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What is this document?

This is a brief up to date summary of the principles of managing people with dual diagnosis. It is divided into general principles and current drug treatment advice. It is for you to use if you want to, in association with the MIDAS trial. This trial is funded by the MRC and led by Professor Christine Barrowclough, Clinical Psychology. It is a randomised controlled trial of a psychological intervention to improve substance use in people with dual diagnosis. This handbook is for clinicians who are referring such people into the trial. 

We hope it’s helpful! 
Section 1: The problem

People with psychosis commonly use alcohol and illicit drugs in a problematic manner.  Prevalence estimates for recent (e.g. last six months) problematic substance misuse range from 25-40% with rates among young men with schizophrenia often exceeding 50% (see, for example Menezes et al 1996 ). 

The terms Dual Diagnosis or Co-Morbidity are commonly used to describe persons with severe mental illness (schizophrenia and bipolar affective disorder) and problematic substance misuse.  There is no universally agreed definition of these terms however and they can be used by some to describe combinations of substance misuse with other forms of mental illness.  

The term Dual Diagnosis appears to be the one most widely used in the UK and is generally taken to mean persons with severe mental illness and co-morbid problematic substance misuse. 

People with schizophrenia who also misuse substances generally have a worse prognosis.  They respond less well to treatment and relapse more often.  They adhere more poorly to treatment and have more frequent and longer hospitalisations and a more significant forensic history and exhibit more violent behaviour and they may however show fewer negative symptoms.  

Aetiology

There are a number of possible reasons for the relationship between schizophrenia and substance misuse.  Among these may be: -

1.  Substance misuse directly causing first onset of psychosis or relapse. There is increasing evidence that cannabis use, particularly in early adolescence, can be a genuine risk factor for psychosis in people with an underlying susceptibility.

2.  Treatment of either positive or negative symptoms of schizophrenia, or medication side effects, by drug misuse (the “self-medication” hypothesis).  

3.  Cognitive deficits related to schizophrenia leading to maladaptive strategies in the self-management of substance use. 

5.  Drift of persons with schizophrenia into settings (e.g. hostels, homeless accommodation) where others with substance misuse gather. 

6.  Seeking of acquaintance, occupation and relief from boredom and everyday stress by substance misuse.  

7 Targeting of persons with schizophrenia who may have a regular income of benefits by local drug dealers. 

8. The co-existence of a personality disorder, resulting in a triple diagnosis and an even more complex interplay of causal factors,

In practice, several if not most of these will apply in any individual case.  

Case Vignette

Kevin is a thirty year old man with a diagnosis of schizophrenia who lived in an inner city bed-sit.  He spent the majority of his weekly income on cannabis, alcohol and amphetamine.  When asked why he said that if  he spent his money in this way, his mother would feed him, he saw little point in paying bills, he usually wore the same set of clothes and he was worried that if he spent his money on other goods it would merely make him or his flat a target of thieves.  He found it hard to generate any alternative ways of spending his income.  Staff felt that his substance misuse worsened his mental illness, but he himself was reluctant to acknowledge this.  

Detection

Most people attracting a diagnosis of schizophrenia will be in contact with specialist mental health services. 

The most effective method of detection is to take an alcohol and drug history from all patients at the start of treatment and thereafter at intervals.  Many patients will be honest about their alcohol and drug use if they are reassured they will be treated sympathetically and realistically and not merely criticised or condemned, and if they are reassured about confidentiality.  

The history should include the following: -

1) Names of all drugs taken ever and more recently (most persons use a variety of drugs).  Ask especially about opiates, especially heroin and perhaps illicit methadone, cocaine and crack, amphetamine, ecstasy and LSD, cannabis, tranquilisers such as benzodiazepines, anticholinergic medication, (which is often misused by persons with a diagnosis of schizophrenia), khat 
 and alcohol. 

2) Amounts of drugs used: often best expressed in terms of pounds of money spent per day or per week on average.

3) Routes of administration. Note if needles are shared and if the person is aware of routes of access to clean injecting equipment.  

4) Evidence of dependence and withdrawal

5) Problems caused by drug use which are apparent to the person. 

6) Finance of drug use including criminal behaviour, debts and current contact with the criminal justice system. 

Several more specific screening tests can be used ( For a review of some of these see Abou-Saleh (2004)).

Detection of drug use by testing of urine, saliva or hair and problem alcohol use by means of liver function  tests and Gamma GT can support diagnosis but are not an alternative to history taking and normally requires informed consent.(For a review of these see Drummond and Ghodse,1999 and Wolff et al, 1999).  

Models of Illness 

It is traditional to describe psychotic behaviour as unwilled and involuntary.  People with a diagnosis of schizophrenia are therefore seen as not fully responsible for many of their actions and this may lead under certain circumstances to detention under the Mental Health Act, though interestingly lack of capacity is not criteria for detention. 

Substance misuse is on the other hand seen largely as willed behaviour which can be susceptible to personal control, (the AA model of Alcohol Dependence although in many respects a disease model, still relies on the power of the will). 

These views are of course attempts to explain and understand complex human behaviour in a way, which will allow the day to day management of patients and are not usually held to be absolutes.  Their use can lead to problems however, particularly when both problems are expressed at the same time and with the same patient.  (For a provocative discussion of attribution and addiction see Booth Davies,1997).

Case Vignette 

John is a thirty five year old man with a diagnosis of schizophrenia who is detained under Section 3 on the acute admission unit.  He has command hallucinations telling him to assault another patient and does so.  He is treated with medication and not with legal sanction.  Two days later he absconds from the ward and returns with some amphetamine, part of which he gives to another patient.  He says that he had an uncontrollable desire to obtain amphetamine and was only able to afford it with money given to him by the other patient who wanted some of the other drug himself.  On this occasion the police are called to interview him. 

Section 2: Principles of working with the dually diagnosed.

The needs of clients suffering from a serious mental illness are complex. Symptoms of the illness combine with social and cognitive problems to form a long term relapse prone state. Add to this, psychoactive substances, be them alcohol or street drugs, and the complexity of this relapsing condition is usually amplified (Drake et al 1996; Holland, Baguley & Davies 1999). In particular, risk of suicide, violence to others (McCann & McKeown 2002) and disengagement escalate (SCMH 1998).  

A further, and often decisive element, for consideration in the therapeutic approach to the dually diagnosed client is that of motivation: motivation to engage with mental health services and motivation to address substance misuse.

This section of the booklet identifies the principles of working with dual diagnosis clients, listed below, (Drake et at 1996) that when adopted, have been seen to enhance both assessment and treatment (Kavanagh et al 1998; Carey 1996; Graham et al 2003). 

· assertive outreach

· close monitoring

· supportive accommodation

· careful timing of treatment interventions

· taking a long term therapeutic perspective

· optimism

Assertive Outreach

Most commonly interpreted as an active, flexible and persistent approach to engagement with services. It may take several forms, for instance meeting a client in their chosen setting (health and safety permitting) or allowing for several or even numerous missed appointments. It could also mean carrying out practical tasks (maximising benefits, resolving debts, assistance with shopping or recreation) to aid engagement and build trust.

Being assertive in this context is necessary because the majority of dual diagnosis clients are unlikely to be prepared to participate immediately in either mental health treatment or directly address their substance misuse (Mueser, Drake & Noordsy 1998).

Close Monitoring

If the client is not motivated to change their substance misuse, look at their mental health treatment or engage with services then monitoring through other sources may help. This could mean the therapist engaging with the client’s family, their landlord or even local police officers. Within the bounds of confidentiality, monitoring until an opportunity to engage occurs may be useful. An example of this might be the resolution of a hostel dispute (called by the landlord) and securing the clients tenure (negotiation and advocacy), which in turn is likely to build the therapists credibility in the eyes of the client, preparation for therapeutic work.

Supportive Accommodation

Accommodation problems are more likely to occur in this client group (Fountain & Hawes 2001) due to behavioural and legal consequences of alcohol and illicit drug misuse. It is important therefore to incorporate objective issues of a practical nature into the longer term case formulation and treatment approach.

Pursuing therapeutic goals when practical matters are pressing for the client is likely to generate resistance and disengagement. Ensuring the therapeutic approach is congruent to the client’s perception of their needs is essential and sometimes requires the suspension of therapy until a shared therapeutic agenda is identified.

Careful Timing of Interventions and the use of Motivational and Harm Reduction 

The timing of interventions must reflect the client’s level of motivation to ensure they are acceptable to the client. How to work with someone who does not currently wish to change their lifestyle presents mental health service workers with considerable challenges. Miller and Rollnick (1991) identify motivational interviewing as a method of facilitating motivation for change in those currently not ready to reduce substances. Motivational interviewing utilises the transtheoretical model of behaviour change (DiClemente & Prochaska 1985). 

In this model a client may not be considering substance misuse as a problem (precontemplation), they may think of it as a problem but do nothing about it (contemplative), they may be preparing and sampling a reduction / cessation of substance misuse (determination / action) or indeed have become abstinent (maintenance).

Each stage dictates the speed and nature of interventions, in short this means utilising empathic approaches during precontemplative and contemplative stages where engagement is vital and more directive approaches for determination, action and maintenance stages where collaborative progress is required.

Table 1 illustrates the matching of interventions with the client’s readiness to change.

Table 1:  Helpful interventions at different stages of motivation: A practical crosswalk (Holland 2002) between the Cycle of Change (DiClemente and Prochaska 1985) and Stagewise Treatment (Osher and Kofoed 1989).

	Stage of Motivation 
	Intervention

	Precontemplation 

The absence of any thoughts or behaviour concerning changes in substance misuse.
	Engagement

Despite absence of motivation the potential to develop a working relationship based on trust is present.  At this stage clients have multi-faceted problems around issues such as housing, welfare and health.  Opportunities emerge immediately whereby a worker can assist with alleviating such problems (e.g. benefits assistance or new accommodation) leading to a therapeutic alliance.  Preparatory work is essential for later stages.  Successful engagement is the development of trust and acceptance of 'help' however small.  

	Contemplation

The presence of thoughts (not usually behaviour) and ideas concerning reduction/cessation of substance misuse, and/or recognition that some life problems might be derived from substance misuse.
	Persuasion

A variety of strategies encouraging a client to understand the consequences of substance misuse are employed (education, pros and cons of substance misuse). Neither coercion or confrontation is appropriate - they merely compound the substance misuse or undermine the efforts to empathise.  The emphasis is upon generating motivation for recovery from within an individual.  Persuasion is most effective once engaged; however other appropriate interventions here such as sampling alternative forms of social activity, assertiveness training, structured activities and prescription of specific medication have considerable overlap which suggests that stages of motivation are not entirely discrete.

	Behaviour Change/Action

The presence of changed behaviour consistent with (i) reducing the adverse effects of substance misuse and/or (ii) reducing or abstaining from substance misuse.
	Active Treatment

The strategies employed to support reduction of substance misuse range from pharmacological adjuncts  (e.g. Methadone, Antabuse) and detoxification to psycho-substance education (individual/group) and assertive substance refusal training.  Clients at this stage are becoming proactive in their efforts but require constant support and encouragement.



	Change Behaviour Maintenance 

A stage of consolidation, where reduction or abstinence from substance misuse is established.
	Relapse Prevention

Active treatment strategies are equally applicable here.  Identifying triggers or predisposing factors of substance misuse are essential. Client and worker collaboration in devising contingency plans in the event of substance misuse relapse or 'near misses' may involve other workers, friends and family.

Maintaining strategies of social approval and material/practical benefits reinforces progress.  Continued input over a period of years not months will be required for a stable lasting recovery.


Taking a Long Term Therapeutic Perspective

Given the frequency of substance misuse relapse (Meuser et al 1998) and the chronic relapsing nature of both serious mental illness and substance misuse it is imperative to hold a longitudinal view of the client’s progress. Failure to view the client within a long term time-frame leads to frustration for both client and mental health professional (Drake et al 1998; Holland et al 1999) whilst obscuring small incremental improvements.

An approach over time that ensures realistic progress is harm reduction. Harm reduction (Strang 1993) describes an approach that limits the damage substance misuse may generate and is particularly pertinent when a client does not wish to abstain from substances but is willing to preserve their health or the health of their community in some way.

Examples of harm reduction may be facilitating a client to administer their amphetamines orally as opposed to intravenously, obtaining their supply from a known and trusted dealer or adhering to neuroleptics even whilst misusing psychoactive substances. 

Optimism

By positively reframing challenging situations and promoting collaboration in the pursuit of their resolution the therapist may successfully build self-efficacy. Without such confidence to succeed on the part of the client a drift towards hopelessness and subsequent deterioration would seem likely.

The conveyance of hope and optimism, a softer, but by no means less significant principle, is therefore advocated by such authorities in the field as Miller & Rollnick (1991) and Drake & Osher (1997). 

Integrated Treatment

Services in the UK are configured in such a way that substance misuse and mental health interventions are rarely available from a single team, service or agency (Gibbins 1998). 

Table 2 describes the three service delivery formats, sequential, parallel and integrated, most commonly found in this field.

The term ‘integrated treatment’ however refers to the integration of two treatment modalities from one source not the integration of two services in their delivery. Department of Health (2002) good practice guide encourages parallel service delivery as the initial service development stage to facilitate capability building within both substance misuse and mental health services.  Ultimately individual services are expected to be in a position to deliver integrated treatment alone, a preference of many clients (Rorstad & Chesinski 1996), in the majority of dually diagnosed clients they encounter.

Table 2 Models of Service Delivery from Holland M & Midson V. (In Press) Substance Misuse and Mental Illness. In: Ryan T & Pritchard J (Eds) Good Practice 

in Mental Health. Jessica Kingsley. London.

	Model
	Disadvantages
	Advantages
	Presence in UK

	Sequential;

When services are delivered in sequence not simultaneously
	Practitioner skills relate only to core service function.

Dual diagnosis clients actively disengage.

Dual diagnosis clients often lost by services.
	Core service business gets attended to.

Efficient gate keeping of resources to either drug, alcohol or mental health client but not when conditions occur together.
	Approximately 70%

	Parallel;

When services are delivered simultaneously but from separate sources (I.e. Community substance misuse team and community mental health team).
	Creates the need for greater practitioner liaison.

Creates inter-service protocols and agreements which can be overly bureaucratic.

Relies upon efficient care coordination.

Scope for professionals to be manipulated or confused.

Creates client confusion and requires higher level of cooperation and cognitive ability from clients (e.g. multiple appointments)
	Clients less likely be lost by, or fall between, services.

More effective management of risk through confidentiality and liaison agreements.

Skills and expertise shared between services through client care and joint training.

Supervision, troubleshooting and access to services improves.

Can makes use of CPA mechanism and clearly identifies lead agent.
	Approximately 25%

	Integrated

When both areas of need (substance misuse & mental health) are delivered by from one source (I.e. one team, unit, person)
	De-skills other services and practitioners through specialist provision.

Dual diagnosis independent teams may become isolated and poorly integrated reducing likelihood of discharge.

Fosters greater service dependence from client.

Reduced client choice.
	Clients and carers only have to relate to one worker or one team.

Less scope for confusion due to fewer care providers involved.

Integration of substance misuse and mental health intervention aids more accurate case formulation and tailoring of interventions.

Increased prescribing efficiency.
	Approximately 5%.

Usually delivered through sophisticated Assertive Outreach Teams


Formulating Care Plans

Mueser, Drake & Wallach (1998) suggest adopting stress vulnerability (Zubin & Spring, 1977) as a model to explain the course and possible cause of dual diagnosis, effectively illustrating the way in which two long term, relapse prone, conditions interrelate. 

Furthermore the model can be successfully applied in care planning (Lewis 2004) to simplify the relationship between physiological factors such as biochemical changes brought about by a hypersensitivity to psychoactive substance misuse and environmental stressors be them financial, family or possibly dealer related (Fig 1).

The stress vulnerability diagram is an aid in care formulation for practitioners, carers and clients. It depicts the multidimensional nature of dual diagnosis without the complexity, and categorises symptoms and behaviour associated with both substance misuse and mental health. The psychosocial nature of the model cites the client and their carers (practitioners included) as potential influences on the course of illness, subsequently interventions focussing on social stressors, not the client’s behaviour itself can be justified. Given that motivation to change is often limited in this client group a model permitting indirect interventions can be empowering to carers and practioners whilst also reducing resistance in the client.

Figure 1. Care Planning: Stress-Vulnerability (Zubin & Spring 1977) & Hypersensitivity (Mueser, Drake & Wallach 1998).









In summary, environmental stressors and physiological factors influence relapse. Substance misuse disrupts mental state by its biochemical action and amplifies environmental stress by its social, criminal and relationship consequences. Targeting such clear relapse influences for intervention purposes simplifies care planning and evaluation for all parties. 

Section 3: Drug treatments for substance misuse

Craving and withdrawal
Specific serotonin reuptake inhibitors (SSRIs), such as citalopram, have been shown to reduce craving in alcohol and drug dependence.  There is no pharmacological reason why these medictaions cannot be used in people with a diagnosis of schizophrenia, but formal evaluations have not been published.  Cocaine is known to exert its powerful reinforcing effects at least partly through the dopaminergic system, by inhibiting presynaptic reuptake of dopamine.  Despiramine, a tricylic which blocks presynaptic catecholamine reuptake, has been shown in one randomized controlled trial of 80 people with cocaine misuse and a diagnosis of schizophrenia, in combination with standard antipsychotic drug treatment, to reduce rates of misuse at 12 weeks (Wilkins, 1997).

No data exist for the use of acamprosate in people with a diagnosis of schizophrenia, a drug with a GABA-like chemical structure which probably blocks glutamatergic transmission and has been shown to reduce craving and relapse in abstinent alcohol-dependent subjects.  Naltrexone also reduces relapse rates during abstinence from alcohol.  One older treatment, disulfiram, was used successfully in one small trial of people with a diagnosis of schizophrenia and alcohol misuse (Kofoed et al. 1987), although low doses are recommended because of interactions with antipsychotic drugs.

Lofexidine is an alpha2 adrenergic agonist like clonidine which has been shown to reduce withdrawal symptoms from opiates.  It has not been evaluated in people with a diagnosis of schizophrenia.

Antipsychotic drug treatment
The efficacy of conventional and new atypical antipsychotic drugs in people with a diagnosis of schizophrenia and comorbid substance misuse is poorly researched.  The main reason for this is the widespread identification of substance use as a principal exclusion criterion in phase three drug efficacy studies.  

The self-medication hypothesis, suggesting that substance use in people with psychosis is an attempt to overcome symptoms or side effects, would predict that substance misuse will be less likely if primary positive and negative symptoms are well-controlled, with a minimum of adverse effects.  Optimal symptom treatment with an effective antipsychotic drug would therefore seem to be an appropriate goal.  The use of depot antipsychotic drugs is anecdotally successful in the subpopulation of substance misusers whose life-style is chaotic.  Atypical antipsychotic drugs by virtue of their reduced neurological side effects are likely to be useful (Buckley, 1998). It may be that long-term treatment with conventional antipsychotic drugs is itself a risk factor for the development and maintenance of stimulant drug misuse (Buckley, 1998).

The next question is whether some or all antipsychotic drugs have a direct effect on the substance misuse, rather than just controlling psychotic symptoms.  Buckley et al (1994) showed that substance-misusing patients improved in symptoms and social functioning on clozapine treatment over 6 months to the same degree as non-misusing patients.  Clozapine has been shown to improve engagement in a range of psychosocial interventions in people diagnosed with schizophrenia (Rosenheck et al, 1998) and this effect might be particularly valuable to people with comorbid substance misuse, where such non-drug interventions are a crucial part of a successful treatment programme.
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