research. He also serves as

less people. Mr. Skinner has over eight years of experi- policy liaison between the Office of the Secretary and
ence in the field of mental health and substance abuse SAMHSA. Prior to joining DHHS, he served as direc-
treatment and serves as an independent training consul- tor of psychological services at a private psychiatric
tant with the Information Exchange, Inc. An adjunct hospital in New Orleans. A licensed psychologist in
professor at Audrey Cohen College in New York City, Maryland, he maintains a small outpatient psychology
he received th&995 Certified Addiction Counselor of practice. He received both a doctorate in clinical

the Year Award for the New York City region. psychology and a master’s degree in public policy from

Next, Arthur Cox, D.S.W., L.C.S.W., program the University of Rochester.

director of the Florida Center for Addictions and Dual
Disorders, will describe his 50-bed residential treatment
program for people with co-occurring mental illness ) o
and substance abuse disorders. He will focus on what it Special thanks for helpful comments on this issue
means to provide integrated treatment as well as thePief to_Kevin Hennessy, Ph.D.; Mary Knipmeyer,
cost-effectiveness of such treatment. Dr. Cox is alsohpﬂgféc%igi;e%p[e)r’V'\\//Irllgrlévcelrarpkoss?glsé ?Hglﬁr.i’e??lgs
CEO of the 'V“d'F'O”da! Center for Mental Health an.d accommodatea their input. Nonethelesé, none of them
Substance Abuse Services, Inc., a consulting organiza;g responsible for the final content.

tion specializing in dual disorders. Previously, he
served as superintendent of Florida’s first and only
JCAHO-accredited mental healthtitigtion, the Florida
Addictions Treatment Center. He has also served aENDNOTES

interim superintendent of a mental healt_h center in The terms used to describe this population have changed
Boston and as dean of two schools of social work. Dr. gyer time. In the mid-1980s, they were known by the acro-
Cox received his D.S.W. from Columbia University.  nyms “MICA” (mentally ill chemical abuser) or “CAMI”

. . . (chemically abusing mentally ill). At the end of that decade,
Stephen Mayberg, Ph.D.director of the California the terms “dual diagnoses” and “dual disorder” were in

Department of Mental Health, will follow with @ = common usage. By the mid-1990s, it was recognized that
description of the challenges he faces as director of thecomorbidity” or “co-occurring mental health and substance-
largest state mental health agency in the nation inrelated disorders” were more accurate descriptors, given the
serving dually diagnosed patients and the steps Califorfact that more than one mental disorder can accompany
nia has taken to provide innovative services in this areaalcoholism and/or abuse of illicit drugs. However, in this
He will also tell about his recent experience negotiating 'SSU€ brief, the terms "dual diagnoses” and "dual disorder

. . are employed because they are in more common usage and
with SAMHSA to secure approval to fund integrated connote the duality or separation between the worlds of

services to dually diagnosed patients from the separatgnental health and substance abuse diagnosis and treatment.
federal mental health and substance abuse block grants.

Appointed to his current position in Februag93, Dr. 2. Darrel A. Regier, Mary E. Farmer, Donald S. Rae, Ben Z.

o Locke, Samuel J. Keith, Lewis L. Judd, and Frederick K.
Mayberg has responsibility for a budget of almost $2 Goodwin, “Comorbidity of Mental Disorders with Alcohol

billion as well as nearly 7,500 employees. Previously, anq other Drug AbuseJournal of the American Medical
he served as director of the Yolo County Mental Health association264 (November 21, 1990), no. 19:2512.
program. Throughout his public service career, he has Robert E. Drake. Kim T. Mueser. Robin E. Clark. and
continued to provide clinical services. Dr. Mayberg Michael A. Wallach "‘The Cdurse Tréatment a.nd Out'come
received his doctorate in clinical psychology from the of sybstance Disorder in Persons with Severe Mental lil-
University of Minnesota, completed his internship at the ness,” American Journal of Orthopsychiatr6 (1996),
University of California, Davis, and has worked in the no.1:45.

California mental health system since that time. 4. National Advisory Council, Substance Abuse and Mental

Kevin Hennessy, Ph.D.health policy analyst in the ~Health Services Administration, U.S. Departmentieflth

Office of the Assistant Secretary for Planning and and Human_ServiceBnpro_ving Services for Individuals at

- - - Risk of, or with, Co-Occurring Substance-Related and Mental
E_valuat!on (ASPE), [.)HHS.’ W.'” conclude \,N'th 8 Health Disorders a SAMHSA Conference Report and
dlscyssmn of the publlc pollg:y issues that arise from national Strategy, Washington, D.C., April 1998.
serving people with dual diagnoses as well as an
analysis of the role of SAMHSA in serving this popula-

tion. His work with ASPE focuses on issues of mental

5. Regier et al., “Comorbidity of Mental Disorders,” 2511-
2518.
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