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A.  Terminology 
 

• Co-Occurring Mental and Substance-Related Disorders 
 
In “A Report to Congress on the Prevention and Treatment of Co-Occurring Substance Abuse Disorders 
and Mental Disorders”, SAMHSA defines people with co-occurring disorders as “individuals who have at 
least one mental disorder as well as an alcohol or drug use disorder.  While these disorders may interact 
differently in any one person…at least one disorder of each type can be diagnosed independently of the 
other”.  The report also states, “Co-occurring disorders may include any combination of two or more 
substance abuse disorders and mental disorders identified in the Diagnostic and Statistical Manual of 
Mental Disorders-IV (DSM-IV).  There are no specific combinations of….disorders that are defined 
uniquely as co-occurring disorders.” 
 
(www.samhsa.gov/reports/congress2002/foreword.htm) 

• “Co-Occurring Disorders refers to substance use disorders and mental disorders”  
• “Integrated interventions are specific treatment strategies or therapeutic techniques in which 

interventions for both disorders are combined in a single session or interaction, or in a series of 
interactions or multiple sessions.  Integrated interventions can include a wide range of 
techniques.” 

 
(Center for Substance Abuse Treatment.  Substance Abuse Treatment for Persons With Co-Occurring Disorders.  Treatment 
Improvement Protocol (TIP) Series 42.  DHHS Publication No. (SMA) 05-3992.  Rockville, MD: Substance Abuse and Mental Health 
Services Administration, 2005, page 27, 29) 
 

• “The key to effective treatment for clients with dual disorders is the seamless integration of 
psychiatric and substance abuse interventions in order to form a cohesive, unitary system of care.” 

• “The integration of services represents the organizational dimension of treatment: Services for 
both mental illness and substance abuse need to be provided simultaneously by the same clinicians 
within the same organization, in order to avoid gaps in service deliver and to ensure that both 
types of disorders are treated effectively.” 

 
(Mueser KT, Noordsy DL, Drake RE, Fox L (2003): “Integrated Treatment for Dual Disorders – A Guide to Effective Practice”  The 
Guilford Press, NY.   page xvi, 19)   

 
• “Integrated treatment is the interaction between the mental health and/or substance abuse 

clinician(s) and the individual, which addresses the substance and mental health needs of the 
individual.”   

 
(From page vi in “A Report to Congress on the Prevention and Treatment of Co-Occurring Substance Abuse Disorders and Mental 
Disorders” 2002, from the Substance Abuse and Mental Health Services Administration (SAMHSA).  Resource: 
www.samhsa.gov/reports/congress2002/foreword.htm) 
 
 

• One Team, One Plan for One Person 
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B.  Cultural Clashes in the Behavioral Health Field 
 
1.  Polarized Perspectives about Presenting Problems 
 
3 D’s      Deadly Disease – consider addiction in differential diagnosis; ask questions to screen, diagnose      
         Denial – conscious lying; amnesia of blackouts; unconscious survival mechanism   
  Detachment – healthy distance; don’t pin your professional self esteem to client’s success or not  
 
3 P’s Psychiatric Disorders – not all mental health problems are symptoms of addiction and withdrawal   
  Psychopharmacology – medications often necessary; can prevent psychiatric & addiction relapse   
  Process – often no quick, easy answer to decide addiction versus psychiatric versus dual diagnosis  
 
2.  Different Theoretical Perspectives; Different Treatment Methodologies  
 
1.   Addiction System versus Mental Health System 
 
• 3 D’s and 3 P’s - implications for medication, staff credentials, attitudes towards physicians, role of staff 

and team, programs                                   
 
2.  Integrated Treatment versus Parallel or Sequential Treatment 
 
• hybrid programs - staffing difficulties; numbers of patients and variability, but one-stop treatment  
• parallel programs - use of existing programs and staff, but more difficult to case manage   
 
3.  Care versus Confrontation          
 
• mental health - care, support, understanding, passivity 
• addiction - accountability, behavior change 
 
4.  Abstinence-oriented versus Abstinence-mandated        
 
• treatment as a process, not an event 
• respective roles in both approaches 
 
5.  Deinstitutionalization versus Recovery and Rehabilitation       
 
• role of “least restrictive” setting 
• role for individualized treatment with continuum of care   
 
 
C.  Why Diagnostic Confusion? - Diagnostic Confusion due to: 
 
• Alcohol/drugs can cause psychiatric symptoms in anyone (acute toxicity) 
 
• Prolonged alcohol/drug use can cause short or long-term psychiatric illness 
 
• Alcohol/drug use can escalate in episodes of psychiatric illness 
 
• Psychiatric symptoms and alcohol/drug use can occur in other psychiatric disorders 
 
• Independent addiction and psychiatric illnesses (“Dual Diagnosis”) 
 
(Marc A. Schuckit:  Am. J. Psychiatry, 143:2  p. 141  -  modified) 
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D.  “Every Door is the Right Door” 
“A Report to Congress on the Prevention and Treatment of Co-Occurring Substance Abuse Disorders and Mental Disorders” 2002, 
from the Substance Abuse and Mental Health Services Administration (SAMHSA).   
Resource: www.samhsa.gov/reports/congress2002/foreword.htm 
 
Underlying Principles 
Services and programs focused on substance use disorders and mental disorders - whether experienced as 
co-occurring disorders or not - are driven by a number of key principles or precepts.  
 
1.  First and foremost is the simple fact that people of all ages who have co-occurring disorders are people 
first, fully deserving of respect. 
 
2.  At the same time, consumers, recovering persons and their families need to be involved in all aspects of 
their treatment and recovery.  
 
3.  People with co-occurring disorders can and do recover. Everyone must be optimistic about their 
prospects for achieving stability and recovery, and provide the long-term support they need to maintain 
their progress. 
 
4.  People with co-occurring disorders deserve access to the services they need to recover. To put these 
beliefs into practice, the development of this report has been guided by the following principles: 
 

• Ensure development of a system in which “any door is the right door” to receive treatment for co-
occurring disorders. This means that people with co-occurring disorders can enter any appropriate 
agency in the service system and be provided or referred to appropriate services.  

• Develop client-centered, individualized treatment plans based on an accurate assessment of the 
person's condition and the degree of service coordination he or she requires. Family members must 
be involved in treatment, where appropriate. 

• Ensure the maximum feasible degree of integration for individuals with the most serious substance 
abuse disorders and mental disorders. 

• Provide prevention and treatment services that are culturally competent, age, sexuality and gender 
appropriate and that reflect the diversity in the community. 

• Promote the expansion and enhancement of service providers’ capabilities to treat individuals of 
all ages who have co-occurring substance abuse disorders and mental disorders. 

 
5.  Finally, this report is not recommending the creation of a separate system of care for people who have 
co-occurring substance abuse disorders and mental disorders.  Indeed, people with co-occurring disorders 
must be able to receive their treatment in mainstream systems of care that are well-prepared to support their 
recovery. 
 
6.  The formation of partnerships should be developed at all levels, from the national to the community and 
the neighborhood, for developing/enhancing seamless systems of care that allow people to move freely 
between and among the entire constellation of services they require.  
 
E.  Moving Towards Integrated Treatment 
 
1.  Staff Issues 
• collaborative, concurrent interdisciplinary team         
• vulnerabilities inhibiting team cohesiveness e.g., recov. vs non-recov.; M.D. vs counselor; psych. vs 

addiction-trained; biomedical vs psych. orientation; education vs. life experience; ambiguity tolerance 
• team communication - documentation skills; use of jargon and technical terms e.g., “confused”,  
 “disoriented”,  “delusional”         
• staff-program match            
• stress of working with multiproblem patients - need to be in control; countertransference;  
 overwhelmed with the needs and lack of resources; group supervision and conflict resolution 
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Incorporate the following into your personal approach to care: 
 
• Tolerance:  To listen to another professional’s opinion 
• Open-mindedness: To give up old views of addiction or psychiatric problems 
• Patience:  To explore the history and treatment progress carefully before jumping to  

   diagnostic conclusions  
• Education:  To learn more about addiction & mental illness; meds.; motivating strategies  
• Serenity:  To realize that professionals cannot always know the answers immediately. 
 
2.  Program Issues 
 
• mission of the program, department, institution or agency        
• equal emphasizes both mental health and addictions issues       
• admission criteria and patient mix - what can staff/program mange       
• terminology and treatment tools e.g., “alcoholism vs “addiction       
• non-cognitive, activity groups e.g., time use charts; collages       
• groups - education about dual identity; feelings group to learn about relapse cues, signs and symptoms   
• family involvement; systems work and continuing care        
• self/mutual help groups - preparation for AA/NA mainstreaming; Dual Recovery Anonymous    
• staff composition reflects training proportionate to program’s clientele      
 
3.  Co-occurring Disorders or Conditions – The ASAM Criteria (The ASAM Criteria 2013, pp 
22-30) 

1.  Co-Occurring Capable (COC) Programs 
• Co-Occurring Capable (COC) programs routinely accept individuals who have co-occurring 

mental and substance-related disorders.   
• COC programs can meet such patients' needs so long as their psychiatric disorders are 

sufficiently stabilized and the individuals are capable of independent functioning to such a 
degree that their mental disorders do not interfere with participation in addiction treatment; and 
vice versa 

• COC programs address co-occurring disorders in their policies and procedures, assessment, 
treatment planning, program content, and discharge planning.   

• They have arrangements in place for coordination and collaboration between chemical and 
mental health services.   

• They also can provide addiction consultation, psychopharmacologic monitoring and 
psychological assessment and consultation on site; or by well-coordinated consultation off-site. 

 
 2.  Co-Occurring Enhanced (COE) Programs  

• COE programs can accommodate individuals with co-occurring disorders who may be unstable 
or disabled to such an extent that specific psychiatric and mental health support, monitoring 
and accommodation are necessary in order for the individual to participate in addiction 
treatment.  

• COE programs are staffed by psychiatric and mental health clinicians as well as addiction 
treatment professionals.  Cross-training is provided to all staff.  Such programs tend to have 
relatively high ratios of staff to patients and provide close monitoring of patients who 
demonstrate psychiatric instability and disability.   

• COE programs typically have policies, procedures, assessment, treatment planning and 
discharge planning that accommodate patients with co-occurring disorders.   

• Co-Occurring disorder-specific and mental health symptom management groups are 
incorporated into addiction treatment.  Motivational enhancement therapies are more likely to 
be available (particularly in outpatient settings)  

• Ideally, there is close collaboration or integration with a mental health program that provides 
crisis back-up services and access to mental health case management and continuing care. 
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3.  Complexity Capable (CC) Programs  

• CC programs can accommodate individuals with multiple co-occurring needs such as general 
medical issues e.g., HIV and other infectious diseases, legal issues, trauma issues, housing, 
parenting educational, vocational and cognitive/learning issues.  

• CC programs are staffed by psychiatric and mental health clinicians as well as addiction 
treatment professionals; care managers; peer specialists; and staff that can address culturally 
and linguistically diverse people. 

• CC programs organize everything done at every level of care to focus scarce resources on the 
complex needs of the people and families seeking help. 

• Patient Centered Health Care Homes have been conceptualized to recognize multidimensional, 
biopsychosocial needs of patients; and to address the complex needs of patients and families. 

• Some systems have begun to use terminology of “complexity capable” to reflect this broader 
perspective; and likely in the future to replace “co-occurring capable.” 
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FREE MONTHLY NEWSLETTER 

 
“TIPS and TOPICS” – Three sections: Savvy, Skills and Soul and at times additional sections: Stump the 
Shrink; Success Stories and Sharing Solutions.  Sign up on tipsntopics.com at the top of the Home page. 
 
 
 


